Ohio Departiment of Job and Family Services
FAMILY INFORMATION
FOR STEP UP TO QUALITY PROGRAMS (SUTQ)

| Child's Name (Laét) ' (I-'-"Er‘sl) - ' Ni(:kﬁ;m’m(ifany)

By providing complete information about your chitd, you will be assisting staff in crealing a positive experience for
him / her while in care. List any information about your child's habits, abilities or personality that you feel will be
helpful to the staff who care for your child.

Who is in the child's family?

Who lives al home with your child?

‘What is the primary language spoken in your child's home?

Are there any special family arrangements, such as shared parenting, living in two homes, or custody specifications, etc.?
[Yes [} No? Additional Details?

Are there any changes or transitions that your child has recently experienced or is experiencing? (moved from crib to bed,
divorce, new home, death of family member, friend or pet) (] Yes "] No? Additional Details?

Are there any culturai or religious practices of your family of which we should be aware? (dietary restrictions, c'ibthing‘ head
coverings, etc.)

Do you have any pets at home? If so, what are they and what are their names?

"Has your child had a previous care arrangement? [ Yes (3 No? Additional Detaits? (center based, in home, with family,
with parents, etc.)

 How often does your child drink during the day (milk, juice, water, etc)?

Does your child have any favorite foods?

Does your child dislike any foods?

Are there any foods your child should not be fed? (Child Care licensing requires a form be completed for children with food
allergies and/or dietary restrictions)
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Please circle all of the words that best desaribe your child's parsonality and bohavior:

active, adventurous, affeclionate, anxious, bossy, bright,  busy, caim,  cautious, cheerful, confenl, creative, curious,
easily-angered, emotional, energelic, excitable, friondly, gives-n-easily, happy,  hesitant, insecure,  jealous, likes
structurefroutinegs,  loud,  loving, mellow, outgeing,  profers adul slontion,  quict,  sensitive, serious,  shares-wall,

social, spordaneous,  stubborn, tentative,  other

Are thero additional personality and behavior characteristics thal would bo useful Lo know about your child?

Are there things that frighten your child? H so, how does hefshe react and what do you do to conorl him/her?

What toutinesiactions or itema do y()uuf-,g ‘[-() S Jour Ch”d? N

What causes your child to feel angry or frustrated?

What methods do you use to respond to your child's negative behavior?

Does your child use any special comfort or support items that help them go to sleep? If so, what?

What is your child's mood upon waking? (happy, grouchy, clingy, slow to awaken)?

‘Where does your child sit at the table? (high-chair, booster seat, etc.)

Is your child toilet trained? If not, have you started the toilet training process? Please explain the process used.

stance when using the toilet? If so, how?

Does your child need a
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What time does ')'/'EJ'(JF”(:hiId normally go 1o hod at night and wake up in ther morning?

What time(s) and for how long does your child usually nap?

Does your chitd have trouble sleeping? (Night terrors, trouble going to slaep, otc.) [ Yes | No?

 What might you and/or your child be anxious about as he/she starls in this program?

Plaeaso explain.

What are you and/for your child excited about as he/she starts in this program?

What are your expectations of this program?

What other information would be helpful for the staff caring for your chitd to know?

Parent/Guardian's Signature Date
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Ohio Department of Job and Family Services
CHILD ENROLLMENT AND HEALTH INFORMATION
FOR CHILD CARE CENTERS AND TYPE A HOMES

This form shall be completed prior to the child's first day of attendance and updated annually and as needed,

Child’'s Name [ato of Birth First Day at Cantér

Home Address City

State Zip Code HU!11(-}“".!::i;s..lig).‘|.:i‘ii‘()r\(} Numbor

Parent/Guardian Name Retationship to Chitd -
Home Addross - H()rn0""‘1':"{73']('3;)11(,)ntia Numbaor

City State Zip

Email Address (if applicable) Call Phone

Farent's Work/Schoot Telephone Number Parent's Work/School Name

Parent's Work/School Address City

Please indicate if this name should be released if a parenlguardian, of a child attending the center/home, requests contact information |
for other parents/guardians. [} Yes [ No
If you answered yes, please indicate which number{s) above {o include on the list [ Work#  {] Celt # [(JHome#  [] Email

Where can you be reached while your child Is in this program?

