CAPS STP Referral Packet
For families who DO currently receive CAPS
The following checklist is designed to ensure that all required documentation is provided in order to determine your family’s eligibility for CAPS before and after care while your child attends the Pre-K Summer Transition Program. Be sure to provide all documentation so that your case may be processed in a timely manner.
Did You Give Us Everything We Need?
☐	CAPS Referral Form 
☐	Last 4 weeks of income (Employment Verification Form may be substituted for check stub ONLY if the parental authority has been on the job less than 4 weeks.)
☐	Activity Verification (i.e. school schedule, vocational training if applicable)
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               Summer Transition Program Dates _______________ to ________________
						CAPS Case # ______________________

CHILD INFORMATION
Child’s Name				Date of Birth			Social Security Number
_________________________	_______________		________________________   
Parental Authority’s Name			Date of Birth			Social Security Number
_________________________	_______________		________________________      
Family Address (Street, City, State, Zip)					County of Residence	
_____________________________________________		________________________	 

SUMMER TRANSITION CENTER INFORMATION
Name of Center								Center Phone Number	
______________________________________________		________________________	 
Center Address				Center County			MAXIMUS ID
_________________________	________________		________________________
Transition Coach’s Name			Transition Coach’s Phone Number	Child Care License #		
_________________________	________________		________________________
Will the child attending Summer Transition receive before and/or after care services at the Summer Transition site above? ☐ YES ☐ NO
If YES, what is the center’s before and after school rate? ______________________

If NO, please complete the information below about the before/after services child care provider.
Name of Before/After Child Care Provider					Phone Number	
______________________________________________		________________________	 
Address					County				MAXIMUS ID
________________________		________________		________________________	 	
Provider’s Before/After School Rate	
________________________

I certify that this referral form has been examined by me and that the information provided is true and accurate to the best of my knowledge. 
_______________________                _________		
Signature of GA Pre-K Provider/Designee             Date
_______________________                __________
Signature of Parental Authority                               Date			


Summer Transition Program: Employment Verification
Use if no other written verification (paystubs, etc.) is available

									Date: 	_____________________  

__________________________ 
__________________________ 
__________________________ 						Employee: ___________________ 
									SSN:  _______________________   

Dear Sir/Madam,  
  
The above named individual listed your company as their place of employment.  In order to provide services to your employee, it is necessary that we verify his/her employment.

Please complete the questions on the reverse side as fully as possible. Please sign, date and return this information within ____ days to ensure services can be provided in a timely manner.

An authorization to release information, signed by ______________________, is included on this form.  

Your cooperation is appreciated.  

Sincerely,  


______________________  
______________________  
______________________    

************************************************************************************************************************  
Authorization to Release Information  


I, _____________________________, hereby authorize my employer to furnish complete information 

about my earnings to __________________________________________.
   


     	  ___________________________________
		                      Signature or Mark  
	  
	______________________________________  
		                                  Date
   
If signed by an "X", person who witnesses the mark must sign below.   
								
 		
									_______________________________________  
								                                    Signature of Witness     







Employee Information 



(a) Name and address of employee from your records: ________________________________________  
____________________________________________________________________________________  

(b) Beginning date of employment: _______________ Job title of the employee: ___________________

(c) Gross rate of pay: $_____________ per __________ 

(d) Number of hours per week this employee is scheduled to work: _______________________  

[bookmark: _GoBack](e)  Employee is paid:       daily: ____   weekly: ___   bi-weekly: ___   semi-monthly:___   monthly: ____ 

  
Please complete the following for the last _______________ weeks/months.  Please show the date this employee actually received the checks.  

	Pay Period End Date
	Date received
	# of Hours Worked
	*Gross Earnings
	Tips (if applicable) 

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


                   *DO NOT include advance EITC payments in Gross Earnings


(a) Do you expect a change in pay?      Yes	  No    

If yes, what change do you expect? __________________________________ When? ___________ 

 (b) If the employee is no longer employed, what was the last date this employee worked? _________ 



_____________________________  	________________          	                _____________ 
	Signature and job title  		     Phone number                                         Date   


(The person completing this form agrees to be contacted for clarification if needed)
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