24 Hour

(Y) Childcare Center

Registration Packet

Our staff never stops caring for the children of the Wyoming Valley. The
CYC Childcare Program begins early Monday morning and continues operation
24 hours a day through Saturday morning. The program is designed to
accommodate parents who work 1st, 2nd, or 3rd shift. Children 6 weeks

through school age may be enrolled.

We have access to the entire CYC facility which includes 2 gymnasiums,
2 playgrounds, outdoor park, swimming pool, and a library. The CYC is an
equal opportunity childcare provider. Applications for enrollment are accepted
without regard to race, religion, sex, disability, or national origin.

INFANT/TODDLER NEW BEGINNINGS

6 Weeks - 12 Months 12 Months - 2 Years

LITTLE LEARNERS PRE-SCHOOL PREP
2 - 3 Years 3 - 312 Years
PRE-SCHOOL KINDERTOT
3172 - 4 Years 4 -5 Years

é%g SCHOOL AGE o
5 -13 Years v

Catholic Youth Center 36 South Washington St. Wilkes-Barre, Pa. 18701

= = Like Us On acebook.com/catholic
www.cycwb.org 570-823-6121 faceb@kﬂ f acebook.com/catholicyouthcenter




EMERGENCY CONTACT / PARENTAL CONSENT FORM

55 PA CODE CHAPTERS 3270 124(a)(b), 3270 181 & 182, 32B0 124 (a)b) 3280 181 & 182: 3290 124 (a)(b). 3290 181 & 182

ﬂ:ml.o's NAME

BIRTHDATE

ADDARESS

MOTHER'S NAME/LEGAL GUARDIAN

HOME TELEPHONE NUMBER

ADDRESS

BUSINESS NAME

BUSINESS TELEPHONE NUMBER

ADDRESS

FATHER'S NAME/LEGAL GUARDIAN

HOME TELEPHONE NUMBER

ADDRESS

BUSINESS NAME

BUSINESS TELEPHONE NUMBER

ADDRESS
EMERGENCY CONTACT PERSON(S) NAME TELEPHONE NUMBER WHEN CHILD IS IN CARE
PERSON(S) TO WHOM CHILD MAY BE RELEASED NAME ADDRESS TELEPHONE NUMBER WHEN CHILD IS IN CARE

NAME OF CHILD'S PHYSICIAN/MEDICAL CARE PROVIDER

TELEPHONE NUMBER

ADDRESS

SPECIAL DISABILITIES (IF ANY)

ALLERGIES (INCLUDING MEDICATION REACTION)

MEDICAL or DIETARY INFORMATION NECESSARY IN AN EMERGENCY SITUATION

MEDICATION, SPECIAL CONDITIONS

ADDITIONAL INFORMATION ON SPECIAL NEEDS OF CHILD

HEALTH INSURANCE COVERAGE FOR CHILD or MEDICAL ASSISTANCE BENEFITS

POLICY NUMBER (REQUIRED)

PARENT'S SIGNATURE IS REQUIRED FOR EACH ITEM BELOW TO INDICATE PARENTAL CONSENT
OBTAINING EMERGENCY MEDICAL CARE

ADMIN. OF MINOR FIRST - AID PROCEDURES
WALKS AND TRIPS SWIMMING
TRANSPORTATION BY THE FACILITY WADING
PERIODIC REVIEW
- SIGNATURE OF PARENT or GUARDIAN ) DATE
SIGNATURE OF PARENT or GUARDIAN o= DATE
03891A cY 867 - 193
ORIGINAL



Catholie Youth Cengey

Y>

For vie Young & Yeuy at Mo

Childcare Payment Policy

At the time of enrollment, parents are required to sign an agreement stating the following:

Days and Hours of Care

Weekly Tuition

Transportation (School Age program)
Services Provided by CYC

In order to register at the CYC Childcare Center, each family MUST pay the first week’s tuition and a
deposit equal to the weekly fee. Each student’s childcare tuition is an ongoing fee which is due the
Friday PRIOR to the week of service. Childcare fees are due each week regardless of student attendance
if your child is enrolled in the program. The CYC accepts the following forms of payment: Checks, Money
Orders, Cash, or Credit/Debit Cards (Mastercard/Visa/Discover/American Express).

