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NEW DCFS 324

PROTECTIVE SERVICES SUBSIDIZED CHILD CARE REFERRAL

Who should be referred for subsidized childcare?

-
- DCFS children and families that have childcare as a necessary part of their case plan to protect the 
  child from the risk of social isolation, effects of abuse and neglect, parent stress, poor parenting skills.

-
- DCFS children who present extraordinary caregiving demands for the relative foster parents! foster 
  adopt parents/special health care needs caregivers and that have childcare as a necessary part of their 
  case plan.


Who certifies for subsidized childcare payments to begin?

-
- DCFS Child Care Staff

-
- DCFS Child Care Subcontract Alternative Payment Program Staff

How do you apply?

-
- Complete the following forms and submit them to the Community Development Coordinator (CDC) in 
  your Region/DCFS Child Care Program Authorized Representative:

  DCFS 324 (Rev. 7/99), Protective Services Subsidized Child Care Referral, See Attached. DCFS 326,   
  Child Care Exempt Provider Clearance when an exempt provider has been selected by the parent to 
  provide childcare and the CSW approves of the plan. Licensed childcare is recommended.

Submitting a referral does not guarantee that childcare services will be approved!

DO NOT AUTHORIZE CHILDCARE SERVICES TO BEGIN!!!

DCFS SUBSIDIZED CHILDCARE FUNDS CAN NOT BE USED TO PAY FOR

CHILDCARE PROVIDED PRIOR TO THE DATE OF ENROLLMENT BY THE

DCFS CHILD CARE PROGRAM STAFF!!!

- CONTINUED -
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              BES CONTACT:     Helen King (213) 351-5827

              APPROVED:            ________________________________
                                             Amaryllis Watkins, Deputy Director
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CSW’s Responsibilities:


- Complete and submit referral (DCFS 324 and, when applicable, DCFS 326).


- Inform the family that a referral for childcare services does not authorize payment for childcare 
  services. 
  Parent/Caregivers may submit a prospective childcare provider for approval, but must not begin 
  childcare until the DCFS Child Care Program staff gives the authorization to the parent and the 
  childcare provider.


- Re-evaluate the need for on-going childcare services every 6 months from the date of the last DCFS 
  324 submitted to the subsidized Child Care Program.


- Inform the family and childcare provider that childcare services provided after the Termination date on 
  the enrollment form will not be paid by the subsidized childcare program. When continued childcare 
  services are appropriate, a new DCFS 324 must be submitted one month prior to the Termination 
  date.

Contact your Region's Community Development Coordinator or DCFS Child Care Program staff if you need additional information.

Attachment

COUNTY OF LOS ANGELES








DEPARTMENT OF CHILDREN AND FAMILY SERVICES

( INITIAL                                    REFERRAL

PROTECTIVE SERVICES SUBSIDIZED CHILD CARE REFERRAL
     

CSW/SCSW/CDC CANNOT AUTHORIZE SUBSIDIZED CHILD CARE SERVICES TO START!

THE REFERRAL FOR SUBSIDIZED CHILD CARE IS AN APPLICATION TO THE DCFS SUBSIDIZED CHILD CARE PROGRAM OR ALTERNATIVE PAYMENT PROGRAM (APP) FOR PROCESSING FOR SUBSIDIZED CHILD CARE.  SUBSIDIZED CHILD CARE SHALL NOT BEGIN PRIOR TO AUTHORIZATION BY THE DCFS CHILD CARE PROGRAM LIAISON OR APP AUTHORIZED REPRESENTATIVE.  SUBSIDIZED CHILD CARE IS FOR A SPECIFIC LENGTH OF TIME NOT TO EXCEED SIX MONTHS.  SUBSIDIZED CHILD CARE SHALL NOT CONTINUE BEYOND THE DATE INDICATED ON THE CERTIFICATION AGREEMENT.  THE CERTIFICATION AGREEMENT IS SIGNED BY THE PARENT/LEGAL GUARDIAN/RELATIVE FOSTER PARENT/FOSTER ADOPT PARENT/SPECIAL HEALTH CARE NEEDS FOSTER CAREGIVER,  THE DCFS OR APP CHILD CARE PROGRAM AUTHORIZED REPRESENTATIVE AND THE CHILD CARE PROVIDER.   IF THE PARENT/LEGAL GUARDIAN/RELATIVE FOSTER PARENT/FOSTER ADOPT PARENT/SPECIAL HEALTH CARE NEEDS FOSTER CAREGIVER  OR CHILD CARE PROVIDER CHANGES,  THE CERTIFICATION AGREEMENT IS NULL AND VOID.  A NEW 324 MUST BE SUBMITTED BY THE CSW EVERY SIX MONTHS TO REQUEST CONTINUED CHILD CARE AND/OR TO KEEP A REFERRAL ACTIVE.

