Ohio Department of Education - Office of 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 to Complete

All parents/guardians argreeganiplete Mseparti: forn®r each ghild pretlad @ the chi®@wemre or Head Start center.

List the child’s name, ag :, birth di = he da’ s\ ad ho it norp‘al v in :are) nd' he me: s normally received while incare.
If schedule listed will fr| quently v/ \due f .ch: yges n | wrg it/g lard &ched le, che k response box belowchart.

If the child comes befor| and afid! sch \ol/ list the hot rs ir are [r b th the m| tning £d afiernoon.

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

CENTERNAME ARC Cchild Care

CHILD'S NAME o/l Swenson AGE - | BIRTHDATE gl 12 /2022

(please print) maonth y year

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

Check (v) List hours child normally in care Check (¥) meals child normally receives while in care
Days Child AM PM Evening
Nﬂl'(l_lj‘laﬂ:l}’ in Arrive Depart Arrive Depart {| Breakfast| Snack | Lunch | Snack | Supper | Snack

Monday £:230 545 X X X

Tuesday £:230 545 X X X

Wednesday £:20 545 X X X

Thursday £:230 545 X X X

Friday £:30 545 X X X

Saturday

Sunday

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

SIGNATURE OF ] DATE DAY PHONE
PARENT/GUARDIAN JANLCE SWENSOW 9/6/2023 NUMBER 555-222-5555
MAILING ADDRESS: .

STREET /APT. 111 Mawn St, CITY columbus ZIP CODE 22222

In accordance with federal civil rights law and U.S. Department of Agriculture (USDA) civil rights regulations and policies, this
institution is prohibited from discriminating on the basis of race, color, national origin, sex (including gender identity and sexual
rientation), disability, age, or reprisal or retaliation for prior civil rights activity .Program information may be made available in
languages other than English. Persons with disabilities who require alternative means of communication to obtain program
information (e.g., Braille, large print, audiotape, American Sign Language), should contact the responsible state or local agency that
dministers the program or USDA’s TARGET Center at (202) 720-2600 (voice and TTY) or contact USDA through the Federal Relay
ervice at (800) 877-8339.To file a program discrimination complaint, a Complainant should complete a Form AD-3027, USDA Program
Discrimination Complaint Form which can be obtained online at: https://www.usda.gov/sites/default/files/documents/USDA-
ASCR%20P-Complaint-Form-0508-0002-508-11-28-17Fax2Mail.pdf, from any USDA office, by calling (866) 632-9992, or by writing a
letter addressed to USDA. The letter must contain the complainant’s name, address, telephone number, and a written description of
he alleged discriminatory action in sufficient detail to inform the Assistant Secretary for Civil Rights (ASCR) about the nature and date
f an alleged civil rights violation. The completed AD-3027 form or letter must be submitted 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: (833) 256-1665 or (202)690-7448; or (3) email:program.intake @usda.gov.

This institution is an equal opportunity provider. Revised 8/2022

Ohio Department of Education - Office of Nutrition




CHILD AND ADULT CARE FOOD PROGRAM: CHILD CARE COMPONENT
INCOME ELIGIBILITY APPLICATION FOR FREE AND REDUCED-PRICE MEALS Fiscal Year 2023-2024

INSTRUCTIONS: To apply for free ang'msm'mcedhorice sreals, pnd the hmpsehold Laer agemstructions on bag'ssw'mof this form. Complete application and
return to the center. In accordance wi | the NS \inf rmatio} o \this a| 3 :ationr a be { sclos dtc other CI d Nutrition Programs or applicable
enforcement agencies. Parents/guarc *ne.~re not'  yuired t¢ col ent t¢ thi \disc' 51 e, £t 17 to| : complt ad.by all households. Part 2 is to be used only
for a child living in a household receiv 1g food asg’ s nce (§ 18BY r Oh W, rke Fire (OV, juenefits | Part 3. only for children NOT receiving Food
Assistance or OWF benefits. Part 4 a  adult hoi' eho ime aberm sts nar ' iate| rm; e last 4 ¢ jits of s :ial security number must be listed if Part 3 is
completed. Part 5 is optional. * Asterisns muicae info wiat must be completea. Form inust ve compléieu annuany and valid for only 12 months.