The following is our procedure when fees are not paid

On Friday of the first week not paid: Late notice sent to the family including a $10.00 late fee.
On the second consecutive Friday when fees have not been paid: A termination notice is issued
with services ceasing on the following Monday. An additional late fee of $10.00 will be
assessed. A child will not be permitted back into the facility until the entire balance is paid in
full.

Families receiving a scholarship through United Way funding who falls more than two weeks
behind with their tuition payments will be immediately lose the scholarship and will not be
eligible to re-apply for a period of six months.

Families receiving subsidies through ELRC must pay their fees each week. Any family who does
not pay their fee will be reported to ELRC on Monday following delinquency. This could
jeopardize your ongoing subsidy.

PLEASE NOTE: If childcare services are terminated for non-payment, your child’s spot may be given to
another family on our waiting list.

1,

(Parent/Guardian), acknowledge the receipt and

understanding of this policy. | understand that if | do not adhere to this policy, all childcare services for

(Child’s Name) will be terminated as stated above. A copy of

this policy is also located at the main office and if requested, a copy will be provided to you.

Catholic Youth Center
36 South Washington Street, Wilkes-Barre, Pa. 18701
Phone: 570-823-6121 www.cycwb.org



catholic Youth Cenge,

YO

For the Young & Young ar Hoar

CHILDCARE CENTER

Dear Parents or Guardian,

The Pennsylvania Department of Human Services (DHS) require that all
parents/guardians of children enrolled in Childcare Centers provide an initial health report and
current shot record no later than 60 days following the first day of attendance at the facility.

PLEASE NOTE:

1. The initial report for an infant from birth to one year of age must be dated no more
than 3 months prior to the first day of attendance at the facility.

2. The initial health report for a young toddler from ages 1 to 2 years of age must be
dated no more than 6 months prior to the first day of attendance at the facility.

3. The initial heath report for an older toddler ages 2 to 3 years old and a preschool
child from age 3 to 6 years of age must be dated no more than a year prior to the
first day of attendance at the facility.

4. The initial health report for school-age children must be current. To be considered
current, health reports for children age 3-6 years are required yearly until the child
has had a health report done at the age of 6 (and has entered school) this is required
every two years thereafter.

ADDITIONALLY, an updated health report must then be provided at least every 6
months for an infant or young toddler, every 12 months for an older toddler or preschool age
child, and yearly for a school-age child. The health report must be written and signed by a
physician, physician’s assistant or CRNP. The signature must include the individual’s
professional title. Updates to the immunization record must be provided whenever
immunizations are administered.

Please ask your health care provider to be sure to complete all sections of the child’s
health report. It is important that no information be omitted since DHS regulations require
us to have all information accurate.

The health report for your child
must be completed by and returned to the childcare facility immediately
thereafter. Remember that a current shot record must be included.

PLEASE NOTE THAT FAILURE TO PROVIDE ALL REQUIRED INFORMATION BY THE
DEADLINE THAT IS GIVEN WILL RESULT IN TERMINATION OF SERVICES.



Catholic quth Cente,

Rev. John S. Terry, Director

For the Young & Young at Heart Mr. Mark J. Soprano, Executive Director

Dear Parents and Guardians,

From time to time at the CYC Child Care Center, we take pictures of the
children enrolled for publicity purposes. These pictures will be used for local
newspapers and for the CYC website and publicity materials. There is also the
potential for video to be taken of children for various news stories by local
television stations. Below is the permission slip for your child to appear in the
above mentioned areas.

CHILD’S NAME

Yes, | grant my permission for my child’s photograph to appear
within local newspapers and television stories as well as the CYC website and

publicity materials.

