Gloria J. Parks
Afterschool 2026-2027

Enrollment Application

Packet Checklist

Please use the following checklist to ensure that you have submitted all necessary
paperwork to process your child’s summer camp application.

Summer Camp Location: Gloria |. Parks Community Center

o Afterschool Program Enrollment Forms
o Allergy Plan

o Health Care Plan

o COVID-19 Form

o Afterschool Parent Agreement

o Behavior Form

o Blue Card

o Client Characteristic Form

o Current Immunization/Shot Records

Student Name:

Grade:

Parent/Guardian Signature:

UDCDA Staff Signature:

Date Received:




.Gloria J. Parks Afterschool Application 2026 - 2027
3242 Main Street, Buffalo, NY 14214

STUDENT INFORMATION
Age: Name:
Date of Birth: School Name:
Grade: Ethnicity:
900#: Street Address:
Enrolling siblings?: City, State, Zip Code:
Name of Sibling(s) enrolling: Email Address:
FAMILY CONTACT INFORMATION
Parent/Guardian #1 Name: Relationship to Child:
Address: City/Zip Code:
Cell/Home Phone #: Work Phone #:
Place of Employment: Allowed to pick up? (Circle One): YES NO
Parent/Guardian #2 Name: Relationship to Child:
Address: City/Zip Code:
Cell/[Home Phone #: Home Phone #:
Place of Employment: Allowed to pick up? (Circle One): YES NO
Emergency Contact #1: Relationship to Child:
Phone #: Allowed to pick up? (Circle One): YES NO
Emergency Contact #2: Relationship to Child:
Phone #: Allowed to pick up? (Circle One): YES NO




o 0 °
gloria j. parks o

community

center

QFFICE USE ONLY
Date:
Initials:

STUDENT'S PHYSICAL DESCRIPTION

Eye Color: Hair Color: Height/Weight:
Distinguishing Features (i.e. birthmarks, scars, etc.):

MEDICAL INFORMATION

Child's Source of Medical Care/ Primary Care Physician's Name: Telephone #:

Child's Source of Dental Care/ Dentist's Name: Telephone #:

Name of Medical Care Facility/ Hospital: Telephone #:

Is student currently taking medication? If so, list here:

*IF STUDENT HAS ANY SPECIAL HEALTH CARE NEEDS OR ALLERGENS, YOU
MUST COMPLETE THE RESPECTIVE PAGES IN THIS APPLICATION*

EDUCATIONAL INFORMATION

Does student have |IEP?:

If yes, please describe and include copy
with application:

Does student have 504 Plan?:

If yes, please describe and include copy
with application:




OCFS-6029 (01/2021)

NEW YORK STATE
OFFICE OF CHILDREN AND FAMILY SERVICES
INDIVIDUAL ALLERGY AND ANAPHYLAXIS EMERGENCY PLAN

Instructions:

This form is to be completed for any child with a known allergy.

The child care program must work with the parent(s)/guardian(s) and the child’s health care provider to develop
written instructions outlining what the child is allergic to and the prevention strategies and steps that must be taken
if the child is exposed to a known allergen or is showing symptoms of exposure.

This plan must be reviewed upon admission, annually thereafter, and anytime there are staff or volunteer changes,
and/or anytime information regarding the child’s allergy or treatment changes. This document must be attached to
the child’s Individual Health Care Plan.

Add additional sheets if additional documentation or instruction is necessary.

Child’s Name: Date of Plan: / /

Date of Birth: / / Current Weight: Ibs.
Asthma: [] Yes (higher risk for reaction) [ ] No

My child is reactive to the following allergens:

Type of Exposure: Symptoms include but are not limited to:
Allergen: (i.e., air/skin contact/ingestion, etc.): (check all that apply)

[_] Shortness of breath, wheezing, or coughing
[ Pale or bluish skin, faintness, weak pulse, dizziness

[] Tight or hoarse throat, trouble breathing or
swallowing
[] Significant swelling of the tongue or lips

[J Many hives over the body, widespread redness
[J Vomiting, diarrhea
[] Behavioral changes and inconsolable crying

