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Enter District Name

Household Application For Free and Reduced-Price School Meals

Enter Application Link

Complete one application per household. Use a black or blue pen (NOT a pencil). See the Step-By-Step Instructions For more information.

STEP 1: List all infants, children and students through grade 12 (IF you need more space, attach an additional sheet)

Child First Name mi

Grade Foster Child Runoway Homeless Migrant

‘ ‘ Check all thot D D D D

Birth Date (MM/DD/YY)

HEREEE

Child Last Name

opply. Refer to D D D

instructions

||
HEREEpEEREN [ ]

T o O 0 [] [] [] []
([ 000 O ™ O [] [] []

Do any household members receive SNAP, TANF/CO Works, or FDPIR benefits? IF YES, list case number and go to STEP 3 ’ Case #

| IFNO, go to STEP 2.

STEP 2: Report income For all household members, including students
List all oadults in your household. Report their Eotal gross income. IFf an adult does not have income, write zero (0). Add students in your home that receive income. See instructions

For more information.

nm%r;ebgishousehold From work % %% éé é) é l—'llim‘.;’mgpp ! % f>j§ éé’ é) CE[ other incon{e § E% §§ § CE[
| 8] OO0 s 100000 s 100000
| | 8| oo s 1T OO0 s 10000 a
| s Ot s 10000000 s 10000 0
| s OO0 s 100000 s 100000
| s o000 s 100000 s 00000

Total Number of Household
Members (All children and adults
that live in your home)

Last Four digits of Social Security
Number. Not required For
Summer EBT

[T T 1]

Check box if no Social
Security Number

[]

STEP 3: Signature and Contact Information.

“I certify my children are not receiving Summer EBT benefits in another state or Indion Tribal Organization. | certify (promise)
that all infFormation on this application is true, and that all income is reported. | understond that this information is given in
connection with the receipt of Federal Funds, and that school officials may verify (check) the infFormation. I om aware thot
if | purposely give False inFormation, my children may lose meal benefits, ond | may be prosecuted under applicable Staote and
Federal lows.”

Mailing Address or PO Box City Stote Zip Code Email Address

Home or Cell Phone Number SIGNATURE of Adult Household Member (Required)

Printed First and Last Name of Signer Today's Date

Continue to page 2



STEP 4: Release of Information
The details you give on this Form will be used with state educational prograoms and may be shared with Medicaid or State Children’s Health Insurance Progrom (SCHIP) offices.

D DO NOT share information with Medicaid/SCHIP

D Advanced Placement (AP) Exam and/or AP Book Fees D List Specific Progrom

Share my information with the
Following programs I’'ve checked:

D Accelerate College Opportunity Exam and/or Book Fees D List Specific Program

Return completed application to: e school/district address

OPTIONAL: Children’s Ethnic and
Racial Identities

We are required to ask For information about
your children’s race and ethnicity. Responding
is optional ond does not affect your children’s
eligibility For Free or reduced-price meals.

Ethnicity: (check one): D Hispanic or Latino D Not Hispanic or Latino

D Black or African American

| white

In accordance with Federal civil rights low and U.S. Department of Agriculture (USDA) civil rights

Race (check one or more): D American Indian or Alaskan Native D Asian
D Notive Howaiion or Other Pacific Islander

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 submit all needed information, uwe cannot approve
your child For Free or reduced price meals or Summer EBT. You must
include the lost Four digits of the social security number of the

primary wage earner or other adult household member who signs the
opplication. The social security number is not required when you apply
For Summer EBT or on behalf of a Foster child or you list a Supplemental
Nutrition Assistonce Prograom (SNAP), Temporary Assistonce For

Needy Families (TANF) Program or Food Distribution Program on Indion
Reservations (FDPIR) caose number or other FDPIR identifier For your
child or when you indicate that the adult household member signing
the application does not have o social security number. We will use your
inFormation to determine if your child is eligible For Free or reduced
price meals, and For administration and enforcement of the lunch

and breakfast programs. We may share your eligibility infFormation

with education, health, and nutrition programs to help them evaluate,
Fund, or determine benefits For their programs, auditors For progrom
reviews, ond low enforcement officials to help Ehem look into violations
of progrom rules.

regulotions and policies, this institution is prohibited From discriminating on the basis of race,
colon, national origin, sex (including gender identity and sexual orientation), disability, age, or
reprisal or retaliation For prior civil rights activity. Program information may be made available
in languages other than English. Persons with disabilities who require alternative means of
communication to obtain progrom information (e.g., Braille, lorge print, audiotape, American
Sign Language), should contact the responsible state or local agency that administers the
progrom or USDA's TARGET Center ot (202) 720-2600 (voice ond TTY) or contact USDA through
the Federal Relay Service ot (800) 877-8339.bvTo File o program discrimination complaint, a
Complainant should complete a Form AD-3027, USDA Program Discrimination Complaint Form
which can be obtained online at: https://www.usdo.gov/sites/default/Files/documents/USDA-
ORASCR%20P-Complaint-Form-0508-0002-508-11-28-17Fox2Mail.pdFf, From any USDA office, by
calling (866) 632-9992, or by writing a letter addressed to USDA. The letter must contain the
complainant’s nome, address, telephone number, and o written description of the alleged
discriminatory action in sufficient detail to inform the Assistant Secretary For Civil Rights
(ASCR) about the nature and date of an alleged civil rights violation. The completed AD-3027
Form or letter must be submitted to USDA by: 1. Mail: U.S. Department of Agriculture, OFfice
of the Assistant Secretary For Civil Rights, 1400 Independence Avenue, SW, Washington, D.C.
20250-9410; or 2. Fax: (833) 256-1665 or (202) 690-7442; or 3. Email: progrom.intoke@usdo.gov. This
institution is an equal opportunity provider.

