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169 Colony Street

Meriden, CT  06451

Phone # (203) 235.9297         FAX # (203) 237.7571

Website: www.womenfamilies.com
Child Care Enrollment Application

School Readiness Program
2011-2012
Child’s Name _______________________________________________ 
D.O.B _______________

Sponsor’s Name ___________________________________    Email Address ______________________
For office use only
Date application received __________
Staff initials __________
Complete __________ Incomplete _________    
Date application was completed__________ Staff initials __________

Parent contact:
	Date:
	Date:
	Date:

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Revised 11/7/05 01/26/06, 2/8/06, 4/28/06, 5/15/07, 5/31/07, 5/13/08, 3/12/09, 7/27/10, 2/8/11, 4/26/11, 6/21/11
 X:\Childcare Services\School Readiness\School ReadinessAPPLICATION 2010-2011                                 
Child’s Name
_________________________________________________________________________

Last Name




First Name
Schedule:

From:
______________ am


To: _______________ pm


Please provide the following information about your child / family. It is required because we receive State Grant funds. It is used for statistical purposes only. It does not affect your admission to our program in any way. 
Family Composition



Race/Ethnicity



Federal Programs Participation
______ Total # members in family
  
______ Hispanic  



______ TFA

______ 1 parent


     
______ Black



             ______ CCAP

______ 2 parents



______ White




______ Jobs First

______ Working


  
______ Asian




______ Other 

______ Foster Parent



______ Other Please Specify

______ Guardian


  


______ Other  

Please check below how you heard about our program.   
_____    School Readiness Facilitator           


 _____ WFC Website                
_____    Referral (who) ________________________  
 _____ Advertisement/Flyer                    
_____    Newspaper (which one)   _______________         
 _____ Church Bulletin
_____   Other (Please Specify) _________________
SCHOOL READINESS WEEKLY FEE: $165.00 
Return completed form with documents to Director, Child Care Services

Incomplete applications will not be processed.

For office use only:   Enrollment Application Checklist

_____ Proof of income: Copy of 3 most recent pay stubs, Employer Letter, State Budget Letter or any other source of 

           Income, Letter from Labor Dept stating no current income, (Income tax returns will be needed for redetermination in 
            April)
_____ Complete Enrollment Information

_____ Proof of Meriden residency

_____ Complete, signed CACFP Income Eligibility Form 

_____ Current Care 4 Kids certificate/application for program (parent’s initials if N/A ________)
_____ Current Physical and Immunization Record
_____ Current Emergency Contact Information (3)

_____ Signed Advisory Committee / Adult Education Form          _____   Resources Requested
_____ Signed Payment Policy Agreement

_____ Signed Permission form
_____ Signed Policy for Picking Up a Child 

Completed Application Date: __________

Enrollment date __________

Approved Start Date ___________
Tuition Type __________
 Rate __________


Single child __________
 Additional Child __________ 

2ndChild Discount __________
Room # __________     DSS Level __________
Reviewed by:   _____________________________________________


 
_____________________

                                 Name







              Date
The Meriden School Readiness Council Policies and Guidelines require the WFC to prioritize enrollment of children into School Readiness slots using the following guidelines:

1. Families who show a *consistent need for care a minimum of 6 hours per day, 5 days per week, 50 weeks per year.
2. Children aged 4 who have had no prior preschool experience,

3. Children aged 4 who have had prior preschool experience,

4. All other families showing a consistent need for care.

*For the purposes of this policy, “consistent” means working parent(s), parent(s) in school and/or a job training program that warrants care a minimum of 6 hours per day, 5 days per week, 50 weeks per year.

