This is to certify that ___________________________________________________________________ is enrolled in the home of 


              (Full Name of Child)
                                    (Age)
        (Date of Birth)

_____________________________________ for Child Care Purposes.   


  

                     (Name of Provider)

Is Child Related to Provider?
Yes    FORMCHECKBOX 
    No    FORMCHECKBOX 
  If yes, what is the relationship?  _______________________________

Is payment for child subsidized by the State and/or Federal Government?
Yes    FORMCHECKBOX 
   No    FORMCHECKBOX 

Days of the Week in Care:  M  FORMCHECKBOX 
   T  FORMCHECKBOX 
   W  FORMCHECKBOX 
   Th  FORMCHECKBOX 
   F  FORMCHECKBOX 
   S  FORMCHECKBOX 
   Sun  FORMCHECKBOX 
     Hours in Care:______________________

Meals Received While in Care*:   B  FORMCHECKBOX 
   AM S  FORMCHECKBOX 
   L  FORMCHECKBOX 
   PM S  FORMCHECKBOX 
   S  FORMCHECKBOX 
   ES  FORMCHECKBOX 

             *B = Breakfast       AM S = AM Snack       L = Lunch       PM S = PM Snack       S = Supper      ES = Evening Snack

I certify that all of the above information is true and correct.  I understand this information is being given in connection with the receipt of Federal funds and that Program officials may verify the information on this form.  I understand that my child will receive meals and/or snacks in accordance with the requirements of the USDA Child & Adult Care Food Program.  I have received the Parent Information letter about the Food Program.

________________________________________     Date:__________________   Phone #   Home:____________________

             (Signature of Parent or Guardian)











                                                                                                   Work: ____________________

________________________________________     Address: ________________________________

(Please Print Name of Parent or Guardian)

           




                      ________________________________

To assure the USDA that everyone receives benefits on a fair basis, please fill in the following:

Race (mark one or more): (  ) American Indian or Alaskan Native     (  ) Asian     (  ) Black or African American

            (  ) Native Hawaiian or Other Pacific Islander     (  ) White

Ethnicity:   (  ) Hispanic or Latino




   (  ) Not Hispanic or Latino 
------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

This is to certify that ___________________________________________________________________ is enrolled in the home of 


              (Full Name of Child)
                                    (Age)
        (Date of Birth)

_____________________________________ for Child Care Purposes.   


  

                     (Name of Provider)

Is Child Related to Provider?
Yes    FORMCHECKBOX 
    No    FORMCHECKBOX 
  If yes, what is the relationship?  _______________________________

Is payment for child subsidized by the State and/or Federal Government?
Yes    FORMCHECKBOX 
   No    FORMCHECKBOX 

Days of the Week in Care:  M  FORMCHECKBOX 
   T  FORMCHECKBOX 
   W  FORMCHECKBOX 
   Th  FORMCHECKBOX 
   F  FORMCHECKBOX 
   S  FORMCHECKBOX 
   Sun  FORMCHECKBOX 
     Hours in Care:______________________

Meals Received While in Care*:   B  FORMCHECKBOX 
   AM S  FORMCHECKBOX 
   L  FORMCHECKBOX 
   PM S  FORMCHECKBOX 
   S  FORMCHECKBOX 
   ES  FORMCHECKBOX 

             *B = Breakfast       AM S = AM Snack       L = Lunch       PM S = PM Snack       S = Supper      ES = Evening Snack

I certify that all of the above information is true and correct.  I understand this information is being given in connection with the receipt of Federal funds and that Program officials may verify the information on this form.  I understand that my child will receive meals and/or snacks in accordance with the requirements of the USDA Child & Adult Care Food Program.  I have received the Parent Information letter about the Food Program.

________________________________________     Date:__________________   Phone #   Home:____________________

             (Signature of Parent or Guardian)











                                                                                                   Work: ____________________

________________________________________     Address: ________________________________

(Please Print Name of Parent or Guardian)

           




                      ________________________________




To assure the USDA that everyone receives benefits on a fair basis, please fill in the following:

Race (mark one or more):  (  ) American Indian or Alaskan Native     (  ) Asian     (  ) Black or African American
             (  ) Native Hawaiian or Other Pacific Islander     (  ) White
Ethnicity:

   (  ) Hispanic or Latino

   (  ) Not Hispanic or Latino