DISTRICT USE ONLY. DO NOT WRITE BELOW THIS LINE.

Annual Income Conversion: Weekly x 52; Bi-Weekly x 26; 2 Times per month x 24; Monthly x 12

Application Type

[ ] Total Household Income: $ Household Size

Household Income Frequency | | Weekly | |Every Two Weeks [ | Twice a Month | [Monthly [ |Annually

|| categorical Eligibility

[ Jsnap [ |FDPIR [ |TANF [ |Foster

Determining OFFicial Signature:

[ | Homeless/Migrant/Runoway/Head Start

Approval / Denial Date:

Application Status
Approved | |Free [ | Reduced

Denied [ | Over Income Guidelines| | Incomplete/Missing

Notes:

Notification Sent:

Note: All types of income must be combined in total household income, not just earnings From work.
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Medical Statement for Dietary Disability - School Meal Modification

Important! Carefully read and follow the procedures for a dietary disability. The school will return incomplete Medical
Statements to the parent/guardian. If you have questions about this form, the school contact named in Part A below will assist

you.

Modification due to a dietary disability:

e A school is required to make meal modifications prescribed by a licensed physician to accommodate a student’s dietary

disability.

e Ifthis is a life-threatening food allergy resulting in anaphylaxis, ensure the Allergy & Anaphylaxis Action Plan form is

completed by school nursing staff.

Definition of Disability:

Under Section 504 of the Rehabilitation Act of 1973 and the Americans with Disabilities Act (ADA), a “person with a disability” means
“any person who has a physical or mental impairment which substantially limits one or more major life activity, has a record of such

impairment, or is regarded as having such an impairment.”

Major life activities covered by this definition include: caring for one’s self, eating, performing manual tasks, walking, seeing, hearing,
speaking, breathing, learning and working. Major life activities also includes “Major Bodily Functions” such as: functions of the immune
system, normal cell growth, digestive, bowel, bladder, neurological, brain, respiratory, circulatory, cardiovascular, endocrine, and
reproductive functions. The term “physical or mental impairment” includes, but is not limited to, such diseases and conditions as:

e Orthopedic, visual, speech and hearing impairments
Cerebral Palsy

Epilepsy

Muscular Dystrophy

Multiple Sclerosis

Cancer

Heart disease
Metabolic diseases, such as diabetes or phenylketonuria (PKU)
Food anaphylaxis (severe food allergy)

Mental retardation

Emotional illness

Drug addiction and alcoholism

Filling out Form:

e Part B of this form must be completed by a licensed physician (MD or DO).

e Parts A and C of this form must also be completed before the school can make meal modifications.

e The meal modifications will continue until a licensed physician requests that the modifications be changed or
stopped on Form SD-3, which is available from the school.

e Itis strongly recommended that a licensed physician annually update the prescribed diet order.

Part A. Student, Parent/Guardian & School Contact Information — To be completed by a parent/guardian or school contact person

1. Student’s Name:

2. Date of Birth:

3. School:

4, Parent/Guardian’s Name:

5. Parent/Guardian’s Phone:

6. School Contact’s Name:

7. School Contact’s Phone:

Part B. Prescribed Diet Order — This part must be completed by a licensed physician as specified above.

1. Specify the disability, food allergy/intolerance or medical condition and explain why the disability restricts the child’s diet.

2. What major life activity is affected by this student’s disability? Example: Allergy to peanuts affects ability to breathe.

3. Type of Special Diet:
[] Check if not applicable OR specify the type of special diet (e.g. low sodium, gluten-free, diabetic, etc.).
4. Modified Texture: [J Not Applicable [J Chopped [J Ground [ Pureed
5. Modified Thickness of Liquids: [] Not Applicable [] Nectar [] Honey [] Spoon or
Pudding Thick
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6. Special Feeding Equipment:
[ Check if not applicable OR list special feeding equipment (e.g. large handled spoon, sippy cup, etc.).

7. Foods to be Omitted and Substituted:

List specific foods to be omitted and substituted. If more space is needed, sign and attach additional
sheet of paper.

Omit Foods Listed Below: Substitute Foods Listed Below:

8. Licensed Physician’s Information

Signature: Title:

Printed Name: Phone: Date:

Part C. Parent/Guardian Permission — To be completed by a parent/guardian

I give permission for school personnel responsible for implementing my child’s prescribed diet order to discuss my child’s special
dietary accommodations with any appropriate school staff. | also give permission for my child’s licensed physician to further clarify the
prescribed diet order on this form if requested to do so by school personnel.

Parent/Guardian’s Signature: Date:

In accordance 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
Civil Rights, 1400 Independence Avenue, SW, Washington, D.C. 20250-9410 or call (800) 795-3272 (voice) or (202) 720-6382
(TTY). USDA is an equal opportunity provider and employer.
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