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Open Arms Learning Center Noah'’s Ark Preschool

222 E. Wade St. 202 Springwood Ave.

Mountain Home, AR 72653 Mountain Home, AR 72653

(870) 424-5758 ' (870) 425-6204
Child’s Name: Birth Date:
Allergies: Medical Conditions:
Home Address: Home Phone:
City: State:  Zip Code:
Email address: EnrollmentDate:
Days of the Week Scheduled (Circle): M T W TH F Hours:
Method of Tuition Payment (Circle): private - DHS - ABC - Pathways
Father’'s Name: (Authorized to pick up child) Yes No_
Cell Phone: Work Phone:
Father's Employer: Work Hours: to
DL#: Social Security#:
Father's Signature: Date:
Mother’'s Name: (Authorized to pick up child) Yes_  No__
Cell Phone: Work Phone:
Mother's Employer: Work Hours: to
DL#: Social Security#:
Mother’s Signature: Date:
Persons (other than parent/guardian) authorized to pick up the child from the center:
Name: Relationship:
Cell Phone: Home Phi: Work Ph#:
Name: Relationship:
Cell Phone: ' Home Ph#: Work Phi:
Name: Relationship:
Cell Phone: Home Ph#: Work Ph#:
Name: Relationship:
Cell Phone: Home Ph#: Work Phi:
Child’s Physician: PH#:
Address: City: State:

Insurance Carrier:
Please tell us about any beliefs, culture or childbearing practices your child might have:

We are an equally opportunity provider.



Hippa: i, the parent/guardian of give
permission for my child's allergy or allergies to be posted in Open Arms Learning Center on classroom
walls, in the kitchen and other areas as may be needed. | understand that this information will be posted
to ensure all staff members are aware of my child’s allergy/medical needs.

Sunscreen: | give written permission for sunscreen to be applied to exposed areas on hot sunny days. |
understand that sunscreen will be provided by the center and that if my child has an allergy to any
brand of sunscreen, | will provide sunscreen for my child. Permission must be given yearly.
Developmental Screening: Children ages birth through 5 years of age will be screened annually free of
charge using the ASQ.

Special needs: | have been informed in writing that all childcare facilities are required by IDEA to refer a
child with any suspected delays or disabilities to the appropriate lead agency (as determined by the
child’s age).

Photography and video permission: | give permission for Open Arms Learning Center to
photograph/video my child and display photographs/videos throughout the center. | also give
permission for my child’s photographs/videos to be utilized in an education manner for training
purposes and to be submitted to the Baxter Bulletin for special occasions to inform the community
about the Open Arms Preschool program and on the Facebook page and/or website.

Photos/Video recordings permission on Social Media/Websites: | give permission for photographs or
video recordings of my child tc be placed on social media or any other web-sites. This is in accordance
with Minimum Licensing Requirements,

YES or NO please check your preference.

Shaken Baby Syndrome: | have been offered the-brochure on Carter’s Law from Open Arms Learning
Center. (www.purplecrying.com)

Discipline: | understand that Open Arms Learning Center has the goal to help children learn acceptable
behavior and develop self-control. By signing below you are agreeing the to the discipline policy as
stated in the handbcok. No physical punishment shall be administered.

Handbook for Families: | have received, read, understand the handbook of Open Arms Learning Center
and agree to adhere to the said policies and procedures.

Interviews by DHS and Other Agencies: Any staff member or children in attendance may be interviewed
by Child Care Licensing, by the Division of Child and Family Services, and/or by law enforcement officers
for the purpose of investigations or to determine compliance with licensing requirements. Child
interviews do not require parental notice or consent.

Kindergarten Readiness Skills: | have received information of Kindergarten Readiness Skills Calendar for
my child (Only for children ages 3 and 4 years old).

Medical Homes: | have received information of medical homes for children for my provider.

Emergency Medical Consent

I, Father — Mother — Guardian (circle one) of
(child’s name) do hereby give my consent to the Director of Open Arms Learning Center or his/her duly
appointed representative, for said child to receive medical or surgical aid as may be deemed necessary
and expedient by a duly licensed recognized physician or surgeon in case of an emergency when the

parents or guardian cannot be reached. | also give consent for the Director or his/her duly appointed
representative to transport said child for emergency medical treatment. | have also submitted an
updated immunization record for my child.

