ADVENTURELAND CHRISTIAN PRESCHOOL: ENROLLMENT CHECKLIST

Www.AdvemurelandPresch{}ol,-Gom 760-705-4732 1305 Deodar Rd, Escondido, CA 92026

Child's Name: -_ _ Date of Birth: _ _____ StartDate: | :

Parent/ Guardian ﬁ-anle:. | _ IV 'P’h-_pr;eNu-mb_e,rﬁ____ — —
Parent/ Guardian Name: .. PhoneNumber: _____ —_—
E-mail: o | L E-mail: _ %

Allergies: I — ,Diziy_sReqzuestedi —_— —

J-1, H&ndb@ok-Agreemeﬁt

i::] 2..LIC 700 — Identification and Emergency Information )

L] 3. LIC 627 ~ Consent for Medical Treatment

1 4. LIC 701 — Physician's Report - Child's Health Evaluation (completed by a pediatrician)

1 5. Copy of Immunization Record (ccj}py- of yellow card or print out from dr s office)

[ 6. LIC 702 - Parent's Report - Child's Health History

(1 7. LIC 613a - Personal Rights

f.

(3 8. LIC 995 — Receipt of Notification — Parent's Ri ghts

Food Program | -

__ CACFP program Letter to parents/ guardians and confidentiality statement.
____ Non-Discrimination Statement.

(] 9. Meal Benefit Form for Children (Supports our ability to provide fres meals and snacks)
10 Fluid Milk Substitution request.- If applicable

.:] 11. Declining participation to receive snacks and lunches- If applicable
‘Wic Program information

e ———

Completed by Director/Administrator
| -A:-dmissiaﬂ;;Ag‘_re:ement_
_1 LIC 9224 - Licensing Reports
£ PM 286 — CA School Immunization Record
) Immunination. requirements cmnplete
[ Or fﬂlh}w up on mzsmng umnumzatwns— set due date:




Handbook Agreement

. Yhave access via www.Advent relay :';'_Pa-.ﬁ“_fl ool L.eom to receive an eloctronic or

prmted copy of the Adventureland Parent Handbook. undamtand that | may
. mqueat a printed copy fmm the school at any time.,

esponsibility to read and famihanm myself
-with the information in this bookiet.

i | undemtand and agree thatitismyr

I agree that my. child. can be included in observations, or reports that might be

doue fm' the purposes of supporting the Adventureland pmgram, Ilcensmg and
| educatmnal tmining.

- By signing beluw [ am agreeing to all policies, tuition and fees in this handbook.

Child’s Name

| have no_objection to my child being included in school activity p:c"tures l understand that these
_. _piCtUI”ES wm ba used ft}l" sc,hwl prnjacts,l bulletm boards, website, marketing brochuras, etc

‘Parent / Guardian Signature _ Date

Revised February 2013
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STATE OF CALIFORNIA -~ HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SQCIAL SEHWCEE

CONSENT FOR EMERGENCY MEDICAL TREATMENT-
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AS THE PARENT OR AUTHORIZED REPRESENTATIVE, | HEREBY GIVE CONSENT TO

Adventureland Christian Preschool
- FACILITY HAME

TO OBTAIN ALL EMERGENCY MEDICAL OR DENTAL CARE

PRESCRIBED BY A DULY LICENSED PHYSICIAN (M.D.) OSTEOPATH (D.0.) OR DENTIST (D.D.S.) FOR

MWAME

. THIS CARE MAY BE GIVEN UNDER

WHATEVER GONDITIONS ARE NECESSARY TO PRESERVE THE LIFE, LIMB OR WELL BEING OF THE CHILD

NAMED ABOVE.