[] Other (specify)

[_] Shortness of breath, wheezing, or coughing
[ Pale or bluish skin, faintness, weak pulse, dizziness

[] Tight or hoarse throat, trouble breathing or
swallowing

[] Significant swelling of the tongue or lips

[J Many hives over the body, widespread redness
[] Vomiting, diarrhea

[1 Behavioral changes and inconsolable crying

[] Other (specify)

[_] Shortness of breath, wheezing, or coughing
[ Pale or bluish skin, faintness, weak pulse, dizziness

[] Tight or hoarse throat, trouble breathing or
swallowing
[] Significant swelling of the tongue or lips

[J Many hives over the body, widespread redness
[J Vomiting, diarrhea
[] Behavioral changes and inconsolable crying

[] Other (specify)

If my child was LIKELY exposed to an allergen, for ANY symptoms:
[] give epinephrine immediately

If my child was DEFINITELY exposed to an allergen, even if no symptoms are present:
[] give epinephrine immediately
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OCFS-6029 (01/2021)
Date of Plan: / /

THE FOLLOWING STEPS WILL BE TAKEN IF THE CHILD EXHIBITS SYMPTOMS including, but not limited to:
e Inject epinephrine immediately and note the time when the first dose is given.

e Call 911/local rescue squad (Advise 911 the child is in anaphylaxis and may need epinephrine when emergency
responders arrive).

e Lay the person flat, raise legs, and keep warm. If breathing is difficult or the child is vomiting, allow them to sit up
or lie on their side.

e |f symptoms do not improve, or symptoms return, an additional dose of epinephrine can be given in consultation
with 911/emergency medical technicians.

e Alert the child’s parents/guardians and emergency contacts.
e After the needs of the child and all others in care have been met, immediately notify the office.

MEDICATION/DOSES
e Epinephrine brand or generic:
e Epinephrinedose: [ ] 0.1mgIM [] 0.15mgIM [] 0.3mgIM

ADMINISTRATION AND SAFETY INFORMATION FOR EPINEPHRINE AUTO-INJECTORS
When administering an epinephrine auto-injector follow these guidelines:

e Do not put your thumb, fingers or hand over the tip of the auto-injector or inject into any body part other than the
mid-outer thigh. If a staff member is accidentally injected, they should seek medical attention at the nearest
emergency room.

¢ If administering an auto-injector to a young child, hold their leg firmly in place before and during injection to
prevent injuries.

e Epinephrine can be injected through clothing if needed.
e Call 911 immediately after injection.

STORAGE OF EPINEPHRINE AUTO-INJECTORS
¢ All medication will be kept in its original labeled container.
e Medication must be kept in a clean area that is inaccessible to children.
o All staff must have an awareness of where the child’s medication is stored.
¢ Note any medications, such as epinephrine auto-injectors, that may be stored in a different area.
e Explain here where medication will be stored:

MAT/EMAT CERTIFIED PROGRAMS ONLY

Only staff listed in the program’s Health Care Plan as medication administrant(s) can administer the following
medications. Staff must be at least 18 years old and have first aid and CPR certificates that cover all ages of children in
care.

e Antihistamine brand or generic:
e Antihistamine dose:
e Other (e.qg., inhaler-bronchodilator if wheezing):

*Note: Do not depend on antihistamines or inhalers (bronchodilators) to treat a severe reaction. USE
EPINEPHRINE.

STORAGE OF INHALERS, ANTIHISTAMINES, BRONCHODILATOR

All medication will be kept in its original labeled container. Medication must be kept in a clean area that is inaccessible to
children. All staff must have an awareness of where the child’s medication is stored. Explain where medication will be
stored. Note any medications, such as asthma inhalers, that may be stored in a different area.

