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Application for child support services
Welcome to Minnesota's child support program! Child support is money 
parents pay to their child's other parent or caregiver to support their 
child. Before completing this application, please read the Understanding 
Child Support handbook (https://edocs.dhs.state.mn.us/lfserver/Public/
DHS-3393-ENG) to learn more about the program.

Please provide as much information as possible, including a daytime phone 
number to help us better serve you. The child support program will use this 
information to help you collect or pay support. Complete a separate application for each parent with whom 
you have a child.

FOR OFFICE USE ONLY

REQUESTED SENT

RETURNED

Child support services include:
• Locating parents
• Establishing paternity and court orders for child support
• Enforcing child support orders
• Processing payments made by one parent and sending them to the other parent
• Reviewing, modifying, and adjusting orders for child support
• Working with other states to establish and enforce child support orders.

If you have questions about filling out this application, contact your local county child support agency.

The child support program will keep secure any information we collect about you from this application. 
A complete notice of our privacy practices is included in this document and available online at  
https://edocs.dhs.state.mn.us/lfserver/Public/DHS-3979-ENG.

The Minnesota child support program asks for demographic information like race, ethnicity, and gender for use 
in data collection and analysis of differences in program services and outcomes. Collection of this data will aid 
the program in designing and implementing more effective, inclusive, and equitable practices statewide. In 
addition, it will help ensure compliance with state and federal civil rights and anti-discrimination laws.

*Required field

*The Minnesota child support program takes the safety of families receiving child support services seriously, 
and we can modify some of our processes to help with safety concerns. Do you have concerns that seeking to 
establish, modify or enforce a parentage or child support order will create a risk of harm to you or your child?

Yes No

If you checked "Yes" above, a county child support worker will contact you to discuss your concerns upon processing this 
application.

*********ATTENTION*********The box below must be filled out!************************

pwolter
Highlight
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1. Applicant information
*YOUR NAME - LAST *FIRST MIDDLE

MAIDEN OR OTHER SOCIAL SECURITY NUMBER *DATE OF BIRTH (MM/DD/YYYY)

MARITAL STATUS GENDER RACE/ETHNICITY

What is your preferred language? Do you need an interpreter?
Yes No

*PHONE NUMBER

EMAIL ADDRESS

*MAILING ADDRESS - STREET *CITY *STATE *ZIP CODE

*COUNTY YOUR RELATIONSHIP TO THE CHILD(REN) ON THIS APPLICATION

Mother Father Other– Specify:

DO YOU RECEIVE:

Social Security Unemployment insurance Worker's compensation Public assistance
Veterans benefits Other – Describe:

Are you a tribal member?
Yes No

NAME OF TRIBE

Are you on active military service?
Yes No

NAME OF MILITARY BRANCH Are you a veteran?
Yes No

Are you a student?
Yes No

WHERE EXPECTED GRADUATION DATE (MM/DD/YYYY)
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2. Applicant employment information

Are you currently employed? Yes No

CURRENT EMPLOYER

STREET ADDRESS CITY STATE ZIP CODE

EMPLOYER PHONE OCCUPATION

START WORK DATE (MM/DD/YYYY) END WORK DATE (MM/DD/YYYY) WORK STATUS

Active Temporary Laid off

HOURLY INCOME HOURS PER WEEK

UNION NAME LOCAL NUMBER

Do you have a second employer? Yes No

SECOND EMPLOYER

STREET ADDRESS CITY STATE ZIP CODE

EMPLOYER PHONE OCCUPATION

START WORK DATE (MM/DD/YYYY) END WORK DATE (MM/DD/YYYY) WORK STATUS

Active Temporary Laid off

HOURLY INCOME HOURS PER WEEK

UNION NAME LOCAL NUMBER

If unemployed:
NAME OF LAST EMPLOYER

STREET ADDRESS CITY STATE ZIP CODE

EMPLOYER PHONE OCCUPATION START WORK DATE (MM/DD/YYYY) END WORK DATE (MM/DD/YYYY)

OTHER SOURCES OF INCOME



DHS-1958-ENG   2-21Page 4 of 9

3. Other parent information

*NAME - LAST *FIRST MIDDLE

MAIDEN OR OTHER SOCIAL SECURITY NUMBER DATE OF BIRTH

MARITAL STATUS GENDER RACE/ETHNICITY

What is the other parent's preferred language? Does the other parent need an interpreter?
Yes No

PHONE NUMBER

EMAIL ADDRESS

MAILING ADDRESS - STREET CITY STATE ZIP CODE

OTHER ADDRESS - STREET CITY STATE ZIP CODE

RESIDES WITH OTHER PARENT'S RELATIONSHIP TO CHILD(REN) ON THIS APPLICATION

Mother Father Other (alleged father)

EYE COLOR HAIR COLOR

HEIGHT

FT. IN.