TR A T AT TR P 2 kT B 0 T B T kD 0 e B o Bl ol d = s 8 0 s o ool o bk e y

P P R L L B el e Pl e e —_r —_— - . AL remLrT

DATE FARENT O AUTHORIZED REPRESENTATIVE SIGNATURE i )
HOME ADDRESS o
T . T“Fm - - ) o . i
l
( ) - B i )

LIC 627 (9/08)} (CONFIDENTIAL)



STATE OF CALIFCANIA CALIFORNIA DEPARTMENT OF S80CIAL SERVICES
MEALTH AND HUMAN SERVICES AGENGY COMMUNITY CARE LICENSING

PHYSICIAN’S REPORT—CHILD CARE CENTERS
(CHILD’'S PRE-ADMISSION HEALTH EVALUATION)

e CIEET TYT T P e o Bl e e g g g 1 2 e P e e o e e e ol e, e g ey by | B Y P e e e e gy g e j— s — J—
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(NAME OF CHILD CARE CENTER/SCHOOL)

PART A ~ PARENT’S CONSENT (10 BE OOMPLETED BYPARENT) o
, born _ . .
(NAME OF CHILD) BEORE s being studied for readiness 1o enter
Adventureland Christian Preschoot . This Child Care Center/School provides a program which extends from 7 : 0

E.D/p.m.10 530 amgpm., B days a week.

Please provide a report on above-named chilg using the form belﬁw I hereby authorize release of medical information contained in this
report to the above-named Child Care Center.

(SIGNATURE OF PARENT, GUARDIAN, OR CHILD'S Aurﬁumzen AEPRESENTATIVE) (TODAY’S DATE)

" PART B - PHYSICIAN'S REPORT (10 BE ccmm&rm BY PHYSICIAN) T
“BrobIeS 6 WK V60 RGBS Swara et e e s s et e e et e e Ao — e e
Hearing: T T " T Allergies: medicine o T -
T — e N S N et et rSaeT S e oo N
BEGETEREE ) . e — I e e e et e _
TRrGUAGESRER e et e ee oo o B e v e
N A R ——— e e ree e s oo et e emaee . . e
Other {Include behavioral concerns), e i - B i B
“Commeénts/Explanations: ; T i R D -
MEDICATION PRESCRIBED/SPECIAL ROUTINES/RESTRICTIONS FURTHIS CRILD
IMMUNIZATION HISTORY: (Fill out or enclose California Immunization Record, PM-298.)

VAGCINE T o DATE EACH DE}EE WASGIVEN |
S e 1st | 2nd .. 3rd _____4th ... 5th |
POLIO (OPV OR IPV) - / B / é / / i { / B | / /[ ) / )
DTP/DTaP/ %Elf?;_TLTJELT:} PERTUSSIS OH TETANUS 5
DT/Yd  awoowhmwemaony i f /o [ [ do Lo LT
MME {MEASLES, MUMPS, AND RUBELLA) / | / E /‘ !
e R R A A
MEPATITISB [T A S A
VARICELLA _ (crokeweoxy A S N A A S R e R

SCREENING OF TB RISK FACTOHS (Ilstmg on reverse side)
[1 Risk factors not present; TB skin test not required.
[} Risk factors present; Mantoux TB skin test performed {untess

previous positive skin test documenied).

____ Communicable TB disease not present.
i have 1.] have not .7 reviewed the above information with the parent/guardian.
Physician: Date of Physical Exam:
Address: Date This Form Compieted:
Telephone: Signature
T R M I } Physiclan L1 Physician’s Assistant |1 Nurse Practitioner

(R TTINTVL TPy PR e —n - —— LT dume L aas JUFL TP TP

LT

LIC 701 (8/08) {Confidantial} FAGE 1 OF 2
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COMMUNITY CARE LIGENSING
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- Ghicken Pox
Asthima
Bheumatic Fever [ I 3

- Hay Fever

DATES

Diabetes
Epilepsy

‘Whaoping cough
Murmps

DATES

.IPAST lLLHEESES - chack iﬂnaﬁ'ﬂf‘&s ihat ahild_ _hﬂs had anﬂ' ﬂPﬂﬁ"y anpru:imate dates of iunesmf S

Poliomyelitis

Ten-Day Meastes
{Rubeolaj -

Three-Day Meoasies
T {Rubeilla)

-'EPEG]FY HNY OTHER EEH‘EGUE GH SE\!EHE ILLNEEEES ﬂH HDGE[}ENTS

!DﬂEs GHILD HFNE FREQUENT mms*

I no |

ot '#E's'. -

Hnwmm WEASTYEAR?

