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Enrollment Application 

 

Entrance Date ___/___/___            Withdrawal Date ___/___/___ 
 

Child 
 

Child’s Full Name _____________________________ Age ___ Gender______ Date of Birth ___/___/____ 
 

Child’s Home Address _____________________________________ Home Phone ___________________ 
                                   _________________________________________ 
 

Parent/Guardian(s)  
 

Parent/Guardian Name_______________________________________________ � Parent    � Guardian 
 

Home Address _______________________________________ Home Phone ______________________ 
 

                     _______________________________________ Cell Phone ________________________ 
 

Place of Employment __________________________________ Business Phone ____________________ 
 

Email Address ___________________________________________________________________ 
 
Parent/Guardian Name_______________________________________________ � Parent    � Guardian 
 

Home Address _______________________________________ Home Phone ______________________ 
 

                     _______________________________________ Cell Phone ________________________ 
 

Place of Employment __________________________________ Business Phone ____________________ 
 

Email Address ___________________________________________________________________ 
 

 
Marital Status: � Married  � Separated  � Divorced  � Widowed  � Other___________________________________ 
Child’s Legal Guardian(s):  � Both parents/guardians � Mother � Father � Other_____________________________ 
Child’s Living Arrangements: � Both parents/guardians � Mother �  Father � Other___________________________ 
 

Emergency Contacts 
The child may be released to the person(s) signing this agreement or to the following with photo ID: 
Name                                Address                                                                 Telephone                 Relationship 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
Emergency contact(s) when parents cannot be reached: 
Name                                Address                                                                 Telephone                 Relationship 
______________________________________________________________________________ 
______________________________________________________________________________ 
Doctor to be contacted when parents cannot be reached: 
Name                               Address                                                                   Telephone                            
______________________________________________________________________________ 
 

 
__________________________________________    ___/___/____ 
 Parent/Guardian Signature        Date 

            __________________________________________                        ___/___/____ 
 Parent/Guardian Signature                               Date 
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Parental/Guardian Agreement with Kids ‘R’ Kids #12 

 
1. Kids ‘R’ Kids #12 agrees to provide child care for_______________________________ on M – Tu – W – Th – F 

from _________am to _________pm.           Child’s Full Name 
2. I agree to pay the tuition fee of $_______ as designated by the school.  Payment will be due by Monday close 

of business every week. 
3. My child is currently on medication(s) prescribed for long-term continuous use and/or has the following pre-existing                                              

illness, allergies, or health concerns: _______________________________________________________________ 
_____________________________________________________________________________________________. 
I agree to provide the school with all necessary information pertaining to the administering of medication (date, 
prescription #, doctor’s notes, direction, medication in original pharmaceutical container, etc.). 

4. I agree to follow all requirements of the school’s medical policy. 
5. My child has the following special needs that may affect participation in school activities:______________________ 

____________________________________________________________________________. 
6. The following special accommodation(s) may be required to most effectively meet my child’s needs while at this  

school: _______________________________________________________________________________________. 
7. I understand my child will be provided with all snacks and lunch served daily during his/her hours of attendance. I 

also understand that no outside food is allowed (preschool and school age only). 
8. I understand I am responsible for any special diet required by my child.  If my child’s diet consists of breast milk or 

formula taken from a bottle, I understand I will provide Kids ‘R’ Kids with the appropriate number of bottles 
containing formula/ breast milk necessary for my child each day.  Each bottle will be clearly labeled with my child’s 
full name and current date. 

9. If my child wears diapers, I understand I will provide whatever disposable diapers are necessary for my child.  I 
understand that only disposable diapers are permitted in the school and that they will be changed every two hours, 
or as needed. 

10. If child is of school age, what school does he/she attend: ______________________________________________. 
11. Transportation is provided to and from school and on planned field trips with parental/guardian permission.  A 

separate form and signature are required for this service.  A School-Age Transportation Agreement form must be 
signed each school year.  A field trip agreement form must be signed before each trip. 

12. Should my child become ill during the time he or she is in the care of Kids ‘R’ Kids or suffers an accident of any 
nature, the school will contact me immediately and is authorized to secure such medical attention and care for my 
child as necessary. (The parent/guardian will assume responsibility for payment).   

