. Admission Information
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. Water Activities

| give consent for my child to participate In the following water activities:

. wdmmeANMMW)
| acknowigdge recelpt of the faciiity's perational pollales, fncluding those for:

[] Disclpiine and guidance [] Prooedures for releass of children
(] Suspension and expuision
[[] Emengency plans
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1. © take pert in the day care program.

— T
2. O Asigned and dated copy of a health care professional’s statement is attahed.
3.0 Medical diagrioss and treatment conflict with the tenets and practices of a recognized religious organization, which | adhers fo or am &

member of. | have ettached a signed and dated affidavit stating this.
® My chiid has been examined within the past year by a heaith care professional and is abie to participate in the day cars program. Within
- U 12 months of admission, | will obtain & heaith care professional's signed statemaent and submit it to the ohild care operation.
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. ;"y‘.-:‘-‘._. % ".‘..'..’.'. X ,'.-, Juiremant 'RNOISION. . . ! ¢’ . .
have atinched @ signed and dated afMdavit stating that | deoline inimuntzations for reason of consclence, including refigious beliet, on the
1 descried by Section 161.0041 Health and Gifety Code submitted no later than the 80th day after the affidavit is notarized.
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iigious denomination that | am an adherent or member of.
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Center Enroll Date [:D / [:D / [:]:]j:] %h:;zal;:m é:ohock one)

Chitd's First Name ::::] []J Not Hispanic or Latino

Child’s Last Name _ Raclal Identity (Check all that apply)
Child’s Birth Date EI:] / D::] / [I:[:D Bmg: | AMfrican American

(] Am. Indian / Alagkan Native

et M1 [V [ [¢] [

* Center's of n. T E]A’lan

Days of Operatio . m m [_] Native Hawallan / Other Paclific Isiander
L] AM

M-F

SITE / SPONSOR USE ONLY

Normal Hours in Care E:]B AM o l:::]
Comtar’ Howw of yuiion PM LIPM (Su&:o'er
i e e [CRETY s

Ethnic Identity (Check one)

(] Hispanic or Latino
] Not Hispanic or Latino

owwrimaoee (177 [T/ [T ]]]

Raclal Identity (Check all that apply)

] White
Child’s Birth Date ["] Black / African American
Normal Days in Care Bmé’l‘ndlan | Alaskan Native

* Center’s Days of Operation:
M-F

Normal Hours In Care

["] Native Hawallan / Other Pacific Islander

SITE | SPONSOR USE ONLY

* Center’s Hours of Operation:

€:30 AM - 6:00 PM

Meals/Snacks Child Recelv . (] Male
e (] Female

Ethnic Identity (Check one)

[} Hispanic or Latino
] Not Hispanic or Latino

Center Enroll Date D:] / D:] /

R E—
Child’s Birth Date T80T clvabibil. L |

Normal Days in Care

¢ Center's Days ofgma: E
M-F

Normal Hours in Care

Racial Identity (Check all that apply)

(] White

(] Black / African American
"] Am. Indian / Alaskan Native
(1 Asian

[[] Native Hawalian / Other Pacific Isiander

Meals/Snacks Child Recelves
* meals / Snacks Served at Center:

BRK,LUN,PMS

PARENT / GUARDIAN INFORMATION
rtify




CHECK IF AFOSTER CHILD (THE

LEGAL RESPONSIBILITY OF A
WELFARE AGENCY OR COURT)
CHECK IF * IF ALL CHILDREN LISTED BELOW
Names of all household members ENROLLED | ARE FOSTER CHILDREN, SKIP TO
(First, Middle Initial, Last) CHILD £ TO & 3 EOF

Part 2, Benefits: If any member of your household receives SNAP, TANF, or FDPIR, provide the name and eligibility number for
the parson wh? recelves benefits. If no one receives these benefits, skip to part 4

ELIGIBILITY NUMBER: . i e,
*SNAP or TANF number must be the 8 or 8 digit EDG# assigned by HHSC.

