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Introduction
The extension of free and reduced price meals to needy students is a requirement for all Local Education Agencies (LEAs) that participate in one or more of the Child Nutrition Programs.  Students can be determined eligible for free meals through the Direct Certification method and free or reduced price meals by submission of an application.

We are providing a prototype of the Free and Reduced Price School Meals Family Application. Our office must approve any changes made to these forms before duplication and distribution.

Applications are also available in the following languages: Arabic, Armenian,  Cambodian, Chinese (Traditional), Chinese (Simplified),  Croatian, Farsi, French, Greek, Gujarati, Haitian Creole, Hindi, Hmong, Japanese, Korean, Kurdish, Laotian, Mien,  Polish, Portuguese, Punjabi, Russian, Samoan, Serbian, Somali, Spanish, Sudanese, Tagalog, Thai, Tigrinya, Ukrainian, Urdu, and Vietnamese.  You may download these forms from the Internet at http://www.fns.usda.gov/cnd/Application/familyfriendlyapps.html.  These Applications will not be identical to the prototype forms in this book.  

This booklet provides the information necessary for the approval of free and reduced price meals for the 2013-2014 school year.  For more detailed information on the general extension of free and reduced price meal benefits, refer to USDA’s Eligibility Manual for School Meals. 
Handbooks are available under publications at http://dese.mo.gov/divadm/food.  
The Department of Elementary and Secondary Education does not discriminate on the basis of race, color, religion, gender, national origin, age, or disability in its programs and activities.  Inquiries related to Department programs and to the location of services, activities, and facilities that are accessible by persons with disabilities may be directed to the Jefferson State Office Building, Office of the General Counsel, Coordinator – Civil Rights Compliance (Title VI/Title IX/504/ADA/Age Act), 6th Floor, 205 Jefferson Street, P.O. Box 480, Jefferson City, MO 65102-0480; telephone number 573-526-4757 or TTY 800-735-2966; fax number 573-522-4883; email civilrights@dese.mo.gov.
The U.S. Department of Agriculture prohibits discrimination against its customers, employees, and applicants for employment on the bases of race, color, national origin, age, disability, sex, gender identity, religion, reprisal, and where applicable, political beliefs, marital status, familial or parental status, sexual orientation, or all or part of an individual's income is derived from any public assistance program, or protected genetic information in employment or in any program or activity conducted or funded by the Department. (Not all prohibited bases will apply to all programs and/or employment activities.)  If you wish to file a Civil Rights program complaint of discrimination, complete the USDA Program Discrimination Complaint Form (PDF), found online at http://www.ascr.usda.gov/complaint_filing_cust.html, or at any USDA office, or call (866) 632-9992 to request the form. You may also write a letter containing all of the information requested in the form. Send your completed complaint form or letter to us by mail at U.S. Department of Agriculture, Director, Office of Adjudication, 1400 Independence Avenue, S.W., Washington, D.C. 20250-9410, by fax (202) 690-7442 or email at program.intake@usda.gov.  Individuals who are deaf, hard of hearing or have speech disabilities may contact USDA through the Federal Relay Service at (800) 877-8339; or (800) 845-6136 (Spanish).  USDA is an equal opportunity provider and employer.
Extending Categorical Eligibility to Additional Children in the Household
If one student in the household is eligible for free meals based on Direct Certification, or has an application with Food Stamp, Temporary Assistance, or Food Distribution Program on Indian Reservations (FDPIR) case number, all of the students in the household are automatically eligible for free meals.  LEAs must extend eligibility for free meals or free milk to all children who would be considered a family member.  If a family has more than one child and only one child is listed on the Direct Certification list, then eligibility is extended to all children in the household.  If the LEA does not have an application as a reference, the LEA may be able to use school enrollment records to determine additional children who are part of the family not identified through the Direct Certification process.  For households submitting applications with case numbers for some, but not all of their children, the LEA must certify all children as eligible for free meals or milk.  Any income information on the application is disregarded.  For purposes of carry-over into the new school year, eligibility must, to the extent feasible, be extended to newly enrolled siblings.  Please note that this policy does not extend to other categorically eligible categories such as Head Start or children enrolled in Migrant Education Programs.  

