South Carolina Depariment of Sociai Services

INFANT STATEMENT

From:{Child Gare CenterlProvider)

Sponsoring Organization: T & T Tutor World, Inc.

To: Parent/Guardian of infant(s) in Child Care

I am required by the Child and Adult Day Care Food Program io offer a CACFP meal to alt enrolled infants in my care.
A CACFP meal includes iron fortified infant cereal and baby food when appropriate for the child’s age, at no additional
charge.

| am required to offer an infant formula, which meets program requirements to ali enrolled infants in my care.(Fhe fo u!a3
{that 1 am providing is iron fortified; . There will be no additional charge to you, if you
would like your infanl to receive the formula and/or age appropriate food that | am offering.

I understand that not all infants need the same formula, and that the formula served to your infant should be the one recommended
by your physician. If you choose, you may continue o provide your infant's formula or other food items.

Parent/Guardian, please check the following statement that applies to you, Then sign and date below:

{ would like the child care provider to éérve my Infant the iron fortified infant formula listed above. When my child
is developmentally ready, | undersiand that besides the formula, the caregiver will offer my infant other food items,
approved by the CACFP meal pattern guidelines, at no additional charge to me.

0 Pwill supply the breast milk/infant formula 1o the child care provider to serve to my infant. The name of the formula |
will provide is: . l understand that the caregiver will offer other food items,
approved by the CACFP meal paltern guldelines, to my child when developmentally ready.

O 1 will supply the breast milk on site or express. | understand that the caregiver will offer other food items, approved
by the GACFP meal pattern guidelines, to my child to my child when developmentially ready.

I | will provide breast milk/infant formula and all other meal items to my child care provider to serve to my infant, The

name of the formuta | will provide is

Note: You will need to provide a medical statement for exempt formulas such as Nutramigen , NeoSure or Alimentum.

If there are any changes from your above selection, a new form is required,

Signafue of

PSS Form 3354 (SEPTEMBER 17) (TEMPORARY) Edition of AUG 17 Is obsolete.




D S S SOUTH CAROLINA DEPARTMENT OF SOCIAL SERVICES
CAGFP MEAL BENEFIT INCOME ELIGIBILITY (CHILD CARE)
SOUTFII CAROLINA COMPLETE ONE APPLICATION PER HOUSEHOLD, PLEASE USE A PEN (NOT A PENCIL)}.

DEPANTMERT of SOCIAL SERVICES

Dernluon of Household Member: "Anycns who is ||vmg with you and shares incame and expenses, even |1’ not related,
Chifdren in Foster Care and children who meet the definition of Homeless, Migrant or Runaway, are eligible for free meals.
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STEP 2

Do any household a.nei'nb_ers (Including you) currently parlicipate in one or more of the following assistance proegrams: SNAP, TANF (FI), or FDFIR?

Wrile only ona case number in this space,

. STEP 3 Total Househél_c_léross Income

Are you unsure what Income to Inclide here? Turn to page 3 and review the charts titled, “Sources of Incoms” for Inere informatlon.
The "Sotirces of Income for Chifdren” chart wili help you with the Child Income section. The “Sources of Income for Adukts” charl wili help you with Al Adult Household Members
section. How often?
A. Child Income
Soemetimes childran in the housshold eamn or receive income. Please include
tha TOTAL Income received by all Household Mambers listed in STEP 1 here !$g
B. All Aduit Housshaold Members {inchuding yoursalf)
List all Househotd Members not listed in STE® 1 {inctuding yourselfy even if they do nol receive income. For each Househo!d Member listed, If they do recelve income,
report total grass income (before taxes) for ach source In whole dollars (ne cents) only, If they do not receive income from any source, write “0" or leave any fields blank,
you are certifiying {promising) that there is no income Lo report o

(Hovi oHteiid) {public Assisiance)
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HER chsokirng ssn; L

{Fatal Hotisehold Meinbers)
(Children and Aduls)

STEP 4  contact Information aitd adult signature.

“| cartify (promise) that all information on this application Is true and that all income Is reported. 1 understand that this information is given in connection with the receipt of
Fedaral funds, and that CACFP officials may verify (check) tha infarmation. | am aware that If | purposely give false information, the participant/center may lose meal
benefits, and | may be prosacided under applicable State and Fedaral laws.”

