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certification end date in the column marked “Expiration Date.” The case manager completes the
bottom of the form by entering the local department’s address, along with the casa manager’s

printed and written signature and date in the sections marked “Authorized Representative.” The
term “authorized representative” on the IES form means the agency staff person or case manager

who is authorized by the local department to verify the information on this form,

Staff of FIA and MSDE will work together to examine the capacity of our automated
systems to exchange this information, They will attempt to develop a method to produce this

verification out of the automated systems.
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&  FIA Management Staff
- Constituent Services
Child Care Administration

. Please direct questions on this interim procedure to Patricia Jeffers at (410) 767:7143.
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Child and Adult Care Fr . ' Program
Venﬁcatxon of Farmly Day Care Provider Receipt of Foc. ~ .mp or Temporary Cash Assistance Benefits

14 T Be Completed by Sponsoring Agency i .y To Be Completed by Local Dept. Of Social Service
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AgencyAddress A B

Print Name and title of Authorized Representative:

) Signature of Authorized Representative: ~ Date:



