
Child and Adult Care Food Program 
Child Enrollment Form 

 
  
Enrollment Date:    
   
Child ______________________________________ Parent/Guardian  ___________________________  
Address ______________________________________ Address ____________________________________ 

______________________________________  ____________________________________ 
Birth date ____________________    Telephone (home)___________(work)____________ 
Relationship to provider:   ____None       ____Grandchild           ___Nephew/Niece           ____Own 
 
Sponsoring Organization ________________________ Provider/Home 
_______________________________  
Address _______________________________________ Address ____________________________________ 

_______________________________________  ____________________________________ 
 
 
Normal Hours of Care (write in times)* 

Monday Tuesday Wednesday Thursday Friday Saturday Sunday 
Start: 
End: 

Start: 
End: 

Start: 
End: 

Start: 
End: 

Start: 
End: 

Start: 
End: 

Start: 
End: 

* If more than 8 hours of care per day, please attach an explanation to this form. 
 
Daily Expected Meal Service Participation (please check box) 

Breakfast AM Snack Lunch PM Snack Supper Eve Snack 
      
 
Is this child of school age?  ___Yes  ___No    If yes, will additional meals be provided when school is not in 
session?  ___Yes  ___No    If yes, please specify the meal:  ___Breakfast  ___Lunch  ___Snack  ___Supper  
 
Parental Contacts:  This child care facility participates in the Child and Adult Care Food Program.  In 
order to receive federal funds, representatives of the sponsoring organization or the State Agency may 
contact you to verify your child’s participation.  Please indicate what time and method of contact you 
prefer: 
   _____Day _____Evening   _____Time 
  

_____Letter _____Telephone (home) _____Telephone (work)  
  
 
Signature _________________________________    Date _______________________ 

Parent/Guardian 
 
Signature _________________________________    Date _______________________ 

Center Administrator/Home Provider 
 
“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. (Not all prohibited bases apply to all 
programs). ” 
“ To file a complaint of discrimination, write USDA, Director, Office of Civil Rights, Room 326-W, Whitten Building, 1400 
Independence Avenue, SW, Washington, DC 20250-9410 or call (202) 720-5964 (voice and TDD).  USDA is an equal 
opportunity provider and employer.” 

 
 
 

For Sponsor Use Only 
 



Child withdrew on _______________________________________________________ 
Lehigh Valley Childcare, Inc. 

CHILD AND ADULT CARE FOOD PROGRAM 
ENROLLMENT SUPPLEMENT FOR INFANTS 

 
Directions:  This enrollment supplement must be completed for all infants in care at the time 

of enrollment to determine responsibility for providing infant formula as part of 
the Child and Adult Care Food Program (CACFP). Please have the parent sign 
and date two forms. Send one to your sponsoring organization and keep the other 
as part of the infant’s enrollment file.   

 
Infant Name: ____________________________  Date of Birth: _________________________ 
Home Site: __________________________________________________________________ 
 
PARENT CHOICE: (Please check one) 
 _______ The Home will furnish infant’s formula. 
 _______ The Parent will furnish the infant’s formula/ breast milk 
 
 _______________________________ 
 Indicate Type of Formula or Breast Milk 
 
 If the above type of formula does not meet CACFP requirements, please attach a copy of 
the physician’s medical statement recommending this type of formula. 
 
As the parent of the above-named child, I understand that I may change my decision regarding 
furnishing infant formula with proper notice. 
 
____________________________   _______________________ 
 Parent’s Signature           Date 
 
 
___________________________   _______________________ 
     Signature of Home Provider          Date 
 
*IF MORE THAN 8 HOURS OF CARE PER DAY, PLEASE CHECK ALL THAT APPLIES 
OR CHECK OTHER AND GIVE EXPLANANTION. PARENT SIGNATURE IS REQUIRED. 
 
 
_______   TRAVELING TIME TO AND FROM MY JOB REQUIRES MY CHILD TO 

NEED MORE THAN 8 HOURS OF CARE. 
 
______ OTHER (EXPLAIN) 
 
 
 _________________________________________________

_________________________________________________ 
 
Signature__________________________________       Date______________________ 
 
02/08 


