How to Register
as an Approved
Relative Provider

Child Care Assistance Provider
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DCIkO'l'C] | Health & Human Services
B i d e




Before getting started:

Be prepared to fully finish the Documents needed:
D registration process as the system — e W9
will not save your place. — e SEN 23
R — This should take about 10 minutes. — « SFN 433

e Verification of relationship
to the children care will be
provided for

e Verification of SSN or EIN



Go to https://dhsprovider.dhs.nd.gov/

Under CCAP Providers, click “Sign In.”

Dakotd s egendery

Health & Human Services

Self-Service Portal (SSP) for Providers and Vendors

Welcome to the Department of Human Services Online Self-Service Portal

Register as a Child Care Assistance Program (CCAP) provider, a Low Income Home Energy Assistance Program (LIHEAP) Vendor, or register for an HPE provider account and submit HPE

applications.

CCAP Providers LIHEAP Vendor Hospital Presumptive

Eligibility

Refer to the HPE Desk Reference Manual provided at

Find information on becoming a LIHEAP Vendor

View provider information about CCAP here.

here.
For provider licensing information click here.

training

For Client Portal click here


https://dhsprovider.dhs.nd.gov/

« Enter the login credentials for your North Dakota login account.

North Dakota
login

Sign in
Don't have a North Dakota Login?

Create an account.

User ID

l

Forgot user ID?

Password

l

Forgot password?



el 2 @rars-dlem e s selast e Once you’ve selected your license type, enter

license category that applies to you.

your Provider Tax Identification Number.
Click verify.

Child Care Provider Registration
. . . . License Category *
Child Care Provider Registration
= | APPROVED RELATIVE -]

License Category *

H I SELECT I

IN STATE

MILITARY H I 567778909 I

QUT OF STATE (BORDER STATE)

Provider Tax Identification Number (EIN or SSN) *

TRIBAL REGISTRATION

APPROVED RELATIVE ﬁ VERIFY



If you are known to SPACES you will see this message.

Enter your SPACES ID then click “Link account.”

« Note: this is at the bottom of notices you receive.

Child Care Provider Registration

You are already known to SPACES. If you want to associate your Provider Account, please enter your Provider |D and click ‘Link Account
button. Or if you want to enroll yourself as a new Provider, please click 'Register button,

If unsure, please click 'Cancel’ button and contact Child Care Assistance Policy for any further queries.

43756

CANCEL REGISTER LINK ACCOUNT



As an Approved Relative Provider you will need to upload the documents listed in the "Approved Relatives” column below.

Click on hyperlinks if you need a copy of the SFN 23 or SFN 433.

Click “Provider Registration & Verification” to continue.

Provider Registration/Association & Verification

Certain documents will be required for registration:

In State Providers Out of State / Tribal / Military Providers Approved Relatives
» W9 = W9 « W9
* Copy of current license » SFN 23 - Approved Relative

Apnplication

= SFN 433 - Child Abuse and
Neglect kground Inquiry (for
all household members over the
age of 18)

s Verification of relationship to the
children that care will be provided
for (birth certificates, adoption
papers, court records)

» Verification of SSN or EIN

A provider agreement must be completed in order to request and receive payment from the Child Care Assistance Program

Click on the 'Provider Registration & Verification’ button to complete registration:

Provider Registration & Verification



Verify the information shown. If changes are needed you can make them.

If you would like payment to go to the family, check the “Pay to Family” box.
Click “Next."

Dakota se sgendary My Account v a

Health & Human Services
Child Care Provider Details

Business Name
First Name

Jane

Middle Initial
Last Name

Smith

Provider License Number

Provider License Start Date

4/1/2022 =

Provider License Expiration Date

3/31/2023

)




Verify the information shown is correct, then click “Next.”

If changes are needed you may edit the details.

Dakota s egendory My Account ~ A

Health & Human Services

License Address Details

Residence Address
Street Address *

2112 3rd St

Address Line 2

State *
City *
Bismarck NORTH DAKOTA
Zip Code *
58503

Phone Number *

(701) 112-2111
Email Address

Is your mailing address the same as street address? *

@®) Yes No

ver |



Enter your banking information to enroll for direct deposit.

