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Little Ras-kel’s DATE:

I signvthat T have read the parent

. Handbook and have had the
opportunity to-ask questions. I agree
to-follow all the rules and policies
put inplace by little Ras-kels. I alw
agree that myself and little Ras-kels
. will give a 2 -week notice of any

change of rule, policy, ov schedule;
" up to termination of care:. I also-

" I choose to-puldl ny chiddren from the
progran.
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Little Ras-kel’s DATE:

I understand that my child (children)

Are enrolled for childcare at Little Ras-kel’s Playhouse and/or Little Ras-kel’s Learning Center. |
understand that a $25 enroliment fee is due the time of this enrollment to guarantee a spot for
my child(children). | agree that care will start on: (date and time). If | for any
reason decide not t start on the date above or choose to withdraw my child from this program |
understand that | must give a two-week notice or pay for two weeks of care. | also agree on the
rate of: for all of my children. | agree that if my children receive CCDF
subsidy it is my responsibility to clock my children in appropriately and if | fail to do so | will be
responsible for the full amount | have agreed plus the amount of my current subsidy. | also
agree that if clock my children in late for this subsidy | will be charged $50 a week per child if it
results in a discrepancy. | understand this is because a discrepancy could delay payment to my
childcare provider. | agree that | will be held responsible for any payment that may not be
recovered. Any hours beyond my scheduled care will be considers drop in care of $40 a day or
$7 an hour. | also understand if my child is not picked up by 5:30 pm unless otherwise agreed
upon or before 5am unless otherwise agreed upon | will be charged $1 a minute in addition to
the drop-in rate for that day. | understand that if the facility is authorized to open at 5am they
are not able to let my child in before then. Lastly, | agree that if | am late on a payment | will be
charged $10 for every day late. | understand that id this facility decided to go into a payment
agreement in addition to this one at any time and | default these charges could be applied back
to the first payment missed.

Any additional agreed upon payment agreement:

Parents signature: date:

If applicable:

Subsidy amt: child: Copay: overage:
Subsidy amt: child: Copay: overage:
Subsidy amt: child: Copay: overage:
Subsidy amt: child: Copay: overage:
Total voucher subsidy. parent’s name:

expiration date: Copay listed: overage listed:

agreed weekly payment:

Recreated on July 2, 2018 By: Brooke Johnson
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LICENSED CHILD CARE CENTER / HOME CONSENT
i3 s&mmmn—oﬂnmm

To: Parents of licensed child care programs in indiana

Subject: Your child’s birth certificate and ficensed child care progfams

Ind’aracwe12—172—2-1(8}rémnreseachcmdcarecemerord\i!dmre home to record proof of a child's daﬁevafbirthbere acceptil
the child for care. Adid’Sdateofbirm:naybeprovenbymechid’sorigknibidhwrﬁﬁceteommerreﬁablepmdcfme Ehild

buﬂ\,vk:duﬁngadmiammedmwiﬁofam certificate. Refusing toshare this information may result in your child's gxclusion fic
a licensed child care program. stmhguzebh-mcemﬁcateinfonnaﬁonisNo‘ropﬁonai;signmgmebemwisyourdm band does
inpactyaxmafdﬁmfacﬂiies i

Thfsporﬁonislobekeptonﬂeatmelicemeddﬁdmpmgram.

{ give my permission for toreportthename date of b

name of od child care progresm

of my child or children to the Division of Family Resources pursuant ta IC 12-17.2-2-15.

Nawe of child Date of irth (month, dzy, year} §

Name of child Date of birth (monih, day, yeer) §

Name of Ghiid Tats of Bt (mrorth, day, yean) §

Name of child Date of bisth {month, day, year] §

Signature of parent, guardian, or custodian ‘Date signed (monif, day, year}
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Little Ras-kel's Learning Center

Dear Parent/Guardian:

This letter is intended for parents or guardians of children enrolied in a child care center. Litte Ras-kel's offers
healthy meals to all enrolled children as part of our participation in the U.S. Department of Agriculture’s (USDA) Child
and Adult Care Food Program (CACFP). The CACFP provides reimbursements for healthy meals and snacks served
to children enrolled in child care. Please help us comply with the requirements of the CAGFP by completing the
attached Application for Free and Reduced Price Meals. In addition, by filling out this form, we will be able to
determine if your child(ren) qualifies for free or reduced price meals.