 JLSTANY ALLERGIES STAFF SAOULD B AWARE GF

by

- 'ﬂA!LY ﬁﬁUﬂNES {*Far mfan_{s and ,aresuhaaf—aga f:hﬂdmn ::fnfm B ~
WHAT TIME EI'EIES BHILB *EET 310 S | _ WH&T TMET mﬁg CHILD OO BEDE == DﬂESEH"E!ﬂs_LE rTTyT.
'1_E}GE_E:::QHILE-?$L'EEF E UH_I_NE' 'IHE‘_:EE??*‘: b e R wmﬂ- e . ::Hﬁw.gﬂ;mﬁ?k"' et

" DIET PATTERNE. | UBREBKPAST - i  TWHAT ARE USUAL EATING HOURST
{What does child: usually | - | ! BREAKFAST o
eatforthesemenls?) . . Tifow LuneH____
| | S DINNER.

SR i DINNER,
ANY FOOD DISLIKES? ) ANV EATING PROBLENS?
O oyes L] w0 B e | |
WOHD USED FEJH "EGWEL MnuEMENm | WORD USER FOR URINATIONS
:EIE\HENT‘S EunLum:aN m: EH!LH’E HEALTH . -

TECHILD PREBENTLY UNDER A DOCTOR'S CARET

| fﬂF'-*iE%ﬂA#EiﬁFﬁﬁmﬂm_

MO

| DOES CHILD TAKE PHESCRIBED MEDICATIONISI?

TiFVES, WHAT KIND AND ANV SIDE EFFECTS;

RS GHILD USERNY SPECIRLDEVIGEE)

0

A

P

YES

T HOES GHILD USE ANY SPEGIAL DEVICER) AT HOME?
T o

i

AFVES, WHAT KIND:

PARENTS FUALUKTION OF GHILD'S PERBONALITY |

AOW nuEscmm 5 ErALﬂme WITHF‘AHENTEBF‘DTHEHESISEEHEHM}WEH GHiLDHEN? T i .
EQESTHE?GHILEHAVHAM?SPEQALPHM MWFEAHBMEEDS?{EKPUHN:‘ SO i
IIHEESQN*FEF{H'E.E.}UEEETIM'EII DAY GAHEFZAGEMEN"%“' T — .
ﬁﬂﬁwsaiamﬁmﬁﬁ N i o ) .mm.l' -

LG 702 (B/08) (GONFIDENTIAD, .



STATE OF CALIFORNIA - HEALTH AND MUMAN SERVICES AGENCY CALIFORKNIA DEPARTMENT DIF SCCIAL SERVICES

PERSONAL RIGHTS
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Personal Rights, See Section 101223 for waiver conditions applicable to Child Care Centers.

(a) Child Care Centers. Each child receiving services from a Child Care Center shall have rights which include, but are
not limited to, the following:

(1) To be accorded dignity in his/her personal relationships with staff and other persons.

(2) To be accorded safe, healthful and comfortable accommodations, furnishings and equipment to meet his/her
needs. - |

(3) To be free from corporal or unusual punishment, infliction of pain, humiliation, intimidation, ridicule, coercion,
- threat, mental abuse, or other actions of a punitive nature, including but not limited to: interference with daily

living functions, including eating, sleeping, or toileting; or withholding of shelter, clothing, medication or aids 1o
physical functioning.

(4} To be informed, and to have his/her authorized representative, if any, informed by the licensee of the
provisions of law regarding complaints including, but not limited to, the address and telephone number of the
complaint receiving unit of the licensing agency and of information regarding confidentiality.

(5) To be free to attend religious services or activities of his/her choice and to have visits from the spiritual advisor
of his/her choice. Attendance at religious services, either in or outside the facility, shall be on a completely
voluntary basis. In Child Care Centers, decisions conceming attendance at religious services or visits from
spiritual advisors shall be made by the pareni(s), or guardian(s) of the child.

(6) Notto be locked in any room, building, or facility premises by day or night.

