INSTRUCTIONS FOR APPLYING

A household member is any child or adult living with you.

IF YOUR HOUSEHOLD RECEIVES BENEFITS FROM THE SUPPLEMENTAL NUTRITION ASSISTANCE PROGRAM
(SNAP) OR OHIO WORKS FIRST (OWF), FOLLOW THESE INSTRUCTIONS:

Part 1: List all household members and the school name and grade level for each child.

Part 2. List the 7-digit case number for any household member (including adults) receiving SNAP or OWF benefits.

Part 3: Skip this part.

Part 4: Skip this part.

Part 5: Sign the form. The last four digits of a Social Security Number are not necessary.

Part 6: We are required to ask for information about your children’s race and ethnicity. This infermation is important and helps to make
sure we are fully serving our community. Responding to this section is optional and does not affect your children’s eligibility for free or
reduced-price meals.

iF NO ONE IN YOUR HOUSEHOLD RECEIVES SNAP OR OWF BENEFITS AND {F ANY CHILD IN YOUR HOUSEHOLD

IS HOMELESS, MIGRANT OR RUNAWAY, FOLLOW THESE INSTRUCTIONS:

Part 1. List all household members and the school name and schoot grade level for each child,

Part 2: Skip this part.

Part 3: If any child you are applying for is homeless, migrant, or a runaway, check the appropriate box and Mrs. Susan Potvin at
spotvin@myjecs.org or 740-275-4326 Ext 205. If not, skip this part.

Part 4. Complete only if a child in your household is not eligible under Part 3. See Insiruction for all other households.

Part 6: Sign the form. The |ast four digits of a Social Security Number are not necessary if you did not need to complete in part 4.

Part 6: We are required to ask for information about your children’s race and ethnicity. This information is important and helps to make

sure we are fully serving our community. Responding to this section is optional and does not affect your children's eligibility for free or

reduced-price meals.

IF YOU ARE AFPLYING FOR A FOSTER CHILD, FOLLOW THESE INSTRUCTIONS:
If alf children in the household are foster children:

Part 1: List all foster children and the school name and grade level for each child. Check the box indicating the child is a foster child.
Part 2: Skip this part.

Part 3: Skip this pait.

Part 4: Skip this part.

Part 5: Sign the form. The last four digits of a Social Security Number are not necessary.

Part 6: We are required to ask for information about your children's race and ethnicity. This information is important and helps to make
sure we are fully serving our community. Responding to this section is optional and does not affect your children’s eligibility for free or
reduced-price meals,

If some children in the household are foster children:

Part 1: List all household members and the name of school and grade level for each child. For any person, including children, with no
income, you must check the "No Income” box. Check the box if the child is a foster child.

Part 2: If the household does not have a 7-digit SNAP or OWF case number, skip this part.

Part 3: If any child you are applying for is homeless, migrant, or a runaway check the appropriate box and call Mrs. Susan Potvin at

spotvin@myjccs.org or 740-275-4326 Ext 205. If not, skip this part.
Part 4: Follow these instructions to report total household income from this month or last month.
« Box1-Name: List all household members with income.
¢ Box 2 -Gross Income and how often it was received: For each household member, list each type of income received for the

month. Check the appropriate bex to note how often the person receives the income - weekly, every other week, twice a month,
or monthly. For earnings, list the gross income - not the take-home pay. Gross income is the amount earned before taxes and
other deductions and can be found on your pay stubs. For other income, list the amount and check the box to note how often
each person received assistance from welfare, child support, alimony, pensions, retirement, Social Security, Supplemental
Security Income (SSI), Veteran's benefils (VA benefits), and disability benefits. Under All Other Income, list Worker's
Compensation, unemployment or strike benefits, regular contributions from people who do not live in your household and any
other income. Do not include income from SNAP, FDPIR, WIC, federal education benefits and foster payments received by the
family from the placing agency. For ONLY the self-employed, report income after expenses under Farnings from Work. This is
for your business, farm, or rental property. If you are in the Military Privatized Housing Initiative or receive combat pay, do not
include these allowances as income.

Part 5. Adult househeld member must sign the form and list the last four digits of their Social Security Number (or mark the box if he or

she doesn't have one).

Part 6: We are required to ask for information about your children's race and ethnicity. This information is important and helps to make

sure we are fully serving our community. Responding to this section is optional and does not affect your children's eligibility for free or

reduced-price meals,




ALL OTHER HOUSEHOLDS (INCLUDING WIC HOUSEHOLDS) FOLLOW THESE INSTRUCTIONS:

Part 1: List all household members and the school name and grade level for each child. For any person, including children, with no
income, you must check the “No Income Box”.
Part 2: If the household does not have a SNAP or OWF 7-digit case number, skip this part.
Part 3: If any child you are applying for is homeless, migrant, or a runaway check the appropriate box and call Mrs, Susan Potvin at
spotvin@myjccs.org or 740-275-4326 Ext 205). i not, skip this part.
Part 4: Follow these instructions to report total household income from this month or last month.
e Box 1- Name: List all household members with income.
s Box 2 -Gross Income and how often it was received: For each househald member, list each type of income received for the

month. Check the box to note how often the person receives the income—weekly, every other week, twice a month, or monthly.
For earnings, be sure to list the gross income - not the take-home pay. Gross income is the amount earned before taxes and
other deductions and can be found on pay siubs. For other income, list the amount and check the box to nole how often each
person received assistance from welfare, child support, alimony, pensions, retirement, Social Security, Supplemental Security
Income (881}, Veteran's benefits (VA benefits), and disahility benefits. Under Al Other Income, list Worker's Compensation,
unemployment or strike benefits, regular contributions from people who do not live in your household and any other income. Do
not include income from SNAP, FDPIR, WIC, federal education benefils and foster payments received by the family from the
placing agency. For ONLY the self-employed, report income after expenses under Eamings from Work. This is for your
business, farm, or rental property. If you are in the Military Privatized Housing [nitiative or receive combat pay, do not include
these allowances as income,

Part 5: An adult household member must sign the form and list the last four digits of their Social Security Number (or mark the box if he
or she doesn't have one).

Part 6: We are required fo ask for information about your children’s race and ethnicity. This information is important and helps to make

sure we are fully serving our community. Responding to this section is optional and does not affect your children’s eligibility for free or

reduced-price meals.




2025-2026 FREE AND REDUCED-PRICE SCHOOL MEALS APPLICATION
Part 1. ALL HOUSEHOLD MEMBERS
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Part 2. BENEFITS: If any member of your household receives SNAP or OWF benefits, provide the name and 7-digit case number for
the person who receives benefits and skip to Part 5. If no one receives these benefits, skip to Part 3.

NAME: 7-DHGIT CASE NUMBER:

Part 3. If any child you are applying for is homeless, migrant, or a runaway check the appropriate box and call Mrs. Susan
Potvin at spotvin@myjccs.org or 740-275-4326 Ext 205.

Homeless [] Migrant [_] Runaway []

Part 4. TOTAL HOUSEHOLD GROSS INCOME (before deductions). List alf income on the same Iine as the person who receives it.
Check the box for how often it is received. Record each income only once.

2. GROSS INCOME AND HOW OFTEN IT WAS RECEIVED
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Part 5. SIGNATURE AND LAST FOUR DIGITS OF SOCIAL SECURITY NUMBER (ADULT MUST SIGN)

An adult househald member must sign the application. If Part 4 is completed, the adult signing the form must also list the last
four digits of his or her Social Security Number or mark the “l do not have a Social Security Number” box. (See Privacy Act
Statement on the back of this page.)

! certify (promise) that all information on this appiication is true and that all income is reported. [ understand that the school will receive federal
funds based on the information I give. | understand that school officials may verify (check} the information. | understand that deliberate
misrepresentation of the information may cause my chiidren to lose meal benefits and | may be subject to prosecution under stafe and federal

statutes.

Sign here: X Print name: Date:
Address: Phone Number:
Last four digits of your Social Security Number: __ 11 do not have a Social Security Number

Part 6. Children’s ethnic and racial identities. We are required to ask for information about your children’s race and ethnicity. This
information is important and helps to make sure we are fully serving our community. Responding to this section is optional and does
not affect your children's eligibility for free or reduced-price meals.

Choose one ethnicity: Choose one or more {regardless of ethnicity);

[_] Hispanic/Latino [] Asian 1 American Indian or Ataska Native ] Black or African American
[] Not Hispanic/Latino [ white [ Native Hawaiian or other Pacific Islander




Do not complete this section. intended for school use only
Annual Income Conversion: Weekly x52, Every 2 Weeks x 26, Twice A Month x 24, Monthly x 12.

Total Income: Per L1 week [JEvery2Weeks [ Twice per Month 1 Monthty 1 Yearly
Household Size Categorical Eligibility: [—JFree L JReduced [IDenied Reason Denied:
Determining/Approval Official's Signature Date

Confirming Official’'s Signature Date

Follow-up Official’'s Signature Date

Verification Selection, Date Notice Sent Response Date 274 Notice Results Sent

Your children may qualify for free or reduced-price meals if your household income falls at or below
the limits on this chart.

. . . . INCOME ELIGIBILITY GUIDELINES 2025-2026
Privacy Act Statement: This explains how we will

use the information you give us. Household Ve
: arl Monthl Weekl
The Richard B. Russell National School Lunch Act requires  [SIZe Y y y
the information on this applicalion. You are not required to 1
provide information, but if information is not provided, the
state agency cannot approve your child for free or 2
reduced-price meals. You must include the last four digits
of the social security number of the adult household 3
member who signs the application. The last four digits of
the social security number is not required when you apply |4
on behalf of a foster child or you list a Supplemental
Nutrition Assistance Program (SNAP}), Ohio Works First 5 69,653 5,805 1,340
6
7
8

$28,953 $2,413 $557
39,128 3,261 753
49,303 4,109 949
59,478 4,857 1,144

(OWF) case number or other identifier for your child or

when you indicate that the adult household member 79,828 6,653 1536

signing the application does not have a social security 90,003 7,501 1,731
100,178 8,348 1,927

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 lunch and breakfast
pragrams. We may share your eligibility information with Each
education, health, and nutrition programs te help them additional 10,175 848 196
evaluate, fund, or determine benefits for their programs, Person:
auditors for program reviews, and law enforcement officials ’
fo help them look into violations of program rules.