1. Dol need to fill out a Meal Benefit Form for each of my children in day care? You may complete and submit
one CACFP Meal Benefit income Eligibility Form for all children enrolled in child care in your househoid only if
the children in child care are enrolled in the same center. We cannot approve a form that is not complete, so be
sure to read the instructions carefully and fill out all required information. Return the completed form to: Little
Ras-kel’s Learning Center 1121 N Main st Monticello, IN 47960 574-297-5053

2. Who can get free meals without providing income information? Children in households getting Supplemental Nutrition
Assistance Program (SNAP) (formerly Food Stamps) or Temporary Assistance for Needy Families (TANF) can
get free meals. Foster children and children enrolled in Head Start are also eligible for free meals. Children in
households participating in WiC may be eligible for free meals.

3. Who can get reduced price meals? Your children can get low cost meals if your household income is within the reduced
price limits on the Federal Income Chart, shown on the application. Children in households participating in WIC may be eligible
for reduced price meals.

4. May I fill out a form if someone in my household is not a U.S. citizen? Yes. You or your children do not have
to be U.S. citizens to qualify for meal benefits offered at the child care center.

5. Who should | include as members of my household? You must include all people in your household (such_as
grandparents, other relatives, or friends who live with you). You must include yourself and all children who live
with you. You also may include foster children who live with you.

6. How do I report income information and changes in employment status? The income you report must be
the total gross income listed by source for each household member received last month. If last month’s income
does not accurately reflect your circumstances, you may provide a projection of your monthly income. If no
significant change has occurred, you may use last month’s income as a basis to make this projection. If your
household's income is equal to or less than the amounts indicated for your household’s size on the attached
Income Chart, the center will receive a higher level of reimbursement. Once properly approved for free or
reduced price benefits, whether through income or by providing a current SNAP or TANF case number, you will
remain eligible for those benefits for 12 months. You should notify us, however, if you or someone in your

household becomes unemployed and the loss of income causes your household income to be within the
eligibility standards.

7. What if my income is not always the same? List the amount that you normally get. For example, if you
normally get $1000 each month, but you missed some work last month and only got $900, put down that you get
$1000 per month. If you normally get overtime, include it, but not if you only get it sometimes.

8. What if I have foster children? Foster children that are under the legal responsibility of a foster care
agency or court are eligible for free meals. Any foster child in the household is eligible for free meals
regardless of income. Households may include foster children on the Meal Benefit Form, but are not
required to include payments received for the foster child as income. Households wishing to apply for such
benefits for foster children should contact: Little Ras-kel’s Learning Center 1121 N Main st Monticello, IN
47960 574-297-5053

9. We are in the military, do we include our housing and supplemental allowances as income? If your
housing is part of the Military Housing Privatization Initiative and you receive the Family Subsistence

must be included in your gross income.

In the operation of child feeding programs, no person will be discriminated against because of race, color, national
origin, sex, age or disability.

If you have other questions or need help, call765-491-1873

Sincerely,
Brooke Johnson

NON PRICING HOUSEHOLD LETTER ~ CHILD CARE MAY 2017
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INSTRUCTIONS FOR COMPLETING THE CACFP
APPLICATION FOR FREE AND REDUCED PRICE MEALS (Child Care)

% y
) W

Follow these instructions, if your household gets SNAP OR TANF:

Part 1: List all household members and birth dates for children.

Part 2: List the case number for any household member (including adults) receiving Food Stamps or TANF.

Part 3: Skip this part.

Part 4: Skip this part.

Part 5: Sign the form and enter the contact information. The last four digits of a Social Security Number are
not necessary.

Part 6: Sign this part it you do not want your application information shared with Medicaid or Hoosier
Healthwise.

| Part 7: Answer this question if you choose.

If you are applying on behalf of a FOSTER CHILD, follow these instructions:
if all children you are applying for are foster children, or if you are only applying for benefits for the foster child:

Part 1: List all foster children. Check the box indicating that the child is a foster child.

Part 2: Skip this part.

Part 3: Skip this part.

Part 4: Skip this part.

