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Are you a current Child Care Services customer? Please place a checkmark by your response below: 

Yes: □ No: Unsure: 
Last Name: First Name: 

I 
Middle Name/Initial: 
 

Date of Birth: 

Physical Address: City: Zip: County: 

Mailing Address (if different): City: Zip: County: 

Home Phone: Cell Phone: 

Work Phone: Email: 

First Name Middle Name Last Name Date of Birth US Citizen or 
US Immigration Status 1 

(Write answer for each child) 

Gen der 
(M/ F) 

PLEASE READ THE INFORMATION BELOW BEFORE COMPLETING THIS FORM-

IF YOU, OR ANYONE IN YOUR HOUSEHOLD, HAVE TESTED POSITIVE FOR COVID-19, HAVE A CASE 
'UNDER INVESTIGATION' OR HAVE BEEN DETERMINED PRESUMPTIVELY POSITIVE AND ASKED TO 
QUARANTINE, DO NOT APPLY FOR CHILD CARE SERVICES AND FOLLOW THE ADVICE OF HEALTH CAR E 
PROFESSIONALS. 

The safest place for children is at home. Two-parent families will not receive subsidized child care if o ne 
parent is not working and is available to care for the child. 

Complete the following information for the parent or caregiver who is a COVID-19 
Essential Worker in need of child care for their child(ren). 

After you submit this form, you will be contacted by Workforce Solutions staff and asked to provide 
additional personal information over the phone including, but not limited to, gender, social security  

number, and race/ethnicity. 
Complete the section below with information for the child(ren) in need of child care: 

1If your child is a legal immigrant of the United States, you will be contacted by Workforce Solutions staff to submit documentation. 
Photos and digital copies of documentation will be accepted. 
Which occupation qualifies you as an essential worker during the COVID-19 pandemic? Please  
place a checkmark by the occupation category that best describes you below: 
Pharmacy 
Healthcare 
Local or State Government 
Restaurant or Food Delivery 
First Responder 
Gas Station 
Child Care, Home Health, other Caregiver 

Mail/Delivery 
Military Personnel 
Other       
Please describe ‘other’ below: 

Please provide the name and address of current employer: 

This document contains vital information about requirements, rights, determinations, and/or responsibilities for accessing workforce system services.  Language services, including the 
interpretation/translation of this document, are available free of charge upon request. Equal Opportunity Employer/Program • Auxiliary aids and services are available upon request to 
individuals with disabilities. Relay Texas: 1-800-735-2989 (TDD) and 1-800-735-2988 (voice) This workforce product was funded by a grant awarded by the U.S. Department of Labor's 
Employment and Training Administration. The product was created by the recipient and does not necessarily reflect the official position of the U.S. Department of Labor. The Department of 
Labor makes no guarantees, warranties, or assurances of any kind, express or implied, with respect to such information, including any information on linked sites and including, but not 
limited to, the accuracy of the information or its completeness, timeliness, usefulness, adequacy, continued availability, or ownership. This product is copyrighted by the institution that 
created it. COVID-19 Essential Worker Enrollment Application 4.2020 
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Child’s regular child care provider has limited capacity and cannot care for my child □ 
Child’s school is temporarily closed □ 
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Why is temporary care needed at this time? Please place a checkmark in the box next to all reason  s 
that apply: 
Child’s regular child care provider is temporarily closed 

' 

Child usually stays with friend/family who can no longer care for my child □ 
Child’s regular child care provider has permanently closed 
Other 
Please describe: 
Consulting the chart below, is your income* at or below these annual or monthly limits base d 
on your family size**? 
Yes   
No   

Family Size Annual Household Income 
(Approx. 150% SMI) at or below 

Monthly Household Income 
(Approx. 150% SMI) at or below 

2 $80,000 $6,700 
3 $99,000 $8,200 
4 $118,000 $9,800 
5 $136,000 $11,300 
6 $155,000 $13,000 
7 $159,000 $13,200 
8 $162,000 $13,500 
9 $166,000 $13,800 

10 $169,000 $14,100 
*Income does not include federal or state assistance or child support and is your gross income received (before taxes).
**Family size consists of those in the home that can be claimed as dependents on a federal tax return or a minor who is the responsibility of the parent/applicant.
State Median Income= SMI

By signing this document, you agree to the following statement: 

I certify that I am an essential employee at my place of employment, which is providing essential services to Texans during the COVID-
19 pandemic, and I do not have access to a safe and healthy alternative child care option during the pandemic. 

I certify that all information provided on this form is accurate and child care may be terminated if any of this information is found to be 
inaccurate. I understand that giving false information may constitute fraud and could result in prosecution and/or repayment of money 
for services for which I was not entitled. 

Electronic Signatures are acceptable. If completing online, please type your name in the signature field. 
Parent/Caregiver Signature: Date: 

  

Please submit completed application to the following email address: 

childcare@workforcesolutionscb.org

If you have any questions, please call 361-882-7491 Ext. 426.

This document contains vital information about requirements, rights, determinations, and/or responsibilities for accessing workforce system services.  Language services, including the 
interpretation/translation of this document, are available free of charge upon request. Este documento contiene información importante sobre los requisitos, los derechos, las 
determinaciones y las responsabilidades del acceso a los servicios del sistema de la fuerza laboral.  Hay disponibles servicios de idioma, incluida la interpretación y la traducción de 
documentos, sin ningún costo y a solicitud. Equal Opportunity Employer/Program • Auxiliary aids and services are available upon request to individuals with disabilities. Relay Texas: 
1-800-735-2989 (TDD) and 1-800-735-2988 (voice) This workforce product was funded by a grant awarded by the U.S. Department of Labor's Employment and Training
Administration. The product was created by the recipient and does not necessarily reflect the official position of the U.S. Department of Labor. The Department of Labor makes no
guarantees, warranties, or assurances of any kind, express or implied, with respect to such information, including any information on linked sites and including, but not limited to, the
accuracy of the information or its completeness, timeliness, usefulness, adequacy, continued availability, or ownership. This product is copyrighted by the institution that created it.
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