RECURRING PAYMENT PLAN AUTHORIZATION FORM: ACH

Complete and return this form to:

Adventure Station
108 Beck Lane
Lafayette, IN 47909
(765) 474-5437

| authorize Adventure Station , to initiate either an electronic debit, or create and process a demand draft against my
Checking or Savings Account for the purpose of collecting childcare related payments. | authorize Adventure Station to
withdraw sufficient funds to pay my regular childcare fees that are due and payable. | authorize Adventure Station to use
the third party sender, RapidTuition, to process all payments. | acknowledge that the origination of ACH transactions to
my account must comply with the provisioning of United States law.

Account Holder's Name: Phone:

Email:

Children Names (if applicable):

Please enter children names if the account holder's last name is different.

Account Holder's Address:

City: State: ZIP Code:
Bank/Credit Union Name:

Bank/Credit Union Address:

City: State: ZIP Code:
Bank Account Type: ] Checking 1 Savings _ Business Checking
Routing Number: Account Number:

(See Sample Below) (See Sample Below)

This authorization will remain in full force and effect until | notify Adventure Station in writing of its termination.
Notification must be received 5 business days in advance of termination date to permit RapidTuition and your bank
reasonable time to act upon it.

Signature: - Date:

PLEASE KEEP A COPY OF THIS AUTHORIZATION FOR YOUR RECORDS

(Please attach a copy of a voided check below - deposit slips not accepted)

| Hask Mamg
Street Address
City, Stata, ZIP
1BO0LL 0L 22L O2999999999700L03
This is the -
location of the 9 This is where you
digit Transit ~ wall find your
Routing Number account number.
for your Bank. ‘
o Childcare Manager (800) 553—2 312
RapidTuition www.RapidTuition.com

Prozessing Payments the Rapid Way!







INSTRUCTIONS FOR COMPLETING THE CACFP
APPLICATION FOR FREE AND REDUCED PRICE MEALS (Child Care)

n4

Follow these instructions, if your household gets FOOD STAMPS OR TANF:
Part 1: List all household members and birth dates for children.
Part 2: List the case number for any household member (including adults) receiving Food Stamps or TANF.

Part 3: Skip this part.

Part 4. Skip this part.
Part 5: Sign the form and enter the contact information. The last four digits of a Social Security Number are

not necessary.
Part 8: Answer this question if you choose to.

Part 7: Sign this part it you do not want your application information shared with Medicaid or Hoosier
Healthwise.

—

[

f

|
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|

If you are applying on behalf of a FOSTER CHILD, follow these instructions:
If all children you are applying for are foster children, or if you are only applying for benefits for the foster child:

Part 1: List all foster children. Check the box indicating that the child is a foster chiid.
Part 2: Skip this part. .
Part 3: Skip this part.

Part 4: Skip this part.
Part 5: Sign the form and complete the contact information. A Social Security Number is not necessary.

Part 6: Answer this question if you choose to.
Part 7: Sign this part it you do not want your application information shared with Medicaid or Hoosier

Healthwise.

If some of the children in the household are foster children.

Part 1: List all household members. For any person, including children, with no income, you must check the
“No Income Box.” Check the box if the child is a foster child.

Part 2: If the household does not have a case number, skip this part.

Part 3: If any child you are applying for is homeless, migrant, or a runaway check the appropriate box and call

[sponsor contact and phone number]. If not, skip this part.
Part 4: Follow these instructions to report total household income from this month or last month:

Section A — Name: List only the first and last name of each person living in your household with income,
related or not (such as grandparents, other relatives, or friends who live with you). Include yourself and all
children living with you. Attach another sheet of paper if you need to.

Section B — Gross Income and How Often it was Received: for each household member, list each type of
income received for the month. You must tell us how often the money is received — weekly, every other week,
twice a month or monthly.

In Box 1 - list the gross income, not the take-home pay. Gross income is the amount earned before taxes
and other deductions. You should be able to find it on your stub or your boss can tell you.

In Box 2 - list the amount each person got from the month from welfare, child support, alimony.

In Box 3 - list retirement, Social Security, Supplemental Security Income (SSI), Veteran’s benefits (VA
benefits), disability benefits.

