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Disclaimer

This training was developed by the Arizona Department of Education (ADE) Health and Nutrition Services
Division (HNS). The content in this training is intended for professionals operating one or more USDA Child
Nutrition Programs in Arizona under the direction of ADE. The information in this training is subject to
change. Attendees are encouraged to access professional development materials directly from the

training library to prevent use of outdated content.



Ntended Audience TRAINING HOURS

Information to include when documenting this
This training is intended for organizations operating training for Continuing Education and Training

the Child and Adult Care Food Program (CACFP). Credit:

Training Title: Participant Enrollment

L4 : .. : . . .
- This training is required for all new organizations who

VY Will be applying to participate in the CACFP. Hours of Instruction: 1 Hour

This training counts toward Empower Program
training requirements. It is listed on the Arizona

Q bj e C J[ ‘ \/e S Early Childhood Workforce Registry. If you want

this training to appear on your Registry transcript,
please provide your ID in the completion survey.

At the end of this training, attendees should be able to:
e understand the annual and monthly enrollment
documentation requirements;
e explain how to classify participants as free, reduced-price, or
paid; and,
e understand how to build a claiming roster.
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SECTION 1 PARTICIPANT ENROLLMENT

Participant Enrollment

ENROLLMENT REQUIREMENTS

Child Care Centers, Adult Care Centers, and
Head Start facilities must keep Participant
Enrollment records on-site.

e The differences in annual enrollment
documentation for licensed child centers,
head start programs, and adult care
centers is specified on the coming slides.
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All information must be legible and contain
the following elements:

Participant’s full legal name (and any other
names the participant may go by)

Guardian’s full legal name (if applicable)

Current phone number and address of the
participant’s caregiver or legal guardian

Date and caregiver or legal guardian’s
signature

ORORONO
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Head Start

DOCUMENTATION REQUIREMENTS

Head Start Programs can simply use their
enrollment packet to satisfy their CACFP
enrollment documentation requirement.

e Please ensure this information is onsite and
not at the office headquarters.

e If enrollment packets are not onsite each
center must have immediate access to the
required criteria mentioned in the previous
slide.

Requirements:

Enrollment packet is acceptable.

One packet per participant.

Must be complete and signed/dated by
caregiver or guardian.

Updated annually (form expires one year
from the date of the original signature).

ORORONCO



SECTION 1 PARTICIPANT ENROLLMENT

Adult Care Centers

DOCUMENTATION REQUIREMENTS

Adult participants may complete, sign and
date their own forms if they can do so.

e ADE requires one form per participant,
each form must be completed and signhed
and dated by participant, caregiver or
guardian, filed and kept on-site and
updated annually.

e Enrollment forms expire one year from the
date of original signature.

SLIDE 9

Requirements:

@ One form per participant.
@ Filed and kept on-site.

Must be complete and signed/dated by
participant, caregiver or guardian.

Updated annually (form expires one year
from the date of the original signature).
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Requirements:

One form per participant.

Child Care Centers

DOCUMENTATION REQUIREMENTS

Most child care centers are licensed through the
Arizona Department of Health Services and have
already maintain enrollment documentation.

Filed and kept on-site.

Must be complete and signed/dated by
caregiver or guardian.

Updated annually (form expires one year
from the date of the original signature).*

ORORONQO

ADE will accept ADHS's Emergency, Information,
and Immunization Record Cards, commonly

*The form is valid for one year after the original
referred to as Blue Cards, as enrollment v s

signature date and may be valid for one

documentation for the CACFP. additional year (or a total of two years) if the
caregiver or legal guardian reviews the form
e ADHS's Emergency, Information, and within the first year for accuracy, makes any

corrections to their current address, phone
number, emergency contacts, etc., and writes
an “updated date.” The new updated date is on
the top right corner of the first page.

Immunization Record Cards



https://www.azdhs.gov/documents/licensing/childcare-facilities/providers/forms/emergency-info-immunization-card.pdf
https://www.azdhs.gov/documents/licensing/childcare-facilities/providers/forms/emergency-info-immunization-card.pdf

SECTION 1 PARTICIPANT ENROLLMENT

Child Care Centers

ANNUAL UPDATES EXAMPLE

Original Signature Date: Valid for one year.
Updated Date: Valid for one additional year.

e form can only be updated once before a
new form is required

For example, if a form was signed on 9/1/2024
then updated 7/10/2025, it would need to be
replaced by 7/10/26.

mm| ADHS ——

MR LCeEnamG Arizona Depariment of Health Services
Burcan of Child Care Lice i

Emergency, Information and Immunization Record Card
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i UPDATED DATE
Haome Address (8, Street, City, State, Zip Code): Date Disenralled:

Home Phane: ‘ Draite of Birth LS !J mable || female

Parent ar (uardan Nam s Adaress §%, Soroet. Uiy, Stase. Lip Cedei:

Tell Phone [opbonaty Tontact Tehepbeae »umber:

Pareni or Guindisn Name e Addlrrws §i, Seroct, Uiy, Stase, Zip Cosdei:

Tl Phons [optionsl Conisct | chephone »umber

(Pursiant to R9-5-304.B, at beast twao contact persons are regaired.)

I autherize the following individuals o collect my child from the facility in case of emergency or il | cannot be contacted:

N U ontact Telepbone S omberr

Name Contact Telephbone Numbser
Nams: Contact Telephone Numbser:
Manme Contact Telephone Mumber-

If Medical care is pecessary, call:

Health Care | Same Comiact Teleplbone Number:
Provider®

*A Health Care Provider is a physician, physician assistant or registered nurse practitioner.

I hzrebyy give susharity to sny hospits] or doctor o render imemediase aid ax might be required a2 the time for hiher bealth and safery

In case of injury or sudden illness,
I request that this individual be ealled first:

The following individualis) may NOT remove my child from the facility

Kar

Custosly papers have been provided and are on file atthe feility. [Jwves [ so

Telephone Authorization Code (optional):

ORIGINAL SIGNATURE

Immunization Information
(A lcemsoe shall atiach childs writen Enmunization recond or exemption affidavit fo the enrolled child's Emergency. Information and
Imsmunization Record cand b

Fer information regarding current immunization requirements go to:
wyww azdhsgov/ phe/immun/indew iim or contact the Anzona Immunization I'mgr.i.ln{.'rl:‘.l'n:c at {602)364-3630.

One of these items must accompany the ENR card at all times:

Copy of current official documenied immunization record attached

Religious Beliels exemption form signed by parent/guardian attached

Medical Exemption form signed by physicaen and parent/guardian attached

Signed Laboratory Proof of Immunity form attached

. o /day v mo ‘day! v o ey 3
Notification of immunizations nesded zent to Pasent{s) or Guardianis):
= s (kA vy i Ak W | mo A her
Updated immunizations received and attached:
Medical Information
Is child allergic to food or other substanees? :] No | | Yes

I yes, desenbe symplons, name foods or subitances 1o be avoaded, and the procedure to follow if reachion oocurs:

Is child usually susceptible (o infections and if so, what precautions need to be taken? [I™e [J¥es

B ves, ist procsubons:

Is child subject to comvalsions and what should be our procedure if one oocurs? _I No | | Yes
IT yes, specify procedure:

Is there any physical condition that we should be aware of and what precautions should [ [Ne [ ] Yes
be taken (heart trouble, fool problem, hearing impaimment, hernia, eic.)?
I ves, lis2 procaitions;

Additional comments

Onher special instructions:

This Emergency laformation and lmmuaization Record Card b accurate snd conplete, front and back, and was provided by
Parent Guardian PRINTED Name SHENED Namse DATE:

' Forma Emagency Ialormabon and Imsunimbon Recoed Card  [(915)
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SECTION 1 PARTICIPANT ENROLLMENT

Participant Enrolliment

Update Requirement:
All Enroliment Forms must be updated annually.
After 1year, an update can be made on the same form. Future updates require a brand-

new form.

Best Practice:
Issue new forms for all participants at the same time every year.
Tip: Provide new enrollment forms to all households in June every year with the Meal

Benefit Forms. Enrollment Forms can be printed on a every year to
Mmake it easy to identify outdated forms!
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Participant Attendance

Child Care Centers, Adult Care Centers, Head Start facilities, Emergency Shelters, and At-Risk
Programs must keep accurate documentation of daily attendance. The record type varies depending
on your type of operation.

Attendance records are used in the CACFP to verify that participants were present during the meal
service time. Attendance records require the time and date of arrival and departure as well as a valid
sighature.

e /fa participant has an incomplete sign-in and out sheet, ADE or an external auditor cannot
confirm if the participant was on-site during the meal service. This will result in the disallowance of
meals and may result in the center returning funds to ADE for the participants that were not able
to be verified as onsite when the meal was served, otherwise known as fiscal action.

> ADE Approval.

1 . . )
@’ Use of electronic attendance systems requires prior
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Participant Attendance

CHILD & ADULT CENTERS, HEAD START PROGRAMS

Centers and Head Start programs must keep attendance records.

Sign-in/out records must contain:

o The date and time of daily arrival and departure.

° Valid signature.

vy .
\@, These attendance requirements are the same for
-, .~ centers with an at-risk program.

Y




SECTION 2 PARTICIPANT ATTENDANCE SLIDE 16

Participant Attendance

AT-RISK PROGRAMS

Sites who participate in only the at-risk afterschool program can have different attendance records,
depending on the type of afterschool programming that is offered. Regardless of the method used to

count attendance at the afterschool program, it should be recorded daily and be made available upon
request.

At-Risk Programs can keep attendance records in one of the following ways:

° Sign-in/out sheets

° Attendance rosters
° Check-in system

° ADE At-Risk Meal Count Sheet (Attendance Section)
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Participant Attendance

EMERGENCY SHELTERS

Emergency shelters keep a list of eligible participants as verification of attendance.

The list must contain:

0 Participant Name
° Date of Birth
° Dates of Residency
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Participant Eligioility

Child Care Centers and Adult Care Centers must keep Participant Eligibility
records on-site.

