
 



 
 

Tribally Approved Relative & In-Home Child Care Program 
 

Yak’éi haat yigoodée!  Our young people need you!  Gunalchéesh! 

Questions?  We have answers!  

Who is eligible to receive care? • All AI/AN children who have applied with and been approved by 
Sitka Tribe Alaska Child Care Tuition Assistance.  

Who is eligible to provide care?  • Must be 18 years or older. 

• Relative care providers must be related to the children receiving 
care by blood, marriage, or court-ordered decree.  

• Eligible relative care providers include grandparents, great-
grandparents, aunts, uncles, and siblings who live in a separate 
residence from the children needing care.   
(Only siblings must live separately.) 

• In-home providers must meet program requirements and standards, 
although do not need to be related to children. 

Where may care take place?  • Either in your own home or in the child(ren)’s home.   

How many children may I care for?  • Relative & in-home providers may care for no more than 4 children 
between the ages of 4 weeks and 12 years.   
(Total number includes your own children.) 

• No more than 2 infants under the age of 30 months may be cared for 
at one time, including your own children.    

• If providing care in the child(ren)’s home, all children must be from 
one family and under 13 years of age.   

• Sitka Tribe may issue payment for only a maximum of four (4) 
children in care.  

Background Checks? • Relative & in-home care providers must pass a background check.  

• All adults (18 years or older) who live where care is provided must 
also pass a background check.   

• Tribally approved background checks are at no cost to the relative 
care provider or household members.  

• A successful background check must be completed for all adult 
household members before care may begin.  



Tribally Approved Relative & In-Home Child Care Program 

Program Overview 
APPLICATION PROCESS 

• Initial Application Meeting: Meet with STA to review your initial application forms.  We will also discuss 
requirements of the program, including trainings, site visits, attendance and payment information, a 
daily rhythm, and provider policies.

o Please bring your completed Application packet to review with STA.

• Site Visit: Once your initial application has been received and background checks are successfully 
complete and approved by STA, we will schedule a site visit to ensure that the location of care is safe and
appropriate for children. 

• Application Completion Meeting: Meet with STA to submit the remaining documents from the Provider
Handbook and discuss any questions. 

CARE PROVIDER REQUIREMENTS 

• Mandatory Training: Complete three (3) mandatory training courses. 

• Additional Training Requirements: Complete six (6) additional hours of approved training.  Approved 
training includes topics relevant to health and safety, child care, and childhood development.  Resources 
and training suggestions are provided. 

• Health & Safety Site Inspections: Your home must meet the health and safety requirements outlined in
the Site Inspection Health & Safety Checklist.  STA is available to help you plan to meet these safety 
requirements.  Site visits will be arranged at least once per year.

• Background Checks: Care provider and all adults who live in the home where care is provided must pass a 
tribally approved background check. 

PROVIDER PAYMENT RATES & MONTHLY ATTENDANCE 

• Rate of pay is dependent upon how many days per month a child receives care, parent/guardians’ 
income, and number of people in the child’s household. 

• Providers will be paid a daily rate; part-time or full-time, as determined by STA.

• Parents are expected to provide a co-pay. 

• Attendance logs will be used to determine attendance and calculate payment & must be submitted
monthly to STA. 

HEALTH & SAFETY SUPPLIES & QUALITY IMPROVEMENT GRANTS 

• Health and safety supplies are available from STA and include, but are not limited to, fire alarms and 
extinguishers, CO2 monitors, first aid kits, safe sleep items, etc.  Funds for First Aid and CPR classes are 
also available. 

• Grants are available for quality improvement activities including, but not limited to, books and learning 
materials, health and safety supplies and improvements, attending professional development training, 
becoming licensed with the State of Alaska, etc. 