USDA Nondiscrimination Statement

in accordance with federal civil rights law and USDA civil rights regulations and policies, the USDA, its agencies, offices,
employees, and institutions participating in or administering USDA programs are prohibited from discriminating based on
race, color, national origin, religion, sex, disability, age, marital status, family/parental status, income derived from a public
assistance program, political beliefs, or reprisal or retaliation for prior civil rights activity, in any program or activity
conducted or funded by USDA (not all bases apply to all programs). Remedies and complaint filing deadlines vary by
program or incident.

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 state or local agency that administers the program or
contact USDA through the Telecommunications Relay Service at 711 (voice and TTY). Additionally, program information
may be made available in languages other than English.

To file a program discrimination complaint, complete the USDA Program Discrimination Complaint Form, AD-3027, found
online at How to File a Program Discrimination Complaint 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, Mait Stop 9410, Washington, D.C. 20250-9410;

2. Fax: (202) 690-7442; or

3. Email: program.intake@usda.gov.

USDA is an equal opportunily provider, employer, and lender.




SHARING INFORMATION WITH OTHER PROGRAMS

Dear Parent/Guardian;

To save you time and effort, the information you gave on your Free and Reduced-Price School Meals
Application may be shared with other programs for which your children may qualify. For the
following programs, we must have your permission to share your information. Sending in this
form will not change whether your children get free or reduced-price meals.

L1 Nol | DO NOT want information from my Free and Reduced-Price School Meals Application
shared with any of these programs.

0 Yes! | DO want school officials to share information from my Free and Reduced-Price School
Meals Application Title | Tutoring Program

U

If you checked yes to any or all boxes above, fill out the form below. Your information will be
shared only with the programs you checked.

Child's Name: School:
Child’s Name: School:
Child's Name: School:
Child's Name: School;
Signature of Parent/Guardian:; Date:

Printed Name:

Address:

For more information, you may call Mrs. Kathy Martin at 740-275-4326 Ext 206 or
kmartin@myjccs.org
Return this form to: 125 Fernwood Road, Wintersville, OH 43953 by May 4, 2026.

Do not complete this section. Intended for school use only

This form is to Certify that the Children listed above are Categorically Eligible as:

[JFree [CJReduced [Denied Reason Denied:




SHARING INFORMATION WITH MEDICAID/Healthy Start, Healthy Families

Dear Parent/Guardian:

If your children receive free or reduced-price school meals, they may also be able to get free or low-
cost health insurance through Medicaid or the State of Ohio Healthy Start, Healthy Families Program.
Children with health insurance are more likely to get regular health care and are less likely to miss
school because of sickness.

Because health insurance is so important to children’s well-being, the law allows us to tell Medicaid
and Healthy Start, Healthy Families that your children are eligible for free or reduced-price
meals, unless you tell us not to. Medicaid and Healthy Start, Healthy Families only use the
information to identify children who may be eligible for their programs. Program officials may contact
you to offer to enroll your children. Filling out the Free and Reduced-Price School Meals Application
does not automatically enroll your children in health insurance.

If you do not want us to share your information with Medicaid or Healthy Start, Healthy Families, fill
out the form below and send in (Sending in this form will not change whether your children get free or
reduced-price meals).

(1 No!1 DO NOT want information from my Free and Reduced-Price School Meals Application
shared with Medicaid or the Healthy Start, Healthy Families.

If you checked no, fill out the form below.

Child's Name: School:

Child's Name: School:

Child's Name: School:

Child's Name: Schoot:

Signature of Parent/Guardian: Date:
Printed Name: Address:

For more information, you may call Mrs. Kathy Martin at 740-275-4326 Ext 206.

Return this form to: 125 Fernwood Road, Wintersville, OH 43953 by May 4, 2026.

Do not complete this section. Intended for school use only

This form is to Certify that the Children listed above are Categorically Eligible as:

CFree [ TReduced [ Denied Reascn Denied:

Determining/Approval Official’'s Signature Date:




Does your child qualify for the School Meals Program?
| If's0, your family may qualify for free health coverage! '

Healthy Start & Healthy Families
Healthy Start offers free heatth care coverage
forkids (birth to age!9) and pregnant women.

Hedlthy Farnilies oﬁ’e s free health ¢are coverage forthe
entire fam%iy parents AND kids.

Healthy Start' & Healthy Families Covers:

Doctor Visits Prescriptions

Haspital Care Vision Services

Imimunizations Demal Care

Substance Ablse . Mental Health
- And Much Morel

For more information or an application, call:
1-800-324-8680 (a free calll
TOD 1-800-202-3572
Monday - Fritlay 7 amto 8 pm
Saturday - ‘i:mda; 12 pm 105 pm
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