Emergency Shelters, At-Risk Programs, and Head Start Programs are exempt from
identifying participant eligibility because they are reimbursed at the ‘Free’ rate.

e Head Start facilities and emergency shelters do not need to maintain any
participant eligibility documentation. Their attendance and claiming
documentation, which will be covered in the next section, is sufficient.

e At-Risk Afterschool Programs are exempt from determining participant
eligibility because they must be area eligible and must offer organized, regular
enrichment activities. If you have questions about At-Risk eligibility, please
complete the Introduction to CACFP course.



SECTION 3

PARTICIPANT ELIGIBILITY

Particioant

- Ty

Child Care Centers and Adult Care Centers have
different forms that they provide to every household
upon initial enrollment and annually, every June.

The household has the opportunity on this form to
report categorical eligibility or household income.

e Both forms are available on the HNS' CACFEP

Forms and Resources webpage.
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ADULT CARE CENTERS
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Child Nutrition Programs

Income Eligibility Guidelines

Nncome -

The following are the income guidelines to be used by child nutrition program cperators when
processing meal benefit income eligibility forms using reported income.

Effective July 1, 2024 - June 30, 2025
Far Determining Official's Use Only

How often was income received?

C u d @ n e S Hméil:aﬁcld Free Reducadl Free ‘deu:ud Free |Reduced | Frea Reduced Free Reduced
If @ household reported income, the Income Eligibility

Guidelines are then used by the center to classify a ?

participant as free, reduced, or paid. e

*Housshold size must be supported by the numbser of names listed on the meal benefit income ligibality form

Annual Income Conversion for Multiple Reparted Incomes:

If a houssheld reports only one income or multiple incormes with the same frequency, do not convert to annual
income. If a household reports multiple income sources with different frequencies (e.g., 1income is received
weekly, another income is received maonthly), convert all reported incomes to annual using the canversion factors

o T h e h O u Se h O I d S i Ze iS t h e n u m be r Of n a m eS below. Then, add the income together and compare it to the annual income guidelines to make a determination.

Weeldy Income x 52 Bi-Weakly Income x 26 | 2x Month Income x 24 | Monthly Income x 12

re O r te d O n t h e fo r m Exarmple: & household has returned their meal benefit income eligibility form. The enrclled individuals are not
. lcategorically eligible so they must be categorized based on income. On their application, they reported twa

incomes: $200 weekly and $3,000 monthly. To determine their eligibility status, their incomes must be converted to
annual incorme.

L] L] L]
o | h e I n CO m e I S t h e tota | h O u Se h O I d I n CO m e £200 weekly x Weakly Income Convarsion + $200 x 52 = $10,400 Total Annual Income
$3,000 monthly x Monthly Income Conversion + $3.000 x 12 = $36,000 Total Annual Income

The incomes are then added together to determine total annual income. Total Income: H10,400 + $36,000 = $46 400

There are four listed names on their meal benefit income eligibility form - demenstrating a household's size of four.
re O r te The annual income cap for a household of four to be free is $40.560 and reduced is $57,720. This househald's annual
° income is $46 400 - greater than $40560, less than 557,720, Therefore, this housshold qualll’lea for reduced-prica
imeals.

Health and Mutrition Services | Arizona Department of Education | This inst

INCOME ELIGIBILITY GUIDELINES

Updated annually by USDA.


https://www.azed.gov/sites/default/files/2024/03/July%202024-June%202025%20Income%20Eligibility%20Guidelines%20.pdf

et's Practice..

Review the following scenario. Using the Income
Eligibility Guidelines, identify if the participant eligibility
gualifies as free, reduced-price, or paid based on
household income.

e Please note, the Income Guidelines used in the following
examples are intended for this exercise only. Operators must
always obtain the Income Eligibility Guidelines from ADE HNS’
webpage to ensure the most up-to-date guidelines are used.

There are four, full names reported on the form - a
household of 4. Household income is reported weekly.
The total household income reported is $635 per week.

Based on the income guidelines provided, if you have a
family of four bringing in a weekly total income of $635,
would the participant eligibility be free, reduced-price, or
paid?

How often was income received?
Weekly Bi-Weekly 2x Month Monthly Annually
Free Reduced Reduced Z
$646 | $919 |$1291| $1.838 |$1.399| $1.991 |$2.798 | $3981 |$33,566) $47.76
§57.720
6 [sto%] 51,495 [s2008] 50080 |s2073] 53235 |saste | sede0 |s54508] 577,625
T,




| et's Practice..

Review the following scenario. Using the Income
Eligibility Guidelines, identify if the participant
eligibility qualifies as free, reduced-price, or paid based
on household income.

e Please note, the Income Guidelines used in the following
examples are intended for this exercise only. Operators must
always obtain the Income Eligibility Guidelines from ADE HNS
webpage to ensure the most up-to-date guidelines are used.

’

There are four, full names reported on the form - a
household of 4. Household income is reported weekly.
The total household income reported is $635 per week.

Based on the income guidelines provided, if you have a
family of four bringing in aweekly total income of $635,

would the participant @ free, reduced-price,

or paid?

How often was income received?

Weekly Bi-Weekly 2x Month Monthly Annually
Free Reduced ] Reduced Z laduce Z aduce i faduc
5377 75
357,72
sn.m
[ sl sias Jma
|

$635 per week for a family of four classifies the
participant eligibility as free.
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Child Care Centers p—

Parents Educators & Administrators Programs About ADE  Data & Systems ADEConnect Q)

Horme - Health and Nutrition Services P

E LI G I BI LITY DOCU M E NTATI o N Program Forms and Resources CACFP P e e

The following are program forms and resources for operators of the Child and Adult Care Food Program. -
Parents and Families =

The following slides will provide a detailed e e i
overview of the eligibility documentation for child I ——

Permanent Agreement

care centers, including what information is T Mamtam

o Electronic Pe

mauws Participant Enrollment and Eligibility

required and what information is best practice to ety e

« Participant Menu Modification Form
= Procedures for Compg N
o Stge Of duteors Wi « Child Care Center Enrollment

re p O rt . « State of Arizona ACH

« ADEConnect Reques| e DHS Emergency, Information, and Immunization Record Card (Blue Card)

« Computer Software 4
« Meal Benefit Income Eligibility Form (English) (Spanish)
= Required Resources to Provide Families:

Required Postings

« Building for the Fulur

M M M M M M M = Current WIC Flyer (Edf - i i i
e |f required information is missing, the form is ! Tocce g s _ 'L“jgt;ﬁfg;jﬁ&‘lﬂ'ﬁfg’lﬁgf:;Damsm
considered incom p|ete e o Income Eligibility Guidelines PY 24-25
) oo o Claiming Rosters (PDF) (Excel)

» Template Training A

» Adult Care Center Enrollment

Meal Benefit Income Eligihility Form

Required Resources to Provide Families: (Instructions) (FAQ)
Income Eligibility Guidelines

Claiming Rosters (PDF) (Excel)

o o o 09

Templates and forms are available on ADE HNS' CACFP
Forms and Resources webpage.



https://www.azed.gov/hns/cacfp/programforms/
https://www.azed.gov/hns/cacfp/programforms/
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MEAL BENEFIT INCOME ELIGIBILITY FORM

Meal Benelit Imcome Eligibility Form NPT ORI
Compiets o AophLiean Bt hounahold Padls i § P inst d paed ADDEETS:

mmmmmwnwmuawnm'm 1. ALk g it of it s e 1 b e s,
Lot 5 . g s, i i bt b i, e, i b o, ks i bl oty bow bty el i i g Fenneinid
e L L - e Semm —

[TEr A T

ELIGIBILITY DOCUMENTATION: 3 FORMS _
When the Meal Benefit Income Eligibility Form is
provided to households, the Letter to Household
and Instructions must also be provided. —_——

LTI v——

INSTRUCTIONS LETTER TO HOUSEHOLD

e Letter to Household: Child care centers have |
a parent letter that should accompany the | Ei
meal benefit income eligibility application. S e
Please ensure your letters are complete prior
to handing out to families. The parent letter is
Important as it provides the parents with an
outline of the CACFP and why it is beneficial
for the center to participate as well as the
current USDA household income guidelines.

eeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee

o Application Instructions are broken down Templates and forms are available on ADE HNS' CACFP
per step and displayed in English and Spanish. Forms and Resources webpage.



https://www.azed.gov/hns/cacfp/programforms/
https://www.azed.gov/hns/cacfp/programforms/
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Child Care Centers

MEAL BENEFIT INCOME ELIGIBILITY FORM

A household can complete the Meal Benefit Income Eligibility
Form in four steps.

