Commonwealth of Kentucky
Cabinet for Health and Family Services (CHFS)
Division of Child Care (DCC)
Division of Regulated Child Care (DRCC)

Kentucky Integrated Child Care System (KICCS) Provider Portal Account Agreement

/ é?/r ; SEGTION 1: USER INFORMATION
REQUEST DATE: =)/ /lo kv DLIPHOTO 1D NO.,

FIRST NAME: _/50 27/ _ : MI._7_Last NAME: Del/

EMAIL USED ONKOG:_A 27, L2 /) @ Deoore , KNV Schools - 44

PRIMARY PHONE: (§57) S 54 44/ 1O SECONDARY PHONE: (57} T 7.7 —4/57F ;
ENTER NAME OF THE HEAD OF ORGANIZATIONIOWNER: 2/ af v 726, [/ Foone (o lopa rd o f-Fducadren
BusINEss Nawe:_(2/) =~ Waie (U1 1d Dev (F:  Fax Novser: (559 ) T - 4435

Pee o
CERTIFIED, LICENSED OR REGISTRATION NO. LI 568 C/«_)

{1t you have multiple tenters, and need additional apace to enter Information, attach a separaie plece of paper fisting informatien fos sach.
The business name for sach C.L,R la reguired)

BUSINESS MAILING ADDRESS: _ J. .S 00 [Z?ztjéktf ; A 7L7//t~
& s { = — e
ciry: }%bﬁf/z’r STATE ﬁ vap oA COUNTY: _ /U772

SecTioN 2: KICCS PRoVIDER PORTAL ACCOUNT USER AGREEMENT

By accepiing this user agreement, | acknowledge that | have been made aware of my responsibilities to protect
the confidentlality of the infarmation in the KICCS Provider Partal Account. | am only permilted to use KICCS
Provider Portal Account for the purpese of reporting child care activity for payment and/or filing Renewsl and
Provider Change Request applications online lhrough CHFS in Kentucky. | acknowledge that | have been
made aware that misuse of the information may potentially lead to penalties and/or system revocation.

As an autharized user, | agrea to the following lerms of use:

1. 1 2agree to make only authorized use of any information in the KICCS Provider Portal Account. | agree
{o not divulge the contents of any recard except as permitted by state or federal law.

2. | agree to not share any user name or password information. § acknowledge that | am responsible for
any aclions taken on the KICCS Provider Porlal Account under my login name.

3. | agree not to access the information contained in the KICCS Provider Portal Account other than for
authorized business actions.

4. | agrea to terminate my access fo the KICCS Provider Portal Account when my employment with the
reporting entity ends or when my job responsibilities no longer require me 1o access KICCS Provider
Portal Account information.

5. | agree to immediately report any misuse of the KICCS Provider Porlal Account ar violations of this
agresment o the CHFS IT Security Officer.
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Any misuse of the KICCS Provider Portal Account or its information may lead to temporary
revocation of access privileges, permanent loss of access privileges or penalties under state
andlor federal law.

SECTION 3: AUTHORIZATION SIGNATURE FOR ALL ACCOUNT REQUESTORS

J attest to the best of my knowledge that the information provided above is true, accurate, and complele and
that | have read and agree o the KICCS Provider Portal Account user agreement lerms within this
document.

— / 7 i 7
B i '
Font el . 10/5 /0t
NOUR SIGNATURE HERE A DATE
Your Printed Name (must be legible): ’)1 1247 ,B ez //

B L g
YOUR ADMINISTRATOR SIGNATURE HERE (i YoU ARE THE OWNER, HEAD OF ORCANIZATION, OR ADRKIN, SHIN HERE AQAIN) DATE
Your Administrator Printed Name (must be legible):

Section 4 is for the Division of Child Care/Division of Regulated Child Care staif only. Do
not write below this line.

i AT 4 R T A T S S B e R S s NN e L T SRR ST e A e

SECTION 4; AUTHORIZATION SIGNATURE(S) FOR CCAP ADMINISTRATORS ONLY

| certify that the job duties of the User requires access to the program(s) requested and that the access
complies with appropriate use as specified in the KICCS Provider Portal Account User Agreement.
CCAP ADMINISTRATOR: DaTe: '
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