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Parent Information Packet
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Child & Adult Care Food Program
Child Care Centers

Includes:

e Welcome Letter

e Income Eligibility Form (Complete and return to vour center)

¢ Child Enrollment Form (Complete and return to vour center)

e Infant Meals Parent Preference Letter (Complete and return to your center)
e Photo Consent Form (Complete and return to vour center)

e Building For the Future Flyer

e WIC Handouts

www.childrenshungeralliance.org

FY21 This institution is an equal opportunity provider.




Childrens Hunger Alliance

2020-2021

Dear Parent/Guardian,

Welcome to the Child and Adult Care Food Program (CACFP)! Your Child Care Center has partnered with

Children’s Hunger Alliance to ensure your child receives healthy food, nutrition education and physical
activity while in their care.

The Child and Adult Care Food Program increases access to nutritious meals and snacks in child care

settings through USDA funds. Participating in the CACFP with Children’s Hunger Alliance speaks to your
Child Care Centet’s commitment to providing high-quality child care to their families.

In order for yourEChi.ld Care Center to receive the full benefit of the program, it is important that the
following forms are promptly returned to the center:

i
1. Income Eligibility Form

2. Child Enrollment Form for each child in care

3. Infant Meals Parent Preference Letter (if you have an infant in care)

Instructions on how to complete each form are included in the packet. If you have any questions, please
contact the center staff for guidance.

The Building for the Future flyer and WIC information is for you to review and keep on file at home.

I
Sincerely,

I

sz, AV ershetl
Stella Marshall

Director, Child dme Centers
Children’s Hunger Alliance

HYZ] This institution is an equal opportunity provider.




CACFP
ENROLLMENT FORM

Requirements:
2. CACFP child care centers and Head Start centers must have a completed

CACEP Enrollment Form on file for each enrolled child. Siblings must have a
separate form as attendance may be different.

b. The CACFP Enrollment Form is valid for 12 months following the month of
parent/guardian dated the form. For example: Parent dated the form on
7/13/2015: form would expire on 7/31/2016). CACFEP Enrollment forms must
be completed annually by parent/guardian.

c. The following CACFP program types DO NOT need CACFP Enroliment
forms:
e OQutside-School Hours Centers
e Youth Development Programs
o After School At Risk Programs
e Emergency Shelters

Enroliment Form Reminders
o List one child per form

o All parts of form to be completed by parent/guardian including normal
days, hours and meals

o |f parent/guardian work schedule varies frequently thus the child’s
attendance pattern will also change frequently then parent should check
the box at the bottom of the chart. Parent/guardian is not required o
complete another form but may elect do so.

!
o For ease of collection, it is highly recommended that agencies/centers

disterute enroliment forms to parents/guardians at the same time as the
Income Eligibility Application so that it is more likely that the forms would
expire on the same date.

If s;t)nsor decides to develop own CACFP enroliment form, form contain

all rl quired information and be approved by State Agency prior to use.

|
ATTACHMS

o State Agency Prototype CACFP Enrollment Form
o Exar'nple of completed CACFP Enroliment form
!

P

Revised 12/3/2015




Ohio Department of Education - Office for Child Nutrition

CHILD AND ADULT CARE FOOD PROGRAM
ENROLLMENT FORM

Required Form for use by Child Care Centers and Head Start Programs
CACFP programs exempt from Having an enrollment form on file are: Emergency Shelters, Outside-School-Hours, Youth Development & After School At Risk

Instructions for Completion

All parents/guardians are to complete a separate form for each child enrolled at the child care or Head Start center.

List the child’s name, age, birth date, the days and hours normally in care and the meals normally received while in care.
If schedule listed will frequently vary due to changes in parent/guardian schedule, check response box below chart.

If the child comes before and after school, list the hours in care for both the moming and afternoon.

CACFP Federal regulations 226.15(¢) (2) require that an enrollment form be completed annually and signed by the child’s
parent or guardian.