Parent/Guardian Name Relationship to Child
Home Address Home Telephone Number

City State Zip

Email Address (if applicable) Cell Phone

Parent's Work/School Telephone Number Parent's Work/School Name
Parent's Work/School Address City

Please indicate if this name should be released if a parent/guardian, of a child attending the center/home, requests contact

information for other parents/guardians.  [[] Yes [} No
If you answered yes, please indicate which number{s) above to include on the list  [JWork# ] Cell # [(QHome# [_]Email

Where can you be reached while your child is in this program?

Emergency Contacts: FParents cannot be listed as emergency contacts. List the name of at least one person who can be contacted
in the event of an emergency or iliness if you cannot be reached. Any person listed should be able to assist in contacting you. At least
one person listed must be within one hour of the centerfhome, able to take responsibility for the child in case the parent/guardian cannot
be contacted and should be at least 18 years of age.

Name Name

City State City State

Telephone Number Relationship to Child Telephone Number Retationship to Child
Other numbers where emergency contact ¢an be reached {if applicabie) Other numbers where emergency contact can be reached (if applicable)

Name of Physician or Clinic/Hospital

Street Address

City State Telephone Number
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Child's Name

Allergies, Special Health or Medical Conditions, and Food Supplements
Fill'in this section accurately and completely. Please note thal if your child has a current hoalth or medical condition requiring child care
staff to perform child specific care, such as: to monitor the condition, provide lreatment, care, or 1o giva moedication, the JFS 01236
“Medical/Physical Care Plan" or equivalent formy andior the JFS 01217 "Roqguest lor Administration of Modicalion” musl be complaetad
and be kept on file at the center or type A home.

Does your child have any food, medication or environmental allergies? (check afl that apply)

(] No

(3 Yes - check all that apply  [] Food (7] Medication (] Environmental Please list and explain:

Does your child's allergy/allergies require child care staff to monitor child for symploms, fake action if a reaction oceurs, or

give emergency medication to your child? (check one)

(1 No

[] Yes - a JFS 01236 "Medical/Physical Care Plan" or equivalent form and if administering medication, a JFS 01217
"Request for Administration of Medication" must be compleled.

Does your child have a special health or medical condition? (check one)

[] No

[ Yes - please expiain

Does the special health or medical condition require child care staff to perform a procedure, or perform child specific care

such as: to monitor your child for symptoms or administer medication during child care hours? (check one)

(] No

[] Yes - a JFS 01236 "Medical/Physical Care Plan" or equivalent form and if administering medication, a JFS 01217
"Request for Administration of Medication" mus! be completed.

Is your child currently using any medication, food supplement or medical food (such as electrolyte solution)? (check one)

{(J No

[] Yes - please explain

if yes, does this medication, food supplement, or medica food need to be administered at the child care centerftype A
home?

7] No

[.) Yes - a JFS 01217 "Request for Administration of Medication" must be completed and kept on file for each medication,
food supplement or medical food.
(] N/A - program does not administer any medications.

Does your child have any dietary restrictions, including those for medical, religious or cultural reasons? (check one)

[ 1 No

(] Yes - please explain

Does this dietary restriction require a modified diet that eliminates all types of fluid milk or an entire food group?

[T No

(] Yes - written instructions from the child's heaith care provider must be on the JFS 01217 "Request for Administration of

Medication.”
(] N/A - child does not attend a full time program.
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Child’s Name

List any history of hospitalization, outpatient surgery, or previous health concerns that would bo neaded o assist the slall or medical
personnel in an emergency situation.