A Food Stamp/Temporary Assistance number is a ten digit number and the first two digits currently are “00”.  It is also referred to as the household’s Department Case Number (DCN).  A 16-digit Electronic Benefit Transfer (EBT) card number is NOT acceptable.  Possession of the EBT card does not mean the household is currently eligible for Food Stamps or Temporary Assistance.

Foster Children Information

Any foster child whose care and placement is the responsibility of the State or who is placed by a court with a caretaker household is categorically eligible for free meals.  This allows certification of a foster child for free meals without an application if the LEA or other child nutrition program institution obtains documentation from an appropriate State or local agency.  This documentation indicates the status of the child as a foster child whose care and placement is the responsibility of the State or that the foster child has been placed with a caretaker household by a court. 

We strongly encourage LEAs and other child nutrition institutions to establish formal mechanisms with State and local foster agencies to receive information directly from the agencies to facilitate certification for free meals for foster children.  Missouri Department of Social Services (DSS), Children’s Division, will provide the household with a letter indicating the child is a foster child. If you have questions please contact your Children’s Division office.  The contact information can be found by county at the following website http://dss.mo.gov/.

It is important to note that these provisions only apply to foster children formally placed by a State child welfare agency or a court.  They do not apply to informal arrangements that may exist outside of State or court based systems.  For more information, see SP-17-2011 Revised under USDA Memos on the Department of Elementary and Secondary Education (DESE) School Food Services (SFS) website.  

Free and Reduced Price Eligibility Determination Reminders
· Direct Certification is mandatory for all LEAs and must be downloaded three times per school year.
· Household applications are required.

· Eligibility determinations are valid for the entire school year, unless a change in status is a result of verification. 

· Homeless, migrant, and runaway youth are categorically eligible for free meals.

· If a household reports income sources at more than one frequency, then the LEA is to annualize all income by multiplying weekly income by 52, income received every two weeks by 26, income received twice a month by 24, and income received monthly by 12.  All software must use these conversion factors.  Do not round the values resulting from each conversion.  Sum all the unrounded converted values and compare the unrounded total to the published Income Eligibility Guidelines (IGEs) for annual income for the appropriate household size.  The prototype Free and Reduced Price School Meals Family Application contains the conversion factors. If a household has only one income source, or if all sources are the same frequency, do not use conversion factors.  Compare the income or the sum of the incomes to the published IEGs for the appropriate frequency and household size to make the eligibility determination.  

· Foster children are no longer a household of one and are to be included on a household application; non foster children may qualify for meal benefits based on household size and income.   
· All foster children are eligible for free meals with qualifying documentation from the Missouri DSS, local Children’s Division office. 

Free and Reduced Price School Meals Family Application Information and Procedures
All schools participating in the Child Nutrition Programs are required by federal regulations to adopt, and have on file with the State Agency, an approved policy of standards and procedures for determining eligibility and extending free and reduced price meals under the National School Lunch and School Breakfast Programs.  The standard uniform policy is incorporated into the application agreement.  The following information is provided to assist in implementing the provisions of the policy standards and procedures for the 2013-2014 school year.

The ELIGIBILITY CRITERIA FOR FREE AND REDUCED PRICE MEALS (Attachment A) must be adopted for the 2013-2014 school year.  Appendix 2 is provided as a tool for the determining official to use when determining eligibility.

