HOUSEHOLD LETTER

Dear Parent or Guardian:

Please Help ds comiply With tha reqilifemetits of tReiUnitéd States Departmient of Agifcultire's Child and Adtit'c
through the Ohio Departmen of Education by complefing the attached incame Eligibility Application for free and liiced p s ) wifl b
treated with strict corfidentiality. The CACFP allows our center 1o recaive reimbursement for meals served to eligible children in.our program.- The completion
ef the Income ENigibifity Application is optisnal: Complete thee appiication.on the reversé side usingthe instructions bejow for your type of househald 7 500
Househotds with ingomes legs than or. equal te the reddced price values are eligible for free'meal benefits.- An application must cantair complete infarmation to
“ie considered for free or reduced price medls. Houssholds ars no fonger. required to report changes regarding the increase or decrease of income ar-: .

‘household stz or when the household is no longer certified efigible for Faod Assistance or Ghio Works First (OWF).: Once properly approved for free of

reduced price benefits, a housetold wili remain eligible for these benefits for a period. not to exceed 12 months. During periods of unemployment, your. -
clifld(ren) is eligible for méal reimblrsement provided the |oss of income during this time caises the family to be within eligibility standards formeals. in. 0
operation of the CACFP, no person will be discriminated against becaiise of race, colof. nationat origin, sex, age ‘or disabilty §226 23(e)(2)v). We have - .
incuded infarmation about free:medical benefits thraligh Ohio's Heaithy, Start & Healthy Families programs, & ««-.- 0.0 - oo
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 housebold (except foster childreny may be listed on the
same application.

b)  List their age and birthday. . -

PART 2 - HOUSEHOLDS RECEIVING FOOD ASSISTANCES OR OWF: COMPLETE THIS PART AND PART 5 — If a child is a member of a Food
Assistance or OWF household, the child is automatically eligibie to receive free GACFP benafits subject to application completion.

a) Circle the type of benefit receiving, .

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

¢}  Signthe application in PART 5. An adult household member must sign,

SKIP PART 3 - Do not Est 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 5

a) Write the names of all household members inciuding yourself and the child{ren) that altends the child care center, whether they receive income or
not. A hoeusehold is defined as a group of related or unrelated individuals who are fiving as one economic uni that share housing and/or significant
income and expenses of iis members. Aftach another piece of paper if you need mere space 1o st afl household members,

b) income is any money received on a recurring basis, including gross earned income. Write the amount of income each household member received
the previous month, before taxes or anything else is taken out, in the apprapriate column. If any amount during the previous month was more or less
than usual, write that person's usual monthly income. To calcuiate household income paid on different schedules, use these income conversions:
Weekly X52, Bi-weekly X268, Semi-monthly X24 and Monthly X12. Examples of household sources of income may include: Earnings from work such
as wages, salaries, tips, strike benefits, unempioyment compensation, worker's compensation, net income from self-owned business or farm; welfare,
public assisiance, child support payments, and alimony; pensions, retirement incame, secial security, veteran’s payments, or supplementat security
income; other income such as disability benefits, cash withdrawn from savings, interesdividends, income from estatesftrusts/investmenis, regular
contributions from persons not living in the household, net royalties/annuities, net rental income, or other income.

¢)  An adult household member must sign the application and give his/her social security number (85#) or indicate that they do not have a S5#
in PART 5.

PART 4 - HOUSEHOLDS WITH A FOSTER CHILD: COMPLETE THIS PART AND PART 5 — In certain cases, foster children are eligible for free or
reduced price meals regardiess of the income of the household with whom they reside. I you are completing the application for a foster 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 court Complete 2
separate application for each foster child.

a)  List the foster child’s monthly “perscnal use” income. Write “0” if the fosier child does not recelve ‘personal use” income,

b)  An adult member of the foster home or case worker must sign the application in PART 5.

¢} A sccial security number is not needed for the foster child's application.

‘Personal use” income is: (1) money given by the welfare office identified by categery for the child’s personal use, such as for ¢lothing, schaol fees, and

allowances; and (2) ali other money the child receives, such as meney from hisfher family and money from the child's full-time or reguiar part-time jobs.

PART 5— SIGNATURE AND SOCIAL SECURITY NUMBER: ALL HOUSEHOLDS COMPLETE THIS PART '

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

b}  An application that lists monthly income must have the sogial security number of the aduit who signs. I the adult does not have a soclal security
number, write "none” or something else to show that the adull does not have z social security number. If you listed a Food Assistance or OWF
number for each child or if you are applying for a foster ¢hild, a social security number is not needed.

PART 6 ~ RACIALIETHNIC IDENTITY — OPTIONAL
You are nol required to answer this question to be eligibie to get free or reduced price meals. This information is coliected to make sure that everyone 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

Families with children eligible for free or reduced price meals may be eligible for FREE health care coverage through Ohic's Healthy Start & Healthy Families
programs. These programs include coverage for doctor visits, immunizations, physicals, prescriptions, dental, vision, menial heaith, substance abuse and
maore. Please call 1-800-324-8680 for more information or to request an application. Information can also be found on the web at
http://ffs.ohio.gov/OHP/beps/FactSheets/hshf.pdf “Note: If you have an Ohio Medicaid Card, you are already gelting these services.