Step 1: The household will list all household members who are
iInfants, children, and students up to and including age 18. This
should reflect all children 18 and under that live in the
household; they do not have to be related to be a part of their
household, and they do not have to be enrolled in the center.

e Required Information:
o First and last name of every child in the household
o Select foster, homeless, migrant, or runaway, if applicable

e Best Practice:
o Age of child
o |Indication if the child is enrolled - yes or no

SLIDE 26

{Progen Ve Meal Benefit Income Eligibility Form APRLY ONLIN:

Compbete one applkcation per household. Please use a pen (not a pencil)

List ALL children, infamts, and stisdents up 1o and inclisding grade 12, Attach snother shest of paper if you need spade for mose RaMmEL

List ALL chibdrgn inthe hownehold. Do rot forget to it infacty, children attending other schoolw, children not in school, and childnem not applying for benefits, Thin mchudes childgm notrelated to you in your houehold.
; Age pom  Munsmsy Harmudes

Chilels First Nasne MI Child's Last Name

b ok M

§
¥
! B
1
1 A
a
L9133 Do any household members (inchuding youl participate inc SNAP, TANF, or FDPIRY
WO P Gotn STIP Y YES < Wit case rurnber beve ared peocesd ta STEP 4 CASE MUMEER [NOT EBT MUMEERT
m ListALL household members and income for each member (before tanes and deductions| |
A. AN Adult Househald Members [Amyone who it Bving with you and thares income and expentes, even if not related, inchading you
Lt ol Adu Howishold Membess ot Fited i STEP | (including yourisll | sven # they do nal receive income. For sach Houishald Member Eited, il they e meport total grow mcome (kb sl
deductioni] Tor sach touce in whele dollart ine certil anly, Il they do ret receive indame Fam ary soumce, wiite T B you enter 0 of loave any Fields blank, yo i w
...........
.............. . o 2 Her -
P s, et ecr = J | ‘|_. : - ]
s
$
5
5
] ¥
Lt o Marlboars. of Socil Sacurity Mosnbet of Chack If o Saciel
Total Moutehald Mombsr (Chidin and Aduky
| M?m*ﬂm 1= L B R Secufy Humbe Please see application’s back
" : —L = . for list of Income sourdes.
B. Child incom: =] _.__‘_] S
SormetiTES e in the hassh of FECE e 3
irechadle: AL incosre (e e il et wied e
m Comazt i e adlult i BETURN COMPLETED FORM T

"l oiilfy ipeainiie) that all indormation on thil spplcstion fi true and that Jll ingame ii repoited [ underitand that this inkamation i
lenakarm) the inletrmation. | am avestn 101 i | potpaarcty shee (ke intarmation, my children may ke meal benefe, and | may be prosciuted undes appie able 5% and Fedeosl L

Geen B connection with the et of Federal handi, and that sicheol cfficiali may weitly

Toudary's Dune
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Child Care Centers

MEAL BENEFIT INCOME ELIGIBILITY FORM
Households will then complete Step 2 or Step 3.

Step 2: The household will report any household member’s
case number If participating in SNAP, TANF, or FDPIR. If this
section is completed, then Step 3 can be skipped.

e Required Information:
o SNAP, TANF, FDPIR case number, iIf applicable

put Progian Yer Meal Benefit Income Eligibility Form APPLY OVLIN:
oo e RETURNTO:
Complete one application per household. Please use a pen (not a pencil) ADDRESE:

STEP 1 List ALL children, infamts, and stisdents up 1o and including grade 12. Attach snother shest of paper if you need spade for more RamEeL
List ALL children in the hosnehold. Do rat farget tolivt infasts, children attending other ychoaly, children nat in ichoal, and children not applying far benefits. This includes childngn not related to you in your howehald

Child's First Naena MI  Child's Layt Name Age tome ki Mipem  Ponssap Hermiis
| I you checked
2 L -E oy of Hheeis
| | - b, plede
| & efes to the
.; Application
- Instruction’s
- 1 = Y E Step 1 Part C &
=] Part
1913 Bl Do sy househald members (incuding youl participate inc SNAP, TANF, or FDPIR? J
WO Goin STEP Y YES < Wit case rurnber beve ared peocesd ta STEP 4 | CASE MUSSEER (NOT EBT NUMEERT:
et ety e | e e e

W ListALL household members and income for each member (before taxes and deductions| |

A. AN Adult Hourehald Members [Anyone who it ving with you and thares incomae and expenias. even if not related, inclheding you.)
Lt ol Adu Howishold Membess pot ited i STEP | (including youriell | sven i they do nal receire income. For sach Houishold Member ited, il they receme ingome. repart lal gros ncome (before Lixes. s

deductioni] for gach wousce i whale dellari (he centil aaly, T ithey do ot receive indome Foaem ary seuige, wiite 00 H you eabes 0 of loave any field Blank, you are cortifping (promiieg) that thafe i na Hcame 1o fepan
[T
o0
Hamve of Al Housshoad Wi, Pt e Las Earrercyu from Weors — [ e tata
- s
$ ¥ $
5 § 5
5 § 5
] 5 ¥
Lt o Marlboars. of Socil Sacurity Mosnbet of
Total Moutehald Mombsr (Chidin and Aduky
| M?mﬁﬂm Please see application’s back
" : < for list of Income sourdes.
B Child income b srveen IF
Soemetimes Childee in the hounshold Sem of FECE I InComs: :
inechade the TOTAL incosre ibefore tanes and deductions) received by ALL children listed i STEP | here. %
m Contact i ion ard adult v RETURN COMPLETED FORM TG e acde

" oy ipeainiie) that all indermation on thil applcstion Hi true and tha Jll incoms ii repoited [ underitand 1hat this inkamation h given B connection with the roeipt of Federal handi, and that school officiali may weiily
lenakarm) the inletrmation. | am avestn 101 i | potpaarcty shee (ke intarmation, my children may ke meal benefe, and | may be prosciuted undes appie able 5% and Fedeosl L

et Fosmm Sigrature of Adul Toudar's Dune

Wizsling Adosess F aralatl e cy Sea np Phone {oprional Emai (oprona




PARTICIPANT ELIGIBILITY

SECTION 3

SLIDE 28

Child Care Centers

MEAL BENEFIT INCOME ELIGIBILITY FORM

If Step 2 was not completed, then Step 3 must be completed.

Step 3: The household will report all adult household members
and their income.

e Required Information:
o When income is provided, it is required that the head of
household also reports either the last four digits of their
social security number or checks “No SSN.”

o Total number of household members should match the
total number of adults plus the total number of children
listed on the form.

tProgan Yo Meal Benefit Income Eligibility Form APPLY OVLIN:
oo e RETURNTO:
Complete one application per household. Please use a pen (not a pencil) ADDRESE:

STEP 1 List ALL children, infamts, and stisdents up 1o and including grade 12. Attach snother shest of paper if you need spade for more RamEeL

List ALL chibdrgn inthe hownehold. Do rot forget to it infacty, children attending other schoolw, children not in school, and childnem not applying for benefits, Thin mchudes childgm notrelated to you in your houehold.
; Age pom  Munsmsy Harmudes

Chilels First Nasne MI Child's Last Name

b ok M

| I you checked
i) 'E oy of Hheeis
| - beomes, pleade
2 vefles 1o &
Applic
instruction’s
Sep 1P
Pan Dy
1913 Bl Do sy househald members (incuding youl participate inc SNAP, TANF, or FDPIR?
WO Goin STEP Y YES < Wit case rurnber beve ared peocesd ta STEP 4 | CASE MUSSEER (NOT EBT NUMEERT:
k73 B ListALL household members and income for each member (before tanes and deductions|
A. AN Adult Househald Members [Amyone who it Bving with you and thares income and expentes, even if not related, inchading you
Lt ol Adu Howishold Membess ot Fited i STEP | (including yourisll | sven # they do nal receive income. For sach Houishald Member Eited, il they e port tolal growy miome (beh ]
i el sritil anly, I thiy do fot receive indeme faen ary seunge, wiise T0 W you ented 0 o loave any Relds Blank, you ae certilping (promiiesg) that thaie & na ine @
...........
.............. 3 o 2 i -
P ik requiamork | ._._J | ims | s P o b
- $ s
$ ¥ $
5 § 5
1 § 5
] 5 ¥
P o Lt Pt s of oc ety Mamberf Ok socn
e Mamber (f Appllcaiiel T Please see application’s back
_"“'i""""j“‘" for list of income sources.
of Fodat e that school o e

ipeainiie] that all indermation on thil applcstion Hi true and tha ol incoms i repoited [ underitand 1hat this inkamation h given B connection with the moeips of F

cretif E
(et the feemation | am avwa (hat # | puipaacly give [she infsrmaton, mry childien ray kie meal berefs, ard | may be proseeuted undes appiable 5135 and Fedessl

Toudary's Dune

Emait (opraonad
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Child Care Centers

MEAL BENEFIT INCOME ELIGIBILITY FORM

Step 4: In the final section completed by the household, Bl e

List ALL childogr in the hesnehold. Do ot forget 1o it infants, childen attending ather schools, children not in school, and children not applying for benefita. This includes children not related o you in your howehold.
imap Hirtdis

{Program Yex Meal Benefit Income Eligibility Form

contact information will be provided, and the adult will sign. It L LA O O L L T 0 6 8 6 [
IS best practice that an address and daytime phone humber is LT O PO =
Bia any houschald memibeers (inchuding youl participate in: SNAP, TANF, or FOPIR? J

a | SO r e p O rte d . WO ¥ Goin STEP R YES < Write caze murnber beve ared peooesd to STEP A | CASE MUBNSEER [MOT EBT MUSMEERT

1315k W List ALL household membrers and income for each member (before taxes and deductions | |
A. AN Adult Hourehald Members [Anyone who it ving with you and thares incomae and expenias. even if not related, inclheding you.)
Lt ol Adu Howishold Membess pot ited i STEP | (including youriell | sven i they do nal receire income. For sach Houishold Member ited, il they receme ingome. repart lal gros ncome (before Lixes. s
deductioni] for gach wowsce i whale dellari (he centil anly, T they do pot receive indome Faem ary seuige, wiite 00 H you eaed 0 of loave any Field bl ProOMmiia hat 1 na & LS B
o o
Fbdchmmen 0 s Sewees
e Required Information: e et
() Hamve of Al Housshoad Wi, Pt e Las Earrercyu from Weors — :.‘_‘._J_...\.,. | smr | v L Wt tafai, o i
- $ s
. T 1
o Signhature of adult ’ : ;
g Ll 4 s
5 § 5
L] L] J L
o Date the form is sighed : = :
2 Lt o Marlboars. of Socil Sacurity Mosnbet of Chack If o Saciel
Rotad Houtehald Mombsr IChidrn and Aduks
— M?m*um == L S Secury Murber Please see application’s back
" : e e . for list of Income sourdes.
B. Child lncome i v v . ] |___‘_] R [
Soemetimes Childee in the hounshold Sem of FECE I InComs: o B e |
- -3
H EI!:I Contacti icn ard adult i RETURN COMPLETED FORM T e addres here
C C [ ]
. B est P ra t I e " oy ipeainiie) that all indermation on thil applcstion Hi true and tha Jll incoms ii repoited [ underitand 1hat this inkamation h given B connection with the roeipt of Federal handi, and that school officiali may weiily
[ lenakarm) the inletrmation. | am avestn 101 i | potpaarcty shee (ke intarmation, my children may ke meal benefe, and | may be prosciuted undes appie able 5% and Fedeosl L
L] L] s e e - ————
o Street address, city, state, zi Si—— I —
! y ! ! p
[T oulopicnal 0 Emalliopoong

o Daytime phone and email
o Printed nhame of adult



SECTION 3

PARTICIPANT ELIGIBILITY

Child Care Centers

MEAL BENEFIT INCOME ELIGIBILITY FORM

Optional: The back of the form contains an area where
households can self-report their child’'s race and ethnicity:.