No, | do not grant my permission for my child to appear in any
publicity.

PARENT/GUARDIAN SIGNATURE

36 South Washington Street, Wilkes-Barre, PA 18701
Phone: (570) 823-6121 Fax: (570) 823-0175
www.wyomingvalleycyc.org

of Wyomlng Valley



Parent/Provider fill in this part.

Parents may write immunization dates; health professional should verify and complete all data.

CHILD HEALTH REPORT

(55 PA CODE §§3270.131, 3280.131 AND 3290.131)

CHILD'S NAME: (LAST) (FIRST) PARENT/GUARDIAN:
DATE OF BIRTH: HOME PHONE: ADDRESS:
CHILD CARE FACILITY NAME:

FACILITY PHONE: COUNTY: | WORK PHONE:

[ I authorize the child care staff and my child’s health professional to communicate directly if needed to clarify information on this form about my child.

PARENT'S SIGNATURE:

DO NOT OMIT ANY INFORMATION
This form may be updated by a health professional. Initial and date any new data. The child care facility needs a copy of the form.

HEALTH HISTORY AND MEDICAL INFORMATION PERTINENT TO ROUTINE CHILD CARE AND DIAGNOSIS/TREATMENT IN EMERGENCY (DESCRIBE, IF ANY);
O NONE

DESCRIBE ALL MEDICATION AND ANY SPECIAL DIET THE CHILD RECEIVES AND THE REASON FOR MEDICATION AND SPECIAL DIET. ALL MEDICATIONS A
CHILD RECEIVES SHOULD BE DOCUMENTED IN THE EVENT THE CHILD REQUIRES EMERGENCY MEDICAL CARE. ATTACH ADDITIONAL SHEETS IF NECESSARY.,

00 NONE

CHILD'S ALLERGIES (DESCRIBE, IF ANY):
O NONE

LIST ANY HEALTH PROBLEMS OR SPECIAL NEEDS AND RECOMMENDED TREATMENT/SERVICES. ATTACH ADDITIONAL SHEETS IF NECESSARY TO
DESCRIBE THE PLAN FOR CARE THAT SHOULD BE FOLLOWED FOR THE CHILD, INCLUDING INDICATION OF SPECIAL TRAINING REQUIRED FOR STAFF,
EQUIPMENT AND PROVISION FOR EMERGENCIES.

O NONE

IN YOUR ASSESSMENT, IS THE CHILD ABLE TO PARTICIPATE IN CHILD CARE AND DOES THE CHILD APPEAR TO BE FREE FROM CONTAGIOUS OR

COMMUNICABLE DISEASES?
O YES O NO IF NO, PLEASE EXPLAIN YOUR ANSWER:

HAS THE CHILD RECEIVED ALL AGE APPROPRIATE NOTE BELOW IF THE RESULTS OF VISION, HEARING OR LEAD SCREENINGS WERE ABNORMAL. IF
SCREENINGS LISTED IN THE ROUTINE PREVENTIVE THE SCREENING WAS ABNORMAL, PROVIDE THE DATE THE SCREENING WAS COMPLETED AND
HEALTH CARE SERVICES CURRENTLY RECOMMENDED |INFORMATION ABOUT REFERRALS, IMPLICATIONS OR ACTIONS RECOMMENDED FOR THE CHILD
BY THE AMERICAN ACADEMY OF PEDIATRICS? (SEE CARE FACILITY.

