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IHC Suitable: 
Yes:-
_________________________
No:-___________________________________________________________________________
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IHC Service Application Form

[bookmark: _GoBack]Parent Name:		
Contact Number:	
Contact Email:		
Address:-		

Children’s Details:
______________________________________________	DOB:__________________
______________________________________________	DOB:__________________
______________________________________________	DOB:__________________
______________________________________________	DOB:__________________

Child Care Subsidy
CCS Eligibility:		Yes 	No		Subsidy Rate:	___________________%
Does annual cap apply? 	Yes 	No

Activity test hours: _______________ per fortnight / per child
Are you accessing any other provided childcare services? Yes 	No
If Yes:
What hours are you accessing per fortnight? ______________________________________


Family Overview and hours required
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Days & Hours required? __________________________________________________________________
Any Flexibility?		Yes 	No

How did you hear about this service? ________________________________________________________
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