 Best Practice:
o This information is not required and does not impact
meal benefit eligibility.

SLIDE 30

SOURCES AND EXAMPLES Ol s\ | W For additional information on income, please refer to the instructions that accompany this application.

Sources of Income
" Pubsdic Ascictarece ‘Alimesy
Easrnings from Waerk
9 Child Supperi
+ Sadary, wiQes, cash BOalss, i, commissens | « Unemployment benesits
+ Mot ircomi foen self-amployment + Workers' comgensation
Tarm or business) « Supplemental Seourity Income (350
M + Cash asskaance from State or local
o aere in the LS. Miliary: gossenmant
+ Bash pay and cash bonuses fdo NOT indude + ANMONY Py
coeminal pay, FSSA, of pfivatized Rousing + Child suppon payments
alowancas) + Materans banafns
+ Alowances b off-base housing, Tood, » Sirie bonedns
and chathing

Examiples of Income for Children

PensiensRetirement/

e — « A child hasasegular full or pan:tme job whene they sam a salary or wages

+ Sodial SeoanyDiabikty [incuding rilroad
retisgerant and Black lung boreitz)

Private Pansions or disabdi ty benefits
Incoeme from TUSs oF SSEates

ANNUTIE

IMARSTARE [T

Earned interest

FRantal incoma
Firguilad cash paymiss Som

cuLuds housereid

= A child is blind er disabled and receives Social Security benedas

A parent & disablied, retired, or deceased, and thels child receiwes Social Security benefits

A friend or extended family mesnber reguary gives a child spending money

A child Feceives regular INComa SOM 3 prvace peron Tund, annuity, o st

[elaglel TV Children’s ethnic and racial identities. This information is kept confidential and may be protected by the Privacy Act of 1974,

We are requined to ask for information about your children’s race and ethnicity. This information is important and helps to make sure we ane fully serving our community. Responding to this section is optional

and does not affect your children's eligibility for free or reduced price meals.

Ethnicity {check one): Higpamic or Lating |A person of Cubian, Maxican, Puerto Rican, South o Central Asnerican, of oTher Spanish Cultuse of ofigin, regandiass of raca) Mot Hispanic of Lating

Race [check one or monek Amasican Indianor Alaga Native Asian

Black oir Afvican Asvavican Mathsi: Hawallan or Other Pacific lander White

Return this completed form to your child’s school *Dio not mail, fax, or emiail completed applications to the U.S. Department of Agriculture Office of the Assistant Secretary for Civil Rights.

DO LA NNV For official use only |

Annual income Conversion: Weelkdy = 52, Every 2 Weeks = 26, Twice a Month x 24, Monthlly x 12. Do not annualize income to determine eligibility unless mare than one income frequency is listed

o ofemn?
3

Total Incoms | ity 4 ...,n_.]_.uq. Ao

Dartermining Officials Signatuss Cate Confim

Use of Information

Eligibilivy Bligibilicy For Family Day Cane Homaeg
Howgerodd size Fooo | Roduced | Paid [T ] [Tt ]
Categorical Eligibility { )
ning Official’s Signatune Dace rrifying Officials Signatuee Date

Thee Richard B. Russell Mational School Lunch Act requines that we use information
Trom this application e see whe gualifies for free or redwced price nerals. We can anly
approve complete forms. We may share your eligibslity information with education, health,
and Pt Progesns b haly thom doliver g0gram benefits 1o your household. Inspectoe

and lan ETSOETEMEnT may Ako Use Pour INfOIMation to Maks S That progea nales are L.

Flease be s to provide the Last four numbsers of the Sockal Security numbe of the st
housahold mremdar wihd Signs this applicaticn. I o 20l dods not have one,'Chack if o
Soclal Secur iy Mumber.” Ag plica ters for a fedzer child domat need 1ol iz a Soclal Seourity
number. Applications for children in housaholds receiving Supplemantal Nutrit
Prowgraim |SHAP] o Temposary Assistance for Noody Fasnilies [TANF) or Food Dis
Prosgram onieedian Reserations [FOFIR) do notneed 1o kst a Social Security numbser,
Somi chil dram qualify for freo eneak witroUt 3 JERECIn. PHROSS DO your sohddl 10 et
o envals for a foser chilid, and children whao ane homedess, migrant, of runasay.

n Asshiance
ution

The contact information below is solely to file a complaint of discrimination

i accordance with fedieal Chil fgihts L and LLS. Dapantmient of Agricul taee (ISD&] civil ights Mgulatiend and policies, this institation i prehibited
from discriminating on the bads of ace color, national arigin, sex Gnduding gender idendity and sexuad orentation]. disabiliny, age, or reprisal or
Fetalianion Sof peion Civil rgies acthity. Progean infonmation may D made aadatie in Anguages ot than English. Person s with disabiicies whe requis
altrrative: means of ommuniCation oo eban progeam infommat on (g, Bailk, laege prin, sedotags, Amirican Sign Language), should oot tha

o |oeall agency that adeinisters the pirogram or USOW's TARGET Canter at (202) 720-2600 fvoice ana TY) or contact LISDW thiough the
Foderal Relay Servica at (B00) 8772339,

Tolike a pro-geasn discrimination complaing, a Compl ainait should complete a Fom AD-3027, WSDA Program Discrimination Comglaint Form which can
vt taineacd o e i IO AN LIS 0% s e bt Yt e P 54/ - 30T il frCoih iy LIPS0 i, Iy callied) (266) 63249950, of by
wariting  letier addnessed to LISDA. The letter st contain the complainant’s name, address, iekphone number, and awritien descrigtion of the alleged
i minacoey action in sufficient detadl 1o infoem the Asistant Secretany for Civil Rights (ASCR] abowt the naiune and date of an alleged chil rights
wiokation The compbeted AD-3027 form or letter mast be sulbmiibed to LSO by

SMAIL: U5, Dupartevant of Ageiou e iR B3] 2561665 or (2L} SO0 T44% or il et maill applications
Cifice of the Assktant Secretary for Civil Rights EMAIL . i L i 'lﬂl‘-'ﬂi-ldﬂl'l_il.
1400 Independence Averue, SW only complaints of

‘Washington, DuC. 203508410 digcrimination.

Thas inililuiliond & equal erygorTunily previdin
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SECTION 3 PARTICIPANT ELIGIBILITY

Child Care Centers

MEAL BENEFIT INCOME ELIGIBILITY FORM

The following information is required. If any information is missing, please ask the
household to fill in the missing information. If missing information persists, the
form is incomplete, and the participant is placed in the “paid category.”

Child centers must make sure, at minimum, that all eligibility applications contain
the following required information:

First and Last Name of every child in the household

Mark Foster, Homeless, Migrant, or Runaway if applicable

O Case Number or Adult Names, Income, Income Frequency, &
last 4 of SSN or check “No SSN”

Signature of Adult and Date Signed
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Child Care Centers

DETERMINING ELIGIBILITY

When forms are turned into the center and deemed complete, the determining
official(s) at the center will analyze the information and classify participants as
free, reduced-price, or paid.

O Classify as Free
Participants are classified as free if they are marked as foster, homeless, migrant
or runaway, if a case number is reported, or if they qualify based on reported
Income.

O Classify as Reduced-Price
Participants are classified as reduced-price if they qualify based on reported income.

Classify as Paid

Participants are classified as paid if they qualify based on reported income or if the
application is incomplete or not returned to the center. It is important to note that
households can refuse to complete the form, and if that happens, centers will
simply classify all children as “paid.”
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Child Care Centers

COMPLETE ‘OFFICIAL USE ONLY’ SECTION
On the back of every eligibility application, the Determining S ——

Pubsdic Ascictarece ‘Alimesy PensiensRetirement/

Earnings from Wierk All ather sources of in o « A child hasasegular full or pan:tme job whene they sam a salary or wages
. . . .
+ Salary, wides, cash DONUS, IS, COMMBEONS | « Unemployment beness + Social Secuiny/ Diabibty fincluding riload _
- i = A child is blind abded L 5 Security bened
+ Mot income froen soll amployment + Workers' comgensation petiegerRnt and Eack lung bonafics) i or CRaiad and Mecahent SoclalSacurky hanefe:
e o busine) + Supplesnental Secuity Incoma S50 Frivate Pansions of disability benefits « A panent k& disabled, netined, or deceaced, and their child recehes Social Security benefics
’ ’ + Cash asskaance from State or local Iyl fFOATS ITLETS OF SE0ES

 you are in the U_S. Military: gossenmant

ABMONY PaVITRLE
Child suppon payments
Veterans banofis
Sirie benefas

ANNUTIE

IMARSTARE [T

Earned interest

FRantal incoma

Fargulas cash paymisns feom
cuLuds housereid

foster, homeless, migrant, or runaway, or if a case number o B

We are requined to ask for information about your children’s race and ethnicity. This information is important and helps to make sure we ane fully serving our community. Responding to this section is optional
and does not affect your children's eligibility for free or reduced price meals.

