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Child Information Human Services

Program name K8 Date

Child Information

Child's name Gender Date of birth
Oklahoma
Home street address City State
Oklahoma
Mailing address City State
Finding directions ZIP County
T R N SR T O N Y BT DA R e RN O TR S s o AR EIAISASDN R
Parent or guardian name, adult whom child lives with Phone Alternate phone
Place of employment Business phone Email
fetsis s R T S s S e sl AT AN T TR SR D AP SR RPSET RST I REE
Parent or guardian name, adult whom child lives with Phone Alternate phone
Place of employment Business phone  Email

Emergency Contact

List individuals to notify, in case of emergency, when the parent or guardian cannot be reached. List
in order of preference:

Name Phone
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Immunization Record

Attach a copy of the child's immunization record. An immunization record or exemption is obtained
prior to the first day of attendance and is to be updated when the child receives additional vaccines.
Parent/guardian must provide a copy of the current updated immunization record to the child
care program. Refer to Appendix |, Immunizations, in Requirements for Child Care Programs for
immunization and exemption procedures.

Health Record .

Child's physician or clinic Phone

Oklahoma
Street address City State ZIP

0 | understand that a signed parent/guardian permission is obtained prior to administration of any
medication to any child.

Does your child have any specific needs involving routine care, behavior modification,
communication, eating, or sleeping activities? When yes, describe:

Does your child have any known allergies? OYes (ONo
When yes, list:
Does the known allergy require special precautions, actions, or medications? OYes (ONo

When yes, describe:

Describe any special precautions for diet, medication, or activity, when applicable:

Are there any other special considerations that would assist this program in providing care to your
child? When yes, describe:

Will your‘ child receive any specialized services from professionals outside of this O¥es  CINo
program's personnel?
] When yes, | understand that a signed and dated parent permission is required.

| give permission for program personnel to consult with specialized personnel OYes ONo
regarding the needs of my child?
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Transportation

[] | do not give permission to transport my child.

0 | give permission for my child to be transported by this program under the following
circumstances:

Select all that apply:
[] When an emergency occurs and | cannot be reached

[] Field trips

[] To and from home

Drop-off time: Pick-up time:

Specific plan for transfer and supervision:

[] To and from home

Drop-off time: Pick-up time:

Specific plan for transfer and supervision:

(] Other, specify:

Pick Up Permission

Individuals who have permission to pick up my child:

Name Phone

07LCO38E 1/1/2016
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| understand this form is supplied by the Department of Human Services (DHS) for the convenience
of the child care program and me to assist with care of my child. Supplying this form in no way
imposes any responsibility or obligation upon DHS.

Program policies are provided to parents upon enrollment and when revisions are made.

Selecting Quality Child Care - A Parent Guide, DHS publication 87-91, Licensing Requirements for
Child Care Programs, DHS publication 14-05, and the program compliance file are all made
accessible to parents in a prominent location.

Parent/guardian signature Date

Child Care ProgramUse

Date child entered program: Date child withdrawn:
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CHILD AND ADULT CARE FOOD PROGRAM (CACFP)

CHILD’S INFORMATION

ENROLLMENT FORM

1. Child’s Name:

2. Normal Days in Attendance:

O Am.

4. Special Dietary Needs*
6. Normal Meals Eaten:
D Breakfast

[] AM.Snack

*Attach signed medical statement.

Date of Birth:

5. Normal Hours of Attendance:

SUN MON TUE WED THU FRlI  SAT

3. Head Start Facilities Only: Indicate session.

7. Signature of Parent/Guardian:

O em O
O Yes 0 No
to:
amJ/p.m. a.m./p.m.

All Day

D Lunch D Supper

D P.M. Snack D

Late P.M. Snack

Date:

PARENT’S INFORMATION

Name of Parcnt/Guardian:

Address:

City:

Home Telephone Number:

Zip:

completed, signed, and dated.

Parent/Guardian Signature

RENEWAL UPDATES

Date

If there are no changes to the above information, sign and date. If there are changes. a new enrollment form must be
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CHILD AND ADULT CARE FOOD PROGRAM (CACFP)
FAMILY-SIZE AND INCOME APPLICATION

PART 1. ALL HOUSEHOLD MEMBERS

a. Name(s) of Enrolled Child(ren)

b.Names of ALL Houschold Members Age of Birth Check If a Foster Child (The Cheek if
(First, Middle Initial, Last) Enrolled Datc of | Legal Responsibility of a Welfare |¥O Incomd
Child(ren)| Enrolled Agency or Court)*
Child(ren)

#If all children indicated below
are foster children, skip to Part 5
to sign this form.

O|o(o|oono|0n.
O0|0a;o|oinm

PART 2. BENEFITS

If any member of your household receives SNAP, TANF, or FDPIR benefits, provide the name and case number for the ONE 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 IS HOMELESS, MIGRANT, OR A RUNAWAY, CHECK THE APPRO-
PRIATE BOX AND CALL (YOUR SCHOOL, HOMELESS LIAISON, OR MIGRANT COORDINATOR AT PHONE NUMBER)

D Homeless E] Migrant DRunaway

PART 4. TOTAL HOUSEHOLD GROSS INCOME. You must tell us how much and how often.