Explain here:
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OCFS-6029 (01/2021)

STRATEGIES TO REDUCE THE RISK OF EXPOSURE TO ALLERGIC TRIGGERS
The following strategies will be taken by the child care program to minimize the risk of exposure to any allergens while
the above-named child is in care (add additional sheets if needed):

Document plan here:

EMERGENCY CONTACTS - CALL 911

Ambulance: ( ) -

Child’s Health Care Provider: Phone #: ( ) -
Parent/Guardian: Phone #: ( ) -
CHILD’S EMERGENCY CONTACTS

Name/Relationship: Phone#: ( ) -
Name/Relationship: Phone#: ( ) -
Name/Relationship: Phone#: ( ) -
Parent/Guardian Authorization Signature: Date: / /
Physician/HCP Authorization Signature: Date: / /
Program Authorization Signature: Date: / /
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OCFS-LDSS-7006 (07/2022) FRONT
NEW YORK STATE
OFFICE OF CHILDREN AND FAMILY SERVICES

INDIVIDUAL HEALTH CARE PLAN
FOR A CHILD WITH SPECIAL HEALTH CARE NEEDS

You may use this form or an approved equivalent to document an individual health care plan developed for a child with
special health care needs.

A child with a special health care need means a child who has a chronic physical, developmental, behavioral
or emotional condition expected to last 12 months or more and who requires health and related services of a
type or amount beyond that required by children generally.

Working in collaboration with the child’s parent and child’s health care provider, the program has developed the
following health care plan to meet the individual needs of:

CHILD NAME: CHILD DATE OF BIRTH:
/ /
NAME OF THE CHILD'S HEALTH CARE PROVIDER: [ Physician

[] Physician Assistant
[] Nurse Practitioner

Describe the special health care needs of this child and the plan of care as identified by the parent and the child’s
health care provider. This should include information completed on the medical statement at the time of enroliment or
information shared post enroliment.

Identify the caregiver(s) who will provide care to this child with special health care needs:

Caregiver’s Name Credentials or Professional License Information (if applicable)




OCFS-LDSS-7006 (07/2022) REVERSE

NEW YORK STATE
OFFICE OF CHILDREN AND FAMILY SERVICES

INDIVIDUAL HEALTH CARE PLAN
FOR A CHILD WITH SPECIAL HEALTH CARE NEEDS

Describe any additional training, procedures or competencies the caregiver identified will need to carry out the health
care plan for the child with special health care needs as identified by the child’s parent and/or the child’s health care
provider. This should include information completed on the medical statement at the time of enrollment or information
shared post enroliment. In addition, describe how this additional training and competency will be achieved including
who will provide this training.

This plan was developed in close collaboration with the child’s parent and the child’s health care provider. The
caregivers identified to provide all treatments and administer medication to the child listed in the specialized individual
health care plan are familiar with the child care regulations and have received any additional training needed and have
demonstrated competency to administer such treatment and medication in accordance with the plan identified.

PROGRAM NAME: FACILITY ID NUMBER: PROGRAM TELEPHONE NUMBER:
( )
CHILD CARE PROVIDER'’S NAME (PLEASE PRINT): DATE:
/ /
CHILD CARE PROVIDER’S SIGNATURE:
X
| agree this Individual Health Care Plan meets the needs of my child. Yes [] No []

| give consent to share information about my child's allergy with all program caregivers in a non-discreet way. | support
the strategies the program implements to keep my child from being exposed to known allergen(s). | acknowledge
these strategies may include visual reminders that may result in the disclosure of my child's confidential allergy
information to non-child care staff. Yes [] No []

Signature of Parent:

DATE:
X / /




OCFS-6040 (Rev. 06/2021)
NEW YOK STATE
OFFICE OF CHILDREN AND FAMILY SERVICES

COVID-19 HEALTH SCREENING ATTESTATION

The New York State Department of Health Interim Guidance for Child Care Programs requires all individuals to complete a
daily health screening questionnaire before arriving to a child care program or upon arrival to a child care program.

If an individual answers “Yes” to any of the screening questions, they cannot enter the child care program, except as
otherwise indicated.

Screening Questions:
1. Is your temperature higher than or equal to 100.4 degrees Fahrenheit?

2. Have you had any known close or proximate contact with a person confirmed (by diagnostic test) or suspected (based on
symptoms) to have COVID-19 in the past 10 days? Note: Close contact is defined by DOH as being within 6 feet of an
individual for 10 minutes or more within a 24-hour period, starting from 2 days before symptom onset or, if asymptomatic, 2
days before the date the positive sample was collected through when they are isolated. Close contact does not include
individuals who work in a health care setting wearing appropriate, required personal protective equipment.

