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CAPS Referral for Children Enrolled in Georgia Lottery Funded Pre-K 
For School Year       _____to     ______  
                               (Start date)               (End date)

	Full Name of child enrolled in Pre-K

     
	Date of Birth


	Social Security Number



	Full Name of child enrolled in Pre-K

     
	Date of Birth


	Social Security Number



	Full Name of Parent/responsible adult 
     
	Date of Birth


	Social Security Number



	Full Name of Parent/responsible adult 
     
	Date of Birth


	Social Security Number



	Family Address

     
	County
     
	Family Size
     

	Daytime Phone #

   -   -    
	Alternate Phone #

   -   -    
	Email

     

	Each parent/responsible adult must be in an approved activity, employment or training at least 24 hours per week. If 21 yrs or younger you must be enrolled full time in middle school or high school.  



	Parent/Responsible Adult
     
	Activity

Working  FORMCHECKBOX 
   School   FORMCHECKBOX 
   Training  FORMCHECKBOX 

	Total hrs per week
     

	Activity Name and location

     
	Total days per week

     

	Frequency of pay 

Weekly  FORMCHECKBOX 
      Bi-Weekly  FORMCHECKBOX 
   Monthly  FORMCHECKBOX 
    Semi-Monthly  FORMCHECKBOX 

	Gross income from wages

     
	Other gross income (i.e. child support)

     

	Parent/Responsible Adult
     
	Activity

Working  FORMCHECKBOX 
   School   FORMCHECKBOX 
   Training  FORMCHECKBOX 

	Total hrs per week
     

	Activity Name and location

     
	Total days per week

     

	Frequency of pay 

Weekly  FORMCHECKBOX 
      Bi-Weekly  FORMCHECKBOX 
   Monthly  FORMCHECKBOX 
    Semi-Monthly  FORMCHECKBOX 

	Gross income from wages

     
	Other gross income (i.e. child support)

     

	 Name of Pre-K Site

     
	Phone #
   -   -    

	Site Address

     
City
	County

	Name of Childcare provider if different

     
	Phone #
   -   -    

	Provider Address

     
City
	County

     



  ______________________________________________________          
__________________

  Signature of Parent/Responsible Adult


         

 
Date          




  ___________________________________________________________________
               
____________________
   
  Signature of Pre-K Provider Representative



 
Date          

                  

FOR DFCS PURPOSES ONLY:

Referral received _______________   
  Family is:  Potentially eligible  FORMCHECKBOX 
            Ineligible   FORMCHECKBOX 

Parent contacted ________________                   Application Received ______________           Approved  FORMCHECKBOX 
                 Denied  FORMCHECKBOX 
              

NOTE: This referral should be emailed to suking1@dhr.state.ga.us or faxed to 229-317-9732 within five (5) business days of the child’s first day of school. Please also include the published rates of the child care facility the child will attend.  The parent or responsible adult should apply for child care online at � HYPERLINK "http://www.compass.ga..gov" ��www.compass.ga.gov� within 5 days of submitting the referral form. The application process could take up to thirty (30) days.  If approved, child care will be authorized from date of approval to the end of the Pre-K school year listed on the form.  
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