In order for us to prioritize, please answer the following questions:

How many adults are living in the child’s home?  _____

Of those adults, how many are

_____     working full time


_____   working part time


_____   going to school full time


_____   going to school part time

Has your child previously attended preschool?   _____

Enrollment Information






Enrollment Date ______________
Child’s  Name
_______________________________________________

D.O.B  _________________


 


Last Name                             

First Name
Age________
Male ____
Female ____
Race__________________
Social Sec. # ________________________
Address ___________________________________________________________________________________________                                       

St # 



Apt #

 
City 

     State

      Zip-Code


Insurance Company ______________________________ Public ______ Private ______ Hospital ____________________________
_________________________________
______________

 _________________________________
______________

Primary Doctor’s Name


Telephone #

 Dentist’s Name 



Telephone #

Any special considerations: (Medical conditions, allergies, diet restrictions, I-E-P(related to educational needs or assistance), 
custody issues):
___________________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________
 (if applicable)
Guardian 1 
Relationship to child _________________
Guardian 2
Relationship to child ________________
___________________________________________________________
_________________________________________________________
Last name


First name


 
Last name


First name

Address:_____________________________________________
Address: __________________________________________

(Street #)



 



   (Street #)

___________________________________________________________
_________________________________________________________
City 


State

            Zip-Code

City 

                  State

         Zip-Code
________________________________________________
_____________________________________________
Home Tel. # 


Cellular # 


Home Tel. #


Cellular #
Work Place & Tel. ______________________________________
Work Place & Tel. __________________________________
        Tel. #                                             

                           Tel. #                     

Work Address:_________________________________________
Work Address:_____________________________________
        Street #
            City 
      State
     Zip-code


 Street #
       City 
     State
            Zip-code
Emergency Contacts **Contacts must be different than the above guardians.
The following people are authorized to pick-up my child(ren) or be contacted in case of emergency. (Must be 16 or older)
1 - Name:____________________________________________________
Relationship to child: _______________
Address __________________________________________________________________________________________
__________________________
____________________________
_________________________________
License / I .D. # 



Tel: #




Alternate Tel #

2 - Name:____________________________________________________
Relationship to child: ________________
Address___________________________________________________________________________________________
__________________________
____________________________
_________________________________
License / I .D. # 



Tel: #




Alternate Tel #

3 - Name:____________________________________________________
Relationship to child: ________________
Address __________________________________________________________________________________________
__________________________
____________________________
_________________________________
License / I .D. # 



Tel: #




Alternate Tel #

I give permission for First aid to be administered by an appropriate staff member, to my child(ren):_____________________________ in the event of an emergency. I understand I will be called if my child is ill and needs to be picked up (or an alternate emergency contact, if I cannot be reached). I grant permission for my child to be transported to a hospital by emergency vehicle, to receive emergency medical treatment, at any medical facility, if I am not able to be present.  I further give permission for my child to be transported to the emergency evacuation site, as directed by emergency personnel.
________________________________________________________________



_________________________________

Signature of Parent/Guardian







Date
Women and Families Center
ENROLLMENT INFORMATION FOR OTHER CHILDREN FOR SAME FAMILY & SAME PROGRAM

Child’s  Name
_______________________________________________

D.O.B  _________________


 


Last Name                             

First Name
Age________
Boy ____
Girl ____
Race__________________
Social Sec. # ________________________
Address ___________________________________________________________________________________________                                       

St # 



Apt #

 
City 

     State

      Zip-Code


Insurance Company ______________________________ Public ______ Private ______ Hospital ____________________________
_________________________________
______________

 _________________________________
______________

Primary Doctor’s Name


Telephone #

 Dentist’s Name 



Telephone #

Any special considerations: (Medical conditions, allergies, diet restrictions, I-E-P(related to educational needs or assistance), 
custody issues): 
___________________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________________
Child’s  Name
_______________________________________________

D.O.B  _________________


 


Last Name                             

First Name
Age________
Boy ____
Girl ____
Race__________________
Social Sec. # ________________________
Address ___________________________________________________________________________________________                                       

St # 



Apt #

 
City 

     State

      Zip-Code


Insurance Company ______________________________ Public ______ Private ______ Hospital ____________________________

_________________________________
______________

 _________________________________
______________

Primary Doctor’s Name


Telephone #

 Dentist’s Name 



Telephone #

Any special considerations: (Medical conditions, allergies, diet restrictions, I-E-P(related to educational needs or assistance), 
custody issues): 
___________________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________________
Child’s  Name
_______________________________________________