Pant 3. (Applies only to parents/guardians with children enrolled in a day care homs) If any member of your household receives benefits fisted on the
enclosed List of Eligible Federal/State Funded Programs (H1660), provide the name of the program and efigibility number:

NAME: , ELIGIBILITY NUMBER: . Check here if no eligibility number []

NAME:

Part 4.Total Household Gross Income—You must tell us how much and how often.

B. Gross income and how often it was received

Note: Salf-employed repart incoma after expenses in bax 1

1. Earnings fromwork  |2. Welfare, child support, [3. Pensions, retirement, | 4. All Other income
Social Security, SSI,

A. Name
(List only household members : g g :
with income '

Examiple: Jane Smith $20 @ZOOODOS40  OOFOD

Part 6. Signature and Last Four Digits of Soclal Security Number (Adult must sign)
An adult household member must sign this form. If Part 4 is completed, the aduit signing the form must also list the last four digits
of his or her Soclal Security Number or mark the “| do not have a Saclal Security Number” box. (See Privacy Act Statement on

the next page.)

' | certify that all information on this form is true and that all income is reported. | understand that the center or day care home will get
Federal funds based on the information | give. | understand that CACFP officials may venify the information. | understand that if |

purposely give false information, the participant receiving meals may lose the meal benefits, and | may be prosecuted.

Sign here: Print name:

Date:

Address: . Phone Number:

City: State: __________ ZipCode:

Q | do not have a Social Security Number




CHECK IF AFOSTER CHILD (THE

LEGAL RESPONSIBILITY OF A
oK ip WELFARE AGENCY OR COURT)
CHE “IF ALL CHILDREN LISTED BELOW
Names of all household members ENROLLED | ARE FOSTER CHILDREN, 8KIP TO
(First, Middle Initial, Last) CHILD PART 6 TO 8IGN THIS FORN

B e T et
B e T
Part 2. Benefits: If any member of your household receives SNAP. TANF, or FOPIR, provide the name and sligibility number for
the person wh? recelves benefits. If no one receives these benefits, skip to part 4

NAME: ELIGIBILITY NUMBER:

e B B e i T s R i e}
*SNAP or TANF number must be the 8 or 9 digit EDG# assigned by HHSC.

Pant 3. (Applies only to parents/guardians with children enrolied in a day care homs) If any member of your household receives benefils listed on the
snclosed List of Eligible Federal/State Funded Programs (H1660), provide the name of the program and eligibility number:

NAME. ____ ., ELIGIBILITY NUMBER: , Check here if no eligibility number [}

W

Part 4.Total Household Gross Income—You must tell us how much and how often.

B. Gross income and how often it was received
Note: Salf-employed repart income after expenses in bax 1

1. Earnings from work  [2. Penslons, retirement, | 4. All Other income

before deductions
 with income w X .:' gg

§ 3 4 2 3 :
 Example: Jane Smith $200 WOOOD|$150 OO@O0!
i s____00000s ___ 00000
s ____00000s 00000
% . DOOOO . OODOC

s Ooooojs  00000(s 00000 ooooo
- |s__ooooaofs oooogls. _oooools ooooo

Part 5. Signature and Last Four Digits of Soclal Security Number (Aduit must sign)

An adult household member must sign this form. If Part 4 Is completed, the aduit signing the form must also list the last four digits
of his or her Soclal Security Number or mark the “| do not have a Soclal Security Number” box. (See Privacy Act Statement on

the next page.)

:A. Name
(LIst only household members

| certify that all information on this form is true and that all income Is reported. | understand that the center or day care home will get
Federal funds based on the information | give. | understand that CACFP officials may verify the information. | understand that if |

purposely give false information, the participant receiving meals may lose the meal benefits, and | may be prosecuted.

Sign here: Print name:

Date:

Address: | Phone Number:

City. State: Zip Code:

Last four digits of Social Security Number: * * * _* % _ Q | do not have a Social Security Number




