CHILD CARE FOOD PROGRAM FREE AND REDUCED-PRICE MEAL APPLICATION - COMBO

Child’s Name: Center Name & Address:
Primary Hours of Care; From: . Tao: Days of the WeekinCare: M TW TH F S S Meals Typically Served While in Care: BR MS LU AS SU ES None
Please read the instructions and accompanving Parent Letter before completing this form, If you need assistance oosv_mﬁ_:m this form, call: ¢ )

relatéd :linclids child Hstad at 1op el farmy

_Date ,o.m Birth P#.m:nm this oo:nmqo ?.3.3 _uom*m_‘ o:.un.m ﬁn__.n_& Migrant? {circle} Homeless/Runaway? (circle)
Yes No Yes No Yes No Yes No
Yes No Yes No Yes No Yes No
Yes No Yes No Yes No Yes No
Yes No Yes No Yes No Yes No

. , Foad ASsistince E
: NO, go to m._.mqU 3. If <mw enter one of ﬁsm *o_mas__:o case ::chﬁw then go to STEP 5.

INF) beriefits?

| émqu | Bi-Weekly [ Twice a a_oas O an:_w Ll >:s:m:<
oo tevaras side foF s_rmn ipes of ihcome fo report)

Adult Household Members and Income - list all adult household members (age 19 and up) even if they do not receive income. For each adult, list the total gross income (before
taxes & deductions) from each source in whole dollars only (no cents) and how often it is received fi.e., weekly, bi-weekly, twice a month, monthly, or annually). For an adult
that does not receive income from any source, write “none” or “0." If you enter "none” or 0" or leave any income fields blank, you are certifying that there is no income fo report.

Adult Household Member's Name Earnings from Work Public Assistance/Child Support/Alimony Pensions/Retirement/All Other Income
{Last Name, First Name) {$ Amount / How often?) {$ Amount / How often?) {$ Amount / How often?)
k4
3 I weekly Biweskly Morthly $ I Waekly Bhweekly Monthy %  Weekly Biweekly Monthiy
Twica a Month__ Annually Twice a Menth  Annually Tudea 2 Month  Annually
@ H Weekly Blweekly Monthly w / Weakly Biweekly Monthly w !/ Weskly Biweekly Monthly
Twice a Month _ Annually Twica 2 Manth Annualiy Twice a Month  Annuzslly

.ﬂoﬁmu Iocmmso_o_ ga:..am.,m .%,an m._.m_u d w .3“ Last four digits of Social mmo:_‘m.a. Number

| If no 88N, write “none.”

m< mﬁu_am um_os. _ am om_.n_?:m {promising) that all _:_qoqamao: on this application is frue and that ail income is reported. | understand that this _;mos._mﬁ_oa is cmsm m_é: in connection with the ..mom_ﬁn
of federal funds and that institution offictals may verify (check} the information. | am aware that if ] purpasely give false information, | may be prosecuted under applicable state and federal laws.

Home address (if available}): Daytime phone #: {__ } -

Street Address, City, State, Zip Code

Signature of aduit household member: Printed name: Date signed:

ORTIONAL: Child's'ethnic andiracial identitios IR required to ask for information about your child’s ethnicity and race. This information is important and helps make sure that we
Responding to this section is oueoum_ and does not affect your child's elighility for free or reduced- -price meals, Ethnicity {check one):

Race {check one or more): | American Indian or mexm: Native Black or Africa Armerican
FOR CONTRACTORUSE ONLY: . i o

Categorical Eligibility: [ FAP/SNAP or TANF Household ] Foster Child Total Household Size:

are fully serving the community.
|___] Hispanic or Lating | | Nt Hispanic or Lating

Total Household Income: §

Eligibllity Determination: [] Free [ Reduced-Price [ Non-needy How Often income is Received (Freguency): O Weskly O Biweekly [J Twice a Month
NOTE: If different income frequencies are listed, conivert all income to an annual amount. Annual Income Conversion: Weekly x 52, Biweekly x 26, Twice a Mont|

Reason for Non-needy Status: [ Income too High O Incomplete Application [ Other Reason:

O Monthly [ Annually
h x 24, Monthly x 12

Determining Official’s Signature: Pate: Second Party Check Signature:
Revised 6/2019 Page 1 of 2

Date:
U-009-08




Florida Department of Health
Child Care Food Program

Child Participation Form

Name of Child: Name of Facility;

Dear Parent:
Please fill out the following information so that your child may participate in the Child Care

Food Program, which reimburses child care providers for serving nutritious, well-balanced meals
fo children in child care.

[0 Check here and sign/date below if your child does not receive meals while in care

If child care hours are the same every day, please complete this chart.
}Dd_y j ~ Normait Hours in Care Medals Normally Received While in Care
- a.m. am. | Breakfast [ AM Snack [ Lunch O
Mon — Fri 4
' pm. 10 ___ pm, PM Snack ] supper 1 Eve Snack [
| __OR o
If child care hours are not the same every day, please complete this chart,
Monda am. am. | Breakfast L1 AM Snack [J Lunch [
4 pm. 10 pm. | PM Snack O Supper 1 Eve Snack [
a.m. am. | Breakfast [1  AM Snack [1 Lunch
Tuesday ¢
pm. 10 pm. | PM Snack [ Supper L1 Eve Snack O
Wednesda am. am. | Breakfast [ AM Snack [ tunch O
Yl pmfo____pm PM Snack [ Supper [1  Eve Snack 3
Thursda a.m, am. | Breakfast 1 AM Snack OJ tunch [
| y._ — pm fo pM. | PM Snack L] Supper [1  Eve snack
- dc; ) am. am. | Breakfost 1 AM Snack [ Lunch OJ
- 'y, p.m. to pm. | pM Snack [ supper L1 Eve snack I
' am. am. | Breakfast [0 AM Snack [ Lunch L]
Saturday '
= ——Pm. 10 pm | pMSnack Supper [1  Eve Snack [
Surda a.m. am. | Breakfast I AM Snack [J Lunch B3
: Y | om to pm. | PM Snack [ Supper [ Eve Snack [J

O Check here and sign/date below if your child has no regularly scheduled hours of care

Signature of Parent/Guardian:

Printed Name:

Revised 6/2019

Date:

Phone Number:

[-108-02