Part 5: Sign the form and complete the contact information. A Social Security Number is not necessary.

Part 6: Sign this part it you do not want your application information shared with Medicaid or Hoosier
Healthwise.’

Part 7: Answer this question if you choose.

If some of the children in the household are foster children.
—=x10¢ ol the children in the household are foster children.

| Part 1: List all household members. For any person, including children, with no income, 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: If any child you are applying for is homeless, migrant, or a runaway check the appropriate box and call

[sponsor contact and phone number]. If not, skip this part.

| Part 4: Follow these instructions to report total household income from this month or last month:

Section A ~ Name: List only the first and last name of each person living in your household with income,
[related or not (such as grandparents, other relatives, or friends who live with you). Include yourself and all
\children living with you. Attach another sheet of paper if you need to.

'Section B - Gross Income and How Often it was Received: 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.

In Box 1 - list the gross income, not the take-home pay. Gross income is the amount earned before taxes
and other deductions. You should be able to find it on your stub or your boss can tell you.

n Box 2 - list the amount each person got from the month from welfare, child support, alimony.

In Box 3 - list retirement, Social Security, Supplemental Security Income (SSI), Veteran’s benefits (VA
benefits), disability benefits.

n 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, under Earnings From Work, report income after expenses. This 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.

]

FRP APP INSTRUCTIONS FOR PARENT/GUARDIANS-CHILD CARE MAY 2017
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| INSTRUCTIONS FOR COMPLETING THE CACFP i
‘ APPLICATION FOR FREE AND REDUCED PRICE MEALS (Child Care)

| Part 5: Adult household member must sign the form, complete the information, and list the last four digits of
| the Social Security Number or mark the box if s/he doesn't have one.

| Part 6: Sign this part it you do not want your application information shared with Medicaid or Hoosier

i Healthwise.

| Part 7: Answer this question if you choose.

I

|ALL OTHER HOUSEHOLDS including WIC households, follow these instructions:

Part 1: List all household members. For any person, 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 from this month or last month:

|Section A-Name: List only the first and last name of each person living in your household with
\income, related or not (such as grandparents, other relatives, or friends who live with you). Include
\yourself and all children living with you. Attach another sheet of paper if you need to.

|Section B - Gross Income and How Often it was Received: for each household member, list each type of
lincome received for the month. You must tell us how often the money is received — weekly, every other week,
{twice a month or monthly.

In Box 1 - list the gross income, not the take-home pay. Gross income is the amount earned before taxes
and other deductions. You should be able to find it on your stub or your boss can tell you.

/In Box 2 - list the amount each person got from the month from welfare, child support, alimony.

In Box 3 - list retirement, Social Security, Supplemental Security Income (SSI), Veteran’s benefits (VA
benefits), disability benefits.

|/In 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, under Earnings From Work, report income after expenses.
This 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.

I}
Part 5: An adult household member must sign the form, complete the information, and list the last four digits ;
of his or her Social Security Number, or mark the box if he or she doesn’t have one.
Part 6: Sign this part it you do not want your application information shared with Medicaid or Hoosier ,
Healthwise.
Part 7: Answer this question if you choose. ‘

[rivacy Act Statement: This explains how we will use the information you give us.

{Won—discrimination Statement: This explains what to do if you believe you have been treated unfairly.

|
|
|
|

|

|

This institution is an equal opportunity provider.

FRP APP INSTRUCTIONS FOR PARENT/GUARDIANS-CHILD CARE MAY 2017
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; CACFP APPLICATION FOR FREE AND REDUCED PRICE MEALS (CHILD CARE) ‘\

A;CHILD ENROLLED IN THE DAY CARE FACILITY MAY QUALIFY FOR FREE OR REDUCED PRICE MEALS IF THE HOUSEHOLD INCOME FALLS
AT OR BELOW THE LIMITS ON THIS CHART:
I

JuLy 1, 2017 1o JUNE 30, 2018

| HousEeHoLD SizE MONTHLY INCOME HOUSEHOLD SizE MONTHLY INCOME
| 1 1,860 5 4,437
.’ 2 2,504 6 5,082
| 3 3,149 7 5,726
* 4 3,793 8 6,371