(7} Not to be placed in any restraining device, except a supportive restraint approved in advance by the licensing
agency. |

THE REPRESENTATIVE/PARENT/GUARDIAN HAS THE RIGHT TO BE INFORMED OF THE APPROPRIATE
LICENSING AGENCY TO CONTACT REGARDING COMPLAINTS, WHICH IS:

e LIEL rul 1 — wl o b e e

NAME
Community Care Licensing- Riverside County Regional Office
ADDRESS
3737 Main Street, Suite 700
CITY ZIP CODE | AREA CODEMELEPHONE NUMBER
Riverside, CA 02501 1(951) 782-4200
TO: PARENT/GUARDIAN/CHILD OR AUTHORIZED REPRESENTATIVE: PLACE IN CHILD'S FILE

Upon satistactory and full disclosure of the personal rights as explained, complete the following acknowledgment:

ACKNOWLEDGMENT: !/We have been personally advised of, and have received a bnpy of the personal rights contained in the
California Code of Reguiations, Tille 22, at the time of admission to:

(PRINT THE NAME OF THE FACILITY) - | {PRINT THE ADDRESS OF THE FACILITY)

Adventureland Christian Preschool 1305 Deodar Rd, Escondido 92026

(PRINT THE NAME OF THE CHILD)

— —r

(SIGNATURE OF THE REPRESENTATIVE/PARENT/GUARDIAN)

-

(TITLE OF THE AEPRESENTATIVE/PARENT/GUARDIAN) | {DATE)

. romr—r L

LIC 613A (B/0B)



STATE OF CALIFORNIA~—HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES
COMMUNITY CARE LICENSING DiVISION

CHILD CARE CENTER
NOTIFICATION OF PARENTS’ RIGHTS

PARENTS’ RIGHTS
As a Parent/Authorized Representative, you have the right to:

1. Enter and inspect the child care cenler without advance notice whenever children are in care.

2. File a complaint against the licensee with the licensing office and review the licensee’s public file
kept by the licensing office.

3. Review, at the child care center, reports of licensing visits and substantiated complaints against the
licensee made during the last three years.

4, Complain to the licensing office and inspect the child care center without discrimination or retaliation
against you or your child.

5. Request in writing that a parent not be allowed to visit your child or take your child from the child
care center, provided you have shown a certified copy of a court order.

5. Receive from the licensee the name, address and telephone number of the local licensing office.
Licensing Office Name: Community Care Licensing- Riverside County
Licensing Office Address: 3737 Main Street, Suite 700. Riverside, CA 92501

Licensing Office Telephone #:  (991) 782-4200

7. Be informed by the licensee, upon request, of the name and type of association to the child care
center for any adult who has been granied a criminal record exemption, and that the name of the
person may also be obtained by contacting the local licensing office.

8. Heceive, from the licensee, the Caregiver Background Check Process form.,

NOTE: CALIFORNIA STATE LAW PROVIDES THAY THE LICENSEE MAY DENY ACCESS TO THE CHILD CARE CENTER TO A

PARENT/AUTHORIZED REPRESENTATIVE IF THE BEHAVIOR OF THE PARENT/AUTHORIZED REPRESENTATIVE
POSES A RISK TO CHILDREN IN CARE.

For the Department of Justice “Registered Sex Offender database, go to www.megansiaw.ca.gov
LG 995 (9/08) (Detach Here - Give Upper Portion 1o Parents)
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ACKNOWLEDGEMENT OF NOTIFICATION OF PARENTS’ RIGHTS
(Parent/Authorized Representative Signalure Required)

|, the parent/authorized representative of , have
received a copy of the “CHILD CARE CENTER NOTIFICATION OF PARENTS' RIGHTS” and the
CAREGIVER BACKGROUND CHECK PROCESS form from the licensee.

Adventureland Christian Preschoot
Mame of Child Care Center

Signature {Parent/Authorized Representative) Date

NOTE: This Acknowledgement must be kept in child’s fife and a copy of the Noftification given 1o
parent/authorized representative.

