F 4
e, Horizons Unfimited, Inc.
ﬁ CACFP Enroliment Form

H(’f}l‘iZOﬂS Child Care Center’s Name: Kids R Us University- Carney

instruction for Parents/Guardians:

Complete a separate form for each enrolled child. In the spaces below, fill in all information requested. For the days and hours normally in care,
if the child is school age, report the hours in care both before and after school. If your schedule fluctuates, please explain in the “Additional
Information” section. If you are uncertain what meals your child will participate in, consuit with your child care center. CACFP regulations
require that each child’s enroliment information be updated annually .

CHILD'S NAME: I PARENT’S/GUARDIAN'S NAME: %—k_ﬁi
- |
ADDRESS: : |
! CHILD’S DATE OF BIRTH; | PHONE: ‘
Il - _ o ‘J

PLEASE CHECK THE ETHNIC & RAGIAL IDENTITY OF YOUR CHILD. YOU ARE NOT REQUIRED TO PROVIDE THIS INEGRMATION, THE COLLECTION GF THiS INFORMATION 15 ONLY
FOR STATISTICAL PURPOSES.
Ethnic Category: [ Hispanicor Latine [ Not Hispanic ar Latino

Racial Category: [ American Indian O Asian [0 Black or African American [0 Native Hawaiian or Pacific Islander O white

Hours and Meals While in Care

Days Normally Hours Normally in Care Meals Normally Received While in Care-
in Care {Check all that apply}
\
(Check ali that apply) From To From . To Breakfast ‘ AM Snack Lunch ' PM Snack Supper Evening
; ! Snack
[} Sunday [] ] g ] M N
[ ] Monday L [ ] (] ) L] [ [ fj‘
L___, Tuesday D D N r Ol 7 ﬁFli —— fﬁ- -
[] Wednesday [ N = — ] — {iﬁmqiﬁt
D Thursday I_“J“! B N D — 'j ;D _
[ 1 Friday ] [] [ L B [] [
_| saturday ] [ N ] ! ] _—L N

Additional Information if your child’s schedule varies:

Infant Mea! Notification

To be completed for children under 12 months

The chitd care center offers o iron fortified infant formula which: D | Accept J_j | Decline
{Center must write in the name of formula offered) a

When your infant is developmentally ready for baby food, the childcare provider/center will supply infant cereal and other foods that are creditable ta the
USDA Infant Meal Pattern. Parents may prefer to supply their own formula, cereal, and/or developmentally appropriate foods compliant with CACFP
requirements and must indicate that below.

Which of the following applies: If breastfeeding which applies;
I_—_| | prefer to have the center supply infant cereat and infant foods for D I will supply expressed {pumped} breast milk and have the center.
my ¢hild when developmentally appropriate. supplerment fermula if necessary.
[} 1 will supply infant cereal and infant foods for my child when appropriate 7] 1 witl supply expressed breast mitk and supplement formula if necessary.

Special Dietary Needs

Doss your child have a special dietary need(s) that differs from the meal pattern requirements? | | Yes ‘73 No

If yes, you must provide documentation to the center that has been completed by your child's health care provider detailing what food (s} to omit and food(s) to serve as a
substituts; the exception 10 this rule is for nondairy milk substitutes (i.e. soy milk) that are nutritionally equivalent to milk, which only require a written slatement from you.
Consult with your child care center for approved soy milks. The center may choose to not provide the substitution,

If your child's special dietary need(s) is the result of a disability, you rmust provide documentation to the center that has been completed by your child's ficensed physician
detaifing your child's disability, an explanation of why the disability restricts your child's diet, the major tife activity affecled by the disability, and the food(s) to omit and food(s)
to serve as a substitute. The center must offer ta provide the substitution (s} if your child's special dietary need is the result of a disability .

- Originai Completion 2na Year Update 3w Year Update

IGNATURE OF PARENT OR GUARDIAN: DATE: | :  INTIALS & DaTE:

This institution is an equal opportunity provider



—p Child Care & Outside of School Hours Centers FFY 2022, Rev. 6/21

HOUSEHOLD SIZE—INCOME STATEMENT Child and Adult Care Food Program

dult household member must complete this form (HSIS) and return it to the center. Complete one HSIS per household.
Ana Refer to the accompanying Household Letter for instructions on completing this form

First and Last Name(s) of Enroiled Child(ren) Center

: PART 1: BENEFITS ‘

f no one receives these benefits, sKptoPART2, =~ - -
If any member of your household cltrrent!v Check the box for the benefit received - o DO NOT list 3 16 dinit Gepany oy msrmemes
receives benefits from: AND provide the case number: (starts with 5077} for FoodShare
FoodShare Wisconsin (10 digit #) [ | —— * Wisconsin Child Care Subsidy is NOT
Wisconsin Works Cash Assistance (10 digit #) D __________ Wisconsin Works Cash Assistamdoes