CENTER NAME Sunshine Child, Care

CHILD’S NAME AGE BIRTHDATE 9 / 4 / 2009
(please print) ANNIE JONES 5 month  / day / year

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

List Hours Child Normally in Care Check (¥) Meals Child Normally Receives while in Care

Check (¥) Days

Chilf! Normally ‘, | AM PM Evening
in Care Arrive. | Depart Arrive Depart ||l Breakfast | Snack | Lunch | Snack | Supper Snack
Monday | v W7:00 am | 8:15am | 4:15pm | 6:00pm [| v A (‘\ ¥
t r
Tuesday v |l 7:00 am 6:00 pm., | (\/r\ /r'\\\ \ )(C'\ v
B
Wetnetay |« | ro0am | s15am |grsai \ oo VALY VN \ o«
N
Thursday v 1 7:00 am \ i\\ :JO \&\\\\\ \ ( i /}
. I \/b,
Friday v Wl 7:00 aml' 8:15am 4&15@% 5: I \\A\\ X\A e
i\
Saturday x \\/\ i
Sunday

|:] Yes, The schedule listed above may frequently vary due to changes in parents/guardians schedule
|

SIGNATURE OF @ DATE DAY PHONE
PARENT/GUARDIAN Mary Jones 7/13/2015 NUMBER  (614) 222-3344
MAILING ADDRESS: |

STREET /APT. | 123 Park St CITY Columbusy ZIP CODE 43215

In accordance with Federal civil rights law and U.S. Department of Agriculture (USDA) civil rights regulations and policies,
the USDA, its Agencies, offices, and employees, and institutions participating in or administering USDA programs are
prohibited from discriminatjng 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 wLo require alternative means of communication for program information (e.g. Braille, large print,
audiotape, American SignILLanguage, 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 languages other than English.

To file a program complairt of discrimination, complete the USDA Program Discrimination Complaint Form, (AD-3027)

found online at: http://www.ascr.usda.gov/complaint_filing_cust.html, 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 letter to USDA by:

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

(2) Fax: (202) 690-7442; or

(3) Email: program.intake@usda.gov.

This institution is an equal lopportunity provider. v, 12/3/2015

“ﬂ



Ohio Department of Education - Office for Child Nutrition

CHILD AND ADULT CARE FOOD PROGRAM
ENROLLMENT FORM

Required Form for use by Child Care Centers and Head Start Programs ;
CACFP programs exempt from having an enrollment form on file are: Emergency Shelters, Outside-School-Hours, Youth Development & After School At Risk
Instructions for Completion
- All parents/guardians are to complete a separate form for each child enrolled at the child care or Head Start center.
o List the child’s name, age, birth date, the days and hours normally in care and the meals normally received while in care.
o If schedule listed will frequently vary due to changes in parent/guardian schedule, check response box below chart.
o Ifthe child comes before and after school, list the hours in care for both the morning and afternoon.

e  CACFP Federal regulations 226.15(¢) (2) require that an enrollment form be completed annually and signed by the child’s
parent or guardian.

CENTERNAME The Agape Butterfly School

CHILD’S NAME AGE BIRTHDATE / /
(please print) month  / day / year

CHECK THE NORMAL DAYS AND HOURS YOUR CHILD IS IN CARE

AND THE MEALS RECEIVED WHILE IN CARE
Check (¥) Days List Hours Child Normally in Care Check (¥) Meals Child Normally Receives while in Care
Child Normally | AM PM Evening
in Care Arrive| Depart Arrive Depart ’ Breakfast | Snack | Lunch | Snack | Supper | Snack

Monday {

Tuesday

Wednesday

Thursday

Friday

Saturday

Sunday

D Yes, The schedule listed above may frequently vary due to changes in parents/guardians schedule

In accordance with Federal civil rights law and U.S. Department of Agriculture (USDA) civil rights regulations and policies,
the USDA, its Agencies, offices, and employees, and institutions participating in or administering USDA programs are
prohibited from discriminaqng 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.

SIGNATURE OF ‘ DATE DAY PHONE

PARENT/GUARDIAN | NUMBER

MAILING ADDRESS: i
STREET /APT. 3 CITY ZIP CODE £

1

L

Persons with disabilities who require alternative 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, FF’d 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 languages other than English.

™ T YR W

To file a program complair{’t of discrimination, complete the USDA Program Discrimination Complaint Form, (AD-3027)
found online at: http:/wwjw.ascr.usda.gov/complaint_filing_cust.html, and at any USDA office, or write a letter
addressed to USDA and pfovide 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 letter 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;

(2) Fax: (202) 690-7442, ot
(3) Email: program.intake@usda.gov.
This institution is an equal topportunity provider.

b
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clm.o AND ADULT CARE FOOD PROGRAM: CHILD CARE COMPONENT
INCOME ELIGIBILITY APPLICATION FOR FREE AND REDUCED-PRICE MEALS Fiscal Year 2020-2021