For the Department of Justice “Registered Sex Offender"database go to viwvw.megansiaw.ca.gov

= wl b T L [y e [ b TTIT]
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LIG 895 {8/08)



California Department of Social Services Child and Adult Care Food Program
Child and Adult Care Food Programs Branch - CACFP 09 (Rev. 06/2024)

Letter to Parents (Nonpricing Program)

Dear Parent/Guardian:

The _Poventnce. \opn N Shca esenool  child care center participates in the Child
and Adult Care Food Program (CACFP) offered by the U.S. Department of Agriculture (USDA) and
serves meals at no separate charge to all enrolled children. The reimbursement received from the

CACFP helps with our food costs, and therefore, enables us to keep our fees for care as low as
possible.

Ptease help us comply with the requirements of the USDA CACFP. Please complete, sign, and return
the attached meal benefit form (MBF) to the center as soon as possible. However, you are not
required to submit the MBF to participate in the program. All children enrolled in our center receive
their meals at no separate charge, but the determination of eligibility category affects the amount of
funding received by our center. This information is necessary to receive the reimbursement for the
meals we serve {o children in our program. If your first language is not English, you have a right fo
ask us for written or oral translation of these materials free of charge in your native language.

If your household currently receives benefits under the CalFresh Program (formerly Food Stamps),
the California Work Opportunity and Responsibility for Kids (CalWORKSs), or the Food Distribution
Program on Indian Reservations (FDPIR), you only need to list your current CalFresh, CalWORKs, or
FDPIR case number on the MBF. You must also have an aduit sign and date the MBF.

However, if your household does not receive benefits under CalFresh, CalWORKSs, or FDPIR, please
complete the MBF and make sure you:

» Provide the names of all household members and their income by source; and

» Have an aduit sign, date, and provide the last four digits of their Social Security number
(SSN) or check the box Check here if no SSN (only if the adult does not have an SSN).

For All Households

The USDA defines a household as a group of related or unrelated individuals (not residents of a
boarding house or an institution) who are living as one economic unit (i.e., sharing living expenses).
Therefore, the income reported on the MBF must include the gross income of all members of your
household by source. |

The income you report must be the total gross income received last month, listed by source for each
household member. If last month's income does not accurately reflect your circumstances, you may
provide a projection of your monthly income. If no significant change has occurred, you may use last
“year's income as a basis to make this projection. If your household's income is equal to or less than
the amounts indicated for your household's size on the attached Income Eligibility Guideline chart, the
center receives a higher level of reimbursement for meals served to your child(ren), |

Once properly approved for free or reduced-price benefits, whether through income or proof of
benefits as supported by a current CalFresh, CalWORKSs, or FDPIR case number, your child(ren) will
remain eligible for those benefits for 12 months.



California Department of Social Services Child and Adult Care Food Program
Child and Adult Care Food Programs Branch CACFP 09 (Rev. 06/2024)

Foster Children

For households with foster children, please contact us for additional information.

Confidentiality of Information on the Meal Benefit Form

We will use the information on the form to decide the level of reimbursement our center is eligible to
receive. We will place the MBF in our food program files and keep the information confidential. Only
upon your request will we share the information on your form with officials of other child huftrition,
health, and education programs so they can use it to determine benefits for those programs.

Thank you for your cooperation. If you have any questions or need assistance in filling out the MBF,
please contact:

Center Representative:

\43@(0\ W7 —

Phone Number:

(760) 7054737




California Department of Social Services Child and Adult Care Food Program
Child and Adult Care Food Program Branch CACFP 29 (Rev. 05/2023)

U.S. Department of Agriculture (USDA) Nondiscrimination Statement

In accordance with federal civil rights law and U.S. Department 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 identity and sexual orientation), disability, age, or reprisal or
retaliation for prior civil rights activity.

Program information may be made available in languages other than English. Persons with
disabilities who require alternative means of communication to obtain program information (e.g.,
Braille, large print, audiotape, American Sign Language), should contact the responsible state or
local agency that administers the program or USDA’s TARGET Center at (202) 720-2600 (voice and
TTY) or contact USDA through the Federal Relay Service at (800) 877-8339.

