
	Return this completed form to:  (Insert Sponsor’s name, address & telephone number)       Provider:_________________________    #:_________________________



Household Income Eligibility Statement – Adult Day Services Only
*Part 1: Participant Information: Enter Name, Age and Birthdate of adult participant(s).
	Name:


	Age:
	Birthdate:

	Name:


	Age:
	Birthdate:


**Part 2 – Households Receiving Medicaid, Supplemental Security Income (SSI), Food Assistance Program (FAP), Family Independence Program (FIP), or Food Distribution Program on Indian Reservations (FDPIR). If any member of your household receives Medicaid, SSI, FAP FIP or FDPIR provide the name and valid case number for the person who receives the benefits. Only one number is required. If you complete this part, skip Part 3. Continue to Part 4.
	Medicaid Number:
	SSI Number:


	FAP Number:


	FIP Number:



	FDPIR Number:
	


  **Part 3 – Household Members Gross Monthly Income Information. Complete if Part 2 did not apply to you.  
                                                                                                                                              How Often? (x)                                How Often? (x)                                How Often? (x)

	First and Last Names of All Household Members, Related and Unrelated
	Enrolled for Child Care (x)
	Age
	Birth Date
	Foster Child (x)
	Amount of Earnings from Work 

(before deductions)
	Weekly
	BI

Weekly
	2x Month
	Monthly
	Annually
	Amount of Welfare, Child Support, or Alimony
	Weekly
	BI 

Weekly
	2x Month
	Monthly
	Annually
	Amount of All Other Income (Indicate source and amount)
	Weekly
	BI Weekly
	2x Month
	Monthly
	Annually
	Mark if No Income

(x)

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


*Part 4 – All Households - Signature and Last Four (4) Digits of Adult Social Security Number (Adult household member MUST sign and date)
I certify that all information on this form is true and that all income is reported.  I understand that federal funds are based on the information I give.  I understand that CACFP officials may verify the information.  I understand that if I purposely give false information, the participant receiving meals may lose the meal benefits, and I may be prosecuted.
Adult Household Member or Applicant’s Guardian Signature:  _______________________________________​​​​​​​​​​​​​​​​​​​​​​__________
                                                                                Print Name: ________________________________________________________  Date:  _________________

Last four digits of Social Security Number:  XXX-XX-
                                             I do not have a Social Security Number (only required if not eligible in Part 2)
	For Institution Use Only

	Total Household Members:
	Total Income: $
	___ Weekly    ___ Bi-Weekly
	___ Monthly

___ Annually
	APPROVED CATEGORY

Categorical Eligibility:    Medicaid  SSI   FIP   FAP   FDPIR

Income Eligible:    A (Free)    B (Reduced)    C (Paid)



	
	
	___ 2x Month

	
	

	Institution Official Signature:                                                                         Approval Date:
	


This form is valid for 12 months from the date of sponsor signature.  Approval date and sponsor signature are required.
*   Required Information

** Either section 2 or 3 must be completed to qualify for Free or Reduced meal/snack reimbursements

Privacy Act Statement
Section 9 of the National School Lunch Act requires that, unless a SNAP or FDPIR case number or SSI or Medicaid assistance identification number is provided for the adult for whom benefits are sought, you must include a social security number on the application.  This must be the social security number of the adult household member signing the application.  If the adult household member signing the application does not possess a social security number, he/she must indicate so on the application.  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.  This notice must be brought to the attention of the household member whose social security number is disclosed.  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 SNAP, Indian tribal organization, or welfare office to determine current cerficiation for receipt of SNAP or FDPIR benefits, contacting the issuing office of SSI or Medicaid benefits to determine current certification for receipt of these benefits, contacting the state employment security office to determine the amount of benefits received, and checking the documentation produced by household members to provide the amount of income received.  These efforts may result in loss or reduction of benefits, adminstrattive claims, or legal action if incorrect information is reported.
Non-Discrimination Statement

The U.S. Department of Agriculture prohibits discrimination against its customers, employees, and applicants for employment on the bases of race, color, national origin, age, disability, sex, gender identity, religion, reprisal, and where applicable, political beliefs, marital status, familial or parental status, sexual orientation, or all or part of an individual’s income is derived from any public assistance program, or protected genetic information in employment or in any program or activity conducted or funded by the Department. (Not all prohibited bases will apply to all programs and/or employment activities.)  

If you wish to file a Civil Rights program complaint of discrimination, complete the USDA Program Discrimination Complaint Form, found online at http://www.ascr.usda.gov/complaint_filing_cust.html, or at any USDA office, or call (866) 632-9992 to request the form.  You may also write a letter containing all of the information requested in the form.  Send your completed complaint form or letter to us by mail at U.S. Department of Agriculture, Director, Office of Adjudication, 1400 Independence Avenue, S.W., Washington, D.C. 20250-9410, by fax (202) 690-7442 or email at program.intake@usda.gov.  

Individuals who are deaf, hard of hearing or have speech disabilities may contact USDA through the Federal Relay Service at (800) 877-8339; or (800) 845-6136 (Spanish).

USDA is an equal opportunity provider and employer.    
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