13. I understand that if my child is ill, including, but not limited to, a severe cough or sore throat; undetermined rash                                         
        or spots; temperature over 100 degrees; severe headaches, upset stomach or diarrhea, he or she cannot be             
        accepted into the school until well.  In the event my child has a notifiable disease, a release form from a medical       
        source may be required before my child re-enters the school. Kids ‘R’ Kids will notify parents if a notifiable disease  
        has been introduced into the school and guidelines will be followed per the CDC Chart/Health Dept.  
14. I understand that Kids ‘R’ Kids # 12 a Kids ‘R’ Kids franchise is independently owned and operated and that neither 

Kids ‘R’ Kids International, Inc. nor any other Kids ‘R’ Kids is responsible for the actions or obligations of this school. 
15. I understand that it is my responsibility to escort my child into and out of the school. And to sign my child in and 

out of the school.  I understand that a staff member will escort my child into the school when being transported 
from school by county or Kids ‘R’ Kids transportation. 

16. If I have not picked up my child 30 minutes after closing, and all attempts to contact my emergency contacts and 
me fail, Kids ‘R’ Kids will call the proper authorities. 

17. I understand that it is my responsibility to keep the school advised of any changes to the information provided in 
this application. 

 

I agree to abide by the policies and procedures of Kids ‘R’ Kids as outlined in this agreement 
and the Parent Handbook.  I have read and understand the above statements. 
 
______________________________________________________  ___/___/____ 
 Parent/Guardian Signature                  Date 

 
_________________________________________________                     ___/___/____ 
Owner/Director Signature         Date 



 

  KRK/103/REV/2017 3 

Distribution 
• Child’s File  

 

Health and Emergency Permission 
This form must be completed for all enrolled children 

  
Child 

 

Child’s Full Name ____________________________________ Age _____ Gender______ Date of Birth ___/___/____ 
 

Child’s Home Address _____________________________________          Home Phone _______________________ 
                               _____________________________________ 

 
Parent/Guardian(s) 

 

Parent/Guardian Name_______________________________ Phone 1: _______________ Phone 2: _____________  
 

Parent/Guardian Name_______________________________ Phone 1: _______________ Phone 2: _____________ 
 

         
Medical Information 

Doctor to be contacted when parents cannot be reached: 
Name                               Address                                                                               Telephone                         
_______________________________________________________________________________________________ 
 

Dentist: 
Name                               Address                                                                                Telephone                            
_______________________________________________________________________________________________ 
 

Health Insurance Provider: 
Name                               Address                                                                                 Telephone                            
_______________________________________________________________________________________________ 
 

Does your child have special needs affecting participation in school activities?: � Yes   � No   
Specify: _______________________________________________________________________________________                        
 

Does your child have allergies?: � Yes   � No   
Specify: _______________________________________________________________________________________                        
 

Actions Taken: __________________________________________________________________________________                       
_______________________________________________________________________________________________ 

 
Emergency Contacts 

The child may be released to the person(s) signing this agreement or to the following with photo ID: 
Name                                Address                                                                 Telephone                 Relationship 
_______________________________________________________________________________________________ 
_______________________________________________________________________________________________ 
_______________________________________________________________________________________________ 
Emergency contact(s) when parents cannot be reached: 
Name                                Address                                                                 Telephone                 Relationship 
_______________________________________________________________________________________________ 
_______________________________________________________________________________________________ 
 

       
      ____________________________________________________   _____/_____/_____ 
      Parent/Guardian Signature                  Date    
 
 

      ____________________________________________________   _____/_____/_____ 
      Owner/Director Signature                   Date    
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 To school at _____________ (am/pm) 
 From school at ___________ (am/pm) 

 
On the following days:      Monday     Tuesday     Wednesday     Thursday     Friday 

 
 

 
Transportation Agreement 

The following information is required by Kids ‘R’ Kids annually 
 
Child’s Full Name: _____________________________________________  Date of Birth ___/___/___ 
 
  

  
 
 
      
 
 
 
 
 
 
 
 

 
    
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 _________________________________________   _____/_____/_____ 
    Parent/Guardian Signature      Date 
 
   __________________________________________  _____/_____/_____ 
    Owner/Director Signature      Date 

 
For School Age Use Only: If the child relocates to another school or the hours change, this form must be updated 
 
Name of School: _______________________________________________________________________________ 
 
School Address: ________________________________________________________________________________ 
 
School Phone: _________________________________________________________________________________ 
 
 

• In the event the designated location is unable to receive children they will be returned to Kids 'R' Kids #12.  
 