List any additionat information about your child that would be useful for stafl lo know, such as fears, eating or sleaping habits, or speciat
routines. This information should not be medical or health relaled, as that information should be included on the pravious page.

Diapering Statement

is your child toilet trained?  {_] Yes {If yes, skip to Emergency Transportation Authorization section) [} No (If no, fill out the
following)
The program’s policy is to check diapers every _____ hours. Pleass indicale if you want your child's diaper checked according to the

center/type A home's policy or another;

7] tagree with the program's schedule [ I do not agree, pleasa check my child's diaper every ___ hours.

Emergency Transportation Authorization

Give Permission to Transport Do Not Give Permission to Transport

Center or Type A Home Name - Center or Type A Home Name

has permission to secure emergency transportation for OR does not have permission to secure emergency

my chiid in the event of an iliness or injury which transportation for my child in the event of an iliness or
reguires emergency treatment. The emergency Do | injury which requires emergency treatment. 1 wish for the
transportation service will determine the facility to which not | following action to be taken:

; ; sign
my child will be transported, both

Parent's Signature Date Parent's Signature Date

Acknowledgement of Policies and Procedures
| have reviewed and received a copy of the center's or type A home's policies and procedures/handbook. ] Yes [} No
{check one)

This form, after being completed and signed by the parent/guardian, must be reviewed for completeness and signed by the
administrator/designee prior to the child receiving care. After the child is aftending the program the administrator shall have
the parent/guardian review and initial the form when any changesfupdates are made and at least annually. The parent/
guardian and the administrator or designee shall initial and date the form in the section below to indicate when the form was
lasf reviewed.

Parent/Guardian Signature(s) Date

Administrator/Designee Signature Date

The form is to be initialed and dated, at least annually, after it has been reviewed by the parent/guardian. This is to indicate alf information
has stayed the same or changes have been noted. If significant changes are needed, please complete a new form.

Parent/Guardian Initials Date of Review Administrator/Designee Initials | Date of Review
Parent/Guardian Initials Date of Review Administrator/Designee Initials Date of Review
Parent/Guardian Initials Date of Review Administrator/Designee Initials | Date of Review

Note: This is a prescribed form which must be used by centers and type A homes to meet the requirements of ruies 5101:2-12-37 and 5101:2-13-37. This
form must be on fife at the center or type A home on or before the child's first day of attendance and thereafter while the child is enrolled.
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Child’s Escort / Emergency Contact List

(You are granting permission for your child to be picked up by these persons without any other
nolification, or contacted in case of emergency.) All persons must show picture
identification at the time of pick up.

Name Dale added Dale dropped
First Lasl
Phone# Cell # Relationship
Name R Date added Date dropped
First Last
Phone # ~ Cell # Relationship
1 Name ~— Date added Date dropped
First l.ast
Phone # _Cell#____ _ Relationship -
Name . Date added_ _Datedropped
! First Last
Phone # Cell# _ Relationship
Name Date added ___Datedropped
First Last
IW Phone # Cell # Relationship
Name Dateadded Date dropped )
First Last
'i Phone # Cell # Relationship
Name Date added ____ Date dropped
First Last
|
* Phone # Cell # Relationship
Name Date added Date dropped )
First Last
Phone # Cell # Relationship







Media/Photography release and consent form

Although our parent handbook states: “HICCL reserves the vight 1o use pictures and/on videos of childien eneoled in the
center, past and present, for advertising and/or internal purposes unless othorwise noted |n writing by the pareal ”, we
want to ensure ail parents understand this policy. We assure you thal the photopraphs are only used Lo promole the
goodwilt of the program and allow parents to view the propress of their child via photos, Therefore please read and sin
the following:

Asthe parent of a child/children at HKCL, [ agree and give permission to the following:
» Junderstand that my child{ren) whose name(s) are listed below may be photographed at Heavenly Kids during
normal center hours, field trips, or activities.
» lunderstand that these photographs may be used In center website, newsletters or other socisl media types.

