
 
Rhode Island Department of Human Services 
 

 

Office of Child Care  

License Exempt/Relative Provider Applicatio n  

 

 
  

 

Renewals only ï this information can be found in the CCAP portal  

 

My DHS CCAP Provider ID _________________ 
  

Thank you for your interest in becoming a license exempt Child Care Provider with the Department of 
Human Services.  This application includes all required information to become CCAP-approved to serve 
as a license exempt child care provider. Please refer to the instructions, below, to ensure you complete 
all necessary sections. 
 
This CCAP License Exempt application has two parts: 
 

¶ Part 1: Core Questions 

¶ Part 2: CCAP Provider Agreement 

 

Please complete the following application and submit it with all required documentation and fees 
to:   

Rhode Island Department of Human Services 
Office of Child Care, Third Floor  
25 Howard Avenue, Building 57 

Cranston, RI 02920 
 

For any questions or inquiries, please contact: DHS.ChildCare@dhs.ri.gov 
 
Fees 
 
The following individuals must each pay a ten-dollar fee ($10.00) for each Department (DCYF) 
Clearance request:  

¶ Providers 

¶ Emergency assistants 

¶ Household members age 18 and older 
 
Fingerprinting and Background Check Fees 
All applicants and providers, including household members eighteen years or older and all 
associated assistants must have comprehensive background checks every five years. All are 
encouraged to go to the Rhode Island Attorney Generalôs office to be fingerprinted. The Attorney 
Generalôs office is located in the Pastore Center at 4 Howard Avenue in Cranston. Payment for 
fingerprint background checks is $40.00 per person and can be made by credit card, debit card, 
check or money order. For questions, please call the Attorney Generalôs office at 401-274-4400. 

Note: This form must be completed in ink and legible print to process your application. 
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Background:  
The Child Care Assistance Program (CCAP) is a voluntary program where license exempt providers may 

receive subsidy payments for providing care to relative children who are enrolled in the CCAP program. 

License exempt providers must be a relative to the child receiving CCAP who is enrolled in their care and 

are not authorized to serve more than six (6) related children. If the license exempt provider is caring for 

their own children under six (6) years of age, this would be included in the maximum number of allowable 

children in care.  To receive payment for CCAP eligible children, the provider must verify the relationship 

to all children in care by submitting birth certificates and marriage licenses as needed.  Acceptable 

degrees of relationship in CCAP are limited to grandparents, great-grandparents, aunts, uncles, great-

aunts, great-uncles and adult siblings. 

 

DHS Approved License Exempt Providers are Required to: 

¶ Be a current Rhode Island resident; 

¶ Be twenty-one (21) years old or older; 

¶ Have a working phone; 

¶ Have a valid email address; 

¶ Live in a different household from the child for which you receive CCAP payments; 

¶ Prove that you have a stable residence. You cannot be a boarder in someoneôs 
household; and 

¶ Report all individuals living in your household. Individuals eighteen years or older, 
must also pass the clearances below: 

o Department of Children, Youth and Families (DCYF) Child Protective 
Services (CPS) clearance, and 

o Comprehensive background check from the Attorney Generalôs Office. 

¶ Have a valid certificate number for the child(ren) you will be caring for.  
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License Exempt Application Overview  

Required for license exempt providers applying to become a NEW CCAP provider or RENEW their current CCAP 
Certification. 

 

If any of the following required documents are missing from the application, a decision on your application to 
become a new CCAP Provider or renew your CCAP Provider Certification will be delayed.  

 

A complete CCAP application consists of the following documents:  
 

Ç CCAP License Exempt Application 
o Part 1ðCore Questions (needs to be signed and dated) 
o Part 2ðCCAP provider agreement needs to be signed, dated and notarized  

Ç W-9- Needs to be filled out, signed, and dated 

 
Applicants must also submit copies of the following:  
 

Ç Photo ID 

Ç Social Security card 

Ç Birth Certificate, Passport or Naturalization Certificate (for US citizens) 

Ç Proof of legal immigration status (for non-US citizens) 

Ç Copy of current utility bill (gas or electric, or lease stating utilities are included) with applicantsô name and 

address on it. 

