CACFP Non-pricing Child and Adult Day Care Centers
The Noble Academy, Inc. announces the sponsorship of the Child and Adult Care Food
Program (CACFP). The same meals will be available at no separate charge to all participants
at each CACFP facility without regard to race, color, sex, national origin, age, disability, or
retaliation for prior civil rights activity in any program or activity conducted 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
information may be made available in languages other than English.

To file a complaint, complete the USDA Program Discrimination Complaint Form, AD-3027

found online at http://www.ascr.usda.gov/complaint_filing_cust.html, or at any USDA office or
write a letter addresses to USDA and provide in the letter all the information requested in the
form.

To request a copy of the compliant form, call (866) 632-9992. Submit you 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

Email: program.intake@usda.gov.

The center will receive free or reduced-price meal reimbursement based on the following income
scales effective from July 1, 2018 to June 30, 2019.

Family Size Eligibility Scale for Reduced Price Meals

$22.459
$30,451
$38.433
$46,435
$54,427
$62,419
$70,411
$78,403
Each additional person: $7,992

== BR o) R R e

Meals will be provided at this center: The Noble Academy, Inc.

5000 Ridgedale Pkwy

North Chesterfield, VA 23234
For further information please contact: William D. Noble Jr at (804) 275 — 5683

You may also contact the Virginia CACFP State Agency at the Virginia Department of Health Division of
Community Nutrition for more information by calling: 1-877-618-7282 or emailing
CACFP@vdh.virginia.gov.




Virginia CACFP Annual CACFP Enrollment Form (Child)
CENTER/PROVIDER COMPLETE THIS SECTION

Center/Provider Name

VA _

State Zip Code

This institution participates in the Child and Adult Care Food Program (CACFP) and receives reimbursement to provide nutritious meals for children.
Federal CACFP regulations require all parents/guardians to complete and sign a separate annual Enroliment Form per child when enroliing their

child(ren) with this provider, and every 12 months thereafter. The parent or guardian must complete and ensure accuracy of Sections 1 through 5

Street Address City

below.
Thisformisrequiredfor: | This formis NOT required for:
Child Care Centers, Family Day Care Homes, N . E Shel
Licensed Outside School Hours Care Centers s SFChagLbaniom, Sreresncy heters
FULLNAMEOFENROLLED ' - P I ' = e
.......... DAY EEK | -
CHILD (Include Birth S OF WEEKIN TiMES cmwwonmuv A1TENDS CARE DURING THE WEEK | it
ATI'ENDANCE RECEIVED |
Date/ABe) ....... ; s i ke
SPORADIC SCHEDULE
0O Monday DEN Lo [no set schedule of days) | [J Breakfast
Child’s First Name O Tuesday O AM Snack
O Wednesday O Lunch
Child’s Last Name O Thursday O pPMm Snack
O Friday NOTES: OSupper
Date of Birth {m/d/yy) Osaturday O EV Snack
[ Sunday
Age

Parent]Guardian S;gnature and Date.

infonnatim contained on this form is true and corfect. i

Printed Name Signature

Street Address City, State, Zip Code

Phone Number

WORK/CELL (circle one)

g civil rights regulations and policies, the USDA, its Agencies, offices,
and employees, and institutions participating in or administering USDA programs are prohtblted from discriminating based on race, color, national origin, sex, disability, age, or reprisal or
retaliation for prior civil rights activity in any pragram 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 @ 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:
(1) mail: U.S. Department of Agriculture

Office of the Assistant Secretary for Civil Rights

1400 Independence Avenue, SW

Washington, D.C. 20250-9410;
(2) fax: (202) 690-7442; or
(3) email: program.intake@usda.gov.
[This institution Is an equal opportunity provider.

Child Care Representative Use Only =~
Effective Date of This Enrollment Form:

The eﬂ‘ectwe date may be
retroactive to the first day the child
participates in the CACFP as long as
it occurs in the same month this form
is received.