Exception: Asymptomatic staff and children may attend if the staff/child is fully vaccinated or has recovered from laboratory
confirmed COVID-19 in the previous 3 months and has not been placed on quarantine. Note: Fully vaccinated is defined as
being 2 weeks or more after either receipt of the second dose in a 2 dose vaccine series, or 2 weeks or more after receipt of
one dose of a single-dose vaccine.

3. Are you currently experiencing or have you recently, (within the past 10 days) experienced ANY COVID-19 symptoms?

Note: Symptoms may occur with pre-existing medical conditions, such as allergies or migraines. You should only answer
"Yes" if your symptoms are new or worsening.

e Cough

e Shortness of breath

e Trouble breathing

e Fever (equal to or above 100.4 degrees Fahrenheit)

e Chills

e Muscle pain or body aches

e Headache

e Sore throat

e Loss of taste or smell

o Fatigue

e Congestion or runny nose

o Nausea or vomiting

e Diarrhea

4. Have you tested positive for COVID-19 through a diagnostic test within the past 10 days?
5. Have you traveled within the past 10 days and not complied with requirements of the New York State Travel Advisory?

Attestation: | agree that | will self-monitor these symptoms each day, report the outcome to the child care program, and not
enter any child care program if any of the above symptoms or conditions are present.

X / /
Signature Date
X / /
Signature Date

Note: This document must be signed and returned to the program prior to entry. A signed copy needs to be provided only
once. The child care program must retain a copy for their records.



gloriaj. parks @
community
center
# Please read and initial each agreement below: Initial
1 I give permission to release my child's school records to staff of UDCDA from the 2024 /2025 and 2025/2026 school years.
2 [ understand that I am responsible for attending Parent Orientation and/or reading and agreeing to conditions in the
Parent Handbook.

3 I give permission for UDCDA, any partner schools, and Say Yes to Education Buffalo to obtain from and/or release the

following Information to service providers, evaluators, and partner schools: All school and service provider records
including but not limited to grades, assessments, attendance, discipline records, IEP/504 Plans, and health records.

4 I give consent for my child to take part in walking trips outside the facility to, but not limited to, the library, park,
playground, galleries, museums, stores, restaurants, gardens, under proper supervision.

5a [understand that in the event of an emergency UDCDA staff cannot transport students; Parents will be notified and 911
called.

5b In case of accident or injury, I authorize any and all emergency medical, dental, and/or surgical care and hospitalization
advised by the physicians, surgeons, or hospitals (listed in application) necessary for the proper health and well-being of
my child.

5c [ understand that physical activities can pose a risk for injury to students who participate in them. I take full financial
responsibility for any injuries that might occur to my child while my child is attending the program.

5d [ agree to allow UDCDA staff to administer basic First aid and CPR to my child, if necessary.

Se [ authorize the release of my child's records and insurance information so my insurance company may be billed
appropriately for medical services provided.

5f [ hereby release any and all claims for injuries suffered or sustained by the child going to or coming from the program,
during the program and consents to hospital or medical care if needed.

6 I grant permission for my child to use over the counter topical creams (i.e. sunblock, antibacterial ointment, and insect
repellent). I understand that I must supply my child with sunblock and insect repellant.

7 [ have provided information on my child's needs (allergies, diet, disabilities, educational, and/or medical information) to
the provider, as may be necessary to assist the facility In properly caring for my child daily and/or In the case of an
emergency.

8 [ understand that a policy regarding electronic devices exists (i.e. cell phones and handheld games) during program, and

student's will be required to forfeit these devices to UDCDA staff if they are in violation, and will be returned to the
parent/guardian who comes to claim it.

9 [ understand my child is responsible for participating in the academic portion of the program and for bringing assigned
homework, school provided devices, and/or reading and study material daily.

10 [ understand the program is a partnership with the respective district and schools and all school/district rules apply to the
program.