INITIAL APPLICATION CHECKLIST 

  Relative or In-Home Care Provider Application 
  Authorization for Release of Information 
  Care Provider Responsibilities Agreement  
  Health & Safety Assurances 

  Copy of Current Identification Card 
  Copy of Social Security Card 
  Completed W-9  



CARE PROVIDER APPLICANT INFORMATION 

NAME 

First Middle Last Maiden/Other Names 

SSN DATE OF BIRTH 

FEMALE 

MALE 

MAILING ADDRESS 

PHYSICAL ADDRESS 

PHONE 

Home Work Cell 

EMAIL ADDRESS 

INFORMATION ABOUT CARE 

WHERE WILL CARE BE PROVIDED?  Care Provider’s Home   Child(ren)’s Home 

PHYSICAL LOCATION 

Street City, State, ZIP 

PROVIDER’S RELATIONSHIP TO CHILD(REN) NEEDING CARE: 

Grandparent 
Great-grandparent 

Aunt or Uncle 
Sibling living in a separate household 

       Other: 
Not related 

WHAT AGE RANGE(S) WILL YOU PROVIDE CARE FOR?  (Please select all that apply.) 

0 – 12 months 13 months – 48 months (4 years) 4 years – 12 years 

HOUSEHOLD MEMBERS 

Please list ALL people living in the home where care is provided.  Do not include children needing care. 

FULL NAME DATE OF BIRTH 
RELATIONSHIP TO APPLICANT 

(CARE PROVIDER) 

1  

2  

3  

4  

5  

6  

7  

8 
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INFORMATION ABOUT CHILDREN IN YOUR CARE 

Please list ALL of the children for whom you will be providing care, including your own children. 

FULL NAME DATE OF BIRTH 
RELATIONSHIP TO 

APPLICANT 

FULL OR 
PART TIME 

CARE?  (F / P) 

1st PARENT OR GUARDIAN 

NAME 

First Middle Last 

PHONE 

Home Work Cell 

2nd PARENT OR GUARDIAN 

NAME 

First Middle Last 

PHONE 

Home Work Cell 

INITIAL  CERTIFICATION STATEMENTS 

I will comply with all the requirements set forth by Sitka Tribe of Alaska and the Child Care 
Development Fund (CCDF) program, which authorizes the approval of relative care providers. 

I agree to accept the approved daily child care rate determined by Sitka Tribe of Alaska. 

My answers to all questions and statements I have made in this application are true and correct to the 
best of my knowledge.  

If there are any changes in household members where care is provided, I agree to notify Sitka Tribe of 
Alaska immediately. 

Relative Care Provider 

PRINT NAME SIGNATURE DATE 

Sitka Tribe of Alaska Staff 

PRINT NAME SIGNATURE DATE 

Relative & In-Home Care Provider Application PAGE 2 



Authorization for Release of Information 

• Relative Care & In-Home Child Care Providers must be at least 18 years and pass a tribally approved background check. 

• All household members, 18 years and older, living in the residence where care is provided, must also pass a tribally 
approved background check. 

• This authorization must be submitted along with your application and with each annual renewal application.  

• The tribally approved background check will include the State of Alaska Child Abuse Registry, State of Alaska Sex Offender 
Registry, State of Alaska Court View Registry, and the Dru Sjodin National Sex Offender Public Registry.  

STATEMENT OF AUTHORIZATION 

• I hereby authorize Sitka Tribe of Alaska to conduct a tribally approved background check.  I understand this exchange of information is solely to benefit the provision of 
services I am requesting, and all information will be kept confidential.  Copies of this release will be considered valid as the original and will be in effect for one year. 

• Each person listed below lives in the home in which care will be provided.  This list includes all adults (over 18) living in the home where care is provided.  

• The signatures of each adult listed below authorizes STA to conduct a tribally approved background check for the purposes of the applicant providing child care. 

 

FULL NAME (PRINT) DATE OF BIRTH 
RELATIONSHIP TO  

CHILD(REN) IN CARE 
SIGNATURE DATE 

1      

2      

3      

4      

5      

6      

7      

8      



 

Care Provider Responsibilities Agreement 

Please read and initial each agreement below:  

 I understand that in order to become approved as a Sitka Tribe of Alaska Relative or In-Home Care 
Provider, my application and the Child Care Assistance Application of the parent(s) must both be 
complete and approved prior to providing any child care services. 

 I understand that, as a Tribally Approved Relative or In-Home Provider, I will be reimbursed for the days 
and times that the parent is determined eligible by STA.  Child care services provided outside of the days 
and times of the Letter of Authorization are to be paid by the parent. 

 I will notify STA immediately if there are any changes to my household, if care is being provided in my 
home. This includes changes in any household members 18 years and older, temporary or permanent, 
who were not identified on my original application. 

