- e Healthy Kids
P.O. Box 54|
PROVIDER CHILD'S DATE Greenville, AL 36037
NUMBER e v ENROLLMENT 334-382-2104 or |-888-162-4416
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Dear Parents,

Your provider has chosen to join the Child and Adult Care Food Program. This program
extends the National School Lunch program to children in Family and Group day care
homes. The USDA has guidelines that your provider has agreed to follow.

Under the regulations of the CACFP your provider may NOT charge you a separate fee
for meals that are claimed for reimbursement and they must supply all the components
needed to meet the requirements.

In an effort to improve our Program, we periodically contact parents to provide input and
to verify attendance of their children at this day care home. Please complete the following.

Parent/Guardian Name: (Please Print)

Address:

City: State: Zip:

Home Phone: Work Phone:

| anticipate my child participating in: (Please check Meals and Days)

__ Monday _ Tuesday __ Wednesday __ Thursday __ Friday __ Saturday ____ Sunday
___ Breakfast _ AMSnack _ Lunch __ PMSnack __ Dinner ____EV Snack
Drop-off Time: Pick-up Time:

Parent/Guardian Signature:

Date: Drop Date:

Provider’s Signature: _ ID#:

REORDER FROM g.m‘ 800-748-4288 oA
A Dwision o Associated Business Produens. e 800+ 776-6688
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SPECIAL INFORMATION

O Providers Own Participating
) Foster Child

O Special Needs

O Special Diet

O Related Non Resident

ETHNIC ORIGIN

(O American Indian or Native Alaskan
(O Black, not of Hispanic origin

O Caucasian, not of Hispanic origin
O Hispanic

O Asian or Pacific Islander

O Other
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The Child and Adult Care Food Program is open to all
eligible children regardless of race, age, gender, handi-
cap, color or national origin. If you believe you have been
treated unfairly in receiving food service because of
race, age, gender, handicap, color or national origin,
write immediately to the: Secretary of Agriculture,
Washington, DC 20250.
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