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CHECKLIST 
Type III Early Learning Center 

Provider’s Name Provider Number 

Provider Tax ID Number 

PART 1: 

YOUR CCAP APPLICATION MUST BE ENTERED INTO THE CAFÉ ONLINE SYSTEM located 
on our website www.louisianabelieves.com.  Click on the heading, Early Childhood, CCAP 
Provider Certification, then "Become a CCAP Provider".  

The online application includes entries for your provider agreement, provider rate agreement, 
W-9 tax information and direct deposit information. 

PART 2: 

The following required information must be submitted within the 30 day application processing 
period.  Items may be uploaded via CAFÉ, faxed to us at 225-342-4180 or mailed to the 
following address:     CCAP Provider Certification, P. O. Box 2510, Baton Rouge, LA  70821: 

Early Childhood Community Network Program Partner Profile and Assurances 

Verification of identity (government issued picture ID) and copy of Social Security 
card for all owners and directors. 

IRS SS-4 Form (IRS generated copy) 

Rate Verification (notice to parents, newsletter, bulletin, memo, etc.) 

Louisiana CCAP Provider Time and Attendance Equipment Agreement 
(Agreement must be completed in full, signed and dated.  All pages must be 
returned.) 

      Verification of checking or savings account. 

Rate and Availability Forms (CCAP 7B) …[OPTIONAL] 

http://www.louisianabelieves.com/


PROGRAM PARTNER ASSURANCES FOR ACADEMIC APPROVAL FOR 2016-2017 

Check one: 
 Type III Child Care Center   Early Head Start   NSECD 
 Charter School    Head Start    School District 

Community Network/Parish Name: ________________________________________________________ 

Program Partner Center or School: 

Program Partner Chief Administrator: 

Physical Address: 

Mailing Address: 

Primary Contact Name and Title: 

Telephone:                Email:   

My organization will comply with all provisions of State Board of Elementary and Secondary Education 
(BESE) Bulletin 140 – Louisiana Early Childhood Care and Education Network and my organization will: 

MEMBERSHIP IN THE COMMUNITY NETWORK 
� Participate fully in the Early Childhood Care and Education Community Network as provided in 

Chapter 3 of Bulletin 140, including: 
o Designate an individual to serve as the primary point of contact between this

organization and the Community Network Lead Agency. 
o Respond to communication from the Louisiana Department of Education (Department)

Office Early Childhood and the Community Network Lead Agency when requested. 

PARTICIPATION IN THE EARLY CHILDHOOD CARE AND EDUCATION ACCOUNTABILITY SYSTEM 
� Participate fully in the Early Childhood Care and Education Accountability System as provided in 

Chapter 5 of Bulletin 140, including: 
o Support administrators, teachers and other staff to use  BESE Bulletin 136—The

Louisiana Standards for Early Childhood Care and Education Programs Serving Children 
Birth-Five Years, CLASS, and GOLD or an approved alternate assessment; 

o Ensure that all required information for classrooms containing children from birth to five
years is entered in the GOLD online system.  I understand that even if my organization is 
not using the GOLD assessment, certain information such as teacher credentials, 
curriculum and class ratios is still required to be entered for all classrooms. 

o Cooperate with the Lead Agency in my Community Network to identify all
sites/classrooms to be observed with the CLASS Toddler and CLASS PreK tools. 

o Participate in CLASS observations, specifically allowing two CLASS observations for each
Toddler and PreK classroom. 

o Allow third party observations to occur.



o Meet with each teacher to provide written results and feedback from local observations
within five business days of receiving the information.

o Provide teachers with support to improve their interactions and instruction, including
use of curriculum and assessment, in order to help prepare more children for
kindergarten.

o Verify through the Department’s verification process the site-level data that has been
reported to the Department for the Performance Profile.

PARTICIPATION IN THE COORDINATED ENROLLMENT PROCESS 
� Count all publicly-funded birth to age five children currently being served in this program as of 

October 1 and February 1 of each school year and submit to the Lead Agency as required by the 
State. 

� Participate fully in the Community Network’s Coordinated Enrollment Process as provided in 
Chapter 7 of Bulletin 140 including: 
o A coordinated information campaign through which the Community Network informs

families about the availability of publicly-funded programs serving children ages birth to five 
years; 

o A coordinated eligibility determination through which the Community Network coordinates
enrollment, eligibility criteria, and waiting lists to ensure that families are referred to other 
available publicly-funded early childhood programs should they be ineligible for or unable to 
access their primary choice; 

o A coordinated application process through which the Community Network conducts a
unified application process so families can easily indicate their enrollment choices for 
publicly-funded programs; and 

o A matching based on family preference through which the Community Network enrolls at-
risk children, using available public funds and based upon stated family preferences. 

� Inform parents and caregivers that they may request that the Department review the placement 
of their child resulting from the coordinated enrollment process as indicated in Bulletin 140.  

By my signature below, I am indicating agreement with all of the aforementioned requirements. 