Parent/Guardian Signature: Date:
Witness: Date:

We are an equally opportunity provider.



Disease History (list the dates of each)

Measles Mumps German Measles Chicken Pox
Whooping Cough Contracted Tuberculosis yes no

Frequent ear infection ves no Frequent throat infections yes no
Medications Allergies

Other conditions or comments:

Developmental Needs

Physical or emotional problems the child may have:

Child’s special food needs:

Special Information
[emper tantrums Diabetes Frequent colds Biting_ Sun Sensitivity  Seizures

Fainting spells_ Bed wetting__ Other

Requires help with:Dressing Undressing  Toileting  Eating  Hand washing_

Is the child toilet trained?  ves  no  Toileting words used

Favorite games Favorite toys

Siblings ves no Names & Ages

Type of childcare used before

Special Customs or Beliefs

Other useful information about your child

Does vour child have health insurance ves no

[ ves. who is vour health insurance carrier

We are an equally opportunity provider.



Behavior Guidance Discipline Policy

Our goal is to help children learn acceptable behavior and develop self-control. Our program is designed
to promote positive and enjoyable learning experiences and to build trusting, respectful relationships. A
well-planned schedule, classroom arrangement, and curriculum, along with well-trained staff,
significantly reduces instances of inappropriate behavior. However, when children do make mistakes in
behaviar, we use the following guidance techniques.
o Tell the child what he/she CAN do
e Give chioices whenever possible, but only when the child really has a choice
e Support children in learning to solve their own problems and work out conflicts
e Re-direct a child to ancther activity
¢ Help the children learn how to play with friends
Fhysical punishment and threats are never used by our staff. Teachers will provide schedules and
maintain curriculum to reinforce positive behavior.
Limits of Behavior
Respect others.
Repect yourself.
Respect toys and equipment.
Guidance Policy
At enrcliment, parents will be given a written copy of our behavior guidance policy. Parents will also
sign an acknowledgement that they have been informed of the policy.

Pattern of Inappropriate Behavior

When a pattern of inappropriate behavior emerges, parents are required to meet with our staff. The
goal will be to work together to find a sclution to the problem behavior and resclve the difficulty. If
outside professional consultation or evaluation is necessary, the center director will invite an
appropriate consultant to join the parent-staff partnership.

In cases of biting, if the child bites three times or attempts to bite three times, the parent will be called
and the child will be removed from the center for the remainder of that day. If biting continues to be an
issue the situation will be reviewed. If all attempts to change that behavior are unsuccessful, we will
refer to number 3 on the child dismissal policy.

Child Dismissal

Tne director reserves the right to dismiss any child.
A child may be dismissed if
1. The parent or child refuses to follow the policies and procedures of the center.
This may include situations in which repeated requests for updated immunizaion records,
emergency contact information, required paperwork, etc. are ignored by parents.
2. Center staff is not able to meet the needs of the child for any reason.

3. The child becomes an endangerment in any way to other children or the staff
It is not the intent of the director to dismiss any child; every reasonable effart will be made
to ensure that dismissal is not necessary.

Please know that No child shall be dismissed from ABC without Division approval for behavior.

Please Sign and Date




Parent Questionnaire
Help us to know about your child!

child's FULL name: DOB B
' parent's or guardian's names and NuMpbers: _
NOMm: phone: lives with: yes © no ©
10 work: phone:
iad phone: ives with yes O no O
1ad work: phone:!

iolings names and ages:

1ny allergies: yes O no O if yes what are they
special medical conditions:
any languages besides English spoken af home:
ves O no O if yes what language:
Nnat are two goals you have for your child for this school year?

=l us about your child!

rvorte toy: favorite food:

set/oets: favorite color. .
‘avoriie outdoor activity: tavorite family activity:

"avorite pook:

1Ny special assistance they may need.

“hat would you like us 1o know? (describe your child)

oarent/guardian signature: dafe:

Tnank you for taking the time to fell us about your child and welcome to Open Arms Learning
Center!