• It is vital that Kids ‘R’ Kids #12 be notified of any changes in the above scheduled transportation. 
 
• Kids ‘R’ Kids #12 will assume the above schedule of transportation will be followed unless we receive different 

instructions from parents.  Instructions should be received at Kids ‘R’ Kids #12 by the earliest possible time. 
 
 
I, _________________________________________________ agree for my child to be transported by Kids 'R' Kids #12. 
 
 
 

 
 
 

 

 

Kids ‘R’ Kids #12 emergency transportation/medical procedure: 
1. Call emergency medical team, if necessary 
2. Call parent/guardian 
3. Call alternate emergency contact, if necessary 
4. Emergency medical team transports child to hospital, if necessary 
5. Kids ‘R’ Kids representative will accompany child to hospital. 

 
Emergency Medical Facility the center uses: Gwinnett Medical Center (Lawrenceville)  
 
Address: 1000 Medical Center Blvd Lawrenceville, GA 30046 Phone: 678.312.1000 
 
I, ______________________________give permission for Kids ‘R’ Kids #12 to seek medical attention and /or transport 
  
 

my child_____________________________________, in the event of any emergency if I cannot be reached.  I further 
agree to keep the facility informed of any changes in the information below. 
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Release 

  For and in consideration of the opportunity to have my minor child’s name, voice, picture, portrait, artwork and/or likeness 
published and for other good and valuable consideration, the receipt and sufficiency of which are hereby acknowledged, the 
undersigned, on behalf of myself and my minor child, hereby agree as follows: 
 
1.  I hereby grant Kids 'R' Kids International, Inc., Kids ‘R’ Kids #12, and its affiliates, franchisees, nominees, licensees, successors and 
assigns and those acting under their permission (hereinafter “KRK”), the unrestricted, absolute, perpetual, worldwide right to: 
 

a. use my and my minor child’s name, voice, picture, portrait, artwork and/or likeness, however obtained; 
 
b.  reproduce, copy, modify, alter, edit, publish, use, create derivatives in whole or in part, without limitation, my and my 

minor child’s image, picture, portrait, artwork and/or likeness in still and/or video photography, film or tape taken of me or my minor 
child by or on behalf of KRK  

 
c. display, exhibit, distribute, transmit or broadcast the above or any part thereof; in any project or medium, whether now or 

hereafter existing, including, without limitation printed publications, television, radio, the internet, any online service or website, blog or 
social media, including, without limitation Twitter, Facebook or YouTube, any number of times and for any purpose, including, without 
limitation, promotional, advertising and marketing purposes. 
 
2.  I agree that any picture, portrait, artwork or other product or material derived there from is wholly owned by KRK and that KRK 
may copyright any product or material containing same.  If I receive any copy thereof, I shall not use it for any purpose nor authorize 
its use by anyone else. 
 
3.  I hereby waive my right to inspect and/or approve the finished product or material, or to the eventual use that it might be applied. 
 
4.  I hereby release and discharge KRK from and against any claim or liability arising out of invasion of privacy, right of publicity, 
defamation, portrayal in a false light, misappropriation, and copyright infringement arising out of or in connection with the use of 
materials referenced hereunder, including without limitation the use of my or my minor child’s name, voice, picture, portrait, artwork 
and/or likeness in any manner authorized by this Release, whether now known or arising in the future.   
 
5.  I hereby warrant that I am eighteen years old or older and am the parent and/or legal guardian of the minor child named below, 
and am competent to contract for the minor child named herein as the above is concerned.  I have read the foregoing release and 
warrant that I fully understand the contents hereof.  I agree that this Release is intended to be as broad and inclusive as permitted 
under the laws of the State of Georgia, and that if any portion thereof is held to be invalid, that the balance shall continue in full force 
and effect. 
 