WEIGHT GLASSES

Yes No

IDENTIFYING MARKS

OTHER PARENT RECEIVES:

Social Security Unemployment insurance Worker's compensation Public assistance
Veterans benefits Other – Describe:

Is the other parent a tribal member?
Yes No

NAME OF TRIBE

Is the other parent on active military service?
Yes No

NAME OF MILITARY BRANCH Is the other parent a veteran?
Yes No

Has the other parent been to inpatient treatment?
Yes No

START DATE END DATE

Has the other parent been incarcerated?
Yes No

WHERE?

CITY STATE DATE FROM DATE TO

Is the other parent a student?
Yes No

WHERE? EXPECTED GRADUATION DATE

DRIVER'S LICENSE STATE

VEHICLE – LICENSE PLATE NUMBER MAKE MODEL YEAR

NAME OF OTHER PARENT'S PARENT ONE ADDRESS

NAME OF OTHER PARENT'S PARENT TWO ADDRESS
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4. Other parent employment information

Is the other parent currently employed? Yes No

CURRENT EMPLOYER

STREET ADDRESS CITY STATE ZIP CODE

EMPLOYER PHONE OCCUPATION

START WORK DATE (MM/DD/YYYY) END WORK DATE (MM/DD/YYYY) WORK STATUS

Active Temporary Laid off

HOURLY INCOME HOURS PER WEEK

UNION NAME LOCAL NUMBER

Does the other parent have a second employer? Yes No

SECOND EMPLOYER

STREET ADDRESS CITY STATE ZIP CODE

EMPLOYER PHONE OCCUPATION

START WORK DATE (MM/DD/YYYY) END WORK DATE (MM/DD/YYYY) WORK STATUS

Active Temporary Laid off

HOURLY INCOME HOURS PER WEEK

UNION NAME LOCAL NUMBER

If unemployed:

NAME OF LAST EMPLOYER

STREET ADDRESS CITY STATE ZIP CODE

EMPLOYER PHONE OCCUPATION START WORK DATE (MM/DD/YYYY) END WORK DATE (MM/DD/YYYY)

OTHER SOURCES OF INCOME
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5. Minor children
Provide information about the minor child(ren) living with you whose parent you list in section three. If you have 

not established parentage for your child(ren), the child support agency will ask you to give more information 

to help establish parentage. 

Minor Child 1

*NAME - LAST *FIRST MIDDLE

*DATE OF BIRTH (MM/DD/YYYY) GENDER SOCIAL SECURITY NUMBER PLACE OF BIRTH (COUNTY/STATE)

CHILD'S LEGAL RELATIONSHIP TO THE OTHER PARENT

Established by court order Legally adopted Parent married at child's birth
Not established Recognition of Parentage Other state acknowledgement of paternity

Does the child receive Social Security benefits?
Yes No

Does the child receive Veterans benefits?
Yes No

Minor Child 2

NAME - LAST FIRST MIDDLE

DATE OF BIRTH (MM/DD/YYYY) GENDER SOCIAL SECURITY NUMBER PLACE OF BIRTH (COUNTY/STATE)

CHILD'S LEGAL RELATIONSHIP TO THE OTHER PARENT

Established by court order Legally adopted Parent married at child's birth
Not established Recognition of Parentage Other state acknowledgement of paternity

Does the child receive Social Security benefits?
Yes No

Does the child receive Veterans benefits?
Yes No

Minor Child 3

NAME - LAST FIRST MIDDLE

DATE OF BIRTH (MM/DD/YYYY) GENDER SOCIAL SECURITY NUMBER PLACE OF BIRTH (COUNTY/STATE)

CHILD'S LEGAL RELATIONSHIP TO THE OTHER PARENT

Established by court order Legally adopted Parent married at child's birth
Not established Recognition of Parentage Other state acknowledgement of paternity

