LEARNING CENTER

Hours: Monday-Friday- Infant/ Toddlers 6:30 am — 5:30 pm

Hours: Monday-Friday-Preschool & Pre-K-8:30 am-4:00 pm

Tuition Rates

6 weeks -2 years
$230 per week-Full Time
$170 per week-Part Time

Preschool: 3-5 years
$200 per week-Full Time
$150 per week-Part Time
*¥*Part time is 25 hours or less a week**

**%*$75.00 non-refundable enroliment fee

New Genesis Learning Center (NGLC)
1225 W. Paterson St.
Kalamazoo, MI 49007

Phone: 269-344-7135 ext. 131
Fax: 269-337-0862
Cell: 269-399-0891
E-mail: tamiem@stoneschurch.com



CHILD INFORMATION RECORD
State of Michigan - Department of Licensing and Reguiatory Affairs - Child Care Licensing

Instructions: Unless otherwise indicated, all requested information must be provided. If the information is not known or does not apply,
“‘unknown” or “none” is the required response. A blank field, a line through a field or "N/A” are not acceptable responses,

For Provider Date of Admission Date of Discharge
Use Only:
2
MName of Child (Last, First, Middle Initial) Child's Date of Birth
Address (Number and Street, Building/Apariment Number) City State Zip Code
Parent/Legal Guardian’s Name Home Phone Parent/Legal Guardian's Name (Optional) Home Phone
( ) ( )
Home Address (if not child’s address) Cell Phaone Home Address {if not child's address) Cell Phone
( ) )
City State 7ip Code E]:ity State Zip Code
Email Address (optional) éEmail Address
Employer Name Work Phone ﬂEmpioyer MName Work Phone
( ) )
Name of Child's Physician or Health Clinic Physician's or Health Clinic's Phone Number
( )
Hospital Preferred for Emergency Treatment (optional)
Allergies, Special Needs and Special Instructions (Attach additional sheets, if necessary.)

BCAL-3731 (Rev. 7-18) Previous edition 6-17 may be used, See Reverse Side

Emergency Contact & Release of Child: List all individuals, including parentsfiegat guardians, in order of preference, to be contacted in an emergency. If
possible, include at least one person other than the parents/legal guardians to be contacted In an emergency and to whom the child can be released. The
second phone number celumn can be left blank. (If more individuals, attach additional sheets.)

1. (3 ¢ )
2. () ()
3. ¢ ) .

Release of Child Only: List all individuals, other than the parentsfiegal guardians, to wharm the child may be released. (If more individuals, attach additional sheets.}

1. { } 2 ¢ )

3 { ) 4. { )

Parent/Legal Guardian Initials:

| give permission to  licensed by the Department of Licensing and Regulatory Affairs to secure emergency
medical treatment for the above named minor child while in care.

| certify that | accurately completed this form and if anything changes, | will notify the provider by updating this form.

Signature of Parent or Guardian Date Signed
Date Card Parent or Legal E Date Card Parent or Legal Date Card Parent or Legal Date Card Parent or Legal
Reviewed Guardian Initials Reviewed Guardian [nitials Reviewed Guardian Initials Reviewed Guardian Initials |

AUTHORITY: 1973 PA 116

LARA is an equal opportunity employer/program. COMPLETION: Required
PENALTY: Rule Violation Citation.

BCAL-3731 (Rev. 7-18) Previous edition -17may be used.



Confidential Child Information Ferm
New Genesis Learning Center

Date Center Terminated
Name of Child Sex
Last First Middle I
Name Child Prefers Birthdate Age
Parent/ Guardian Parent/ Guardian
Name Name
Social Security # Social Security #
Date of Birth Date of Birth
Home Address Home Address
Home Phone, Home Phone
QOccupation Oceupation
Employer, Employer,
Address Address
Work Phone, Work Phone,
Work Schedule Work Schedule
Parents’ Marital Status
Does child reside with someone other than the parent or guardian?
If 50, whom? Phone,
Address
Persons other than parent/guardians (o contact in case of emergency:
Narne Address Phona
Individuals authorized to pick up child
Pediatrician Phaone
Address Office Howrs

Medical Background History

1) Does your child have a history of medical problems. serious illness or aceidents?