6.  This Release constitutes an Agreement between myself and KRK and contains the entire understanding between myself and KRK 
regarding the subject matter hereof.  This Release cannot be modified except in a writing signed by all parties hereto, and shall be 
governed in accordance with the laws of the State of Georgia. 
 
 
___________________________________   _____________________________ 
Child’s Full Name                      Parent/Guardian Printed Name 
 
 
___________________________________   ___/___/___ 
Parent/Guardian Signature                      Date 
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Child Profile 

Indicator 3.06 AdvancED 
 
This profile will help your child’s teacher get to know your child better. Your input will also help with 

your child’s adjustment to their new classroom. 
 
 
Child’s Full Name: _________________________________ Date of Birth: ___/___/___ 
 
 
Child’s living arrangements: ( ) Both Parents   ( ) Mother     ( ) Father    ( ) Other 
 
 
What is the primary language spoken in the home? _________________________ 
 
 
Family Members in the household:        ___________________________________ 
    
              ___________________________________ 
 
 
Is this your child’s first experience in group care?   ( ) Yes         ( ) No 
 
What milestone(s) has your child reached? _____________________________ 
 
          _____________________________ 
 
 
Please list any special accommodations needed to most effectively meet your child’s 
 needs while at this school: 
 
 

 
 
 
 

 
 
 
 
          ________________________________   ____/____/____ 

 Parent/Guardian Signature    Date 
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Authorization to Dispense External Preparations  
  

590-1-1-.20(1)  
Parental Authorization. Except for first aid, personnel shall not dispense prescription or non-
prescription medications to a child without specific written authorization from the child's 
physician or parent. Such authorization will include, when applicable, date; full name of the 
child; name of the medication; prescription number, if any; dosage; the dates to be given; the 
time of day to be dispensed; and signature of parent.   

  
I give Kids R Kids #12, permission to apply one or more of the following topical 
ointments/preparations to my child in accordance with the directions on the label of the 
container.  

  
_____  Baby Wipes   
  
_____  Band-aids   
  
_____ Neosporin or similar ointment   
  
_____ Bactine or similar first aid spray   
  
_____ Sunscreen   
  

_____ Insect Repellent   
  

_____ Non-Prescription ointment (such as A & D, Desitin, Vaseline)   
  
_____ Baby Powder  
  
Other (please specify) _________________________________   
  
   
__________________________________                     _________________  

 Parent/Guardian Signature                      Date  
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Child Allergy Profile 
 

 
 
 
 
 

 
Child’s Full Name: ________________________ Suite: ___________ 
 
Allergy: _________________________________________________ 
 
Symptoms of Allergic Reaction:  
 
 
 
 
 
Emergency Care Plan: 
 
 
 
 
 
 
________________________________     ___/___/___  
Parent/Guardian Signature          Date 
 
________________________________     ___/___/___  
Owner/Director Signature          Date 
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Credit Card Authorization 

For Payment on Returned Checks  
and Past Due Accounts 

 
 

We require a major credit card number to be placed in our file.  We will only charge your card in the event of your check 
being returned for any reason or if you withdraw your child and leave a balance on your account.  
Then we will charge you for your full balance, or for the returned check amount including a return check fee of $35.00 
and a late fee of $20.00, unless prior agreements are made.  In the event your card is declined for payment and prior 
agreements are not made with us, we will not be able to continue service the next day and/or until your account is paid 
in full.  If payment is not made within the agreed upon period, your balance plus 45% will be sent for collection. 
 
Please provide credit card information below: 
 
 Type:  Master Card       Visa       American Express       Discover 
  

Expiration Date:  _____/_____  
 
Three Number Code on the back of the card:  _____________ 
 
Credit Card Number:  _________________________________________________  
 
Signature:  __________________________________________________________ 
 
Print Name:  ________________________________________________________  
 
By signing this you agree to this entire letter and purpose. 
 
 
Thank you for your cooperation, 
 
KidsRKids Management 
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Bright from the Start: Georgia Department of Early Care and Learning 

Child and Adult Care Food Program  

Income Eligibility Statement 

PART I: Child(ren) or Adult enrolled to receive day care 

Name:  (Last, First and Middle Initial) Food Stamp, TANF, or FDPIR case number, Assistant 
Unit (AU), or Client ID number for children only.  All 
the above, or SSI or Medicaid case number for 
Adults.  Note: Do not use EBT numbers.            

