PROVIDER

**%Pplease Indicate one of the following parent codes for each child:
SM: Single Military SC: Single Civilian DM: Dual Military DC: Dual C

ivilian MDS: Military with dependent Spouse 0: Provider’s Own Children

***Dlaase indicate eniisted or officer in the E and O. columns.
Please list: .

New Children: - 1. 2. 3.

AMILY CHILD CARE MONTHLY REPORT

MONTH/YEAR

Children no longer in care: 1. 2.

3.

Place an “ X” in the date box for each day a child was in care.
Place an “I” in the appropriate date box if the child was out due to illness and an “§”

if the child was sent home early due to iliness.
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Please complete both sidés of this form and submit to the FCC office on the 1%

of each month.




- FCC ﬁaw%? mmuo_..w
Please nOBEmnm the following :.wnoﬁ:mﬂo: for the provider :mw

Your name as you would like for it to appear

Number of current openings for “undér two”

Number of current openings for “oveér two”

i you would like to be removed from" mdm list, please initial here

Back-up Provider’s name:

Do you have children of your own, orin care that have mm..,mn &mm.:n.mmm as wmﬂmm special needs? List his/her name and the special need.

_The ﬁoumo«ﬂam information may be used for provider of the ncmnma criteria:

Please mmw. parent involvement activities conducted this month:

Activity Date . # of parents attending
. m_mmmm list mqumm mnﬁﬁ_mm or field trips nonamn.wma this month:
chivity , . ' Date . # of children attending
Please list mm ﬂ,mﬁﬁm or FCC events m@mnama this month: .
Training or Fvent . : -| Date Comments

Additional comments you would like the wnn staff to know:

Please complete both sides of this form and 'mcgmm. to the FCC ommwum on the 1* of each month.



