2024 NEW JERSEY CHILD AND ADULT CARE FOOD PROGRAM

ELIGIBILITY APPLICATION
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Enrollment Information

Check ( rﬂﬂivﬂlﬂbﬂwmdpmuh-mlufumﬁuhmc]mud&y and the el Opes) rorved:
DAYS OF CARE: D O l:lws Dn e (v
HOURS OF CARE: -0 da - - 8
Swing / Rotnting Skifts: (If %%} % é e
MEAL TYPES SERVED: msr [JA.M SUPPLEMENT M. SUPPLEMENT Dloiner

CHILD DAY CARE FOOD FROGRAM PARTICIPANTS ONLY

OPTION 141 BENEFICARIES of Supplemental Nutrition Assistance Program (SNAP) (formerly Food Stamps), Temporary Assistance for Needy
Families (YANF), or Food Distribution Program on indian Reservations (FDPIR)

¥ you are now receiving SNAP TANF or FOPIR for this child, plele gniie of the following b
SNAP CASE# OR TANF CASE # orR FDPIR CASE #

OPTION 18: FOSTER CHILD
If you are applying for a foster child, check the box and i3l any personalincoma which has besn idenified by specific calegory such as clothing, school fees, sllowancas, elc.
rosver cHiLo]__J mcoue 3

ADULT DAY CARE FOOD PROGRAM PARTICIPANTS ONLY
OPTION 2z  BENEFICIARIES of SNAP, FDPIR, $S1 or Medicald

i you sre now recelving SNAP, SSI, FOPIR or Medicaid complsie png of the following numbaers;

NAMES OF ALL OTHER HMonthiy (Groes Eaminga) MONTHLY $OCIAL MONTHLY MONTHLY
e Ve & g PENSIONS WORKERS COurERIATON cHD RUPPORT oo
RETRENENT ALNMONY

4 $ s $ $ $
2. $ $ $ $ $
3. $ $ $ $ $
4 $ $ $ $ $
5, $ $ $ $ $
8. $ $ $ $ s
7. $ $ $ $ $
8. $ $ $ $ $
8. $ $ $ $ $
10. $ $ $ $ $
TOTAL NUMBER IN HOUSEHOLD (INCLUDE ENROLLED FARTICIPANT);
TOTAL GROSS HOUSEHOLD INCOME: $

ADULT HOUSEHOLD MEMBER SIGNATURE and LAST FOUR DIGITS of 30CIAL SECURITY NUMBER: (Sor Privacy Ad Statement befaw)
An Adukt Household Member must sign and data this fo nd list (he fast four (4) digits of hes or her Social Security Numbar:

If you do not have a social sacurty number, mark (he bax * Ido not have a Social Securty Numbar®.
PENALTIES FOR MESREPRESENTATION: | caniffy that ol of the stows iormation is rue end conect and thal the Food Stamp, TANF, saarwmuhmmhm«uu
mhmuwmumummhumumm“nhq | provide. | thal CACFP oficialy may varily this

mmhnmmmunlmummuw Sisis and Fedaral lwn. An Aduit Howsehold Monber must

cnqdmthﬁm
Signatwe: Address:
Print Name: City: Statec Zp Code:
Date: SO Phone Number:
Last four (4) dighs of Social BecurllyNumber: ©_ _°__ % - _* ¢ . [l do not have a Social Security Mumber

PRIVACY ACT STATEMENT: The

TOTAL MONTHLYINCOMES
Conversion factors to figure mondhly thcome: Weekdy x 4,33
Twiceamonthx 2

Datermination: Free S
Signaturs of Determining Official

CACFPERg, App 2TWTNITY



2023-2024 CHILD AND ADULT CARE FOOD PROGRAMLETTER

TO PARENT/PARTICIPANT
Dear Parent/Farticipant.
anrmdcpqdvmMﬂdﬂ@c?ﬂhwﬁﬂbm%mhdmwmmﬂm &whcw&mhwdrbm
the muximuom finds avaliable through she United Statz Dep of Agrt The infc will serve as di tied panes are digible for the
WMW:MFMMYWWMMJMWG{WM& fion for afl particip ﬁmﬁamm&oﬂﬂﬂmmuﬂdﬁrmuﬁw
agency.
Household members include everyone in your b 4 fruch as gramdp other reatives, or friends who live with you} who share income and expenser. You must include
yoursdf and ail children who live with you. Yw&owmﬁﬂcmmfmﬂﬁmmummﬁrﬁuwm benefits, whather through
ncome or by providing a current SNAF, FDPR, or TANF cate number (SNAP, FDPIR, SSi, ulldmldmmb«fwdﬁlbcyav-MW) Jou will rendin
eligible Jor those benefits for 12 months, fouMMﬂjﬁmm#')ua’ in your hourehold b wioped and the losy of income couwses your hourchold
income to be within thoxe digibility standards.

The income that you report must bet the stal gross income recatvad by afl mambers of your houshold,

The “Eligibility Income Scale™ for reduced-price meals & included in shis letter for your information. I your Income is lesy than or equal to these reduced- priced standards, the
i eligible for free or redhced-price meals from the Ohild and Adult Care Food Program, which means incressed reimbursowent for our center and increased

participant

mutritional benefits for tha participant.

