HOUSEHOLD ELIGIBILITY APPLICATION FOR CHILD CARE CENTERS
CHILD AND ADULT CARE FOOD PROGRAM

ml:lajsehold Members n

NAMES OF ALL HOUSEHOLD MEMBERS FOSTER CHILD SNAP OR TANF CASE NUMBER Skip (o Part 6 if you list 3 SNAP or TANF
First, Middle Initial, Last Ages of Children | Foster children are a legal responsibllity of | case number. At least one SNAPITANF must be provided below.

al Genler DCFS or court. If all are foster children,
skip lo Seclion 6

O0OOooo;

m Homeless, Migrant, or Runaway

E] Homeless l____l Migrant [:] Runaway D Head Start
~Slgnature of Homeless LTason, Migrant Coordinator, or Head Start Director Date

Ef'rotal Household Gross Income (before deductions) You must tell us how much and how often.

GROSS INCOME AND HOW OFTEN IT WAS RECEIVED (Example: $100/month; $100 /twice a month; $100/every other week; $100/week)
NAMES
(LIST ALL HOUSEHOLD MEMBERS Eamings From Work Welfare, Child Pensions, Retirement, Worker's Comp., Unemployment,
WITH INCOME) (Before Deductions) Support, Alimony Social Security SSl, etc. (All other income)
Amount How often? Amount How often? Amount How often? Amount How often?
1 $ S $ S
ii. S s $ $
fii. $ $ $ $
iv. $ S § ]
v, $ S $ $

ESignature and Social Security Number (Adult must sign)

A’}-atd‘ij" ?r?usedh?t'd .me.mb%rT mfust sign “tleiapplllictaltihoni If ?fecliogi ?tis CfOrl']l'_lpleter? or sif zefo smcomt; XX X . X X.- 11 do not have a Social
1S listed, the aduit signin e Torm must aiso lIs’ e |ast Taur S Of hIs ar her social securl —— e e | TR S, e S——— — -
Number of mark the I do ot have a Social Security Number " box. Social Security Number Security Number.

lication is true and all income is reported. | understand the center will get federal funds based on the information | give. | understand the institution, lllinois

all information on this g, ’ _ r ; s
eliberate misrepresentation of the information may subject me to prosecution under

[ certil
State Zoan:l of Education, or Office of Inspector General, may verify this information on the application.
applicable state and federal laws.

Date Printed Name of Adult Household Member Signature of Adult Household Member

Contact Information (Optional)

Work Telephone Number (Include Area Code) Home Telephone Number (Include Area Code) Home Address (Number, Street, City, State, ZIP Code)

EChildren's Racial and Ethnic Identities (Optional)

Mark one ethnic identity: Mark one or more racial identities:
[ HispaniciLatino [ Asian [] Black or African American [ Native Hawaiian or Other Pacific Islander

[] Not Hispanic/Latino [] White [ American Indian or Alaska Native

Mtional — Sharing Information With All Kids Insurance Program

May we share your information on this application with the All Kids /nsurance Program, the complele health insurance program for every child in lllinois? If yes, do not sign below.
1 No, I do not want my information from this application shared with the Al Kids Insurance Program.

Date: Sign here:
CHILD CARE REPRESENTATIVE USE ONLY
Eligibility Determination - Complete Sections A and B Below
Annual Income Conversion Weekly X 52 Every 2 Weeks X 26 Twice a Month X 24  Once a Month X 12 Convert income anly if different
frequencies of pay are reported.
TOTAL
INCOME $ per: [dweek [ Evey2weeks [ wiceamonth [ month [ vear NUMBER IN HOUSEHOLD:
[ Free based on: [0 Reduced based on: [0 Denied — Reason:
[ foster child [ migrant [ household's income [ income too high
[J SNAP or TANF [ runaway [ incomplete application
[ nomeless [ household's income [ Non-qualifying SNAP/TANF
[ Head Start
Signature of Determining Official: Date:

ISBE 69-88 (6/22) Effective July 1, 2022
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