(m/d/yy)
Effective Withdrawal Date of This Enrollment Form:

(m/dlyy)

Printed Name of Center Representative

This form is effective for 12 months from the
date of parent signature.

Signature of Center Representative

Revised July 2017; Previous Versions Obsolete




VIRGINIA CACFP MEAL BENEFIT INCOME ELIGIBILITY FORM FOR CHILD CARE CENTERS and FAMILY DAY HOMES

A nucehold Membe
NAMES OF ALL HOUSEHOLD MEMBERS _ [Adultsand Children] | FOSTERCHILD_ _ SNAP, TANFor FDPIR CASE #
ent Tl R T Ch:lgc if c:i.zi:fin Skii::t:ra?hﬁ;‘;:: se Skip to Pan 6 if you list a SNAP, TANF or FDPIR case number.
income care . SNAP and TANF MUST BE NINE (9) DIGITS
S O O
2 O ]
3 O O
4 O O
5 O O
6 O O
4 e ¢ & ¢
D s D Migrant O Runaway If any child you are applying for is homeless, migrant, or a runaway, check the

appropriate box and call your School Homeless Liaison, Migrant Coordinator.

An adult household member must sign the application. If Part5
is completed or if zero income is listed, the adult signing the form
must also list the last four digits of his or her social security
number or mark the / do not have a social security number box.

b = Warker’s Comp, .

(LIST ALL HOUSEHOLD O Yuors dihih 2 Unemplayment sl etc.

Msma‘..r-x.s.w'ru INCOME) m“m Hwafm? Amwm i ..:mm Howoﬂm?
i S $ $ $
i s $ S $
iii 5 S $ $
iv. $ 5 $ $
v. 5 S $ $

XX X=X X-=

Social Security Number

| do not have a social security
O
number.

meals may lose the meal benefits, and | may be prosecuted.

| certify that all information on this form is true and that all income is reported. | understand that the center or day care home will get Federal funds based on the
information | give. | understand that CACFP officials may verify the information. | understand that if | purposely give false information, the participant receiving

Date Printed Name of Adult Household Member

Signature of Adult Household Member

Work Telephone Number (Include
Area Code)

P

D No, | do not want my information from this

application shared with the FAMIS. Date:

SECTION A Annual Income Conversion: Weekly X 52

Home Telephone Number (Include Area Code)

May we share your information on this application with the FAMIS , the complete health insurance program for every child in Virginia? If yes, do not sign below.

Sign here:

' CHILD CARE REPRESENTATIVE USE ONLY — ELIGIBILITY DETERMINATION — COMPLETE SECTIONS A and B BELOW

Every 2 Weeks X 26  Twice a Month X24 Once a Month X 12

Home Address (Number, Street, City, State, Zip Code)

Convert income only if
different frequencies of
pay are reported.

TOTAL INCOME Per O Week O Every 2

s Wk O Twice a Month

O Month

0O Year

NUMBER IN HOUSEHOLD:

D FREE based on:

O REDUCED based

" L] DENIED reason:

D mlgrant EI SNAP or TANF
O household income

O foster child =
O homeless O runaway

O household income

CI income too hlgh

O incomplete application
O non-qualifying SNAP/TANF

Signature of Determining Official:

Date:




PRIVACY ACT STATEMENT: The Richard B. Russell National School Lunch Act requires the information on this application. You do not have to give the information,
but if you do not, we cannot approve your child for free or reduced-price meals. You must include the last four digits of your 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 or other FDPIR identifier for your child 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 your child is eligible for free or reduced-price meals, and for administration and enforcement of the Child and
Adult Care Food Program. We MAY share your eligibility information with education, health, and nutrition programs to help them evaluate, fund, or determine
benefits for their programs, auditors for program reviews, and law enforcement officials to help them look into violations of program rules.

NON-DISCRIMINATION 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,
atc.), 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:
Ihttp://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:

(1) mail: U.S. Department of Agriculture

Office of the Assistant Secretary for Civil Rights

1400 Independence Avenue, SW

Washington, D.C. 20250-9410;

(2) fax: (202) 690-7442; or

(3) email: program.intake@usda.gov.