 I will give the parent(s) and STA staff at least 14 days’ notice of my intent to end child care services.  A 
shorter period may mutually be agreed upon by both myself and the parents and communicated to STA.  

 I agree that parent(s) will have unlimited access to the home whenever their children are in care. 

 I will never leave the children in my care unattended or with another person. 

 I understand that I am a mandatory reporter of any suspected abuse or neglect of the children in my care 
and that I will notify the appropriate authorities. 

 I agree to abide by the Health and Safety assurances for providing child care services. 

 I agree to hold STA harmless from any liability, claims, or damages that may result from providing child 
care under the terms of this agreement. 

 I will maintain written records that reflect the arrival and departure time of children in care. I will submit 
the original Attendance Logs on the appropriate due dates. 

 I understand that I may not misrepresent facts to receive child care subsidy payments. I understand that 
any benefits received in error must be repaid and may result in denial of further participation in the 
program.  

 I understand that I will be responsible for any tax liability I may incur regarding child care wages 
received. 

 I will respect and maintain the confidentiality of families participating in the program.  

 I agree to complete the mandatory and required trainings before I begin care and annually thereafter. 

 

I certify that I have read, understand, and will comply with my responsibilities agreed to above within the Sitka Tribally 

Approved Relative & In-Home Child Care Provider Responsibilities Agreement. 

Relative Care Provider 

     
PRINT NAME SIGNATURE DATE 

  



Health and Safety Assurances 

As a Relative or In-Home Care Provider approved by Sitka Tribe of Alaska, please indicate by checking Yes or No on each 
line that you agree to follow and implement the following best practices for Health and Safety.  Any item checked No 
will initiate a follow up conversation with Sitka Tribe of Alaska staff to explore ways we may be able to support you in 
meeting these assurances.   

YES NO 

1. Space and equipment arrangements are adequate for the child(ren)’s safety and comfort. 

2. Ventilation, temperature, and lighting are adequate for the child(ren)’s safety and comfort. 

3. A safe play area is provided indoors. 

4. A safe play area is provided outdoors. 

5. Floors and walls are clean and maintained in a safe condition for the child(ren).

6. At least one smoke detector is installed at an appropriate location in the home. 

7. The home has at least one fire extinguisher in the kitchen, which is not expired and is 
maintained in an operable condition. 

8. Combustible and flammable materials are not stored in the water heater,
furnace, or laundry rooms but stored in a safe place. 

9. In case of a fire, my first responsibility as a provider is to evacuate the child(ren)
to safety. 

10. Toys and objects (including highchairs) are safe, durable, easy to clean, and nontoxic.

11. The home has a first aid kit which is inaccessible to the child(ren) and stored in a
convenient location. 

12. Diapers will not be changed in the food preparation area. 

13. Clean towels and washcloths will always be used. 

14. Firearms are unloaded and kept locked up at all times.  Ammunition is secured and stored in a
separate location. 

15. Child(ren) in care will never be left alone or with someone else.

16. Physical, verbal, or emotional punishment will never be used as a form of discipline.



17. Alcohol, drugs, or tobacco will not be used by anyone where and when child care is being
provided. 

18. Medicines, cleaning substances, and dangerous materials will be kept out of reach of children
or in a locked cabinet. 

19. The parents/guardians and Sitka Tribe of Alaska - Office of Child Care Tuition Assistance will
be notified of any injury to the child(ren) requiring medical treatment or for serious illness. 

20. Medicine will only be given with the parent/guardians’ written instructions. 

21. I will wash my hands before and after handling food, after changing diapers, and 
using the restroom. 

22. I will ensure that the children in my care wash their hands before and after mealtimes, after
coming back inside from being outdoors, and after using the restroom. 

23. The child(ren) will never be around a person or animal known to be dangerous.

24. Food will be stored, refrigerated, and prepared properly.

INITIAL BELOW 

I certify that I have answered the Health and Safety Assurances truthfully. 

I agree to implement all of the health and safety assurances as stated above. 

I agree to regular site visits and inspections of the location of care (either my home or the 
child(ren)’s home) regarding the Health and Safety Assurances listed in this document. 

Relative or In-Home Care Provider 

PRINT NAME 

SIGNATURE DATE 
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