OCFS-LDSS-0792 (10/2018) FRONT

NEW YORK STATE
OFFICE OF CHILDREN AND FAMILY SERVICES

DAY CARE ENROLLMENT
Child's Full Name: '

Preferred NamefNickname:

Date of Birth:
i

PHOTO OF

Gender:

CHILD (Cptlonal) | Child’s Home Address:

Name of Person Enrolling Child: Relationship to Child:
[ Parent [ Guardian [} Caretaker [] Relative
(] other
Phone Number(s) of Person Enrolling Child: Address of Person Enrolling Chlld {if different than child):
( ) - : [ ok to text
Email Address:
EMERGENCY CONTACT NAMES f ADDRESSES ?:?.2::25: PRIMARY PHONE NUMBER OTHER PHONE NUMBER / EMA}L
Primary Contact: [ Yes
2
=z LINo [ ok to text [1oktotext
5
2 ves
% [ No [ ok to text [ ok to text
=
u ] Yes
LINo [ ok to text [ ok to text
For Program Use Only For Program Use Only
Date of Enroliment: / ! Date of Disenroliment; / !
OCFS-LDSS-0792 (10/2018) REVERSE
Child's Full Name: Date of Birth:
! /

Check boxes below to indicate if your child has any special neadsiservices:
LI Early intervention/Special Education [_] Oceupational Therapy [ SpeechiLanguage
[_1 Allergies (list)

] None
L] Physicai Therapy

[ Cther

Please provide information here AND discuss with your child care provider:

Child's Primary Care Physician's Name/ Group:
(

)

Phone Number:

Preferred Hospital:
(

)

Phone Number:

Child's Dental Care:

(

)

Phone Number;

Child healthlinsurance Information is available by calling toll-free 1-800-698-4543 or
the NYS Health Marketplace website: hilps:/inystateofhealth.ny,qov/

AGREEMENTS .
¢ | consent to emergency medical treatment for my child... " . Ldves [INo
e | consent for my child to take part in nelghborhood trips (l e., library, park and playground) away from the program

UNOET PIOPET SUPBIVISION .. .itiisiie it ieiierie ey ce s e es i ar srsssaaasseesssertbesseestbmrereeeatnes s beeseses s e sassses e e s e eeseesee e ees e Clyes CONo
e | understand the program may need additional permnssions for situations such as {ransportation, medication,

release of INformation, NG Rl DS .......oue et ie et ittt ee et e e st e e s et benee et e et e e et et s e oo, [TYes []No
e | provided information on my child’s special needs to the program fo assistin caring formy child....coooooviive e, Clves [Ono
e | understand the program must give parents, at the time of enrollment of a child, a written policy statement as

FEQUIFEd DY FEGUIATION. .. 1ovev it it sttt e et et e ere et ere s s et ete oo e eseesse e e te e e e oo e Eyes [INo
e | agree fo review and update this information whenever a change occurs and at least once BVEIY YRaI. ouvv i vvveiiarnnins sens [dYes [[JNo

SIGNATURE ~ PARENT OR PERSON(S} LEGALLY RESPONSIBLE:




ALBANY MED KIDS’ CHILD EMERGENCY FORM:

sk sk ok sk ok ol ok ok ok okt sk ok ok sk e sk ok ook ol sheofe ok R sk ok ol o o ke o ok vl SRl o R ol SR ok vl sk ook o ol vl s o oK ol ok ok ol o R ol ok sk ok sk ok ok sk ok ok

CHILD INFORMATION:

Name of child:

Date of Birth:

Child’s Home Address:

PARENT #1 / LEGAL GUARDIAN INFORMATION:

Parent/Legal Guardian Name:

Piace of Employment:

Email Address:

Work Phone Number:

Cell Phone Number:

Home Phone Number:

PARENT #2 / LEGAL GUARDIAN INFORMATION:

Parent/Legal Guardian Name:

Place of Employment:

Email Address:

Work Phone Number:

Cell Phone Number:

Home Phone Number:

EMERGENCY CONTACT PERSON INFORMATION:
{Must be someone other than Parent #1 & Parent #2 and 18 years or older)

Emergency Contact Name:

Relationship to Child:

Place of Employment:

Work Phone Number:

Home/Cell Phone Number:

Parent Signature: . Date:




My Child has my permission to leave
Kidskeller with the foilowmg people. | understand that my child will not be released to
anyone whose name is not included on the list. Staff will ask any person unknown to
them for proof of identity. '

Parent's Signature

Date




Child and
Adult Care
Food Program

Department
of Health

NEW
YO
TATE

Dear Parent, Guardian or CACFP Participant,

LETTER TO HOUSEHOL.DS

This center participates in the Child and Aduit Care Food Program (CACFP) and provides
healthy meals at no cost to all children and adults enrolled in the daycare center. By completing
and returning the attached Income Eligibility Form, you will help your center receive money
from CACEFP for the meals that are served. If your household’s income is equal to or less than
the amounts indicated for your household size on the chait below, the center will receive a higher
rate of funding for the meals served. The Income Eligibility Form needs to be completed every
yeat, Your center and CACFP will keep all information private,

INCOME ELIGIBILITY GUIDELINES
(Iiffective July 1, 2024 until June 30, 2025)

HOUSEHOLD SIZE REDUCED-PRICE MEALS
YEAR MONTH WEEK
""" -1 27,861 2,322 536
2 37,814 3,152 728
3 47,767 3,981 919
4 57,720 4,810 1,110
5 67,673 5,640 1,302
6 77,626 6,469 1,493
7 87,579 7,299 1,685
8 97,532 8,128 1,876
| 1995 | w0 |+

EPONSOR[CENTER OFFICIAL SPONSgRING OR%EAT}ON DATE

This institution is an equal opportunity provider.
CACFP-3673 (3/24) PAGE 1 OF 1




NEW YORK STATE DEPARTMENT OF HEALTH
Child and Adult Care Food Program

See INSTRUCTIONS on reverse.

CHILD CARE CENTER NAME

Income Eligibility Form
pecs O, Chlld Care Centers

Print the name of the child{ren} enrolled in this chitd care center

1. 2,

DIRECTIONS -

Complete SECTION A if anyone in your househeld

1. Participates in the Supplemental Nutrition Assistance Program (SNAP)

2. Receives Temporary Assistance to Needy Families (TANF)

3, Participates in the Food Distribution Pregram on Indian Reservaticns
{FDPIR) OR

4, Is a foster chitd

Complete SECTION B if no ane in your household particigates in SNAP,
receives TANF, participates in FOPIR or if none of the children enrolled in
the child care center is a foster chitd.

SECTION A

SECTION B

SNAP Case #

TANF #

FDPIR #

Names of
Foster Children

An adult household member must sign the application before it can
be approved. After reading the following statement and the statement on
the back, sign below.

| certify that the above information is true, | understand that the center
will get Federal funds based on the information | give,

Signature

Date

FOR SPONSOR USE ONLY

CACFP Agreement #

Total Number of Household Members
{INCLUDING FOSTER CHILDREN, IF APPLICABLE)

Total Household Income §

Free ' Reduced Paid
Date of Determination

Signature of

Center Staff

List all household members below. Include yourself and ali adults and
children NOT listed above, even if they do not receive income, Then list all
income received tast month in your household in the column to the right,
Gross income incfudes: earnings from work, penstons, retirement, Soclal
Security, child support, foster chitd's personal income and any other
sources of income. -

HOUSEHOLD MEMBER NAME l MONTHLY GROSS SALARY

6'.

T

L
e O S ¥ - R S P

An adult household member must sign the application before it can
be approved, After reading the following statement and the statement on
the back, sign below.

{ certify that the above information is true and that all income is reported.
{ understand that the center will get Federal funds based on the
information { give, -

Signature

Print Name

LAST FOUR (4) DIGITS GF

SOCIAL SECURITY NUMBER I [ DATE

USDA is an egual opportunity provider and employer.

