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THE ACADEMY OF YOUNG SCHOLARS
YOUR CHILD'S HAPDY PLACE!
Enrollment Application
Child
Entrance Date:_ /[
Child’s Name: Age:

Childs Home Address
Phone Number
Birthdate:

Gender:
Hours Needed

Parents/Guardian:

Mother’s Name:

Address:

Home Phone: Cell Phone:
Work Phone: Email:
Place of

Employment

Place of Employment Address

Father's Name:
Address:
Home Phone: Cell Phone:
Work Phone: Email:
Place of
Employment
Employment Address

Child’s Legal Guardian:
() Both Parents

() Mother

() Father
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child to the center’s e m—
THE Acanewy oF rouns scroLars - designated emergency fapility. _
Memorial Herman Memorial City Medical Center, 921
Gessner Rd, Houston, TX, 77024 (832)227-1000
List any special problems your child may have, such as allergies, existing/
previous illness in the past 12 months, medication, and any other

information which caregiver’s should be aware of:

Medical:

Allergies:
Name of Primary Physician:

Address:
Phone #

| give consent for the facility to secure any and all necessary
emergency medical care for my child, and for necessary treatiment when
my child is in the care of a licensed Physician, Emergency Room, or
Hospital. | agree to hold harmless and release The Academy Of Young
Scholars Harris County TX, from all liability. | further agree to be fully
responsible for all medical expenses incurred during the treatment of my
child.
( Parent/Guardian Signature)
(Date) __ /[

(Parent/ Guardian Signature)
(Date) __ /[




Academy of Young Scholars will notify parents if a notifiable disease has
been introduced into the center.

10. | understand that The Academy of Young Scholars while is
independently owned and operated and The Academy of Young Scholars
whose name appears at the heading of this form is responsible for the
actions or obligations of this center.

11. I understand the center closes at 6:30pm. I will incur late fees for
the time my child spends at the center past 6:30pm. If | have not picked
up my child by 7:00pm and all attempts to contact me and all of my
emergency contacts fail, The Academy of Young Scholars will call Child
Protective Services and the Police. See Parent Hand Book for details.

12.  understand that it is my responsibility to keep the center
advised on changes of addresses, phone numbers, etc. in writing.

Signed : (Parent or Guardian)
Date:

Signed : (Director)

Date:

ADMISSION REQUIREMENT:

Child's Name:




. ‘_ i : . Form 2935 -
 TEXAS Agpiril 2023
Y¢ Health and Himan L. » .. :

Services Admission Information

Use this form to collect all required Tiformatiori-abolit a child enrolling in day care.
Directions: The: day careprovider gives this:form:to the-ctiild's parent.or guardian. The:parent or guardian completes;the form in its entirety

and returns It to;%ﬂae day care provider before'the chiliis.first'day of enrollivient. The day-care srovider Keeps the form ofi-file at'the child care
faciity. ? .

_Geperal Information
Directors Name:

Operation's-Namie:

Child's Full Name: [Cnild's Dateot Birth: | Ghild Lives With? |

: ' &) Both parerits: CiMom (Jbad OGuardian
Child's Home Address: ‘ ' Date of Admissign: : ) Date-of W'rtﬁd'r-’_awél:

Name of Parent or Guardian Completing Form: _ ‘Address of Parent or Guardian (7 different from the child's):

List phone numbergbelow. whefs parefits orguardian may bereached whiile childIs i1 care..
Parent 1 Phone No.: | Parent 2 Phiorie-No,: Guardian's Phone No.: Custody Dacuments-on File?