FDPIR (9 digit #) D _________ not qualify a participant as free for CACFP.
PART 2: TOTALHOUSEHOLD SIZE AND INCOME (Complete a, b, and c)
if you completed PART 1, you do not need to list househ '

old and income information below,

a) List full names of all household members b) List allincome on the same iine as the Person who receives jf T s
below, including yourself and all children, * Record each income source only once.
’ ' * Check the box for how often each income source is received.
: ’ . source s :
: is living with you Pensions,
Household Member: anyone who is Gross wages, Net : . . .
hares income and expenses, even if not related.  fincome iself-emplayed), Retrrut:!ment Social Private pensions,
and share Commission, Tips, Cash = ecurity, VA £ Trusts/estates, =
bonuses, Military pay & % 8 enefits, 551, -;»2: S Annuities, EE
[Check @llowances for off-site é‘ "E Disabitity, Child § % Investrmants, interest, & %
(onena|_ 1T | Check hhousing/tood/clothing, | = = 8l 2 Zsupport, Adoption | . |5 &) | Z|Met rental income, >§ PIEE
. ot oster; if No \Work comp, strike ben,, é o g ‘g’ Zlassistance, § [l § 2 Savings withdrawals, | = B = §
Household Members Age | Child {income Unemployment =121 5 2| Shlimony 2| 2| 2] Zlany other income CEEEE
10 s oOCoo)| ¢ ooQciol s e
- ] i
0|0 [s oodon $ ooconl s Co
—e— 0000
(1100 |3 noopo) $ oEooio| s 0o
- ] -
g (s Doon $ DEooo| s l :
- =
D D $ | S DDIEIDE] 5 _ DD_JI._]D
b=
aigjs oDoon $ opooio) s CDo0o
) Record total # of household members: _ ‘ .
PART 3: ALL HOUSERHOLDS

YACE AND ETHNICITY DATA COLLECTION - Completion is optional S _
“his center is required by Federal law to ask the following two questions concerning race and ethnicity. Your an
eporting and will have no effect on determination of eligibility for benefits. Please answer both questions.

S YOUR CHILD{REN) HISPANIC OR LATINO? [ }Yes, Hispanic or Latino {_INo, neither Hispanic nor B T,

ELECT ONE OR MORE OF THE FOLLOWING RACES THAT APPLY TO YOUR CHILD(REN):
ELE["jAmerican Indian or Alaska Native [ ]Black or African American Clwhite  [TJasian [ Native Hawaiian or Other Pacific istander
‘ ADULT HOUSEHOLD MEMBER SIGNATURE AND LAST FOUR DIGITS OF SOCIAL SECURITY NUMBER (SSH#)

Part 2 is completed, the adult signing the form must list the last four digits of their $5# OR check “None” if they do not have a ss#.
Part 2 is completed, o = c TOUC GUEILS of their 55# OR

swers are strictly for statistical

LT T, LR TP LEE TR E TP EXTITY Seranenas dennn

CERTIFY (promise) that all information on this form is true, and that altincome s reported unless eligibility is established by r'e'ceiv'i,','g"F‘c',gag‘,;;;;"w;w;r;;-C-;-S-H-—-------------
rsistance and/or FOPIR. understand that this information is given in connection with the receipt of Federal funds, and that CACFP officials may verify {check) the
:‘ormatio;\ I am aware that if { purposely give false information, the center may lose meal benefits, and § may be prosecuted under applicable 5t

ate and Federal laws,
Tore of Adult Household Mer— Signature Date Mo./Day/Yr. Last 4 digits of 54 {or check "None” if You da not have 3 Ss#)
igna C Rhk_kk 1 None

FOR CENTER USE ONLY — Complete al' 3 Sections and the Effective Month of Determination

T Section 1: T Section2: | Section 3. T~ Tmm==--
' Basis of Determining Eligibility (A or B) “___Eiigibl_lity Det_erminatiml Determining Official’s Initials & Approval Date
. Household Size & income = | B. BEﬁ:f;S/FO::TF 'O Free - :
i ) are :

»tal Household Size U Foo : . ' C **Effective Month of Det fnati

an [JW! Works Cash Assistance . [0 Reduced , _ ‘e T De ermrnatuqn
otalIncome$______ / LIFDPIR - G O Non-Needy |~ — _—