This institution is an equal opportunity provider. Revised July 2017; Previous Versions Obsolete




COMMONWEALTH OF VIRGINIA
SCHOOL ENTRANCE HEALTH FORM
Health Information Form/Comprehensive Physical Examination Report/Certification of Immunization

Part I - HEALTH INFORMATION FORM

State law (Ref. Code of Virginia § 22.1-270) requires that your child is immunized and receives a comprehensive physical examination before entering public
kindergarten or elementary school. The parent or guardian completes this page (Part I) of the form. The Medical Provider completes Part Il and Part 11 of the
form. This form must be completed no longer than one year before your child’s entry into school.

Name of School: Current Grade:
Student’s Name:
Last First Middle
Student’s Date of Birth: / / Sex: State or Country of Birth: Main Language Spoken:
Student’s Address: City: State: Zip:
Name of Mother or Legal Guardian: Phone: - - Work or Cell: - -
Name of Father or Legal Guardian: Phone: - - Work or Cell: - -
Emergency Contact: Phone: - - Work or Cell: - -
Condition Yes Comments Condition Yes Comments
Allergies (food, insects, drugs, latex) Diabetes
Allergies (seasonal) Head or spinal injury
Asthma or breathing problems Hearing problems or deafness
Attention-Deficit/Hyperactivity Disorder Heart problems
Behavioral problems Hospitalizations
Developmental problems Lead poisoning
Bladder problem Muscle problems
Bleeding problem Seizures
Bowel problem Sickle Ceil Disease (not trait)
Cerebral Palsy Speech problems
Cystic fibrosis Surgery
Dental problems Vision problems

Describe any other important health-related information about your child (for example, feeding tube, oxygen support, hearing aid, etc.):

List all prescription, over-the-counter, and herbal medications your child takes regularly:

Check here if you want to discuss confidential information with the school nurse or other school authority. __ Yes No

Please provide the following information:

Name Phone Date of Last Appointment
Pediatrician/primary care provider
Specialist
Dentist
Case Worker (if applicable)
Child’s Health Insurance: None FAMIS Plus (Medicaid) FAMIS Private/Commercial/Emplover sponsored
I, (do ) {do not } autherize my child’s health care provider and designated provider of health care in the

school setting to discuss my child’s health concerns and/or exchange information pertaining to this form. This authorization will be in place until or unless you
withdraw it. You may withdraw your authorization at any time by contacting your child’s school. When information is released from your child's record,
documentation of the disclosure is maintained in your child’s health or scholastic record.

Signature of Parent or Legal Guardian: Date: / /
Signature of person completing this form: Date: / /
Signature of Interpreter: Date; / /

MCH 213 F revised 4/07 1




10 be completed by Health Froviaer |

COMMONWEALTH OF VIRGINIA
SCHOOL ENTRANCE HEALTH FORM

Part 11 - Certification of Immunization

Section I
To be completed by a physician, registered nurse, or health department official.
See Section II for conditional enrollment and exemptions.

(A copy of the immunization record signed or stamped by a physician or designee indicating the dates of administration
including month, day, and year of the required vaccines shall be acceptable in lieu of recording these dates on this form as
long as the record is attached to this form.)

Only vaccines marked with an asterisk are currently required for school entry. Form must be signed and dated by the
Medical Provider or Health Department Official in the appropriate box.