Does the child receive Social Security benefits?
Yes No

Does the child receive Veterans benefits?
Yes No

Minor Child 4

NAME - LAST FIRST MIDDLE

DATE OF BIRTH (MM/DD/YYYY) GENDER SOCIAL SECURITY NUMBER PLACE OF BIRTH (COUNTY/STATE)

CHILD'S LEGAL RELATIONSHIP TO THE OTHER PARENT

Established by court order Legally adopted Parent married at child's birth
Not established Recognition of Parentage Other state acknowledgement of paternity

Does the child receive Social Security benefits?
Yes No

Does the child receive Veterans benefits?
Yes No
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Are you pregnant? Yes No
IF YES, EXPECTED DATE OF BIRTH (MM/DD/YYYY) Is the parent in section three of this application the biological parent of the unborn child?

Yes No Unknown

Do you have minor child(ren) whose parent is not listed on this application? Yes No

If yes, provide information about the other minor children whose parent is not listed in section three.

Other Minor Child 1

NAME - LAST FIRST MIDDLE

DATE OF BIRTH (MM/DD/YYYY) GENDER Does this child live with you?
Yes No

Do you pay child support for this child?
Yes No

If you pay child support, what is the monthly amount you pay?

Other Minor Child 2

NAME - LAST FIRST MIDDLE

DATE OF BIRTH (MM/DD/YYYY) GENDER Does this child live with you?
Yes No

Do you pay child support for this child?
Yes No

If you pay child support, what is the monthly amount you pay?

6. Child(ren) health care coverage information

Do you have health care coverage for the child(ren)?
Yes, available but not in place Yes, in place No, not available

CHILD(REN) HEALTH INSURANCE TYPE

Employer sponsored health insurance Private health insurance Public health insurance

Does the other parent have health care coverage for the child(ren)?
Yes, available but not in place Yes, in place No, not available

OTHER PARENT HEALTH INSURANCE TYPE FOR THE CHILD(REN)

Employer sponsored health insurance Private health insurance Public health insurance

Is either parent court-ordered to provide: Health care coverage for the child(ren)? Yes No
Dental care coverage for the child(ren)? Yes No
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7. Child care

Do you have child care expenses? Yes No

Do you receive a Child Care Assistance Program subsidy? Yes No

Complete for each child who has child care expenses.

Child's name
Total monthly child care expense 

(include subsidy amount if applicable)

8. Applicant relationship to other parent

What is your relationship to the other parent? (check all that apply)

Married Divorced Separated Other – describe:

DATE (MM/DD/YYYY) COUNTY STATE COUNTRY

9. Court order and legal information (check all that apply)

Type of order County State Date (MM/DD/YYYY)

Separation

Divorce

Custody and Parenting Time Order

Paternity

Recognition of Parentage signed

Child support

Protective order (such as domestic abuse order (DAB), order for 
protection (OFP), domestic abuse no contact order (DANCO), 
harassment restraining order (HRO))

Cost of Living Adjustment (COLA)

Genetic test results

No order

10. Support payment information
Has the other parent made support payments? Yes No
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11. Other information
Provide any additional information that may assist the child support agency in processing your application.

Certifications and signatures
By signing my name below, I am enrolling in full child support services from Minnesota's child support program 
available under Title IV-D of the Social Security Act. By submitting this form, I understand:
• The services available to me and my responsibilities
• I am authorizing the Minnesota child support program to take legal action, relating to child support on behalf of the 

child(ren) for which I am applying
• The Minnesota child support program has discretion to determine the appropriate action to take to establish, 

enforce, and modify my child support order
• I must cooperate with the Minnesota child support program to receive services, which may include:

• providing verbal or written information
• participating in genetic testing to establish paternity
• appearing as a witness at court hearings necessary to pursue the requested child support services, and
• notifying the child support agency of any changes in circumstances that may affect my child support case

• My failing to cooperate may result in my case being closed
• The county attorney's office represents only the county and State of Minnesota, and does not represent me, the 

other parent, the child(ren) or other custodian of the child(ren)
• I have the right to my own attorney and may hire one at any time
• The child support program may verify the information I provide on this application through sources authorized by 

law, contact the other parent to obtain additional information, and use all information obtained to determine what 
action to take

• The Minnesota Child Support Payment Center will receive and distribute all child support payments. If I am a parent 
who receives child support, I authorize the Center to act in my name in endorsing and cashing any drafts, checks, 
money orders, or other negotiable instruments received by the public authority

