PARENT/CHILD ENROLLMENT FORM
Child and Adult Care Food Program

CYFD / P&I / FAMILY NUTRITION BUREAU (505) 827-9954

Name of Sponsoring Organization:       
Sponsor’s Telephone Number:      
Name of Provider:       
Provider Number: 
You as a Parent or Guardian are enrolling your child or children in the Child and Adult Care Food Program.  The CACFP is a federally funded program under United States Department of Agriculture (USDA). The program is intended to reimburse the day care provider for nutritious meals served to enrolled children.  Therefore, all food served to children should be supplied only by the day care provider if he/she is being reimbursed for that meal service. 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, Room 326-W, Whitten Building, 1400 Independence Avenue, SW, Washington, D.C. 20250-9410 or call (202) 720-5964 (voice and TDD). USDA is an equal opportunity provider and employer.


1. CHILD IDENTIFICATION
	CHILD’S FIRST & LAST NAME
	Ethnicity
	M

/

F
	***Child’s
Relationship to the
Provider
	D.O.B. /Age
	SOCIAL
SECURITY #
	Day Care Hours

	     
	     
	 
	     
	     
	     
	M      
Tu      
W      
Th      
F      
Sa      
Su      

	     
	     
	 
	     
	     
	     
	

	     
	     
	 
	     
	     
	     
	

	
	     
	 
	     
	     
	     
	


***Child’s relationship to the Provider (ie: grandchild, nephew, cousin etc.) if NO relationship, leave bland or write “None”
2. NAME OF PARENT (S) OR GUARDIAN

A. Mother’s Name:       FORMTEXT 

     

Home Phone #: 
       Home Address: 
       Place of Employment/Address:       FORMTEXT 

     
 
Work Phone #: 
B. Father’s Name:       FORMTEXT 

     

Home Phone #: 
       Home Address: 
       Place of Employment/Address:       FORMTEXT 

     

Work Phone #: 
3. RELATIVE or PERSON TO CONTACT IN AN EMERGENCY (Other than the Provider)
A. Name:       FORMTEXT 

     

Phone #: 
       Name:       FORMTEXT 

     

Phone #: 
B. Name of Physician:       FORMTEXT 

     

Phone #: 
       Address:       FORMTEXT 

     

Zip Code: 
C. Name of Hospital/Urgent Care:       FORMTEXT 

     

Phone #: 
       Address:       FORMTEXT 

     

Zip Code: 
D. Name of Dentist:       FORMTEXT 

     

Phone #: 
       Address:       FORMTEXT 

     

Zip Code: 
Comments: (Known allergies etc.)      

4. AUTHORIZATION

I understand that my child (children) is (are) enrolled in a family child care home.  I understand that the day care provider is monitored 4 times a year for program compliance. I also understand that I may be contacted to verify information about my child’s participation in the CACFP. I give my permission to the provider to administer medicine as prescribed by a physician or myself and to seek professional medical care in an emergency. I also agree to pay all the costs and fees contingent on any emergency medical care and/or for my child (children).
______________________________

________________________________

_____________________

    Signature of Parent or Guardian

      Signature of Day Care Provider

                Date
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White: Sponsor, Yellow: Provider; Pink Parent