2) Is hedshe corrently under a physician's cara for the above illness/condition or any other reason?

Please describe,

Medication

3) Does your child take any medication or vitamins regularly?
Purpose,

Dosage
Hearing: Does child have frequent ear infections?
If not, please desciibe:

Tubes in ears? Do you feel his/her hearing is adequare?




5} Vision: Does your child wear glasses? Do you feel he/she sees adequately? ' )
H not, please describe: T

K]

Has his/her vision been tested? Date: Was this by a specialist?

If 50, who? Place: . :

Resulis: T T e

&) Does your child have any food allergies?

Flease deseribe: T
e —

Are there any dietary restrictions? ‘What?
Does ¢ild have any medication needs? (e.g. orthopedic devices) Please describe:,

Development and Secial History
1) Does your child have any history of developmental digabilities, such as speech, motor development, wallkin g
etc? If so, please describe: *

2) Does your child speak and understand English? K not, please describe

3) Please describe any help your child presently needs for:
Toileting
Diressing
Eating
Washing

4) Does your child routinely take anap? __ Do you wish your child to nap here?
How long?

3. Does your child play and interact with other children and adultg?

Briefly describe what your child is like so that we can better understand him/her:




Medical Care Permission

According to Section 14 {a} (2) of Public Act 116 of 1973, parents who voluntarily place their children in a
child care center must sign an emergency medical/surgical treatment and routine nonsurgical medical
care permission statement. | do agree that the staff of the New Genesis Learning Center may obtain and
use the services of a gqualified physician er hospital in case of an emergency as deemed necessary by said
staff. | understand thatin the event of an emergency, the staff will attempt to contact me and/or the
emergency contact person specified by me.

Signed Date
Parent/Guardian

Records Release

| agree that the following records kept by the New Genesis Learning Center regarding my child may be
disclosed to student paraprofessionals involved in NGLC programs for the purpose of planning individual
or group activities involving my child, to ensure continuity of educational services for my child. Said
records are: confidential child enrollment farms, accident reports, notes from home, health forms,
medicine release form and psychological reports, if any.

Signed Date
Parent/Guardian

Field Trip Permission

I hereby give permission for my child to accompany school personnel on field trips. 1 understand that
each fleld trip will be announced at least five {5) days in advance and that | may request that my child
not participate.

Signed Date
Parent/Guardian

Liability Release

{ do agree that | and/or my child{ren) refease and haold harmless the New Genesis Learning Center
(NGLC] from any and all liabilities for any accidents, sickness or Injury which may occur to the child{ren)
as a result of being enrolled at NGLC,

Signed Date
Parent/Guardian




sunscreen and insect repellant on my child as needed.

Tapical Nannrescrintion Medication

| give permission to NGLC to apply topical nonprescription medication, including, but not limited to

Signature Date
Date Parent/guardian Date Parant/guardian Date Parent/guardian Bate Parentfguardlan
Revlewed initials Reviewed nitials Reviewed Initials fteviewad initials

#*Must be updated annually



NGLC Photo Release Form

New Genesis Learning Center
1225 W. Paterson
Kalamazoo, M1 49007

Permission to Use Photograph

I grant the New Gernesis Learning Center (NGLLC), the right to take
photographs of my child(ren) I authorize NGLC, to copyright, use and
publish the same in print and/or electronically.

I agree that NGLC may use such photographs for any lawful purpose,
including for example such purposes as publicity, illustration,
advertising, and Web content.

I have read and understand the above:

Signature

Printed name

Address

Date

EI

—iian

OR

I don't want my child’s photograph used for any purpose,

Signature

Date




%
PARENT NOTIFICATION OF THE LICENSING NOTEBOOK
Child Care Organizations Act, 1673 Public Act 116
Michlgan Depariment of Human Serviges

All child care centers must maintain a licensing notebook which Includes al] licensing nspeciion
reports, special investigation reports and alf refated corrective action plans {CAP). The noisbook
must include alf reports fssued and CAPs developed on and after May 27, 2010 unil the license

is closed.

o  This center maintaing a licensing nofebook of all licensing inspection reports, special
investigation reports and all related corrective action plans.

