
. 

Date Withdrawn_________________________         6/17 

 

Child Care Consultants, Inc.  CCIS York County  29 North Duke Street York, PA  17401  (717) 854-CARE or (800) 864-4925 

 

The U.S. Department of Agriculture prohibits discrimination against its customers, employees, and applicants for employment on the bases of race, color, national origin, age, disability, sex gender identity, religion, reprisal, and where applicable, political 
beliefs, marital status, familial or parental status, sexual orientation, or all of part of an individual’s income is derived from any public assistance program, or protected genetic information in employment or in any program or activity conducted or funded by 

the Department. (Not all prohibited bases will apply to all programs and/or employment activities). 
If you wish to file a Civil Rights program complaint of discrimination, complete the USDA Program Discrimination Complaint Form, found online at http://www.ascr.usda.gov/complaint_filing_cust.html, or at any USDA office, or call (866) 632-9992 to 
request the form. You may also write a letter containing all of the information requested in the form. Send your completed complaint form or letter to us by mail at U.S. Department of Agriculture, Director, Office of Adjudication, 1400 Independence 

Avenue, S.W., Washington, D.C. 20250-9410, by fax (202) 690-7442 or 
email at program.intake@usda.gov. 

Individuals who are deaf, hard of hearing or have speech disabilities may contact USDA through the Federal Relay Service at (800) 877-8339; (800) 845-6136 (Spanish). 
USDA is an equal opportunity provider and employer 

 

Enrollment Form  

Child and Adult Care Food Program 
  

Child’s Name _________                            __________       Birth Date ___________________ 

Address _____________________________________       Is this child related to the provider?         

____________________________________________         No   Yes If yes, how? _______________ 
 

Normal Hours of Care (write in times)                                    Enrollment Date:  __________________                                                                                                         
    

 Monday Tuesday Wednesday Thursday Friday Saturday Sunday 

Start:        

End:        

Does parent work a varied schedule?  Yes   No If yes, please explain: 
_________________________________________________________________________________ 
 

Meals to be served by the provider (Please circle) 
 

Breakfast             AM Snack Lunch PM Snack   Supper        Evening 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 Circle the meal(s): Breakfast   AM Snack   Lunch   PM Snack   Supper   Evening Snack 
 

 

If your child is an infant (0 to 12 months of age): (please check one) 
 

 I will provide the formula for my child           Name of formula*_________________________   

      
 I will supply breast milk for my child              Formula will be supplied by my child care provider 
  

An Infant Meal Waiver is required unless the provider supplies formula and solid infant foods. 
                                                                            

 

Parental Contacts: This child care facility participates in the CACFP.   In order to receive 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:  

Letter______     Phone (Home)______     Phone (Work)______     Time of day_____________ 
 
 
 

Parent/Guardian’s Name _______________________     Provider’s Name ________________   ___ 

Address ____________________________________      Address____________________________                              

City_____________________State____Zip_________    City________________________________            

Home Phone Number (______) ______________      

Work Phone Number (______) _______________                                                                                                                          
 

____________________________________________              _______________________________________ 

Parent/Guardian Signature        Date               Provider Signature                              Date    

 

 

http://www.ascr.usda.gov/complaint_filing_cust.html
mailto:program.intake@usda.gov