Student’s Name: Date of Birth: |
Last First Middle Mo. Day Yr.
IMMUNIZATION RECORD COMPLETE DATES (month, day, year) OF VACCINE DOSES GIVEN

*Diphtheria, Tetanus, Pertussis (DTP, DTaP) 1 2 3 4 5

*Diphtheria, Tetanus (DT) or Td (given after 7 | 1 2 3 4 5

vears of age)

*Tdap booster (6" grade entry) 1

*Poliomyelitis (IPV, OPV) 1 2 3 4

*Haemophilus influenzae Type b 1 2 3 4

(Hib conjugate)

*only for children <60 months of age

*Pneumococcal (PCV conjugate) 1 2 3 4

*only for children <2 years of age

Measles, Mumps, Rubella (MMR vaccine) 1 2

*Measles (Rubeola) 1 2 Serological Confirmation of Measles Immunity:

*Rubella 1 Serological Confirmation of Rubella Immunity:

*Mumps 1 2

*Hepatitis B Vaccine (HBV) 1 2 3

O  Merck adult formulation used
*Varicella Vaccine 1 2 Date of Varicella Disease OR Serological Confirmation of Varicella
Immunity:

Hepatitis A Vaccine 1 2

Meningococcal Vaccine 1

Human Papillomavirus Vaccine 1 2 3

Other 1 2 3 4 5

Other 1 2 3 4 5

—w

I certify that this child is ADEQUATELY OR AGE APPROPRIATELY IMMUNIZED in accordance with the MINIMUM requirements for attending school, child
care or preschool prescribed by the State Board of Health's Regulations for the Immunization of School Children (Minimum requirements are listed in Section I1I).
Signature of Medical Provider or Health Department Official: Date (Mo., Day, Yr):__ /| [

MCH 213 F revised 4/07 2
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Student’s Name: Dateof Birth: [___|___ | |

Section 11
Conditional Enrollment and Exemptions

MEDICAL EXEMPTION: As specified in the Code of Virginia § 22.1-271.2, C (ii), | certify that administration of the vaccine(s) designated below would be
detrimental to this student’s health. The vaccine(s) is (are) specifically contraindicated because (please specify):

DTP/DTaP/Tdap:[___ ], DT/Td:[___], OPV/APV:[__]: Hib:[___]; Pneum:[___]: Measles:[___|: Rubella:[___]; Mumps:[__}; HBV:[___]; Varicella:[__]
This contraindication is permanent: [__], or temporary [___] and expected to preclude immunizations until: Date (Mo., Day, ¥r.): J

Signature of Medical Provider or Health Department Official: Date (Mo., Day, Yr.):|__ | | |

RELIGIOUS EXEMPTION: The Code of Virginia allows a child an exemption from receiving immunizations required for school attendance if the student or the
student’s parent/guardian submits an affidavit to the school’s admitting official stating that the administration of immunizing agents conflicts with the student’s religious
tenets or practices. Any student entering school must submit this affidavit on a CERTIFICATE OF RELIGIOUS EXEMPTION (Form CRE-1), which may be obtained at
any local health department. school division superintendent’s office or local department of social services. Ref. Code of Virginia § 22.1-271.2, C (i).

CONDITIONAL ENROLLMENT: As specified in the Code of Virginia § 22.1-271.2, B. | certify that this child has received at least one dose of each of the vaccines
required by the State Board of Health for attending school and that this child has a plan for the completion of his/her requirements within the next 90 calendar days. Next
immunization due on

Signature of Medical Provider or Health Department Official: Date (Mo., Day, Yr.):|__| |

Section ITI
Requirements

*Minimum Immunization Requirements for Entry into School and Day Care (requirements are subject to change)

3 DTP or DTaP — at least one dose of DTaP or DTP after 4™ birthday unless received 6 doses before 4" birthday

Tdap — booster required for entry into 6" grade if at least 5 years since last tetanus-containing vaccine

3 Polio — at least one dose after 4™ birthday unless received 4 doses of all OPV or all IPV prior to 4" birthday

Hib —2-3 doses in infancy; 1 booster between 12-15 months; 1 dose between 15-60 months if unvaccinated, for children up to

60 months of age only

Pneumococcal — 2-4 doses, depending on age at 1* dose for children up to 2 years of age only

