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     Commonwealth of Kentucky               
 
   Date: <date>
(02/16)


     
        Cabinet for Health and Family Services


   Case Number: <Case No.>                                                                                                                                                                       
922 KAR 2:020                                            Department for Community Based Services                           Claim Number<Claim No.>
                                                                  Division of Child Care   
	<Provider First MI Last Name >
	

	
	

	<To Street Address Line1>
	

	<To Street Address Line 2>
	

	<To City, State, Zip>
	



Voluntary Waiver of Administrative Disqualification Hearing
Provider Name: 
CLR Number: 
Dear <Provider Name>,


You have the right to a hearing to decide if you committed fraud.  You may accept the agency's proof that you committed fraud and give up your right to a hearing. 

If you want to give up your right to this hearing OF YOUR OWN FREE WILL, this form must be filled out and given to or mailed to the Division of Child Care no later than      .  If this form is not returned by this date, your hearing will be scheduled. 
If you want a hearing, write your name below and do not complete the rest of the form:

I,       have read this notice but still choose to have an administrative hearing to tell my side. 

                (Your Name)

I,       have read this notice and freely give up my right to an Administrative Disqualification Hearing. 

                (Your Name) 

CHECK ONE BLOCK ONLY.
[  ] 
I admit that I intentionally violated the rules of the Child Care Assistance Program. I understand that I shall not get payments for the time shown on this form if I sign this form.

[  ]
I do NOT admit that I intentionally violated the rules of the Child Care Assistance program.  However, I choose to sign this form and understand that I shall not get payments for the time shown on this form if I sign this form.

I UNDERSTAND that I have the right not to say anything about these charges and that anything I say or sign about the charges, including this form, may be used against me in a court of law.

I UNDERSTAND that if I sign this form, I shall not get payments for      .

I UNDERSTAND that I am responsible for paying back the payments received that I was not eligible to get.

I UNDERSTAND that I have the right to ask for a Fair Hearing if I disagree with the amount you say I owe.

I UNDERSTAND that the penalty remains the same whether I choose to have a hearing and I am found guilty or if I choose to waive my right to a hearing.

DO NOT SIGN THIS FORM UNLESS YOU HAVE RECEIVED AND READ

"NOTICE OF SUSPECTED INTENTIONAL PROGRAM VIOLATION"

Provider Signature___________________________________________________ Date__________________________

(Must be signed by responsible relative)
YOU HAVE THE RIGHT TO LEGAL HELP OR ADVICE.  You may be able to get FREE LEGAL HELP from your local legal aid office at the following telephone number (   )     .

If you have other complaints about your child care payments, you may contact the Division of Child Care at 502-564-2524, or the Ombudsman's Office at 800-372-2973 or 800-627-4702 (TTY).
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