  Head  Start 

Participant 

 Foster Child 

        

       

        

       

        

        

PART II A: 
A. Name 
(List everyone in household,  
including foster and non-foster children) 

 

B. Gross income and how often it is received 
Example: $100/monthly, $100/twice a month, $100/every other week, $100/weekly 

 
C. Check if NO 
Income 

1. Earnings from work 
before deductions 

2. Welfare, child support, 
alimony 

1. 3. Social Security, 
pensions, retirement 

4. All other income 

 

1. _______________________________ 

2. _______________________________ 

3._______________________________ 

4. _______________________________ 

5. _______________________________ 

6. _______________________________ 

7. _______________________________ 
 

$______/__________ 

$______/__________ 

$______/__________ 

$______/__________ 

$______/__________ 

$______/__________ 

$______/__________ 
 

$______/__________ 

$______/__________ 

$______/__________ 

$______/__________ 

$______/__________ 

$______/__________ 

$______/__________ 
 

$______/__________ 

$______/__________ 

$______/_________ 

$______/_________ 

$______/_________ 

$______/_________ 

$______/_________ 
 

$______/_________ 

$______/_________ 

$______/_________ 

$______/________ 

$______/________ 

$______/________ 

$______/________ 
 

    

    
 

    
 

    
 

    
 

    
 

    

PART III: ENROLLMENT INFORMATION:  Children Only 
My child is normally in attendance at the facility between the hours of _______ [am/pm] to _____ [am/pm] on the following days:  

 Check here if only before/after school care is provided. 
 

(Circle all that apply).   Sunday       Monday     Tuesday      Wednesday      Thursday     Friday     Saturday   

   My child will normally receive the following meals while in care: 

(Circle all that apply):      Breakfast       AM Snack         Lunch         PM Snack        Supper          Evening Snack 

PART IV: Signature and Social Security Number (Adult MUST sign). 
An adult household member must sign this form. If Part II is completed the adult signing the form must also list his or her Social Security number or mark the “I don’t 
have a Social Security Number” box.  (See Privacy Act Statement on next page).  
 

I certify that all information on this form is true and that all income is reported. I understand that the center or day care home will get Federal funds based on the 
information I give. I understand that CACFP officials may verify the information. I understand that if I purposefully give false information, the participant receiving meals 
may lose the meal benefits, and I may be prosecuted.  This signature also acknowledges that the child(ren) listed on the form in Part I are enrolled for care . 
 

Signature: X____________________________________          Print Name  _____________________________________        Date:_________________________ 

 

Address: _________________________________________ ___  City: ________________________ State: GA    Zip:__________     Phone: ____________________ 

 

Last four Digits of Social Security Number XXX-XX___________        I do not have a Social Security Number 

PART V: Participant’s ethnic and racial identities (optional) 

Mark one ethnic identity: 

 Hispanic/ Latino 

   Not Hispanic/ Latino 

Mark one or more racial identities: 

 Asian       White       Black or African American   American Indian or Alaska Native   Native Hawaiian or other Pacific 

Islander 

Official Use Only Section for Provider:   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: _______ 

Categorical Eligibility:  (check if applicable) ______      Date withdrawn: _____________   Eligibility: (check one)   Free _____     Reduced _____    Paid ______       

Day Care Homes Only: (check one)  Tier I  _____   Tier II ______ 

Determining Official’s Signature: ____________________________________________                                    Date:_______________________________ 

Confirming Official’s Signature: _____________________________________________                                    Date:_______________________________ 

Follow Up Official’s Signature: ______________________________________________                                    Date:_______________________________ 
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The participant in the day care facility may qualify for free or reduced price meals if your household 

income falls within the limits on this chart. 

 

 

 

 

 

 

Privacy Act Statement: The Richard B. Russell National School Lunch Act requires the information on 

this application.  You do not have to give the information, but if you do not, we cannot approve your 

child for free or reduced price meals.  You must include the social security of the adult household 

member who signs the application.  The social security number is not required when you apply on behalf 

of a foster child or you list a Food Stamp, Temporary Assistance for Needy Families (TANF) Program or 

Food Distribution Program on Indian Reservations (FDPIR) case number for your child or other (FDPIR) 

identifier or when you indicate that the adult household member signing the application does not have 

a social security number.  We will use your information to determine if your child is eligible for free or 

reduced price meals, and for administration and enforcement of the Program. 