PARENT AGREEMENT

For the Use of Non-standard Playground Items/Activities

My child care provider has discussed the “plan-of-use” that is attached
to this agreement. This plan covers the intended use of playground items/activities that are not
commercially manufactured and therefore have not been certified as safe for playground
activities and have no manufacturer’s installation instructions or recommended use guidelines.
Because of this, these items/activities involve some degree of added risk. The plan for each
activity has been discussed with me and | understand the risks involved. The Child Care
Licensing Unit has reviewed the equipment/activities outlined in this plan and has approved the
plan based on the providers agreement that the plan will be implemented and supervised as
specified in the plan. The Child Care Licensing Unit will monitor these items/activities to ensure
on-going compliance with all of the terms and conditions of the plan.

The use of all items/activities covered by this plan has been explained to me and | have
received a copy of the approved plan. Based on this information, | am in agreement that any
possible risk tamy child is.acceptable.to.me...

I agree to allow my child to participate in the listed
activities,

Parent Signature Date



Uear rarent/aregiver.

Welcome to our screening and menitoring program. Because your child's first 5 years of
life are so important, we want to help you provide the best start for your child. As part
of this service, we provide the Ages & Stages Questionnaires, Third Edition (ASQ-3), to
help you keep track of your child's development. A guestionnaire will be provided every
2-, 4-, or b-month period. You will be asked to answer questions about some things your
child can and cannot do. The gquestionnaire includes questions about your child's com-
munication, gross motor, fine motor, problem solving, and personal-social skills.

{ the questionnaire shows that your child is developing without concerns, we will pro-
vide some activities designed for use with ASQ-3 to encourage your child’s develop-
ment and will provide the next questionnaire at the appropriate time.

If the questionnaire shows some possible concerns, we will contact you about getting
a more involved assessment for your child. Information will only be shared with other
agencies with your written consent.

We lock forward to your participation in our program!

Sincerely,

Birecker ORLL Consent Form

The first 5 years of life are very important for your child because this time ssts the stage
for success in scriool and later life. During infancy and early childhood, your child will gain

many experiences and learn many skills. It is important to ensure that sach child's develop-

ment proceeds well during this period.

Flease read the text below and mark the desired space to indicate whether you will par-
ticipate in the screening/monitoring program,

(O | have read the information provided about the Ages & Stages Questionnaires®,
Third Edition (ASQ-3™), and | wish to have my child participate in the screening/
monitoring program. | will fill out questionnaires about my child’s development and
will promptly return the completed questionnaires.

(L) | do not wish to participate in the screening/monitoring program. | have read the
provided information about the Ages & Stages Questionnaires®, Third Edition
(ASQ-3™), and understand the purpose of this program.

Farent's or guarcian’s signature

Child's name:

Child's date of birth: _

¥ child was born 3 or more weeks prematurely, # of weeks premature:

Child’s primary physician:




ARKANSAS DEPARTMENT OF HUMAN SERVICES
AUTHORIZATION TO DISCLOSE HEALTH INFORMATION

Client Name: [hl\ds N(\I’N:-\ Client ID #:

Mailing Address: ate of Birth:
Case Head:

~

i Xt o X! hereby authorize
(Client or Personul Representaiive)

Ogiﬁ PtTYY)S Learonng W\\NL QY “mmxmﬂ to disclose specific heaith information

Name of Provider Plan)

L2 B WNodofve T T 90n Spanguecd vz
Movdintiore ART2WSD  Manninietiome PR LSS
FEOOY M 57S6 (D) 425 (204

fRecipient Nume sddress:Phone Fax)

for the specific purposats): \M\AMMEQMME‘\“’S

from the records of the above named client o:

Specifie mnformation ¢ be disclosed:

Proudse "A Medical Records™ this will include any and all wnuten information DS may have concerning vour healtn care and any 1liness o
ATy rou mad have sutfered. including. but not limited 0. medical history. consultations. prescripions, treatment. medical evaluations, x-ravs.
results of tests, and capies of hospital or medical records penaining to vou

| uncenstand thal this euthorization will expire on the following date, 2vent or condison: J&I\\JOJU
>

H to specity an expiration date or condition. tnis authorization 1 vaid for the pertod of hme needed to ]
PUIPESE for Up 10 one year, except for disclosures for financial fransactions. wherain the authorization is valig indefinirely. [ aiso
undersiand that | may revoke this authorzation at any time and that T will be asked 16 sign the Revocarion Seciion on the back of this
form | further understand thar any aetion taken on this authorizaton prior to the rescinded daie is legal and binding