D.O.B  _________________


 


Last Name                             

First Name
Age________
Boy ____
Girl ____
Race__________________
Social Sec. # ________________________
Address ___________________________________________________________________________________________                                       

St # 



Apt #

 
City 

     State

      Zip-Code


Insurance Company ______________________________ Public ______ Private ______ Hospital ____________________________
_________________________________
______________

 _________________________________
______________

Primary Doctor’s Name


Telephone #

 Dentist’s Name 



Telephone #

Any special considerations: (Medical conditions, allergies, diet restrictions, I-E-P(related to educational needs or assistance), 
custody issues): 
___________________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________________
Adult Education/Training Services

The Women and Families Center provides the following services to all families:

· Referrals to Adult Education classes, including ESL and GED
· Parenting workshops
· Parent advisory committee
· Nutrition Information
· Health Insurance Information
· WIC referrals
· Employment and training through Open DOHR
· Crisis Counseling
If you are in need of any of the above services, please indicate the service you would like more information on in the space provided below.  If you need further assistance, please contact the Director of Child Services at 203.235.9297 ext.118.

I would like more information on the following:

Parent Advisory Committee

The Women and Families Center has a parent advisory committee that is formed and continued throughout the year.  This committee meets quarterly and allows parents/guardians to be involved in and discuss their child’s education.  It also allows them the opportunity to discuss concerns that they may have regarding the operations of the program.  If you are interested in taking part in this committee, please indicate below.
________  Yes, I am interested in the parent advisory committee.

________   No, I am not interested in the parent advisory committee.

____________________________________
                     ________________



Parent/Guardian Signature
                                                         Date

____________________________________


________________

                 WFC Staff Signature





  Date
Women and Families Center (WFC)

School Readiness Payment Policy

2011-2012

The WFC offers a sliding scale for fees based on family’s gross weekly income. Copies of 3 current pay stubs, a State budget letter, or current income tax returns are required to determine your tuition rate.

WFC requires five (5) business days to process your application. Upon completion of this process, you will be contacted by phone with the amount of your weekly tuition payment.  At that time we will give you a copy of your fee determination form and we will need a deposit of one week’s tuition, to be held for the final week of service.  Once we receive your deposit, your child’s start date will be set. 

· Tuition payments for each week are due on the Friday before the week of service. 

· Tuition payments are to be made on a weekly basis.  
· Parents/Guardians are obligated to pay the weekly fee, regardless of time missed due to holidays, weather closings, illness, personal vacations, early departures or early closings. 

· WFC requires one week’s notice, in writing, for withdrawal.  

After missing a payment, a parent will receive a “1st Notice of Missed Payment” on the Tuesday following the due date. This notice will state the amount and date due in order to avoid withdrawal proceedings. After two missed payments, parents/guardians will receive a notice stating that their child can not return until the balance is paid.  The child will not be accepted back into the program until the past due amount is paid, provided we have a space available.

If a parent/guardian receives Child Care assistance from a third party they are still responsible for paying their parent/guardian share payments according to the above stated policy.  If you need assistance in filling out the application, parent/provider agreement, or recertification paperwork, the Director of Early Childhood will be glad to help.  Please note that Care 4 Kids pays only for your work hours that match your child care hours. 

If there are any changes in your Care 4 Kids status, income, family size or child care payments for other children in the household, please see the Director immediately.  This could affect your rate.  

For your convenience, the Director is available to explain these policies and procedures: 

· How your family contribution was determined.

· How fees are assessed.

· How income, family size, DSS cash assistance status and any other eligibility factors are determined and verified.

· How confidentiality is maintained.

· Procedures for failing to pay, loss of a job, or appealing a fee determination.

Families are required to have income re-determinations every six months. When notified, it is necessary to provide us with the following documents in order to continue in the program:

· 3 most recent pay stubs in October and a current income tax return in April. If you aren’t working: a current CT State budget letter or a printout from CT Labor Department showing proof of income. 

· Proof of total cost you are paying for other children in the family (this cost must be in writing from the child care provider or you may submit receipts).