Ç Copy of current phone bill with applicantsô name, current address and phone number printed on it. 

Ç Health & Safety Certificate documenting successful completion of the required, online trainings offered by the 

Center for Early Learning Professionals (CELP.) 

Ç DCYF Clearance Fees (for the applicant provider and all household members 18 years of age or older) 

Ç Background Check Results (for the applicant provider and all household members 18 years of age or older) 

 

Note: If your application is approved, new providers will receive an approval letter and instructions to attend a 
mandatory training class. Please allow thirty (30) days for the Office of Child Care to process your CCAP application. 
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Part 1: Core  Questions  

First Name:  Last Name:  Middle Initial:  

Maiden Name:  
Date of 
Birth:  

 

Social 
Security 
Number: 

 

If applicable, 
FEIN: 

 

Sex:  M   F 
Are you a US 
citizen? 

 Yes   No If no, Legal Residency #:  

Primary Phone*:  Secondary 
Phone: 

 

*YOU MUST HAVE A WORKING TELEPHONE TO BE APPROVED 

MUST include a copy of the phone bill with the NAME of a household member, the residence ADDRESS & the 
PHONE NUMBER printed on the bill 

Email:  

Primary Language:  Secondary 
Language: 

 

Physical Address 

Number & Street:  City/Town:  

State:  
Zip 
Code: 

 Phone Number:  

Mailing Address *If different than the above address 

Person of Contact for Mailing 
Address: 

 

Number & Street:  City/Town:  

State:  
Zip 
Code: 

 Phone Number:  

 

 

 

 

 

Section 2: Core Questions  
 
Do you have a High School Diploma or GED Equivalency? 
 

 Yes       No 

 
Have you been an approved license exempt provider with DHS in the past? 
 

 Yes       No 

If yes, when: 
 
 

Required for ALL applicants:  
New or Renewal CCAP Provider Certification 

 

Section 1: Applicant Information  
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Section 2: Core Questions  
Please list each child you will be caring for, their date of birth, and relationship to you. 
Please note: relative status will need to be verified by the Office of Child Care by either birth certificate and/or marriage 
certificate.  

Childôs Name Childôs Date of Birth 
Relationship to 
Provider 

CCAP Certificate 
Number 

    

    

    

    

    

    

Have you been known for/treated for alcohol or drug abuse?  Yes       No 

Please provide all your addresses in the past five (5) years: 

Number & Street City/Town State Zip Code Dates of Residence 

    to 

    
to 

    
to 

    
to 

    to 

    to 

 

Section 3: Household Members 

You must list EVERYONE that lives in your home (spouse, friends, children, other relatives, etc.) 

Spouse/Partner Information 

Last Name First Name 
Date of Birth Sex 

MM DD Year M F 

     

  Middle Name Maiden Name/Other Social Security Number 

  ï       ï 

Child Information (Please list all children, regardless of age, who are living in your household) 

Last Name First Name Middle Name 
Date of Birth Sex 

MM DD Year M F 
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Section 3: Household Members 

Additional Household Members 

Last Name 
First Name 

Middle 
Name 

Date of Birth Sex Relation to 
Applicant Maiden/Other MM DD Year M F 

 
        

 

      

  

 

 

      

  

 

 

 

Section 4: Children in your Care 

 Yes No 

Are you providing child care to children not enrolled in CCAP?   

If yes, are any of these children related to you?   

If you answered yes to the question above, please list each child you provide child care for and their 
relationship to you. 

Last Name First Name 
Middle 
Name 

Date of Birth Sex Relation to 
Applicant MM DD Year M F 

         

      
  

 

         

 

Section 5: Additional Household Member Information 
Health and Wellbeing of Household Members 
Are you and ALL members of your household:  

 Yes No 

In good physical health?   