{2'Yes () No

in caéa of an emerdgency, call: _ ‘
‘Name of Emergency Contact: | Relationship: _ Area Code-and Phoni; No.:

Address:

! authorizé the thild care oper3tion to igieéase iy chifd fo lBavythe child:tareoperation’ONLY with th-ér‘,f@ll,owmg:_-person,s.‘ Plaase list hame
and phone rumber for each. Chifdren will only be released to'a parent.or guardian-orfoa person desitmated by the parent-or guardian after .
vetffication of ID. - -

Name: . | # 'Area Code and Phone No.:
Name: B : Area Code and Phone No.:
Name: | , ' | Atea Codé.and Phorie No.:

] give consent for my child 1o betransporiad and supervised by the-operation's employees Che

[} for emergehcy-care- [ ]oh fieldtips [T to.and from home []toand fror gchoot

{1 give conseritfor my child

Comments:




Form 293¢
Page 2 7 04-202:

B give corniserit for my child to participate in the following water getivities (Check all-thatagply).
[] water table play [ J:sprinklerplay [] splashing orwagding peals [ ] swimining pools [ ] aquatic playgrounds

Is your clr}ill'li‘ §B§é’to swith without assistatice: {iYes (O'No If no, what fyperuf assistancerisneeded:.

| acknowledge receipt of the facility's. operational policies, inchiding those for (Check gl thétapplyl.

{1 Discipline and guidance : ] Pracedures for release of ehildren

[] Suspension-and expuision ] Nnegs and exclusion‘citeria

[J Emergency-plans [ Procedures for dispensing medigafions
] Procedures for conducting bealth checks. _ [[] immunization requirements for chiidren.
[] Safe sleep o ] Maals and food service pr*éft:.t,ii‘;é's

[] Procedures for paferits to discuss concers with the director [} Procedures fo Visit the center withiout securing prior approval

O Promotion of indoor and outdoor physical activity inchuding

criteria for extreme weather condfions [ Procedures for supporting inclusive:services

0 Procedures for parents 1o eontact Child Care Licensing (CCL), DFPS,

[} Procedures for parents 1o parficipate;in operstion activities Child Abuise Hotliie, and CCL-website

| understand that the-following méals will ba:servedio my child vitiile i care (Chietk.all that apply): -
[} None []Breakfast [|Momingsnack []JLunch []Afternoon snack. 17} Bupper [} Evening snack

My childis n_ofma[i_y_-in care on the following days andtimes:
DeyoftheWeek | AM: . - PM

Monday - i

Tussday

Wednesday

Thursday

Friday

Saturday

Sunday
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[[] Envircnmental éllergies:

{1 Food intolerances [] Reasoniable accommiadations or modifications

1 Existing 1]31(33 | [[1 Adeptive equipment {include Instructions below)

O Prevsous sencus finess: - o ] Symptorms-orindications:of complications

[ injuries and hospitalizations {past- 12 months) i M"edit':atibﬁ:s=;pzescri’bedﬁ'or contihuousil'éng"-'tenn use.
[] Other:

Explain any needs salected above:

Doss your child have diaghosed food allergies? OYes' )No  Food Allerdy Emergency Plan Subthitted Date:

Child day care opérations are public-zccommiodations: unhder the Americans with Disakillitiss Act (ADA); Title HL To I‘earn rore, visit httbs://
www.ada,goviresources/child-carg-centers!: If you belisve that such an oparation maybe. practicing discrirination in-violation of Title 1ll, you
may call the ADA Information Line:at (800) 514:0301 (voice) or (800) 544-0383 (TTY).

Signature — Parént or-Legal Guardian *bate: Sigﬁéﬂ_

My .child‘ attends the foliowing schoal: sa Gode arid Phone No.:

My child has permlssmn to (check all that'apply). P -

by

| walkto or fr’cjm schoolorhome [ |rideabus [ ] be released to the care of his or her ssbltngunder 18 years old

Authorized piék up-or drop off locations.gther.than the child's address:

: ]‘:] Chlld 5 requwed xmmumzatlons vision-and. hearmg soreening, and TB soreening are current and o f le at'thelr school

Authorization For Emergency Medical Attention -

| in the event 1 cantiet be reached {o-arrange: foremergency medlca! care, | authorize the person in: zharge to- take-my child to:

‘i Name of Physician Address Priong No.

Name of Emergency Care Fadility Address Phone No.

o

| give consent for the fagility to secure any and all necessary -eﬁwergency niedicat care for my child.

Signature — Parent or Legal Guardian - Date Signed
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Requurements for Exclusn "'n: from Cﬁmplrance

O l have attached a ggned and datad a‘fﬁdawtstafmg*ﬂqat! decline rmmunitlonsﬁn reason m‘x:onscnence, mcludmg rei;g;ous bel:ef on the
form described by Section 1640041 Health and'Safety Code submitted no later thanthe 90th-day after’ the affidavitjs notarized.

