
Membership Application ver. 9/19/17 

Mission: Powerfully impact family child care by providing a highly effective state-wide network  
Purpose: Benefit children and the community by providing support, education and information related to quality 
child care  
Vision: Children are reaching every aspect of their potential with prepared, valued and supported family child care 
providers  
 

We stay connected, informed and effective as professionals, small businesses and stakeholders in the Early Care 
and Education field. Together, we improve the quality of life for providers, children and families.  
 

Benefits:  
• Annual Forums  
• E-mails on what’s relevant to family child care  
• Discounts on DCI child care liability insurance (only available if a member of an association) 
• State networking opportunities  
• Experience and knowledge in solving problems typical to family child care 

 

Invest in yourself, your work and your business: Join now! Dues are only $24.00/year  

CFCCN MEMBERSHIP FORM  
Dues year: Nov 1 - October 31 

Note: Dues paid in August, September or October will not expire until October 31 of the following year. 
 
E-mail Consent: Please give us your consent to receive membership meeting notices by e-mail:  
I agree to receive communications and notices from CFCCN by e-mail. I understand that I have the right to have the 
information made available on paper. I understand that I must keep CFCCN informed as to any changes in my e-mail 
address. I also understand that I may withdraw my consent by sending written notice to CFCCN.  
 
Signed: __________________________________ Date: _________________________________  
 
Name (please print): ________________________________________________________________  
 
E-mail: __________________________ (Important! Newsletters and announcements will be sent by e-mail.) 
 
Phone Number 1: ________________________ Phone Number 2: ____________________________  
 
Street Address (please print): ___________________________________________________________  
 
City: ____________________________ Zip: _____________ County: ______________________  
 
License #: _______________________ Capacity (large or small): ________________ 

 
Mail your check for $24.00 and this form to: CFCCN PO Box 23, Lafayette, CA 94549 

You may contact us: cfccnetwork@gmail.com 