, CHECK IF PART 2 - LIST EACH CHILD'S FOOD ASSISTANCE
CENTER NAME ABC Child Care ATOSTER | (SNAP) OR OWF CASE NUMBER, IF ANY. A VALID
(Th';"l';g”al CASE NUMBER CONTAINS 7 DIGITS.
PART 1 - PRINT INFORMATION FOR ALL CHILDREN ENROLLED AT CENTER responsibility of
awelfare agency I Checktype o FOOD ASSISTANCE (SNAP) or
* NAME OF ENROLLED CHILD(REN) AGE | BIRTHDATE orcourt Attach I of benefit: o OHIO WORKS FIRST (OWF)

._Johnny Swenson 2 |g/12/22] b |owevo Z5R83214
N ] =1

If the child has a Food Assistance (SNAP) or o
3. NO., | — o — — —

OWEF case number, enter it here. This num-
4 NO., | — — o

ber is 7 digits long. That’s it, the parent may

PART 3 - TOTAL HOUSEHOLD SIZE, TOTAL S RECEIVED: List names of all household

members. List all gross income: list how mud now move to Part 4, sign, and date.

a  LIST NAMES OF ALL b. CHECK | C GRUGSS INCONME durng the 1ast month (amount earned before taxes & other deductions) and
HOUSEHOLD MEMBERS IF HOW OFTEN IT WAS RECEIVED: Weekly, Every 2 Weeks, Twice Per Month, Monthly, Annually
INCLUDING CHILDREN '}'ﬁéﬁfgg 1. Eamings from work 2. Welfare pay i -

LISTED ABOVE IN PART 1 before deductions child support, af |¢ the child does not have a SNAP or OWF
EXAMPLE: JANE SMITH t/ h ft h .. . i

$ amount/ how often 'W 7-digit case number, enter income for all en
1._Johnny Swenson s / s household members individuallv. Mak |
ousehold members individually. Make sure

2_Janice SWenson [ ] |s_400 ,weeR]|s , v |
3 D s ; s to include how often. Add last 4-digits of
2 D s p s Social Security number. i —
5. ] |s / s / s — \ |s /
6 ] s / s / s .\ s /

PART 4 - SIGNATURE & LAST 4 DIGITS OF SOCIAL SECURITY NUMBER: Adult household member must sign/date form. IfQart 3 is completed,
the adult signing the form must also list last 4 digits of his/her Social Security Number or check the “l do not have a Social Segurity Number” 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 Fynds based on the
information. | understand that CACFP officials may verify the information. | understand that if | purposely give false information, | may be pgosecuted.

Ja:nz'ce 31"811:9011 j/ &/ 20224 :;::rr: |§;f:?1?;ztt:g éocial Security Number ':! n E E

* * (Check if applicable)
SIGNATURE OF ADULT HOUSEHOLD MEMBER DATE | do not have a Social Security Number
Print Nameuawicg SWeNSon Daytime Phone Number. 555-220-5555 Work Phone Number:
Street/Apt. 21 & 2nd City / State / Zip: Columbus, OH 22222 County:
PART 5: RACIAL/ETHNIC 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: Q Hispanic or Latino g Not Hispanic or Latino

Privacy Act Statement: The Richard B. Russell Natienal School Lunch Act requires the information on this application. You do not have to give the information, but if you de not, we
cannot approve the participant for free or reduced-price meals. You must include the last four digits of the Social Security Mumber of the adult household member who signs the
application. The Social Security Number is not required when you apply on behalf of a foster child or you list a Supplemental Nutrition Assistance Program (SNAP), Temporary
Assistance for Needy Families (TANF) Program or Food Distribution Program on Indian Reservations (FDPIR) case number for the participant or other (FDPIR) identifier or when you
indicate that the adult household member signing the application does not have a Social Security Number. We will use your information to determine if the participant is eligible for
free or reduced-price meals, and for administration and enforcement of the Program. State Distribution: July 2023