In good mental health?   

Free of communicable disease(s)?   

Additional Household Member Information 
Have you and/or ANY members of your household: 

 Yes No 

Had any previous DCYF involvement, including juvenile probation?   

If yes, please provide explanation: 
 
 

Ever been arrested, or charged by the police or have been arraigned, indicted 
or convicted of any offense? 

  

If yes, please provide explanation: 
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Section 1: General Information 
 

   

Child Care Provider Name   DHS CCAP Provider ID  
(If Applicable) 

 

Instead of issuing your reimbursement checks in your social 
security number you provided on page 1 of this application, do 
you prefer that we use your business FEIN number?  

 
 No  Yes 

 

If yes, FEIN #: 
____________ 

Section 2: Terms and Condition of Payment 

ALL APPLICANTS: PLEASE READ CAREFULLY BEFORE SIGNING 

 

I agree to accept payment based upon the Department of Human Services authorization for a full week, 
as well as a three-quarter week, half week, or quarter week rate, as payment in full and understand that 
any services I provide in excess of authorized hours shall be the responsibility of the parent. 
 
I agree to enroll all CCAP assisted children using the Provider Portal upon receipt of a CCAP Certificate 
Number and a signed Parent/Provider Enrollment Agreement. 
 
The Department will reimburse for child care services provided to CCAP eligible children according to 
the time authorization for each individual child in accordance with the reimbursement rate established by 
law for your particular child care provider type. Additionally, I agree to maintain written attendance 
records on a weekly basis for all DHS children for a period of at least three years and make them available 
upon request by DHS or their designee.  
 
I agree to provide child care in a non-discriminatory manner and in accordance with state and federal 
regulations. 
 
I hereby certify that all the information that I have provided is true to the best of my knowledge. I also 
agree to notify the Office of Child Care with any changes to the information in this application within ten 
(10) business days by calling 401-462-6877 or by email DHS.ChildCare@dhs.ri.gov.  
 
I understand the penalty of withholding information or giving false information. I hereby certify that all the 
information that I have provided is accurate to the best of my knowledge.  
 
I understand that I will NOT be reimbursed by DHS for child care rendered to any child living in my 
household. 

 

   

Signature of Applicant  Date 

  
 

  

Print Name  Position/Title 

  
 

  

Witness Print Name  Date 

 
 

  

Witness Signature   
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CCAP Provider Agreement  
Licensed Exempt Provider 

 

Agreement with ________________________________________________ 

(Provider Name) 
 

an approved Licensed Exempt Provider located at 
 

__________________________________________________________ 
__________________________________________________________ 

(Program Address) 
  

 

and is entered into by both parties for the purposes established in Rhode Island Code of Rules, Title 218 
ï Department of Human Services, Chapter 20 ï Individual and Family Support Programs, Part 4 Child 
Care Assistance Program (218-RICR-20-00-4), pertaining to the Child Care Assistance Program 
(hereinafter CCAP). 
 
I, ________________________________________ (hereinafter Provider), understand that as a CCAP 

Applicant Name  
approved Provider, I must comply with the terms and conditions set forth in this Agreement in order to 
receive payment from DHS for any authorized child care services I render under the review of the CCAP. 
I understand that failure on my part to comply with these terms and conditions shall result in termination 
of this Agreement and the withdrawal of my CCAP approved Provider status. 
 
Therefore, as a condition of maintaining CCAP approved Provider status: 
 

1. I agree to comply with all State and Federal laws, rules and regulations governing the CCAP. I 
have received a copy of the DHS rules pertaining to the CCAP and understand that I am 
responsible for meeting the applicable requirements set forth therein. 
 