In box 4, list ALL OTHER INCOME SOURCES including Worker's Compensation, unemployment, strike
benefits, regular contributions from people who do not live in your household, and any other income. For
ONLY the self-employed, under Earnings From Work, report income after expenses. This is for your
business, farm or rental property. Do not include income from SNAP, FDPIR, WIC or Federal education
benefits. If you are in the Military Housing Privatization Initiative or get combat pay, do not include this

housing allowance as income.

J




INSTRUCTIONS FOR COMPLETING THE CACFP
APPLICATION FOR FREE AND REDUCED PRICE MEALS (Child Care)

the Social Security Number or mark the box if s/he doesn’t have one.

Part 6: Answer this question if you choose.
Part 7: Sign this part it you do not want your application information shared with Medicaid or Hoosier

Healthwise.

;) Part 5: Adult household member must sign the form, complete the information, and list the last four digits of

[ "

ALL OTHER HOUSEHOLDS, including WIC households, follow these instructions:
Part 1: List all household members. For any person, inciuding children, with no income, you must check the

“No Income Box.”
Part 2: Skip this part.

Part 3: Skip this part.
Part 4: Follow these meructJons fo report total household income rrom this month or last month:

Section A—Name: List only the first and last name of each person living in your household with
income, related or not (such as grandparents, other relatives, or friends who live with you). Include
yourself and all children living with you. Attach another sheet of paper if you need to.

Section B — Gross Income and How Often it was Received: for each household member, list each type of
income received for the month. You must tell us how often the money is received — weekly, every other week,

twice a month or monthly.
In Box 1 - list the gross income, not the take-home pay. Gross income is the amount earned before taxes

and other deductions. You should be able to find it on your stub or your boss can tell you.

In Box 2 - list the amount each person got from the month from welfare, child support, alimony.

In Box 3 - list retirement, Social Security, Supplemental Security Income (SSI), Veteran's benefits (VA
benefits), disability benefits. :

In box 4, list ALL OTHER INCOME SOURCES including Worker's Compensation, unemployment,
strike benefits, regular contributions from people who do not live in your household, and any other
income. For ONLY the self-employed, under Earnings From Work, report income after expenses.

_ This is for your business, farm or rental property. Do not include income from SNAP, FDPIR, WIC or
Federal education benefits. If you are in the Mllltary Housing Privatization Initiative or get combat

pay, do not include this housmg allowance as income. .

Part 5: An adult househ_old member must sign the form, complete the information, and list the last four digits
of his or her Social Seourity Number, or mark the box if he or she doesn't have one. -

Part 6: Answer this question if you choose

Part 7: Sign this part it you do not want your application mformatlon shared with Medicaid or Hoosier

Privacy Act Statement: This explains how we will use the information you give us.

Non-discrimination Statement: This explains what to do if you believe you have been treated unfairly.

Healthwise. : i i



CACFP APPLICATION I'OR FREE AND REDUCED PRICE MEALS (CHILD

o [N

B [ PHONE NUMBER:

SPONSOR NAWME:
FIRST ASSEMBLY COMMUNITY MINISTRIES

CENTER:  ADVENTURE STATION ( FDC PROVIDER:

PART 1. ALL HOUSEHOLD MIEMBERS

CHECK IF A FOSTER CHILD (THE LEGAL
RESPONSIBILITY OF A WELFARE AGENCY OR

BIRTH DATES OF -
CHECK

NAMES = G COURT)
AMES OF ALL HOUSEHOLD HILDREN * IF ALL CHILDREN LISTED BELOW ARE FOSTER IF NO
CHILDREN, SKIP TO PART 4 TO SIGN THIS FORM. INCOME

FIRST, MIDDLE INITIAL, LAST)

UDILT

e

L

|
ok
|
|
|
|
|

DDDDDDD

|
|
— |
|
l

1‘&;’_‘

PART 2. BENEFITS: IF ANY MEMBER OF YOUR HOUSEHOLD RECEIVED [FOOD STAMPS] OR [STATE TANF CASH ASSISTANCE], PROVIDE
THE NAME AND CASE NUMBER FOR THE PERSON WHO RECEIVES BENEFITS. IF NO ONE RECEIVES THESE BENEFITS, SKIP TO PART 3.
CASE NUMBER:

NAME:

PART 3. IF ANY CHILD YOU ARE APPLYING FOR IS HOMELESS, MIGRANT, OR A RUNAWAY CHECK THE APPROPRIATE BOX AND CALL [INSERT

CENTER CONTACT AND PHONE NUMBER] HoMELESS O MIGRANT O RUNAWAYO

PART 4. TOTAL HOUSEHOLD GROSS INCOME—YOU MUST TELL US HOW MUCH AND HOW OFTEN

B. GROSS INCOME AND HOW OFTEN IT WAS RECEIVED

A. NAME: 1. EARNINGS FROM WORK | 2. WELFARE, CHILD SUPPORT, 3. PENSIONS, RETIREMENT, 4. ALL OTHER INCOME

(LIST ONLY HOUSEHOLD MEMBERS WITH BEFORE DEDUCTIONS ALIMONY SOCIAL SECURITY, SSI, VA

INCOME) BENEFITS

(EXAMPLE)

JANE SMITH $200/WEEKLY $150/TWICE A MONTH $100/MONTHLY $ /
$ / b / $ / $ /
$ / $ / $ / $ /
$ / $ / $ / $ /
$ / $ / ¥ / $ /
$ / $ /. 3 / $ /

PART 5. SIGNATURE AND LAST FOUR DIGITS OF SOCIAL SECURITY NUMBER (ADULT MUST SIGN)
AN ADULT HOUSEHOLD MEMBER MUST SIGN THIS FORM. IF PART 4 1S COMPL.ETED THE ADULT SIGNING THE FORM MUST ALSO LIST THE LAST FOUR DIGITS

- OF HIS OR HER SOCIAL SECURITY NUMBER OR MARK THE “| DO NOT HAVE A SOCIAL SECURITY NUMBER” BOX. (SEE PRIVACY ACT STATEMENT ON THE

BACK OF THIS PAGE.)

| CERTIFY THAT ALL INFORMATION ON THIS FORM IS TRUE AND THAT ALL INCOME IS REPORTED. | UNDERSTAND THAT THE CENTER OR DAY CARE HOME WILL
GET FEDERAL FUNDS BASED ON THE INFORMATION | GIVE. | UNDERSTAND THAT CACFP OFFICIALS MAY VERIFY THE INFORMATION. | UNDERSTAND THAT IF
| PURPOSELY GIVE FALSE INFORMATION, THE PARTICIPANT RECEIVING MEALS MAY LOSE THE MEAL BENEFITS, AND | MAY BE PROSECUTED.

SIGN HERE: PRINT NAME:

DaTE:

ADDRESS: PHONE NUMBER:

e STATE: Zip CODE:

LAST FOUR DIGITS OF SOCIAL SECURITY NUMBER: XXX -XX-_ O | DO NOT HAVE A SOCIAL SECURITY NUMBER

Initial here if you consent to allow [Provider's Name] to collect your form and provide it to the Sponsor. [Provider's Name] will not review your form.
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ACFP APPLICATION FOR FREE AND REDUCED PRICE MEALS (CHILD CARE)

IN THE DAY CARE FACILITY MAY QUALIFY FOR FREE OR REDUCED PRICE MEALS IF THE HOUSEHOLD INCOME FALLS

A CHILD ENROLLED
AT OR BELOW THE LIMITS ON THIS CHART:
{ - i JuLY 1, 2012 10 JUNE 30, 2013 ] |
.' HouseHoLD Size | MONTHLY INCOME | HouseHoLD Size J MONTHLY INCOME ‘
‘[ 1 ; {23 [ 5 } 4,165 !
2 2,333 [ 5 (L. 4,775 {
3 2,544 | 7 | 5,386 . |
4 3,554 [ 8 I 5,996 ]
[ FOR EACH ADDITIONAL FAMILY MEMBER, ADD $611 J
PART 6. PARTICIPANT'S ETHNIC AND RACIAL IDENTITIES (OPTIONAL) 1
MARK ONE ETHNIC IDENTITY: MARK ONE OR MORE RACIAL IDENTITIES: |
U HiSPANIC OR LATINO . U Asian O AMERICAN INDIAN OR ALASKA NATIVE i
; U Whire : QO NaTIVE HAwAIlIAN OR OTHER PACIFIC ISLANDER
O NoT HISPANIC OR LATINO sl o R ]
AN AMERICAN

