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| am asking child care staff to authorize a higher rate for the care of a child with special needs. | understand | must give

information about this child’s additional care needs while in child care.

CHILD’S NAME (PLEASE PRINT) PARENT'S NAME (PLEASE PRINT)

PARENT/CLIENT ID CHILD CARE PROVIDER'S NAME AND PROVIDER NUMBER (PLEASE PRINT) TELEPHONE NUMBER

Please describe the child’s additional care needs in the following areas:

Please check the box that best
describes the additional level of care
provided while in child care.

1. Any changes you have had to make to accommodate the child’s physical
needs, or for protection (ramps, lighting, handrails, noise level, locks,
gates, fencing, etc.):

[

None
Some
Moderate
Significant

2. Walking/moving about/using arms and hands/transportation:

Similar to children of the same age
Some [ ] Total assistance
Moderate

Significant

3. Eating (level of help needed) diet/allergies/food preparation:

Similar to children of the same age
Some [ ] Total assistance
Moderate

Significant

4. Sleeping/napping/resting/sleep pattern/positioning:

Similar to children of the same age
Some [ ] Total assistance
Moderate

Significant

5. Breathing/respiratory/allergies: Does the child need any special
equipment/medication?

Similar to children of the same age
Some [ ] Total assistance
Moderate

Significant

6. Toileting/personal hygiene (hand/face washing, self care, diapering,
dressing):

Similar to children of the same age
Some [ ] Total assistance
Moderate

Significant

7. Hearing/seeing/communicating:

Similar to children of the same age
Some

Moderate

Significant

8. Behavior:
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Similar to children of the same age
Some

Moderate

Significant
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9. Medical/medication/special health procedures: [] Already answered

[ ] Similar to children of the same age
[ ] Some

] Moderate

[] Significant

[ ] Total assistance

10. Other/concerns:

What special skills or training do you have or need to have to care for the child in question? Has the parent shared
specific care instructions with you?

What will your cost be for caring for this child? (This is the amount, above and beyond the state standard daily rate, that it
costs you to provide care to this child.)

Hourly: $ Daily: $ Weekly: $ or Monthly: $

Please describe how you came up with this dollar figure and how these funds will be used to cover the care of this child.

The following resources may be available to you and/or the child.

o

Aging and Disability Services Administration, 1-800-422-3263, www.aasa.dshs.wa.gov
WithinReach, 1-800-322-2588, www.hmhbwa.org

Special Education Services (through the local school district)

Public Health Nurse

Occupational Therapist/Physical Therapist

Respiratory Therapist

Speech Therapist

Parent-to-Parent or other support groups, www.arcwa.org

Behavior Specialist/Psychologist/Children's Mental Health

Local Child Care Resource and Referral Agency, 1-800-446-1114
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PROVIDER’S SIGNATURE DATE

Thank you for taking the time to answer these questions about this child.
Return this form and any other documents to the child care worker.
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