INGTRUCTIONS. To apply for free and reduced-price mesls, read the household Letter and instructions on backside of this form. Complets apphcation and
relum to the center. In accordance with the NSLA, information on this application may be disclosed 1o other Child Nutrition Programs or applicable
anforcement agencies. Parenta/guardians are not required to consent 1o this disclosure. Part 1is 1o be completed by all households. Part 2 is 10 be used only
for & child living in a household recelving food assistance (SNAP) or Ohio Works First (OWF) benefits. Part 3 is only for children NOT receiving Food
Asslstance or OWF benefits. Part 4 ah adult household member must sign and date form; the last 4 digits of social security number must be listed if Part 3 is

completed. Part 5 | lonal,_* ka Indicate Info that must be completed. Form must be completed annually and valid for only 12 months.
’ CHECK IF PART 2 ~ LIST EACH CHILD'S FOOD ASSISTANCE
centername | The Agape Butterfly School ATOBTER | (8MAP) OR OWF CASE NUMBER, IF ANY. A VALID

! T ool CASE NUMBER CONTAINS 7 DIGITS.
'PART 1 = PRINT INFORMATION FOR ALL CHILDREN ENROLLED AT CENTER responsibility of

a welfare agency | (7] 'L_pe o) or
__*NAME OF ENROLLED CHILD(REN) AGE | BIRTH DATE il of benefit: o OHIO WORKS FIRST (OWF)

1, | [:l CABEBNO: | e b s iy i

Lt . | D CASENO. | — — — — — — —

3 [:! CASENOD, | — — — — — — —

, | O Jemseno |- oo —

PART 3 - TOTAL HOUSEHOLD SIZE, TOTAL HOUSEHOLD GROSS INCOME AND HOW OFTEN IT WAS RECEIVED: List names of all household
members. List all gross income: list how much and how often. If Part 2 is completed, skip to Part 4.

a.  LIST NAMES OF ALL | b. CHECK ¢. GROSS INCOME during the last month (amount eamed before laxes & other deductions) and
HOUSEHOLD MEMBERS IF HOW OFTEN IT WAS RECEIVED: Weekly, Every 2 Weeks, Twice Per Month, Monthly, Annually |
INCLUDING CHILDREN ""%zgsg 1. Eamings from work 2. Welfare payments, 3. Pensions, retirement, 4. All Other income
LISTED ABOVE IN PART 1 before deductions child support, alimony Social Security, 881, VA

EXAMPLE: JANE SMITH $ amount / how often | $ amount / how often § amount / how often | $ amount / how often
L $ / $ / $ / s /
- [ |s / s / 5 / 5 /
3. $ / s___J s / s /
e | E / s / s / s /
= | LA |s / $ / s / s /
8. ‘ s / $ / s / s /

PART 4 - SIGNATURE & LAST 4 liGlTs OF SOCIAL SECURITY NUMBER: Adult household member must sign/date form. If Part 3 is completed,
the adult signing the form must algo list last 4 digits of his/her Social Security Number or check the “] do not have a Social Security Number” box.
| certify that all information on this form is true and correct and that all income is reported. 1 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,
insert last 4 digits of Social Securi

(Check if applicable)
SIGNATURE OF ADULT HOUSEHOLD MEMBER DATE | do not have a Social Security Number

Print Name: Daytime Phone Number: Work Phone Number:

Street / Apt: City / State / Zip: County:

PART 5: RACIALJETHNIC IDENTITY (Optional): Please check appropriate boxes to identify the race and ethnicity of enrolled child(ren).
American Indian or Alaska Native Asian Black or African American
Native Hawaiian or Other Pacific Islander White Other

Please mark one ethnic identity: | I:] Hispanic or Latino [J Not Hispanic or Latino

cannot approve the participant for free of reduced-price meals. You must include the last four digits of the Social S ity Number of the adult h hold ber who signs the
application. The Social S ity Number is not required when you apply on behalf of a foster child or you list a Suppl | Nutriion Assi Program (SNAP), Temporary
Assi: 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 adult household bef signing the jon does not have a Social Security Number. We will use your information to determine if the particpant is eligible for

free or reduced-price meals, and for ion and of the Prog @ p i
State Distribution: 7/1/2020 CHA will complete the section below**

Privacy Act Statement: The Richard B. Russell National School Lunch Act requires the inf ion on this ication. You do not have to give the information, but if you do not, we

THIS SECTION TO BE COMPLETED BY CENTER. Note: All information above this section is to be filled in by the parent or guardian.