· Verification of Meriden residency/household size form.

I have read the above policy and agree to the terms for payment of tuition.

_________________________________


_____________________

Signature






Date

____________________________________


_____________________

Witness







Date

Revised: 6/1/04, 2/16/05, 8/3/05, 11/7/05, 1/26/06, 4/27/06, 5/31/07, 5/13/08, 3/12/09, 8/17/2009, 6/20/2011
Meriden School Readiness Council

Policies and Guidelines

Care4Kids
Child’s Name:________________________ Date of Enrollment:________________

The parent’s share of childcare fees is normally assessed on the basis of:

• The total gross annual family income;

• The number of family members, and

• The total cost of licensed child care being paid for all children in the family

The Child Care Assistance Program (CCAP) is a Department of Social Services program that provides financial assistance to low and moderate income families. Low and moderate-income families may be eligible if they are working or are in an approved training program. If it is determined by proof of income, family size, and school or work status that you may be eligible for CCAP, we request that you apply for CCAP.

The School Readiness provider will set a temporary fee, using the DSS School Readiness sliding fee scale that will be utilized until your CCAP co-payment is determined. If it is determined you are ineligible for CCAP you will continue to pay your school readiness calculated rate.

The School Readiness office will act as a liaison between parents, providers and the Meriden Social Work Department. The Meriden Social Work Department will assist parents who are eligible in accessing DSS subsidies and the Child Care Certificate Program. If you need assistance in completing the CCAP application or in obtaining documentation, please notify your provider or call the Meriden Social Work Department at 630-4244 or 630-4222.
I understand that:

• According to my proof of income, family size, and school or work status, I may be eligible for the    Connecticut Child Care Assistance Program (CCAP);

• As soon as I am granted or denied CCAP assistance, I must immediately report that fact to the School Readiness provider; and 

• I must report any changes in income/work status, family size, or child care payments for other children in the household to the School Readiness provider within 10 business days of the change. School Readiness Providers are mandated to inform CCAP of any changes reported to the program.
Program Administrator Signature:____________________________________Date:________
Parent/Guardian Signature: _______________________________________Date:________
I understand that:

• I am not eligible for the Child Care Assistance Program as determined by my proof of income, family size, or because I do not work or go to school; and

• The School Readiness provider will determine my fee by using the DSS sliding fee scale.
Program Administrator Signature: ______________________________________Date:________
Parent/Guardian Signature: _______________________________________Date:________ 
Rev. 6/16/2009, 5/13/2011

WOMEN AND FAMILIES CENTER

STORM CLOSINGS AND DELAYS

2011-2012
ANNOUNCEMENTS ARE MADE ON :

RADIO STATIONS:

 WTIC-1080AM

TELEVISION CHANNELS:

3 – WFSB-TV

4-WVIT-TV

8 – WTNH-TV

WEBSITES:

www.wtnh.com
www.wfsb.com
www.wtic.com
www.nbc30.com
X: /word/snowclosing stations

Adopted:  1/7/2005

Revised:   1/28/2005, 4/26/06, 5/9/07
                  5/13/08, 3/12/09, 7/27/10, 5/13/11
Women and Families Center

policy for picking up a child

Parents must maintain an up to date Alternate Pickup List.  Parents are required to inform the program when there will be someone other than a parent or person on the Alternate Pickup List picking up the child.  This person must be at least 16 years of age and present picture identification.

· If someone not on the Alternate Pickup List arrives to pick up a child and the parent can not be reached, the child WILL NOT be released to that person.
· If anyone, including a parent, comes to pick up a child and they are not familiar to the staff, the staff is required to ask for identification.

· If any information on the ALTERNATE PICK UP LIST changes, the parent must inform the program in order to update information in the child’s file.

· Parents (or other authorized adult) must sign the child in and out each day.  
· There is a late fee of $15.00 for every fifteen minutes, or part there of, that a parent is late picking up his/her child.  This fee must be paid before the child returns to the program.  After three late pick-ups, a meeting will be held to develop an action plan. If the child continues to be picked up late, it may result in termination from the program.
Closing time for School Readiness Program is 5:15.
Closing time for School Readiness non-working families is 3:00
I have read the POLICY FOR PICKING UP A CHILD for the Women and Families Center.