SCHEDULE AT WWW.AAP.ORG)

O YES O NO

VISION (subjective until age 3)

HEARING (subjective until age 4)

LEAD

RECORD DATES OF IMMUNIZATIONS BELOW OR ATTACH A PHOTOCOPY OF THE CHILD’S IMMUNIZATION RECORD

IMMUNIZATIONS DATE DATE DATE DATE DATE COMMENTS

HEP-B

ROTAVIRUS

DTAP/DTP/TD

HIB

PNEUMOCOCCAL

POLIO

INFLUENZA

MMR

VARICELLA

HEP-A

MENINGOCOCCAL

OTHER

'ADDRESS:

MEDICAL CARE PROVIDER: SIGNATURE OF PHYSICIAN, CRNP OR PHYSICIAN’S ASSISTANT

TITLE:
‘| PHONE: LICENSE NUMBER; DATE FORM SIGNED;

CD 51 09/08



Sponsor:
Center:

Child and Adult Care Food Program
Child Enroliment Form (Sample)

ENROLLMENT FORM FOR CHILDREN IN CHILD CARE (SAMPLE)
This document does nat have to be completed for children in Emergency Shetters, Outside School Hours, and/or At-Risk programs. It is recommended to have new

CACFP Annual Enrollment Forms completed each year during the Household Eligibility Application renewal period. Review completed enrollment form and enter the
effective date in lower right hand section.

PARENTS: This institution participates in the Chiid and Adutt Care Food Pr
child{ren). Federal CACFP regulations require all parents and guardians to com
year thereafter. This information will help ensure all children receive appropriate meals during their care.
Please complete all areas to include signing and dating same.

ogram (CACFP) and receives reimbursement to provide more nutritious meals for your
plete a CACFP Annual Enrollment Form when enralling their child{ren) and again every

TIWAES CHILD NORMALLY ATTENDS DURING WEEK
FULL NAME OF ENROLLED CHR® DAYS OF wEEX % -] pe i TIAE OWLE ATTENDS
{nchude Birth Dasejige ATTENDANCE 3000 TREALS ECENED
] ™| TRME am [ pm TIME LIAVES RETURNS
CENTER TO CENTER
FIRST CHILD [0 mownpay
O Tuespay
NAME [0 weDNEsSDAY Yes [JNo | work multiple shifts and child{ren) may be In care different d rs O  BreaxrasT
[ THURSDAY Other: 0O  AM.snack
BIRTH DATE O FRiDAY O wNe
O saTurDAY 0O r.M.snack
AGE 0 sunoay O sueeer
Enroliment Date: Withdrawal Date: O evenna suace
TIMES CHILD MORMALLY ATTENDS DURING WEEK
TIME-IN ! TIE OUF I TIME CHRLD ATTENDS
AL NAME OF ENROLLID OBLD BAYS OF WERK IN 000U
Hnciude Birth Dats/Age ATTEIDANCE £} Soome Tines os Above RIS RerEaD
A [NE 3 R ™E LERVES RETLRNS
CENTER TO CGENTRR
SECOND CHILD {7 same as Above O same Meols as Above
O monpay
NAME O Tuesoar Yes [1MNo i work muitipie shifts and child{ren be in care different O  sreaxrast
) wEDNESDAY Other- O am. snacx
BIRTH DATE O ™urspay O wner
O FrRiDAY O  pm.snack
AGE [J satumpay O  supeer
O sunay Enrofiment Date: Withdrawal Date: O EVENING sNACK
TIMES CHILD HORMALLY ATTENDS DURRNG WEEK
TIME-IM | FIME OUT l TIME CHILD ATTENDS
FULL NAME OF ENROLLED CHRD BAYS OF WESK N SCHOOL MEALS RECEIVED
{inclode Kirth Date/Age ATVSNDANCE L Some Tinies os Above ==
A [ E ] o m ™E LEAVES RETURNS
TO CNTER
THIRO CHILD [ same as Above 00 Some Meols as Above
[J monDaY
NAME 0 ruesoar Yes [INo  lwork shifts and ran) be in care different [0  BAeakFasT
0 wepNESDAY Other: O  AM sNack
BIRTH DATE 0O THursoay O wncH
3 ruoay O  P.M. sNACK
AGE O saturDaY O sureen
O sunoay Enroliment Date: Withdrawal Date: O eveninc suack
TIMES CHILD NORMALLY ATTENDS DURING
FULL NAME OF ENROLLED OLD DAYS OF WEEK IN SCHOOL MEALS RECEVED
(inchsts Birth Detafge ATTENDANCE Same Times as Above
AM P | Tse [ oem T™E LEAVES RETURRS
CENTER TO CENTER
FOURTH CHILD [ some os Above [0 Same Meals os Above
[0 Monpay
NAME 0 Tuespay LJ ves [INo i work multiple shifts and child{ren) may be in care diffarent days/hours O  BReaxrasT
[0 wepnesoay Other: O . AM. shacx
BIRTH DATE O ™urspaY O LN
O rrioay O  P.M.sNACK
AGE 0 saturDaY O supeer
3 sunoay Enroliment Date: Withdrawal Date: O evemnG snack
TIMES CHILD HORMALLY ATTENDS DURING WEEK
TIMEIN TIME OUT TIME CHILD ATTENDS
FULL NAME OF ENADLLED CHRLD DAYS OF WEEX I8 SCHOOL MEALS RECENVED
linchude Birth BatajAge ATTENOANCE Same Tirees os Above
AM M| e am [ TIME LEAVES RETURNS
CENTER TO CENTER
FIFTH CHILD [0 same as Above [0 Some Megls as Above
[0 monDAY
NAME O Tuesoay Yes [INo | work multiple shifts and child(ren] may be in care different days/hours O  8ReaxrasT
O weDNESDAY Other: 0 amsnack
BIRTH DATE O t™uRspaY O  wneH
O rupay O  P.M.snack
AGE [ sATURDAY O sueeer
O sunoay Enroliment Date: Withdrawal Dats: O eveninG suack
Signature

