SUGGESTED SAMPLE LETTER TO ADULT/CAREGIVER
ADULT CARE CENTERS
Dear Adult Center Participant:
​​​​​​​​​​​​​​​     


 receives reimbursement through the Child and Adult Care Food Program (CACFP) for providing nutritious meals to all eligible enrolled participants.  The household incomes of our participants determine the amount of financial benefit the center will receive under the CACFP.  Please complete, sign, and return the attached Income-Eligibility Application (IEA) as soon as possible.  This information is kept confidential in our files, and is required to determine the appropriate rate of reimbursement the center will receive.

Adult participants receiving Medicaid, Supplemental Security Income (SSI), Washington Basic Food (WBF), or Food Distribution Program on Indian Reservations (FDPIR) should complete Part 2 and Part 4.  Part 2 must include the participant’s Medicaid, SSI, WBF, or FDPIR number.

If the adult participant does not receive Medicaid, SSI, WBF, or FDPIR, complete Part 3 and Part 4.  If your income is higher than the amount indicated on the chart below for your household size, you may write in “Over Income” and return the form.
INCOME-ELIGIBILITY GUIDELINES

Effective July 1, 2006–June 30, 2007

	REDUCED-PRICE

	Household Size
	Annual
	Monthly
	Weekly

	1
	$18,130
	$ 1,511
	$   349

	2
	24,420
	2,035
	470

	3
	30,710
	2,560
	591

	4
	37,000
	3,084
	712

	5
	43,290
	3,608
	833

	6
	49,580
	4,132
	954

	7
	55,870
	4,656
	1,075

	8
	62,160
	5,180
	1,196

	Each additional

household member add:
	+ 6,290
	+ 525
	+ 121


When completing Part 3, include:

1. The name of the enrolled participant, his or her spouse, and any other individual who resides with the enrolled participant and depends on the enrolled participant for economic support.  These individuals make up a household for the purposes of the CACFP.

2. The monthly income for each household member by source.

3. The social security number of the adult participant, or check the box indicating the adult participant does not have a social security number.

All forms require the signature of the adult participant or an adult household member, family member or legal guardian in Part 4.  A family member, is defined as any member of the family, regardless of whether the member is living with the participant or dependent upon the participant.

If the adult participant has been determined by a doctor to be disabled and the disability would prevent the participant from eating the regular meals at the center, we will make any substitutions prescribed by the doctor at no extra charge.  Bring to the center the doctor’s note that describes the alternative food needed and verifies special meals are needed due to the disability.  This applies to allergies as well.

In the operation of the CACFP, no person will be discriminated against because of race, color, national origin, gender, age, or disability.

Thank you for helping us provide nutritious meals.  If you have any questions, please contact the adult care center.

___________________________________
Signature of Center Representative
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