Complete information below only if qualifying child(ren) by household income from Part 3. Application Certified/Categorized as:
Per the total household size, compare total household income to the USDA Income Eligibility "

Guidelines to determine correct catégorization. When income is listed in different frequencies L} EREF, besadon’ & :;OOd Ahsld:s&ance/O:VF Case No.
of pay in Part 3, you must convert all income to annual income before determination. Use the 9 Fg;se &1:‘13 and income
following Annual Income Conversion o er Chil

Weekly x 52, Every 2 Weeks (biweeku)-x 26, Twice per Month (semi-monthly) X 24, Monthly x 12 0O REDUCED, based on Household size and income

Total Total Household Income: $ O PAID, based on o Income too high

Household ¥ o Incomplete
Size: Per: o week! 0 every two weeks o twice per month o month o year 5 Invalid case number or information

Signature of Sponsor / Center Rep entative e Date Sponsor Certified/Categorized Form  Effective Date Expiration Date

Note: Effective date is by parent orsp gr e as on CRRS ap (From the first of month of date signed)  (Valid untll last day of month in which
|f dzte of parent signature is not within month or p g month, form was signed cne year earfier)
effective date must be date of sor certificalion.

Revised July 2020 ! 9
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CHILD AND ADULT CARE FOOD PROGRAM: CHILD CARE COMPONENT
INCOME ELIGIBILITY APPLICATION FOR FREE AND REDUCED-PRICE MEALS Fiscal Year 2020-2021

INSTRUCTIONS: To apply for free arid reduced-price meals, read the household Letter and instructions on backside qf this form. Complete _applu:anon and
retum to the center. In accordance with the NSLA, information on this application may be disclosed to other Child Nutrition Programs or appllgable
enforcement agencies. Parents/guardians are not required to consent to this disclosure. Part 7is to be comph_ated by all hquseholds. Part 2is to be used only
for a child living in a househald receiving food assistance (SNAP) or Ohio Works First (OWF) benefits. Part 3is only for Fhlldren NOT receiving Fo_od :
Assistance or OWF benefits. Part 4 an adult household member must sign and date form; the last 4 digits of social security number must be listed if Part 3 is

completed. Part 5 is optional. * Asterisks indicate info that must be completed. Form must be completed annually and valid for only 12 months.
CHECK IF PART 2 - LIST EACH CHILD'S FOOD ASSISTANCE
CENTER NAME I The Agape Butterfly School AFOSTER | (SNAP) OR OWF CASE NUMBER, IF ANY. A VALID
(,‘i:‘,’;g, CASE NUMBER CONTAINS 7 DIGITS.

PART 1 —PRINT INFORMATION FOR ALL CHILDREN ENROLLED AT CENTER responsibility of

awelfareagency | Check type o FOOD ASSISTANCE (SNAP) or
* NAME OF ENROLLED CHILD(REN) AGE | BIRTH DATE oreonty of benefit: o OHIO WORKS FIRST (OWF)

3 I CASENO: ol o d iy s
2 . CASE NO.
3. o CASE NO.
4 ] CASENO. | — — —— — — —

PART 3 - TOTAL HOUSEHOLD SIZE, TOTAL HOUSEHOLD GROSS INCOME AND HOW OFTEN IT WAS RECEIVED: List names of all household
members. List all gross income: list how much and how often. If Part 2 is completed, skip to Part 4.

a. LIST NAMES OF ALL b.CHECK | c. GROSS INCOME during the last month (amount eamed before taxes & other deductions) and
HOUSEHOLD MEMBERS IF HOW OFTEN IT WAS RECEIVED: Weekly, Every 2 Weeks, Twice Per Month, Monthly, Annually
INCLUDING CHILDREN NOIZOERO 1. Eamings from work 2. Welfare payments, 3. Pensions, retirement, 4. All Other Income
LISTED ABOVE IN PART 1 INCOME before deductions child support, alimony Social Security, SSI, VA

EXAMPLE: JANE SMITH | $ amount / how often | $ amount/how often $ amount / how often | $ amount / how often
1 e ockiealog / $ / s / 5 /
2 T / s / s / s /
3 C1 |s I $ I $ / $ !
e =mE / $ / $ / s /
8 LY ls / s / $ / s /
5. L,__-k S / S / 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 al‘so list last 4 digits of his/her Social Security Number or check the “1 do not have a Social Security Number” box.
| certify that all information on this farm 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, I:E h
insert last 4 digits of Social Security Number i UD D
. (Check if applicable)
SIGNATURE OF ADULT HOUSEHOLD MEMBER DATE [:h 1 do not have a Social Security Number