O | have attached a signed and dated:affidavitistating that the.vision or hearing screening conflicts with the fenets or practices of & church or
- religious depgmingtion that'{ am an adherent or member of.

f 1'

Right Eye 20/ Left Eye 20/ OPass  OFail

Signature Date Signed

. Hgari@zg Exam Resuilts

‘ A : ssor Fai
Righit s () Pass O Fail
Left O pass O Fal
Signature ' _Date Signed

i your child does hot atterid presKindergarten.or.schookawayfrom tha child cars operation, ong of 1he followmg muyst be presented when your
child is admitted to the-child care gperation: or within one week of admilssion. (Sefect only-one bption.}

O Health Cars Professional’s Statemient: | have examined the above named child within the past year and find that he orshe.is able to take
part in the day-Gare prograr. '

£
-~

A signed and dated copy of a:health care professional's statemerit is-attached. -~

L

O Medical dlagnOSls and eatmerit conflict with the'tenets and practicss of & recogrized religioys organization, which ladhere fo orama
member of. 1 have attached a signed and dated affidavit stating this.

My child has begn-examined within the past year by & health care professional and’is-able.to pamcmate in the day care program. Within 12
O manths of adiission; ! will obtain a health care. professional’s signed statement and submiit it 1o the chifd care gperation.

Name of Health Care Professional, i selected Address of Health Care Professional, if selected

Signature — Health Care Professional Date Signed

Signature — Parent or Legal Guardian Date Signed

P



Form 2935
Page 5/ 04-2023

. Vaccmelnformatlon RN
ld-reteived

sichdiose:

The following vacoines require muliple doses overtinte: Plesse provide T date’

* . Aacei

Hepatitis B 22 '“W o (ﬁrstdcseé.
1-2 moriths {&etond dose)
6~18 months {third dose)

Roiavirué i 2 monihs (first dose)

4 mohihs {second dosg)

& months {third dose)

Diphthera, Tetanus, Pertussis o 2 monihs (first dose)

4 months (second dose}

& nonths-{third ‘dose)

15-18 monihs (fourth.dose).

- 4= years{fifth dosej

Haemaphilus Influenza Typs B 2 maonths (first dose)

-4 morniths {Second dosé)

6 months (third dose}

12-15 months {fourth dose)

Preumosaceal o 2 months (first dose)

4 monihis(seécond dose)

B months: (third dose)} . =

E

&

12—15 months (fourih dose)

inactivated Poliovinis | ~ 2 manths {first.doss)

4 monihs (second doge)

6—18 months {third dosey

4-6 years {fourth dosg}

Influenza o ‘Yearly, starting at & months. Two doses given at least

| four weaks apartare recommendéd for children whu are
geting the vaccine Tor the first time and for sorne othier
children in this age group.

Measles, Mumps, Rubefia 12-15 months (first dose}
4-8 years {second dose}
Varicella 12-15 months {first dose)

4.8 years (second dose)

Hepaiitis A 12-23 months (first dose}

The second dose shouid be given 6 fo 18 manihsafterthe.
first dose.

=
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L i AR Va.rlcella (Chlckenpox) U D T e
Varicella (chickenpux) vacgine'is ndt reqmred n‘ yeurchild ‘has had:chickenpox-disease: I yournhﬂdhhasf:had’_nh’{ékenpux, pléase complete the
staternent: My chifd had'varicelia disease (chickenpox) on or about [date] and does not need varicella vactine.

r3 {:?

Signature T Date Signed

C "Immumzatlons

For addst:onat information: regarcimg immumzatlons ws1t ihe Texas Department of State.Healih Serwces Webs.-.:te atwww dshs state tx usl
mm_unrzeigubilc shim.

Orositive  ONegative  Date:

Under the Texas Penaf Code any area- wthm 4,000 fzet of a child care center isa gang-free zone, where criminal oﬁensas re!ated o
organized criminal activity afe stbject o harsher penalties.