The following are the names of my children attending Heavenly Kids: (Please print your child’s name )

{} Yes, | confirm that | have read and understood the above, and agree 1o have my child {tens)
photos mounted on the Heaveniy Kids website, printed material and all media types {television, facebook)

{ ) Yes, my child can be photographed, but I do not want phatographs used for external use.
{ ) No,  do not wish to have my child (ren) photographed at all,
Print Name SIENAtUre: e DAt

Parent Handbook and Admission Contract receipt

Facknowledge that [ have received and reviewed the center’s parent handbook along with the admissions contract. |
agree to adhere to all policies outiined within.

Child’'s Name Parent Signature: Date:

Director’s Signature: Date:







Heavenly Kids Center for [ ,earning

Nurturing, teaching and growing children to reach their highest potential

Admission Contract

Heavenly Kids Center for Leaming, (herein known as THCCT ) 15 a childeare facility operated by TYE to T Learning, Inc, HKCT s
licensed by the State of Ohio Department of Job and Family Services, pursuant to sections of the State Administrative Code 5101

BASIC SERVICES:
HKCL shall provide the [ollowing basic services for:

Child’s Name: Parent/Guardian Name

TERMS
1. Children are required to be in attendance daily 1o prevent losing their slot Children who have three wnexcused absences will

be withdrawn from the program.

2. All childeare fees are due prior the start of the week, A late fee of $25.00 will be aceessed after the Sth day of non
payment.  Any delinquent accounts will be turned over to collections after 30 days. An additional amount of 40%,
plus filing and/or legal fees will be added to the delinguent amount.

3. INCOME TAX STATEMENTS will be provided for all parents that are curvent with their fees,

ristration paperwork in order to hold

A non-refundable application fee of $50.00 will be due along with re

[ agree to the following policies related to my fees:

e Pay the co-pay specified on my ODJUS approval letter to Heavenly Kids Center for [ earning,
This co pay may be subject to change at the discretion of ODIES,

e Pay any late fees associated with picking up my child alter the 6 PM cut-oll .
e Upon leaving HKCL, I am responsible for the full balance that remains on my account.
e Payaswipe fee of $3.00 for each swipe that is not completed for my child.

e Pay for absent days which exceed those eligible for payment from ODJEFS (Title XX recipients receive 10 absent days every
6 months).

I understand that per Heavenly Kids, the maximum hours | am permitted to have my child here is 9 ' hours per day. [ child remains
at the center longer, there will be a $12.00 per hour charge (assessed in 15 minute increments).

I agree to cooperate with the general policies of HKCL, to perform the obligations of parent(s) or guardian(s) set forth in this
Agreement, and to abide by the rules. regulations. and manuals promulgated and provided by HKCL. My signature (below) indicates
that I have read the terms of this agreement and that I have read the rules. regulations, and manuals promulgated and provided by
HKCL. It further indicates that [ have had this material explained to me and that all of my questions have been satisfactorily
answered, | further understand that HKCL reserves the right to withdraw any child whom HKCL deems is not able to meet that
child’s needs or any child the center s not equipped to provide quality care.

Parent Guardian Signature: Date:

Administrator Signature: Date:

404 E. Mound §t. * Columbus, Ohio 43215 * (614) 221-5750 * www.heavenlykidsiearn.com






Ohio Department of Educatioa - Office for Child Nutrition

CHILD AND ADULT CARE FOOD PROGRAM ENROLLMENT FORM

Prototype Form for use by Child Care Centers and Head Start Programs

=. > SRRSO OO0 Gavilie all &l

:n enrollment form on file are: Emergency Shelters, Outside-School-Hours, Youth Development & After School At Risk

| Instructions for Completion
- uardizns 2re 10 complete a separate form for each child enrolled at the child care or Head Start center.

|
f
f
,
m

. renls

. <t emz 2miC's name. age. dirth date. the days and hours normally in care and the meals normally received while in care. If schedule will vary in future due to changes in

= schedule. mdicate by writing a note on chart.

frer school. list the hours in care for both the morning and afternoon.

s 276 15124 2) require that 2n errollment form be updated amnually and signed by the child’s parent or guardian.