Print Name: Daytime Phone Number: Work Phone Number:
Street / Apt: City / State / Zip: County:

PART 5: RACIALJETHNIC IDENTITY (Optional): Please check appropriate boxes to identify the race and ethnicity of enrolled child(ren).
American Indian or Alaska Native Asian Black or African American

Native Hawaiian or Other Pacific Islander White Other

Please mark one ethnic identlr_tx‘ A ] Hisganic or Latino [ Not Hispanic or Latino

Privacy Act Statement: The Richard B. Russell National School Lunch Act requires the inf tion on this appli You do not have to give the information, but if you do not, we
cannot approve the participant for free of reduced-price meals. You must include the last four digits of the Social S ity Number of the adult h hold who signs the '
application. The Social ity Number is not required when you apply on behalf of a foster child or you list a Supp | Nutrition Assi e Program (SNAP), Temporary 1
Assistance for Needy Families (TANF) Prbgram or Food Distribution Program on Indian Reservations (FDPIR) case number for the participant or other (FDPIR) identifier or when you i
indicate that the adult household r b g ’._ 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 admini: and enft of the P . 2
State Distribution: 7/1/2020 CHA will complete the section below**

THIS SECTION TO BE COMPLETED BY CENTER. Note: All information above this section is to be filled in by the parent or guardian. I

Complete information below only if fualifying child(ren) by household income from Part 3. Application Certified/Categorized as:
Per the total household size, compare total household income to the USDA Income Eligibility .
Guidelines to determine comrect catggorization. When income is listed in different frequencies 0 FREE, basedon 6 Food Asstst:-{noelOVYF Case No.
of pay in Part 3, you must convert all income to annual income before determination. Use the o Household size and income

following Annual Income Conversion : o Foster Child

Weekly x 52, Every 2 Weeks (viweeidy) x 26, Twice per Month (semi-monthy) X 24, Monthly x 12 O REDUCED, based on Household size and income I
|

Total Total Household Income: § O PAID, based on o Income too high

Household

Size: Per. o week! o every two weeks o twice permonth o month oyear E ::s:ﬂ;p:;tsee numiser or ifotratic |
|

Signature of Sponsor / Center Repfesentative Date Sponsor Certified/Categorized Form  Effective Date Expiration Date ,{

Note: Effective date is by parent gnatus date on CRRS i (From the first of month of date signed) (Valid until last day of month in which |

If date of parent signature is not within month o ¥ p g month, |

oﬂodaiva date mung!‘y: dah:ul saw' so’:&ﬁﬂ;:. gl s form was signed cne year earfier)

Revised July 2020




HOUSEHOLD LETTER - Dear Parent or Guardian
Plezss haip us comply with e requiraments of e US. Department of Agnicufars’s Child and Acult Care Food Progran [CAGFP) by compisting fe staed rcome
sfigibiity epplicason for fee 2nd reduced-grice meais. All nformation will De Fested with et coniderssity. The CACFP prowices remiursement 1 fe Ohilc s ooy &
hezlthy meais and snacks served 1o chidren envolied in child care. The compieSion of the income efigibiity application is opional. Compiste fhe sppiiczsion on fe
reverse side using e instucSons beiow for your type of housshoid. You or your chiidren do nct have ©© be U_S. cizens © quaiify for mesi benefis ciesd ax e chid cre
center. Households with incomes less fian or egual io e reduced-price vaiues isi=d on Fie chant &t e botiom of s sage o= sighie for fes mel benefiis. Ao apoiic=son
must contain compiete informasion 10 be considersd for free or recuced-price mesis Housshoics are no longer requirsd 1o report Changes regarding e noesse o GeC=sse
of income or househoid sz2 or when T2 housenold is no longsr certied eligitie for food assistance (SNAP) or Ofio Witrks First (OWF). Orce aoorowes &y 22 or reauces-
price bensfits, a househoid will remain sigibie for these bensSts for 2 penod not b exceed 12 morths. During periocs of unemgioymet, yaur childiren) s siigibie for mesi
resmbursament provided £:2 Ioss of ncome duning s me causes the family to be within eigibility stancarcs for mesis. In cperation of fe CACRP, no person will b2
disciminated against becauss of race, color, naSional onign, s2x, age or disabiity §225 23(e)2)fv). ¥ you hawe quesSons regarding The compission of Tis appiicason, oortas
the child care center.
PART 1 - CHILD INFORMATION: ALL HOUSEHOLDS COMPLETE THIS PART ("denotes required info)

- Print the name of the child(ren) enrolied at the child care center. All children (inciuding foster chiidren)) can be isi=d on = same spoiicaion.