L {5 Amount) .{TimePerindl! E]Foster Child(ren) . o Y Month/Year

onvert to yearly income only when multiple pay Weekly x 52 Twice a month x 24 **This form expires one year from the
equencies are reported, using only these muitipliers: | Every 2 weeks x 26 | Monthly x 12 Effective Month of Determination,

http://dpi.wi.gov/cornmunity-nutritioh/cacfp/chi!d-care/memos; Guidance Mermorandiem 1



e ]

CHILD AND ADULT CARE FOOD PROGRAM (CACFP)

For Group Chifd Care & Outside of School Hours Centers
HOUSEHOLD LETTER {Non-Pricing Programs) -

FFY 2022, Rev. 6/21

Dear Parent or Guardian:

is enrolled in the CACFP, 2 USDA program which
{Name of Agency)

. | assistance doll‘ars to eligible child care centers for serving more nutritious meals. The amuunt.c?f money our a
provides fedefa assi is of our families. in order to continue providing a quality meal service without additional charge,
o th'E s o s;ete ﬁew a Household Size-Income Statement form (H515) each year, Please complete and return
enrolled child.ren lc_' jc:m: t strictly confidential in our files. Only one completed HSIS is required for all children in your ho
This information wil el. ?t?le our agency will receive the higher (“Free” or “Reduced-price”) meal reimbursement rates for
o he Effc HSIS o ef:g f D'E’fffmfﬂaf'b" regardless of any change in your household size and/ar income or termination fr
from the EffECnve.MD”t K lete this HSIS if no one in your household receives benefits from FoodShare Wi (the Supplem
sY¥ou are not required t°_ ct°$:tion Program on Indian Reservations), Wisconsin Works Cash Assistance Programs and your

{SNAP]), iDP'F:] i:oyisf'shgusehoid size within the table befow. In this case, however, we would appreciate you returning
unt show
:E:g with your signature and date.

D ining Eligibility based on Participation in Benefits Programs - Comglere Part 1 and Port 3 of HSIS form
etermin g. al reimbursement rate for children in households receiving benefits from FoodShare wi, FOPIR, or Wi w
Our agency receives the Frge me is Wisconsin's Temporary Assistance for Needy Families (TANF} program. It provides temporary cash assistance through work
.V‘M“—"-M‘“—C_E?-MM nd 1S NOT the W1 Child Care Subsidy Program. Wi Works Cash Assistance Programs include Trial Employment Match Program
placement and tf:a!lﬂlﬂﬂ I:_"'Osrat:m;s” mansitioﬂs (W-2T), Custodial Parent of an Infant (CMC), Minor Parents Services, Noncustodial Parents, and Pregnant Women.
(TEMP). cor-nmuzlwt::r::l:;finsg(info;mation on the HS5!S (a-c) for eligibility based on receiving benefits from FoodShare w1, FDPIR, W Works Cash Assistance:
{Y:JuTmh:sr:;:\z:o:vour enrolled chitdren; ] * bo NOT " az)egn\;l:nber;fogh'
{b) Checked box for the benefit your household receives and its case number; & Medicaid, 55I, isconsin Chi

Id Care Subsidy program AND
iznature of an adult member in the household & signature date ¢ DO NOT list a 16 digit Quest Card number {starts with 5077) for Foodshare Wi
{c} The signature ‘

Determining Eligibility by Household Size and Income 3 Complete Part 2 and Part 3 of HSIS form
Househoid-Size Income Scale (Effective July 1, 2021 to June 30, 2022)

Eency receives from this program is
We request every family of our

the attached Hs(S form to our office.
usehold, Gnce we have properly

your enralled children, for 12 manths
om Benefits Programs.

ental Nutrition Assistance Program
household income s higher than the
the HSIS to us with “N/A” written en it

orks Cash Assistance,

If your household earns 3 total income that is less than or equal to the income levels listed within this table,
Annual Income we will receive higher meal reimbursement rates {“Free” or "Reduced-price” meal rate) for your children.
Househald Size Level (at or below) For determining eligibility based on your household size and income, you must include the following
1 $23,828 information on the HSIS (a-e):
$132,227 _|(a} Fullnames of all household members who share income and expenses, including childran, parents, and
2 . non-related persons;
3 $ 40,626 {b) Income received by each household member identified by source of income and its pay frequency;
4 $ 49,025 {c} Total number of household members;
(d} The signature of an adult member of the household and signature date; and
S §57.424 (e) The last four digits of the social security number of the aduit household member signing the HSIS oran
6 $ 65,823 indication he/she does not have a social security number.
$74,222 *Disclosure of United States citizenship or immigration status is not required and is not a condition of
7 - eligibility for higher meal reimbursement rates.
8 > 8262 Eligibilities of Foster, Runaway, Homeless, and Migrant Children, and Children
For each additional +5 8,399 enrolted in Head Start: our agency will receive the Free meal relmbursement rates for foster,
Househoid Member, add: runawév, homeless, and migrant children and children enraited in Head Start who reside in your household,
i rovide the respective documentation listed below.
The reSI;e":i"e :Io;:r:;:it:i:of:rlsF:::ul\:::l:?r -::aesr;\;zi: These chirdreﬁ's eligibility for Free meals does not axtend to other
these chiidren to :

children in your household.