• If I wish to close my child support case, I must tell my county child support agency verbally or in writing. The child 
support agency can only stop child support services if my child(ren) do not receive public assistance. If I close my 
case, the child support agency may continue to collect any amounts owed to the state or county due to the receipt 
of public assistance

• I am required to return any support amounts I receive from the Minnesota child support program by mistake
• I swear (or affirm) under penalty of perjury that I have read the entire application and that all of the information I’m 

providing is true
• I have received and reviewed the Understanding Child Support handbook and I agree to the terms and limitations 

stated in it (https://edocs.dhs.state.mn.us/lfserver/Public/DHS-3393-ENG)
• I have received and reviewed the Notice of Privacy Practices (https://edocs.dhs.state.mn.us/lfserver/Public/

DHS-3979-ENG)

*SIGNATURE OF APPLICANT *DATE (MM/DD/YYYY)



For accessible formats of this 
information, ask your county worker. 
For assistance with additional equal 
access to human services, contact your 
county's ADA coordinator.  ADA4 (2-18)



Civil Rights Notice CB4   (Social Services)   1-21

Discrimination is against the law. The Minnesota Department of Human Services (DHS) does not discriminate on the 
basis of any of the following:
• race 
• color  
• national origin 

• creed 
• religion 
• sexual orientation

• public assistance status 
• marital status 
• age

• disability 
• sex 
• political beliefs 

Civil Rights Complaints
You have the right to file a discrimination complaint if 
you believe you were treated in a discriminatory way 
by a social services agency.

Contact DHS directly only if you have a discrimination 
complaint:

Civil Rights Coordinator 
Minnesota Department of Human Services 
Equal Opportunity and Access Division 
P.O. Box 64997 
St. Paul, MN 55164-0997
651-431-3040 (voice) or use your preferred relay 
service

Minnesota Department of Human Rights 

(MDHR)

In Minnesota, you have the right to file a complaint 
with the MDHR if you believe you have been 
discriminated against because of any of the following:
• race  
• color  
• national origin 
• religion 
• creed

• sex 
• sexual orientation 
• marital status  
• public assistance status 
• disability

Contact the MDHR directly to file a complaint:
Minnesota Department of Human Rights  
540 Fairview Avenue North, Suite 201 
St. Paul, MN 55104
651-539-1100 (voice)
1-800-657-3704 (toll free)
711 or 1-800-627-3529 (MN Relay)
651-296-9042 (fax)
Info.MDHR@state.mn.us (email)

U.S. Department of Health and Human 

Services' Office for Civil Rights (OCR)

You have the right to file a complaint with the OCR, a 
federal agency, if you believe you have been 
discriminated against because of any of the following:
• race  
• color  
• national origin 

• age 
• disability 
• sex

• religion

Contact the OCR directly to file a complaint:
Office for Civil Rights
U.S. Department of Health and Human Services
Midwest Region
233 N. Michigan Avenue, Suite 240 
Chicago, IL 60601
Customer Response Center:
Toll-free: 1-800-368-1019
TDD Toll-free: 1-800-537-7697
Email: ocrmail@hhs.gov
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Notice of Privacy Practices
(Effective Date: November 2016)

This notice tells how private information about you may be used and disclosed and how you can get this 

information. Please review it carefully.

Why do we ask for this information?
• In order to determine whether and how we can help 

you, we collect information:
• To tell you apart from other people with the same 

or similar name
• To decide what you are eligible for
• To help you get medical, mental health, financial or 

social services and decide if you can pay for some 
services

• To decide if you or your family need protective 
services

• To decide about out-of-home care and in-home 
care for you or your children

• To investigate the accuracy of the information in 
your application

• After we have begun to provide services or support 
to you, we may collect additional information:
• To make reports, do research, do audits, and 

evaluate our programs
• To investigate reports of people who may lie about 

the help they need
• To collect money from other agencies, like 

insurance companies, if they should pay for your 
care

• To collect money from the state or federal 
government for help we give you.

