APPLICATION FOR EREE MILK/MEAL AND REDUCED-PRICE MEALS—Complete One Application Per Household Per Schook District, Instructions on back.

1. _All Household Members (Aftach another sheet of paper if necessary.)

NAMES OF ALL HOUSEHOLD MEMBERS orsudmony o sumtonty | AP OR TANF CASE NUMBER QNLY SiialoPat | ghoot i
First, Middle Initial, Last Grade TANF must be provided below, If you recelve Medicaid and were Fostar

not dirctly cerliled for froe maals, you MUST apply basad on Chilg*

household size and Incoma.

L]

L
|

* A foster child is the legal responslblity of a welfare agency er court.

2. Homeless, Migrant, Runaway, or Head Start (Categorically eligible)
[ ] Homeless  [] Migrant [ ] Runaway | ] Head Start

Signatire of Your School Homaiess Lialson, Mgrant Goordinalor, or Head Starl Divector Date

3. Total 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 ftwice a menth; $100/every other week; $100/week)
NAMES
A, LL SEHOLD MEMBERS B.  Eamnings From Work C. Welfare, Child D. Pensions, Retlrement, E. Worker's Comp., Unemploy-
LISTA R,?I.Ll: INCOME) R (Before Deductions) Support, Alimony Sotlal Security ment, SSI, eto. (r""l')C"her income}
Amolint How often? Amount How often? Amount How often? Amaunt How often?
i § 5 $ $
i $ $ $ $
1] § § $ §
iv. $ $ $ $
v, 5 $ 3 $

4. Signature and Social Security Number (Adult must sign)

An aldultthho%lsehold nger!nbel_r ﬂ%stlsigtnfthe c:—i\pptlicaflig_n. i ﬁan 3g riomple.ttad, thebadult XXX XX . [_] 1do not have a social
signing the form must also list the last four digits of his or her social securily number or -~ g, i Sdourity Number security humber.
m%rk t%e I do not have a social security number box. d Soclal Securlty Number rty humber

Jcertify (promise) allinformation on this application is frue and altincome is reported. understand the school will get Federal funds based on the information f give. lunderstand school
offlcials may verify (check) the information. | understand if | purposely give false information, my ehildren may lose meal benefits and | may be prosecuted,

Date Printod Name of Aduft Household Member Signature of Aduit Household Member

5. Contact Information (Optional)

Work Telephone Number (Include Area Cods) Home Telephone Number (include Area Code} Home Address (Number, Strest, Cify, State, Zip Code}

6. Children’s Racial and Ethnic Identities {Optional)

Mark one ethnic idenfity: Mark one or more racial identities:
[1 Hispanic/Latino [ Asian [[] Black ar African Amerlcan [ Native Hawaiian or Cther Pacific Islander
[0 Not Hispanic/Lalino O White 1 American Indian or Alaska Native

INITIAL DETERMINATION

TOTAL Every 2 Twice a NUMBER IN CHANGE IN
INCOME $ Par: ] Week [[] Weoeks [ wtonth [ Moenth O Year HOUSEHOLD: STATUS: Date

LEAs must annualize income only when multiple incomes, at varying frequencles, are reported.
Annual Income Conversion Weekly X 52 Every 2 Weeks X 26 Twlce @ Month X 24 Once a Month X 12

[ Free based on: 1 Reduced based on: [ 1Denied—Reason:
[Z] homeless [ SNAP or TANF 1 household’s income O Income too high
[} migrant 3 foster child O Incomplete application
3 runaway [ household's income ] Non-qualifying SNAP/TANF
[ Head Start Date Withdrawn:
Signature of Determining Officlal Date:
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