SUMMER FOOD SERVICE PROGRAM

MEAL BENEFIT INCOME ELIGIBILITY FORM (Camps and Closed Enrolled Sites)
FISCAL YEAR 2016

SFSP Benefit Income Eligibility Letter

Dear Parent/Guardian:

The   (name of SFSP sponsor)     serves nutritious meals every day.  We participate in the Summer Food Service Program (SFSP) which is funded by the U.S. Department of Agriculture and is administered by the Arizona Department of Education, Health and Nutrition Services.

Our program receives reimbursement for meals served to children meeting the eligibility requirements for free or reduced-price school meals.  We must document eligibility by obtaining family-size and income data.  If your yearly income is equal to or less than the amount listed below for your family size, your child is eligible for free meals.  If your child is a member of a household receiving assistance under the Supplemental Nutrition Assistance Program (formerly known as food stamps) or the Temporary Assistance for Needy Families (TANF) program, he or she is automatically eligible when your case number is listed on the Income Eligibility Application.
	Household size
	Yearly

	1
	$21,775

	2
	$29,471

	3
	$37,167

	4
	$44,863

	5
	$52,559

	6
	$60,255

	7
	$67,951

	8
	$75,647

	Each additional person:
	$  7,696


Please help us comply with the requirements of the SFSP by completing the attached Meal Benefit Income Eligibility Form.  To be considered eligible for free and reduced-price meals based on income, an application must contain complete documentation of eligibility information including total current household income, names of all household members, the social security numbers of the household member who signs the application, and the date and signature of the adult household member who completed the application.  The information will be kept confidential and only available to staff directly connected with administering the SFSP.
If a child is a foster child or a member of a SNAP or FDPIR household or is a TANF recipient, the child is automatically eligible to receive free Program meal benefits, subject to the completion of this application.  Family members who become unemployed are eligible for free or reduced-price meals during the period of unemployment; provided that the loss of income causes the family income during the period of unemployment to be eligible for those meals.
Privacy Act Statement (This explains how we will use the information you give us): The Richard B. Russell National School Lunch Act requires the information on this application. You do not have to provide 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.

Civil Rights Statement: In accordance with Federal civil rights law and U.S. Department of Agriculture (USDA) civil rights regulations and policies, the USDA, its Agencies, offices, and employees, and institutions participating in or administering USDA programs are prohibited from discriminating based on race, color, national origin, sex, disability, age, or reprisal or retaliation for prior civil rights activity in any program or activity conducted or funded by USDA.
Persons with disabilities who require alternative means of communication for program information (e.g. Braille, large print, audiotape, American Sign Language, etc.), should contact the Agency (State or local) where they applied for benefits.  Individuals who are deaf, hard of hearing or have speech disabilities may contact USDA through the Federal Relay Service at (800) 877-8339.  Additionally, program information may be made available in languages other than English.
To file a program complaint of discrimination, complete the USDA Program Discrimination Complaint Form, (AD-3027) found online at: http://www.ascr.usda.gov/complaint_filing_cust.html, and at any USDA office, or write a letter addressed to USDA and provide in the letter all of the information requested in the form. To request a copy of the complaint form, call (866) 632-9992. Submit your completed form or letter to USDA by: mail: U.S. Department of Agriculture Office of the Assistant Secretary for Civil Rights, 1400 Independence Avenue, SW, Washington, D.C. 20250-9410; fax: (202) 690-7442; or email: program.intake@usda.gov.  This institution is an equal opportunity provider.
PLEASE COMPLETE THE REVERSE SIDE OF THIS FORM
	Part 1.  All Household Members (including enrolled children): Request additional sheets if necessary.

	Names of all household members (First, Middle Initial, Last)
	DATE OF

BIRTH

(MM/DD/YY)
	Check if a foster child (the legal responsibility of a welfare agency or court). If all children Listed below are foster children, skip to Part 4 to sign this form.
	Check if
NO income

	Adult Household Member #1:
	
	
	

	Adult Household Member #2:
	
	
	

	Adult Household Member #3:
	
	
	

	Child #1:
	
	
	

	Child #2:
	
	
	

	Child #3:
	
	
	

	Child #4:
	
	
	

	Part 2.  Benefits:  If any member of your household receives SNAP, FDPIR, or TANF, provide the name and case number for the person who receives benefits and skip to part 4.  If no one receives these benefits, skip to part 3. 

name:_____________________________________________________________  Case number: ____ ____ ____ ____ ____ ____ ____ ____


 Part 

	3.  Total Household Gross Income (income before any deductions) You must tell us how much and how often:

	A.  Name  (List only household members with income) 
	B. Gross income and how often it is received: identify weekly, every other week, monthly, yearly…

	
	1. Earnings from work before deductions
	2. Welfare, child support, alimony
	3. Pensions, retirement, Social Security, SSI, VA benefits
	4. All Other Income

	
	how much/how often
	how much/how often
	how much/how often
	how much/how often

	
	$______/________
	$______/________
	$______/________
	$______/_______

	
	$______/________
	$______/________
	$______/________
	$______/_______

	
	$______/________
	$______/________
	$______/________
	$______/_______

	
	$______/________
	$______/________
	$______/________
	$______/_______

	
	$______/________
	$______/________
	$______/________
	$______/_______

	Part 4. Signature and last four digits of Social Security Number:  An adult household member must sign this form. If Part 3 is completed, the adult signing the form must also list the last four digits of his or her Social Security Number or write the word None if the signer doesn’t have a Social Security Number. (See Privacy Act Statement on the back of this page.)

I certify that all information on this form is true and that all income is reported. I understand that the center will get Federal funds based on the information I give. I understand that SFSP officials may verify the information. I understand that if I purposely give false information, the participant receiving meals may lose the meal benefits, and I may be prosecuted.

Sign here: __________________________________________  Print name: ___________________________________  Date: ________________
Address: ___________________________________________  Phone Number: _______________________ 

City:_______________________________________________  State: __________________        Zip Code:  ________________

Last four digits of Social Security Number:  _*  _*  _*  - _*   _*  - _____ _____ _____ _____    If no SSN, write the word “NONE” _________________

	  Part 5.  If any child you are applying for is homeless, migrant, or a runaway check the appropriate box and call your school , homeless liaison, or migrant  

               coordinator                   Homeless (                      Migrant (                        Runaway(  

	Part 6. Participant’s ethnic and racial identities (optional):

	Mark one ethnic identity:
	Mark one or more racial identities:

	( Hispanic or Latino

( Not Hispanic or Latino


	(Asian                     



( American Indian or Alaska Native 
(White                       
 


( Native Hawaiian or Other Pacific Islander 
( Black or African American

	Don’t fill out this part. This is for official use only:

	Annual Income Conversion: Weekly x 52, Every 2 Weeks x 26, Twice A Month x 24, Monthly x 12

Total Income: _________________ Per: ( Week, ( Every 2 Weeks, ( Twice A Month, ( Month, ( Year       Household size: _________

Categorical/Income Eligibility:    Free________  Reduced________  Paid________       


Foster Child Eligibility:  Free________
Determining Official’s Signature: _______________________________________________________________ Date: ______________

Confirming Official’s Signature: ________________________________________________________________ Date: ______________


This institution is an equal opportunity provider.