Child's Parent or Legal Guardian. Date Signed

Center Designee -

Date Signed

Signaturs or stamp of a physiclan or public health personnst verifying ifnmbhization iformation above:

Signature Date Signed
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THE ACADEMY QF Ydune SCHOLARS
YOUR CHILD'S HAPPY PLACE!

Photo Release Policy

For the consideration of the opportunity to have my child’s, voice, picture,
portrait, artwork and or likeness published and for the good and valuable
consideration, the receipt and sufficiency which are hereby acknowledge, the
undersigned, on behalf of myself and my minor child, hereby agree as follows;

Photo Release Policy

Upon enroliment, | agree that | received a copy of the Photo Release Policy to
read and sign. Many pictures will be taken in my child’s class and throughout the
center during the time that my child is at The Academy of Young Scholars.
Other families and teachers may take snapshots of parties and special events
within the program. These pictures may be printed and posted in a variety of
ways or sent out to parents in the form of an email or the Brightwheel App. By
enrolling my child in the center | consent that other parents whose children
attend The Academy of Young Scholars may see my child’s image. No names
will be used on any photographs leaving the center. | am signing this release as
a condition of enrollment.

If for any reason you do not want your child photographed, please let the

Director or member of management know as soon as possible. Also, be sure
you make the classroom teachers aware of your wishes.

Child’s Full Name Parent /Guardian Printed Name

Parent/Guardian Signature
Date_ / /




THE ACADEMY OF YOUNG SCHOLARS
YOUR CHILD'S HAPPY PLACE!

Financial Terms and Enrollment Contract

1. Effective Daie of Agreement:
This agreement will take effect on and remain in effect. After
each year, the application for your child/children will automatically be renewed unless
the parent or guardian of each child/children provides a written statement notifying
The Academy Of Young Scholars that our services are no longer needed.

2. Withdrawal or Status Change:

In the event | elect to change my child/children status or withdraw my child/children from
The Academy of Young Scholars, | agree to provide 30 day advance written withdraw
notice to the Director. | understand | wilt be responsible for the tuition for any reversal of
status change or dis-enrollment that happens within a 30 day period until the last day of
care. Additionally, if | choose to re-enroll my child/children, | agree to pay new
application fees, new security deposits and all account balances as though my child/
children is a new enrollment. Please be advised that rules in the enrollment agreement
is subject to change.

3. Final Placement:
A decision agreed by both parties The Academy Of Young Scholars, and parent or legal
guardian on final placement will be made after contract is signed.

4. Application Fee:

| agree to pay a non-refundable application fee at the time of enrollment of ( $150.00 )
per child. | also agree to pay an annual Curriculum Supply Fee every January 1st, April
1st, July 1st and October 1st of ($25.00 quarterly equal to $100 per year), all fee’s
are non-refundable. These fees allow us to ensure that our studenis have al! the tools
and supplies they need for a premium education. You may pay the annual fee in cash or
an on line credit card payment through the Brightwheel app.

5. Security Deposit:
| agree to pay a security deposit of which is equal to one week of iuition the week prior
to my child starting care.

6._Payment and Terms:

| agree to pay a weekly tuition rate due every Friday upon arrival of my child/children or
online. This rate is subject to change and will be adjusted due to tuition increases. A
(thirty 30) day prior writien notice or scheduled status changes. After Friday late fees will
apply. There will be a $25.00 late charge applied to my tuition. If the full tuition plus late
charges are not paid by close of business day (6:30 pm) on Friday my child will not be
able to attend on Monday. If my account is not paid in full by Friday of that week,
suspension of care may result without further notice. | understand if there is a necessary
tuition increase, | agree to pay the additional increased amount after a (30) thirty day
notification.



Academy of Young Scholars including, without limitation, any loss or injury sustained by
my child or myself as a result of my child’s participation in activities sponsored or
conducted by The Academy of Young Scholars and/or it's employees, excluding only
intentional torts performed by an employee of The academy of Young Scholars during
time my child is in the care and custody of The Academy of Young Scholars.