2. I agree to meet any requirements or standards established in Federal or State law, 
rules or regulations applicable to the setting in which I render child care that are 
necessary to retain either: 

A. State Licensed Child Care Provider 
I agree to notify the Office of Child Care about any adverse action initiated 
against my State-issued child care provider license within ten (10) days 
from the date I receive written notice that any such action is or will be 
taken. 
 
B. License Exempt Child Care Provider (relative care) 
I agree to notify the Office of Child Care of any persons moving into my 
household within ten (10) days of the date the change in the composition of 
my household occurs. 

 
3. I agree to provide age appropriate and safe child care that takes into account the diverse needs 

of the children in my care. 
 

4. I agree to accept, as full payment, the rate paid by the CCAP for the periods of CCAP authorized 
child care (as determined by DHS) that I provide to an eligible child who is enrolled for services 
in my care. I understand fully that in setting the payment rate for services I provide to children 
eligible for the CCAP, DHS is bound by the requirements established in State law and that any 
changes in the payment rate made by DHS must be authorized by State law accordingly, if 
applicable. 
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5. I agree to offer child care services in accordance with the requirements of Title VI of the Civil 

Rights Act of 1964 (42 usc 2000d et seq.); Section 504 of the Rehabilitation act of 1973, as 
amended (29 usc 794 et seq.); Title IX of the Education Amendments of 1972 (20 usc 1681 et 
seq.); the United States Department of Health and Human Services regulations found in 45 CFR 
parts 80 and 84; and the United States Department of Education implementing regulations (34 
CFR, parts 104 and 106), which prohibit discrimination on the basis of race, color, national origin, 
handicap, or sex, in acceptance for or provision of services, employment, or treatment in 
educational or other programs or activities incorporated herein by reference and made part of 
this agreement. 
ü I agree to comply with all other provisions of applicable laws, including the Americans with 
Disabilities Act of 1990; the Governorôs Executive Order no. 96-14, which prohibits 
discrimination on the basis of race, sex, age, national origin, sexual orientation, or 
disability; and the governorôs Executive Order no. 95-11 relating to sexual harassment. 
 

ü I certify to the best of my knowledge and belief, I am not presently or within the last three 
years been debarred, suspended, proposed for debarment, declared ineligible, defaulted, 
been terminated from any transaction covered by any federal department or agency, if 
applicable. 

 
6. I agree to maintain a smoke free environment when providing CCAP authorized child care 

services. 
 

7. I agree to ensure that parents have unrestricted access to their children while in my care. 
 

8. I agree to give the parent/guardian of a CCAP eligible child who is enrolled for services in my 
care, a minimum of a seven (7) day advance notice before terminating child care services unless 
such termination is for reasons that would place the CCAP eligible child, other children, or my 
staff at risk of immediate harm. 

 
9.  I agree to maintain daily attendance records for any CCAP eligible children enrolled for services 

in my care. I understand that I must retain these daily attendance records, in readable form, for 
a period of three (3) years and, upon request, make them available for inspection to DHS and/or 
its designee. 
 

10.  I agree to retain a signed DHS Parent/Provider Enrollment Agreement for each CCAP 
eligible child in my care in the same location as the childôs attendance record. I understand I 
must also provide a copy of the Enrollment Agreement to the childôs parent. I understand further 
that any changes in a CCAP eligible childôs enrollment requires that I complete and retain an 
additional Enrollment Agreement as part of the childôs record. 
ü I shall ensure that any change in enrollment will be made only with the consent and 
knowledge of the CCAP eligible childôs parent. 

ü I shall also safeguard and restrict the use of any access code issued to me by DHS in 
order to enroll CCAP eligible children. 

 
11.  I agree to provide a refund to the parent of a CCAP eligible child for any payments made by the 

parent to me for any authorized services that I, at a later date, received payment for from DHS. 
I understand that I must make a refund to the parent upon receipt of the payment from DHS. I 
understand, further, that I am prohibited from applying any such refund to co-payments the 
parent may owe me for CCAP authorized child care services I render at a later date, unless 
expressly requested in writing by the parent due the refund. 
 

