EFP Assistance

Feeding 1the Fuiure

Enroliment Form )
Cenier Nome! Site Code:
Child's Name: ___ Date of Birth: / /
Admission date: / / Withdrawal Date: / / Classraom:

1. Circle the days that your child will normally attend the center:

Mon Tue Wed Thu Fri Sat Zun

2 Circle the meals normally served Ta your child in the center:
Breakfast AM Snack  lunch  PM Snack  Supper Evening Snack
3. What hours will your child normally be in the center:

1o 3

4. Participant’s ethnic and racicl identities
Ethnicity (choase one ethnic identiiy):
[ Hispenic or Latine [ Not Hispanic or Latino
Races (choosa one or more racial identities):
[] Asian [7] American Indianor Alaska Native
[l White [ Native Hawaiian or Gther Pocific Islonder

[1 Blackor Africen American

Parent Signature Date of Signature Day Time Phane Number
1y ( ) -
2} ( ) -
3) ( ) -
4) { ) -

Jaw and US. Department of Agriculture [USDA] civil tights regulations and policies, this institution is
color, national origin, sex (including gender identity and sexual orientasion), disabilicy, age. or

F-R P

In accordance with federal civil rights
prohibited from discriminating on the basis of race,
reprisal or retaliation for prior civil rights activity.

Usdated 6-2022




CACFP MEA

L. BENEFIT INCOME ELIGIBILITY FORM (Child Care)

Pait 1. All Household Members

| Name of Enrolled Child(ren):

CHECK IF A FOSTER CHILD {THE
LEGAL RESPONSIBILITY OF A
WELFARE AGENCY OR COURT)

* IF ALL CHILDREN LISTED BELOW

Names of all household members ARE FOSTER CHILDREN, SKIP TO | CHECK
First, Middie Initial, Last) PART 5 TO SIGN THIS FORM. I NO INCOME
[
[ )
s B
||
|

]

NAME:

o 0
Part 2. Benefits: If any member olyour householdreceives SNAP, TANF, or FDPIR, providethenameand eligibility number for the
person who receives bensfits. If no one receives these benefits, skip to part 3.

ELIGIBILITY NUMBER-

Part 3. (Applies only to parents/g
benelfits fisted on the enclosed List
number; NAME:

uardians with children enralled in a day care home) If any member of your housshold receives
of Efigible Federal/State Funded Programs (H1660), providethe name ofthe programand eligibility
ELIGIBILITY NUMBER: .

Check hare if no eligibility number ] ,

Part 4. Total Household Gross Income—You must teil us how much and how often

B. Gross income and how often It was received
Note: Self-emploved reportincome after expensesin box 1

A, Name 1. Eamnings fromwork | 2, Walfare, child support, |3. Pensions, retirement, |4, All Other income

(Listonly household members with |before deductions  [alimony Social Security, SSI, VA

incone) benefits

‘Exarmpl

.S’ane Sp,,,e,-{h $200/weekiy $150/wice g month $100/monihly §200/bi-monthly
$___ ¢ &/ §__ 4 5. __ 1/
L L $___1 S 1
__ 7 $___ 1 S S __ I
S___ 1 S 1 $ 7 S
[3 7 [3 /] 3 / [}

nextpage.)

purposely give fafse information, ih

Part 5. Signature and Last Four Digits of Social Security Number (Adult must sign)
An adulthousehold member must sign this form. I Part 4 is completed, the adult signing the form must alse list the last four digits
of his or her Social Security Number or mark the i do not have a Social Security Number” box, (Ses Privacy Act Statement on the

I certify that all information on this form is true and that afl income is reported. I understand that the center or day care horme will get
Federal funds based on the information 1 give. I undersiand that CACFP officials may verily the information. I understand that if |

e parlicipant receiving meals may lose the meal benefits, and I may be prosecuted,

Sign here: Printname:
Date:
Address: Phone Number:
City: State: Zip Code;
Last four digits of Social Security Number: _*_* _*. = = "— —.___ H81donothavea Social Security Number
July 2022 CACFP Meal Benefit income Efigibility

Child Care Form
Page1




Particina
Mark ons ethnie identily-
L} Hispanic or Lating

Not Hispanig orlLating

[ American In dian or Alaska Nafive
Native Hawaiian or Other Pacific Islander

Programs: OPTIONAL .
isclosed forthe Puipose ofenrofling children inthe Ch!ldreq's Health Insurance Fragram (CHIP),

O 1 dostect 1o allow my householq Information to pe disclosed,

O 1do not elect to allow my household Intormatian 1o be disclosed,

Don't Hil ont this part. This I Tor officia) use only,
Annual Income Conversion: Weeklyx52, Every Z Weeks x 26, Twice A Month x24, Monthlyx 12

Total lncome"_? Per: 0 Week, Every 2 Weeks, 71 Twice A Manth, QMonth, O Year Household §ize: :
Categorica) Bligibility: __ Date Withdrawn; éf!gibﬂity: Freg Reduced___ Denfed Tieri Tler i ’

Reason: -_— \
Determining Offigias Signature: Date:

—_—
Confirming Official’s Signature; Date:

Follow-up Officiars Signature: Date; ‘
Privacy Act Statement: —! .

Non-discriminatlon Statement:

In accordance with federal civilrights lawand U.g, Department of Agriculture (USDA) civit rights regulations and policies, thig instifuion s
Prohibited fromd iscriminaling on the basis ofrace, color, national origin, sex(in cludinggenderidentﬂyand sexua] orientation), disability,

age, orreprisal or retaliation forprior civit rights activity, ' f

communication to oblain Programinformation {e.0., Braille, largeprini, audioiape, American Sign Language), should coniactthe
cal agency thatadministere theprogramor USDA's TARGET Center st (202} 720-2800 {volceand TTY) arcontact

USDA through the Federaf Relay Serviceat {800} 877-8330,

iseri Baint,aCom lafrnantshould completea FormAD-3027, USDA Pragram Dlscn‘mina;ﬂnn Complaint
ZU ﬁ“ivah?cri? mfﬁgﬁgﬁrﬁﬁiﬁ h i‘;g's:liwwufusd a.govisites/d efaulb'ﬁlesfducmen!slus%OASCR°é20F’-Co mplaint-Form-0508-
ogr;gjsos-11-28-17Fax2.mii.gdt fromany USDA office, by calling (866) 6328392, orby writing a Jetter addressed to USDA, Theletter
$ name, address, telephone fiumber, and a written description ofthealleged dlscrlnﬂnatnryacﬁon insufficient

j [ainant A s
31 autglg?l?n%h;:oggistanmecrem for Civil Rights (ASCR) about the nature and date ofan alleged civil rights vickation. The complated
AD-3027 formorletter myst be submitted to USDA by:

Programinformation may be made availabla jn languages other than English. Persans with disabiiilles who fequire alternative means of

(1} mail: U.S. Departmant of Agriculture (2) fax: (833) 256-1665 or{202} 690-7442; or{3) emaif: Rrogram.inteke@usda.qov.
Officeof the Assistant Secretary for Civit Righis )
1400 Independence Avenue, SW

Washington, D.C. 20250-9410; or

l ThisinsEhfionis an equal opportunidy provider,

CACFP Meal Benefit Incoma Efigihtiity
Ay 2022 Child Care Form
Page2