16. Termination

Childcare maybe terminated by both agreed parties The Academy of Young Scholars,
parent or legal guardian after 30 day written notification. Also, The Academy of Young
Scholars reserves the right to immediately terminate a child/children(s) enroliment at its
sole discretion for: 1. inappropriate conduct (as determined by The Director and/or
Owners); by the child or parent, 2. when tuition is in arrears, 3. if the parent or legal
guardian does noft provide upon request a current written pedlatrlclan s certification that
a child is healthy and able to participate in The Academy of Young Scholars programs
without exposing other children 1o various health risks.

17. Breastfeeding Policy:

The Academy of Young Scholars support the needs of breastfeeding mothers to provide
milk to their babies. The Specific details can be found in the Breastieeding Policy,
located in the The Academy Of Young Scholars Handbook and policies and procedures.

18. Discrimination Policy:

The Academy of Young Scholars does not discriminate against any child who has
special needs. If a child has special needs we will request an Form 2603,STAR
Kids Individual Service Plan (IEP) which provides for $pecialized instruction for
students. Special service for young children with developmental delays. Or an
Special Individualized Education (SpEd) which is written for a child with a
disability. The school must first determine whether the child qualifies for special
education services. To qualify the child’s disability must have an adverse effect
on the child’s education progress.

This Enrollment Agreement Contract will be governed by The Academy of Young

Scholars and shall be applicable io and inure 10 the benefit of The Academy of Young
Scholars affiliates and successors.

| have read, understand and agree to ihe above contract which represents part of my
obligation to The Academy of Young Scholars. This agreement is subject to change by
The Academy of Young Scholars upon thirty days notice.

Signatures

Date

Parent/Legal Guardian Signature



NEw [ | UPDATE [] DRoOPIN[] Facility Name: The Academy of Young Scholars Facility ID: 2327

ANITAM CE: 0
CHILD ENROLLMENT FORM

IMPORTANT NOTICE: Your daycare facility participates in the US Department of Agriculture (USDA) Child and Aduit Care Food Program (CACFP). The enrolled
parficipants will receive nutritious meals and snacks at no cost to you. This fom must be completed by a parent or guardian at the time of enroliment and must be
updated yearly. Failure to complete the enroflment form will result in non-payment for this child's meal.

Child's Name: Date of Birth; Age:
Sex [ IMale [ Female Food Allergies: [ ]Yes [INo If"yes", specify: A doctor's note must be provided.
Days Normally in Gare:[ ] Sunday [ ] Monday []Tuesday []Wednesday [| Thursday [ |Friday [ Saturday Original

Meals/Snacks Normaily Served: [ | Breakfast [ | AM Snack [ ] Lunch [] PM Snack [ | Dinner []Evening Snack  Start Date:

Arrival and Departure Times: Arrive Oam [C1PM Depart 1AM []PM
RACE OF CHILD: You are NOT required to answer this question:
[Jwhite [ Black or African American [ ] American Indian/Alaska Native []Asian [ Native Hawaiian or Other Pacific Islander

Withdrawn Date;

ETHNIC IDENTITY: You are NOT required to answer this question: [ ] Hispanic or Latine [ ] Not Hispanic or Latino

Child's Name: Date of Birth; Age;

Sex [Male | |Femals Food Allergies: [ |Yes [ ]No If"yes", specify: A doctor's nots must be provided.
Days Normally in Care:[ ] Sunday [ ] Monday []Tuesday []Wednesday [ ] Thursday []Friday [ Saturday

Original
Meals/Snacks Normally Served: [] Breakfast [ ] AM Snack [] Lunch [_] PM Snack [] Dinner [ Evening Snack Start Date;

Arrivel and Departure Times: Arrive COam [1PM Depart__ [ 1AM []PM
RACE OF CHILD: You are NOT requirad to answer this question:
[]white [] Black or African American [] American Indian/Alaska Native [ ] Asian [ | Native Hawaiian or Other Pacific Islander

Withdrawn Date;

ETHNIC IDENTITY: You are NOT required to answer this question: [_] Hispanic or Latino  [] Not Hispanic or Latino

Infant Decline Statement

Similac Advance w/lron Is the formula this facility offers for infants through CACFP. If is your choice whether or not o use
To be completed by facility this farmula based on your infant's needs. Baby foods provided by this facility must be in
compliance with the infant meai pattern .

