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Early learning Coalition of Sarasota County 
Child Care Connection Sarasota 

 
PROVIDER RATE REQUEST 

Type of Request: � Rate Increase � Addition/Deletion of Care Level 
� Addition/Deletion of Part-time Care � Gold Seal Accreditation � New Provider Rate Request 

Provider/Site Name:___________________________________________                  Date: _______________ 
Address:_________________________________________________________________________________ 
City, State, Zip:_________________________________________             Phone #:_____________________ 
Tax ID #: __________________________________                         Vendor #: _________________________ 
 

*** APPROVAL REQUIREMENTS *** 
* Please read the Approved Rates Procedures document carefully for information on all approval 

requirements.  Rate requests will be delayed or declined if improper documentation is submitted. 
* Daily rates are NOT accepted.  List your new weekly public rates on the chart below.   
* Please list ALL of your rates, not just the ones affected by this request. Rates not listed will not be paid. 
* A Published Public Rate Sheet for the below listed rates MUST be attached to this form.   
* These rates will also be used for our Referral Database. 
* Handwritten Rates will NOT be accepted. 
* If Gold Seal Accredited, a copy of the current Gold Seal Certificate MUST be attached. 

 

 YOUR PUBLIC RATES  OEL MAX RATES APPROVED RATES 
CARE LEVEL FT PT  FT PT FT PT 

Infant (0-12 mo)        
Toddler (12-24 mo)        
2 yr-old (24-36 mo)        
PreSchool (3 years)        
PreSchool (4 years)                
PreSchool (5 years)        
SchoolAge-thru 12 yr        

The following information is required for us to determine your approved rates: 
Effective Date of your above listed public rates: ________________________ 
Type of Program: � Licensed Ctr  � Licensed Home  � Public School  � Exempt Ctr 

Gold Seal Accreditation:   � Yes     � No   - Gold Seal Certificate MUST be attached as verification 

Service provided for: � Full-time (OEL Definition: 6+ hours in a 24 hour period) 

Please mark ONE * � Part-time - Less than 6 hours in a 24 hour period, 5 days per week (OEL Definition) 
that applies to your  * � Part-time - Less than 5 days per week (not OEL Definition, cannot be approved)  
part-time services.  * � Part-time services are not offered to the public. 
 *� One fee is charged for both part-time and full-time care.  There is no distinction. 

Care is provided:   � Year round  � Less than 12 months – Start Date: __________ End Date: __________ 
______________________________________________________ ________________ 
Signature of Provider  Date  

2886-C Ringling Blvd, Sarasota, FL 34237            Phone: (941) 556-1600   Fax: (941) 556-1606 
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