Pkuumnﬂd‘:ignmdmﬂnﬁmn“mm rocetve macimsun reimbursawent, We cannot approve o form that is mol complete. so be sure b read she
instricetions carefully and fill out afl required information, mmuuummwﬁhwvmdamwmm Your cooperation is ital and appreciaied

In accordance with federal ciw! rights iaw and U.S. Department of Agricudnre (USDA) civit rights regulations and polictes, mmmmummwmdummmmm
bazis of race, color. nationat origin, sex (including gender identiiy and sexual orientation), disabiiity, age, or reprisal or retallation for prior civil rights aceivity.

informaty be made available in & gy WMthmmWsmrqmdm“afmnwm
information (e.g.. Braille, largs primi, audi can Sign L ), shotdd aontact the state or local agency that administers the program or USDA ¥ TARGET
Center af (202) 72012600(\0’0!&!# my wmnmmd Mﬁﬁc?da'dﬂdﬂy“ﬂﬂ (200) 877-8339.

To file a progrom discr 1.7 laint, a Complainant should complete a Form AD-3027, USDA Discrimination Compiaini Form which can be obiained online

at: hfigps WWMMEMMMWMWJH” 28! PF g Mol it from amy USDA office, by calling (866) 632-

$992, or by weiting o letter addrexsed to USDA. The letter must conicin the complainant's name, addres, number, and a writien description of the ditcriminatory

action in sufficient detoll 5o Inform the Assistant Secretary for Chil Rights (ASCR) about the nature and daie of an alisged chwil rights Wolatlon. The compldal AD-J027 form or lgtter

must be subowltted to USDA by: 1. US of Agriculiure, Office of the Astistant of Secrdary for Cvil Rights, 1400 independence Avane. SW. Washington, D.C. 20250; or 2.
- programnigkafuadagay

Fax @33) 256-1665 or (202) 690-7442; or 3. Emal:
Evia, CY0 @ Holloubr ¥ Lo S¥D - L 8LO
(Day Care Center Phone Number)

(Name of Day Care Center)
New Jersey Department of Agriculture Chifd and Adul Care Food Program Phone Number 609-984-1250

TO APPLY, YOU MUST COMPLETE ONE OF THREE OPTIONS.
1. List the Name of the participant (First and Last Names).
2. Compleks the Days, Hours of Care, snd e mea! types served 1o the enrolied participant e ses

Option 1A or 1B - CHILD CARE PARTICIPANTS ONLY

if you receive SNAP, TANF, or FDPIR bencfits for the participant, iist the SNAP, TANF or FDPIR Cage Number and Sign and Dats the form.
If you ere applying for & Foster Child who is under the legal responsitility of the welfare agency or court, Check the Box and Sign and Dates the
form.

A FOSTER CHILD'S PERSONAL USE INCOME is defined as follows:

8} Funds received from a welfare agency, which can be identifed for personal use of tha child. Whem funds provided by the welfere agency
MMGWW Le, &nds for shelter and cars; special needs funds; and funds for parsonal needs such as ciothing, schoal leas,
afowances, elc., only those funds that can be identified as personal use funds shall be considered as income,

b} Money rcsivad in hand from sny source. This inchudes, but is nof limited fo, funds received from frust sccounts, monies provided by the
child's farnily for personel use and eamings from employment other than occasionel or pari-time (e.g., paper routes, baby-sitfing).

Eglion 2 - ADULT CARE PARTICIPANTS ONLYj

nyoumsw FDPIR, 831 or Medicald benefits for the participant, indicate the SNAP, FDPIR, 551 or Medicaid Cage Number and Sign
and Date the form

Egﬂorl 3 - CHILD CARE AND ADULT PARTICIPANTS!

Hyou do ot recsive SNAP, TANF, FDPIR, $S| or Medicald benefits for the paricipant, you must complete:

Names of all (Relaied or Unrelated) household members

List tha househald income (Monthiy Gross Earnings) for each housshold member.

Total number in household (] + #3 above).

Tolal the gross income af all household members.

Sign, Print and complets the full address of the Adult Housshold Member signing the application.

Date the form and complate fw telephone number of Adult Household Member signing the application.

List the last four (4) diglts of the social sacurity number for the Adult Household Member signing the application or indicate that the
Adult Household Membar signing the application does not passess a soclal sacurity number.

ELIGIBILITY INCOME SCALE Effective from
July 1, 2023 to June 30, 2024

for Adull Day Cove parfcipanin)

PO NH M aw

RFDLCER
HOUSENOLD ANNEAL MONTHLY WEEKLY

1 $E8.955-526,973 $1,581-%$2,248 $ 366-% 519

2 $25,637 - 336,482 $2,138-%$3,041 $ 493-% 702

3 $32.319- $45,991 $2,695-$3,833 $ 623-% 885

4 $39,001 - $55,500 $3,251- 34,625 $ 751- 31,068

5 $45,683 - $65,009 $3,808-55,418 § 880- $1251

& $52,365 - 374,518 $4,365- 36,210 $1,008 -81,434

7 $59,047 - $84,027 $4,922-$7,003 $1,137- $1,616

8 $65,729 - $93,536 $5,479- 37,795 $1,265- $1,799

ol ot +9,509 +793 183
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