11 [ agree to review and update any information included in this application, including telephone numbers, whenever a
change occurs and at least every 6 months.

12 [ understand my child will only be released to the individuals I have listed in this application. Individuals picking up
students must present identification. If circumstances change, it Is my responsibility to notify the Youth Director and
update the application in writing.

13 [ understand I may cancel my consent to release information at any time, except to the extent that the program or person
which made the disclosure has already acted in reliance on it. Cancellation of consent to release information requires a
written request.

14 [ grant permission for UDCDA staff to use their personal vehicle to transport student listed in this application on a limited
basis to and from events.

15 I give permission for the student listed in this application to have their photo and video taken and used for UDCDA
publication purposes.

16 I give permission for the studentlisted in this application to have their photo and video taken and used for 3rd party
partners and their respective publications.

17 I give permission for UDCDA staff to apply sunscreen and/or bug spray to student during program.

18 I give permission for my child to use the internet in supervised program settings.

Agreements

By signing below, | consent to the enroliment of the child listed in this application in this facility and have been advised of the policies regarding administration of
medications, fees, transportation, and the services provided by the facility and the Office of Child and Family Services regulations under which it operates. | knowingly and
freely assume all risks, both known and unknown, and hereby release, indemnity and hold harmless, for myself, the minor named in this application and our heirs,
assigns and next of kin, University District Community Development Association, Inc., Partner Schools, and each of their trustees, officers, employees, and volunteers
with respect to any and all injury, disability, sickness, death, or loss or damage to person or property associated with the presence or participation of the minor in our
care, whether arising from the negligence of the release or otherwise, to the fullest extent permit ed by law. For each of the agreements initialed above, | am

providing my consent.

Signature: Date:
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This Is a copy of the Behavior Referral form that will be used by our program:

Behavior Referral Form

Student Mame- Grade
Referring Ieacher Date-
Location of incident- Time of lncident
Incident Action Taken
Classroom Site Coordinator (SC) | Administration O Site Coordinator
Tier 1 Tier 2 Tier 3 Notified time
Inappropriate MILD Inappropriate Inappropriate SEVERE
behaviors MODERATE behaviors behaviors
Intervention handied by infervention handled | Administration infervention due Tier 1 Action
teacher in the classroom. | by the Program Director. &?ﬁmﬁfﬂ%m _ o
" O Student reflection time
J disrespect J disrespect I disres O Reteach behavior
— i ) - ) O pect - B}
O disruptive behavior O hitting/ pushing 3 hitting/pushi . O Conference with student
_ ] ) I i ) O g/pushingfighting | = -
O throwing objects O disruptive behavior 3 disruptive behavior O Prng_ram Director
3 profanityivulgarity 3 throwing objects 7 damaging property B assistance
J noncompliance J profanityivulgarity O profanityvulgary J Parent contact
2 viclation of personal J noncompliance 7 noncompliance O Other
boundaries O physical contact - aggression
T inappropriate J inappropriate - )
bathroom bathroom behavior - Eﬁﬁ:ment Tier 2 Action
: img 3 inappropriate gestures | ctealing 1 Student reflection time
3 unprepared (no - 'TESEI:?E; & sexua O illegal substances - Conference with student
materisis) 3 exclusion 0 spitting - Loss .nf privileges
name calling O defiance or O cheating O Msegﬂng m;:.f etudent
running in haliway 7 failure to respond to | 2 Weapons - sachersiugen
off task tier 1 intervention 0 other J Behavior intervention plan

sleeping in class
talking in class

other

O Parent contact
Z Day school suspension
O Afterschool Suspension

l;;i}: to class day(s)
O Other
JTeachers response and management of incident Tier 3 Action
2 Conference with student

Explanation of Incident (antecedent, behavior, consequencs)

_ Parent contact

_ Parent conference

O Afterschool Suspension
__ dayis)

2 Afierschoaol Expulsion

O Other

(Program Director Signature)

__[Administration Signature)

_(Date)

Enrolled student and parent/guardian must sign below to agree to the above terms of the

program:

Parent/Guardian Signature

Student Signature

Date



OCFS-LDSS-0792 (08/2019) FRONT

NEW YORK STATE
OFFICE OF CHILDREN AND FAMILY SERVICES

DAY CARE ENROLLMENT

PROGRAM NAME: ADDRESS:

PHONE NUMBER:
( ) -

CHILD’S FULL NAME:
PREFERRED NAME/NICKNAME:

DATE OF BIRTH:

GENDER:
/ /

CHILD’S HOME ADDRESS:

NAME OF PERSON ENROLLING CHILD: RELATIONSHIP TO CHILD:
[ Parent [] Guardian [] Caretaker [] Relative
[ Other
PHONE NUMBER(S) OF PERSON ENROLLING CHILD: ADDRESS OF PERSON ENROLLING CHILD (IF DIFFERENT THAN CHILD):
( ) - [ ok to text
EMAIL ADDRESS:
Authorized to
EMERGENCY CONTACT NAMES / ADDRESSES Pick Up Child PRIMARY PHONE NUMBER OTHER PHONE NUMBER / EMAIL
o PRIMARY CONTACT: O Yes [ No ( ) _ ( ) _
L [ ok to text [ ok to text
)
E OvYes ONo | ( ) - ( ) -
) [ ok to text [ ok to text
14
=
w O Yes [ONo ( ) - ( ) -
[ ok to text [ ok to text
FOR PROGRAM USE ONLY FOR PROGRAM USE ONLY
DATE OF ENROLLMENT: / / DATE OF DISENROLLMENT: / /

OCFS-LDSS-0792 (08/2019) REVERSE
CHILD’S FULL NAME:

DATE OF BIRTH:
/ /

] None
[ Physical Therapy

Check boxes below to indicate if your child has any special needs/services:

[ Early Intervention/Special Education [J Occupational Therapy [J Speech/Language
[ Allergies (Please list)
[ other

Please provide information here AND discuss with your child care provider:

CHILD’S PRIMARY CARE PHYSICIAN'S NAME/ GROUP:

PHONE NUMBER:
( ) -
PHONE NUMBER:
( ) -
PHONE NUMBER:
( ) -
Child health care information is available by calling toll-free 1-800-698-4543 or
the NYS Health Marketplace website: https://nystateofhealth.ny.gov/

PREFERRED HOSPITAL:

CHILD’S DENTAL CARE:

AGREEMENTS
e | consent to emergency medical treatment for my Child........ ... [dYes [JNo
e | consent for my child to take part in neighborhood trips (i.e., library, park and playground) away from the program

(U g o Lot o] o] o L= AT o= VI o] AP P PR PRIN []Yes [1No
e | understand the program may need additional permissions for situations such as transportation, medication,

release of iNfOrmMation, AN fIEI trIPS. ... ......eirei ettt [JYes [1No
e | provided information on my child’s special needs to the program to assist in caring for my child................................. []Yes []No
e | understand the program must give parents, at the time of enrollment of a child, a written policy statement as

FeqQUIred DY FEQUIALION. ... ... i oo [1Yes [INo
e | agree to review and update this information whenever a change occurs and at least once every year......................... [JYes [1No

SIGNATURE — PARENT OR PERSON(S) LEGALLY RESPONSIBLE:




Staff Reviewed Initial
Issue Date: 10/1/25
Revision Date: 5/1/26

Agency: _University District C.D.A.
Activity: Youth Afterschool 26-27

CLIENT CHARACTERISTIC FORM - CDBG 51

Public Services - Limited Clientele Activities

PARTICIPANTS MUST FILL AND COMPLETE ENTIRE FORM FOR ELIGIBILITY. THIS INFORMATION IS FOR RECORD KEEPING ONLY AND WILL NOT BE PUBLICLY SHARED.

Home Address: City: Zip:

1. Individual Age: Please check one from the below based on your (the participant) age.

O Under 5 years O 10-15 years O 21-24 years 045—54 years 062 years and older

05—9 years O 16-20 years O 25-44 years 055—61 years

2. Gender: Please check one from the below based on your (the participant) gender.

iOl\/IaIe éOFemale éOOther:

3. Please check one from the below for your (the participant) ethnicity. Ethnicity and Race are separate, please answer #4 as well.

