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CACFP MEAL BENEFIT INCOME ELIGIBILITY FORM (Child Care)
Part 1. All Household Mambers

CHECK IF A FOSTER CHILD (THE
LEGAL RESPONSIBILITY OF A
WELFARE AGENCY OR COURT)
CHECK IF | «|F ALL CHILDREN LISTED BELOW
* | Names of all household members ENROLLED | ARE FOSTER CHILDREN, SKIP TO CHECK IF
(First, Middle Initial, Last) CHl[_.D PART 5 TO SIGN THIS FORM. NO INCOME
] L] L]
) J L]
Ll [ 0
0. O ]
0 O [
0 [ )
0 ] O

Part 2. Benefits: If any member of your household receives SNAP, TANF, or FDPIR, provide the name and eligibility number for
the person who receives benefits. if no one receives these benefits, skip to part 4.

NAME: ELIGIBILITY NUMBER: __, . e
"SNAP or TANF numbar must be tha 8 or 9 dig/t EDG# assigned by HHSC.

Part 3. (Applies only to parentsiguardians with children enrolled in a day care home) If any member of your household raceives
benefits hsted on the enclosed List of Ehgible Federal/State Funded Programs (H1660), provide the name of the program and
ehgibility numbar: MAME ELIGIBILITY NUMBER:

Check here if no eligibility number [J
Part 4. Total Household Gross Income—You must tell us how much and how oftan

B. Gross income and how often it was received
Note: Self-employed report income after expenses in box 1
1. Eamings from work  |2. Welfare, child support, | 3. Pensions, retirement, | 4. All Other Income
before deductions alimany Social Security, SSI,
VA benefits
i i i i
A. Name 2 z = =
(List only household members %- B E £ *E g = E £ f ERN E g § g o E £ ‘§
with income) IRRER $2ix386 $2x5% $Ex 35
Example: Jane Smith $ 200 AO00ODO0|$ 150 OOMO0|$_100 DOORADO[s_100 OOMO0
$ ooooo|s Doooos oopoaO|s ooooo
$ oooog|s Boooaols EIEIDI:IE]E_ goooo
$ oooon|s OoO000)s DO0OO0O;|s ooooao
$ ooDOooo|s Ooooocols DOO0O0O;}s oooon
$ agpooofs oo0Oo0o0o|s 00000l s o00oaa

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

An adult household 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 I do not have a Social Security Number” box. (See Privacy Act Statement on
the next page.)}

| certify that all 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 fose the meal benefits, and | may be prosecuted

Sign here: Print name:

Date:

Address: Phone Number:

City: State: Zip Code:

Last four digits of Social Security Number: > -+ *-_  _ _  Bldonothave a Social Security Number
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CACFP STUDENT ENROLLMENT CM-1500

MiMi's Creative KidS, LLC participates in the Child and Adutt Care Food Program (CACFP) and receives reimbursement to
provide more nutritious meals for your child{ren). Federal CACFP regulations require all

parents or guardians to annually review and make changes to enroliment data.
CHILD INFORMATICN
Center Enroll Date / / Ethnic Identity (Check One)
| Hispanic or Latino .
Child's First Name | Mat Hispanic or Latine 3 L,
, a ||
Child’s Last Name Racial Identity (Check all that apply) | o
S White N |
Child’s Birth Date / / ] Black or African American g
American Indian / Alaskan Native tg
Normal Days in Care P T W TH r 5A g1 Asian o :
;'_:“"o""‘x’" s _!| Native Hawaiian / Olher Pacific Islander | Q. 2 .
. X @ 0 =
Normal Hours in Care Al ! = = 0
*Center's Hours of Cperation P it I Gender E g s
5:30 AM - 6.30 PM ~1Mate o B g
Meals/Snacks Child Receives HRK  AMS  tUMN  PRIS  SUP FVs | Fernale _E_ u
*Muals/Snacks Served at Centar § &
BAK,LUN PMS
Center Enroll Date / / ’ Ethnic ldentity (Check One)
Hispanic or Latino 5>
Child’s First Name Not Hispanic or Latino Z L
o
Child's Last Name Racial Identity (Check all that apply) |4 -
, White =
Child’s Birth Date / / Black or African American g
_ American Indian / Alaskan Native %‘
Normal Days in Care M7 W TH F SA SU Asian o
“enter Bpersianalert "~ Native Hawaiian / Other Pacific Islander | O 2
00 g - fa g1
Normal Hours in Care . AV w s O
*Canter’s Haurs of Operatas: P “3' | Gender [ g
5.30 AM - 630 PM Male o E
Meals/Snacks Child Receives ERK  AMS  LUM  PMS SUP EVS ™ Female £ U
*Mealy/Snacky Served at Cantar i § é
BAK,LUN,PMS
Center Enroll Date / / Ethnic [dentity {Check One)
"~ Hispanic or Latino 5 l
Child's First Name Not Hispanic or Latino i'
z L,
Child's Last Name Racial Identity (Check all that apply) | % |
i _ | White pot T
Child's Birth Date / / Black or African American o I
American Indian / Alaskan Nalive g
Normal Days in Care ¥ T W TH F SA sy | Asian o
Canter Openional Qayy Native Hawaiian / Other Pacific Islander | & g
Normal Hours in Care AN AV o o B
*Canter's Haurs of Operation P o8 | Gender - 2 =
5:30 AM - 6.30 PM Male 7y B E
Meals/Snacks Child Receives ERx  AMS  LUN  PMIS  SUP EVS Female 2 u
*Maals/Snacks Served at Center E &
BRK,LUN,PMS +4
PARENT / GUARDIAN INFORMATION
| certify the information on this form is trus and correct to the best of my knowledge Parent First Name
and that | have received access to WIC and CACFP literature within the last 12 manths.
Paront Last Name |
Signature Dato Cali Phona