B h M M f M M h f Ethnicity [check one): Hignasic or Lating (A person of Cuban, Maxican, Puero Rican, South or Cirtral Asnarican, o othis Spanish Cultuse of origin, regarndiess of o) Mot Hispanic of Lating
Wa S r e p O r e [ a S e O I I I S I I l O r I I I a I O I l ’ e I e r r e e ’ Race [check one or monek Arnashcain ndianor Al Nathe Asian Blasck or A bcan Amafican Mative Hawailan or Other Pacfic klander White
Return this completed form to your child’s school *Dio not mail, fax, or emiail completed applications to the U.S. Department of Agriculture Office of the Assistant Secretary for Civil Rights.

reduced-price, or paid will be selected. oo vor i our [

Annual income Conversion: Weelkdy = 52, Every 2 Weeks = 26, Twice a Month x 24, Monthlly x 12. Do not annualize income to determine eligibility unless mare than one income frequency is listed
]

+ Bash pay and cash bonuses fdo NOT indude
COMDAE pay, FS3A, of privatized Fousing

size OR tick the box for categorical eligibility if the child is = ——

and chathing

A friend or extended family mesnber reguary gives a child spending money

A child Feceives regular INComa SOM 3 prvace peron Tund, annuity, o st

. o Eligkilny Eligibikity For Family Day Care Homas
Tatal Incoma __n-—-J_.:.C;LJ:\ ma]_mq_ honat | Househcid size e T [Fer ] =)
Categorical Eligibility [ 'S {

Dartermining Officials Signatuss Cate Confiming Officials Signatune Dace rrifying Officials Signatuee Date

Then, at least one determining official must sign and date E—

Thee Richare B, Fussell Magionad 5 Lusmehs Act roquines that we use information The contact information below is solely to file a complaint of discrimination
fram ithis appiication o sae who qualifies for fres or reduced prics meals. We can only n accordance with fedieal chil fghts L and LS. Departmis of Agricul taee (USDA) civill ights regulations and polices, this institation is prohibited
. . . . approve complate forms. We may share your eligibédity information with education, health, from discriminating on the bads of ace color, national arigin, sex Gnduding gender idendity and sexuad orentation]. disabiliny, age, or reprisal or
anid PRI RrOgEaTY b halp tvoen dalkver ,sg'ﬁm barsefits 10 your hoasahold. Inspactoes Fetaliation 8or piar Civil Qi cthity. Program infommation mary D mad sl abis in Lnguages othir than English. Persons with dicabilites who mgquis
. nd lnw nioeramont mnay alio Ue yess infoemation b maks s that rogea nuies an et altrrative: means of ommuniCation oo eban progeam infommat on (g, Bailk, laege prin, sedotags, Amirican Sign Language), should oot tha
FepONSInkE $1aMe oF |ocal Sgency that adeinistans the pirogram or USDWs TARGET Center at (202) 720-2600 [voice ana TTY) or conitact LISDW thiough the
Flease be s to provide the Last four numbsers of the Sockal Security numbe of the st Fedaral Relay Serwice at [B00) 877 8339,

household st whe signs the application. B e sdull doss ot have one, 'Check if no i - — )
Soclal Security Number, Applications fer afester child domnat noed 1oliss 2 Soclal Secusity Tofike a progeaen discrmination Complaint, a Compl sinant should complete a Form AD-3027, WSOA Program Dicrimination Comglaint Form which can

. . . . . .
) ~ ) N Do botaingd canling ot IERpEs! Wik Lisea Qo faites et il coumant 1/50- 3027 pdll, from any LIS0W offics, Dy calling (266) 632-9990, of by
e e r I I I I I . I I l O I ‘ I a S S l I ‘ a S e I re‘ O r a | I a SS I S a I ' i :‘r:'?pp"‘:l":"”f“-'ld'“'"'r""“'"ﬂu’“‘f" ng 5‘:""'3"['.““INL["":'"""""""'C“ wariting & letter addressed bo LSDA. The leiter st contain the comelainant's rame, address, okphons number, and awritien descrigtion of the alleged
9 Program |SKAP] o Temporary Assistance for Neady Famnilies [TANF) or Food Distibution discriminatcry action in sufficient detal 1 infom the Asistant Secratary for Ovil Rights (A5CR] abowt the nature and date of an aleged chl ights
Prosgram onieedian Reserations [FOFIR) do notneed 1o kst a Social Security numbser, wiolation. The comgibebed AD-3027 form or htter mest be submiined o LISDA by

Som ol dran qualify for frée meak witlhout an JopECIton. FHASE Dot yous scohool T g

Tree maals for a feer child, and children wha ane homede ss, migrant, o runavay. SRARIL: LS. Departenant of Ageicuiure P (33] 2561665 or (200} SO0 P44 or Do ot mail applications

director, who will serve as an edit check to ensure accuracy. B e S EEIETC DRI

‘Washington, DuC. 203508410 digcrimination.

Thas inililuiliond & equal erygorTunily previdin

e Requirement: At least one Official's Signature.

e Best Practice: Two Official’s Signatures
o Two eyes are always better than one!
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AduUlt Centers

ELIGIBILITY DOCUMENTATION

Now, let’s talk about adult centers. Although
similar to child care centers, there are some
differences, including the form.

The following slides will provide a detailed
overview of the eligibility documentation for
adult centers, including what information is
required and what information is best practice to
report.

e |f required information is missing, the form is
considered incomplete.

SLIDE 34

The following are program forms and resources for operators of the Child and Adult Care Food Program.

Calendars and Checklists Child Nutrition Program Operators

; ,‘i-". ARIZONA DEPARTMENT OF Salect Language . f ® = v n
W n/lg
W EDUCATION
Parents Educators & Administrators Programs About ADE Data & Systams ADEConnect q
Home - Heahth and Nutrition Services P
Program Forms and Resources CACFP Administrators and Schaol Leaders =

= CACFP At a Glance Calendar
s Claims Processing Calendar
« Renewal Preparation Checklist

Administration Forms

Required Postings

Training Staff

« Permanent Agreement

Parents and Families =

Peer to Peer Support for Child Nutrition
Professionals

Free and Reduced-Price Percentage
Report

& Manual Perm

o Electronic Pe
emailed 10 £ig

= Unigue Entity Identifi
»  Adminiziraiive Revie
= Procedures for Comg
« State of Arizong W-9
« State of Arizona ACH
« ADEConnect Requesy

« Computer Software 4

« Building for the Fulur
= Current WIC Flyer (Edf
o Toorder Afd Justice

« Civil Rights Complian
= Annual Sigff CACER ]
= CACFP Traines's Tool
« Templata Training Ag

Participant Enrollment and Eligibility

« Participant Menu Modification Form
« Child Care Center Enrollment

DHS Emergency, Information, and Immunization Record Card (Blue Card)
Meal Benefit Income Eligibility Form (English) (Spanish)
Required Resources to Provide Families:

o

o

o

= [nstructions (English) (Spanish)
= Letter to Household (English) (Spanish)

Income Eligibility Guidelines PY 24-25

Claiming Rosters (PDF) (Excel)
» Adult Care Center Enrollment

-]

o

Meal Benefit Income Eligihility Form

Required Resources to Provide Families: (Instructions) (FAQ)
Income Eligibility Guidelines

Claiming Rosters (PDF) (Excel)

o o o 09

Templates and forms are available on ADE HNS' CACFP

Forms and Resources webpage.



https://www.azed.gov/hns/cacfp/programforms/
https://www.azed.gov/hns/cacfp/programforms/
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MEAL BENEFIT INCOME
ELIGIBILITY FORM &
LETTER

AdUlt Centers S —

R TR P
[P —— s e

ELIGIBILITY DOCUMENTATION: 3 FORMS

When the Meal Benefit Income Eligibility Form
and letter Is provided to households, the FAQ and
Instructions must also be provided.

INSTRUCTIONS

This imituton in an. equsl ppoftunity provider

e FAQ: The FAQ informs the participant or their
legal guardian about CACFP, how the center
benefits from the participant completing the
meal benefit income eligibility application,
and the adult population the program is
designed for.

FAQ

_i
L

Frequensiy Asbed Gusstioss: Aduit Gars CACEP Meal Benafit Ingors Bigebiity Farm

Parks: | Oipional Anme Bin quintion o dhocis

Thin indiution i 50 aqusl DpESruREy provice

e Instructions are broken down per step and
displayed in English and Spanish.

Templates and forms are available on ADE HNS' CACFEP
Forms and Resources webpage.



https://www.azed.gov/hns/cacfp/programforms/
https://www.azed.gov/hns/cacfp/programforms/
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/A\ d u ‘ ‘ C e m ‘ e r E Part 1. All Household Members - Name of Enrolled Adultis):
DATE OF
Mames of Adult Participants (First, Middle Initial, Last) BIRTH CHECK

(MDD IF MO INCOME

- "=
Part 2. Benefits: If ary member of your household received SMNAP, FOPIR, State 551 or AHOCCS, provide the name and case number for

MEAL BENEFIT INCOME ELIGIBILITY FORM

The meal benefit form for adult participants is broken down into e -

Part 3. Total Housshold Gross Income (incoma before any deductions) —You must tell us how much and how often

. N ) . B. Grozs income and how often it was received: identify weekly, every ull'!nr woeek, monthly, yearly_..
fl Ve p a rtS . trﬁ;éhl:dﬂr:i;a::ﬂi;&]: 1. Earmings from work before | 2. Wellare, child suppant, SISTI:::I?:-:L?.;EE[L';"A
children) deductions alimony bensfits 4. All Dther Income
how muchhow often how much/how often how muchihow often how muchihow often
- I ] ! % f 3 )
. . , £ I E { £ { £ {
Part 1: The adult participant’s full name should be reported. Any —— — —

Part 4. Signature and Last Four Diglts of Soclal Security Number: A responaible sdult must sign this forme f Part 3 |s completed, the
adult signing the form must also list the last four digits of his or her Soclal Security Number or write the word Mone if the signer
doesn't have a Soclal Security Number. (Ses Privacy Act Statement on the back of this page. )

I eertify that all information on this form is true and that all income is reporied. | understand thal the center will get Federal funds based on
the infarmation | give. | understand thal CACFP olficials may verly the information. | understand that if | purposely give false information,
the participant receiving meals may lose the meal benefits, and | may be prosecuted.

e Required Information: oue

participants with no income will select the *“no income” box.