Please make your preferences Please mark your preferences for 6-11 months old
Today's Date Today's Date

[ will bring expressed breastmilk for my infant: | want the facitity to provide the infant cereal and other foods for my infani:

O Birth - 5months [0 &- 11 months : OYes [dNo
| want the facility fo provide the infant formula for my infant: | will bring the infant cereal and/or other foods for my infant:

(] Birth - 5 months  [] 6- 11 months OYes [JNo
[ will bring the following for my infant:

[ Birth - 5 months [ 6 - 11 months

Parent Formula Name:

| certify that [ have received the following: (1) WIC Flyer, {2)"Building for the Future”, (3) a Parent Letter, (4} Income Eligibility Guidelines, (5) Income Eligibility Qualifying Form,
(8) TDA's Directions on Filling out the Income Eligibility Forim, (7) a blank copy of the Child Enroliment Form, (8) CACFP & Civil Rights Comglaint Procedures.

Address Phone Number

City State Zipcode

Parent or Guardian's Name - PRINT Parent or Guardian's Signature Date

In accordance with Federal Law and US Department of Agriculiure policy, this instiution is prohibited from discriminating on the basis of race, coler, national origin, sex, age, or disability. To file a complaint of
discrimination, write USDA Directer Office of Adjudication and Compliance, 1400 Independence Avenue SYWY, Washington, DC 20250-6401 or call (B66) 632-9992, (202} 260-1026 or {202) 401-0218 {TDL).
This institution is an equal appartunity provider and employer.



INSTRUCTIONS FOR
CACFP MEAL BENEFIT INCOME ELIGIBILITY FORM
(CHILD CARE)

Follow these instructions, if your household gets SNAP, TANF or FDPIR:

Part 1: List all enrolled children and household members.

Part 2: List the eligibility number for any household members (including adults} receiving SNAP or TANF or
FDPIR benefits. The SNAP or TANF number must be the 8 or 9 digit EDG# assigned by HHSC.

Part 3: Skip this part.

Part 4: Skip this part.

Part 5: Sign the form. The last four digits of a Social Security Number are not necessary.

Part 6: Answer this question if you choose.

Part 7: Answer this guestion if you choose.

If you are applying on behalf of a FOSTER CHILD, follow these instructions:
If all children you are applying for are foster children, or if you are only applying for benefits for the foster child:

Part 1: List all foster children. Check the box indicating that the child is a foster child.
Part 2: Skip this part.

Part 3: Skip this part.

Part 4: Skip this part.

Part 5: Sign the form. A Social Security Number is not necessary.

Part 6: Answer this question if you choose.

Part 7: Answer this question if you choose.

If some of the children in the household are foster children.

Part 1: List all enrolled children and household members. For any people, including children, with no income,
you must check the “No Income Box.” Check the box if the child is a foster child.

Part 2: If the household does not have an eligibility number, skip this part.

Part 3: Applies only to parentsi/guardians of children in Tier Il Day Care Homes. Sponsors must provide the
List of Eligible Federal/State Funded Programs (H1660}, with this form to households with children
enrolled in Tier Il Day Care Homes. Parents/Guardians can enter the programname and number as
applicable.

Part 4: Foliow these instructions to report total household income from this month or last month.

Column A — Name: List only the first and last name of each person living in your household who share
income and expenses, related or not (such as grandparents, other relatives, or friends who live with you}
with income. Include yourself and all children living with you. Attach another sheet of paper if you need
fo.
Column B - Gross Income and How Often it was Received: For each household member, list each
type of income received forthe month. You must tell us how often the money is received — weekly, every
other week, twice a month, or monthly.
Box 1: List the gross income, not the take-home pay. Gross income is the amount earned
before taxes and other deductions. You should be able to find it on your stub or your boss
can tell you.
Box 2: List the amount each person got from the month fromwelfare, child support, alimony.
Box 3: List retirement, Social Security, Supplemental Security Income (SSI), Veteran's (VA)
benefits, disability benefits.