________________________________


__________________

 Signature







Date

Meriden School Readiness Council

Policies and Guidelines

Verification of Meriden Residency
All School Readiness children must be residents of the City of Meriden. All families must

provide verification of residency upon enrollment to the program and at each redetermination date. School Readiness registration forms must include a section for documenting verification of residency. The following are acceptable forms of verification of residency:
• Utility Bill: Phone, Cable, Electricity, Gas;

• Property Tax bill: Car and/or Home;

• Drivers License: only if none of the above can be provided (for example: the

   parent lives with someone else who has all the utilities in his/her name)

• If none of the above can be provided for any of the following reasons: the

   person pays rent and utilities are included, they have no car or the have no

   drivers license; Families can get a letter from the landlord stating the family

   does live at the address provided and does pay rent and should include a copy

   of their signed/dated rental agreement and/or a copy of a processed/cashed rent

   check. They can provide a copy of a bill they do receive at the address

   provided.
If a driver’s license is used, it must match the address on the enrollment forms and the       parents pay stubs. Verification of residency should be reviewed each time the family is redetermined. 
I am providing the following for proof of residency:

As of today, the number of family members in our household is:  ________________

By signing below the parent/guardian verifies that all information on this form is true and accurate to the best of their knowledge.

 ___________________________________



__________________

                  Parent/Guardian Signature





    Date

Rev. 6/16/2009
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    WOMEN & FAMILIES CENTER

       Serving Connecticut families for over 100 years

                Permission Form

Walks:
I do give permission for my child (print name), _________________________ to go on walks around the block with the class and teachers.

I do not give permission for my child (print name), _________________________ to go on walks around the block with the class and teachers.
These walks are done as nature walks (a part of science activities) or when the playground may be to wet for normal play. All field trips will have specific permission slips and will be given to you prior to any field trip.


Photographs:
I do give permission my child (print name),_________________________ to be photographed by the staff of the Women & Families Center. I understand my child’s photo may be used for displays, brochures, advertising, or other forms of marketing, and educational purposes.

I do not give permission for my child (print name),_________________________ to be photographed by the staff of the Women & Families Center.  I understand my child’s photo will not be used for displays, brochures, advertising,or other forms of marketing, and educational purposes.  

Parent/Guardian Signature______________________________









    
   Date______________________________
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            Main Office: 169 Colony Street Meriden Connecticut 06451-3283 Phone: 203.235.9297 Fax: 203.237.7571

Women and Families Center - Meal Pattern for Children

 Breakfast

1. Milk - ¾ cup





2. Juice, fruit or vegetable - ½ cup





3.  Grains/breads – Enriched





    bread  ½ slice or cold cereal - 1/3 cup





    hot cereal - ¼  cup





    *  other foods (do not count)

Lunch
1.  Milk - ¾ cup






2.  Meat/meat alternate





     meat, poultry, or fish -1 ½ oz or






     cheese 1 ½ oz. or egg ¾ large or






     cooked dried beans and peas - 3/8 cup or






     yogurt – ¾ cup






3.  Grains/breads - Enriched






     Bread ½ slice or






     Pasta and grains - ¼ cup






4. Fruits and vegetables

     (2 or more servings for ½ cup total)






     *  other foods (do not count)


Snack (PM)

1.  Milk – ½ cup






2.  Meat/ meat alternate






     Meat, poultry, or fish – ½ oz or






     Cheese - 1/2 oz. or egg ½ large or






     Yogurt – ¼ cup

3. Juice or fruits and vegetables – ½ cup

4. Grains/breads - Enriched






      Bread ½ slice or cereal -1/3 cup or






      Enriched pasta and grains – ¼ cup






      other foods (do not count)
** The quantities of food specified are the minimum serving sizes for children ages 3-5.
NO PORK OR PEANUT PRODUCTS ARE SERVED. 
 All non-citrus fruit juices are fortified with vitamin C. 
Quantities must be adjusted for other ages.  