P

SHARE THIS INFORMATION, SIGN HERE:

ART 7: OTHER BENEFITS: THE LAW ALLOWS US TO TELL MEDICAID AND HOOSIER HEALTHWISE THAT YOUR CHILDREN ARE ELGIBLE FOR FREE OR REDUCED-PRICE

MEALS. VVE MAY SHARE YOUR APPLICATION INFORMATION WITH MEDICAID OR HOOSIER HEALTHWVISE UNLESS YOU DO NOT WANT US TO. IF YOU DO NOT WANT Us TO

FOR INFORMATION ABOUT HOOSIER HEALTHWISE HEALTH INSURANCE

SI

GNATURE OF PARENT OR LEGAL GUARDIAN CALL |-800-889-9949

PRIVACY ACT STATEMENT: THE RICHARD B. RUSSELL NATIONAL SCHOOL LUNCH ACT REQUIRES THE INFORMATION ON THIS APPLICATION. YOU DO NOT HAVE TO
GIVE THE INFORMATION, BUT IF YOU DO NOT, WE CANNOT APPROVE THE PARTICIPANT FOR FREE OR REDUCED PRICE MEALS. YOU MUST INCLUDE THE LAST FOUR
DIGITS OF THE SOCIAL SECURITY NUMBER OF THE ADULT HOUSEHOLD MEMBER WHO SIGNS THE APPLICATION. THE SOCIAL SECURITY NUMBER IS NOT REQUIRED
WHEN YOU APPLY ON BEHALF OF A FOSTER CHILD OR YOU LIST A SUPPLEMENTAL NUTRITION ASSISTANCE PROGRAM (SNAP), TEMPORARY ASSISTANCE FOR
NEEDY FAMILIES (TANF) PROGRAM OR FOOD DISTRIBUTION PROGRAM ON INDIAN RESERVATIONS (FDPIR) CASE NUMBER FOR THE PARTICIPANT OR OTHER
(FDPIR) IDENTIFIER OR WHEN YOU INDICATE THAT THE ADULT HOUSEHOLD MEMBER SIGNING THE APPLICATION DOES NOT HAVE A SOCIAL SECURITY NUMBER. WE
WILL USE YOUR INFORMATION TO DETERMINE IF THE PARTICIPANT IS ELIGIBLE FOR FREE OR REDUCED PRICE MEALS, AND FOR ADMINISTRATION AND ENFORCEMENT

OF THE PROGRAM.

NON-DISCRIMINATION STATEMENT: THIS EXPLAINS WHAT TO DO IF YOU BELIEVE YOU HAVE BEEN TREATED UNFAIRLY. “IN ACCORDANGE WITH FEDERAL LAW AND
U.S. DEPARTMENT OF AGRICULTURE POLICY, THIS INSTITUTION IS PROHIBITED FROM DISCRIMINATING ON THE BASIS OF RACE, COLOR, NATIONAL ORIGIN, SEX, AGE,
OR DISABILITY. TO FILE A COMPLAINT OF DISCRIMINATION, WRITE USDA, DIRECTOR, OFFICE OF ADJUDICATION, 1400 INDEPENDENCE AVENUE, SW,
WASHINGTON, D.C. 20250-9410 OR CALL TOLL FREE (868) 632-9992 (VOICE). INDIVIDUALS WHO ARE HEARING IMPAIRED OR HAVE SPEECH DISABILITIES MAY
CONTACT USDA THROUGH THE FEDERAL RELAY SERVICE AT (800) 877-8338; OR (800) 845-6136 (SPANISH). USDA AND THE STATE OF INDIANA ARE EQUAL

OPPORTUNITY PROVIDERS AND EMPLOYERS.”

y CHILD CARE REPRESENTAT!VE USE ONLY
ANNUAL INCOME CONVERSION:  WEEKLY X 52 — EVERY 2 WEEKS X 26 — TWICE A MONTH X 24 — MONTHLY X [2

[EINEA MARK ONE OF THE BOXES BELOW TO SHOW HOW YOU ARE GOING | Bdeaglo]NE:]
BASED ON THE INFORMATION PROVIDED, THIS APPLICATION WILL BE:

TO DETERMINE ELIGIBILITY.
[] FOOD STAMP OR TANF HOUSEHOLD—THE FOOD STAMP OR [0 APPROVED FREE O APPROVED TIER |
TANF NUMBER MEETS THE CRITERIA FOR AN ACCEPTABLE CASE NUMBER. | [J APPROVED REDUCED =~ " [0 APPROVED TIER |I ‘
COMPLETE SECTION B & C g OR . O paAID
ONA

[0 FOSTER CHILD—COMPARE THE FOSTER CHILD'S PERSONAL INCOME | TEMPORARY APPROVAL
TO THE GUIDELINES. THIS APPLICATION REPORTED ZERO INCOME OR A TEMPORARY REDUCTION IN

COMPLETE SECTION B & C OR HOUSEHOLD INCOME.

[0 HOUSEHOLD INCOME—COMPLETE THE INFORMATION BELOW [J APPROVED FREE [0 APPROVED REDUCED
AND COMPLETE SECTION B & C TEMPORARY APPROVAL IS GOOD FOR 45 DAYS AND EXPIRES ON

(DATE). RE-EVALUATE AFTER THAT DATE.
TOTAL HOUSEHOLD SiZE: Bsccriong] '

TOTAL HOUSEHOLD INCOME
$ / SIGNATURE OF SPONSOR REPRESENTATIVE S
ExampLe: § | 00/WEEK , e i

COMPARE TOTAL HOUSEHOLD INCOME TO CURRENT USDA INCOME i DI OEACERONAL .

ELIGIBILITY GUIDELINES. VWHEN THE HOUSEHOLD INCOMES ARE LISTED THIS FORM EXPIRES ONE YEAR FROM THE DATE [T WAS APPROYED
FOR DIFFERENT PAY PERIODS, YOU MUST CONVERT ALL INCOME TO

MONTHLY OR ANNUAL INCOME. USE THE CONVERSION LISTED ABOVE.




Policy Instruction 05-03

IDOE/CACFP
July 2012

ENROLLMENT FORM

Name of Institution

Name of Facility

MMoentiarR o diaa

Child’s Name:

Birthdate:

Monday Tuesday Wednesday Thursday Friday Saturday Sunday
Please enter the normal hours your
child is in care on the specific days of
care.

Breakfast_ Breakfast Breakfast_ Breakfast Breakfast Breakfast_ Breakfast_
Please check zv the meals your child AM snack_ AM snack___ AM snack_ AM snack__ AM snack_ AM snack__ AM snack____

| g - - Lunch Lunch Lunch Lunch Lunch Lunch Lunch

normally receives while in care. PM snack___ PM snack____ PM snack____ PM snack__ PM snack____ PM snack PM snack___

Supper Supper Supper Supper, Supper Supper Supper

Night' snack Night snack Night snack Night snack___ Night snack Night snack__ Night snack

If your school-age child will be in attendance outside of the regular hours indicated above (snow days, school breaks, etc) Please check 7: here

This information is required by CACFP federal regulations at §226.15 (e)(2) and (3) for each enrolled participant, and must be updated annually.

Printed name of parent/guardian:

Signature of parent/guardian:

Phone Number:

Date:

Sponsor ID Number Wnb;j ,UrdleF:






This day care facility participates in the Child and Adult Care Food Program (CACFP), a
Federal program that provides healthy meals and snacks to children receiving day care.

Each day more than 2.6 million children participate in CACFP at childcare homes and
centers across the country. Providers are reimbursed for serving nutritious meals that
meet USDA requirements. The program plays a vital role in improving the quality of day
care and making it more affordabie for low-income families.

Meals CACFP homes and centers follow meal requirements established by USDA.

Breakfast Lunch or Supper Snacks (Two of the four groups:)
Milk Milk Milk
Fruit or Vegetable Meat or meat alternate Meat or meat alternate
Grains or Bread Grains or bread Grains or bread
Two different servings of fruits Fruit or vegetable
or vegetables

Participating
Facilities Many different homes and centers operate CACFP and share the common goal of bringing
nutritious meals and snacks to participants. Participating facilities include:

e Child Care Centers: Licensed or approved public or private nonprofit child care
Centers, Head Start programs, and some for-profit centers.

e Family Child Care Homes: Licensed or approved private homes.

e After School Care Programs: Centers in low-income areas provide free snacks and
suppers to School-age children and youth.

e Emergency Shelters: Programs providing meals to homeless children.