Box 4: List ALL OTHER INCOME SOURCES including Worker's Compensation, unemployment,
strike benefits, regular contributions from people who do not live in your household, and any other
income. For ONLY the self-employed. report income after expenses in Box 1. Box 4 is for your
business, farm or rental property. Do not include income from SNAP, TANF, FDPIR, WIC or
Federal education benefits. Ifyou are in the Military Housing Privatization Initiative or get combat
pay, do not include this housing allowance as income.

Part 5: Adult household member must sign the form and list the last four digits of the Social Security Number or

mark the box if s/he doesn’t have one.
Part 6: Answer this question if you choose.
Part 7: Answer this guestion if you choose.

ALL OTHER HOUSEHOLDS, including WIC households, follow these instructions:

Part 1: List all enrolled children and household members. For any people, including children, with no income,
you must check the “No Income Box.”
Part 2: Skip this part.
Part 3: Skip this part.
Part 4: Follow these instructions to report total household income from this menth or last month.
Column A — Name: List only the first and last name of each person living in your household who share
income and expenses, related or not (such as grandparents, other relatives, or friends who live with
you) with income. Include yourself and all children living with you. Attach another sheet of paper if you
need to.
Column B - Gross Income and How Often it was Received: Foreach household member, list each
type of income received forthe month. You must tell us how often the money is received — weekly,
every other week, twice amonth, or monthly.
Box 1: List the gross income, not the take-home pay. Gross income is the amount earned
before taxes and other deductions. You should be able fo find it on your stub or your boss can
tell you.
Box 2: List the amount each person got from the month from welfare, child support, alimony.
Box 3: List retirement, Social Security, Supplemental Security Income (SSI), Veteran’s (VA)
benefits, disability benefits.
Box 4: List ALL OTHER INCOME SQURCES including Worker's Compensation,
unemployment, strike benefits, regular contributions from people who do not live in your
household, and any other income. For ONLY the self-employed, report income afterexpenses
in Box 1. Box 4 is for your business, farm or rental property. Do notinclude income from SNAP,
FDPIR, WIC or Federal education benefits. If you are in the Military Housing Privatization
Initiative or get combat pay, do notinclude this housing allowance as income.
Part 5: Adult household member must sign the form and list the last four digits of the Social Security Number
or mark the box if s/he doesn’t have one.
Part 6: Answer this question if you choose.
Part 7: Answer this question if you choose.

Privacy Act Statement: This explains how we will use the information you give us.

Non-discrimination Statement: This explains what to do if you believe you have been treated unfairly.



CACFP MEAL BENEFIT INCOME ELIGIBILITY FORM (Child Care)

Part 1. All Household Membets

Name of Enrolied Child(ren):

CHECK IF A FOSTER CHILD (THE

LEGAL RESPONSIBILITY OF A

WELFARE AGENCY OR COQURT)

*|F ALL CHILDREN LISTED BELOW
Names of 2ll household members ARE FOSTER CHILDREN, SKIP TO CHECK
(First, Middle Initial, Last) PART 5 TO SIGN THIS FORM. IF NO INCOME

O Cl

L1 !

| H

Ml O

Ll ]

Ll ]

1 1

Part 2. Benefits: [f any member ofyour household receives SNAP, TANF, or FDPIR, provide thename and eligibilily number forthe
person who receives benefits. If no one receives these benefits, skip to part 3.

NAME: ELIGIBILITY NUMBER:

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 (H16860), provide the name ofthe programand eligibility
number: NAME: ELIGIBILITY NUMBER:
Check here ifno eligibility number ]

Part 4. Total Household Gross Income—You must tell us how much and how often

B. Gross income and how often it was recgived
Note: Seif-employed reportincome after expenses in box 1
A.Name 1. Earnings from work | 2. Welfare, child support, [3. Pensions, retirement, [4. All Other Income
(Listonly household members with |before deductions alimony Social Security, SSI, VA
income) benefits
(Example) ) .
Jane Smith $200/weekly $150/twice & month $100/monthly $200/bi-monthly
$ / $ / $ / 3 !
$ / 5 / $ / $
$ / $ / $ / $ /
S/ $ 4 - I LI
S / $ / $ / $ /

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

An adulthousehold member must sign this form. If Part 4 is completed, the adult signing the form must also list the last four digits
of his or her Social Security Number or mark the “l do not have a Social Security Number” box. (See Privacy Act Statement on the
nextpage.)