NON-DISCRIMINATION STATEMENT: *In accordance with Federal law and U.S. Department of Agriculture policy, this institution is prohibited from
discriminating on the basis of race, color, natienal origin, gender, age or disabifity. To file a compiaint of discrimination, write USDA, Director, Office of Civil
Rights, 1400 Independence Avenug, SW, Washington, D.C. 20250-9410 or call 800-785-3272 or 202-720-6382 (voice and TTY). LSDA is an equal opporfunity
provider and empioyer.
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CHILD AND ADULT CARE FOOD PROGRAM: CHILD CARE COMPONENT
INCOME ELIGIBILITY APPLICATION FOR FREE AND REDUCED PRICE MEALS FY2011

FY2010 — FY2011 INSTRUCTIONS: To apply for free and reduced price maals, read the Household Letier and instructions on backside of this form,
Compiete 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 enforcemant agencies. Parents/guardians are not required to consent to this disclosure, Part 7 is to be compieted by all households.
Part 2 is to be used only for a child living in a household receiving Food Assistance or Ohio Warks First (OWF) benefits. Parf 3is oniy for children NOT
receiving Food Assistance or OWF benefits, Part 4 is o be compieted for foster children,
* Asterisks indicate information that must be completed. Form must be updated annually and is valid for only 12 montr_is.

IR N AR AL AT I T S oo 4 PART 2 - LIST EAGH CHILD'S FOODFASSISTANCE iOR |
PART 1 - PRINTINFORMATION FOR ALL CHILDREN ENROLLED AT CENTER 70 B GWE CASE NUMBER, IF ANY.. A VALID CASE." S
ERRE RS : LR e 7] ‘NUMBER CONTAINS 10-0R 12 DIGITS. DO NOT USE

SWAPE CARD NEMBER,

FCHILE(REN) NAME AGE™ BIRTH DATE” Circle type of benefit FOOD ASSISTANCE OR QWF

1 CASE NUMBER:
CASE NUMBER:
CASE NUMBER:
CASE NUMBER:

mipicted L

ly (every 2 weeks) X268, Semi-monihlg} “(.iwice a month) X24, Monthty X12.

income Conversion: Weekly x 52, Bi-week

*LIST NAMES OF ALL HOUSEHOLD MEMBERS INCLUDING *Gross MONTHLY Earnings FMONTHLY TWMONTHLY TANY OTHER
CHILDREN LISTED ABOVE IN PART 1 {before deductibies) Welfare Pensions, MONTHLY
Payments, Ghild Retirement. Soctal ineome
Job 1 Job 2 Support, Alimony ) Security
1. 3 $ ¥ 5 $
2. $ $ 8 $ b
3. % $ 8 $ $
4. 3 £ $ $ b
8. $ $ $ 5 $
PART4-FOST nonthy persona use incore. Enter “0° f none.

- PART 5 — SIGNATURE AND SOCIAL SECURITY NUMBER: | certify that fhe anove information is true and correct and that incame is-reported. |° 1
“understand that this informiation s being given.forreceipt of federal furids; that program officials may verify the information.on the application; and that -
- deliberate misrepresentation of the irformation may: subject me to prosecuiion under appiicable state and federal criminal statites, & S

* * *

SIGNATURE OF ADULT HOUSEHOLD MEMBER DATE

SOCIAL SECURITY NUMBER {S8N) Required only for Part 3)
Write “None” if adult signer doesn't have a 33N.

Work Phone Number:

Print Name;
Street / Apt:

Daylime Phone Number:
City / State / Zip:

: DENTITY (Optional). Please check of y diren).
American Indian or Alaska Native Asian Black or African American
Native Hawailan or Other PacHfic islander White Other

Please mark one of the foilowing ethnic entities: o Hispanic or Lating i Not Hispanic or Latino

Privacy Act Statement: Section § of the National School Lunch Act (NSLA) requires thal, uniess your child's Food Assistance or OWF case number is provided,
you must include the social security number of the acult household member signing the application or indicate that the household member does not have a
soclal 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 & number, the application cannot be approved, This notice must be brought to the attention of the household member whose social
security number is disclosed. The social security number may be used to identify the household member in carrying out effors to verify the correctness of
information stated on the application or shared with other persons directly connected with the administration or enforcement of the program under the NSLA or
Child Nutrition Act of 1966 to determine program efigibility. These verification efforls may be carried out through program reviews, audits, and investigations and
may inciutie contacting employers to determine income, contacting a Food Assistance or welfare office to determine current certification for receipt of Food
Assistances or OWF benefits, contacting the state employment security office to determine the amount of benefits received and checking the decumentation
produced by househoid members to prove the amount of income received. These efforts may result in a loss or reduction of benefits, adminisirative claims or
legal action if incorrect information is reported. State Distribution: Week of 8/16/10

FOR CENTER USE ONLY

o Free o Food AssistancesfOWF
Zero Income Total from Part 3, if applicabie: r Foster Child
o Household Size & Income
Temporary Free Approval Until: Total Household Size o Reduced
o Paid Reasor:
Must be reviewed again in 45 days, Total Monthiy Income 3 o income Too High o Invalid
o incomplete
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USDA
INCOME ELIGIBILITY GUIDELINES
FY2011 :
Effective July 1, 2010 through June 30, 2011
(Extended from FY2010)

Households with total incomes less than or equal to the values below |
are eligible for free or reduced-price meals. '

FREE - 130% REDUCED ~ 185%

TWICE : EVERY
HOUSEHOLD PER TWO

SIZE ANNUAL | MONTHLY | MONTH WEEKLY ANNUAL | MONTHLY WEEKS WEEKLY §

For each
additional
family

i member, add

INCOME CONVERSION: Weekly Income by 52
Bi-weekly Income (received every two weeks) by 26

Semi-monthly Income (received twice a month) by 24
Monthty Income by 12

THIS CHART IS TO BE USED BY INSTITUTIONS, SCHOOLS, CENTERS AND SPONSORING
ORGANIZATIONS TO APPROVE AND CATEGORIZE COMPLETE INCOME ELIGIBILITY
APPLICATIONS FOR FREE AND REDUCED-PRICE MEALS.
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