FOR EACH ADDITIONAL FAMILY MEMBER, ADD $645

PART 7. PARTICIPANT’S ETHNIC AND RACIAL IDENTITIES (OPTIONAL)

MARK ONE ETHNIC IDENTITY: MARK ONE OR MORE RACIAL IDENTITIES:

(2 HisPANIC OR LATINO O Asian O AMERICAN INDIAN OR ALASKA NATIVE

| Q WHite 1 NATIVE HAWAIIAN OR OTHER PACIFIC ISLANDER
H NOT HISPANIC OR LATINO 0 BLACK OR AFRICAN AMERICAN

PRIVACY ACT STATEMENT: THE RICHARD B. RUSSELL NATIONAL SCHOOL 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 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.

gn accordance with Federal civil rights law and U.S. Department of Agriculture (USDA) civil rights regulations and policies, the USDA, its Agencies, )
offices, and employees, and institutions participating in or administering USDA programs are prohibited from discriminating based on race, color, national
origin, sex, disability, age, or reprisal or retaliation for prior civil rights activity in any program or activity conducted or funded by USDA.

Persons with disabilities who require alternative means of communication for program information (e.g. Braille, large print, audiotape, American Sign
Language, etc.), should contact the Agency (State or local) where they applied for benefits. Individuals who are deaf, hard of hearing or have speech
disabilities may contact USDA through the Federal Relay Service at (800) 877-8339. Additionally, program information may be made available in
languages other than English.

To file a program compiaint of discrimination, complete the USDA Program Discrimination Compiaint Form, (AD-3027) found online at:
http.//www.ascr.usda.gov/complaint_filing_cust.html, and at any USDA office, or write a letter addressed to USDA and provide in the letter ail of the
Information requested in the form. To request a copy of the complaint form, call (866) 632-9992. Submit your completed form or letter to USDA by:

(1) mail: U.S. Department of Agriculture

t Office of the Assistant Secretary for Civil Rights
| 1400 independence Avenue, SW

| Washington, D.C. 20250-9410;

(2) * fax: (202) 690-7442; or

(3) email: program.intake@usda.qgov.

| This institution is an equal opportunity provider.

T
| CHILD CARE REPRESENTATIVE USE ONLY

ANNUAL INCOME CONVERSION:  VWEEKLY X 52 — EVERY 2 WEEKS X 26 — TWICE A MONTH X 24 — MONTHLY X 12

MARK ONE OF THE BOXES BELOW TO SHOW HOW YOU ARE GOING SECTION B

TO DETERMINE ELIGIBILITY. BASED ON THE INFORMATION PROVIDED, THIS APPLICATION WILL BE:
[J FOOD STAMP OR TANF HOUSEHOLD—THE FOOD STAMP OR [J APPROVED FREE [0 APPROVED TIER |

TANF NUMBER MEETS THE CRITERIA FOR AN ACCEPTABLE CASE NUMBER. | [J APPROVED REDUCED [0 APPROVED TiER 11
COMPLETE SECTION B & C OR O pAID

D FOSTER CHILD—COMPARE THE FOSTER CHILD'S PERSONAL INCOME USE THIS SPACE FOR INCOME CALCULATION.
TO THE GUIDELINES.

/COMPLETE SECTION B & C OR

[ HOUSEHOLD INCOME—COMPLETE THE INFORMATION BELOW

AND COMPLETE SECTION B & C s:cron ¢

| TOTAL HOUSEHOLD SIZE:

| TOTAL HOUSEHOLD INCOME
5 / SIGNATURE OF SPONSOR REPRESENTATIVE
{ ExampLE: $ | 00/WEEK

(COMPARE TOTAL HOUSEHOLD INCOME TO CURRENT USDA INCOME
ELIGIBILITY GUIDELINES. WHEN THE HOUSEHOLD INCOMES ARE LISTED RATEORIEROVAL
FOR DIFFERENT PAY PERIODS, YOU MUST CONVERT ALL INCOME TO
NONTHLY OR ANNUAL INCOME. USE THE CONVERSION LISTED ABOVE.

