SFSP Household Letter
For Camps/Closed Enrolled/Conditional Non-Congregate Sites

Special Day Camp Programs/Camp Chabad
Dear Parent/Guardian,

Camp Chabad serves nutritious meals to children enrolled in their programming without an
additional charge to you. This is possible because federal reimbursement is received for meals
served in accordance with regulations governing the USDA Summer Food Service Program
(SFSP). To document eligibility for these funds, statements of household size and income must
be obtained from parents or guardians of children participating in the SFSP. Meals are available
to children 18 years of age and under and to persons over age 18 who are determined by a state
or local public educational agency to be mentally or physically disabled. The information you
provide will be used only to document that meals may be claimed for Summer Food Service
Program assistance and will be kept confidential. If your income is higher than the amount
indicated in the chart below for your household size, you do not need to complete the attached
Household Application for the Summer Food Service Program.

Please complete and return the enclosed Household Application if:

[0 A member of your household is receiving benefits from the Supplemental Nutrition
Assistance Program (SNAP) or Ohio Works First (OWF).

[0 You have one or more foster children in your household (child under the legal responsibility
of a foster care agency or court).

[0 The children in your household meet the definition of homeless, runaway, or migrant.

[0 Your household income falls at or below the income guidelines on the chart below.

INCOME ELIGIBILITY GUIDELINES 2024-2025

Household size Yearly Monthly W eekly

1 $27,861 $2,322 $536
2 37,814 3,152 728

3 47,767 3,981 919

4 57,720 4,810 1,110
5 67,673 5,640 1,302
6 77,626 6,469 1,493
7 87,579 7,299 1,685
8 97,532 8,128 1,876
Each Additional Person: 9,953 830 192

Please return the enclosed Household Application to the below address:

Name of Sponsor: Special Day Camp Programs/Camp Chabad
Address: 2204 Cedarview Dr. Beachwood Ohio

If you have questions or need help, call 216-402-4877

Sincerely,
Jill Weiszner



USDA Nondiscrimination Statement

In accordance with federal civil rights law and U.S. Department of Agriculture (USDA)
civil rights regulations and policies, this institution is prohibited from discriminating on the
basis of race, color, national origin, sex (including gender identity and sexual orientation),
disability, age, or reprisal or retaliation for prior civil rights activity.

Program information may be made available in languages other than English. Persons
with disabilities who require alternative means of communication to obtain program
information (e.g., Braille, large print, audiotape, American Sign Language), should
contact the responsible state or local agency that administers the program or USDA’s
TARGET Center at (202) 720-2600 (voice and TTY) or contact USDA through the
Federal Relay Service at (800) 877-8339.

To file a program discrimination complaint, a Complainant should complete a Form AD-
3027, USDA Program Discrimination Complaint Form which can be obtained online

at: https://www.usda.gov/sites/default/files/documents/USDA-OASCR%20P-Complaint-
Form-0508-0002-508-11-28-17Fax2Mail.pdf, from any USDA office, by calling (866) 632-
9992, or by writing a letter addressed to USDA. The letter must contain the
complainant’s name, address, telephone number, and a written description of the alleged
discriminatory action in sufficient detail to inform the Assistant Secretary for Civil Rights
(ASCR) about the nature and date of an alleged civil rights violation. The completed AD-
3027 form or letter must be submitted 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; or
2. fax:
(833) 256-1665 or (202) 690-7442; or
3. email:
program.intake @usda.gov


https://www.usda.gov/sites/default/files/documents/USDA-OASCR%20P-Complaint-Form-0508-0002-508-11-28-17Fax2Mail.pdf
https://www.usda.gov/sites/default/files/documents/USDA-OASCR%20P-Complaint-Form-0508-0002-508-11-28-17Fax2Mail.pdf
http://mailto:program.intake@usda.gov/

2025 HOUSEHOLD APPLICATION FOR FREE AND REDUCED-PRICE SUMMER MEALS
(FOR USE BY CAMPS AND CLOSED ENROLLED SITES)

Part 1. ALL HOUSEHOLD MEMBERS

Check if a foster child (legal responsibility
Names of all household que OT sqhool ‘z‘and”g.rade. Ieyel for. each of welfare agency or court). *If all children | Check if
members child/or indicate “NA” if child is not in school. | . : ;
; ; . listed below are foster children, skip to No Income
(First, Middle Initial, Last) School Grade . .
Part 5 to sign this form.
L] L]
L] L]
L] L]
L] L]
L] L]

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-DIGIT CASE NUMBER:

Part 3. If any child you are applying for is homeless, migrant, or a runaway check the appropriate box and contact Jill
Weiszner at jiris770@aol.com or 2164024877.

Homeless [] Migrant [] Runaway []

Part 4. TOTAL HOUSEHOLD GROSS INCOME (before deductions). List all income on the same line 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

9] > . ] > %] >
Earnings - é = - ASZ:Pelllr(w:ce - é = - Pensions, - § = -
fromwork | Z'| = 5 IS Child 2= 5 < | retirement, | | 2 S IS
1. NAME before 3 (;1 % 5 Support ] (; % S All other 3 ‘:‘ % 5
(List all household members | deductions = 5 § = AIimony, = 5 g = Income = g § s

with income) o | F o E @ ~
(Example) Jane Smith $200 (X 0|00 $150 |O|X| O O $0 O|g| d d
$ N I O 1 I O d O U
$ I A R I T IR U
$ I A R I T IR U
$ OO (s o |0 |s o0

Part 5. SIGNATURE AND LAST FOUR DIGITS OF SOCIAL SECURITY NUMBER (ADULT MUST SIGN)
An adult household 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 application is true and that all income is reported. | understand that the school will receive
federal funds based on the information | give. | understand that school officials may verify (check) the information. | understand that
deliberate misrepresentation of the information may cause my children to lose meal benefits and | may be subject to prosecution under

state and federal statutes.
Sign here: X Print name: Date:

Phone Number:

Address:

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 req_uired 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 Alaska Native [ Black or African American
[] Not Hispanic/Latino 1 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 1 week [ Every 2 Weeks Crwice per Month ] Monthly ] Yearly

Household Size Categorical Eligibility: CFree [T Reduced [Ibenied Reason Denied:

Date

Determining/Approval Official’s Signature

Date

Confirming Official’s Signature




