i sy ALULE GAKE FOOD PROGRAM: CHILD CARE COMPONENT
INCOME ELIGIBHITY APPLICATION FOR FREE AND REDUCED PRICE MEALS ~ 2008-2010

— 2009 - 2010INSTRUCTIONS: To apply for free and reduced price meals, read the Household Letter/instructions on backside, Complete application and
retum to the center. In‘accordance with the NSLA, information on this application may be disclosed to other Child Nutrition Programs or applicable
enforcement agencies. Parents/guardians are not required to consent to this disclosure. Part 7 Is to ba completed by all households. Part 2is to be used
only for a child living in a household receiving Food Assistance or Ohio Works First (OWF) benefits. Part 3 is only for children NOT receiving Food

Assistance or OWF benefits. Part 4is to be cornpleted for foster children.
* Asterisks indicate information that must be completed. Form must be updated annually and is valid for only 12 months including the month signed.

*CHILD(REN) NAME ' AGE* | BIRTHDATE* | Circle type of benefit FOOD ASSISTANCE OR OWF
1 CASE NUMBER:
2 CASE NUMBER: |
3. ‘ . . 1 case numser:
4 CASE NUMBER:

Income Conversion: Weekly x 52, Bi-weekly (every 2 weeks) X26, Semi-monthily (twice a month) X24, Monthly X12.

e i
: ) . Payments, Child Retirement, Social Income
Job 1 Job 2 Suppor, Almony 1. Securlty
1 $ $ $ $ $
2 1% $ s $ $
3 s $ 3 $ $
4 $ $ $ $ $
5 $ $ $ 5 $
. cu :

- - -
SIGNATURE OF ADULT HOUSEHOLD MEMBER DATE | 'SOCIAL SECURITY NUMBER {SSN) Required only for Part 3)
‘ : , 1 Write “None” if adult signer doesn'thave aSSN. -
Print Name: . : " { Dayltime Phone Number: Work Phone Number:
Street/ Apts I . Clty / State / Zip: County:

American Indian or Alaska Native - {Asian - ' ' Black or African American
Native Hawalian or Other Pacific islander White ) QOther .
Please mark one of the following ethnic entities: o Hispanic or Latino o Not Hispanic or Latino

Privacy Act Statement: Section 9 of the National School Lunch Act (NSLA) requires that, unless your child's Food Assistance or OWF case number is provided,
you must inciude the social security number of the adult household member signing the application or indicate that the household member does not have a
social security number. Provision of a social security number is not mandatory, but if a-social security number Is not given or an indication is not made that the
signer does not have such a number, the application cannot be approved. This notice must be brought to the attention of the household member whose social
security number is disciosed. The social security number may be used o identify the household member in carrying out effosts to verify the comectness of
information stated on the application or shared with other persons directly connected with the administration or enforcement of the progrant under the NSLA or
Child Nutrition Act of 1966 to determine program eligiblity. These verification efforis may be carried out throtigh program reviews, audits, and Investigations and...
may include contacting employers fo determine income, contacting a Food Assistance or welfare office fo determine curent certification for receipt of Food
Assistances or OWF benefits, contacting the state employment securily office to determine the amount of benefits recelved and checking the documentation
produced by household members to prove the amount of income received. These efforts may result in a loss or reduction of benefits, administrative claims or
legal action if incorrect information is reported. State Distribution: Week of 6/22/0

FOR CENTER USE ONLY- :

: ' ‘ o Free o Food Assistances/OWF

Zero income Total from Part 3, if applicable: i o Foster Child
: o Household Size & Income

Temporary Free Approval Undil: Total Household Size o Reduced
o Pald Reason:

Must be reviewed again in 45 days. ) Total Morithly Income L A ‘ o {ncome Too High o invalid
o_incomplete

© OSHN Revisad 6/22/08 8



NUUSENVLLD LETTERK

Dear Parent or Guardian:

Please help us comply with the requirements of the United StatesA Department of Agriculture’s Child and Adult Care Food Program (CACFP), administered .

through the Ohlo Department of Education by completing the attached Income Eligibility Application for free and reduced price meals. All information will be
treated with strict confidentiality. The CACFP allows aur center to receive reimbursement for meals served to eligible children in our program. The completion
of the Income Eligibility Application is optional. Complete the application on the reverse side tsing the instructions below for your type of household. An
application must contain complete information to be considered for free or reduced price meals. Hotseholds are no longer required to report changes

regarding the increass or decrease of income or household size or when the housahold is no longer certified eligible for Food Asslstance or Ohlo Works First
(OWF). Qnce properly 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 meat relmbursement 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 disabliity
§226.23(e)(2)(lv). We have included information about free medical bgneﬁ!s through Ohio's Healthy Start & Healthy Famities programs.