THIS FORM EXPIRES ONE YEAR FROM THE DATE IT WAS APPROVED

Revised May 2017 CACFP Application for Free & Reduced Price Meals
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CACFP APPLICATION FOR FREE AND REDUGED PRICE MEALS (CHILD CARE) (

SPONSOR NAME: PHONE NUMBER: 574-297-5053
LITTLE RAS-KLE’S LEARNING CENTER
O:ENTER: LITTLE RAS-KEL’S LEARNING CENTER FDC PROVIDER:
PART 1. ALL HOUSEHOLD MEMBERS
] CHECK IF A FOSTER CHILD (THE LEGAL
| BIRTH DATES OF | RESPONSIBILITY OF A WELFARE AGENCY OR
COURT) CHECK
'\éAMES OF ALL HOUSEHOLD CHILDREN * IF ALL CHILDREN LISTED BELOW ARE FOSTER IF NO
TIRST, MIDDLE INITIAL, LAST) CHILDREN, SKIP TO PART 4 TO SIGN THIS FORM. INCOME

PART 2. BENEFITS: IF ANY MEMBER OF YOUR HOUSEHOLD RECEIVED [FOOD STAMPS] OR [STATE TANF CASH ASSISTANCE], PROVIDE
THE NAME AND CASE NUMBER FOR THE PERSON WHO RECEIVES BENEFITS. IF NO ONE RECEIVES THESE BENEFITS, SKIP TO PART 3.

NAME: CASE NUMBER:
PART 3. IF ANY CHILD YOU ARE APPLYING FOR 1S HOMELESS, MIGRANT, OR A RUNAWAY CHECK THE APPROPRIATE BOX AND CALL [INSERT
CENTER CONTACT AND PHONE NUMBER] HOMELESS O MIGRANT O RUNAWAYOY
PART 4. TOTAL HOUSEHOLD GROSS INCOME—YOU MUST TELL US HOW MUCH AND HOW OFTEN CHECK IF NO INCOME D
* B. GROSS INCOME AND HOW OFTEN IT WAS RECEIVED |
A.NAME 1. EARNINGS FROM WORK | 2. WELFARE, CHILD SUPPORT, 3. PENSIONS, RETIREMENT, 4. ALt OTHER INCOME
{LIST ONLY HOUSEHOLD MEMBERS WITH BEFORE DEDUCTIONS ALIMONY SOCIAL SECURITY, SSI, VA
INCOME) BENEFITS
EXAMPLE]
fwve Sw)m $200/wWEEKLY $150/TWICE A MONTH $100/MONTHLY $ /.
$ / $ / $ / $ /
|
[ $ / $ / 3 / $ /
I $ / $ / $. / $ /
$ / $ / $ / $ /
$ / $ / $ $. /
PART 5. SIGNATURE AND LAST FOUR DIGITS OF SOCIAL SEGURITY NUMBER (ADULT MUST SIGN)
A 2e ISR CRE AND RAST FOUR DIGITS OF SOCIAL SECURITY NUMBER .
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
BACK OF THIS PAGE.)

I 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 LOSE THE MEAL BENEFITS, AND | MAY BE PROSECUTED.

SLIGN HERE: PRINT NAME:

e

A!DDRESS: PHONE NUMBER:

dm: 5 STATE: Zip CODE:

U’qu FOUR DIGITS OF SOCIAL SECURITY NUMBER: XXX-XX- 1 1 DO NOT HAVE A SOCIAL SECURITY NUMBER

| Initial here if you consent to allow [Provider's Name] to collect your form and provide it to the Sponsor. [Provider's Name] will not review your form.

PART 6: Other Bel : THE LAS ALLOWS US TO TELL MEDICAID AND HOOSIER HEALTHWISE THAT YOUR CHILDREN ARE ELIGIBLE FOR FREE OR REDUCED

PRICE MEALS. WE MAY SHARE YOUR APPLICATION INFORMATION WiTH MEDICAID OR HOOSIER HEALTHWISE UNLESS YOU DO NOT WANT US TO. IF You DO
NOT WANT US TO SHARE THIS INFORMATION, PLEASE SIGN HERE:

FOR INFORMATION ABOUT HOOSIER HEALTHWISE HEALTH INSURANCE
CALL 1-800-889-9949

SIGNATURE OF PARENT OR GUARDIAN

Revised May 2017 CACFP Application for Free & Reduced Price Meals
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Who We Are What We Do

CCDF Eligibility Guidelines

To Qualify for CCDF through Children's Bureau:

from TANF/IMPACT.