CENTER NAME

| CHILD'S NAME

T

| AGE

BIRTHDATE
month day

rear

CHECK THE NORMAL DAYS AND HOURS YOUR CHILD IS IN CARE AND THE MEALS RECEIVED WHILE IN CARE

i

Check (¥') Days

List Hours Child Normally in Care

Check (¥) Meals Child Normally Receives while in Care

Child Normally

in Care ariive
: v

Depart

Arrive

|

Depart

Breakiast

AM

Smack | Lamch

PM | Evening
Smack = Sapper  Saack

W ednesday

I'hursdas

Friday

Saturday

SR

Sunday i

—

SIGNATURE OF
PARENT/GUARDIAN

DATE

DAY PHONE
NUMBER

MAILING ADDRESS:
STREET /APT.

CITY

ZIr CODE

n cqual opportunity provider and

employer.

Taance with Federal Law and L.S. Department of Agriculture policy. this mstitution s
t of discrimination. write USDA. Director, Office of Adjudication, 1400 Independence Aveasc, -
imparred or have speech disabilities may contact USDA through the Federal Relay Service at (300) 877-8339: or (300) 845-6136 (Spamish).

E[il'[ﬁlﬂlﬂ.lllﬂ.’pﬂﬂﬂi To fik 2

SW. Washisgton D.C. 26750-9410 or call wll free (366) 6329992 (Voux) Imdnaluak wb

i 223 1







CHILD AND ADULT CARE FOOD PROGRAM: CHILD CARE COMPONENT
INCOME ELIGIBILITY APPLICATION FOR FREE AND REDUCED PRICE MEALS FY 2013 - 2014

FY2013 — FY2014 (7/1/13 - 6/30/14) INSTRUCTIONS: To apply for froo and teducod-price mants, trond the Housohold T ottor and instiuctions on bevekskdo of
thiss form. Complete application and return to tha contar. In aceordnnce with 1he NSLA, Informution an this application may be disclosod Lo othor Child Nutdiion
Programs or applicable enforcement agencies, Parants/guardinns are nol roquitad 1o consont to this disclosuio. Part 1 s 1o b complotod by all hotsholdn
Part 21s to be used only for a child living in a household rocalving IFood Asslstince or Ohlo Works Flist (OWI ) banodits Pt 3 is only for childion NOT
receiving Food Assistance or OWF benefils. Part 4 an adult housohold mambor must sign wnd deto fon; h est 4 digits of social socurity numbor mnst bo

listod if Part 3 is completed. Part 5 is optional, * Astorisks indicato info thit must bo complotod. |*om must bo complolod annually and Is valid for only 12 o
CHECKIF PART 2 - LIST EACH CHILD'S FOOD ASSISTANCE
CENTER NAME ATIE | OR OWF CASE NUMBER, IF ANY. A VALID CASE
(the lege) NUMBER CONTAINS 10 OR 12 DIGITS,
PART 1 - PRINT INFORMATION FOR ALL CHILDREN ENROLLED AT CENTER respomaitlity of | DO NOT USE BWIPE CARD NUMBER,
: ’ w wallars sgancy
* NAME OF ENROLLED GHILD(REN) AGE | i pan o Glrclo typu of honofit: 100D ASSISTANCE o1 OWI

L]

CASL NUMBLIR:
CASE NUMBER:
CASE NUMBIR:

4. u CASE NUMBLER:

PART 3 —~ TOTAL HOUSEHOLD SIZE, TOTAL HOUSEHOLD GROSS INCOME AND HOW OFTEN IT WAS RECEIVED: List names of all household
_r_nembqtg: E!gt_a_l_!_g:ggg__lr_ygn_ma: list .how much and how often. If Part 2 Is completed, skip to Part 4,

i/

a.  LIST NAMES OF ALL b. CHECK ¢. GROSS IN(:()MiE during tho last month (omount oormod bolore taxes & olhar deductions) and
HOUSEHOLD MEMBERS IF HOW OFTEN IT WAS RECEIVED; Waokly, Evory 2 Waoks, Twico Par Month, Monthly, Annually
INCLUDING CHILDREN NOIZERO 1. Eanmings from work 2. Waollaro paymaonts, 3. Ponslons, 1otiramaont, 4. Al Other Incoma

INCOME Y
~ LISTED ABOVE IN PART 1 2 hoforo daductions child support, alimony Sochl Socurity, 851, VA |

EXAMPLE: JANE SMITH | $ 200 / weekly $ 150 / twice month $ 100 / monthly . T——
S 5 / N— I —

2. 1 | i |s N, $ / $___J

3 1 |s o | S 5 e | S
T . TAEL — §
| 4 1 |s il s . $ / $

8 ot T R ) ! g 7. § e

8 [ R — $ I B e S

PART 4 - SIGNATURE & LAST 4 DIGITS OF SOCIAL SECURITY NUMBER: Adult household member must sign/date form, If Part 3 Is completed,
the adult signing the form must also list last 4 digits of his/her Soclal Security Number or check the “I do not have a Soclal Security Numbor” box.

| certify that all Information on this form is true and correct and that all income Is reported. | understand that the center will get Federal Funds based on the
information, | understand that CACFP officials may verify the information. | understand that if | purposely give false information, | may be prosecuted.

* If Part 3 Is completed, D a 1
_Insert fast 4 diglts of Soclal Security Number |
- -

e T L {check If applicable)
SIGNATURE OF ADULT HOUSEHOLD MEMBER DATE [} 1 do not have a Social Security Number _
Print Name: Daytime Phone Number: Work Phone Number:
Street / Apt: City / State / Zip: County:

PART 5: RACIAL/ETHNIC IDENTITY (Optional): Please check appropriate boxes to identify the race or ethnicity of enrolled chitd(ren).
American Indian or Alaska Native ' !\slan i | Black or African American
....| Native Hawalian or Other Pacific Islander White || other

Please mark one ethnic identity: ! ! Hispanic or Latino [:,] Nol Hispanic or Latino

Privacy Act Statement: The Richard B. Russell National School Lunch Act 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 Social Security Number of the
adult housshold member who signs the application. The Social Securily 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) case number for the participant or other (FDPIR) identifier or when you indicate that the adull 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. State Distribution: 6/21/2013
THIS SECTION TO BE COMPLETED BY CENTER:
Complete information below only if qualifying child(ren) by househald income from Part 3. Application Categorized as:

Per the total household size, compare total household income to the USDA Income Eligibility O FREE, based on 0 Food Assistance/OWF Case No
Guidelines to determine correct categorization. When income is listed in different frequencies ' O Household Size & Income ’
of pay in Part 3, you must cenvert all income to annual income before determination. Use the 1 Foster Child

following Annual Income Conversion :

Weekly x 52, Every 2 Weeks (bi-weexly) X 26, Twice per Month (semi-monthly) X 24, Monthly x 12 [J REDUCED, based on Household Size & Income

Total Total Household Income: § O PAID, based on O Income Too High

Household - O Incomplete

Size: Per: DWeek ©Every 2 Weeks 0 Twice Per Month 0 Month ©Year o Invalid case number or information

Signature of Sponsor / Cenler Representative Dale Sponsor Categorized Effective Date Expiration Dale
(Frem the first of month of date (Vatd unt! 1ast day of manth of which fom was dateg
ca‘.uoﬂzod w‘ wwtwuwrl and oatcﬂlzw 4 !mswl’m‘l‘lﬂ Jne year canier)

OCN Revise 6/21/2013 10



HOUSEHOLD LETTER - Dear Parent or Guardian:

