
STATE OF MICHIGAN 
Department of Health and Human Services 

Case Name:
Case Number:
Date: 
MDHHS Office:
Specialist:
Phone:
Fax:
Specialist ID:

If you do not understand this, caB an MDHHS office In your area. 
MDHHS employees are prohibited by law from providing legal advice. 
SI Ul!led no entlende esto, llama a una oficina de MDHHS en su araa. 
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The Michigan Department of Health and Human Services 
(MDHHS) does not discriminate against any individual or 
group because of race, religion, age, national origin, color,
height, weight, marital status, genetic information, sex, sexual
orientation, gender identity or expression, political beliefs or
disability.

AUTHORITY: Public Act 280 of 1939.
COMPLETION: Mandatory.
CONSEQUENCE FOR NONCOMPLETION: Child care 
subsidy payments will not be authorized. 

CHILD DEVELOPMENT AND CARE (CD C) PR OVIDER VERIFICATION 

PURPOSE: You have received this form because you have applied for assistance with child care expenses through the Child 
Development and Care (CDC) program or have changed your CDC provider. You must complete and send this form to your 
MDHHS specialist via mail, fax or by using www.michigan.gov/mibridges. Your provider will not receive payment until you 
complete this form, receive your approval notice and the provider bills child care hours. 

INSTRUCTIONS: 
• Work with your chosen provider to complete all the information included on Page 1 and Page 2 of this form. Both you and 

your provider must read the agreement and sign and date Page 2. 
• Return the form to your MDHHS specialist.
• You and your provider will receive a notice from the CDC program when your form is processed. Your CDC may remain

approved without a provider, however, the care begin date will not go back more than 60 days from when this form is
received.

SECTION 1: PROVIDER INFORMATION (To be completed by the provider) 
Provider or Child Care Center Director Name Child Care Center Name Provider CDC ID # 

Address (Number and Street) City I State Zip Code
Ml 

County I Telep�one �umber I Email

Do you receive any other payments (such as from an employer, child support, or other assistance program) for caring for the children listed in Section 2? 

0 NO □ YES➔
If YES, for what children (list children)? If YES, whom do you receive payment from? 

Where do you usually care for the children listed in Section 2? (Check one)
Note: If you are a license exempt provider who is not related to the children in Section 2, you must provide care in the children's home. 
D Child Care Center □ Group Child Care Home □ Family Child Care Home
D Home Where The Child Lives □ My Home
SECTION 2: CHILD INFORMATION (To be completed by the provider): 
(Please list all children in the family in your care. Attach a list of additional children to this form if needed.) 

Child's Name 
Date of Date Care 

Is the child related to you? If YES, how are you related? 
Birth Began 

1. NO YES ➔ 

2. NO YES ➔

3. NO YES ➔ 

4. NO YES ➔

DHS-4025 (Rev. 7-18) Previous edition obsolete. For additional assistance, contact your MDHHS specialist.

The Montessori School Crystal LakeJoanne Shango DC630413780

825 Golf Dr. Pontiac 48341

Oakland County 248-453-5757 x201 office@themsr.net




