The ~__ Family

Dear Parents:

Apple Tree Day School, Inc, currently participates in the United State Department
of Agriculture (USDA)’s Child Care Food Program. This program enables our
school to provide nutritious meals and snacks to your children at no cost to you.
We support this program in order to further the cause of the USDA to promote
healthy living among our youth and provide them with access to nutritious meals.

In order for the school to continue to participate in the program, the attached forms
must be completed by the parents. Please review and answer all questions
accordingly, complete one enrollment form per child and one income eligibility
form per family, and return the form to the Center Director as soon as possible.

We look forward to your cooperation for this program as it will enable us to
continue to provide the excellent care, service and nutritious meals to your
children.

Thank you for your cooperation.

Apple Tree Day School, Inc.

Note: We realize that this information is confidential and sensitive. We assure you that all
completed forms are kept 100% confidential and the information will ONLY be used for the
food program. It will not be disclosed to anyone else for any reason,




Child and Adult Care Food Program (CACFP)

I have received the following CACFP Documents:

[0 Enrollment Form

[0 WIC Guidelines

[0 Building for Future Flyer

0 CACFP Letter to Households

Child(ren) Name

Parent Name Parent Signature




PDATE) [ DROPIN []

Institution Name: . Ii_tl}Plate Solutions
Child and Adult Care Food Program (CACFP)

Participant Enrollment Form
Your day care facility participates in the U.S. Department of Agriculture (USDA) Child and Adult Care Food Program (CACFP). The
enrolled participant will receive nutritious meals and snacks at no cost to you. CACFP needs verification of enrollment for each participant
in this facility. Please fill out the parent/guardian section of this form, sign it and return it to the above facility/provider. Provide

information for one participant per section. (In order for the institution to receive reimbursement for meals served/claimed, this form
must be completed for each enrolled participant annually.)
Parent/Guardian Please Complete:

Agreement Number: 05001

{patic HRRtSTEHI)Nae) {Disiof Bt
Soxa D Male D Female Datparticipantenfol Edint Aeilitys
Food Allergies: I:]YBS I::I No If "yes" specify:
(If the participant cannot be served the CACFP dleal Pattern, u statemen from the partigipant's Health Cafe Provider must by
{ SDEysiai brfalCars afitaeiilys D Spnday donday [E/{i:csda m::dne day mursday mdﬂy D Saturday
CHeokmeAls b icateniat Lty m’é'eakfasl D AM Snack Lunch PM Snack D Supper E] Evening Snack
Please list the normal times of amrival and departure (check am or pm): A i m ( Q mgm D prigiiDen w__ am Mp/m
RACE OF PARTICIPANT: You are NOT required to answer this question.
E] White D Black or African American D America Indian/Alaska Native
D Asian D Native Hawaiian or Other Pacific Islander

ETHNIC IDENTITY: You are NOT reguired to answer this question.
Hispanic or Latino Not Hispanic or Latino

This institution/facility offers {formula for infants through CACFP. ILis your choice
(Tw be completed by faeilityfprovider)

whether or not to use this formula based on your infant's needs. Baby foods provided by the institution/facility must be in compliance with the
infant meal pattern as required by 7CFR 226.20.

Please mark your preference Tadays Dale_ M
(choose all that apply) Birth - 5 months 6 - 11 months
1 will bring expressed breastmilk for

| want the provider to provide the
infant formula for my infant.
1 will bring the infant formula for my

infant.
Please list the kind of infant formula
you will bring.

Today's Date
According to CACFP requirements, in order Please mark your preference
to claim meals for reimubursement, the 6 - 11 months
provider must provide infant cereal and other T want the provider to provide the
foods when your infant is developmentally |_infant cereal and other foods formy
ready to accept them 1 will bring the infant cereal and/or
other foods for my infani.

Note (o parents who are gelting formula through the WIC Program: Your baby is eligible (o get formula from this child care instimtion facility aswell as from the
WIC Program. It is your decision which fornda you want your baby (o use when she’he is at child care. [fvou find you are getfing mare formula than your baby
needs, you may wish to talk with your WIC nulritionist or your child care provider.

| hereby certify the information given on this sheet is true and correct to the best of my knowledge. | also certify that | was given CACFP Meal
Benefits Income Eligibility Form Letter to Household, the WIC information, Building for the Future Flyers, Civil Rights Appeals Procedures.

Ty 'ﬁﬂnﬁ.' iR,

(BN

i @i

Emmg&ﬁﬁﬁ%mm Date Dropped:
Work Telephone Number: Emergency Telephone Kimber

In accordance wilh Federal Law and U.S, Depariment of Agriculiure policy, this inslilulion is prohibited from disciminaling on the basis of race, color, nalional origin, sex, age, or
disabilily. Tofile a complaint of discrimination, write USDA Director Office of Adjudication and Compliance, 1400 Independence Avenue SW, Washington, DC 20250-8401 or call
[866) £32-9992, (202) 260-1026 or (202) 401-0216 (TDD). This institution is an equal opportunity provider and employer,




CACFP MEAL BENEFIT INCOME ELIGIBILITY FORM (Child Care)

CHECK IF AFOSTER CHILD (THE
LEGAL RESPONSIBILITY OF A
WELFARE AGENCY OR COURT)

: 5 * [F ALL CHILDREN LISTED BELOW
(First, Middle Tnitial, Last) AREFOSTER CHILEREN, BICTT0
PART 5 TO SIGN THIS FORM.