I understand that my infermation may not be protecied from re-disciosure 2y the requester of the information: hovwever, if this
nformation 1 prowered by the Faderal Substance Abuse Confidentality Regulations. the reciplent mav not re-disclose such mitmunon
witnout my further whitten authorization unless otherwise provided for by state or federal law,

I understand that if my record contams informason relating o HIN inrecuon, AIDS or AlDS-related conditions. sexually transmutted
dincases. aleohot zbuse. drug abuse. psveholugical or psvehiztric condizions. genetic testing, family planning. or womens. infanl.

cridren (WIC) this disclosure will include that information.

Lalso tnderstand that | may refuse 1o sign this authenization and that my refusal 1 sten will aot affect my ability w obtawm reatment,
paymen! for senvices, or my eligibility for benefits; howaver, if a service is requested Dy @ pon-treamant rovider (€.g., iNsurance
mpany ) tor the sole purpose of creating health information (e.2 2.. physical exam). service may be .ir_nnd if autherization is not given, I1
is reseerchorelzted. treatmen: mav be denisd if 3L;1horwalmn not given

I'further understand that 1 may reguest a copy of this signed authonization. A copy of this authorzaton shall be as pindmg as e origmal,

k (Srgnuiure of Client) I i (Date) l "H"lhu-'.:.»‘Jf‘Rg-qn.'t'c‘m

(Stgnature of Personal Representative) {Date) (Personal Representative Relationship, Authoriny

NOTE: This Authorization was revoked on

iDate) (Signarure of Staff:

DHSAG00 (R, 10 14 Pawe | o 2



Open Arms Learning Center Noah’s Ark Preschool

222 E. Wade Ave. AS TS TS P NP AN 4 202 Springwood Ave.
Mountain Home, AR 72653 N T:;t\ion Cil;l‘t AN PN Mountain Home, AR 72633
(870) 424-5758 Effective October 1, 2025 (870) 425-6204

Previous Increase January 1, 2025, October 1, 2023
Hours of Operation
7:00-5:00

INFANTS/TODDLERS (6 weeks — 3years)
$45.00/Day - $225/week Half-Day Rate
$25.00 - 4 Hours or less
*(excluding lunch)
PRE-SCHOOL (3years — Syears)
$40.00/day-$200 week Half-Day Rate
$25.00 - 4 Hours or less
*(excluding lunch)
Before school only (7:00-8:00a.m.) $10.00/day - $50.00/week
After school only (3:00-5:00p.m.) $10.00/day - $50.00/week

SCHOOL-AGE (K-6") (full time)
$35.00/day-$175.00/week Half-Day Rate
$25.00 - 4 Hours or less
*(excluding lunch and field trip)
SCHOOL-AGE (K-6™
After school only(3:00-5:00p.m.) £10.00/day - $50.00/week

DROP-IN (based on availability) Must call in advance of 24 hours at minimum to check for spots available.
Any Age $50.00/day

*** A one time $50 registration fee is due upon enrollment.

*##* Tuition is due each Friday for the next week of service. Policy is to pay whether your child is here or
not. A late fee of $25.00 will be assessed to your account if tuition is paid any later than Monday by 10:00 am
or if you pick up your child any later than 5:00 p.m. (an additional $10.00 for every 10 minutes after that).
***The following 10 days will be paid holidays. No childcare service will be provided: New Year’s Day,
Good Friday, Memorial Day, Independence Day, Labor Day, Thanksgiving Day, Friday after Thanksgiving,
Christmas Eve, Christmas Day & New Year’s Eve.

*#**Closures or hours of operation may altered be due to inclement weather.

*%* Any day which your child either attends over 4 hours or eats lunch will be considered a full day, which is
less than 10 hours of care total per day.

***Although hours of operation are 7:00 am to 5:00 pm, due to ratios we only have limited space available
for the early and late hour. Please see the office if you need to adjust time to check for availability.

***Rates will be increase periodically to keep up with the cost of living.

**Employees will be offered half price after denial of school readiness assistance.

*HEEEAny account not kept current on private payments will be required to enroll in automatic bank draft.

Parent/Provider Contract

Child's Name: Payment Type:
Days:M T W R F Hours: - Weekly Tuition:
Voucher Co-pay amount weekly: Voucher over absence amount:

By signing this agreement, you are accepting all terms.

