
               
 

The mission of Children’s Resource & Referral of Santa Barbara County  is to help develop strong and 
healthy families throughout Santa Barbara County by providing education, care, and resource systems to 

young children, their parents, and caregivers. 
www.sbfcc.org 

 

 
Health & Safety Scholarship Request Form 

 
Children’s Resource & Referral of Santa Barbara County is pleased to announce that  

Scholarship Funds are available! 
 

Pediatric CPR, Pediatric First Aid, and Health & Safety Certification Training 
 
Reimbursement will equal the participants cost, less $5.00 not to exceed $100. Reimbursements are based on 
first come, first serve bases and on the availability of funds. 

 
Who is Eligible? 
 

1. Licensed Family Child Care Provider 
2. Licensed Center-Based Staff 
3. License-Exempt Child Care Providers 
4. Providers Seeking CPR Re-Certification 

 
When can you submit Scholarship Request Form? 
 

1. Training must be completed between July 1, 2011 and June 15, 2012.  
2. Scholarship Request should be submitted immediately upon Certification and no later than June 15.  

 
What must be included with Scholarship Request Form? 
 

1. Copy of Receipt 
2. Copy of each Certification (FRONT & BACK) 
3. Completed Scholarship Request Form 

….................................................................................................................................................................................................................... 

Scholarship Request Form 
One application required per person 

 
            (       )    
  Name                  Position               Phone 
                
     Mailing Address             City             Zip Code 
         

 
Please check one: 
� Licensed Family Child Care Provider                � License-Exempt Child Care Provider 
� Licensed Center-Based Staff      � Providers Seeking Re-Certification 
    

 

______                   ________                   ___ 
      Name of Course                         Training Institution          Trainer Name 
 

Date Taken:__________________________   Amount Paid by Provider: $_______________________ 
 

................................................................................................................................................................................................. 

 

Verified by:     ______   Date:   ______   Amount: ______________ 

                         CR&R Staff                Reimbursement 