CTION TO BE COMPLETED BY CENTER. Note: All information above this section is to be filled in by the parent or guardian.
Complete in ion below only if qualifying child(ren) by household income from Part 3. Application Certified/Categorized as:
Per thg total househq compare tt_:-tal _household income Fo !he UISD{\ Income EI|g|b|I|.1y 1 FREE, based on o Food Assistance/OWF Case No.
Guidelines to determine correc rization. YWhen income is listed in different frequencies R .
X ” . - o Household size and income

of pay in Part 3, you must convert all in annual income before determination. Use the -

. o o Foster Child
following Annual Income Conversion :
Weekly x 52, Every 2 Weeks (biweekly) X 26, Twice per Mon iqponthly) X 24, Monthly x 12 [0 REDUCED-PRICE, based on Household size and

income

Total rotal Househond Income: § \ O PAID, based on o Income too high
Household i o Incomplete
Size: Per: o week oevery twoweeks o twice permonth omonth oyear o Invalid case number or information
Signature of Sponsor / Center Representative Date Sponsor Certified/Categorized Form  Effective Date Date
Mote: Effective date is determined by parent or sponsor signature date as selected on CRRS application. (From the first of month of date signed) (Walid until last onth in which
If date of parent signature is not within month of cerification or immediately preceding month, form was signed one yeal i

effeciive date must be date of Sponsor certification.




Ohio Department of Education - Office of 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 to Complete
All parents/guardians are to complete a separate form for each child enrolled at the child care or Head Start center.
e  List the child’s name, age, birth date, the days and hours normally in care and the meals normally received while incare.
» If schedule listed will frequently vary due to changes in parent/guardian schedule, check response box belowchart.
s Ifthe child comes before and after school, list the hours in care for both the morning 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
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 (v) List hours child normally in care Check (¥) meals child normally receives while in care
Days Child AM PM Evening
Normally in Arrive Depart Arrive Depart {| Breakfast| Snack | Lunch | Snack | Supper | Snack
Care
Monday
Tuesday
Wednesday
Thursday
Friday
Saturday
Sunday
|:| Yes, the schedule listed above may frequently vary due to changes in parents/guardians schedule.
SIGNATURE OF DATE DAY PHONE
PARENT/GUARDIAN NUMBER
MAILING ADDRESS:
STREET /APT. CITY ZIP CODE

In accordance with federal civil rights law and U.S. Department of Agriculture (USDA) civil rights regulations and policies, this
institution is prohibited from discriminating on the basis of race, color, national origin, sex (including gender identity and sexual
rientation), disability, age, or reprisal or retaliation for prior civil rights activity .Program information may be made available in
languages other than English. Persons with disabilities who require alternative means of communication to obtain program
information (e.g., Braille, large print, audiotape, American Sign Language), should contact the responsible state or local agency that
dministers the program or USDA’s TARGET Center at (202) 720-2600 (voice and TTY) or contact USDA through the Federal Relay
ervice at (800) 877-8339.To file a program discrimination complaint, a Complainant should complete a Form AD-3027, USDA Program
Discrimination Complaint Form which can be obtained online at: https://www.usda.gov/sites/default/files/documents/USDA-
ASCR%20P-Complaint-Form-0508-0002-508-11-28-17Fax2Mail.pdf, from any USDA office, by calling (866) 632-9992, or by writing a
letter addressed to USDA. The letter must contain the complainant’s name, address, telephone number, and a written description of
he alleged discriminatory action in sufficient detail to inform the Assistant Secretary for Civil Rights (ASCR) about the nature and date
f an alleged civil rights violation. The completed AD-3027 form or letter must be submitted 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: (833) 256-1665 or (202)690-7448; or (3) email:program.intake @usda.gov.
This institution is an equal opportunity provider. Revised 8/2022
Ohio Department of Education - Office of Nutrition




CHILD AND ADULT CARE FOOD PROGRAM: CHILD CARE COMPONENT
INCOME ELIGIBILITY APPLICATION FOR FREE AND REDUCED-PRICE MEALS Fiscal Year 2023-2024