Parent Signature/date

(Revised Oct 2025 — JW)40



CHILD CARE FOOD PROGRAM Provider's Initials:

ENROLLEMENT FORM
Date:

To be completed by Parent or Guardian

You have chosen a daycare that participates on the USDA Child and Adult Care Food Program (CACFP). It is our goal to
assist in providing your child with nutritious meals/snacks. This enrollment information must be verified. The mealtime

patterns and the daily menus should always be posted and available for parents. If you have questions, comments, or
would like to learn more about the Child and Adult Care Food Program, contact our office at (505) 682-8869.

Armn - \er &16-424515%

Name of Day Care Facility Telephone #
222 ENode Pre Mourtoin Yo s 1253
Address City State Zip Code

The following information is required by USDA Federal Regulation CFR 226.15(e)(2).

[ wish to enroll my child(ren). whose names and enrollment information are specified below. in the USDA Child and
Adult Care Food Program. [ understand this program reimburses day care facilities for serving nutritious and well-
balanced meals/snacks to day care children.

My Child(ren) will be served the following meals:

Breakfast: { AM Snack: D_ Lunch:ﬂ PM Snack:ﬁ Supper: l:_l Late Snack:ﬂ

Please Print Child(ren)’s Information

First Name Last Name Age | Birthdate | Hours of Care Days of Week Gender

‘ From: Sat. [J Tue. [ Fri[]]

! To: sun. [0 Wwed[

! Mon[] Thur.[]]
From: Sat. [] Tue. [] Fri[ ]
To: Sun. [] Wed[]

1 Mon[ ] Thur._i:]

| From: Sat. [] Tue. [] Fril]]

} To: Sun.[] Wed[]

!‘ Mon.[] Thur.[ ]

| From: Sat. [] Tue. []Fri[]

' | To: Sun. [] ch.D

| | Mon]:] Thur.[]
Please identify any fool allergies or special needs your child(ren) require;
Doctor’s Name: Doctor’s Telephone:

Revised 12/2023



' Racial and Ethnic data is optional and is collected in accordance with FNS Instruction 113-1 Section XII (a)(2). This
~ information is requested solely for the purpose of determining the State's compliance with Federal civil rights

affect consideration of your application and may be protected by the Privacy Act. By providing
d in a nondiscriminatory manner.

your response will not

this information, you will assist us in assuring that this program as administere

laws, and

*OPTIONAL* Participant's ethnic and racial identities

Please select all that apply

| Name of Enrolled Child{ren) American Hawaiian
\ Hispanic | Indian or Black or Native or
‘; Foster or Alaskan African | Other Pacific
Age | Child?| Latino Native Asian | American [slander White
- 1 =l | | | CJ L]
| El ] Ed L]
L] =] | ] L L]
L] 1 ] - L]
= — ] - | [

I understand my child(ren) will receive meals at no extra charge to me when they are in care during any scheduled meal
service and receive meals. | understand that the day care facility cannot and will not discriminate for reasons of race,
color, national arigin, sex (including gender identity or sexual orientation), or disability. There is to be no
discrimination in admission policy, meal service, or use of facility. Any complaints should be addressed to: USDA,
Director. Office of Civil Rights, Room 326-W, Whitten Building, 1400 Independence Avenue, SW, Washington, DC
20250-9410 or call (202) 720-5964 (voice and TDD). USDA is an equal opportunity provider, employer, and lender.

EMERGENCY CONTACT INFORMATION:

Home Telephone #:

Work Telephone #:

Parent’s Address City

Parent’s Signature:

Revised 07/2022

State

Date:

Zip Code

*Form expires one (1) vear tron

1 this date

PE <



nhold Applicationfor rree and keducedrrice scnool meais el iy
rousenhold App RETURN TO (School/District Name):

Complete one application per household. Please use a pen (not a pencil). SY 2025-2026 ADDRESS:

1= B List ALL children, infants, and students up to and including grade 12. Aitach another sheet of paper if you need space for more names.