¢ The notshooi will be available to parents for review during reguler businass hours.
e Licensing inspection and special investigation reports from at least the pastiwo years are

available on the Bureau of Children and Aduit Licensing wehslte at
wamanmichigan.govimichiideare.

I have read the above statement issued by ! 5‘ ﬁj,g 2 C:ﬁ If_.%ig- ng\ Uqﬂ C)@,!’l'}'f
Name of Child Care Center

Childfren)'s Nama(s)

Parent Name .

Parent Signature Date -

Depariment of Human Services (DHS) will not diseriminale against any individual or group because ofrace, religion, age, nafonal
orighn, color, halght, weight, mariil stalus, sex, sexual otfentation, gender identity or expression, political belisfs or disabifly, fyoy
neggger% wﬂp mud“u;g;. writing, hearing, etc., under the Amereans Wilh Dlsabililias Act, you are Inviled fo make your needs knoven lo
F offfca in your area,

BCAL-5653 (B-10) MS Word




HEALTH APPRAISAL

Dear Parent or Guardian: The following information is requested so that the school can work with the parent to meet the physical, intellectual and emoctional needs
of the child. Fill out the information requested in Section |, Section lll may be certified by the transcription of information from the certificate of immunization. The
remaining sections are to be completed by a doctor, nurse and dentist. (BE SURE TQ BRING YOUR CHILD'S IMMUNIZATION RECORDS TO THE EXAMINATION.)

PERSONAL

CHILD'S NAME (Last, First, Middle)

DATE OF BIRTH (mm/ddfyy)
/ /

ADDRESS (Number & Sireet)

(City)

(ZIP Gode)
Mi

TODAY'S DATE (mm/dd/yy)
/ /

PARENT/GUARDIAN (Last, First, Middle)

HOME TELEPHONE NUMBER
( }

ADDRESS {Number & Street}

{City)

{ZIP Code)
Mi

WORK TELEPHONE NUMBER
{ )

SECTION I - HEALTH HISTORY

# Is your child having any of the problems fisted below?

Birth History:

1 Allergies or Reactions (for example, food, medication or other)

2 Hay Fever, Asthma, or Wheezing

3 Eczema or Frequent Skin Rashes

4 Convulsions/Seizures

5 Heart Trouble

6 Diabetes

7 Frequent Colds, Sore Throats, Earaches (4 or more per year)

Are there any current or past diagnosis(es)

' Yes O No

8 Trouble with Passing Urine or Bowel Movements

if yes, piease describe:

9 Shortness of Breath

10 Speech Problems

11 Menstrual Problems

12 Dental Problems: Date of Last Exam / /

OO0 O0O|G (00000 e
OO0 O(00|E (00100 |G |

D0iOo|o|oDio|0 |02 |0i0|0 |esotve

Cther (please describe):

oo

Does your child take any medication(s) regularly?

if yes, list medications:

Reason for Medication

Parent/Guardian Signature Pate

{1 Yes O No

Was the health history reviewed by a health professional?
Examiner’s Initials:

SECTICN Il ~ PHYSICAL EXAMINATION, INSPECTION, TESTS AND MEASUREMENTS
Required for Child Care and Head Start / Early Head Start

Tests and Measurements

@ [
= B2 5 B| S
o Eleig @ Elz| 8
2| £[ Was child tested for: Test rasults; Z| [ 5] 2 2| Was child tested for: Test results: 2i&| S
VISION Visual Acuity G| OO |HEIGHT & WEIGHT Height
olo Muscle Imbalance Weight
Date: / / Other: 3 £ |Other: QOther
HEARING Audiometer | 7 {HEMOGLOBIN / HEMATOCRIT i:b
Cther:
(] [} |BLOOD PRESSURE Reading:
Date: ! /
URINALYSIS Sugar TUBERCULIN Type:
ol o Alpumin ol o
Date: / /! Micrescopic Date: / / Neg.: O Pos: [0 mm
BLOCD LEAD LEVEL NOTE: Blood lead level required for all children enrolled in Medicaid must be tested
Level ug/dl o> { et one and two years of age, or once between three and six years of age If not
O3 previously tested. All children under age six living in high-risk areas should be tested
Dater / ! at the same Intervals as listed above.