* Be within income guidelines

* Have proof of identity for all family members

Income Guidelines

Size of
Family
B

w N ouw R wN =

©

10
11
12
13
14
15

Pre-Tax Monthiy
income Limit

$1,276.00
$1,719.00
$2,161.00
$2,604.00
$3,046.00
$3,488.00
$3,931.00
$4,373.00
$4,815.00
$5,258.00
$5,700.00
$6,143.00
$6,585.00
$7,027.00
$7,470.00

Be aresident of the county where you are applying for assistance

Children receiving care must be 12 years of age or younger unless they have special needs

The child receiving assistance must be a U. S. Citizen or qualified legal alien.

A family's gross monthiy income (before taxes
& any other deductions) can not be over 127%
of the federal poverty level to be eligible for
the program. The family can then remain on
the program until the Federal Poverty Levei
exceeds 170%. Licensed Foster parents,
seeking care for foster children, and parents
involved with the Department of Child
Services do not have to be within these income
guidelines. This table will help you determine
whether or not you may qualify for the CCDF
Program.

Income amounts are figured on gross (before taxes) income. This includes any overtime, holiday, bonus,
sick/vacation, etc. Includes wages, SSI, TANF, unemployment, and chifd support. (as of 4-30-2017)

Find the CCDF office in your area

Our Locations

© Children's Bureau, Inc
Alf Rights Reserved.

hitp://www.childrensbureau.org/ccdf-eligibility-guidelines

Get Involved

Stay Infor

Parents/foster parents who are working or going to school or have a referral from Department of Child Services (DCS) or a referral

112
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Chit Chat and all That........
Walking the road of communication with our parents.
Date: Child's Name:

Teachers working with your child today:
1)

2)

3)

4

We had some challenges in behavior in this area:

We addressed this behavior by doing the following:

We need your help in talking to about these
challenges in behavior and to help us by holding him accountable for
what happens in daycare by talking about it and /or setting
consequences if this behavior continues.

‘What I observed about that made my heart
smile.
What seemed to enjoy most about the day:

Things you need to know :
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Family Conference Form

Child:
Date:

Favorite Activities/Interests

Situations that Cause Distress

Family Comments

Next Steps at Child Care and at Home

I decline to participate in the annual parent conference

Parent/Guardian Signature(s)

(Date)

(Date)
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CHILD CARE and DEVELOPMENT FUND (CCDF) Pre-application w2

Phona: Area Code ( ) Number
First Name
City County, Zip

Date Completed
Last Name
Streat Address
Are you (check one) CJ Working or 3 Attending School?  If you are working, are you paid 0 Weekly O Bi-Weekly (1 Other
Is a spouse/parent of the child(ren) living with you? ClYas CINo If yes, are they [Working DAttending School or [0ther

If spouse/parent ls working, are they paid [ Weekly 0 B-Waekly 0 Other _
PLEASE NOTE: YOU MUST ATTACH A COPY OF A RECENT PAY-STUB FOR YOURSELF AND OTHER ADULT, IF APPLICABLE. IF SELF
EMPLOYED ATTACH STATEMENT OF PROFIT AND LOSS FOR PREVIOUS MONTH.

Gomplete the table below for ALL household members including yourself.
’ Boes ohild need | Does child have | Relationship Licensed OTHER. SOURCES OF INCOME
LIST ALL MEMBERS OF THE HOUSEHOLD | Date of Birth child care speclal neads? | to Applicant | Foster Parent THER
Last Name, First Name services? (See Note) Child Support §
Z\> Z\> mm:u CiYes [1 No || Sccial Seousity 8. WO
CYes O No | OYes [1 No DYes O No d,z_”m.m . ,uu_.wc.
wumentation require
ClYes [ No | [1Yes 0 No N/A " £ _c ;
nemployment __.ma
[Yes O No | OYaes [ No N/A T
Other § O,
) CYes O No | OYes 0 No N/A
Spaclal Nasds Note: Child must be enrollad In Children with Special Health Care Services, First Steps, Public School Speclal Education (IEP), or Head Start
(protessionally dlagnosed with disabilities); receiving Supplemental Soctal Seourity, or have a statement from health profassional. (Documentation must be submitted.)
Additional Questions AFFIRMATION STATEMENT Check gll categorles which best describe who
. L 1 fienby centify all the information provided is true and corect to s currently watching your child(ren).
1. Are you and your family currently living in a the best of my hyowledge. 1 understand subrmission of this Licensed Child Care Center
Lloensed Child Care Home

homeless or domestic violence shelter? apiplication doss not guarantes services will bs provided. Furtlier 1
wnderstand” 1 will be asked 1o versfy information suppfied on this