= List the enrolled chid's age and birth dat=.

- Check box indicasing if the child is a foster child. Foster chiidren that are undier the legal responsibility of £ foster care agency or court e siigitie r fes mess.

Any foster child in the househdd is eiigibie for free mesis regardiess of ncome.

PART 2 - HOUSEHOLDS RECEIVING FOOD ASSISTANCE OR OHIO WORKS FIRST: COMPLETE THIS PART AND PART 4 - If 2 child is 2 member of 2 food
assistance (SNAP) or OWF househoid, they are automatically eligible to receive free CACFP meal benefits.
Circle the type of benefit received: Food Assistance (SNAP) or Ohio Works First (OWF)

. List a current food assistance or OWF case number for each child This will be 2 7-digt number. Do not st 3 swipe card number
SKIP PART 3 - Do not list names of househoid members or income # you listed 2 valid Food Assistance (SNAP) or OWF case number fioresch chiid nPat 2
PART 3 - TOTAL HOUSEHOLD SIZE, GROSS INCOME AND HOW OFTEN RECEIVED: ALL OTHER HOUSEHOLDS COMPLETE PARTS384. )

g) Wirie the names of all housahoid members including youwrsalf and the child(ren) that attends the child care center, nofing any ncome recsived. A houssioid s

This might inciude grandparerts, other relatives, or friends who Bve with you Altach ancther piece of paper ¥ you need more spece 10 st all household members.
b) Check the box for any person listed as a household member (including children) that hes no income.

c) Fawmm&mmdmmmnummarumummm

Eamings from work before deductions: Wiits the amount of total gross income each househoid member received the lest month, before txesideducions or

anything else is taken out (not the take-home pay) and how offten it wes received (weekly, every two weeks, twice per month, monthly, anuslly) Income s

any money received on B recurting basis, including gross eamed income. Househoids are not required to inciude payments received for 2 foster chid as

income. If any amount during the previous month was more or less than usual, write that person’s usual monghly income I you normally get overtime, include

it. but not if you only get it someSmes. If you are in the military and your housing is part of the Miitary Housing Privaization Ir and you the

Family Subsistence Suppiemental Alowance, do not include thesa aliowances as income.  Alsg, in regard 1o depioyed service members, only it porson of

WWWsmmmwmammwﬂbMMﬂmWSImmbumCcr'bdmy

Extension Incentive Pay (DEIP) is also exciuded and will not be countad as income 1o the househoid Al ofher allowances must be

included in your gross income.

List the amount each person got the last month from welfare, child support or alimony and st how ofien the money was received.

List the amount each pefson got the last month from pensions, refirement, Social Security, Suppiemental Security Income (SSI), Veteran's (VA) benefis or
mmmmmmmmmw

@

wsmwmmmmmw«amwm1mmmm Business, farm or rental
property report income should be entered 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 (" denotes required info)

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

b) * The adut signing the application must also date the fom.

c) * Only an application that ists income in Part 3 must have the last four digits of the social security number of the adul who signs. If the adult does not have 3
socizl security number, check the box marked, “I do not have a Social Security Number.” If you Ested a food assistance or OWF number for each child or # you
are applying for a foster child, the last four digits of the social security number are not required.

PART 5 - RACIAL/ETHNIC IDENTITY - OPTIONAL
You are not required Io answer this part in order for the application to be considered complete. This information is collected 10 make sure that everyons is treated faidy and
will be kept confidential. No child will be discnminated against because of race, color, national origin, gender, age or dissbilty

NON-DISCRIMINATION STATEMENT: mmmmemmmuswdwmmmmmmum
its Agencies, mmmﬂm g in or g USDA progr from discriminating based on race, color, national onigin,
sex, disability, aw.arenndaraahﬁmhmuﬂr@nadwiymnmumywumdamwmPesasmm\*nmnm
means of communication for program i (e.g. Braille, large print, audiotape, American Sign Language, etc.), should contact the Agency (State or local) where they
appiied for benefits. Individuais who are , hard of hearing or have speech disabilities may contact USDA through the Federal Relay Service at (800) 877-8332. Additionally,