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

Sign here; Print name:
Date:
Address: Phone Number:
City: State: Zip Code:
Last four digits of Social Security Number: _*_* _*-_* *-_ Ol donothavea Social Security Number
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CACFP MEAL BENEFIT INCOME ELIGIBILITY FORM (Child Care)

Part 8. Participant’s ethnic and racial identities (optional)

Mark one ethnicidentity: Mark one or more racial identities:

] HispanicorLatino O Asian [1 American Indian or Alaska Native

[ Not Hispanicor Latino CWhite [ Native Hawaiian or Other Pacific Islander
CIBlack or African American

Part 7. Sharing Information With Other Programs: OPTIONAL
The aboveinformation may be disclosed forthe purpese ofenrolling children inthe Children’s Health Insurance Program (CHIP).
Parents/guardians are notrequired to consentto such disclosure and electing notto allow disclosure will notadversely affecta child’s

eligibility.
1 1 doelect to allow my househeld information to be disclosed.

[0 1 donot elect to allow my household information to be disclosed.

Don’t fill out this part. This is for official use only. 7
Annual Income Conversion: Weekly x 52, Every 2 Weeks x 26, Twice A Manth x 24, Monthly x 12

Total Income: Par: O Week, O Every 2 Weeks, O Twice A Month, O Month, O Year Household size;

Categorical Eligibtlity: _ Date Withdrawn: Eligibility: Free__ Reduced__ Denied___  Tierl_____ Tierll____
Reason:

Determining Official’s Signature: . Date:

Confirming Official’s Signature: . _ Date:

Foliow-up Official’s Signature: _ Date:

Privacy Act Statement:

The Richard B. Russell National School Lunch Act requires the information onthis application. Youdo nothaveto givetheinformation, but
ifyoudo not, we cannotapprove the participant for free or reduced price meals. You must includethe last four digits ofthe Social Security
Number of the adult household member who signs the application. The Social Security Number is noirequired when youapply on behalfof
a foster child or youlista 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 orwhen you
indicate thatthe adult household member signing the application does nothave aSocial Security Number. We will use yourinformation o
determineifthe participantis eligible for free or reduced price meals, and for administration and enforcementofthe Program.

Non-discrimination Statement:

In accordance with faderal civil rights lawand U.S. Department of Agriculture (USDA) civil rights regulations and policies, this institution is
prohibited fromdiscriminating on the basis ofrace, color, national erigin, sex (including gender identity and sexual orientation), disability,
age, orreprisal orretaliation for prior civil rights activity.

Programinformation may be made avaiiable in languages other than English. Persons with disabilities who require alternative means of
communication to obtain program information {e.g., Braille, [arge print, audiotape, American Sign Language), should contactthe
responsible state or local agency thatadministers the program or USDA's TARGET Center at (202) 720-2600 (voiceand TTY) or contact

USDA through the Federal Refay Service at (800) 877-8339.

To file a program discrimination complaint, a Complamantshould completea Form AD 3027, USDA Program D[scnmlnatlon Comp]alnt

Formwhich can be obtained online at: htips: . S it

0002-508-11-28-17Fax2Mail.pdf, fromany USDA off ce by calllng (866) 632 9992 or by wrltmg aletter addressed to USDA. Theletter
must contain the compiainant’s name, address, telephone number, and a written description ofthe alleged discriminatory action in sufficient
detail to inform ithe Assistant Secretary for Civil Rights (ASCR) about the nature and date of an alleged civil rights violation. The compieted
AD-3027 formorletter must be submitted to USDA by:

(1) mail: U.S. Depariment of Agriculture (2) fax: (833) 256-1665 or (202) 890-7442; or (3) email: program.iniske@usda aov,
Office of the Assistant Secretary for Civil Rights
1400 Independence Avenue, SW
Washington, D.C. 20250-2410; or

This instifutionis an equal opporiunity provider.
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