• When your or your family's circumstances change 
and you are required to report the change (see 
Client Responsibilities and Rights – DHS-4163)

Why do we ask you for your Social Security 

number?
We need your Social Security number to give you 
medical assistance, some kinds of financial help, or 
child support enforcement services (42 CFR 435.910 
[2006]; Minn. Stat. 256D.03, subd.3(h); Minn. 
Stat.256L.04, subd. 1a; 45 CFR 205.52 [2001]; 42 USC 
666; 45 CFR 303.30 [2001]). We also need your Social 
Security Number to verify identity and prevent 
duplication of state and federal benefits. Additionally, 
your Social Security Number is used to conduct 
computer data matches with collaborative, nonprofit 
and private agencies to verify income, resources, or 
other information that may affect your eligibility and/
or benefits.

You do not have to give us the Social Security Number:
• For persons in your home who are not applying for 

coverage
• If you have religious objections
• If you are not a United States citizen and are 

applying for Emergency Medical Assistance only
• If you are from another country, in the United States 

on a temporary basis and do not have permission 
from the United States Citizenship and Immigration 
Services to live in the United States permanently

• If you are living in the United States without the 
knowledge or approval of the U.S. Citizenship and 
Immigration Services.

Do you have to answer the questions we 

ask?
You do not have to give us your personal information. 
Without the information, we may not be able to help 
you. If you give us wrong information on purpose, you 
can be investigated and charged with fraud.

With whom may we share information?
We will only share information about you as needed 
and as allowed or required by law. We may share your 
information with the following agencies or persons 
who need the information to do their jobs:
• Employees or volunteers with other state, county, 

local, federal, collaborative, nonprofit and private 
agencies

• Researchers, auditors, investigators, and others who 
do quality of care reviews and studies or commence 
prosecutions or legal actions related to managing 
the human services programs.

• Court officials, county attorney, attorney general, 
other law enforcement officials, child support 
officials, and child protection and fraud investigators

• Human services offices, including child support 
enforcement offices

• Governmental agencies in other states administering 
public benefits programs

• Health care providers, including mental health 
agencies and drug and alcohol treatment facilities

• Health care insurers, health care agencies, managed 
care organizations and others who pay for your care



•  Guardians, conservators or persons with power 
of attorney

• Coroners and medical investigators if you die and 
they investigate your death

• Credit bureaus, creditors or collection agencies if you 
do not pay fees you owe to us for services

• Anyone else to whom the law says we must or can 
give the information. 

What are your rights regarding the 

information we have about you?
• You and people you have given permission to may 

see and copy private information we have about 
you. You may have to pay for the copies.

• You may question if the information we have about 
you is correct. Send your concerns in writing. Tell us 
why the information is wrong or not complete. Send 
your own explanation of the information you do not 
agree with. We will attach your explanation any time 
information is shared with another agency.

• You have the right to ask us in writing to share 
information with you in a certain way or in a certain 
place. For example, you may ask us to send health 
information to your work address instead of your 
home address. If we find that your request is 
reasonable, we will grant it.

• You have the right to ask us to limit or restrict the 
way that we use or disclose your information, but we 
are not required to agree to this request.

• If you do not understand the information, ask your 
worker to explain it to you. You can ask the 
Minnesota Department of Human Services for 
another copy of this notice.

What are our responsibilities?
• We must protect the privacy of your private 

information according to the terms of this notice.
• We may not use your information for reasons other 

than the reasons listed on this form or share your 
information with individuals and agencies other than 
those listed on this form unless you tell us in writing 
that we can.

• We must follow the terms of this notice, but we may 
change our privacy policy because privacy laws 
change. We will put changes to our privacy rules on 
our website at: http://edocs.dhs.state.mn.us/lfserver/
Public/DHS-3979-ENG

What privacy rights do children have?
If you are under 18, when parental consent for medical 
treatment is not required, information will not be 
shown to parents unless the health care provider 
believes not sharing the information would risk your 
health. Parents may see other information about you 
and let others see this information, unless you have 
asked that this information not be shared with your 
parents. You must ask for this in writing and say what 
information you do not want to share and why. If the 
agency agrees that sharing the information is not in 
your best interest, the information will not be shared 
with your parents. If the agency does not agree, the 
information may be shared with your parents if they 
ask for it.

What if you believe your privacy rights 

have been violated?
If you think that the Minnesota Department of Human 
Services has violated your privacy rights, you may send 
a written complaint to the U.S. Department of Health 
and Human Services to the address below:  
Minnesota Department of Human Services 
Attn: Privacy Official 
PO Box 64998 
St. Paul, MN 55164-0998