12.  I agree to request payment from DHS in accordance with the CCAP Established Schedule of 
Maximum Weekly Rates in effect at the time my request is made. 
ü In making such requests, I shall submit attendance reports and documentation biweekly in 

a form acceptable to DHS. I understand fully that DHS will only make payment for CCAP 
authorized services provided timely (within the batch period.)  
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ü I understand further, that if DHS makes a payment to me that is over the allowable rate or 
amount, whether due to any error on my part or that of DHS, or an omission, 
misrepresentation or fraud, I must promptly make a refund to DHS, upon request, and in 
the amount of the overpayment. I am aware that DHS, at its option, may off-set the amount 
of the overpayment against any future requests for CCAP payment I may make. 

ACKNOWLEDGMENT AND PLEDGE OF CONFIDENTIALITY 

I have read R. I. Gen. Laws §§ 40-5.2-26 and 40-6-12, both of which are entitled ñRecords as to 
Assistanceò. I am fully aware of the provisions of these statues, including the provision by which a 
violation of either stature is made a misdemeanor punishable by a fine of not more than two hundred 
dollars ($200.00), Imprisonment for not more than six (6) months, or both. 
 
I agree to comply with all the provisions of R. I. Gen. Laws §§ 40-5.2-26 and 40-6-12. I am aware that all 
records pertaining to the administration of public assistance constitute confidential matter, and I am 
aware that it is unlawful for me to make use of, or cause to be used, any information in said records for 
purposes not directly connected with the administration of public assistance. 
 
Furthermore, I am aware that general information not identified with any particular individual, such as 
total program expenditures, total numbers of recipients, other statistical information, and social data 
which may be contained in studies, reports, or surveys, does not fall within the class of material to be 
safeguarded as confidential. 
 
I acknowledge that should individual case records become necessary for illustrative purposes, I will 
effectively disguise the identity of the client(s), his or her family and his or her situation(s). Any records 
containing individual client information shall not leave the DHS premises. I also acknowledge that the 
term ñrecordsò includes original documents, photocopies, computer databases and any other form of 
reproduction. 
 
Wherefore, I acknowledge the provisions of R. I. Gen. Laws §§ 40-5.2-26 and 40-6-12 and pledge to be 
bound by its provisions. 
 
I understand that any amendments or revisions to this Agreement must be made in writing and signed 
by both parties. Failure on my part to meet the terms and conditions established herein shall result in 
termination of this Agreement, withdrawal of CCAP Approved Provider status, denial of access to the 
CCAP automated enrollment system, and denial of any request for payment I may make to DHS 
subsequent to the date the Agreement is severed. 
 
I acknowledge and accept that any information or consent I provided to DHS in the Provider Information 
Application shall be considered part of this Agreement once I have affixed my signature below. 
 
Accordingly, I hereby certify that the information provided in support of my Provider Application is truthful 
and accurate. I understand fully that any falsification, concealment, or misrepresentation of fact will be 
cause for termination of this Agreement and possible prosecution under Federal and State laws. 
 
I understand further that any purposeful misstatement or omission of a fact in the application or 
enrollment process may result in criminal prosecution. I acknowledge that this is being signed under the 
pains and penalties of perjury and understand that DHS will grant me CCAP Approved Provider status 
based on the information I have presented. 
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Providerôs Signature  Date 

 
 

Print Providerôs Name  

 

 

State of Rhode Island, County of  
 
 

 

Subscribed and sworn to before me on this 
 
 

day of    

 Date  Month Year 

before me personally appeared 
 
 

 Provider Name 

being personally known to me or proved through satisfactory evidence of identification to be the person 

who signed the proceeding document. 

 

 

Notary Stamp (below):  

 Notary Public (Print) 

  

 Notary Public (Signature) 
    

 Commission ID#  Commission Expiration 

 
 

 

 

Please keep a copy of this agreement for your records. 
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