Examinations and/or Inspections

Essential Findings Deviating from Normal:

Exam Date: / /

MDHHS/BCAL-3305 (formerly OCAL 3305/BRS-3305)

Page 1 of 2

Rev. July 2015



SECTION [Ii - IMMUNIZATIONS
Statements such as "UP-TO-DATE" or “COMPLETE" will not be accepted. Admission to school may be denied on the basis of this information.”

DATE ADMINISTERED . DATE ADMINISTERED
VACCINES (Circle Type} MMDDAYYY VACCINES (Circle Type} MMWDDAYYYY
Hepatitis B 1 3 Hepatitis A (HepA} 1 2
{HepB) 2 1 3
Influenza (IIV/LAIV)
5 2 4
DTaP/DTP/DT/Td 2 Meningococcal (MCV4 / MPSV4) |1 2
3 B Human Papillornavirus 1 3
Tdap 1 (HPVS/HPV4/HPV2) 2
Haemophilus Influenzae 1 3 Type of Vaccine(s) Date of Vaccine(s)
type b {HIB) 2 4 OTHER Vaccines 1
Palia 1 3 Specify Date & Type 2
{IPV/OPV) 2 4 3
Prneumaogoccal Conjugate 1 3 Indicate and attach physician diagnosis or laboratory evidence of immunity as applicable
(PCV7/PCV13) 2 4 *NOTE: According to Public Act 368 of 1978, any child enrolling in & Michigan schoof for
Rotavirus (RV1/RVS} q 3 1he first time must be adequately immunized, vision tested and hearing tested.
Exemptions 1o these requirements are granted for medical, refigious and other
2 objections, provided that the waiver forms are properly prepared, signed and
Measles,Mumps, Rubella {MMR) q 2 celivered to school administrators. Forms for these exemptions are available
- - at your provider office for medical waiver forms and through your local health
Varicella (Chickenpox) i 2 department for nonmedical waiver forms.
History of Chickenpox Disease? (3 Yes O No  If yes, date: Parent/Guardian refused immunizations: £
1 certify that tha immunization dates are true to the best of my knowledge
! !
Health Professional’s Signature Title Date
SECTION IV - RECOMMENDATIONS
= E {Required for Child Care and Head Start/Early Head Start)
[ 3| s thereany defect of vision, hearing or other condition for which the school could help by seating or other actions? If yes, please explain:
3| [7| Should the child's activity be restricted because of any physical defect or illness?
If yes, check and explain degree of restriction(s): 03 Classroom O Playground O Gymnasium [ Swimming Poot [ Competitive Sparts  [3 Other
Cther Recommendations
SECTION V - DENTAL EXAMINATION AND RECOMMENDATIONS (OPTIONAL)
| have examined 's teeth. As a result of this examination, my recemmendation for freatment is:
child's name
z /
Dentist's Signature Date
PHYSICIAN'S SIGNATURE
/ /
Examiner’s Signature Date Examiner's Name (Print or Type) Degres or License
Ml { )
Number & Strast City ZIP Code Telephone

Information reguired for:

Early On - Hearing and Vision Status; Diagnosis; Health Status

Child Care l.icensing - Physical Exam, Restrictions, Immunizations

Head Start/Early Head Start - Determination that child is up-to-date on a schedule of age-appropriate preventive and primary health care, including
medical, dental, and mental health, The schedule must incorporate the well-child care visit required by EPSDT and the latest immunizations schedule
recommended by the Centers for Disease Control and Prevention, State, tribal, and local authorities. An EPSDT weil-child exam includes height, weight,
and blood tests for anemia at regular intervals based on age.

FRHRR AN R AR

Deveioped in Cooperation with the Department of Health and Human Services, Education, Michigan American Association of Pediatrics, Early
Childhood Investment Corporation, Child Care Licensing, Head Start, Michigan State Medical Society, Michigan Association of Osteopathic
Physicians and Surgeons.

