
CLEVELAND CHILD CARE PROGRAMS 
EMPLOYEE BONUS AND RETENTION PROGRAM 
Supported by funding from the City of Cleveland 

INCOME VERIFICATION AND OTHER ELIGIBILITY FORM FOR PRECEDING TAX YEAR 
Complete form based on 2024 Tax Return, or current income if unavailable. The form must be completed and is required by 
the City of Cleveland to approve your bonus and retention payment.  
ALL INFORMATION IS KEPT CONFIDENTIAL TO THE EXTENT PERMITTED BY LAW 

APPLICANT INFORMATION: 

FULL NAME: ________________________________________________________________________________ 

STREET ADDRESS:_______________________________CITY:____________________ZIP CODE:___________ 

LAST FOUR OF SOCIAL SECURITY NUMBER: __________DATE OF BIRTH (MM/DD/YYYY): _______________ 
. 
HOUSEHOLD MEMBERS AND INCOME TO DETERMINE INCOME ELIGIBILITY: 
Each applicant in this program is required by the City of Cleveland, Department of Finance, to provide their annual income level and/or identify the event that 
establishes the eligibility to participate in this federally funded program, and to verify race/ethnicity for data collection purposes only. 

1. List all household members (Working and not working, adults and children).
2. Current Annual Income is the estimated income for the current year, including any wages, benefits, alimony, child support, and other forms of financial

income or support.
HOUSEHOLD 
MEMBER 

NAME AGE AND 
DATE OF BIRTH 

CURRENT ANNUAL INCOME 

1 $ 
2 $ 
3 $ 
4 $ 
5 $ 
6 $ 
7 $ 
8 $ 

Total Household Income  : 
$ 

 FOR APPLICANT: PLEASE IDENTIFY RACE/ETHNICITY: 
White Black-African American Black-African American & White 

Asian Asian & White Native Hawaiian-Other Pacific Islander 

American Indian-Alaskan Native American Indian-Alaskan Native & Black American Indian-Alaskan Native & White 

Other Multi-Racial 

 ETHNICITY: Check only if Hispanic or Latino Origin   Yes 

CERTIFICATION: 

I/we certify that this information is complete and accurate. I/we agree to provide, upon request, documentation on all income sources or any other documentation 
requested by the Program Administrator. 

Participant’s Signature_______________________________________________  Date _______________________________________ 

WARNING: The information provided on this form is subject to verification by Treasury at any time, and Title 18, Section 1001 of the U.S. Code states that a person 
is guilty of a felony and assistance can be terminated for knowingly and willingly making a false or fraudulent statement to a department of the United States 
Government. 

****LEAVE BLANK: TO BE COMPLETED BY STARTING POINT*** 
I have reviewed the above information and determined that the applicant is eligible for the program based on one or more of the specified eligibility criteria. 
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