PART A
CSW COMPLETES (REQUIRES CSW’S AND SCSW’S SIGNATURE)

CASE NAME __________________________________________________________________________________________________________ DCFS CASE # _________________________________________

NAME OF PERSON CHILD(REN) LIVES WITH _____________________________________________________________________________________________________________________________________

CIRCLE LANGUAGE PERSON(S) THE CHILD(REN) LIVES WITH SPEAKS: 
ENGLISH
SPANISH
OTHER, SPECIFY ______________________________________________________________________

ADDRESS WHERE CHILD(REN) LIVES ___________________________________________________ _______________________ CITY ___________________________ ZIP CODE ______________________

PHONE NO. WHERE CHILD(REN) LIVES ____________________ MESSAGE PHONE NO. ____________________ WORK PHONE NO. FOR PERSON THE CHILD(REN) LIVES WITH ______________________

CHILD(REN) LIVES WITH ( ONE BIRTH PARENT ( BOTH BIRTH PARENTS IN HOME  ( LEGAL GUARDIAN ( FOSTER ADOPT PARENT ( SPECIAL HEALTH CARE NEEDS CAREGIVER,



( RELATIVE FOSTER CAREGIVER, SPECIFY RELATION TO CHILD(REN)  ______________________________________________________________________________________

IF APPLICABLE, INDICATE NAME(S) OF ALL OTHER ADULT(S) LIVING IN THE HOME AND HIS/HER/THEIR RELATIONSHIP TO THE CHILD(REN) __________________________________________________

_________________________________________________________________________________________________________________________________













             FOST ADOPT/SPECIAL HEALTH NEEDS/

LIST ALL CHILDREN IN HOME UNDER THIS CASE NAME



     NEEDS
         FULL         PART         IEP
             RELATIVE CAREGIVER ONLY! AMOUNT


FIRST NAME

LAST NAME

DATE OF BIRTH
     CHILD CARE    TIME         TIME           DONE
             CAREGIVER RECEIVES PER CHILD 

1.______________________________________________________________
     (
        (
      (
   (
          $ _________________________

2.______________________________________________________________
     (              (
      (
   (
          $ _________________________

3.______________________________________________________________
     (
        (
      (
   (
          $ _________________________

4.______________________________________________________________
     (
        (
      (
   (
          $ _________________________

5.______________________________________________________________
     (
        (
      (
   (
          $ _________________________

6.______________________________________________________________
     (
        (
      (
   (
          $ _________________________
PRIMARY CAREGIVER INFORMATION

SPOUSE/OTHER ADULT IN HOME INFORMATION



   
INCOME BEFORE DEDUCTIONS














IF NONE, ENTER “0”

DATE OF BIRTH (IF UNDER 20) __________________________
DATE OF BIRTH (IF UNDER 20) ________________
___________


DO NOT INCLUDE FOOD STAMPS

CHECK ALL THAT APPLY


(  WORKING



(  WORKING



EMPLOYMENT INCOME
$ ______________________________


(  LOOKING FOR WORK


(  LOOKING FOR WORK


TANF/CALWORKS
$ ______________________________


(  STUDENT



(  STUDENT



OTHER, SPECIFY (E.G. ,SSA, SSI, CHILD SUPPORT)







(  DISABLED



________________
$ ______________________________
 












TOTAL INCOME
$ ______________________________

LICENSED CHILD CARE REQUIRED ( YES ( NO, IF NO DCFS 326 MUST BE ATTACHED

IF CHILD CARE PROVIDER HAS ALREADY BEEN SELECTED 

CHILD CARE PROVIDER’S NAME ________________________________________________________ PHONE NO. _________________________________

CHILD CARE PROVIDER’S ADDRESS ______________________________________________ CITY ____________ ZIP CODE ________________________

CHILD(REN) IS RECEIVING OTHER SUPPORT SERVICES THROUGH OTHER COMMUNITY RESOURCES.  ( YES ( NO

PLEASE INCLUDE ANY ADDITIONAL RELEVANT INFORMATION:  (E.G., SPECIAL NEEDS OF CHILDREN, DISABILITY/INCAPACITY OF PARENT, MONITORING RESTRICTIONS)

__________________________________________________________________________________________________________________________________________________
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CASE PLAN ADDENDUM - CHILD CARE

WHEN CHILD CARE IS A NECESSARY PART OF THE CASE PLAN, THE CASE PLAN SHALL BE UPDATED TO INCLUDE THE NEED FOR CHILD CARE.  THE NEED FOR CHILD CARE AS PART OF THE CASE PLAN SHALL BE REASSESSED EVERY SIX MONTHS.
CHILD CARE IS A NECESSARY COMPONENT OF THE PROTECTIVE SERVICES CASE PLAN TO:
(CHECK ALL THAT APPLY)