Child’s First Name M Child’s Last Name Name of Schoo! Grade
Celinition o Mouse hold ‘/_
Member “Anyore whoi I ] T 1 I I | I R R I } T ' i , TR MR N
living with you and shares | 1 i u.,-.
wreome snd e penes, ewn F } | -+ b | B | . 4 " 4 ; 1 + = t < 1 ¥ 4 - } - 4 § i § } £
notl relsted” | m W
H | -

! 4 ¢ “ + + t . .m
Children in Foder cae and { | | | ®
children who miert the defiritio i { i | i I : | ! I I 1 i { i .H
uf Homeless Migrant or f 1 | I | 1 i T 1 1 { [ 1 i @
Runaway are cligible for free | ] _ H | i ﬂw
meals. Read Howta Apply for - S | o + v | KA 3 & 4 A e Y i ! i : ! { 3=t - | ! H | L A_ 1 | 4 i |
free and Reduard Price | | I ! 1 I i | | { |

I N T R _F‘i Joo i ol il . l S T [N i i L I

1 51:4» 8 Do any household members (including you) participate in: SNAP, TANF, or FDPIR?

( NO= Goto STEP 3. | YES < Write case number here and proceed to STEP 4. CASE NUMBER (NOT EBT NUMBER):

“Write only one case number in this space.

YIS List ALL household members and income for each member (before taxes and deductions)

A. AllAdult Household Members (Anyone who is living with you and shares income and expenses, evenif notrelated, including you.)
List all Adult Household Members not listed in STEP 1 {including yourself) even if they do not receive income. For each Household Member listed, if they receive income, report total gross income (before taxes and
deductions) for each source in whole dollars (no cents) only. If they do not receive income from any source, write‘0". If you enter ‘0’ or leave any fields blank, you are certifying (promising) that there is no income tareport.

Public Assistance, Pemiions, Retirement,

How often received? Child Support, Haw often received? Socil Security, 551, How often received ?
f |
Name of Adult Household Members (First and Last) Earnings from Work  weekty | aieeks | 2x Mo Monthly Annua Ao Weekly | 2Weels 2¢ Month Monthiy VABORTHS, Al | weekiy  Zwesks 24 Month Mosthy
= + o~ — — — . — — B I~ s
s g 000G 0O s C O C O % O C G
$ O G O O O $ QO O 3 C ¢ O C
$ O GO0 6| s C 0 C 0Ols € C C
s Q00O s C o0 0 O C O ¢
$ OO0 00 0O 8§ C G G Q% O O C
— hold Members {Child d Adults) Last Four Numbers of Social Security Number of Check if no Social D
otal Household Members {Lhildren and Adu Primary Wage Earner or other Adult Househald i .
. i Security Mumbey Please see application’s back
Member (If Applicable) i .
| ow often received? for list of income sources.
B. ChildIncome ) Child Income Weekly | Zwesks | 2xMenth Monthly| Anual
Sometimes children in the household earn or receive income. B ) Fee e o e
Include the TOTAL income (before taxes and deductions) received by ALLchildren listed in STEP 1 here. $ [ { { (

IF W Contactinformation and adultsignature.  RETURN COMPLETED FORMTO YOUR CHILD'S SCHOOL: [nsertschool address here

“I certify (promise) that all information on this application is true and that all income is reported. | understand that this information is given in connection with the receipt of Federal funds, and that school officials may verify
(confirm) the information. | am aware that if | purposely give false information, my children may lose meal benefits, and | may be prosecuted under applicable State and Federal laws.”

Print Name of Adult Signing the Form Signature of Adult . Today's Date

NaaSlinn Adrrace (if siraiiahial City State Zip Phone (optional) Email (optional)




SOURCES AND EXAMPLES OF INCOME R by VT H e p—"

please refer to the instructions that

accompany this application.

- Sources of in¢

e R A Coeo]pre T Examples of incomefor Gl

ome:
Public Assistance/Alimony/

| it
Earnings from Work ‘ p_ Child Support
{

| = Salary, wages, cash bonuses, tips, commissions
* Net income from self-employment
[farm or business)

IFyou are in the U.S. Military: ,,

| + Basic payand cash bonuses (do NOT include .
| combat pay, FSSA, or privatized housing
allowances) |
+ Allowances for of-base housing, food,
and clothing

* Unemployment benefits

+ Workers' compensation
!+ Supplemental Security Income (SSI)
Cash assistance from State or local
government
Alimonypayments
Child supportpayments
Veterans’benefits
Strike benefits

