
DELAWARE NATION                        
P.O. Box 825 

Anadarko, OK 73005 
Phone (405)247-2448/Fax (405)247-9393 

 
 
 

Child Care Assistance Application 
 
Parent(s) Name: ______________________________________________ 
 

            Address: _______________________________ City: ______________________ State: _____ Zip: __________ 
 
Finding directions: __________________________________________________________________ 
 
Home #: _____________________   Work #: _______________________ Cell #: ________________________ 
 
Are you:  Home owner  Renting How many people living in household?  
 
 
 

List all household members: 
Name (head of household 1st) Age Birth date CDIB# Relationship 

    Head of Household 

     

     

     

     

     

     

*For additional household members, please continue on back of page. 
 
 
 
EMPLOYMENT: 

EMPLOYMENT HEAD OF HOUSEHOLD SPOUSE 

Employer Name   

Address   

  

Work Number   

Monthly Income   

*Please submit income statement with application. 
 
 
 

Date Rec’d  

 Parent  Guardian 



INCOME VERIFICATION: 
√ DO YOU RECEIVE  NAME  AMOUNT 

 Social Security  $ 

 TANF  $ 

 Food Stamps  $ 

*For additional members, please continue on back of page. 
 
If you receive TANF or food stamps, please write case number. _____________________ 
 
OTHER INCOME: 

SOURCE NAME/LOCATION AMOUNT 
Child Support  $ 
Alimony  $ 
Income Tax Return  $ 
Retirement  $ 
WIC  $ 
Other  $ 
 
If applying for Child Care Services, please specify the time frame for services needed: 
 
 Full Day  Weekly  Part-time (before & after school and/or less than 4 hours per day 
 
Estimated length of time that services will be utilized?  
 
Facility requested: ______________________________________________ 
 

            Address: _______________________________ City: ______________________ State: _____Zip: ____       __ 
 
Provider’s Name: ______________________________________ Telephone #: ______________________ 
 
Check One:  Center  Family Home  Special Needs Facility 
 
 
 
Signature of applicant  Date 
 

OFFICE USE ONLY 

 
 

 
 

 Monthly  Full-Time 

Approved  Disapproved  Date   

DHS Co-payment 

Remarks 

 Tribe Co-payment  

 
 

Director’s Signature  Date 
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