Addres; Phone Murribes:
o First and last name the adult participant(s) 20 coe
. . . . Last four digils of Social Security Mumber: * * ®. * ¢ If no S5M, write the ward “Mone.”
o Check if no income, if applicable T T e
O Hispame or Lating O Asian d American Indian or Alaska Mabve
& Mot Hispanic or Latino O While o Malive Hawaan or Ciher Pacific lstander

O Biack or Alrican A emncan

Don't fill out this part. This |s for official use only:
Annual Income Conversion: Weskly x 52, Every 2 Weeks x 28, Twice A Month x 24, Monlhiy x 12

e Best Practice:

. Categoncal/income Eligibility: Free Reduced Pad
o Date of birth
a e O |r rmiring Official’s Signature: Diade:
Confirming Officials Sigrature: Diale:

Total Income: Fer: O Week, O Every 2 Wesks, O Twice A Month, O Month, O Year Housshald size:

This institution is an equal opportunity provider.
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Adult Centers e —
MEAL BENEFIT INCOME ELIGIBILITY FORM

Households will then complete Part 2 or Part 3. e csse maese :

B. Gross income and how often it was received: identify weekly, every other week, monthly, yearly_ ..

Part 2. Benefits: If ary member of your household received SMNAP, FOPIR, State 551 or AHOCCS, provide the name and case number for
the person who receives benafits. f no one recelves these benefits, skip to part 3.

Part 2: The household will report any household member's case T e ORI e | ow o o
2L 3 i % ! % |
number if participating in SNAP, FDPIR, SSI or AHCCCS L [ 5 — —

M M M M Part 4. 5 nd Last Four Digits of Soclal Securlty Numbar: r if Part 31 leted, th
benefits. If no one in the household receives these benefits, Part. Signature and Last Four DIgis of Socte Securiy Number: A respansiti adul must gn e form. I Part 318 completad, the
doesn't have a Soclal Security Number. (Ses Privacy Act Statement on the back of this page. )
I certify that all information on this form is frue and that all income is reported. | understand thal the center will get Federal funds based on

then the household can skip this section and must complete e o et CACPS Sl oy oy | riond 1 o 9o i i
part 3. If the household does report a case number, then they
Caﬂ Sklp pa rt 3. City: o Slafle: Zip Code:

Sign here: Prirl rame: Dt

Addiress: Phone Mumbes:

Last four digils of Social Security Mumber: * * ®. * ¢ If no S5M, write the ward “Mone.”
Part 5. Participant’s ethnic and racial ldentitles (optional):

Mark one athnet idenity: Mlark one of more racial identibes:

& Hizpamic or Lating O Asian d American |ndian or Alaska Nafive

[ Mot Hispanis or Lating O While O Malive Hewasan or Other Pacific kstandes

e Required Information: S B o Avean

Don't fill out this part. This |s for official use only:
Annual Income Conversion: Weskly x 52, Every 2 Weeks x 28, Twice A Month x 24, Monlhiy x 12

o Case number, if applicable o

Categoncal/income Eligibility: Free Reduced Pad
Determining Official’s Signature: Dafe:
Confirming Officials Sigrature: Dae:

This institution is an equal opportunity provider.
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/A\ d u ‘ ‘ C e m ‘ e r S Part 1. All Household Members - Name of Enrolled Adultis):
DATE OF
Mames of Adult Participants (First, Middle Initial, Last) BIRTH CHECK

(MDD IF MO INCOME

Part 2. Benefits: If ary member of your household received SMNAP, FOPIR, State 551 or AHOCCS, provide the name and case number for

MEAL BENEFIT INCOME ELIGIBILITY FORM

If Part 2 was not completed, then Part 3 must be completed. s e

Part 3. Total Household Gross Income (incoma before any deductions) —Yau must tell us how much and how often
A Name (List all pesple lningin th e ium:‘ e h“umnll' was recelved. 'd'“"'ﬁ"";“;’i-r;":_'l': :':'::ET monthly, yoarly._ ..
Part 3: List the total household gross income. Households must -
—— S ! £ ! 3
list all members, all earnings from work, welfare, child support, p— — — —

1 1 1 1 1 1 Part4. S nd Last Four Digits of Social Security Number: form. If Part 3 | leted, th
alimony, pensions, retirement, social security, SSI, VA benefits, T e o e o N, e
doesn't have a Soclal Security Number. (Ses Privacy Act Statement on the back of this page. )
I certify that all information on this form is frue and that all income is reported. | understand thal the center will get Federal funds based on

and any other consistent income and state how much and how e o B ot CACPS St oy vy | nurind | o) oo i o
often they receive the income (weekly, every other week, - e
monthly, yearly, etc). zocase

Last four digils of Social Security Mumber: * * ®. * ¢ If no S5M, write the ward “Mone.”

Sign here: Pl rame: Dt

Part 5. Participant’s ethnic and racial ldentitles (optional):

Mark one ethinis identity Mk ofve of mone racial identies:

[ Hispanse or Lating 1 Astan O American Indian or Alaska Mative

[ Mot Hispanis or Lating O While O Mative Hawaian or Ciher Pac e landes

e Required Information: S B o Avean

Don't fill out this part. This |s for official use only:

Annual Income Conversion: Weskly x 52, Every 2 Weeks x 28, Twice A Month x 24, Monlhiy x 12

o First and last name of every household member e R e

. iC el noame E dity: Fres Reduced Pand
o All income and how often —
Confirming Officials Sigrature: Dae:

This institution is an equal opportunity provider.



SECTION 3

PARTICIPANT ELIGIBILITY

AduUlt Centers

MEAL BENEFIT INCOME ELIGIBILITY FORM

Part 4: An adult household member must provide a signature
and a date, and (if iIncome was reported in Part 3) either the last
four digits of their SSN or check “No SSN.” By signing the
application, the household member promises that all
iInformation has been truthfully and completely reported. It is
best practice to report an address and daytime phone number.

e Required Information:
o Signature of adult.
o Date the form is sighed.
o Last four of SSN or “None” (if income reported)

e Best Practice:
o Street address, city, state, zip
o Daytime phone and email
o Printed name of adult

SLIDE 39

Part 1. All Household Members - Name of Enrolled Adultis):

DATE OF
Mames of Adult Participants (First, Middle Initial, Last) BIRTH CHECK
(MM/DDY IF KO INCOME

MAME:

CASE NUMEER:

Part 2. Benefits: If ary member of your household received SMNAP, FOPIR, State 551 or AHOCCS, provide the name and case number for
the person who receives benafits. f no one recelves these benefits, skip to part 3.

Part 3. Total Housshold Gross Income (incoma before any deductions) —You must tell us how much and how often

B. Gross income and how often it was received: identify weekly, every other week, monthly, yearly_ ..

A Mame (List all people living in the

3. Pensions, relirement,

housshold, induding spouse and'or 1. Earmings from work before | 2. Wellare, child suppant, Social Security, 331, VA

children) deductions alimony berefits 4. All Other Income
how muchihow often how much/how aften how muchihow often how muchhow often
2 7000000 5 % ! %
£ 5 3 ! £
3 3 ¥ i 3
% 5 ] ! 3

Part 4. Signature and Last Four Diglts of Soclal Security Number: A responaible sdult must sign this forme f Part 3 |s completed, the
adult signing the form must also list the last four digits of his or her Soclal Security Number or write the word Mone if the signer
doesn't have a Soclal Security Number. (Ses Privacy Act Statement on the back of this page. )

I eertify that all information on this form is true and that all income is reporied. | understand thal the center will get Federal funds based on
the infarmation | give. | understand thal CACFP officials may verly the information. | understand that if | purposely give false information,
the participant receiving meals may lose the meal benefits, and | may be prosecuted.

Sign here: Pl rame: Dt
Addrness Phone Murmiber
City: Sl Zip Code:
Last four digils of Social Security Mumber: * * ®. * ¢ If no S5M, write the ward “Mone.”
2 |H
Mark one ethnet ideniity Mlark one of more racial identibes:
B Hispanic or Latino O Asian d American Indian or Alaska Nalive
[ Mot Hispanic or Lating O White O Malive Hawsaian or Other Pacific llandes
O Black or AITICan Anm ek an

Don't fill out this part. This |s for official use only:

Annual Income Conversion: Weskly x 52, Every 2 Weeks x 28, Twice A Month x 24, Monlhiy x 12
Total Income: Fer: O Week, O Every 2 Wesks, O Twice A Month, O Month, O Year Housshald size:
Categoncal/income Eligibility: Free Reduced Pad
Determining Official’s Signature: Dafe:
Confirming Officials Sigrature: Dae:

This institution is an equal opportunity provider.




