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ADMIN OFFICE

P.O. Box 10

108 West B Street

Rainier, OR 97048

PHONE: (503) 556-3736

FAX: (503) 556-0705
HEAD START PROGRAM

ASTORIA CENTER

P.O. Box 884
Astoria, OR 97103
PHONE: (503) 325-5421
FAX: (503) 325-8913
CLATSKANIE CENTER

P.O. Box 2

Clatskanie, OR 97016

PHONE: (503) 728-2940
FAX: (503) 728-2225
NEAH-KAH-NIE CENTER

P.O. Box 502
Nehalem, OR 97131
PHONE: (503) 368-5103

FAX: (503) 368-5104

NESTUCCA VALLEY CENTER

P.O. Box 177
Beaver, OR 97108
PHONE: (503) 398-5175
FAX: (503) 398-5142

RAINIER CENTER

P.O. Box 10

Rainier, OR 97048

PHONE: (503) 556-2807

FAX: (503) 556-2810

SEASIDE CENTER

P.O. Box 362

Seaside, OR 97138

PHONE: (503) 738-0873

FAX: (503) 738-5912

ST. HELENS CENTER

P.O. Box 239

St. Helens, OR 97051

PHONE: (503) 397-4114

FAX: (503) 397-0906

TILLAMOOK CENTER

P.O. Box 713

Tillamook, OR 97141

PHONE: (503) 842-5180

FAX: (503) 842-2580

VERNONIA CENTER

P.O. Box 242

Vernonia, OR 97064

PHONE: (503) 429-9243

FAX: (503) 429-4103

WARRENTON CENTER

P.O. Box 1163

Warrenton, OR 97146

PHONE: (503) 861-9681

FAX: (503) 861-9775

HEALTHY START PROGRAM

125 N. 17th
St. Helens, OR 97051

PHONE: (503) 366-0800

FAX: (503) 366-0908
CHILD & FAMILY DEVELOPMENT PROGRAMS
Of Community Action Team, Inc.
	TO:
	
	FROM:
	

	             
	
	
	

	
	
	
	

	
	


Family Name ____________________________________

Social Security Number ________________________________________

Child’s Name ____________________________________
RE: Income verification for Child Support
This family or individual has received income for the 12-month period from: 



 to 



.
Amount: $



This family or individual has not received any income or benefits from my agency.

Signature/title of person providing income information                 Date

	Release: I hereby authorize the release of the requested information.  Information obtained under this consent is limited to information that is no older than 12 months.  There are circumstances which would require the owner to verify information that is more than 12 months old, which would be authorized by me on a separate consent attached to a copy of this consent.


	Signature
	
	Date
	


Please fax to: 
Providing Head Start, Healthy Start Services and Parenting Education Services.
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