mﬁmm&nﬂawﬂaﬂenm“ﬂm&n&xhﬁammdmmu@M
(AD-3027) found online'at: How to File a Complaint, and at any USDA office, or write & letter addressed to USDA and provide in the letter all of the information
reqnmednmefum Tomamdmmlm@(ass)mm Submit your compieted form or letter to USDA by: (1) mait U.S. Department of
Office of the Assistant Secretary Civil Rights 1400 Independence Avenue, SW Washington, D.C. 20250-8410; (2) fax (202) §90-7442; or (3) emai
program.intske@usda gov. This i is an equal opportunity provider.
REDUCED INCOME ELIGIBILITY GUIDELINES
Guidelines to be effective from July 1, 2020 through June 30, 2021
Households with incomes less than or equal to the reduced-price values
below are eligible for free or reduced-price meal benefits.
TWICE EVERY TWO
HOUSEHOLD SIZE ANNUAL MONTH f!o_nr'ﬁg& SERTTNO WEEK
1 23,606 1,968 984 908 454
2 31,884 2,658 1.329 1,227 614
3 40,182 3,348 1,675 1,546 773
4 48,470 4,040 2,020 1,865 933
5 56,758 4,730 2,365 2,183 1,082
6 65,046 5421 2,711 2,502 1,251
7 73,334 6,112 3,056 2,821 1,411
8 81,622 6,802 3,401 3,140 1,570
For each additional
family member, add +8,288 +691 +348 +318 +160
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HOUSEHOLD LETTER - Dear Parent or Guardian
Please help us comply with the requirements of the U.S. Department of Agriculture’s Child and Adult Care Food Program (CACFP) by completing the attached income
eligibility application for free and reduced-price meals. All information will be treated with strict confidentiality. The CACFP provides reimbursement to the child care center for
healthy meals and snacks served to childnen enrolled in child care. The completion of the income eligibility application is optional. Complete the application on the
reverse side using the instructions below for your type of household. You or your children do not have to be U.S. citizens to qualify for meal benefits offered at the child care
center. Households with incomes less than or equal to the reduced-price values listed on the chart at the bottom of this page are eligible for free meal benefits. An application
must contain complete information to be considered for free or reduced-price meals. Households are no longer required to report changes regarding the increase or decrease
of income or household size or when the household is no longer certified eligible for food assistance (SNAP) or Ohio Works First (OWF). Once approved for free or reduced-
price benefits, a household will remain eligible for these benefits for a period not to exceed 12 months. During periods of unemployment, your child(ren) is eligible for meal
reimbursement provided the loss of income during this time causes the family to be within eligibility standards for meals. In operation of the CACFP, no person will be
discriminated against because of race, color, national origin, sex, age or disability §226.23(e)(2)(iv). If you have questions regarding the completion of this application, contact
the child care center.
PART 1 - CHILD INFORMATION: ALL HOUSEHOLDS COMPLETE THIS PART (*denotes required info)

° Print the name of the child(ren) enrolled at the child care center. All children (including foster children) can be listed on the same application.

° List the enrolled child’'s age anfi birth date.

s Check box indicating if the chiltl is a foster child. Foster children that are under the legal responsibility of the foster care agency or court are eligible for free meals.

Any foster child in the househald is eligible for free meals regardless of income.

PART 2 — HOUSEHOLDS RECEIVING FOOD ASSISTANCE OR OHIO WORKS FIRST: COMPLETE THIS PART AND PART 4 —If a child is a member of a food
assistance (SNAP) or OWF household, they are automatically eligible to receive free CACFP meal benefits.
Circle the type of benefit received: Food Assistance (SNAP) or Ohio Works First (OWF).
° List a current food assistance or OWF case number for each child. This will be a 7-digit number. Do not list a swipe card number.
SKIP PART 3 — Do not list names of household members or income if you listed a valid Food Assistance (SNAP) or OWF case number for each child in Part 2.
PART 3 - TOTAL HOUSEHOLD SIZE, GROSS INCOME AND HOW OFTEN RECEIVED: ALL OTHER HOUSEHOLDS COMPLETE PARTS 3 &4.
a)  Write the names of all household members including yourself and the child(ren) that attends the child care center, noting any income received. A household is
defined as a group of related of unrelated individuals who are living as one economic unit that share housing and/or significant income and expenses of its members.
This might include grandparents, other relatives, or friends who live with you. Attach another piece of paper if you need more space to list all household members.
b) Check the box for any person listed as a household member (including children) 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 received.

1. Eamings from work before deductions: Write the amount of total gross income each household member received the last month, before taxes/deductions or
anything else is taken out (not the take-home pay) and how often it was received (weekly, every two weeks, twice per month, monthly, annually). Income is
any money received on & recurring basis, including gross eamed 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 Initiative and you receive the
Family Subsistence Supplemental 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 intome.