Signature of Parent or Guardion

Date

Telephone Number of Parent or Guardian

CHILD CARE REPRESENTATIVE USE ONLY:
Nome of Representative /Signature Date

The effective date can be made retroactive back to the first day the child participates in the CACFP as long as it occurs in the same month this form is received




This portion of the form can be used to capture multi-year annual updates.

I I I T L I T E T T I T R R SRR R R R R P AL SRR AL Rl Al b 2 Al

222 EEE LS 2]

Annual Time Period Covered by Signature: to

Signature Parent/Guardian Date

Signature Center Administrator/Home Provider Date

I L e R R L r e s E I s I T T r T R T e e L PP RS2SRSS LR RS A2 A R 22 2 B2t B b bt gl
L2 EE L LS T

Annual Time Period Covered by Signature: to

Signature Parent/Guardian Date

Signature Center Admlmstrator/Home Provider Date

AEEEENERERERE IR ESRERE NN RERERNEREER R RO NENE ISR ERERRE RN B LR RN R LR RS EERREER BN SRR R F TR ERRREE R kbR XK
EEEE 23 2 1 3 1]

Annual Time Period Covered by Signature: to

Signature Parent/Guardian Date

Signature Center Administrator/Home Provider Date

FHERENEEE R ISR ERREER DA E N E N OIS KA R LR R E NI EE KRR RO IR E AR R R E R TR RS AR R KRS MR Rk kRN IR kR kA k%
E ST T2 2% L)

Annual Time Perlod Covered by Signature: to

Signature Parent/Guardian Date

Signature Center Administrator/Home Provider Date

EEPRRRE AR EERARREEREE A RN E X AL A BAS DS S PPN P R RS DL N MG SRS HENEAPEUR B AN SR E R E AR R IR RS E R SRR R Gk ok

P kEXEERIE

The U.S. Department of Agricuiture prohibits discrimination against its customers, employees, and applicants for
employment on the bases of race, color, national origin, age, disability, sex, gender identity, religion, reprisal, and
where applicable, political beliefs, marital status, familial or parental status, sexual orientation, or all or part of an
individual’s Income is derived from any public assistance program, or protected genetic information in employment or
in any program or activity conducted or funded by the Department. (Not all prohibited bases will apply to all

programs and/or employment activities.)