Cereal:  Kix, Cheerios, Corn Flakes, Rice Krispies, Cinnamon Toast Crunch, & Berry Berry Kix.   
(Seasonal) Fresh fruit: apple, banana, nectarine, peach plum, or orange.
 INCOME ELIGIBILITY APPLICATION

Child Care Center/Head Start Nutrition Program

PART 1 - Child’s Name:  ____________________________________   Age:  _______  Birth date:  ________________

Child’s Normal Child Care Schedule (check all that apply): __Monday __Tuesday __Wednesday __Thursday __Friday __Saturday __Sunday    

Child’s Normal Hours of Care (include time and indicate AM or PM):   _____AM/PM to_____ AM/PM   and  _____AM/PM   to ___AM/PM 
Normal Meal Service(s) Child will be Served:  __ Breakfast __A.M. Snack __ Lunch __P.M.  Snack __Supper

PART 2A - HOUSEHOLDS NOW GETTING FOOD STAMPS or TFA BENEFITS:  Complete this part and sign the application in Part 3 - DO NOT complete Part 2B.

           

Food Stamp Case Number: ____________________         TFA (Temporary Family Assistance) Case Number: _____________________

PART 2B - ALL OTHER HOUSEHOLDS: If you did not complete Part 2A, complete this Part and Part 3.
	
	

	NAMES
	CURRENT MONTHLY INCOME

	
	
	
	
	

	
	
	
	
	

	Names of All

Household Members

(include the child listed above)
	Earnings from Work

(Before Deductions)

Job 1
	Welfare, Child Support, Alimony
	Payments from Pensions, Retirement, Social Security
	Earnings from Job 2

or any Other Income

	
	
	
	
	

	1.__________________
	$_______________
	$_______________
	$_______________
	$_______________

	2.__________________
	$_______________
	$_______________
	$_______________
	$_______________

	3.__________________
	$_______________
	$_______________
	$_______________
	$_______________

	4.__________________
	$_______________
	$_______________
	$_______________
	$_______________

	5.__________________
	$_______________
	$_______________
	$_______________
	$_______________

	6.__________________
	$_______________
	$_______________
	$_______________
	$_______________

	7.__________________
	$_______________
	$_______________
	$_______________
	$_______________

	8.__________________
	$_______________
	$_______________
	$_______________
	$_______________


PART 2C - FOSTER CHILD:  Complete this Part and Part 3.  In certain cases, foster children are eligible for free and reduced-price meals regardless of household income. If this is a state placed foster child, check here [   ] and write the child’s “personal use” income:  $___________ and how often it is received:  __________.

PART 3 - SIGNATURE:  An adult household member must sign and date the application before it can be approved.

PENALTIES FOR MISREPRESENTATION:  I certify that all of the above information is true and correct and that the food stamp or TFA number is current, correct or that all income is reported.  I understand that this information is being given for the receipt of Federal funds; that institution officials may verify the information on the application and that the deliberate misrepresentation of the information may subject me to prosecution under applicable State and Federal laws.

Signature of adult _______________________________________________  Social Security number ___ ___ ___ - ___ ___ - ___ ___ ___ ___
Printed name of adult ____________________________________________  Date signed ____________________________
___________________      ___________________      _________________________________________________________      _____________

Home telephone 
             Work telephone
         Home Address




               Zip code
PART 4 - RACIAL/ETHNIC IDENTITY:   You are not required to answer this question.