2 Measles — 1* dose on/after 12 months of age; 2" dose prior to entering kindergarten

1 Mumps — on/after 12 months of age

1 Rubella - on/after 12 months of age

Note: Measles, Mumps, Rubella requirements also met with 2 MMR — 1™ dose on/after 12 months of age; 2" dose prior to

entering kindergarten

O Hep B -3 doses required (2 doses if Merck adult formulation given between 11 — 15 years of age; check the indicated box in
Section [ if this formulation was used)

0 | Varicella — to susceptible children born on/after January 1, 1997; dose on/after 12 months of age

Ooo0ooo

oooo

* Additional Immunizations Required at Entry into 6™ Grade
O Tdap — booster required for entry into 6" grade if at least 5 years since last tetanus-containing vaccine

For current requirements consult the Division of Immunization web site at http://www.vdh.virginia.gov/epidemiology/immunization

Certification of Immunization 04/07

MCH 213 F revised 4/07 3
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Part Il - COMPREHENSIVE PHYSICAL EXAMINATION REPORT

A qualified licensed physician, nurse practitioner, or physician assistant must complete Part IIl. The exam must be done no longer than one year before entry
into kindergarten or elementary school (Ref. Code of Virginia § 22.1-270). Instructions for completing this form can be found at www.vahealth.org/schoolhealth

Student’s Name: Date of Birth: / / Sex: OM OF

Physical Examination
s / Vi . .

- Dat.e of Assesment / | = Within normal 2= Abnormal finding 3 = Referred for evaluation or treatment
E Weight: Ibs. Height: fi. in. o2 3 1 2 3 2 3
§ Body Mass [ndex (BMI): BP HEENT 5§ & b Newslegesl © 5 & Sén B OB
@ O Age/ gender appropriate history completed .
-« ) ) Lungs 0 o o Abdomen 0O o o Gental o o o
= O Anticipatory guidance provided
= . ) . Heart o o o Extremities o p o Udnay o o o
g TB Risk Assessment: O No Risk O Positive/Referred
= Mantoux results: mm

EPSDT Screens Required for Head Start — include specific results and date:

Blood Lead: Het/Hgb

Assessed for: Assessment Method: Within normal Concern identified: Referred for Evaluation
= Emotional/Social
E z Problem Solving
g' é Language/Communication
£ | Fine Motor SKills
=]

Gross Motor Skills

O Screened at 20dB: Indicate Pass (P) or Refer (R) in each box,
e o 1000 2000 4000 o Referred to Audiologist/ENT O Unable to test — needs rescreen
- W
E g R O Permanent Hearing Loss Previously identified: _ Left __ Right

@

= L O Hearing aid or other assistive device

Q Screened by OAE (Otoacoustic Emissions); 0 Pass 0 Refer

O With Corrective Lenses (check if yes)
= o| | Stereopsis U Pass g Fail 4 Not tested — = | O Problem Identified: Referred for treatment
S | | Distance Both R L Test used: S o
g 5 20/ 307 20/ $ 5 | 9 NoProblem: Referred for prevention

a
@ @ O No Referral: Already receiving dental care
0 Pass  Referred to eye doctor O Unable to test — needs rescreen

Summary of Findings (check one):
o Well child; no conditions identified of concern to school program activities
o Conditions identified that are important to schooling or physical activity (complete sections below and/or explain here):

_Allergy 0 food; 0 insect: 0 medicine: O other;
Type of allergic reaction: O anaphylaxis O local reaction  Response required: 0 none O epipen O other:

___Individualized Health Care Plan needed (e.g.. asthma, diabetes, seizure disorder, severe allergy, etc)

__ Restricted Activity Specify:

Intervention Personnel

___Developmental Evaluation 0 Has IEP O Further evaluation needed for:

___Medication. Child takes medicine for specific health condition(s). 0 Medication must be given and/or available at school.

___ Special Diet  Specify:

__ Special Needs Specify:

Recommendations to (Pre) School , Child Care, or Early

Other Comments:

Health Care Professional’s Certification (Write legibly or stamp):

Name : Signature: Date: / /
Practice/Clinic Name: Address:
Phone: - - Fax: - - Email:

MCH 213 F revised 4/07