MDHHS/BCAL 3305 (formerly OCAL 3305/BRS-3305} Page 2 of 2 Rev. July 2015



[New Genesis Learning Center]

Dear Participant/Parent-Guardian:

This letter is intended for adults/parents or parents/guardians of participants enrolled in a day care center,
[NGLC] offers healthy meals to all enrolled participants 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 participants enrolled in care. Please help us
comply with the requirements of the CACFP by completing the attached Household Income Eligibility
Statement (HIES). In addition, by filling out this form, we will be able to determine eligibility for free or

reduced price meals.

1. Do I need to fill out a HIES for each participant enrolied in care? You may complete and submit
one CACFP Household Income Eligibility Statement for all participants enrolled in day care in your
household oniy if those in day 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: [Name of Center, address, phone number},

2. Which adult and childcare institutions can receive free meal reimbursement without providing
household income information? Adults receiving Medicaid, Supplemental Security Income (SSI), Food
Assistance Program (FAP) Family Independence Program (FIP), or Food Distribution Program on Indian
Reservations (FDPIR) are eligible for free meals. Children in househoids receiving FAP, FIP, or FDPIR can
get free meals. Foster children and children enrolled in Head Start Programs are also eligible for free meals.

3. Who can get reduced price meals? You may get low cost meals if your household’s income is within
the reduced-price limits on the federal income eligibility guidelines, effective July 1, 2020 until
June 20, 2021, shown below:

Family Size Yearly Income | Monthly Income Weekly Income
1 $23,606 $1,968 $454
2 $31,894 $2,658 $614
3 $40,182 $3,349 $773
4 $48,470 $4,040 $933
For each additional family member add: $8,288 $691 $160

Refer to the Instructions for Participants/Parents/Guardians Household Income Eligibility Statement on
how to complete the HIES. Find the category that most closely defines your household and follow the
directions for completing each part of the HIES, If your household income is greater than the levels
shown on the above CACFP income guidelines, it is not necessary for you to complete the HIES form.

Families with Children:
Your family may be eligible to receive health insurance, called MIChild, through the State of Michigan.

MIChild is a health insurance program for uninsured chiidren of Michigan’s working families. To determine
if your family is eligible, call 1-888-988-6300 for an application or access an online application at the ML
Child website (www.michigan.gov/michild). You can also access the MIChild brochure that briefly explains

the insurance program.

Your family may be eligible to receive Women, Infants & Children (WIC), a health and nutrition program,
that has demonstrated a positive effect on pregnancy outcomes, child growth and development. To
determine eligibility, call 1-800-26-BIRTH or access online information at Women, Infants, & Children
(WIC) website (http://www.michigan.gov/wic) to learn about WIC and locate a local WIC agency.

4. May I fill out a form if someone in my household is not a U.S. citizen? Yes. Participants and
family members do not have to be U.S. citizens to qualify for meal benefits offered at the center.,



5. Who should I 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 and the frequency the
income is received. If recent income does not accurately reflect your circumstances, you may provide a
projection of your 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 fess than the amounts indicated
for your household’s size on the federal income eligibility guidelines listed above, the family day care
home will receive a higher level of reimbursement. Once properly approved for the higher reimbursement
rate, whether through income or by providing a current FAP, FIP, FDPIR case number, or listing the name
of other categorically eligible programs, you will remain eligible for those benefits for 12 months. You
should, however, notify us if you or someone in your household becomes unemployed and the loss of
income unemployment 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 receive. For
example, if you normally receive $1,000 every two weeks, but you missed some work in the last two
weeks and only received $900, put down that you receive $1,000 per every two weeks, If you normally
receive overtime, include it, but not if you only receive 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 chifdren on the HIES but are not required to include
payments received for the foster child as income.

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 Supplemental Allowance, do not include these allowances as income. Also, in regard to
deployed service members, only that portion of a deployed service member’s income made available by
them or on their behalf to the househoid will be counted as income to the household. Combat Pay,
including Deployment Extension Incentive Pay (DEIP), is also excluded and will not be counted as income
to the household. All other allowances must be included in your gross income.

In the operation of child feeding programs, the U.S. Department of Agriculture 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 have other questions or need help, call [phone number].