d v ompleted H315 with the "Foster Child’' box checked next to your foster childeen’s names, Whan including them an your Hsls completed for your non-
« Foster children; Your ¢

i i ust enly be for their personal use. Your foster children will then be eligible at the “Free” meal rate. Your non-
foster children: any llnc-:.)r.ne re.iol;:e:af:erd‘f;):';::T;;";:!:";"ir:ome in:ormation prc:flded on your household’s completed H5i$ form.

foster childrer's e85 me:l :tlart' written certification of your child’s Head Start enroliment aligibility period from the Head 5tart admi

-+ chiidren E:m"eft::su::d Mi, ra.nt Children: Written certification of the child’s status from an official of the appropriate Runaway an
» Runaway, Homeless, and Migrant thilaren: .

Education Prog-ram, > scmo;?—:‘-::t:i'chard B. Russell National School Lunch Act requires the information on this form. You are not re
Use of Information Statement .receive higher reimbursement rates for meals served to your children. You must include the last four d
1t you do not, aur ag;ncvic:i‘::the form unless: the HSIS is only for your foster child{ren}); you list a case number for receivi
the_househ‘a'd mem- o ivghen the household member signing the H515 checks “None” for not having a S5#. .
Assistance, or FDPIR; or fon: Children’s eligibility information may be shared in accordance with disclosure protection reguirements
MMM ograms to assess their eligibility for benefits. The law allows us to share your children’s eligibility infor
education, health, and nutrition i their access to free or low cost health insurance, unless you tell us not to. This infarmation may on
Medicaid or BadgerCare for ensuring ligible, they may contact you to offer their enrollment options. Please note that filling out this HS)S does not automatically enrolf your
for their programs; if your childrenare e ngan,t our information to be shared with these programs, please notify us in writing. This notification will not change whether
children In these pro{gramse-lizi::’:!:‘: :::al reim‘l;ursement. Your eligibility information provided on the HSIS may also be shared with auditors for program reviews and |aw

i als are
::r;z:lnh‘t::c;ﬁ":ais for the purpose of investigating violations of program rules.

nistering agency.
d Homeless Youth Program, Migrant

quired ta provide this information, but
igits of the saclal security number of
ng benefits from Foodshare WI, Wl Works Cash

without prior notification, with
mation with programs such as
ly be used for determining eligibility

L lations and pelicies, the USDA, its Agencies, offices, and employees, and instliutions participating In ar administering USDA programs are ovibited fram
e et <ol natoral U5 D'P';‘_'"Lf'l‘“"' :‘:Ic:f“:l:f::?:'A::tl:::;gr:‘f;‘nl:lrr civil filhsi activity in any program er activity conducted or funded _hv USDA, Persons with disabilities f“ho raquire alternative f"eins of communication
Torpregramnlormston et ‘°"""~ i oot 2 o ':‘ ""“:I'iﬂ:ﬂ'ﬁl" Language, etc.), thould contact the Agency {State or tocal) whare they i"?lled for beasfits, lr\dwidlﬂ'f Whﬂ‘atlldnf. hard of hearing or have spee'_:h d_inhllltfes may contact USDA
Ivoumy o Faer Ry S o€ (3001 7.3 mdm':‘::";"""“’ program inforeation may be made available in languages other than English. To file a program complaint of ﬂ',strlmmi“-an. complete the USDA Prowram Discrimingtion ¢ falnt Foem,
through the Federal Relay Service at (200] 877.8335. mplaint ‘IIFIn cust.htm). and at any USDA cffice, or write 7 letter addressed to USDA and pm'?d,a in the letter all of the information requested in. the form. To remmie s ool form.
ol 5. 5 v o ‘;':’,d,:’;:,:;,w USOAby: [1) Mai: U.S. Depactment of Agrlculture, Office of the Assistant Secretary for Civl Rlghts, 1400 independence Avenue, SW, Washington. D.C. 20250-9410; {2) Fax:(202) 690-7442; ar
(:;;Iér!nsjll 532‘9:9?-;"5'?'““ ot t::n':’l:its im::u({nn is an squat apportunity provider,

: program.intakefiysds.