SITE / 3PONSOR USE oMLY

Nor = Dhachminahon Statement k )

in accordance wiih federal cvd nghts inw and U 3. Department of AgricyBtuce (USDA] covd nghts regriatons and pokcien, e LY kom g on tha basm of race. color natonal ongn, sex |n¢mummmmu¢-m-l
enentabon}), mmm-nw-dwnﬂlamhmuaﬂmm Program nfgrmalon mey be made svadable n languages othar than Englah Pmmm wha requse masns of 1o obtasn program
nlermason (0.3. Beadie large poni Sign L ). should contact the responsbia state o local agency that adrwusters the program or USOAY TARGET mmumz) T20-2600 {yosew and TTY) or contact USOA through the
Frderst Arlay Semnce at mm 0779339 To te 8 program s C hould & Form AD-332F. L. or b W Form whech can be obtaned online st
hiipre iivewwiusda JSDA-DASCA%20# -Complaml-F orm-0500-0002-508-11.28-1 TFazZMad 3ff, rum mny USTA ofica by caling (B65) 612-2992. or by wribng & letler addresssd to USDA. The lefter must contan the
complmnants narme address. telephone numbed and a wiitten descripton of the alleged dscnminatory acten i sufMoent detsd o inform he Asststant Secretary for Cvil Raghts (ASCR) about the naburs and date of an aleged cvil nighty viclstion. The

completed AD-1027 form. or lelter must be submetled to USDA by (1) mad: U 5. Depastment of Agnculture OfSce of the Azsstant Secretary ke Civé Reghis. 1400 Independencs Avenue. SW, Wisslungton O C.20250-9410. (2] fax (202) 890-T442 o (3]
emnal progmmmiskeBuada gav. The matitution 1 an wqual apporunty provnder




Center Nama

Infant Declaration Form: MiMi's Creative Kids, LLC

INSTRUCTIONS TO PARENTS:

Complete BOTH sections on this form. Sign and date where indicated. Submit to child care provider.

) Section 1

Infant's Name Birth Date: / !

Parent's Name

My child is allergic to the following foods:
(A Doctor's note is required for any foods that cannot be substituted within the same food group.)

) Section 2

Your child care provider offers the following infant formula{s}:

Parent Declaration - Sefect only ONE of the following options.

[l:l CENTER will provide ALL meal components for infant named above. ]
or
[[:I PARENT will provide ALL meal components for infant named above. ]
or
ﬁ BOTH PARENT and CENTER will provide meal components for infant named above, )
as indicated below.
05 611
Months  Months
Ocenter or O Parent will provide Iron Fortified infant Formula / Breast Milk [l ]
Infant Formula Brand Name
OCenter or OParent will provide Iron Fortified Infant Cereal D
Ocenter or OParent will provide Infant Fruits/Vegetables |:|
Qcenter or O Parent will provide infant Meats ]
Ocenter or QO Parent will provide Crusty Bread/Crackers H

*** This form must be updated and submitted any time there is a change in Section 2.

| understand that once my infant child turns 6 months of age, it is my responsibility to notify the child

care center director as to any limitations of solid foods that my infant child is not developmentally ready
to receive.

( ) = { /
Parent Signature Parent Phone Number Date

*Please include your phone number so our CACFP Sponsor can contact you if they have any questions.
For Sponsor Use Only

10F 10-2C24




30 Day Solid Foods Infant Waiver (for 6 — 11 month old infant):

Child Care Center Name

Attention Parent:

s Please Complete Both Sections and Sign & Date Form
e Then Give This Form Back To The Child Care Director

Infant's Name Birth Date / {

Parent’'s Name

PARENT WAIVER REQUEST:

1 have notified the child care center that my 6 — 11 month old infant child is not
ready to receive the following meal components: |
]  iron Fortified Infant Cereal

D Infant Fruits/Vegetables

D Infant Meats and Meat Alternates

[0 Infant Breads/Grains

Circle the Age Month This Waiver Is For (circle only one month per waiver request)

6t Month 7" Month 8th Month gth Month 10" Month 11t Month

Parent Signature Date

ATTENTION CENTER/PROVIDER:

1. Have the parent complete this form and sign & data it.
2. Fax this form to your Account Rep upon completion by parent.