Eligibility State agencies reimburse facilities that offer non-residential day care to the following children:
e Children age 12 and under,
e Migrant children age 15 and younger, and
e Youths through 18 in after school care programs in needy areas.

Contact
Information |f you have questions about CACFP, please contact one of the following:

Sponsoring Organization/Center Indiana Department of Education

CACFP Staff
Adventure Station School & Community Nutrition
First Assembly of God 115 West Washington Street

108 Beck Lane South Tower, Suite 600
Lafayette, IN 47909 Indianapolis IN 46204
i 765-474-5437 800-537-1142 or 317-232-0850

The USDA is an equal opportunity provider and employer.
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RECORD OF MEDICATION ORDER

S!ﬁeanAtSBT/(FCBHO-UZ)/BCDOO&‘r

A1l medications, medicinal products, physician's sample

medications, and medicinal skin care products gi

CHILDCARE HEALTH SECTIOR
BUREAU OF CHILD DEVELOGPRENT
DIVISION OF FAMALY AND CHILDRER

ven or used at a child care center

must indude the exact name of medication,
inust be stated.) A physician’s order is valid for one year.

dosage 1o be given, time to be given and reason for use. (f used for

fever, the degree of temperatise

1. Name of child Exact name of medication

Dosage 1o be given Time o be given (!mquenqr).

Feason for use:

e

Sigrature of physican Date (month, day, ye)

2 Name of child Exac name of medication

Dosage fo be given Time 1o be given (frequency)

Reasan for use:

Signature of physidan Date (month, day, yearn
[ Name of chid Exact name of medication

Dosage bo be given Time io be given (frequency)

Reason for use:

Sigrsature of physican * Date (month, day, yeal)

i‘.—:_ Name of chid Exad name of medication

Dcsageiobégtm Time 1o be given (frequency}

Season lor use: ¢ S

Signalure of physidan Dale (month, day, year)

5. Hame of chid Exadi name of medication

Dosage 1o be given Teme o be given (frequency)

FEeason fof use:

Dats (mosith, day, yoo!)
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advenfuresfohon

childeare, preschool, & kndergarten ministry o first assembly

All About Me

Basic Information

Name:

Date of Birth:

Mother’s Name:

Father’s Name

| Sibling’s Names and Ages:

Pets:

Allergies:

Favorites

Favorite Foods:

Favorite Song:

Favorite Book:

Favorite Animal:

Favorite Activity:

Habits

How does your child eat?

How long does your child sleep?

What foods does your child dislike?

Does your child have any other dislikes, and if so what are they?

What else should | know about your child?
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BUREAU OF CHILD CARE
DIVISION OF FAMILY RESOURCES

SAFE TRANSPORTAION OF FOOD RESPONSIBILITY

Food must be brought to the facility in clean, insulated, sanitizable ¢ontainers, which keeps cold
food at 41° F or below and hot food at 135° or above. Containers must be clearly labeled with

the child’s name and date of preparation.

Upon receiving the food from the parent, the facility shall verify the temperature of the food.
When potentially hazardous fo_ed temperature is not correct, the facility will not accept the

food.

Upon accepting the food, the facility shall maintain correct food temperatures until served.

PARENT AGREEMENT

l, (Parent’s name) will

provide food for (Child’s name).

| take full responsibility for the safety of my child’s food during preparation, storage, and
transportation to the facility.

(Parent’s Signature):

(Date):
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PARENT'S NOTICE

State Form 49444 (R / 1-08) / BCC 0035

| understand that this day care ministry is not licensed under the laws of Indiana. However, | understand that
this day care ministry complies with the State rules concerning sanitation and fire safety for the primary use of the
structure in which it is conducted. | understand that it is my responsibility to ensure that the nutritional and health needs

of my child are met while my child is at the day care ministry.

Signature of Parent or Guardian

Name(s) of children enrolied

This notice does not absolve a day care ministry from liability for injury to a child while the child is at the day

care ministry if the cause of the injury is negligence or intentional wrongdoing on the part of the day care ministry or

an employee of the day care ministry.

Name of facility

Address of facility (number and street, city, state, and ZIP code)

County
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