[    ] White, not of Hispanic Origin        [    ] Black, not of Hispanic Origin        [    ] Hispanic        [    ] Asian/Pacific Islander        [    ] American Indian/Alaska Native
Privacy Act Statement.  Section 9 of the National School Lunch Act requires that unless the participant’s food stamp or TFA number is provided, you must include the social security number of the household member signing the application or an indication that the household member signing the application does not possess a social security number.  Provision of a social security number is not mandatory, but if a social security number is not provided or an indication is not made that the adult household member signing the application does not have one, the application cannot be approved.  The social security number may be used to identify the household member in carrying out efforts to verify the correctness of information stated on the application.  These verification efforts may be carried out through program reviews, audits, and investigations and may include contacting employers to determine income, contacting a food stamp or TFA office to determine current certification for receipt of food stamps or TFA benefits, contacting the State employment security office to determine the amount of benefits received and checking the documentation produced by the household member to prove the amount of income received.  These efforts may result in a loss or reduction of benefits, administrative claims, or legal actions if incorrect information is reported.  The social security number may also be disclosed to programs as authorized under the National School Lunch Act and the Child Nutrition Act, the Comptroller General of the United States, and law enforcement officials for the purpose of investigating violations of certain Federal, State and local education, health and nutrition programs.
For Sponsor Use Only                Monthly Income Conversion:   Weekly X 4.33,   Every 2 Weeks X 2.15,   Twice a Month X 2

Total family income   $___________    Family size  ______    OR    Food Stamp/TFA household  [    ] 

Eligible Free: [    ]  Eligible Reduced: [    ] Over Income: [    ] Temporary Eligibility:   Free___ Reduced____ Time Period:_________

Sponsor Eligibility Official _____________________________________________________   Date ___________________







Signature

- 2 -

INCOME ELIGIBILITY APPLICATION INSTRUCTIONS

Please complete the Income Eligibility Application using the instructions below.  Sign the application and return it to the program.  If 

you have any questions or need help filling out the application, contact ___________________________ at __________________.

PART 1 - CHILD INFORMATION:  COMPLETE THIS PART.   Print the name of the child enrolled in the program.  Include age and birth date. Check the days of the week the child will normally attend the program. Insert the normal time(s) of day the child will be in attendance at the center. Check the meals the child will normally be served while attending the program. Please fill out one application for each enrolled child.  

PART 2A - HOUSEHOLDS GETTING FOOD STAMPS OR TEMPORARY FAMILY ASSISTANCE (TFA):  COMPLETE THIS PART AND PART 3.
1.  List the current food stamp case number or the TFA case number for the child.  Do not complete Part 2B.

2.  An adult household member must sign the application in PART 3.  A social security number is not required.  

PART 2B - ALL OTHER HOUSEHOLDS:   COMPLETE THIS PART AND PART 3.
1.  Write the names of everyone in your household even if they do not have income.  

2.  Write the amount of income (the amount before taxes or anything else is taken out) received last month for each household 

member and where it came from, such as earnings, welfare, pensions, and other income (refer to examples below for types of income to report).  If any amount last month was more or less than usual, write that person’s usual income.  

3.  An adult household member must sign this income eligibility application and give his/her social security number in PART 3.

PART 2C - FOSTER CHILD:   COMPLETE THIS PART AND PART 3 FOR EACH FOSTER CHILD LIVING IN YOUR HOME AND ENROLLED IN THE PROGRAM.
1.  Write the foster child’s monthly “personal use” income.  Write “0” if no “personal use” income is received.  

2.  A foster parent or other official representing the child must sign the application in Part 3.  Social security number is not required.

PART 3 - SIGNATURE AND SOCIAL SECURITY NUMBER:  ALL HOUSEHOLDS COMPLETE THIS PART.
1.  All income eligibility applications must have the signature of an adult household member;

2.  The adult household member who signs the application must include his/her social security number.  If he/she does not have a 

social security number, write “none”.  If a food stamp or TFA number is listed, a social security number is not needed.

PART 4 - RACIAL/ETHNIC IDENTITY:  COMPLETE THE RACIAL/ETHNIC IDENTITY QUESTION IF YOU WISH.
You are not required to answer this question.  However, this information will help ensure that everyone is treated fairly.

