
 

 

Electronic Fund Transfer Authorization Form 

Family Child Care Provider Income Calculation form for Group Benefits 

Date you were licensed:  _______________ Number of licensed spaces: _______________ 

Average enrolment: _______________ 

Do you receive the government operating grant?  YES  NO 

Are you a group family child care home?  YES  NO 

If yes, name of co-licensee: _________________________________________________________________________ 

How many hours a week do you provide family child care? 
 _____________________________________________ 
How many weeks a year do you provide family child care? 
 _____________________________________________ 

New applicants:  Coverage you are applying for: (circle one) BASIC SINGLE FAMILY 

Name: Date of Birth: 

Street Address: City/Town & Postal Code: 

Email address: Phone number: 

Insurable Earnings Calculation: 

Your income from parent fees and the operating grant (if received) are used in calculating your insurable earnings. 

Declare only your share of income if you are a group child care home. 

 

Income from parent fees (include subsidy income  ___________________________________per year 

ADD: Government operating grant   ___________________________________per year 

 Total child care income    ___________________________________per year 

LESS: 15% for child care business expenses  ___________________________________per year 

Equals Total Insurance Earnings     ___________________________________per year 



 

 

 

 

     _____________________________ 

 

 

 

     Termination of Coverage 

 

 

 

 

 

 

 

 

 

 

 

  

Family Child Care Provider Group Benefits 