Please halp us comply with the requirements of the United States Dopartment of Agricultura’'s Child and Adult Care Food Program (CACFEP by comploting the
attached Income Eligibility Application for froe and reducod-price moals, Al Information will bo trontad with strlet confldentlality.  Tho CACEP providos
reimbursament to the child care center for healthy meals and snacks servad to childron enrollod In child care.  The completion of tho Income Ellgibllity
Application I1s OPTIONAL. Complete the application on the reverse sldo using the Instructions bolow for your type of household, You or your childron do not
have to be U.S. citizens to quallfy for meal benefits offarod at the child cara contor, Housoholds with Incomes loss than or equal to the reducad-price viluos
listed on tha chart at the bottom of this page are eligible for free meal beneflts, An application must contaln complete Information to be considered for froe or
reduced-price meals. Households are no longer required to report changos regarding the Incronso or docronse of Income or housohold slze or whon the
household Is no longer certified eligible for Food Assistance or Ohlo Works Flrst (OWF),  Onco proporly approved for froo or reduced prico bonoflls, a
household will remain eligible for these benelits for a perlod not to excoed 12 months.  Durlng porfads of unemploymant, your child(ren) Is eligible for meal
reimbursement provided the loss of income during this ime causes the famlly to bo within ollgibliity standards for meals. In operation of the CACFP, no porson
will be discriminated against because of race, color, natlonal origin, sox, ago or disabllity §226.23(0)(2)(Iv). It you have questions rogarding the complotion of
this application, contact the child care center,

PART 1 — CHILD INFORMATION: ALL HOUSEHOLDS COMPLETE THIS PART ( * denoton roquired Info)

¢ * Print the name of the child(ren) enrolled at the child cara center. All childron (Including fostor childron) can bo listed on tho samo applicatlon.

+ List the enrolled child's age and birth date.

«  Check box indicating if the child Is a foster child, Foster childran that are undar tho logal rosponsibility of the foster caro agency or court ara aligiblo
for free meals. Any foster child in the housahold Is eligible for fraa meals ragardlass of Incomao.

PART 2 —~ HOUSEHOLDS RECEIVING FOOD ASSISTANCES OR OWF: COMPLETE THIS PART AND PART 4 — If a child Is a membaer of a Food
Assistance or OWF household, the child is automatically eligible to rocelve froe CACFP moal bonefits subject to application complation.
« Circle the type of benalit received (Food Assistance or OWF),
« Lista current Food Assistance or OWF case number for each child. This will bo a 10 or 12-digit number, Do not list a swipo card numbaor,
SKIP PART 3 — Do not list names of household members or incoma If you listad a valid Food Assistance or OWF case number for ench child in Pant 2,
PART 3 = TOTAL HOUSEHOLD SIZE, GROSS INCOME & HOW OFTEN RECEIVED; ALL OTHER HOUSEHOLDS COMPLETE THIS PART & PART 4,

a) Write the names of all household members including yourself and the child(ron) thal attends the child care center, whother thoy recelve Income or
not. A household Is defined as a group of related or unrelated individuals who aro living as one economic unil that share housing and/or significant
income and expenses of its membars. This might include grandparents, other rolativos, or friends who live with you. Altach anothor plece of paper If
you need more space to list all household membaers.,

b)  Check the box for any person listed as a household member (including childran) that has no income.

¢) For each household member, list each type of income received during the last month and list how often the money was recelved,

1)  Earnings from work before deductions: Write the amount of total gross income each housohold member recelved the last month, bofore
taxes/deductions or anything alse is taken oul (not the take-home pay) and how often it was raceived (weekly, every 2 weeks, twice per month,
monthly, annually). Income is any money received on a recurring basis, including gross earmed income. Households are not required to include
payments received for a foster child as Income. If any amount during the previous month was more or less than usual, write that person's usual
monthly income. If you normally get overtime, include it, but not if you only get it sometimes. If you are in the military and your housing is part of
the Military Housing Privatization Iniliative and you receive the Famlly Subsistence Supplemantal Allowance, do not include these allowances as
income. Also, in regard to deployed service members, only that portion of a deployed service member's income made available by them or on
their behalf to the household will be counted as income to the household. Combat Pay, including Deployment Extension Incentive Pay (DEIP) is
also excluded and will not be counted as income to the household. All other allowances must be Included in your gross income.