DOH-3688 {6/14) Page 1 of 2




Privacy Act Statement: The Richard B. Russeft National School tunch Act requires the information on this forrm. 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 tast four digits of the Soctal
Security Number of the adult household member wha signs the form. The Social Security Number is not required when you: apply on behalf of a foster
child; provide a SNAP, TANF or FDPIR number; or when you Indicate that the adult household member signing the form does not have a Social Security
Number. We will use your information to determine if the center is eligible for free or reduced-price meal reimbursement and for administration and
enforcement of the Program. '

INSTRUCTIONS FOR COMPLETING DOH-3638

Definition of [nicome

Income means income befare deductions for incorne taxes, sociat securlty taxes, insurance premiums, charitable contributions, and bends, etc. It includes
the following: (1) menetary compensation for services, including wages, salary, commissions or fees; (2) netinceme from non-farm self-employment; (3)
net income from farm self-employment; (4) Social Securily payments; (5) dividends or interest on savings or bonds, income from estates or trusts or net
rental income; {6) unemployment compensation; (7) government civilian employee or military retirement, or pensions or veteran's payments; {8) private
pensions or annlties; (%) alimony or child support payments; (10) regular contributions from persons not living in the househald; {11) net royalties; (12)
military benefits recelved in cash, such as housing allowance except if you are in the Military Housing Privatization Initiative; and (13) any other cash
income. .

Definition of Mousehold

Household means family ss defined in Section 226.2. Family means a group of related or non-related individuats who are not residents of an institution
or boarding house, but who are living as one economic unit, ' '

INSTRUCTIONS FOR PARENTS OR GUARDIANS

Write in the name of the child care center in the space provided.

Print the name of each child in your household who attends this child care center.

Section A: if anyone in your household parlicipates in the Supplemental Nutrition Assistance Program (SNAP), receives Temporary Assistance for Needy
Familtes (TANF) or participates in the Food Distribution Program on indtan Reservations (FOPIR), complete Section A only. Write down the SNAP, TANF

or FDPIR ntmber {do not use your ACS or DSS child care subsidy number}. Then sign and date the form and return it to the day care center.
Foster children: if your household includes a foster child who is in child care, write in the names of the faster children.

Section B: Complete this section if you did not complete Section A, Write in your name and the names of all other adults and children living in the
household, including unrelated people, even if they do not have any income, Do not include the children in child care who are listed at the top of the
form,

Enter the amount of income each person recelved last month, before taxes or anything else was taken out, Refer to the Definition of Income and the
Definition of Household, above. If any amount last month was more or less than the usual, write in that parson's usual income.

The last four digits of the Social Security Number of the adult signing the certification is required. If you do not have a Social Security Number, write
none, The farm must be signed by an aduit member of the househoid.

INSTRUCTIONS FOR CENTERS AND SPONSORS

The For Sponsor Use Onlysection is to be completed, signed and dated by center or sponsor staff. The sponsor/center representative must review
the income eligibility form and ensure that it is completed as indicated in the instructions above. Then indicate the following:

The CACFP Agreement Number,

Total Number of Household Members - This item does not have to be completed if the parent completed Section A. Add those indicated in Section 8
(if completed) to the children enrolled in child care and the number of foster children, if applicable,

Total Household Income - This itern does not need to be completed if the parent completed Section A. Indicate the total monthly income as calculated
from Section B, if the parent chooses not te disclose income, the form must be categorized as paid.

Number of Free, Reduced or Pald - Compare the total household income and the total number of household members with the current year's Income
Eligibility Guidelines (CACFP-3687} to determine if the household should be categorized as Free, Reduced or Paid. Use the appropriate column on the
CACEP-3607 to categorize their income. For example, if the parent indicated biweekly income, multiply this amount by 26 to determine yearly income.

Incomplete forms {missing signatures, income information, {ast four digits of Social Security Number or SNAP, TANF or FDPIR numbers) are categorized
in the paid category.

The income eligibility form is valid until the last day of the month one calendar year from the date it is signed by the househald member, For
example, a form signed on May 12, 2014 is valid until May 31, 2015,
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