Non-discrimination Statement:  In accordance with Federal civil rights law and U.S. Department of 

Agriculture (USDA) civil rights regulations and policies, the USDA, its Agencies, offices, and employees, 

and institutions participating in or administering USDA programs are prohibited from discriminating 

based on race, color, national origin, sex, disability, age, or reprisal or retaliation for prior civil rights 

activity in any program or activity conducted or funded by USDA.   

Persons with disabilities who require alternative means of communication for program information (e.g. 

Braille, large print, audiotape, American Sign Language, etc.), should contact the Agency (State or local) 

where they applied for benefits.  Individuals who are deaf, hard of hearing or have speech disabilities 

may contact USDA through the Federal Relay Service at (800) 877-8339.  Additionally, program 

information may be made available in languages other than English. 

To file a program complaint of discrimination, complete the USDA Program Discrimination Complaint 

Form, (AD-3027) found online at: http://www.ascr.usda.gov/complaint_filing_cust.html, and at any 

USDA office, or write a letter addressed to USDA and provide in the letter all of the information 

requested in the form. To request a copy of the complaint form, call (866) 632-9992. Submit your 

completed form or letter to USDA by mail: U.S. Department of Agriculture, Office of the Assistant 

Secretary for Civil Rights, 1400 Independence Avenue, SW, Washington, D.C. 20250-9410; fax: (202) 690-

7442; or email: program.intake@usda.gov. 

This institution is an equal opportunity provider. 

 

 

Household Size Yearly Income 

1  

2  

3  

4  

5  

6  

7  

8  

Each additional person Add:  

http://www.ocio.usda.gov/sites/default/files/docs/2012/Complain_combined_6_8_12.pdf
http://www.ocio.usda.gov/sites/default/files/docs/2012/Complain_combined_6_8_12.pdf
http://www.ascr.usda.gov/complaint_filing_cust.html
mailto:program.intake@usda.gov
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INSTRUCTIONS 

Households that receive Food Stamps, TANF, FDPIR, SSI or Medicaid: Complete the following: 

 

Part I: For family day care home and child care center, list participant’s name and a Food Stamp, TANF, or FDPIR case 

number.  For adult day care, list participant’s name and a Food Stamp, TANF, FDPIR, SSI or Medicaid case number. 

Note: foster children (children placed in the household by the court system) can be included in this section. A 

separate form is no longer needed for foster children. 

Part II: Skip this part.  

Part III: Child care centers only.  Provide the normal days and hours your child is in attendance in the center and indicate 

the meals he/she normally receives while in care. 

Part IV: Sign the form.  A Social Security Number is not necessary. 

Part V: Answer this question if you choose to. 

 

All other Households, including WIC households, complete the following: 

 

 Part I: For family day care home, child care center or adult day care, list participant’s name. 

Part II: To report total household income from last month, complete the following: 

Column A-Name: List the first and last name of each person living in your household as an economic unit.  You must 

indicate yourself and all children living with you (including foster and non-foster children).  In the case of an adult 

participant, the adult participant, and if residing with the adult participant, the spouse and dependent(s) of the adult 

participant.  Attach another sheet if necessary. 

Column B-Gross Income last month and how often it was received:  Next to each person’s name, list each type of 

income received last month, and how often it was received.   

 Box 1: List the gross income each person earned from work.  This is not the same as take-home pay. Gross income is the 

amount earned before taxes and other deductions.  The amount should be listed on your pay stub, or your boss can tell you.  

Next to the amount, write how often the person got it (weekly, every other week, twice a month, or monthly). 

 Box 2: List the amount each person got last month from welfare, child support, alimony. 

 Box 3: List Social Security, pensions, and retirement. 

 Box 4: List all other income sources including Worker’s Compensation, unemployment, strike benefits, Supplemental 

Security Income (SSI), Veteran’s benefits IVA benefits), disability benefits, regular contributions from people who do not 

live in your household.  Report net income from self-owned businesses, farming, or rental income.  Next to the amount, 

write how often the person got it.  If you are in the Military Housing Privatization Initiative do not include this housing 

allowance.  