Sincerely,
NGI.C

Non-Discrimination Statement
In 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 fite a program complaint of discrimination, complete the USDA Program Discrimination Complaint Form, (AD-3027)

(hetp://www.ascr.usda. gov/complaint filing _cust.htmD online, 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,
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.gov. This institution is an equal opportunity provider.

Rev. 52020



Instructions for Parents/Participants/Guardians
Household Income Eligibility Statement - Child Care Institutions

If you are applying for foster child{ren) only, follow these instructions:

Part 1: Do not complete.

Part 2! List name, age, and birth date of foster child(ren); check the box for foster child.

Part 3: Sign and date the form. The last four digits of a social security number are not necessary.

If your household receives Food Assistance Program (FAP), Family Independence Program (FIP),

or Food Distribution Program on Indian Reservations (FDPIR) benefits, follow these instructions:

Part 1: List the name and case number for any household member (including adults) receiving FAP, FIP, or
FDPIR.

Part 2: List the name, age, and birth date for all children enrolled in day care.

Part 3: Sign and date the form. A Social Security Number is not necessary,

Note: Benefits received under WIC, Medicaid, or Department of Health and Human Services (DHHS) Child
Care Assistance Program (where DHHS pays a portion of your child care expense) does not
automatically qualify for Category A (free) meals.

All other households, including households where some of the children are foster children, follow
these instructions (not required if household is over the income limits and don’t have any foster
children):
Part 1: Do not complete.
Part 2: List the names and ages of everyone (related or not related) living in your household,

including you, other adults and children (If you need more space, use a separate sheet of

paper.)
Place a v in the column for all children enrolled in child care

List household members’ ages and dates of birth
Place a v in the next column if children in the household are foster children

If no case number is indicated in Part 1, list (by person) the amount and source of income
received last month. List monthly earnings before deductions, monthly welfare, child
support or alimony or any other income including retirement, Social Security,
Supplemental Security Income (SSI), Veteran’s (VA) benefits, disability benefits, Worker’s
Compensation, unemployment, strike benefits, regular contributions of people who do not
live in your household or any other income

Place a v in the box for those listed who do not have income

If you are in the Military Housing Privatization Initiative or receive Combat Pay, do not include
the housing allowance as income

Foster child payments received by the family from the placement agency are not
considered income and do not have to be reported. The presence of a foster child in a
family does not make all children in the household automatically eligible for free meals

If you are a farmer or seif-employed, monthly income is gross farm or business income
received in the month prior to application minus farm or business expenses. Gross wages
from other jobs or income from other sources must also be listed as incocme. A loss from
seif-employment must be listed as zero income and cannot reduce other income

Part 3: Sign and date the form and list the last four digits of your Social Security Number or check the box
indicating "I do not have a Social Security Number.,”

Help With Income To determine annuaiized income:
If paid every week, multiply the total gross income by 52.
If paid every two weeks, multiply the total gross income by 26.
If paid once a month, use the total gross monthly income.
If paid twice a month, multiply the total gross income by 24,
If paid once a year, use the total gross yearly income.

Return the completed application to the child care center.



Non-Discrimination Statement

In 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 complaint of discrimination, complete the USDA Program Discrimination Complaint Form,
{AD-3027) (http://www.ascr.usda.gov/complaint__filing_cust.html) online, and at any USDA office, or write a
letter addressed to USDA and provide in the letter all 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, 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.gov. This institution is an equal opportunity provider.

MICHICEN
=2 Education
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POTTTT T ST A Sesuons oty WSINEL, L2423 VY, FETEFSON, Kalamazoo, MI 49007, 269-344-7135 ext. 131)

Household Income Eligibility Statement — Child Care Institutions

Part 1 - Households Receiving Food Assistance Program (FAP), Family Independence Program (FIP), or Food Distribution Program on Indian Reservations (FDPIR)

If any member of your household receives FAP, FIP, or FDPIR, provide the name and case number for the person who receives the benefits.