A.' NAMEL o B. GROSS INCOME AND HOW OFTEN IT WAS RECEIVED
:‘e‘::.l:,er::;ywith income) Earnings From Work Before] Welfare, Child Support, |Pensions, Retirement, Secial All Other Income
Deductions Alimeny Security, SSI, VA Benefits
(Example) Jane Smith $ 200 | weekly _ $ 150 | twice a month s 100 | monthly 3 /
$ / $ / $ / $ /
$ / $ / $ / $ /
$ / 3 / $ / $ /
$ / $ / $ / s /
$ / s $ / S /

Page | of 2
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PART 5. SIGNATUREAND LAST FOUR DIGITS OF SOCIALSECURITY NUMBER (ADULT MUST SIGN)

An adult houschold member must sign this form. If Part 4 is completed, the adult signing the form also must list the last four digits of his or her social
security number or mark the 1 do not have a social security number box.

I certify that all information on this form is true and that all income is reported. | understand that the center will get federal funds based on the information
that I give. 1 understand that CACFP officials may verify the information. | understand that if I purposely give false information, the participant receiving
meals may lose the meal benefits and I may be prosecuted.

Sign Here:

Print Name:

Date:

Address: Phone Number:

City: State: Zip Code:

Last four digits of social security number: ***.** =~ D 1 do not have a social sccurily number.

Part 6: Participant’s Ethnic and Racial Identities (Optional)

[Jtispanic or Latino

Mark one ethnic identity:

Mark one or more racial identitios:

O Asian

[INot Hispanic or Latino O Wwhite

Amcrican Indian or Alaska Native [ Biack or African American
O Native Hawaiian or other Pacific Islander

PART 7: OTHER BENEFITS: You do not havc to complete this part to participate in thc CACFP.

Heatth losuraace D Yes, | want heatth insurance for my chitdren. Invitution officials may give information from my FSIA to SoonerCare Health Benefit officials so that they

can send me information about free or low-cost health insurance for my children.

D No, t DO NOT want information from my FSIA sharat with SoonerCare Health Benefits officials.

1 centify that 1 am the parent/guardian of the child:

for whom application is being made.

I understand that 1 will be releasing information that will show that | qualify for free or reduced-price meals for ty children. 1 give up my rights to confidentiality for this pusy enly.
Si of Parent/Guardi Date:
The panicip:mt in the dny :vif;qA;.SlaltmnI: I"N:Rxch:vdbli Rngannnm{:;&hooi bxzd\ r\cncqu.im‘.lhc :nl'mvmfiom:nh‘lhis app?icﬂi(fn. You do not have to give the informaton,
N s N 0, at if you do not. we cannot approve the participant for ‘uv(c-hn:. price mcite, You must inciude the fast four digits of the social sccurity mimber of the sdult
care facility may Q_‘mhfy for 1 85 Ap Of Poverty Level houschoid member who signs the appiication. The fast four digits of the social secutity narmber is not requined when you spply on behaif of a fostor child or you
free or reduced-price meals st 2 Supplemental Natrifion Asvistance Program (SNAP), Tanporary Asststuice to Noody Famitics (TANF). of Food Distribution Program on Indian Reservations
if your household income {FDPIR) case number oe other FDPIR identificr of when vou i : that the ado!t honschold exanher signing the appli 1 Jocsnot have a social security number
falls within the limits of this We wiii asc your infi iot to J ing if the partic i cligible for free o radoead-p mcals and for inistration and of the Prograins.
N 17 3
chart. l]-l()UhChOId Size _)ch";l_;lx In d. with faderal civi] nights law and Unitad States :’:1;;"]:1;:" of Agricuinire (USDA)civii riphts agulations and puiicies, the USDA. itz agencics. office.
21, ployocs, and insti pathicipating in or mministoring USDA p prohibited from discriminating based an tace, color, national origin. sex. dissbility.

py 30.637 nge. of reprisal or retaliation for prior civil fights activity in any progfar or achvity conducted of funded by USDA

2 29,06:

3 37,296 Persons with disabilitics wh Juil ive means of for program infe ion (e g, Brille. larpe print. audiotape. Amncrican $ipn Lasgoxpe

= 44,055 [ASE])shou'd contact the agency (stete of jocal) where they applicd fur benefine Individnais who are deaf, hard of hearag, or uve specch disabilites may contact

4 9 7 USDA through the Fadorl Relay Senvice at 500-877-8339. Additionally, program infonnation may be made available in iznguapes other than English

AP
52,614

5 2 o Totilca waint of o tion, compice the I3DA Program Discrimination Complaing Forme (AD-3027) foumd oniing at: ~hinpswow srusdagon.

6 60,.. 73 cormplaint_filng cust himis and 2t any USDA offics of write 4 letter addressad to USDA and provide in the ictter &1 of the infonnation roquested in the fonn To

7 67.951 fequest a copy of the compiamt formy, call ¥66-632.9992 Subriit your compicted form or letier 10 USDA by:

.
8 75,647 i Mail LS. Department of Agriculture
Office of the Assixtant Seurctary for Civil Rights
Each additional person: 7,696 1400 lndependenee Mvenue, SW
Washington, D.C. 202409410

2 Fax: 202 &9 7442
3 E-Mal:  progranintakegiusda gov

This indtitition is 30 cyun. opportunity provider.

DO NOT FILL OUT THIS PART. THIS IS FOR OFFICIAL USE ONLY.

Annual Income Conversion: Weekly x 52,

Every 2 Weeks x 26, Twice a Month x 24, Monthly x 12

Total Income: Per: Week Every 2 Weeks Twice a Month - Month Year
Household Size: R

Categorical Eligibility: Date Withdrawn: Eligibility: Free Reduced Denied _

Reason:

Determining Official’'s Signature: Date:
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