Column C-Check if no income: If the person does not have any income, check the box.  

 Part III: Child care centers only.  Provide the normal days and hours your child is in attendance in the center and indicate 

the meals he/she normally receives while in care. 

Part IV:  An adult household member must sign the form, and list the last four digits of his/her social security number. 

Or, mark the box if he/she does not have one. 

Part V: Answer this question if you choose to. 

 

Privacy Act Statement: This explains how we use the information you give us. 
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The Child and Adult Care Food Program 

Income Eligibility Statement Form and Supporting Documents 

 

The United States Department of Agriculture (USDA) issued revised Income Eligibility 

Statements (IES) and other required forms to all state agencies to disseminate to institutions 

participating in the Child and Adult Care Food Program (CACFP).  The newly revised IES package 

includes the following: IES form and instructions, reduced income guidelines template with 

privacy and non-discrimination statement, Sharing Information with Medicaid/SCHIP letter, 

sample house-hold letters based on program type, and template letters to use when verifying 

income and reporting the results of the verification. 

The revised IES package and supporting documents is available at 

http://www.decal.ga.gov/BftS/FormList.aspx?cat=CACFP.   

Frequently Asked Questions  

Q. What information do I issue to parents? 

A. Institutions and facilities should issue the IES form, reduced income guidelines with the 

privacy and non-discrimination statement, appropriate household letter, and the Sharing 

Information with Medicaid/SCHIP letter to parents/guardians of children/adults participating in 

the CACFP. 

Q. Can centers/day care homes require parents/guardians to complete the IES form as part of 

the enrollment package? 

A. Centers/day care homes can request that parents/guardians complete the form as part of 

the enrollment process, but centers should not require parents/guardians to complete the 

form nor should they have policies/practices in place that negatively impacts the 

prospective/current participant’s enrollment if the parent declines or fails to complete or 

submit the form.  This action would be in violation of the Program. 

Q. Why is it necessary to issue the Sharing Information with Medicaid/SCHIP letter to 

parents? 

A. Parents/guardians that do not wish to have their information shared with either Medicaid or 

SCHIP must complete the form and return to facility.  Otherwise and when requested by Bright 

from the Start or the United States Department of Agriculture (USDA), parent/guardian 

information will be shared with Medicaid/SCHIP. 

 

 

http://www.decal.ga.gov/BftS/FormList.aspx?cat=CACFP
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Q. Is it necessary to have three official’s signatures on the new IES form-especially when the 

center is an independent center with only one staff person managing the CACFP? 

A. No. Only one signature is required for Independent centers with only one staff person 

responsible for managing the CACFP.  However, institutions with more than one person 

managing the CACFP, and center and administrative sponsors are required to have a minimum 

of two signatures: determining official and confirming official. 

Q. What is the purpose of having a determining and confirming official signature? 

A. The confirming official will review the form and ensure accuracy and completeness.   IES 

forms are considered current and valid until the last day of the month in which the form was 

dated on year earlier.  The date to be used to make this determination is the date in which the 

sponsor or institution official signs the IES form to certify eligibility of the participant. 

Q. How long is the IES form considered current and valid? 

A. IES forms are considered current and valid until the last day of the month in which the form 

was dated one year previously.  The date used to make this determination is the date in which 

the sponsor/ independent center official or parent/guardian signs the IES form.  CACFP 

institutions and SFSP sponsors must decide which date they will use as the effective date and 

apply this date to all income eligibility forms submitted on behalf of all participants. CACFP 

institutions and SFSP sponsors are required to complete the Income Eligibility - Effective Date 

Option Form.  In addition, institutions must indicate the options chosen in Section VIII. 

Recordkeeping (Item #2) of their Management Plan. 

This means that sponsor and independent center officials should not request parent/guardians 

to complete IES forms at a specific frequency (e.g. start of each school year, every June, etc.).  

Request made by the sponsor or independent center official for IES form completion should be 

based solely on the expiration date of the IES forms. 

Q. Do I send a report to Bright from the Start listing parent/guardians that want their 

information shared with Medicaid/SCHIP? 