Yes or No Unliensed Registered Child Care Ministry
pre‘application when andif 1 complete an application for services

Friend / Relative / Nelghbor

LI

2, Are you and your family ourrently living in a
car, park or other public place? Head Start
Yes or No Signed; Date . Pra-8chool
3. Do your Family assets (cash, retirement, roal ___ Before/After School Program
property, and investmonts) total more than one | | Your pre-application must be renewed every B0 days, This | | .. Boys/Glris Club
million? process is Infliated by the Intake Agency by mail.  Please —__ Nanny (In my own home)
notify the agency of any changes to your application, ___Noone atthis time
. Other

Yes or No including address.
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Little Ras-kel’s DATE:

'

" Location. e Enroliment date:

Enroilment for Childcare

Chitd’s full name: Date of birth:
Address: Phone:

. City: State: _ Zipcode:
Mother’'s Name: Phone:
Address: City:

State________ Zip code 58 Mark if the same as child

Work phone:

Mather’s empiover:

Working hours:

Father's Name:

City:

Address:

State_____ Zipcode &= Mark if same as the child

Work phone:

Father’s employer:

Working hours:

Parent/Guardian with L egal Cusiody:
Separated

Parents are:married____ Livingtogether. Divorced
Widowed Singie

Gther household members (tist names, ages, and relationships):

Recreated on luly 2, 2018 8y: Brooke Johnson
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Little Ras-kel's DATE:

* Emergency Contact {other than parent}):

Relationship to Chiid: Phone:
Address City:
State: Zip code:

Emergency Contact #2 (other than parent}:

Relationship to Child: Phone:

° Address City:

State: Zip code:

S,
PERSONS AUTHORIZED TG PICKUP {BESIDES PARENTS, GUARDIANS, OR EMERGENCY CONTACTS]

Person Authorized: Reiationship to Chiid:

Phone: Address

Ciry: State: Zpcoder - oo e cn
. City: z

Person Authorized: Relationship to Chiid:

Phone: Address,

Cizy: Stare: Zip code:

PERSON NOT AUTHORIZED TO PICK UP

NAME: COMMENTS:

NAME: COMMENTS:

¢ Recreated onluly 2, 2018 By: Brocke Johnscn
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Little Ras-kel’s DATE:
'EMERGENCY INFORMATION

CONGENT TO EMERGENCY FIRST AID AND TRANSPERTATION

! HEREBY GIVE MY PERMISSION THAT MY CHILD, MAY BE GIVEN
EMERGENCY TREATMENT BY BROOKE JGHNSON OR ANY LITTLERAS-KEL’S EMPLOYEE. [ ALSO
GIVE PERMISSION FOR MY CHILD TO BE TRANSPORTED 3Y CAR, AMBULANCE, OR INDIVIDUAL
TO AN EMERGENCY CENTER FOR TREATMENT AND AGREE TO HOLD LITTLE RAS-KEL'S ORIT'S
EMPLOYEES HARMLESS.

PARENT’S SIGNATURE: DATE:

CONCENT TO MEDICAL CARE AND TREATMENT
SICAL

N THE EVENT THAT | CAN NOT BE CONTACTED IMMEDIATELY, MEDICAL OR SURG!
TREATMENT CAN BE ADMINISTERED TO MY CHILD iN CASE OF EMERGENCY OR ACCIDENT, AS
PRESCRIBED BY A TREATING PHYSICIAN, AND | HOLD LITTLE RAS-KEL'S AND Its EMPLOYEES
HARMLESS.