To file a program discrimination complaint, a Complainant should complete a Form AD-3027, USDA
Program Discrimination Compiaint Form which can be obtained online at: hitps://www.usda.gov/
sites/defaultffiles/documents/ad-3027.pdf, from any USDA office, by calling (866) 632-9992, or by
writing a letter addressed to USDA. The letter must contain the complainant’s name, address,
telephone number, and a written description of the alleged discriminatory action in sufficient detail to
inform the Assistant Secretary for Civil Rights (ASCR) about the nature and date of an alleged civil
rights viclation. The completed AD-3027 form or letter must be submitted to USDA by:

1. Mail: U.S. Department of Agriculture
Office of the Assistant Secretary for Civil Rights
1400 Independence Avenue, SW
Washington, D.C, 20250-9410; or

2. Fax: (833) 256-1665 or 202-890-7442; or

3. Email: program.intake@usda.qov

This institution is an equal opportunity provider.



California Department of Social Services - Child and Adult Care Food Program
Child and Adult Care Food Program Branch CACFP 29 (Rev. 05/2023)

Meal Benefit Form for Children
Program Year

Name of Child Care Center: Adventureland Christian Preschool

Please read the instructions. If you need help completing this form, please call: 760-705-4732

Complete, sign, and return this form to: Kyara Mieritz (AKA Ms.Kiki)

1. Child Information

List names of alf children enrolled for care.

If all children iisted are foster children, skip to Section 4.

2. Benefits

If you are receiving CalFresh, California Work Opportunity and Responsibility to Kids (CalWORKSs), or
Food Distribution Program on Indian Reservations (FDPIR) benefits for your child, list the case
number and do not complete Section 3. Skip to Section 4.

CalFresh Case Number:

CalWORKs Case Number:

FDPIR Case Number:

3. All Other Households

Complete this section if you did not complete Section 2. List all household members including
children enrolied for care. List total household gross income and how often it is received (e.g., weekly,
every two weeks, twice a month, monthly, or annually).

D Check here if this household receives no income. Skip to Section 4.




California Department of Social Services Child and Adult Care Food Program
Child and Aduit Care Food Program Branch CACFP 29 (Rev. 05/2023)

Applicants without income are requested to write a zero in the appiicable field or mark no income.
Any income field left blank is a positive indication of no income and certifies that there is no income to
report. Applications with blank income fields will be processed as complete.

- .

* B iih ;‘:- =

S

s L Hey ol
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Example: Janet Smith | $200/eekly | $150/wicea | $100/monthly | $0
' month

4. Last Four Digits of Social Security Number (SSN) and Signature

Penalties for misrepresentation: | certify that all of the above information is true and correct and
that the CalFresh, CalWORKs, FDPIR, or other eligible program case humber is current, correct, or
that all income is reported. ! understand that this information is being given for the receipt of federal
funds: that agency officials may verify the information on the meal benefit form (MBF) and that the
deliberate misrepresentation of the information may subject me to prosecution under applicable state
and federal laws,

Printed Name:_

Last Four Digits of SSN: Check Here if No SSN: [:I

Signature of Parent or Guardian: Date:




California Department of Social Services | Child and Adult Care Food Program
Child and Adult Care Food Program Branch CACFP 29 (Rev. 05/2023)

Privacy Act Statement

The Richard B. Russel National School Lunch Act (NSLA) requires the information on this application.
You do not have to give the information, but if you do not, we cannot approve the participant for free
or reduced-price meals. You must include the last four digits of the SSN of the adult household
member who signs the application. The last four digits of the SSN are not required when you apply on
behalf of a foster child or you list a Supplemental Nutrition Assistance Program (SNAP, or CalFresh),
Temporary Assistance for Needy Families (TANF, or CalWORKSs), Program or FDPIR case number
for the participant or other (FDPIR) identifier or when you indicate that the adult household member
signing the application does not have an SSN. We will use your information to determine if the
‘participant is eligible for free or reduced-price meals, and for the administration and enforcement of
the program. |

The last four digits of the SSN may be used 1o identify the household member in verifying the
correctness of the information stated on the form. This may include program reviews, audits and
investigations, and may include contacting employers to determine income, contacting a CaiFresh,
CalWORKSs, or FDPIR office to determine current certification for CalFresh, CalWORKSs, or FDPIR
benefits, contacling the state employment security office to determine the amount of benefits
received, and checking the documentation produced by the household member to prove the amount
of income received. These efforts may result in a loss or reduction of benefits, administrative claims,
or legal actions if incorrect information is reported. The last four digits of the SSN may also be
disclosed to programs as authorized under the NSLA and the Child Nutrition Act, the Comptroller
General of the United States, and law enforcement officials for the purpose of investigating violations
of certain federal, state, and local education, and health and nutrition programs.

