
Kiowa Tribe 
Child Care Program 

1602 American St.· Anadarko, Oklahoma· 73005 

Phone: (405) 901-9238 Fax: (405) 648-7106 
Email:aspear@kiowatribe.org

RELATIVE PROVIDER 

Relative Provider Program; 

Parents may choose to have a relative provide care for their child. The relative 

must be over the age of 18 and reside in a different household as the child (case 

by case bases). If applying for the Relative Provider program 

The following documents must be Included with the completed application, 

with all documents dated within 30 days of application. 

Relative Provider Required Document List 

Highlighted portions are included in the application packet 

Provider must complete an 

application 

Copy of providers Social 

Security Card 

�uthorization Of Release 

(Background Check) 
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Copy of Providers Driver's License 

Provider's proof of residency 

CopyofW-9 



Kiowa Tribe 
Child Care Program 

1602 American St.· Anadarko, Oklahoma· 73005 

Phone: (405) 901-9238 Fax: (405) 648-7106 
Ema ii :aspear@kiowatribe.org

j Relative Provider information: 

Provider Name: _________________________ _ 

Physical Address: ________________________ _ 

Mailing Address (if different from 

Physical): ___________________________ _ 

Email: ____________________________ _ 

Phone Number: _________________________ _ 

Relationship to Child: _______________________ _ 

Days childcare will be Provided: SM T W T F S 

Times care will be provided: ____________________ _ 

List any additional persons living in the home where care will be provided including 
children. All person(s) over the age of 18 will be required to have a background 
check. 

List all children care will be provided for. 

THE PROVIDER AGREES THE ABOVE INFORMATION IS CORRECT TO THE BEST OF 

HIS/HER KNOWLEDGE. 

Provider Signature Date 

Kiowa Childcare Program Representative Signature Date 
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Kio,va Tribe Child Care Program 

100 Kiowa Way 

Carnegie, OK 73015 

Family Provider Privacy Act and Authorization of Release 

Privacy Act Statement 

In compliance with the Privacy Act of 197 4, the following information is provided: Solicitation of the 
information on this form is authorized by 25 U.S.C. 2701 et seq. The purpose of the requested information 
is to determine the eligibility of individuals to be employed with the Tribal government. The information 
will be used by the Tribal authorities' staff who need it in the performance of their official duties. The 
information may be disclosed by the Tribe or the appropriate Federal, Tribal, State, local or foreign law 
enforcement and regulatory agencies when relevant to civil, criminal, or regulatory investigations or 
prosecutions or when pursuant to a requirement by a tribe or investigations of activities while associated 
with a tribal operation. Furnishing the information is voluntary, but failure to provide all or part of the 
information may result in a lack of further consideration for employment, clearance, or access, or in the 
determination for your employment. 

The discloser of your Social Security Number (SSN) is voluntary. However, failure to supply an SSN may 
result in errors in processing your application. 

Authorization of Rel easel 

By this release, I authorized any official representative of the General Services Administrative (GSA) Office 
of Inspector General to request and obtain from any school, residential management agent, employer, law 
enforcement agency, individual and any other entity, information relating to me and my activities. This 
information may include any records concerning my personal history, academic achievement, job 
performance and attendance, and results of any disciplinary action, arrests, and convictions. I authorized 
you to provide the requested information to the GSA, Office of Inspector General, officially presenting this 
release. I have. been advised that any information requested and provided will be used only for official 
purposes by the GSA Office of Inspector General and may be disclosed to third parties as necessary in 
accordance with applicable laws and regulations in fulfillment of official responsibilities. I release any 
individual or organization from liability for actual or alleged damages to me due to good faith compliance 
with this authorization. Should you have questions on the validity or scope of this release, you may 
contact me as indicated below. 

I (Family Provider), hereby authorize the Kiowa Tribe CCDF to obtain ALL NECESSARY information 
needed to verify past employment, educational records, driving records, criminal records, residency, or 
any other public agency record which may have access to my record. 

I understand that this information will be used for provider purposes only. 

Family Provider Signature Date 



Kiowa Tribe 
Childcare Program 
1602 American St. 

Anadarko, Ok 73005 
405-901-9238

Background Check Information 

First Name 
------------------

Middle Name 
-----------------

Last Name 
------------------

Maiden Name 
-----------------

Date of Birth 
-----------------

Race 
---------------------

Gender 
--------------------

Social Security Number ____________ _ 

Date Submitted 
----------------