If you wish to file a Civﬂkinhtumcmm wmpblmdfdbafnﬂmﬂm complmm USDA Program Discrimination

: ; ] st.htmi, or at any USDA offfice, or cail
(866) 632-9992 to request the form. You mayalso wdnakﬂerwnminhrgaﬂofthemfomaﬂonmsndin the
form. Send your completed complaint form or letter to us by mail at U.S. Department of Agriculture, Director, Office
of Adjudication, 1400 Independence Avenue, S.W., Washington, D.C. 20250-9410, by fax (202) 690-7442 or email at

program.intake®usda.gov.

Individuals who are deaf, hard of hearing or have speech disabilities may contact USDA through the Federal Relay
Service at (800)877-8339; or (800) 845-6136 (Spanish).

USDA is an equal opportunity provider and employer.



Child and Adult Care Food Program
Chlild Care Center Meal Benefit income Eligibility Form

Part 1. All Household Members
Check if a foster child (the legal

responsibility of a weifare agency or

Names of Enrolied Child(ren) court)
(First, Middle Initial, Last) * If st children Listed below are foster Check
children, skip to Part 5 to sign this form. if NO income

-

[
] -
]

Part 2. Benefits: If any member of your household received [State SNAP], [FDPIR], or [State TANF cash assistance),
provide the neme and case number for the person who receives benefits. if no one recelves these benefits, sidp to part 3.
NAME: GASENUIABER:____-______,_______

Names of all Household Members (First, Middle initial, Last)

Paﬂ&ﬂmydﬂidyounapplylngforhhomdm.niamunmmy,dnokm:ppmpﬁateboxandcaiwqurmm
director, Homeless Lialson, Migrant Coordinator at Phone #f Homeless O Migrant O RunawayQ

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

A. Name (List only househoid B. Gross Income and how often it was received

members with incoms)
1. Eamnings from work | 2. Welfare, chikl support, | 3. Pensions, retirement, 4. Ali Other income
before deductions dlirmony Social Security, SSI, VA

benefits

JmSnfim $200/weekdy  |$150Awice a month _ $100/monthly $_ /
$ / $ / $ / $ /
S / $ ] $ / $ /
$ / $ / $ / $ ¥
$ / $ J $ / $ /
$ / $ !/ ) / $ /

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

An adutt househoid member must sign this form. If Part 4 is completed, the aduit signing the form must also list the last
iourdigluofhhorhorSochlSocurRyNwﬂborormatﬂu'ldonothtwaSodalSomﬁtyHumbor’box.(See
Privacy Act Statement on the back of this page.)

/wwmamn»ﬂmmmmnmmm«dmnmd. 1 understand that the center or dey cere home
will get Federal funds based on the information | give. | understand that CACFP officials may verify the information. |
mmnwmmm,mmmmmmymmmm,andrmay
be prosecuted.

Sign Here: Print Name: Date:
Address: Chty: State: Zip Code:
Phone Number-

Last four digits of Soclal Security Number: _* * *_ » =*_ __ Q01 do not have a Social Security Number




Part 6. Participant’s ethnic and racial identities (optional)
Mark one ethnic identity: Mark one or more racial identities:

QO Hispanic or Latino J Asian {J American Indian or Alaska Native
Q2 Not Hispanic or Latino O White Q Native Hawaiian or Other Pactfic islander
QO Biack or African American

Don't flll out this part. This Is for official use only.
Annual Inoome Conversion: Weelkly x 52, Every 2 Weeks x 28, Twice A Month x 24, Monthly x 12

Total Income: Per: 1 Week, [ Every 2 Weeks, O Twice A Month, O Month, O Yeer Household size:
Efigibility: Eligiblity: Free Reduced Denied (Paid)_ Date Withdrawn:

Reason for Denled: =

Determining Officiel's Signature: Deate:

Confirming Official’s Signature: a:

The participant in the day Y.
care feclity may quelily for Huuuh:ldm ﬁﬂs
free or reduced price meals If 5
your household income falls 2 wﬁ
within the limits on this 3 ”7,’67
chart. r $44,863
5 %:m
6 rm
7 $67,951
8 $75,647
Each additional person +$7,696

Privacy Act Statement: The Richard B. Russef! National Schoal Lunch Act requires the information on this application.
You do not have to give the information, but if you do not, we cannot approve the participant for free or reduced price
meals. You must include the last four digits of the Social Security Number of the adult household member who signs the
appiication. The Social Security Number is not required when you apply on behalf of a foster child or you fist 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 efigible for free or reduced price meals, and for
administration and enforcement of the Program.

Non-discrimination Statement: This explains what 10 do ¥ you believe you have been treated unisirly. “in accordance
with Federal Law and U.S. Depariment of Agricuiture policy, this institution is prohibited from discriminating on the basis
of race, color, national origin, sex, age, or disability. Te file a complaint of discrimination, write USDA, Director, Office of
Adjudication, 1400 Independence Avenue, SW, Washington, D.C. 20250-8410 or call toll free (866) 632-9992 (Voice).

Individuals who are hearing impaired or have speech disabilities may contact USDA through the Federal Relay Service
at (800) 877-8339; or (800) 845-6136 (Spanish). USDA Is an equal opportunity provider and employer.”




Instructions For Completing the CACFP
Child Care Center Meal Benefit Income Eligibliity Form

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

Part 1: List all enrolled children and household members.

Part 2: List the case number for any household members (including adults) receiving State SNAP or State
TANF or FDPIR benefits.

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 8: Answer this question if you choose.

FOSTER CHILDREN HOUSEHOLDS, will follow these instructions:

A Meal Benefit Form is not required to be completed. Contact the center at [insert sponsor telephone
number]; OR
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 incomne,
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 a case number, skip this part.
Part 3: Hanydﬂdymmmplyhgbrhhonnha,nﬂymtmammy,dmdcﬂnappmpﬂaﬁaboxam
mawm.hmmm,mammm.nmﬁpmm
Part 4: Follow these instructions to report total household income for this month or last month.
cmmA-m:mmmmmwmofmmmmmhommmm
income and expenses, related or not (such as grandparents, other relatives, or friends who live with you)
with income. Indudeywmdfarldaﬂdﬂdranhdngﬂmynu.mmmaplwﬂyou need to.
Column B - Gross Income and How Often it was Recelved: For each household member, list each type
of income received for the 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 eamed before
taxes and other deductions. You should be able to find it on your stub or your boss can tell you.
Bon:Llstﬂwammmpersongotformenmmmmweﬂam,mﬂdwppon, 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, FDPIR, WIC or Federal
education benefits. If you are in the Military Housing Privatization Initiative or get combat pay, do not
include this housing allowance as income.
Part 5: Adutt household member must sign the form and list the last four digits of the Social Security Number
or mark the box if she/he doesn'’t have one.

Part 6: Answer this question 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 for 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 to.
Column B - Gross income and How Often it was Received: For each household member, list each type
of income recsived for the month. You must tefl 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 eamed before

taxes and other deductions. You shouid be able to find it on your stub or your boss can tell you.
Box 2: List the amount sach person got for the month from welfare, child support, alimony.
Box 3: List retirement, Social Security, Supplemental Secuiity Income (8S1), Veteran's (VA) benefits,
disabiiity 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 househoid, and any other income.
For ONLY the seif-employed, report income after expenses in Box 1. Box 4 is for your business, farm
or rental property. Do not include income from SNAP, FDPIR, WIC or Federal education benefits. if
you are in the Military Housing Privatization Initiative or get combat pay, do not include this housing
allowance as income.

Part §: Aduit household member must sign the form and list the last four digits of the Social Security Number
or mark the box i she/he doesn't have one.

Part 6: Answer this question ¥ 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.