2)  List the amount each person got the last month from welfare, child support or alimony and list how often the money was receivad.

3) List the amount each person got the last month from pensions, retirement, Social Security, Supplemental Securily Income (SSI), Veleran's (VA)
benefits or disability benefits and list how often the money was received.

4)  List all other income sources. Examples include: Worker's Compensation, strike benefits, unemployment compensation, regular contributions
from people who do not live in your household, cash withdrawn from savings, Interest/dividends, income from estatesftrustsfinvestments, net
royaities/annuities or any other income. For only the self-employed, report income after expenses (net income}) in column 1 under eamings from
work. For your business, farm or rental properly report income in column 4. Do not include food assistance payments.

PART 4 ~ SIGNATURE AND LAST 4 DIGITS OF SOCIAL SECURITY NUMBER: ALL HOUSEHOLDS COMPLETE THIS PART {* denoted required Info)

a) * All applications must have the signature of an adult household member.

b) * The adult signing the application must also date the form,

c) * Only an application that lists income in Part 3 must have the last 4 digits of the social securily number of the adult who signs. If the adult does not
have a social security number, check the box “I do not have a Social Security Number." If you listed a Food Assistance or OWF number for each
child or if you are applying for a foster child, the last 4 digits of the social security number are not required.

PART 5 - RACIAL/ETHNIC IDENTITY ~ OPTIONAL

You are not required to answer this part in order for the application to be considered complete. This information is collected to make sure that everyone is
treated fairly and will be kept confidential. No child will be discriminated against because of race, color, national origin, gender, age or disability.
NON-DISCRIMINATION STATEMENT: The U.S Department of Agriculture prohibits discrimination against its customers, employees, and applicants for
employment on the bases of race, color, national origin, age, disabilily, sex, gender identity, religion, reprisal, and where applicable, political beliefs, marital
status, familial or parental status, sexual orientation, or all or part of an individual's income is derived from any public assistance program, or protected genetic
information in employment or in any program or activily conducted or funded by the Department. (Not all prohibited bases will apply to all programs and/or
employment activities.) If you wish to file a Civil Rights program complaint of discrimination, complete the USDA Program Discrimination Complaint Form, found
online at http://www.ascr.usda govicomplaint_filing_cust.html, or at any USDA office, or call (866) 632-9992 to request the form. You may also write a letter
containing all of the information requested in the form. Send your completed complaint form or letter to us by mail at U.S. Depariment of Agriculture, Director,
Office of Adjudication, 1400 Independence Avenue, S.W., Washington, D.C. 20250-8410, by fax (202) 630-7442 or email at program.intake@usda.gov.
Individuals who are deaf, hard of hearing or have speech disabilities may contact USDA through the Federal Relay Service at (800) 877-8339; or

(800) 845-6136 (Spanish). USDA is an equal opportunity provider and employer.

REDUCED INCOME ELIGIBILITY GUIDELINES - 185%
Guidelines to be effective from July 1, 2013 through June 30, 2014
Households with incomes less than or equal to the reduced price values below are sligible for free or reduced-price meal benefits.

HOUSEHOLD SIZE YEAR MONTH TWICE PER MONTH EVERY TWO WEEKS WEEK
1 21,257 1,772 886 818 409
2 28,694 2,392 1,196 1,104 552
3 36,131 3,011 1,506 1,390 695
4 43,568 3,631 1.816 1,676 838
5 51,005 4,251 2,126 1,962 981
6 58,442 4,871 2,436 2,248 1,124
7 65,879 5,490 2,745 2,534 1,267
8 73,316 6,110 3,065 2,820 1,410

For each additional
family member, add 7,437 620 310 287 144
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