
STATE  OF  CONNECTICUT 
DEPARTMENT OF PUBLIC HEALTH 

 
Community Based Regulation Section 

 
 

 
 
 

 
 

 

Phone: (860) 509-8045, Fax: (860) 509-7541 
Telephone Device for the Deaf  (860) 509-7191 
         410 Capitol Avenue - MS # 12CBR 
        P.O. Box  340308  Hartford, CT  06134 
            An  Equal  Opportunity  Employer 
 

RENEWAL APPLICATION FOR  
FAMILY DAY CARE HOME STAFF APPROVAL 

 
Expiration Date: ___________________ 
 
Applicant’s Name: __________________________________________________________ 
 
Street Address: _____________________________________________________________ 
 
Town, State, Zip: ___________________________________________________________ 
 
Home Telephone #: (_________)________________ Date of Birth: __________________ 
 
Work Phone #: (_________) _________________ Social Security #: _________________ 
 
1. I am renewing my staff approval for:     
 

   Substitute, a person twenty (20) years of age or older, who may assume the licensed 
day care provider’s responsibilities when her or she is absent. 
 

  Assistant, a person eighteen (18) years of age or older, who assists the licensed provider 
or the substitute in caring for children in the licensed facility, while the provider or 
substitute is present.  (an Assistant enables a provider to care for additional children under 
the age of two years. ) 
 
2.  I work for: 
 
Provider’s name: ________________________________ Town: _____________________ 
 
3. Along with this renewal application, you must include: 
 

 An Adult Medical Statement form completed within the past two (2) years  
Adult Medical Statement forms can be found at www.ct.gov/dph/daycare. 
 

 A copy of a current certificate, front and back, documenting the successful completion 
of an approved course in first aid appropriate for child care providers ( for Substitutes 
only)  A list of approved First Aid Course can be found at www.ct.gov/dph/daycare.   
 
        IMPORTANT: Please complete the other side of this form 
    



 

 

 
 

 
 
 

STATE OF CONNECTICUT 
DEPARTMENT OF PUBLIC HEALTH 

FAMILY DAY CARE PROGRAM APPLICATION 
 

STATEMENT OF COMPLIANCE 
 

 
Applicant’s Name: _________________________ ___________________ ________________________________ 
    First             Middle    Last 
 
Address of Facility: __________________________________ _______________    _________ ___________ 
   Street                   Town           State         Zip 
 
I understand that it is my responsibility to contact the Department of Public Health prior to the expiration 
date of my staff approval to request a staff renewal application. 
 
I certify that I have read and understand the regulations for the licensure of family day care homes adopted 
by the Commissioner of Public Health pursuant to Connecticut General Statutes Section 19a-87b(c).  I will 
maintain the family day care home in compliance with these regulations, and I will allow home visits by 
Department staff to the family day care home when I am present at the family day care home. 
 

NOTICE OF PENALTY FOR FALSE STATEMENTS 
 

Under the law, all information provided on this application form, or in any statements accompanying this application, 
must be truthful.  Any false statements could cause the denial of this application and may be punished as a Class A 
Misdemeanor under Section 53a-157b of the Penal Code.  This notice is given as required by the Connecticut General 
Statutes, Section 19a-87b(a). 
 
Understanding the penalties for false statements, I attest that my statements in this application are true, to the best of 
my knowledge and belief. 
 
 
 
X_________________________________________________________ _______________________________ 
 (Signature of Applicant)       (Date) 
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