Signature of Chief Administrator for Program Partner Organization   Date 

Chief Administrator Title    Name of Center/School 

Chief Administrator Telephone number    Chief Administrator Email address 















THIS IS AN ILLUSTRATION OF WHAT THE SS-4 SHOULD LOOK LIKE (see below…) 



Rev. 03/16 Louisiana Department of Education 
Child Care Assistance Program 

TYPE III EARLY LEARNING CENTER  
OPTIONAL INSTRUCTIONS FOR 

 CCAP 7B (CCAP RATE AND AVAILABILITY VERIFICATION FORM) 

This is to advise you of another option to complete and submit the CCAP 7B (CCAP Rate and 
Availability Verification Form) to expedite the process for CCAP applications for a new application, a 
change of ownership or a change of location. 

This is being made a part of the initial packet for Type III CCAP providers when submitting a new 
application, change of ownership or a change of location.    

If you want to expedite the process of completing and submitting CCAP 7Bs, you may copy this form and 
work with your parents of CCAP children to complete. 

Then submit all of the CCAP 7Bs to Provider Certification along with other verifications and required 
documents with your CCAP Provider application.  These may be submitted by fax, mail or upload into 
CAFÉ. 

Please note that your CCAP Provider application must be submitted through CAFÉ. 

Provider Certification 
P. O. Box 2510 
Baton Rouge, LA  70821 
Phone:   1-877-453-2721 
Fax:   225-342-4180 



CCAP 7B Louisiana Department of Education 
Rev. 10/15 Child Care Assistance Program 
011/10 Issue Obsolete 

CCAP Rate and Availability Verification Form 

Case Name:     _________________ 
Case ID: 
Time and 
Attendance   #:       
Worker: 
Phone Number:   (877) 453-2721  

Dear Child Care Provider: 

This CCAP Rate and Availability Verification Form is being issued because the above named individual has APPLIED for 
assistance from the Child Care Assistance Program (CCAP) in the Louisiana Department of Education for the child listed 
below. This form is NOT a guarantee of payment because the above named individual has NOT yet been determined 
eligible for CCAP. This form must be received by the Department of Education before a decision can be made on the 
CCAP case. 

(Child Name) (Child ID Number) 

(Child Number) (Birthdate) 

When a determination is made on the CCAP case, you will receive a notice informing you whether CCAP will make 
payments on behalf of the parent/guardian. 

● If it is determined that CCAP will make payments, the notice sent will inform you of the date payments will begin and
the maximum amount of payment that will be made by CCAP. Payment will be based on care authorized and the
child’s actual attendance. The parent or guardian is responsible for ALL costs incurred before the effective date of
payments as determined by the agency and is also responsible for the difference in the amount you charge and the
amount the agency pays.

● If it is determined that CCAP will NOT make payments, the notice sent will inform you that payments will NOT be
made by CCAP and the parent/guardian is responsible for ALL payments to you for the child care services you
provide.

Please check the type of care you will be providing for this child. (If this child is in part-time care with you during 
the school year and in full-time care with you during vacations and summer, please complete both full-time and 
part-time sections.) 

Full-Time Care: 
Date child care began/will begin or changed/will change for this child: 

Total hours each week that child is in care (or will be in care): 

(Month/Day/Year) 

Amount charged for this child: $ 
(Daily Rate) 

Do you provide full-time care for this child during school holidays? 
(Spring break/Easter, Thanksgiving, Christmas) Yes No 

I will care for this child in: 

Child’s Home My Home Type III Center School Setting

Military - Department of Defense Child Care Center



Do you provide transportation for this child? Yes No 

Part-Time Care: 

Date child care began/will begin or changed/will change for this child: 

Total hours each week that child is in care (or will be in care): 
(Month/Day/Year) 

Amount charged for this child: $ 
(Hourly Rate) 

Do you provide full-time care for this child during school holidays? 
(Spring break/Easter, Thanksgiving, Christmas) Yes No 

Do you provide transportation for this child? Yes No 

I certify that I am or will be providing care to the above-named child, and that I will abide by all applicable 
regulations. I agree to meet all reporting and record-keeping requirements necessary for program administration. 
My signature below certifies that I am 18 years of age or older. 

Signature of Provider Name of Provider 

Date Address of Provider 

Provider ID Number (if known) Telephone Number of Provider 

Provider SSN If you provide care in the child’s home, the telephone number 
that will be used to call the Interactive Voice Response (IVR). 
This must be the client’s landline telephone number that is on 
file with the agency. 

I certify that the provider above will provide care to the above-named child, and that I will abide by all applicable 
regulations. I agree to meet all reporting and record-keeping requirements necessary for program administration. 

_ _ _ _ 
Signature of Head of Household Printed Name of Head of Household 

 _ _ _ _ 
 Date of Birth Date 

The parent or guardian is to return the completed original to:  DOE/CCAP Household Eligibility 
 P O Box 260037 
  Baton Rouge, LA 70826 
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