INSTRUCTIONS: To apply for free and reduced-price meals, read the household Letter and instructions on backside of this form. Complete application and
return 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 1 is to be completed by all households. Part 2 is to be used only
for a child living in a household receiving food assistance (SNAP) or Ohio Works First (OWF) benefits. Part 3 is only for children NOT receiving Food
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 A EOSTER (SNAP) OR OWF CASE NUMBER, IF ANY. A VALID
(Th';"l';g”al CASE NUMBER CONTAINS 7 DIGITS.
PART 1 - PRINT INFORMATION FOR ALL CHILDREN ENROLLED AT CENTER responsibility of
awelfare agency I Checktype o FOOD ASSISTANCE (SNAP) or
* NAME OF ENROLLED CHILD(REN) AGE | BIRTHDATE or court. Attach I nf panafit: o OHIO WORKS FIRST (OWF)

documentation
) T3 fomseno [

2. D CASENO. | — — == — — — —
J

3 CASENO. | — — — — — — —

4 Ij 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 ¢. GROSS INCOME during the last month (amount earned before taxes & other deductions) and
HOUSEHOLD MEMBERS IF HOW OFTEN IT WAS RECEIVED: Weekly, Every 2 Weeks, Twice Per Month, Monthly, Annually
INCLUDING CHILDREN TS&%&? 1. Earnings from work 2. Welfare payments, 3. Pensions, retirement, 4. All Other Income
LISTED ABOVE IN PART 1 before deductions child support, alimony Social Security, S5, VA

EXAMPLE: JANE SMITH $ amount / how often | $ amount/ how often $ amount / how often $ amount / how often
1. $ / $ ! s / $ /
2 L) s / s / $ / $ /
3 | $ / $ I $ I $ /
4 | $ / $ I $ I $ /
5 d |s / $ / $ / $ /
6 g $ / $ / $ I $ /

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 Social Security Number or check the “l 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. | 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 Security Number

* * (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: RACIAL/ETHNIC 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: Q Hispanic or Latino g Not Hispanic or Latino

Privacy Act Statement: The Richard B. Russell Natienal School Lunch Act requires the information on this application. You do not have to give the information, but if you de not, we
cannot approve the participant for free or reduced-price meals. You must include the last four digits of the Social Security Mumber of the adult household member who signs the
application. The Social Security Number is not required when you apply on behalf of a foster child or you list a Supplemental Nutrition Assistance Program (SNAP), Temporary
Assistance for Needy Families (TANF) Program or Food Distribution Program on Indian Reservations (FDPIR) case number for the participant or other (FDPIR) identifier or when you
indicate that the adult household member signing the application does not have a Social Security Number. We will use your information to determine if the participant is eligible for

free or reduced-price meals, and for administration and enforcement of the Program. State Distribution: Julr 2023

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 thg total househqld size, compare tt_:-tal _household income Fo !he UISD{\ Income EI|g|b|I|.1y 1 FREE, based on o Food Assistance/OWF Case No.
Guidelines to determine correct categorization. When income is listed in different frequencies R .
X . . - o Household size and income

of pay in Part 3, you must convert all income to annual income before determination. Use the -

. o o Foster Child
following Annual Income Conversion :
Weekly x 52, Every 2 Weeks (biweekly) X 26, Twice per Month (semi-monthly) X 24, Monthly x 12 [0 REDUCED-PRICE, based on Household size and

income

Total Total Household Income: $ O PAID, based on o Income too high
Household i o Incomplete
Size: Per: o week oevery twoweeks o twice permonth omonth oyear o Invalid case number or information
Signature of Sponsor / Center Representative Date Sponsor Certified/Categorized Form  Effective Date Expiration Date
Mote: Effective date is determined by parent or sponsor signature date as selected on CRRS application. (From the first of month of date signed) (Walid until last day of month in which
If date of parent signature is not within month of cerification or immediately preceding month, form was signed one year earlier)

effeciive date must be date of Sponsor certification.