If you would like to apply for a direct deposit

If your info is already on file, it will be populated. If you would like to

verify the details, click the boxes with *** to display the information. exemption, click the box for a dropdown menu.

Direct Deposit Details

Name of Bank *

Bank Name

Bank Account Number *

*haHRAX G54

Confirm Account Number *

- If you'd like to apply for direct deposit exemption please select one of the following reasons. Note: You must

provide proof of reasoning. Please upload your proof on the Upload Documents Screen.
Bank Routing Number *

*x*k%()909 SELECT
UNABLE TO OBTAIN A BANK ACCOUNT
BANKRUPTCY

Type of account? *

OTHER
CHECKING ACCOUNT v

BACK NEXT

If you'd like to apply for direct deposit exemption please select one of the following reasons. Note: You must
provide proof of reasoning. Please upload your proof on the Upload Documents Screen

SELECT

BACK ‘ NEXT



Upload the required documentation. Use the dropdown to select the doc type for each upload.

Click “Next” when you have finished uploading documents.

Upload Documents

Attaching below proof may help us enroll your registration faster.

* W9
= SEN 23 Approved Relative Application

= SFN 433 Child Abuse and Neglect Background Inquiry for all household members over the age of 18 & Upload document.docx

|4
]

= Verification of relationship to the children that care will be provided for (Birth certificates, adoption papers, court records) Document Type *

SELECT
+ Verification of SSN or EIN
i v SFN 23 Approved Relative Application

A Uploading password protected documents will cause a delay in registration process. Please ensure to upload documents that are not SFN 433 Child Abuse and Neglect Background Inquiry
password protected
wo

Verification of relationship to the children that care will be provided for (Birth c... m

Drag & Drop Your Files Here
Verification of SSN or EIN

or

(Max. 3MB)

BACK ‘ NEXT



Enter the detalls as listed on your WO.

If information is already listed, verify or edit.

Dakota se tegendery My Account v a

Heolh & Human Services

Dashboard My Associations View Statements & Documents v FAQ

W9 Details

Taxpayer Identification Number (TIN)

Name (as shown on your income tax return) *

Is payment address same as *

SELECT

Payment Address
Street Address *
Address Line 2

State *

City * SELECT
Zip Code *

Please upload a signed copy of your W9 form on the next screen

BACK ‘ NEXT



Read through the provider agreement.

Click the “I have read and agree” box, then click next to finish the registration process.

If you would like a copy of the provider agreement, click here.

Dakoto B Lages dory My Account -~ a
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Dashboard My Associslions Vigw Statements & Documents ~

Provider Agreement

AP} enralimen
ilities of this
Eibs 1 RcElve

This Agreamrsnt
tar children authanies
Dakota Admenisiraty

In G 4 r".l:\u"l"::'l!: frarm ke BMecth Dakota Depariment of Haealth and Human Services :Nl.lr.“' HS) |

irchuding all rufes related ta Nonh Dakats COAP | understand that failure 16 camaly with Kaorth Dakata Child Care Regurement s

iy resull in bermination of thes Agresrmon

understand that | must keep all Infarmation | receive sbout children and famBes confdential

13l &1 Initial enmallreenl with COAP ta subenil an spd 1
1 cartify the infomasion is oo
A4 funderstand that the inceme | recelve as child cane subsldy payments is taxabie and all subeidy payments will be repomed as
irsome o The intemal Aevenus Sarvice, DHHS doss not withhold ary taxes from swbeidy pavments
& v ared all mforemeat ph the Provicar S5R i a or Faciity Admirssiratiy - uriY

5 o 1he Brovider S5P ta anyana alea | will be rasperisiila har any ineormest Informiatian prosvided by thiat othar incediual aven
11 tha error was unimenticnal



You will see a confirmation that you have successfully completed the registration request process.

If you are applying to become an Approved Relative Provider, please allow up to 30 days for approval. If already an Approved Relative
Provider and are registering for the SSP, please allow up to 2 business days for approval.

Dakota B tigantory My Account ~ A

Heolh & Human Services

View Statements & Documents ~

Provider Registration/Association & Verification

o Your provider registration request has been successfully submitted for review. You will be notified, via the notifications
badge in the top right corner of this page, upon final decision or if more information is needed
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