PRINT NAME OF ADULT SIGNING FORN} DATE}

oY) STATE) (ZiF) PHONEERMAIL

UNE 191is 6bsoléte,) PAGE 1 OF 3 PAGES
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SOUTIT CAROLINA

DEPARTMENT ¢f SOCIAL SERVICES

SOUTH CAROLINA DEPARTMENT OF SOCIAL SERVICES

CACFP MEAL BENEFIT INCOME ELIGIBILITY {CHILD CARE)
COMPLETE ONE APPLICATION PER HOUSEHOLD. PLEASE USE A PEN (NOT A PENGCIL),

We are required to ask for Information about your children's race and ethnicity. This Information Is Important and helps to make sure we are fully serving
our community, Responding to this section is optional and does not affect your children’s ellgibility for recelving meals during care.

(Eihnicity {chee

D Hispanic or Lalino

(R fehee

D Not Hispanic or Latino
-“-5."’55'-7;‘? D American Indian or Alaskan Native D Asian D Black or African American DNalive Hawaitan or Other Paclfic Islander I___] White

‘The Richard B. Russaell National School Lunch Act requlres the information on this application .
You do not hava 1o give tha Information, but if you do not, the funds your child care
enterprovider recelves may be Impacted. You must includs the tast four digits of the soclal
securily number of the adult household member who signs the application. The fast four digits
of tha soclal security number fs not required when you apply on behalf of a feslar child or

you list a Supplemental Nulriion Assistance Program {SNAP), Temporary Assistanca for
Needy Families (TANF) Program or Food Distribution Program on Ingian Reservations
{FDPIR}) case number or other FDPIR identifier for your child or when you Indicate that the
adult househeld member slgning the application does not have a soclal segurity number. Wa
will use your information to determine the meal reimbursement for your child care
caner/provider, We MAY share yvour eligibifity informalion with educalion, health, and nutrition
programs to halp them avaluale, fund, or datermine benafits for their programs, auditors for

program reviews, and law enforcemant officials 1o help them look inte viclations of program
rules.

in accardance with federal civit rights law and 1.8, Dapariment of Agriculture (USDA) civil
rights regulations and policies, this Institution Is prohibited from discriminating on the basis
of race, color, national origin, sex {including gender idantity and sexual orientation},
disability, age, or reprisal or retalialicn for prior olvit rights activily.

Program inforrmatlon may be made avallable in languages other than English, Parsons

wilh disabiifias who require allernative means of communication to obfaln program Information (e.g..
Bralile, large print, audiolape, American Sign Language), should contact the responsible state or
lncal agency that administers the program or USDA's TARGET Center at (202) 720-2600 {volce and
¥TY) or contact USDA through the Fedaeral Relay Service at (800} 877-8338.

To file a program discrimination complaint, a Complainant should complete a Form AD-3027,

USBA Program Discrimination Complalnt Form which can be oblained online at:
https:liwww,usda.govisitesldefaultffilesidocuments/USDA-OASCRY%20P-Complaint-Form-05G8-

0002-508-41-28-17F ax2Mail.pdf, from any USDA office, by calling (866) 632-9992, or by wriling

a letler addrassed lo USDA. The lstler must conlain the complainant's name , address, talephone
number, and a wriltan descriplion of tha alieged discriminalory action in sufficient detail to inform
the Assistant Sacretary for Civil Rights (ASCR) abiout the nature and date of an alleged civil
rights violation. The completed AD-3027 form or letter must be submilled to USDA by:

MAIL*: U.S. Depariment of Agriculiure
Office of the Assistant Secrelary for
Civil Rights
1400 Independence Avenue, SW
Washington, D.C. 20250-9410

FAX: {833} 266-1665 or {202} 880-7442;
or
EMAIL: program.intake@usda.gov,

This institutlon is an equal opportunity
pravider,

DO NOT FILLOUT

. _. .For.nfﬁala_! use'only )

Annual Income Converslon: Waekly x 52, Every 2 Weeks x 26, Twice a Month x 24, M

How often?
Total Income

|

Weekly Bi-Weekly 2x MonthMenthly  Household Size

I Lm_l [:] [:I l:] I_—_—l Categorial Eﬁgibiﬁin

onthly x 12

Eligibility

FREE REDUCED PAID | For Child Gare Homes Only:

Tert Tier Il

Delarmining Officlal's Slgrature

|

Date

(DS FEGim 16160 (JGLY 22y Edilioh oF JUNE 19 s obsolele)

Confirming Officlal’s Signalure

Date
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