OoooooE
O0oOo0|o|o

Part 2. Benefits: If any member of your houschold receives SNAP, TANF, or FDPIR, provide the name and eligibility number for the person
who re_ce?ves benefits. If no one receives these benefits, skip to part 3.
NAMER BEiEs(6))E))

Part 3. (Applies only to parents/guardians with children enrolled in a day care home) If any member of your household receives benefits
listed on the enclosed List of Eligible Federal/State Funded Programs (H1660), provide the name of the program and eligibility number:
NAME: ELIGIBILITY NUMBER:

Check here if no case number O

.'—’s\)"'“”—'?)“.l

quistian)vzRouSehaldmErber e :

(Hcome) SHUPRATERIIEN” e e

(berefits:

(Example)

Jane Stk $200/weekly $150/twice a month $100/monthly $200/bi-monthly
$ / $ / 3 / 3 /
$ / 3 ! $ / $ /
3 ! $ / $ / $ /
$ / $ / $ / 3 /
3 / ¥ / 3 / 3 /

Part 5. Signature and Last Four Digits of Social Security Number (Adult must sign)

An adult household member must sign this form. If Part 4 is completed, the adult signing the formn must also list the last four digits of his or her
Social Security Number or mark the "I do not have a Sacial Security Number" box, (See Privacy Act Statement on the next page.)

I certify that all information on this forn is true and that all income is reported | understand that the center or day care homre will get Federal funds based
on the information 1 give. I understand that CACFP officials may verifv the information. 1 understand that if I purposely give false information, the
participant receiving meals may lose the meal benefits, and I may be prosecuted.

SiEEER
ey
@itvs ZipCodes
e g VT S AR e, * x kK % .

‘ﬁﬁ i gm&ﬁwﬂﬁg M@&) g 7 D 1 do not have a Social Security Number

October 2016 CACFP Meal Benefit Income Eligibility
Child Care Form
Page |




CACFP MEAL BENEFIT INCOME ELIGIBILITY FORM (Child Care)

Part 6. Participant's ethnic and racial identities (optional)
Mark ane ethnic identity; Mark one or more racial identities:
D Hispanic or Latino [:] Asian

D Not Hispanic or Latino f:[ White
D Black or African American

Part 7, Sharing Information With Other Programs: OPTIONAL

The above information may be disclosed for the purpose of enrolling children in the Children's Health Insurance Program

(CHIP). Parents/guardians are not required to consent to such disclosure and electing not to allow disclosure will not
adversely affect a child's eligibility.

[ ] American Indian or Alaska Native
D Native Hawaiian or Other Pacific Islander

O Ido elect to allow my household information to be disclosed.

_ O 1 do not elect to allow my household information to be disclosed.
- Don't fill-out this part. Thi

s for official use only,

Annual Income Conversion: Weekly x 52, Every 2 Weeks x 26, Twice A Month x 24, Monthly x 12

Total Income; Per: [0 week, ( Every2weeks, [ TwiceAMonth, O Month, ([ Year Household size:

Categorical Eligibility; Date Withdrawn:_ Eligibility: Free Reduced Denied ___ Tier[ Tier II
Reason:

- Determining Official's Signature: Date:
Conﬁrmiug;Ofﬁcial’s_Signa_t'ure: Date:
Follow-up Official's Signature: Date:

Privacy Act Statement:

The Richard B. Russell National Schoo! Lunch Act requires the infarmation 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 Social Security Number of the adult houschold
member who signs the application. The Social Security Number is not required when you apply on behalf of a foster child or you list a Supplemental
Nutrition Assistance Program (SNAP), Temporary Assistance for Needy Families (TANF) Program or Food Distribution Program on Indian Reservations
(FDPIR) eligibility number for the participant or other (FDPIR) identifier or when you indicate that the adult household member signing the application

does not have a Social Security Number. We will use your information to determine if the participant is eligible for free or reduced price meals, and for
administration and enforcement of the Program.

Non-discrimination Statement:

[n accordance with Federal civil rights law and U.S. Department of Agriculture (USDA) civil rights regulations and policies, the USDA, its Agencies, ofTices,
and employees, and institutions participating in or administering USDA programs are prohibited from discriminating based on race, color, national origin, sex,
disability, age, or reprisal or retaliation for prior civil rights activity in any program or activity conducted or funded by USDA.

Persons with disabilities who require altemalive means of communication for program information (e.g. Braille, large print, audiotape, American Sign
Language, etc.), should contact the Agency (State or local) where they applied for benefits. Individuals who are deaf, hard of hearing or have speech

disabilities may contact USDA through the Federal Relay Service at (800) 877-8339. Additionally, program information may be made available in Janguages
other than English.

To file a program complaint of discrimination, complete the USDA Program Discrimination Complaint Form, (AD-3027) found online at:
hpfiwww.ascer.usda.gov/complaini_filing_cust.huml, and at any USDA office, or write a letter addressed to USDA and provide in the letter all of the
information requested in the form. To request a copy of the complaint form, call (866) 632-9992. Submit your completed form or lefter to USDA by:

(1) mail: U.S. Department of Agriculture (2) fax: (202) 690-7442; or (3) email: program.intakeiQusda. gov.
Oftice of the Assistant Secretary for Civil Rights
1400 Independence Avenue, SW
Washington, D.C. 20250-9410;
This institution is an equal opportunity provider.

CACFP Meal Benefit lucome Eligibility
Child Care Form
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