SECTION 3 PARTICIPANT ELIGIBILITY

/A\ d u ‘ ‘ C e m ‘ e r E Part 1. All Household Members - Name of Enrolled Adultis):
DATE OF
Mames of Adult Participants (First, Middle Initial, Last) BIRTH CHECK
(MDD IF KD INCOME

Part 2. Benefits: If ary member of your household received SMNAP, FOPIR, State 551 or AHOCCS, provide the name and case number for

MEAL BENEFIT INCOME ELIGIBILITY FORM

Part 5 optional: The final part is optional and contains an area — case asen

Part 3. Total Housshold Gross Income (incoma before any deductions) —You must tell us how much and how often

B. Gross income and how often it was received: identify weekly, every other week, monthly, yearly_ ..

where households can self-report the race and ethnicity of the AU || o vt [ e o, | S S |

pa rt i Ci pa n t. ;uwmurlll.lhuwn'l’hn S‘Imurnuc.ll:l.'hnuul’bun EIh-l:ml mu::l'hw often :wmurljruwnﬁm
£ I E I £ ! £ {
3 d 3 g ¥ ! 3 !
3 / 5 ! £ ! E3 [

Part 4. Signature and Last Four Diglts of Soclal Security Number: A responaible sdult must sign this forme f Part 3 |s completed, the

adult signing the form must also list the last four digits of his or her Soclal Security Number or write the word Mone if the signer
doesn't have a Soclal Security Number. (Ses Privacy Act Statement on the back of this page. )

I eertify that ail information on this form is rue and thal all income is reporied. | wnderstand thal the cenfer will gef Federal funds based on

[ ]
e Best Practice:
e infarmation | give. | understand thal CACFP afficials may verify the information. | undersiand that if | purposely give false information,

o This information is not required and does not impact s i A sy o
meal benefit eligibility. P cue

Addiress: Phone Mumbes:

City: Sl Zip Code:

; figiis ol Social 2acix e e s s s ok -

Part 5. Participant’s ethnic and racial ldentitles (optional):

Mark one ethies idantity: Mol Oifbe oF fRore racial identiies:

o Hispanse or Lating O Asian o American Indian or Alaska Nabive

o Mot Hispanic or Lating O Whhiie O Malive Hawasan or Other Pacific ltander
Ol Bisck or Alrcan A ercan

——
Don't fill out this part. 'Flﬂﬂ Is for nmnlul use only:
Annual Income Conversion: Weskly x 52, Every 2 Weeks x 28, Twice A Month x 24, Monlhiy x 12

Total Income: Fer: O Week, O Every 2 Wesks, O Twice A Month, O Month, O Year Housshald size:
Categoncal/income Eligibility: Free Reduced Pad

Determining Official’s Signature: Dafe:
Confirming Officials Sigrature: Dae:

This institution is an equal opportunity provider.
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AduUlt Centers

MEAL BENEFIT INCOME ELIGIBILITY FORM

The following information is required. If any information is missing, please ask the
household to fill in the missing information. If missing information persists, the
form is incomplete, and the participant is placed in the “paid category.”

Child centers must make sure, at minimum, that all eligibility applications contain
the following required information:

First and Last Name of adult participant(s)

First, Last Name, and Income of every household member

or “None”

Signature of Adult and Date Signed

Case Number or Income, Income Frequency, and last 4 of SSN
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AduUlt Centers

DETERMINING ELIGIBILITY

When forms are turned into the center and deemed complete, the determining
official(s) at the center will analyze the information and classify participants as
free, reduced-price, or paid.

Classify as Free
Participants are classified as free if a case number is reported or if they qualify
based on reported income.

O Classify as Reduced-price
Participants are classified as reduced if they qualify based on reported income.

Classify as Paid

Participants are classified as paid if they qualify based on reported income or if the
application is incomplete or not returned to the center. It is iImportant to note that
households can refuse to complete the form, and if that happens, centers will
simply classify all participants as “paid.”




SECTION 3

PARTICIPANT ELIGIBILITY

AduUlt Centers

COMPLETE ‘OFFICIAL USE ONLY’ SECTION

On the bottom of every eligibility application, the
determining official will report total income, frequency, and
household size OR select categorical eligibility if the
participant reported a case number. Based on this
information, either free, reduced-price, or paid will be
selected.

Then, at least one determining official must sign and date
the form. It is best practice for centers to identify two
determining officials, such as the director and assistant

director, who will serve as an edit check to ensure accuracy.

e Requirement: At least one Official's Signature.

e Best Practice: Two Official’s Signatures
o Two eyes are always better than one!

SLIDE 43

Part 1. All Household Members - Name of Enrolled Adultis):

Mames of Adult Participants (First, Middle Initial, Last)

DATE OF
BIRTH
(MDD

CHECK
IF MO INCOME

Part 2. Benefits: If ary member of your household received SMNAP, FOPIR, State 551 or AHOCCS, provide the name and case number for
the person who receives benafits. f no one recelves these benefits, skip to part 3.

MAME:

CASE NUMEER:

Part 3. Total Housshold Gross Income (incoma before any deductions) —You must tell us how much and how often

B. Gross income and how often it was received: identify weekly, every other week, monthly, yearly_ ..

A Mame (List all people living in the

3. Pensions, relirement,

housshold, induding spouse and'or 1. Earmings from work before | 2. Wellare, child suppant, Social Security, 331, VA

children) deductions alimony berefits 4. All Other Income
how muchihow often how much/how aften how muchihow often how muchhow often
2 7000000 5 % ! %
£ 5 3 ! £
3 3 ¥ i 3
% 5 ] ! k3

Part 4. Signature and Last Four Diglts of Soclal Security Number: A responaible sdult must sign this forme f Part 3 |s completed, the
adult signing the form must also list the last four digits of his or her Soclal Security Number or write the word Mone if the signer
doesn't have a Soclal Security Number. (Ses Privacy Act Statement on the back of this page. )

I eertify that all information on this form is true and that all income is reporied. | understand thal the center will get Federal funds based on
the infarmation | give. | understand thal CACFP officials may verly the information. | understand that if | purposely give false information,
the participant receiving meals may lose the meal benefits, and | may be prosecuted.

Sign here: Pl rame: Dt
Addness: Phone Murmiber
City: Sl Zip Code:
Last four digils of Social Security Mumber: _* ® ®. * If no S5M, write the ward “Mone.”
Part 5. Participant’s ethnic and racial ldentitles (optional):
Mark one ethnet ideniity Mlark one of more racial identibes:
B Hispanic or Latino O Asian d American Indian or Alaska Nalive
[ Mot Hispanic or Lating O White O Malive Hawsaian or Other Pacific llandes
CGiac s

Don't fill out this part. This |s for official use only:

Annual Income Conversion: Weskly x 52, Every 2 Weeks x 28, Twice A Month x 24, Monlhiy x 12
Total Income: Fer: O Week, O Every 2 Wesks, O Twice A Month, O Month, O Year Housshald size:
Categoncal/income Eligibility: Free Reduced Pad
Determining Official’s Signature: Dafe:
Confirming Officials Sigrature: Dae:

This institution is an equal opportunity provider.




et's Practice..

Review the following scenarios. Using the Income
Eligibility Guidelines, identify if the participant qualifies
as free, reduced-price, or paid based on household
income.

e Please note, the Income Guidelines used in the following
examples are intended for this exercise only. Operators must
always obtain the Income Eligibility Guidelines from ADE HNS
webpage to ensure the most up-to-date guidelines are used.

’



et's Practice..

Scenario One: A household has reported the following
information on their complete eligibility application:

How often was income received?

e Household size=5
e Total household income = $1400

991

e Frequency = Bi-Weekly 546

£780

s
s :
1,291 $1.991 | 52798 | $3.981 [$33
s
s

$1.302

S0t |

$2
3
;

$753 $1,632
Are these participants classified as free, reduced-price !
1.6

: : =
| 5919 2,798 | $398 66| $47.76
$2,220 |$1690| $2.405 | 33,380 s4,.810 [s$40,560| $57,720

51 ! 5 : 1 . 2 H47 554
i s8] 51585 [s23e s
or pald: 55,125 568,558 5
5 3

650 o,

6
$ .
$1.493

5

a1




et's Practice..

Scenario One: A household has reported the following
information on their complete eligibility application:

How often was income received?

Weekly Bi-Weekly 2x Month Monthly Annually

Housahaold

e Household size=5 Size*
e Total household income = $1400

Frea Reducad Reduced

$753 | $1.072 § $816 | $1.161 1,63

[os ]

377 $536

| $536 | ' 6 31,62
$511 | §728 | 3265
e Frequency = Bi-Weekl | $646 | $919 $2,798 | $3981 |$33,566 | $47,767
9 y y R R e (eancen| ez 200
3| $2,603 $5.640 [$47,554| $67.673
Are these participants classified(as free, reduced-price 31,049] 51,455 (762

. 1 $2 367 $5,129 $87,579
or paid? 5 [sione] sursffsaw] sare 0.2 [sen 0] 55753

$1,400 bi-weekly for a family of five classifies the
participant as free.

st.104] 51695
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Scenario Two: A household has reported the following
information on their complete eligibility application:

How often was income received?

e Household size =7
e Total household income = $4296

991

e Frequency = Monthly 645

£780

s
s :
1,291 $1.991 | 52798 | $3.981 [$33
s
s

$1.302

S0t |

$2
3
;

$753 $1,632
Are these participants classified as free, reduced-price !
1.6

: : =
| 5919 2,798 | $398 66| $47.76
$2,220 |$1690| $2.405 | 33,380 s4,.810 [s$40,560| $57,720

51 ! 5 : 1 . 2 H47 554
i s8] 51585 [s23e s
or pald: 55,125 568,558 5
5 3

650 o,

6
$ .
$1.493

5

a1




et's Practice..

Scenario Two: A household has reported the following
information on their complete eligibility application:

e Household size =7
e Total household income = $6296
e Frequency = Monthly

Are these participants classified as fre€, reduced-price

or paid?

How often was income received?

Monthly Annually

Reduced Frea Reducad

_ | 51685 | 52.367] §3.368 561.5
-aﬁmmmwm Wﬂm HW

$6,296 monthly for a family of seven classifies the
participant as reduced-price.




et's Practice..

Scenario Three: A household has reported the following
information on their complete eligibility application:

e Household size =2

e Household income = $500
e Frequency =2X Month

e Household income = $50
e Frequency - Weekly

What is this household’s total annual income?

Annual Income Conversion for Multiple Reported Incomes:

If a household reports only one iIncome or multiple iIncomes with the same frequency, do not convert to annual

weekly, another income I1s received monthly), convert all reported incomes to annual using the conversion factors
below. Then, add the income together and compare it to the annual income guidelines to make a determination.

Weekly Income x 52 Bi-\WWeekly Income x 26 | 2x Month Income x 24 Monthly Income x 12




et's Practice..

Scenario Three: A household has reported the following
information on their complete eligibility application:

e Household size =2

e Household income = $500
e Frequency =2X Month

e Household income = $50
e Frequency - Weekly

What is this household’s total annual income?