Disclosure (Optional)

_H_ | do not want school officials to share information from my free and reduced-price meal application with Medic

| Pensions/Retirement/ . . g !
R Al ofher sources of income A child has a regular full- or part-time job where they earn a salaryorwages

Iy - . T g N : H
| moem_wmn:::.\u.mm?z?__:n_cn_.:m railroad + Achild is blind or disabled and receives Soclal Security benefits !
| retirement and black lung benefits) |

Private Pensions or Disability Benefits * Aparentis disabled, retired, or deceased, and their child receives Social Security benefits |
Income from trusts or estates [T et = —— . =
Annuities

Investment income

Earned interest

Rental income

Regular cash payments from
outside household

|
|
|
|
[

+ Afriend or extended family member regularly gives a child spending money

o_Emmﬂmﬁnﬁ_..__a&:_m:mm_:.__EEw:S_uBm;B;mxE:u:.

ol dife]\V-AMMChildren’s ethnic and racial identities. This information Is kept confidential and may be protected by the Privacy Act of 1974.

.

We are required to ask for information about your children's race and ethnic
and does not affectyour children's eligibliity for free orreduced price meals.

Ethnicity (check one): | Hispanic or Latino (A person of Cuban, Mexican, Puerto Rican, South or Central American, or other Spanish Culture or origin, regardless of race)

D Asian

Race (checkoneormore): [ | American indian or Alaska Native

D Black or African American

ity. This information is important and helps to make sure we are fully serving our community. Responding fo this section is optional

mlm Not Hispanic or Latino

D White

D Native Hawaiian or Other Pacific Islander

Return this completed form to your child's school. *Do not mail, fax, or email completed applications to the U.S. Department of Agriculture Office of the Assistant Secretary for Civil Rights.

plely (el el @liFor school use only.

Annual Income Conversion: Weekly x 52, Every 2 Weeks X 26, Twice a Month x 24, Monthly * 12. Do not annualize income to determine eligibility unless more than one income frequency is listed.

o How often? .

| T Every
Total Income | Weekly | E%‘L = _ss_i Monthly

Annual
Al A1 22 Leta s

| (€& & € Q@ &)

Determining Official’s Signature

Use of information Statement — .

Confirming Official’s Signature

Eligibility
Reduced ' Denied

Householdsize :
=5 Free

'

_ - | CategoricalEligibility [ ]

L_ I L (I
Date Verifying Official's Signature Date

The Richard B. Russell NationalSchool Lunch Actrequires thatwe useinformation
from this applicatlon to see who qualifies for free orreduced price meals. We can only
approve complete forms. We may share your eligibility information with education, health,
and nutrition programs to help them deliver program benefits to your househald.
Inspectors

and law enforcement may also use your information to make sure that program rules are met.

Please be sure to provide the last four numbers of the Social Security number of the adult
household member who signs the application. If the adult does not have one, ‘Check if no
Social Security Number." Applications for a foster child don’t need to list a Social Security
number. Applications for children in households receiving Supplemental Nutrition Assistance
Program (SNAP) or Temporary Assistance for Needy Families (TANF) or Food Distribution
Programon Indian Reservations (FDPIR) do not need to lista Social Security number.

Some children qualify for free meals without an application. Please contact your school to get
free meals for a foster child, and children who are homeless, migrant, or runaway,

The contact information below is solely to fle a complaint of discrimination
Inaccordance with Federal civil rights law and U.5. 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, reli ion,
sex, disability, age, marital status, family/parental status, income derived from a public assistance program, political beliefs, or reprisal or retaliation for prior
ivil rights activity, in any program or activity conducted or funded by USDA (not all bases apply to all programs). Remedies and complaint filing deadlines vary
by program or incident.

Persans with disabilities who require alternative means of communication for program information (e.g., Braille, large print, audiotape, American Sign
Language, etc.) should contact the responsible Agency or USDA's TARGET Center at (202) 720-2600 {voice and TTY) or 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 discrimination complaint, complete the USDA Program Discrimination Complaint Form, AD-3027, found online at How to File a Program
Discrimination Complaint 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.5. 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.

USDA is an equal opportunity provider, emplayer, and lender

*Do not mall applications
to this address, only complaints of discrimination.