5. Racial/Ethnic Identity

You are not required to answer these questions. If you choose to do so, please mark one or more of
the following racial identities: R

' :] American Indian or Alaskan Native D Asian
j Black or African American ' D Native Hawaiian or Other Pacific islander -
[ ] white '

If you choose to do so, please mark one of the following ethnic identities:

D Hispanic or Latino - l:| Not Hispanic or Latino
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How to Complete the Meal Benefit Form

1. Child Information
a. Print your child’s name.
b. Indicate yes to the right of a child’'s name if they are a foster child.

2. Benefits: if you receive any benefits listed in this section, complete this section, and then skip
to Section 4 and sign the form.

a. List your current CalFresh, CalWORKSs, or FDPIR case numbef($) for your child(ren).

b. Sign the form in Section 4. An adult household member must sign. You do not have to
list an SSN.

3. All Other Households: Complete this section only if you do not have a case number for the
benefits listed in Section 2.

a. Complete this section and sign the form in Section 4. Write the names of everyone in
yvour household even if they do not have an income. Include yourself, your spouse, the
child you are applying for, and all other household members. if your household includes

any foster children formally placed by a state child welfare agency or a court, you may
choose to include the child(ren) in this list.

b. Write the amount of income each person received last month before taxes or anything
else was taken out and where it came from, such as earnings, pensions, and other
income (see examples below for types of income to report). If you have chosen to
include any foster children in your care, only the personal use income is to be
listed. Foster payments you receive from the placing agency for the care of the
child do not need to be reported. Each income amount should be entered in the
appropriate column on the form. If any amount last month was more or less than usual,
write that person’s usual monthly income.

c. If anyon'e is self-employed, write the amount of income that person earns from self-
employment. Please call the number listed at the top of the form if you need help.

d. Sign the form and inciude the last four digits of your SSN in Section 4. If you do not
have an SSN, place a checkmark next to No SSN.

4. Last Four Digits of SSN and Signature:
a. The form must have a signature of an adult household member.
b. The adult household member' who signs the statement must include the last four digits

of their SSN. If they do not have an SSN, they will place a checkmark next to the No
SSN line.

c. The last four digits of the adult household member's SSN is not needed if a CalFresh,
CalWORKs, or FDPIR case number is provided.

5
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5. Racial/Ethnic Identity: You are not required to answer this question to get meal benefits, but
completion of this information will help ensure that everyone is treated fairly.

Income to Report

Earnings from Work

Wages, salaries, or tips

Strike benefils

Unemployment compensation
Worker's compensation

Net income from self-employment

Child Support or Alimony

Public assistance payments
o Alimony or child support payments

Pensions, Retirement, o'r Social Security

Pensions
Supplemental security income
Retirement income
Veteran’s payments
- Social Security

Other Monthly Income

Disability benefits

Cash withdrawn from savings

Interest dividends

income from estates, trusts, or investments

Regular contributions from persons not living in the household
Net royalties, annuities, or net rental income

Military allowance for off-base housing

Any other income



California Department of Social Services Child and Adult Care Food Program
Child and Adult Care Food Program Branch CACFP 29 (Rev. 05/2023)

Description of Racial and Ethnic Categories
The federal government has establiéhed the following five raciat categoriés and two ethnic categories:
Race:

American Indian or Alaska Native—A person having origins in any of the original peoples of North
and South America (including Central America), and who maintain tribal affiliation or community
attachment.

Asian—A person having origins in any of the original peoples of the Far East, Southeast Asia, or the
Indian subcontinent including, for example, Cambodia, China, India, Japan, Korea, Malaysia,
Pakistan, The Philippine Islands, Thailand, and Vietnam. | | |

Black or African American—A person having origins in any of the black racial groups of Africa.

Native Hawaiian or Other Pacific Islander—A person having origins in any of the original peoples
of Hawaii, Guam, Samoa, or other Pacific Islands. |

White—A person having origins in any of the origina peoplés of Eumpe, the Middie East, or North
Africa.