Annual Income Conversion for M 1u|1iph~ Reported Incomes:

If & household reports e | 'f.:-:" TE ; ML .' e | mes with the same Tr-—-qll-'n do _.uT convert to dr|r1 1al
income. I’r a household 5 m = 5 = different frequencies (e.c Q= 2ivE
_1 ma rn‘hl COn ported Incom

tJ-'—'-IfJ"' Th-—'rl ::r_i d the income together jnr_irnrn[_ur-—' It to the annual iIncome guide I|r|-—- TJrrljl--—'::r_i-—-t-—‘rrr||r1j‘r| .

Weekly Income x 52 Bi-Weekly Income x 26 | 2x Month Income x 24 Monthly Income x 12

When a household is paid on multiple frequencies
the total household income must be converted to
their total annual household income.

To do so for this scenario, take $500 and multiply it
by 24, then take $50 and multiply that by 52. Now
take the total, $12,000 from the first income plus the
total from the second income, $2.600 and combine
those totals for the total household income. The total
annual household income is 14,600 dollars.

$500 X 24 = $12,000
$50 X 52 = $2,600




et's Practice..

Scenario Three: A household has reported the following
information on their complete eligibility application:

How often was income received?

Bi-Weekly 2x Month Monthly Annually
 Household size =2 | : Reduced :
377 $753 :
-
= $14,600 6 s1.991 | 533,566 | 847.767
. : 810 $57.720

o Household income = $500 5 :

: , .
e Annual household income (based on figures below) _ . 02
(1991 -
3 $40,5
$5,640
$54,5
36

RIRT
$1.560 $2.220 56
o Frequency = 2X Month 94,546 | 56469
. 184| 51,685 |$2.3 $5,129 | $7,299 387,579
o Household income = $50 51,876 $6.128 | 568,53

Additicnal

o Frequency - Weekly members, add:

Are these participants classified as free, reduced-price
or paid?



et's Practice..

Scenario Three: A household has reported the following
information on their complete eligibility application:

e Household size =2
e Annual household income (based on figures below)
= $14,600
o Household income = $500
o Frequency = 2X Month
o Household income = $50
o Frequency - Weekly

Are these participants classifiec@duced—price

or paid?

How often was income received?
Bi-Weekly 2x Month Monthly Annually

Housahaold

Frea Reducad

Siza* Reducad o Reduced 2] Raduced 2] Reduced

ﬁm[— st
_ $13{:2 .1;1 829| $2.603 $1 982 5_ 820
ool s [l s

-I'-lf.l-'ll'.'l

Lh

$14,600 annually for a family of two classifies the
participant as free.
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Participant Eligioility
SUMMARY

Eligibility applications are effective July 1—June 30. Upon enrollment and every year, households
complete the applications. ADE updates the forms every year and posts them on the ADE

Webpage.

Multiple participants on the same eligibility application may be classified differently. If a child
participant is foster, they are automatically classified as “Free” and the other child participants are

classified based on a reported case # or household income.

BEST PRACTICES

ADE recommends eligibility applications be kept in a 3-ring binder, each tab labeled free,
reduced, and paid.

ADE recommends applications be alphabetized within each category.

O Children with different last names should be filed under the last name of the first child and a copy
of the application filed under the last name of the subsequent enrolled siblings



"7 ExemptiEmergency Sheltersand At-
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Claiming Rosters

Child Care Centers, Adult Care Centers, and Head Start Facilities must
keep claiming rosters for their participants.

All information must be legible and satisfy the following requirements:

Names on claiming rosters must match the names on participant attendance, enrollment, and
eligibility forms

There are three claiming rosters: free, reduced-price, and paid. Participants are listed on each
roster, based on their annual classification.

Child and Adult Care Centers use the household’s eligibility applications to
generate their claiming rosters.

Before we dive into how to create a claiming roster from the completed
eligibility applications, let's discuss Head Start centers.
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Claiming Rosters

HEAD START PROGRAMS

As mentioned in the last section, Head Start facilities are exempt from
Identifying participant eligibility because they are reimbursed at the free
rate.

For a Head Start to receive reimbursement at the free rate for all
participants, they must maintain an official document showing participants
qualify for Head Start per the Head Start income guidelines. This
documentation must be signed by the Head Start Determining Official and
kept on site.

A list of names provided by the Head Start Administrative Office or a
monthly roster of enrolled participants is also an acceptable form of
documentation.
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Free Claimil
I —]
Claiming Rosters e
Last Name Firsl Mami z:::u:::::.lrgur;Mn: ] | $ |
CHILD AND ADU LT CENTE Rs Participant Name L51u1par[l:pa'lm::[d:f:::::!:::::;:::::l:::;Mr-alE’enEmI'|m|nr-EIigbiI1yFurm.
There are 3 claiming rosters used by Child and Adult e
Centers - Free, Reduced-price, and Paid. s B S s
Once a center checks an eligibility application for
completeness and signs the form, classifying a
participant as free, reduced-price, or paid — the
participant’'s name must be written on one of the
claiming rosters.
: Although these forms are valid for the year, a
: : household Can report a Change In |nCOme mld_year Augist 2023 | Health and Nutrition Sendces | Afizona Department of Educaten | This iNStTution i anequal CRROMUNIL prowite:
“/ ™~ and complete a new form. In this case, the participant
would be re-categorized for the remainder of the year. Templates and forms are available on ADE HNS' CACFP

Forms and Resources webpage.



https://www.azed.gov/hns/cacfp/programforms/
https://www.azed.gov/hns/cacfp/programforms/
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Eree Claimil

Lisl of participants thal qualify o

. . LT

5 . R .l""

ponsoring Organization: _| | IR |
Center Marma: w

Reduced-Price
Participant Name List of participants thal quality for BED E ',
FAL LT N
Lasi Mame Firsl Mam Sponsoring Drganization: | | w |
Canter Nams:
CHILD AND ADULT CENTERS e
Participant Name Lisi of participants thal gualify for BAID meals based on complale Meal Benefil Income Elighilty Fonms.
Lasi Mame First Mamy Sponsoring Organization: cToee
Conter Marme: CTDER

- Claiming Month
Participant Name Mark parficipants who were in afendanos during e claiming month, as sepporied
" e

Last Name, First Name

When eligibility is determined, write the S | e ([ [ e [ [ e e T
participant’s first and last name on a claiming roster
— free, reduced-price, or paid.

Month Column

When a participant is signed into care at least one
time during the month, place a check mark in the
monthly column.

ugusst 2037 | Health and Mutrition Sendce

Total Participants

Count the total participants on every roster signed
into care for the month. When submitting a Templates and forms are available on ADE HNS' CACFP
monthly claim, totals from each category are Forms and Resources webpage.
reported.



https://www.azed.gov/hns/cacfp/programforms/
https://www.azed.gov/hns/cacfp/programforms/

et's Practice..

Let’s take a look at a claiming roster scenario.

Six children are listed on the free claiming roster. The
director has placed a checkmark in the July column for
every participant that was in attendance in July.

When submitting the July claim, how many free
participants will you report?
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Free Claiming Roster for Program Year

2025

List of participants that qualify for FREE meals based on complete Meal Benefit Income Eligibility Forms.

Sponsoring Organization: =X2Mple ctos#00-00-00
Example =~~~ ctps#00-00-00

Center Name:

Claiming Month
Participant Name Mark participants who were in attendance during the claiming month, as supported
by sign-infout sheets.
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et's Practice..

Let’s take a look at a claiming roster scenario.

Six children are listed on the free claiming roster. The
director has placed a checkmark in the July column for
every participant that was in attendance in July.

When submitting the July claim, how many free
participants will you report?
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2025

Free Claiming Roster for Pragram Year

List of participants that qualify for FREE meals based on complete Meal Benefit Income Eligibility Forms.

Sponsoring Organization: =X@mple ctps#00-00-00
Example =~~~ ctps#00-00-00

Center Name:

Claiming Month
Participant Name Mark participants who were in attendance during the claiming month, as supported
by sign-infout sheets.
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Although there are 6 participants classified as
“Free,” only 4 were in attendance in July.
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Congratulations

You have completed the training: Participant
Enroliment

ADHS Empower Program
This training counts toward Empower Program
training requirements.

Arizona Early Childhood Workforce Registry

This training is listed on the Arizona Early Childhood
Workforce Registry. If you want this training to
appear on your registry transcript, please provide
your Workforce Registry ID when completing the
survey.



CertiTicate

Requesting a training certificate
Please click the button to complete a brief

survey about this online training. Once the
survey is complete, you will be able to print your

certificate of completion from Survey Monkey.

Training Title: Participant Enroliment

Length: 1 Hour

Please note, attendees must document the amount of training hours
indicated on the training despite the amount of time it takes to complete it.



https://www.surveymonkey.com/r/upliftrecordedwebinar
https://www.surveymonkey.com/r/CACFPOnlineTraining

In accordance with federal civil rights law and USDA civil rights regulations and policies, the
USDA, its agencies, offices, employees, and institutions participating in or administering USDA
programs are prohibited from discriminating based on race, color, national origin, religion, sex,
disability, age, marital status, family/parental status, income derived from a public assistance
program, political beliefs, or reprisal or retaliation for prior civil rights activity, in any program or
activity conducted or funded by USDA (not all bases apply to all programs). Remedies and
complaint filing deadlines vary by program or incident.

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
state or local agency that administers the program or contact USDA through the
Telecommunications Relay Service at 711 (voice and TTY). Additionally, program information may
be made available in languages other than English.

To file a program discrimination complaint, complete the USDA Program Discrimination
Complaint Form, AD-3027, found online at How to File a Program Discrimination Complaint 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:

1.Mail: U.S. Department of Agriculture, Office of the Assistant Secretary for Civil Rights, 1400
Independence Avenue, SW, Mail Stop 9410, Washington, D.C. 20250-9410;

2.Fax: (202) 690-7442; or

3.Email: program.intake@usda.gov.

USDA is an equal opportunity provider, employer, and lender.


https://www.usda.gov/sites/default/files/documents/ad-3027.pdf
mailto:program.intake@usda.gov