List the amount each person got the last month from welfare, child support or alimony and list how often the money was received.
List the amount each person got the last month from pensions, retirement, Social Security, Supplemental Security Income (SSI), Veteran's (VA) benefits or
disability benefits and lisl 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 estates/trusts/investments, net royalties/annuities or any
other income. Self-employed applicants should report income after expenses (net income) in column 1 under eamings from work. Business, farm or rental
property report income should be entered 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 (* denotes 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 four digits of the social security number of the adult who signs. If the adult does not have a
social security number, check the box marked, “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 four digits of the social security number are not required.

PART 5 — RACIALJETHNIC 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.

N

NON-DISCRIMINATION STATEMENT: In accordance with Federal civil rights law and U.S. Department of Agriculture (USDA) civil rights regulations and policies, the USDA, |
its Agencies, offices, 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 altemative |
means of communication for program injormation (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 languages other than English. To file a program complaint of discrimination, complete the USDA Proaram Discrimination
Complaint Form, (AD-3027) found online at: How to File 2 Complaint, 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 letter to USDA by: (1) mail: U.S. Department of Agriculture ,
Office of the Assistant Secretary fof Civil Rights 1400 Independence Avenue, SW Washington, D.C. 20250-9410; (2) fax (202) 690-7442; or (3) email

program.intake@usda.qov. This institution is an equal opportunity provider.

REDUCED INCOME ELIGIBILITY GUIDELINES
Guidelines to be effective from July 1, 2020 through June 30, 2021
Households with incomes less than or equal to the reduced-price values

below are eligible for free or reduced-price meal benefits. |
TWICE PER EVERY TWO t
HOUSEHOLD SIZE ANNUAL MONTH L NoNTH s WEEK !
1 23,606 1,968 984 908 454 i
2 31,894 2,658 1,329 1,227 614 i
3 40,182 3,349 1,675 1,546 773 |
4 48,470 4,040 2,020 1,865 933 !

5 56,758 4,730 2,365 2,183 1,092
6 65,046 5,421 2,711 2,502 1,251 :
7 73,334 6,112 3,056 2,821 1,411 £
8 81,622 6,802 3,401 3,140 1,570 ‘

For each additional
family member, add +8,288 *ai o e LN

Revised July 2020




Childrens Hunger Alliance

NAME OF CENTER'l The Agape Butterfly School

1 hereby authorize and give full consent to Children’s Hunger Alliance (CHA) for my child/children to be
photographed, videbtaped, interviewed or recorded while participating in CHA activities or meal programs. I
understand that the media may be published, aired or otherwise used in newspapers, newsletters, websites,
brochures and/or news and radio broadcasts for/or about CHA. I understand that CHA will take care to
encourage third party media outlets that may use photographs, videotapes and/or interviews to represent
and/or portray the best and have the highest regard for the participants in the program. However, I

understand that CHA has no control over or liability for decisions regarding use of these materials by third
party media outlets.

PRINT: Participant(s) Full Name:

PRINT: Name of Piarcnt/ Guardian SIGNATURE: Parent/Guardian Date

|

o




Good mjtrition today means a stronger tomorrow!

Building for the Future
with
CACFP

This day care receives
support from the Child
and Adut Care Food
Programto serve
healthy meals to your
children.

Meals served here mustmeet USDA’s nutrition standards.
Questions? Concems?

Children’s Hunger Alliance CACFP Program Specialist
1105 Shrock Road Suite 505 25 S. Front St. MS 303
Columbus, Qhio 43229 Columbus, Ohio 43215-4183
(800)227-6446 main Phone 614-466-2945
www.childrenshungeralliance.org Toll Free 1-800-808-6235

Leam more about CACFP at USDA's website:

https:/ .fns.usda.gov/

USDA is an equal opportunity provider, employer and lender.

United States Department of Agriculture
Food and Nutrition Service FNS-317
November 2019




Childrens Hunger Alliance

In accordance with Federal civil rights law and U.S. Department of Agriculture (USDA)
civil rights regulations and policies, the USDA, its Agencies, offices, 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 alternative 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 languages other than English.

Tofilea prograrh complaint of discrimination, complete the USDA Program
Discrimination Complaint Form, (AD-3027) found online at: How to File a Complaint.
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 letter 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;

|
2. fax: (202) 690-7442; or
I

: email:Drpgram.intake@usda.gov.

This institution is an equal opportunity provider.

ChildrensHungerAlliance.org
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