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CLIENT RESPONSIBILITIES AGREEMENT 

 
1. I agree to notify my child care worker in writing within ten (10) days if my total household income exceeds 85% of the State 

Median Income and report within four (4) weeks if my qualifying eligible activity changes.  I understand that I must also verify 
these changes and that I will have to repay any benefits I received for which I was not eligible.  
 
Circle household size and State Median Income (SMI) amount 

Household 
Size 

2 3 4 5 6 7 8 9 

85% SMI $4,235.20 $5,231.72 $6,228.23 $7,224.75 $8,221.27 $8,408.12 $8,594.96 $8,781.81 

 
2. I agree that I must complete the redetermination process when it is due, including all required verification.  

 
3. I agree that I must verify my eligible activity when there is a change in my eligible activity and at re-determination. (A schedule 

will be required if you are self-employed or when non-traditional care such as overnight, weekend, or evening care, is needed)  
  

4. I agree to notify my child care worker  prior to changing child care providers otherwise the county may not pay for my child 
care. 

 
5. I agree to be responsible for resolving any problems I might have with my child care provider.   

 
6. I agree to notify the county department of social/human services if I have any concerns about possible abuse or neglect of a 

child while in child care. 
 

7. I understand that if any parent in my household is self-employed I/we must maintain an average income that exceeds business 
expenses and I agree to track and verify income, expenses, work schedule and need for care to assist in my eligibility 
determination.  

 
8. I understand that if child care is provided for my employment or self-employment activity then the taxable gross wages divided 

by the number of hours I work must equal at least the current federal minimum wage in order to continue receiving child care. 
 

9. I agree that if my county requires child support enforcement I will cooperate with the child support enforcement office for any 
child that is receiving care and has an absent parent. 

 
10. I agree that I will not leave my CCAP card in the possession of my child care provider at any time or I may be disqualified from 

the Colorado Child Care Assistance Program. 
 

11. I agree to use my CCAP card to check my child(ren) in and out of care daily or my child care assistance case may close and I 
shall be responsible for payment of the child care costs. 
 

12. I understand that if my CCAP card has been lost, stolen, or damaged, I must notify my child care worker within two (2) 
business days. 
 

13. I understand that if new CCAP cards are issued to me, I must report non-receipt of the cards within five (5) business days. 
 

14. I understand that a person found to have intentionally given false information by deed or omission cannot get child care 
assistance for twelve (12) months for the first offense, twenty-four (24) months for the second offense, and permanently for the 
third offense. This crime is subject to prosecution under federal and state laws. 

 
15. PARENT FEE: 

a. I agree to pay the parent fee listed on my child care authorization notice and that it is due to the provider in the month that 
care is received. 

b. I understand that my parent fee is based on my income, household size and number of children in care and is subject to 
change upon receiving prior notice from the county. 

c. I understand that if I do not pay this fee or make acceptable payment arrangements with my childcare provider, I will lose 
my child care benefits and will not be able to receive assistance with another child care provider and/or through any other 
county. 

Applicant 1 Signature Date Applicant 2 Signature Date 

    



 

615-82-14-6058 SS-5 (Rev. 09/2016) 

RIGHT OF APPEAL AND FAIR HEARING 
 
If you disagree with any action taken in regards to child care benefits, you have a right to appeal. 

 If your child care benefits are denied, you must call your child care assistance worker within fifteen (15) days of the 
date of that denial to say that you want to appeal. 

 If your child care benefits are changed, you must call your child care assistance worker within fifteen (15) days of the 
date of the notice of the change to say that you want to appeal. 

 If your child care benefits are terminated, you must call your child care assistance worker before the effective date of 
the termination to say that you want to appeal. 

 
A hearing will be scheduled by the county department.  At the hearing, you will be given an opportunity to present your 
case. If you appeal the decision or change, the person who officiates at the hearing shall not be the originator of the 
change or decision.  
 
Before you decide to request a county hearing, we encourage you to talk with your county department child care worker 
first, and then the worker’s supervisor.  Often your questions and concerns can be settled by talking to the county staff 
responsible for making the change in your child care subsidy. 
 
If after you completed a county hearing you still disagree with the decision, you may appeal the decision to the State by 
following these steps: 
 
1. Write a letter to:       

Office of Administrative Courts 
1525 Sherman Street 

4
th
 Floor 

Denver, CO 80203 
 

2. You must appeal the county decision within 15 days of the mail date on the Notice of County Hearing Decision.   
 
3. In the letter you need to state that you want to appeal the county hearing decision and why you want to appeal the 

decision.  If you need help doing this you can ask anyone to help you, or talk to a legal aid office, or ask your 
County Social/Human Services representative to help you. 

 
4. The Office of Administrative Courts will schedule a date for the appeal hearing if it is determined the request was 

filed timely. You will receive a letter from the Office of Administrative Courts explaining the next steps, who may 
come with you, who may present testimony and other information about the hearing. 

 
You should be aware that the state and county are required to attempt to collect all benefits provided for which you were 
not eligible. 
 
Discrimination 
 
If you believe that you have been discriminated against because of race, color, sex, age, religion, political beliefs, national 
origin, or handicap, you have a right to file a complaint with: 
 

Office for Civil Rights 

U.S. Department of Health & Human Services 

1961 Stout Street – Room 1426 

Denver, Colorado 80294 

(303) 844-2024 or (303) 844-3439 (TDD) 
 

 
Keep this page for your reference 

 

 