( REDUCE SOCIAL ISOLATION

( COUNTERACT EFFECTS OF ABUSE/NEGLECT
( REDUCE STRESSFUL CONDITIONS
( INCREASE PARENTING SKILLS

( INVOLVE/EDUCATE PARENT


( ASSURE SAFETY/ASSESSMENT

( OTHER, EXPLAIN _______________________________________________________________________________________________________________

_________________________________________________________________________

I CERTIFY THAT THE CHILD(REN) LISTED HEREIN HAVE BEEN, OR ARE AT RISK OF BEING ABUSED, NEGLECTED, OR EXPLOITED, AND THAT CHILD CARE IS A NECESSARY PART OF THE PROTECTIVE SERVICES CASE PLAN.  PROTECTIVE SERVICES SUBSIDIZED CHILD CARE IS REQUIRED FOR THIS CHILD AND HIS/HER FAMILY BECAUSE OF:

( ACTUAL RISK OF ABUSE, NEGLECT, OR EXPLOITATION 


( POTENTIAL RISK OF ABUSE, NEGLECT, OR EXPLOITATION

THE DURATION OF RISK IS:


( NINE MONTHS


( TWELVE MONTHS
CHILD(REN) IN RELATIVE’S/FOSTER ADOPT/SPECIAL HEALTH CARE NEEDS HOME IS AN EXTRAORDINARY CAREGIVING DEMAND BECAUSE CHILD IS:
(CHECK ALL THAT APPLY)

( AN EXTRAORDINARY EMOTIONAL DEMAND
( A VICTIM OF ABUSE, NEGLECT OR EXPLOITATION

( AN EXTRAORDINARY PHYSICAL DEMAND

( LIMITED PHYSICALLY, INTELLECTUALLY, EMOTIONALLY

( EMOTIONALLY DISTURBED


( A CHALLENGE FOR THE RELATIVE TO MEET THE CHILD’S NEED 

( DEVELOPMENTALLY DELAYED


       (CAREGIVER’S PARENTING SKILLS ARE LIMITED)


( PRENATALLY EXPOSED TO DRUGS/ALCOHOL
( A CHALLENGE TO PROTECT (CAREGIVER’S ABILITY TO PROTECT IS LIMITED)

( OTHER, EXPLAIN  __________________________________________________________________________________


_____________________________________________________________________

CSW’S SIGNATURE ________________________________________________________________  DATE _________________________________________ 

PRINT CSW’S NAME ________________________________________________________________ CSW’S PH. # ___________________________________

CSW’S REGION # ________________ CSW’S OFFICE ADDRESS __________________________________________________________________________

SCSW’S SIGNATURE _______________________________________________________________  DATE _________________________________________

PRINT SCSW’S NAME _______________________________________________________________ SCSW’S PH. # __________________________________ 

PART B
COMMUNITY DEVELOPMENT COORDINATOR (CDC) OR DCFS CHILD CARE PROGRAM AUTHORIZED REPRESENTATIVE COMPLETES
TO:  ( DCFS CHILD CARE PROGRAM  OR  ( APP  NAME OF APP _______________________________________________________________________

CDC OR DCFS CHILD CARE PROGRAM AUTHORIZED REPRESENTATIVE’S SIGNATURE ______________________________ DATE _________________

PRINT NAME/REGION

ADDRESS

PHONE NO. 

FAX NO.

DATE ORIGINAL REFERRAL SENT TO DCFS OR APP CHILD CARE PROGRAM _____________________​​​​​_________________________________________

PART C
SUBSIDIZED CHILD CARE PROGRAM OFFICE USE ONLY

14 DAY STATUS REPORT FOR CASE NAME ________________________________ DCFS CASE NO. ____________________ CHILD’S NAME ___________________________________
( FAMILY NON-RESPONSIVE  ( FAMILY INELIGIBLE  ( FAMILY ENROLLED  ( DATE PLACED ON ELIGIBILITY LIST __________________________

COMMENTS ______________________________________________________________________________________________________________________

_________________________________________________________________________

AGENCY REPRESENTATIVE’S SIGNATURE ____________________________________________ DATE __________________________________________

PRINT AGENCY REPRESENTATIVE’S NAME ___________________________________________ AGENCY PHONE NO. _____________________________

AGENCY NAME ___________________________________________________________________________________________________________________

DISTRIBUTION:
ORIGINAL TO DCFS/APP CHILD CARE PROGRAM









COPY TO LEFT SIDE OF CASE ACTIVITY RECORDING FOLDER



COPY TO DCFS CHILD CARE PROGRAM AUTHORIZED REPRESENTATIVE
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