BRITISH Ministry of Children CHILD CARE SUBSIDY
COLUMBIA | and Family Development MEDICAL CONDITION

The personal information collected on this form is collected under the authority of the Freedom of Information and Protection of CASE ID (office use only)
Privacy Act for the purpose of administering the Child Care Subsidy Act. The Freedom of Information and Protection of Privacy
Act protects the personal information collected from unauthorized use and disclosure. If you have any questions about the
collection, use or disclosure of this information, please call the Child Care Subsidy Service Centre at 1 888 338-6622 or inquire
in writing to the address at the end of this form.

Medical Condition: The purpose of this form is to establish eligibility for Child Care Subsidy and confirm that the applicant’s (or spouse’s) medical condition
interferes with their ability to care for their children.

The first section (Section 1 ) must be completed by a physician in a medical field relevant to the applicant’s or spouse’s
medical condition. Please use blue or black ink and print clearly.

SECTION 1 Physician Assessment

| confirm that has an existing medical condition
(NAME OF THE PERSON WITH MEDICAL CONDITION)
that began on and interferes with his/her ability to care for his/her child(ren) and expect this condition to
(YYYY/MMM/DD)
continue until ORis [_]Permanent
(YYYY/MMM/DD)

Identify when each of the children require child care (This section must also be completed by the Physician.
Attach additional pages if needed).

1. CHILD’S LAST NAME ¢ FIRST { BIRTH DATE (YYYY/MMM/DD)

Time of day child care is provided:

 Daysiweek: |_IMoN [ JTuE [Jwep [ ]THu

From: To: : [] This child is school age
: D FRI D SAT D SUN (kindergarten and up).
From: To: ; ;
2. CHILD’S LAST NAME FIRST

© BIRTH DATE (YYYY/MMM/DD)

Time of day child care is provided:

 Daysiweek: |_IMoN [_JTue [Jwep []THu

From: To: [C] This child is school age
: D FRI l:’ SAT D SUN (kindergarten and up).
From: To: ‘
PHYSICIAN’S SIGNATURE PHYSICIAN'S NAME DATE SIGNED (YYYY/MMM/DD)

PHYSICIAN'S STAMP WITH CONTACT INFORMATION

Please return to the applicant to complete Section 2 and submit to the Child Care Subsidy Service Centre.

SECTION 2 Applicant Information

LAST NAME FIRST SOCIAL INSURANCE NUMBER PHONE

Once completed, please fax or mail to the Child Care Subsidy Service Centre

Toll Free Fax 1-877-544-0699 Mailing Address
Toll Free Phone 1-888-338-6622 Child Care Subsidy Service Centre
PO Box 9953 Stn Prov Govt
Victoria BC V8W 9R3

CHILD CARE SUBSIDY DOES NOT PAY FOR THE COMPLETION OF FORMS
CF2914 (12/07)