OHlspamc ONon Hispanic

4. Please check one from the below which best describes your (the participant) race.

OWhite OAsian and Black or African American

OBIack or African American OAmerican Indian or Alaskan Native and White

OAsian

OAmerican Indian or Alaskan Native and Black or African American

OAmerican Indian or Alaskan Native ONative Hawaiian or other Pacific Islander and White

ONative Hawaiian or other Pacific Islander ONative Hawaiian or other Pacific Islander and Black or African American

OBIack or African American and White OOther/l\/IuIti Racial

OAsian and White

5. Is your (the part|C|pant) family type defined as an adult female head of household (no male significant other with dependents)?

OYes O No ONot Applicable

6. Areyou (the participant) severely disa@led?
O es Ono

7. Household Income: Please check one from the below based on your income and the number of members living in your household. You
may skip this section if you are over the age of 62, severely disabled or meet any other criteria for Presumed Benefit.

Income Limits

1 Person Household

2 Person Household

3 Person Household

4 Person Household

30% median (XL)

O$21,350 or less

O$24,400 or less

O$27,450 or less

O$33,000 or less

50% median (VL)

O$35,550 or less

O S40,600 or less

O$45,7OO or less

O $50,750 or less

80% median (LI)

O$56,850 or less

O $65,600 or less

O$73,1OO or less

OSSI,ZOO or less

81%+ median

O$56,851 or more

O $65,601 or more

O $73,101 or more

OS81,201 or more

Income Limits

5 Person Household

6 Person Household

7 Person Household

8 Person Household

30% median (XL)

O $38,680 or less

0543,360 or less

0550,040 or less

O$55,720 or less

50% median (VL)

0554,850 or less

0558,900 or less

0562,950 or less

O$67,000 or less

80% median (LI)

0587,700 or less

O $94,200 or less

(O $100,700 or less

O$107,200 or less

81%+ median

O$87,701 or more

O$94,201 or more

O$100,701 or more

O$107,201 or more

Certification (If participant is under the age of 18, this form must be completed and signed by a parent or guardian): | acknowledge that
this information as submitted above has been examined by myself and is true and correct.

Name:

Signature:

Date:

Participant Name (if applicable):

THIS DOCUMENT FOR HUD CDBG ELIGIBILITY MUST BE KEPT ON RECORD FOR A PERIOD OF 4 YEARS (CFR 24 §570.490).




DEFINITION FOR REPORTING TABLE RACE AND ETHNICITY

Racial Categories:

American Indian or Alaska Native: A person having origins in any of the original peoples of North and
South America (including Central America), and who maintains tribal affiliation or community
attachment.

Asian: A person having origins in any of the original peoples of the Far East, Southeast Asia, of the
Indian subcontinent including, for example, Cambodia, China, India, Japan, Korea, Malaysia, Pakistan,
the Philippine Islands, Thailand, and Vietnam.

Black or African American: A person having origins in any of the black racial groups of Africa.

Native Hawaiian or Other Pacific Islander: A person having origins in any of the original peoples of
Hawaii, Guam, Samoa, or other Pacific Islands.

White: A person having origins in any of the original peoples of Europe, the Middle East, or North
Africa.

Ethnic Categories:

Hispanic or Latino: A person of Cuban, Mexican, Puerto Rican, South or Central American, or other
Spanish culture or origin, regardless of race. The term, " Spanish origin," can be used in addition to
"Hispanic or Latino."

Not Hispanic of Latino: A person not of Cuban, Mexican, Puerto Rican, South or Central American, or
other Spanish culture or origin, regardless of race.

Data Collection Information for Race and Ethnicity:

All Public Services Subrecipients must use a two-question format, meaning that separate questions
for race and ethnicity should be used. Race and ethnicity are not the same thing. Both questions must
be answered. The ethnicity question should precede the race question. Self-reporting or self-
identification, rather than observer identification is the preferred method for collecting race and
ethnicity data. Self-identification for race and ethnicity means that responses are based on self-
perception.
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