Ethnicity:

Hispanic or Latino—A person of Cuban, Mexican, Puerto Rican, South or Central American, or
other Spanish culture or origin, regardless of race. The term, "Spanish origin” can be used in addition
to "Hispanic or Latino.”

Not Hispanic or Latino
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PARENTAL REQUEST FOR A FLUID MILK SUBSTITUTION
- | FOR CHILDREN IN CHILD CARE DR

NAME OF AGENCY . |'NAME OF SITE" o - | SITE TELEPHONE NUMBER

CHILD'S NAME - R . . | bDATEOFBIRTH -

NAME OF PARENT/LEGAL GUARDIAN TELéPHoNE NUMBER
( )

The above hsted child does not have a disability, but the parent or legal guardtan is requesting a
fluid milk substitute due to a medical or other special dsetary need. This form is not mtended to
accommodate children who drink fluid milk substitutions such as soy milk due to taste
preferences. The child care agency has the discretion to select a specific brand of milk
substitute since acceptable products must meet specified nutrient requirements, Juice cannot

be offered as a fiuid milk substitute for children with medlcal or specnal dietary needs that do not
rise {o the level of a disability. |

This written statement wilt remain in effect until the parent or legal guardtan fevokes such
statement or until the child care agency discontinues the fluid milk substitution option. Child care
agencies participating in federal nutrition programs are encouraged, but not required, to
accommodate reasonable requests. The child’s parent or legal guardian must sign this
form.

MEDICAL OR OTHER SPECIAL DIETARY NEED REQUIRING A rLUID MILK SUBSTITUTION -

SIGNATURE OF PARENT/LEGAL GUARDIAN - | PRINTED NAME OF PARENT/LEGAL GUARDIAN DATE

The information on this form should be updated, as needed, to reflect the current medical and/or
nutritional needs of the child.
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DECLINING PARTICIPATION IN |
- THE CHILD AND ADULT CARE FOOD PROGRAM

Al facilities participating in the Child and Adult Care Food Program (CACFP)are
required to offer meals/snacks to enrolled participants in their care according to Title 7, -
Code of Federal Regulations, Part 226 and applicable state laws. o

As the participant or parent/guardian, you choose to decline the agency’s mealsfsnacks'
and will furnish all food for yourself or the enrolled participant, Return this form to the
child/adult care agency. . e o

PARTICIPANT'S NAME

REASON FOR DECLINING PARTICIPATION IN THE CACED:

PARTICIPANT'S OR PARENT/GUARDIAN'S SIGNATURE | | 'DATE
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The Womien, Infants, and Children (WIC) .
Nutrition Program provides healthy foads, |
nutrition tips, breastfeeding support, .
health care referrals and community .
information. |

»

tocal Agency information

www.phfewic.org
Text "Apply” to 91987
(888) 942-2229
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You may qualify if you:

Are pregnant, _wamﬂ%mmmw:m, just
had a baby; or

Had a recent pregnancy loss, E
Have a child or care for a child

under age 5, and

Have low-lo-medium income; or
Receive Medi-Cal, .mmwéommm
{TANF), or

Calfresh (SNAP) benefits; and
Live in California

o ﬂm_wEéﬁﬁmﬂmﬁﬂm”um_._nm:._ )
. 888-942-2229 for more information.
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El Programa de Nutricion

para Mujeres, Bebés y Nifos
proporciona alimentos saludables,
consejos sobre nulricion, apoyo con la
Hactancia materena, refrencias para
recibir atencion meédica e informacion
cormuntara.

-www.phfewic.org m
Envie “Aplicar” al 91997 ﬁ. 5
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Es posible gue usted califique si:

e ests embarazada, dando pecho, o
acaba de tener un behé

e tuvo una pérdida de embarazo
reciente

* tiehe 0 cuida a un o menor de
5 afios deedad

* tiene un ingreso bajo a mediano

o rocibe beneficios de Medi-Cal,
CalWORKS {TANF), 0 beneficios de
CalFrash (SNAP) y |

vive en Lalifornia
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