STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY DEPARTMENT OF CHILD SUPPORT SERVICES

ATTESTATION STATEMENT
DCSS 0063 (07/24/2016)

CSE Case Number:

DECLARATION OF LACK OF INFORMATION ABOUT THE PARENT OF

l, , have no more knowledge about the parent of the child(ren) listed above.

Please complete all that apply:

1. | do not know who the parent of the child(ren) is because:

2. | have named as the parent of the child(ren). | do not know where
the parent lives or works because:

3. | do not know anything that might help the local child support agency in finding the parent
of the child(ren) listed above because:

| declare under penalty of perjury under the laws of the State of California that all the information |
have given is true, correct, and complete. | also understand that federal and state laws provide

for fines and/or imprisonment or denial of Public Assistance/Medi-Cal if | do not tell the truth or if |
hide or falil to tell facts about the identity, whereabouts, or other information about the child(ren)'s

parent.

PRINT NAME SIGNATURE DATE

MAIL TO:
Stanislaus County Child Support
P.O. Box 4189 :
Modesto, CA 95352-4189 Print ENFORCEMEN
FAX: (209) 558-3135

DROP OFF: 251 E. Hackett Rd, Modesto CA
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