PART 1~ CHILD INFORMATION: ALL HOUSEHOLDS COMPLETE THIS PART ,

a) Print the name of the child(ren) enrolled at the child care center. Children from the same household (except foster children) may be listed on the .

same application. .
" b) LUsttheir age and bithday,
PART 2 -~ HOUSEHOLDS RECEIVING FOOD ASSISTANCES OR OWF: COMPLETE THIS PART AND PART & ~ i a child is a member of a Food
Assistance or OWF household, the chiid is automatically eligible to receive free CACFP benefits subject to application completion.

a) Clrcle the type of benefit receiving. : S Co

b) List acument Food Assistance or OWF case number for each child. This will be a 10 or 12-digit number.

c) Signthe application in PART 5. An adult household member must sign. )

SKIP PART 3 — Do ot fist names of household members or income if you list a Food Assistance or OWF case number for each child.
PART 3~ ALL OTHER HOUSEHOLDS: COMPLETE THIS PART AND PART § _ ‘

a) Wiite the names of all household members including yourseif and the child(ren) that attends the child care center, whether they recelve income or
not. ‘A household is defined as a group of related or unrelated individuals who are living as one economic unit that share housing and/or significant
income and expenses of s members. Attach another piece of paper if you need more space to list all household members.

b) Income is any money received on a recuring basis, including gross esrned income. Write the amount of income each household member received
the previous month, before taxes or anything else is taken out, in the appropriate column. 1f any amount during the previous month was more of less
than usual, write that person’s usual monthly income. To calculate household incame pald on different schedules, use these income conversions:
Weskly X52, Bl-weekly X26, Semi-monthly X24 and Monthly X12. Examples of housahold sources of income may include: Earnings from work such
as wages, salaries, tips, strike benefits, unemployment compensation, worker's compansation, nef income from self-owned business or famn; welfare,

- public assistance, child siipport payments, and alimony; pensions, retirement income, social security, veteran's payments, or supplemental security
_ income; other income such as disability benefits, cash withdrawn from savings, inferest/dividends, income from estetesftrusts/investments, regular
. contributions from persons not living in the household, net royatties/annuilies, net rental income, or other income, ] .
. ¢) An adult household member must sign the application and give hisher social security number {SS#) or indicate that they do not have a S5#
.. - inPARTS." C ) R . :
" PART 4 ~ HOUSEHOLDS WITH A FOSTER CHILD: COMPLETE THIS PART AND PART § - In certain cases, foster children are eligible for free or
reduced price meals regardiess of the income of the household with whom they reside. If you are completing the application for a fostey child living
with you, complete the application as a family of one since a foster child is the legal responsibility of a welfare agency or courl. Complete a
- separate application for each fosterchitd. ... .. . E S S T ) ’
. @), Ustthe foster child's monthly “personal use” income. Wite “0” if the foster child does not receive “personal use” income. o
-~ by -An adult member of the foster home or case worker must sign the application in PARTS. oo
. ©) - Asocial security number is not heeded for the fosler child's application. -~ . _
... *Personal use® income is: (1) money given by the welfare office identified by category for the child's personal use, such as for clothing, school fees, and

~allowances; and (2) all other money the child receives, such as money from his/her family and money from the chiid’s full-time or regular part-time jobs. -

. PART &~ SIGNATURE AND SOCIAL SECURITY NUMBER: ALL HOUSEHOLDS COMPLETE THISPART = - ‘

a) Al applications must have the signature of an adult household member. ‘ ) \ . ' .

b) An application that fists monthly income must have the social security number of the aduit who signs. If the adult does not have a social security-
number, wiite “none” or something else to show that the adult does not have a social security number. If you fisted a Food Assistance or OWF

s number for each child or if you are applying for a foster child, a socal securfty numper is not neaded, .
PART 6 ~ RACIAL/IETHNIC IDENTITY ~ OPTIONAL  ° '

You are not required to answer this question to be eligible to get free or reduced price meals. This information is collected to make sure that ‘eiréryoné is

treated fairly and will be kept confidential. No child will be discriminated against because of race, color, national origin, gender, age or disability.

_HEALTHY START AND HEALTHY FAMILIES : o . o L
Families with children efigible for free or reduced price meals may be eligible for FREE health care coverage through Ohio’s Healthy Start & Healthy Families
programs. These progranis include coverage for doctor visits, immunizations, physicals, prescriptions, dental, vision, mental heatth, substance abuse and
more. . Please call 1-800-324-8680 for more  information or to request an application. - Information can also be found
hitp:/fjfs.ohio:gov/OHP/bepsiFactSheets/hshi.pdf *Note: If you have an Ohio Medicald Card, you are already gelting these services, !

NON-DISCR!MINA’I‘ION STATEMENT: ' “In a&érdance with Federal law and U.S. Dé;iamném éf Agnwimreponcy this institution is prohibited from-
discriminating on the basis of race, color, national origin, gender, age or disability. To file a complaint of discrimination, write USDA, Director, Office of Civil
Rights, 1400 independence Avenue, SW, Washington, D.C. 20250-9410 or call 800-795-3272 or 202-720-6382 (voice and TTY). USDA is an equal
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on the web at