A. No. When instructed by USDA, Bright from the Start will request and collect data from 

institutions.  

Q. Can this form be used for children in childcare facilities and adults in adult daycare 

facilities? 

A.  Yes. 

Q. Can siblings be listed on one form? 

A. Yes. Siblings from the same household can be listed on one form as long as there is space 

available. 
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Q. When do I verify parent/guardian income? 

A. At the request of the United States Department of Agriculture (USDA), Bright from the Start, 

or any of its agents. 

Q. Where can I get copies of the IES form and supporting documents? 

A. Access Bright from the Start’s webpage at 

http://www.decal.ga.gov/BftS/FormList.aspx?cat=CACFP 

Q. Can I still participate in the CACFP if parents do not complete the IES form or do not return 

the form to my center? 

A. Yes. However, children that do not have IES forms on file must be placed in the “paid” 

category on the roster, which will effect monthly reimbursement. Centers that are using the IES 

form to capture annual enrollment information will be required to use an alternate enrollment 

form that captures at a minimum the name of the child, normal hours and days of care and 

meals the child usually receives while in attendance. 

Q. What if the form is completed by the parent but is not signed and dated by the sponsor or 

independent official.  Is the form valid? 

A. The form would neither be current nor valid for free or reduced price meals since the 

signature and date of the sponsor or independent official is the certification of the eligibility of 

the participant. 

Q. Are households required to report changes in circumstances? 

A. No, Public Law 108-265 modified the requirements related to reporting changes in income 

during the period of eligibility covered by the application.  Households are not required to 

report changes in circumstances, such as increase in income, a decrease in household size, or 

when the household is no longer certified eligible for benefits through Supplemental Nutrition 

Assistance Programs (SNAP) or Temporary Assistance for Needy Families (TANF). 

Q. Are temporary approvals (45 days) still required when no income is reported? 

A. No. Temporary approvals previously provided for short term assistance, such as when a 

household experienced a temporary income reduction or when no income was reported have 

been eliminated, are no longer required.  Now, year-long eligibility includes households that 

report no income on their IES forms. 

Q. Can parents list some but not all of the household income received? 

A. No, the IES form requests all the household income including the frequency.  By signing the 

IES form the parent/guardian certifies that all the information on the form is true and that all 

income is reported and that they understand that the center or day care home will receive 

Federal funds based on the information listed by the parent/guardian. 

 
  

http://www.decal.ga.gov/BftS/FormList.aspx?cat=CACFP


10/2017 
 

 
SHARING INFORMATION WITH MEDICAID/SCHIP 

 

 

Dear Parent/Guardian:  

If your children qualify for free or reduced price meals, they may also be able to get free or low cost 
health insurance through Medicaid or the State Children's Health Insurance Program (SCHIP). 

Children with health insurance are more likely to get regular health care and are less likely to 

become sick.  

Because health insurance is so important to children's well-being, the law allows us to tell Medicaid 

and SCHIP that your children are eligible for free or reduced price meals, unless you tell us not 

to. Medicaid and SCHIP only use the information to identify children who may be eligible for their 

programs. Program officials may contact you to offer to enroll your children in this health insurance 
program. Filling out the CACFP Meal Benefit Income Eligibility Forms does not automatically enroll 

your children in health insurance.  

If you do not want us to share your information with Medicaid or SCHIP, fill out the form below and 
send it with your Income Eligibility Form to [address] by [date]. (Sending in this form will not change 

whether your children get free or reduced price meals.).  

 No! I DO NOT want information from my CACFP Meal Benefit Income Eligibility Form 

shared with Medicaid or the State Children's Health Insurance Program.  

If you checked no, fill out the form below.  

Child's Name: ____________________________________________________ 

Child's Name: ____________________________________________________ 

Child's Name: ____________________________________________________ 

Child's Name: ____________________________________________________ 

Signature of Parent/Guardian: _______________________________________ 

Today’s Date: __________________________ 

Print Your Name: _________________________________________________ 

Address:________________________________________________________ 

 

For more information, you may call _________________ at ________________October 2008  

CACFP Meal Benefit Income Eligibility Form Sharing Information with Medicaid/SCHI 
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