INCOME TO REPORT
	Earnings from Employment
	
	Pensions/Retirement/Social Security
	
	Other Income

	Wages/salaries/tips
	
	Pensions 
	
	Disability benefits

	Strike benefits 
	
	Supplemental security income
	
	Cash withdrawn from savings

	Unemployment compensation
	
	Retirement income
	
	Interest/dividends

	Worker’s compensation 
	
	Veteran’s payments
	
	Income from  

  estates/trusts/investments

	Net income from self-owned 

  business or farm
	
	Social Security
	
	

	
	
	
	
	Regular contributions from 

  persons not living in the 

  household

	
	
	
	
	

	Foster Child’s Income
	
	Welfare/Child Support/Alimony
	
	

	Only funds from welfare agency
	
	Public assistance payments
	
	Net royalties/annuities/

  net rental income

	identified by category for personal 
	
	Welfare payments
	
	

	use of child (clothing, school fees,
	
	Alimony/child support payments
	
	Any other income

	etc., funds from child’s
	
	
	
	

	family for personal use and
	
	Military Households
	
	

	earnings from other than
	
	All cash income, including military
	
	

	occasional or part-time    
	
	housing/uniform allowances.  Does
	
	

	employment.)  Do not count
	
	not include “in-kind” benefits not
	
	

	funds from welfare agency for 
	
	paid in cash (base housing, clothing,
	
	

	shelter, care, etc.
	
	food, medical care, etc.).
	
	


The U.S. Department of Agriculture (USDA) prohibits discrimination in all its programs and activities on the basis of race, color, national origin, gender, age, or disability.  (Not all prohibited bases apply to all programs.) Persons with disabilities who require alternate means for communication of program information (Braille, large print, audiotape, etc.) should contact USDA’s TARGET Center at (202) 720-2600 (voice and TDD).  To file a complaint of discrimination, write USDA, Director, Office of Civil Rights, Room 326-W, Whitten Building, 1400 Independence Avenue, SW, Washington, D.C. 20250-9410 or call (202) 720-5964 (voice and TDD).  USDA is an equal opportunity provider and employer.
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2011-2012 CALENDAR

We are closed for the following Holidays and Professional Development days:

JULY 4 (Monday) 


Holiday – Independence Day
AUGUST 26 (Friday)

Professional Development Day
SEPTEMBER 5 (Monday)

Holiday – Labor Day            

OCTOBER      10 (Monday)
Holiday - Columbus Day      

NOVEMBER 11(Friday)

Holiday – Veterans Day


NOVEMBER 24-25


Holiday - Thanksgiving


DEC. 26 – JAN.2


Holiday   Recess



JANUARY    16 (Monday)

Holiday – Martin Luther King, Jr. Day

FEBRUARY 20 (Monday)

Holiday – Presidents’ Day

APRIL           6 (Friday)

Holiday – Good Friday

APRIL
          TBA


Professional Development Day

MAY 
          28 ( Monday)

Holiday – Memorial Day

JUNE            TBA


Professional Development Day

FOLLOWING DATES ARE PARENT/TEACHER CONFERENCES

NOVEMBER  14-18


CHILD DEVELOPMENTAL UPDATE





            (Conferences: parents sign up in classroom)

MARCH 5-9



CHILD DEVELOPMENTAL UPDATE






(Conferences: parents sign up in classroom)

JUNE  11-15



CHILD DEVELOPMENTAL UPDATE






(Conferences: parents sign up in classroom)
Authorization/Release Form

.

I, _______________________, the parent/guardian of _________________________ 

          Parent/Guardian’s Name                                                       Child(ren) Name

authorize the following people and/or agencies to access my child’s file.

Nurse Consultant-physical forms

WFC Administration

Classroom Teachers

School Readiness Facilitator-assessment process

Department of Public Health

NAEYC Accreditation Assessor

DCF


**All of the above people are bound by a code of ethics to keep information confidential.

State and/or federal agencies connected to child nutrition, health and educational programs may request information used to determine benefits for those programs and/or evaluation purposes. 

Your child’s statistical information will also be recorded along with the public school system in a statewide Preschool Information System (PKIS).

__________________________________



________________

             Parent/Guardian Signature




            Date

I do not authorize the following people and/or agencies to access my child’s records:

_______________________________________________________________________

_______________________________________________________________________

__________________________________                                           ________________

            Parent/Guardian Signature                                                                    Date