DATE:

* PARENT'S SIGNATURE:

EMERGENCY INFORMATION

CHILD’S PHYSICIAN: PHONE:

ADDRESS: iTY:

STATE: ZiP CODE:

CHILD’S DENTIST: PHONE:

ADDRESS: aTy:

STATE: ZiP CODE

m

INSURANCE: POLICY #:

REGULAR MEDICATIONS:

" ALLERGIES:

ANY HEALTH CONDITIONS:

Recreated onuly 2, 2018 By: Brooke Johnson
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Little Ras-kel’s DATE:
EMERGENCY INFORMATION

CONCENT 10 EMERGENCY FIRST AlD AND TRANSPERTATION

I HEREBY GIVE MY PERMISSION THAT My CHILD, MAY BE GIVEN
ITTLERAS-KEL'S EMPLOYEE. | ALSO

EMERGENCY TREATMENT BY BROCKE JOHNSON OR ANY L
GIVE PERMISSION £OR MY CHILD TO BE TRANSPORTED BY CAR, AMBULANCE, OR INDIVIDUAL
TO AN EMERGENCY CENTER FOR TREATMENT AND AGREE TO HOLD LITTLE RAS-KEL'S OR IT’S

EMPLOYEES HARMLESS.

PARENT'S SIGNATURE -

CONGENT TO MEDICAL CARE AND TREATMENT
=t AT MECAL CARE AND TREATMENT
ELY, MEDICAL OR SURGICAL

IN THE EVENT THAT { CAN NOT BE CONTACTED IMMEDIAT]
TREATMENT CAN BE ADMINISTERED TO MY CHILD IN CASE OF EMERGENCY OR ACCIDENT, AS
PRESCRIBED BY A TREATING PHYSICIAN, AND | HOLD LITTLE RAS-KEL'S AND Its EMPLOYEES

HARMLESS.
" PARENT’S SIGNATURE: DATE:
EMERGENCY INFORMATION
EMERGENCY INFORMATION
CHILD’S PHYSICIAN: PHONE:
ADDRESS: Y-

STATE: ZIP CODE:
—_— S

INSURANCE: e e

REGULAR MEDICATIONS:

ALLERGIES:

ANY HEALTH CONDITIONS-

Recreated on July 2, 2018 Bv: Brooke Johnson
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Litte Ras-kel's  DATE:

NAME OF CHILD: NICKNAME: AGE:

DOES YOUR CHILD HAVE PREVIOILS DAYCARE EXPES

ATOE

ANY SPECIAL FEARS OR DISLIKES YO WOULD LIKE US TC BE AWARE OF:

FAVORY

7 Gane:
FOOD: Movie: toy: Ganae

Comfort: Dersom.

wign and how long does Gowr child normally nap:

Ay special toy or biavket ot Nap tinee?

Any a’i_sora’crs,/ozzvzmpmzv,car_ {Siow, AdVERLED) ALRGNOSEA DY Su

Ay an TLCIPAtes A0 justgine problevms?

WNBE Gre Loy eXplations of L

fwowld Like o schediule ey, 7

erence for

. ! B . . . i i P .
Cuwrrent goais (5"KOCL0MLL5, PrySicaliy), acadenmicaliy, soclally, and/or other area):
b}

Recreated on July 2, 2018 By: Brooke Johnson
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Little Ras-kel’s DATE:

Permissions

Some of these permissions 3 specific to home i they do nat apply to any of vour chiidren

please mark with non-applicabie or NA.

[¢]

[e)

I give little Ras-kef's play house or learnin
of the following checked in a

t give permission for my child to use all the blay equipment and participate in ali of the

actvities of { ittie Ras-kel's
I'give pemmission for my child 1o go on neighborhood field trips to parks and 1o go on
walks or drives from liitle Ras-kef's play house

F.give permission from my child to use the swimming or wading pool under the provider
Ras-

SUPerVISIon and understand that my child wiil not be left alone when aitending

kef's playhouse
I give permission for any little Ras-kef's faciity to take pictures of my child and dispiay

them at the facility or on social media

Consent for nonprescription applications

g center permission io apply any
ccordance with directions for the use on the

appropiiate container.

Baby
baby

O

wipes
lotion

prescription diaper rash omiment

weething gel or tabiets

fever
Sun s

other

reducer
creen

{Piease specify)

Parent’s signature: Date:

Recreated on july Z,2038 By: Brooke ichnson