Name: Case Number:
Part 2 - Household Information How Often? (x) How Often? (x) How Often? (x)
Al Mp 28| W Al o 2] Bf W Af M| 2| B] W
nlol x| 1]e nlolxfpl|le nfo| x| Ife Mark i
ig
First and Last Names of Al Enreliad Birth Foster | Amount of Earnings from “ M M_ M¢ m Amount of Walfare, “ _m ._wn M.. m Amount of All Other “ ﬂ ”_ Mm m Ho
Housahold Members, Relatad and for Child Age U_ h Child Weork h el 1 Child Support, or al Binleall Incomie (Indicate al b nl|al il Income
Unrelated Care {x) ale {x) (befora deductions) 2 o Alimony source and amount) A
[ I 1 B i L ft] k| vy PPt ki y
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give. I understand that CACFP officials may verify the information. I understand that if I purposely give false information, the participant receiving meals may lose the meal benefits,

Signature: Print Name: Date:

Last four digits of Social Security Number: XXX|XX| I do niot have a Social Security Number

For Institution Use Only;

For Institution Use Only
APPROVED CATEGORY
Annually Bi-Waekly . o )
Total Household Mempears: Total Income: 3 Honthly Waakly Categorical Eligibility {&/Free): Foster FIP FAP EDPIR
2x Month . o
Other Household Children: A {Free) B8 (Reduced} ¢ (Paid)
Institution Official Signature: Approval Date:

“his form is valid for 12 months from the date of institution signature. Approval date and institution signature are required.



‘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 Food Assistance
Program (FAP), Family Independence Program (FIP), 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.

Non-Discrimination Statement

In 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 complaint of discrimination, complete the USDA Program Discrimination Complaint Form, (AD-3027)
QEH\\EEE.me..:mn_m.mo<\no§ummm:ﬁlm_.zmlncmﬁ333 online, and at any USDA office, or write a letter addressed to USDA and provide in the letter all 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, 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.aov. This institution is an equal opportunity provider.
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Return this completed form to: (insert institution’s name, address & telephone number)

Participant Enrollment Form
Instructions:
. List full name of participant enrolled in care
. Circle the typical days each participant is in care
List times each participant is in care
Circle the meals and snacks each participant typicaily receives while in care
. Select the ethnicity of each participant using the foilowing codes: H = Hispanic or Latino, N = Not Hispanic or Latino*
. Select one or more racial designations of each participant using the following codes: A/I = American Iindian or Alaskan
Native, A = Asian, B = Biack or African American, H/PI = Native Hawaiian or Pacific Islander, W = White*

7. Sign and date the form and return to your care center
. F— Typical Days in Care List Times in Meals/Snacks Received .
Participant’s First and Last Name (circle all that apply) Care (circle all that apply) Ethnicity Race
Breakfast AM Snack Lunch
Mon Tues Wed Thu Fri Sat Sun
PM Snack  Supper Evening Snack
Breakfast AM Snack Lunch
Mon Tues Wed Thu Fri Sat Sun
PM Snack  Supper Evening Snack
Breakfast AM Snack Lunch
Mon Tues Wed Thu Fri Sat Sun
PM Snack  Supper Evening Snack
Breakfast AM Snack Lunch
Mon Tues Wed Thu FH Sat Sun
PM Snack  Supper Evening Snack
* This information Is voluntary. This will assist us in assuring the Child and Adult Care Food Program is administered in a nondiscriminatory manner.
Adult/Parent/Guardian’s Address Adult/Parent/Guardian’s Phone Number

Signature of Adult/Parent/Guardian Date Signed

In accordance with Federal civil rights law and U.S. Department of Agriculture (USDA) civil rights Fegulations 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 l.anguage, 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.

Tofile a program complaint of discrimination, complete the USDA Program Discrimination C (AD-3027) (http://www.ascr.usda.gov/complaint_filing_cust.htmi) onfine,
and at any USDA office, or write a fetter addressed to USDA and provide in the letter all of the information requested in the form. To request a copy of the complaint form, call
866-632-9992. Submit your compieted form or tetter to USDA by: (1) mail: U.S. Department of Agriculture, Office of the Assistant Secretary for Civil Rights, 1400 Independence
Avenue, SW, Washington, D.C. 20250-9410; (2) fex: 202-690-7442; or (3) email: bregram.intake@uysda.gov. This fnstitution is an equal opportunity provider.
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