APPLICATION FOR CHILDCARE ALLOWANCE

Student’s Name: _____________________________________

Address: _______________________________________

       _________________________________









Phone No: _________

Course Name: _____________________________

(Tick)    VTOS______ Youthreach  _______ Travellers STC____ BTEI ________

Children:
1 ________________


Date of Birth ____________



2 ________________


Date of Birth ____________



3 ________________


Date of Birth ____________

Type of Provisions:
Creche:__________
Childminder:__________




Community/Commercial Playgroup_________

Registered with North Western Health Board     Yes/No_________

Childminders to notify by letter to NWHB and Copy to this Office.

Claim:  Cost per hour________ Cost Per day_________ Cost per Week_______

Duration:___________a.m. to ____________p.m.

Total Proposed Cost: ______________



Name of Provider: _____________________________

   Address: ______________________________________

                  ___________________

Phone No: __________

Signed: ____________________ (Provider)

Signed: ____________________ (Student)

Note: the Provider is paid on receipt of invoice for each month in arrears.  The Student pays the balance if the amount claimed is above the amount allowed by this office.


Office use only:

Amount Allowed: ___________

Hour: _________

Day: _________

Week: _________

Signed: _____________________

Date: ___________