The LETTER TO PARENTS (Attachment B) and the FREE AND REDUCED PRICE SCHOOL MEALS FAMILY APPLICATION (Attachment C) must be available to all families at the beginning of the school year.  
Mo HealthNet

Refer to the Instructions for Request for Information, MO HealthNet Application and MO HealthNet Data Collection Form (Attachment G1)
MO HealthNet outreach (Missouri Senate Bill 583 – 2010) requires public and charter LEAs to provide the REQUEST FOR INFORMATION (Attachment G1) with the meal application at the beginning of the school year.  Non-public LEAs are encouraged to participate; however, not required.  Residential Child Care Institutions (RCCIs) are excluded from this requirement.  The form allows a parent or guardian to check a box indicating a YES or NO whether each child in the family has health care insurance.  The form should be returned to the school district and if a NO is checked a MO HEALTHNET FOR KIDS application (Attachment H) must be provided to the family.  The REQUEST FOR INFORMATION forms returned to the LEA should be kept on file. The number of families indicating the absence of health care insurance and the number of applications provided to the family will be reported to DESE, SFS on the MO HEALTHNET FOR KIDS DATA COLLECTION form (Attachment I) due November 30th.  If information is updated after the initial due date submit a revised form.
All LEAs must provide the PUBLIC RELEASE (Attachment D) to the local news media, unemployment office and any major employers contemplating large layoffs in the attendance area of the school before school starts in the fall. 

If benefits for free or reduced price meals are denied, the parent or guardian must be notified in writing.  NOTICE OF APPROVAL OR DENIAL (Attachment E) may be used to comply with this requirement.

LEAs must organize their file of applications for free and reduced price meals so that they can be easily retrieved by school building.  Copies of the application may need to be made for LEAs with multiple attendance units.  
Use of the 2013-2014 policy attachments will place your LEA in compliance.  These policy attachments should be filed with your permanent application-agreement.  Unless substantial changes are made to the attachments, it will not be necessary to return copies to our office.   LEAs may reword the letters to parents and the public release by deleting the reference to the breakfast program if breakfast is not offered. 
In collecting payments for meals and in distributing cards, tickets, tokens, etc., school officials must ensure that there is no overt identification of recipients of free or reduced price meals.  Care must be taken to prevent such identification at the time the card, ticket or token is issued as well as in the serving line.  Also, your collection system must have a built-in accounting system to record at the point of service the number of full price, reduced price, and free meals actually served.  Documenting these daily counts is a regulatory requirement.

METHODS OF COLLECTION & MEAL COUNTING (Attachment F) does not need to be completed and returned to our office unless the system(s) that will be used for the 2013-2014 school year is different from the previous system(s) submitted to the State Agency.

Verification

Verification of the current income of a selected sample of the approved applications on file as of October 1 of each school year must be completed by November 15. For more detailed information, refer to the Verification Guidance booklet or USDA’s Eligibility Manual for School Meals.   The Verification Summary Report will be available via the DESE Web Application system.  
Sharing Information with Other Programs

LEAs may disclose children’s free and reduced price meal eligibility information to programs, activities and individuals that are specifically authorized access under the National School Lunch Act (NSLA) which is the law that sets forth the disclosure limits for the Child Nutrition Programs.  Disclosure may be made to persons directly connected to the administration or enforcement of the National Assessment of Educational Progress (NAEP) and No Child Left Behind (NCLB) as these are Federal education programs.  LEAs may disclose children’s names and eligibility status to persons directly connected with the administration or enforcement of State educational assessment programs to the extent that the State assessment is part of the NAEP or the assessment program is established at the State, not local level.   See the USDA Eligibility Manual for School Meals on the DESE, SFS website for a list of specifically authorized programs and more complete information regarding disclosure of children’s free and reduced price meal eligibility information.

SHARING INFORMATION WITH OTHER PROGRAMS (Appendix 1) may be used by the LEA to obtain parental permission to disclose free and reduced price eligibility information of individual students for programs that require parental consent for disclosure.  Programs that require parental consent include local health and local education programs and other local level activities.  The LEA should indicate the name of the specific program on the form before providing the form to parents.
Direct Certification Information 
A new Direct Certification process will be implemented beginning in the 2013-14 school year for all public LEAs and in the 2014-15 school year for all non-public schools and Residential Child Care Institutions (RCCIs).  The new process will provide LEAs with Direct Certification eligibility utilizing the Missouri Student Information System (MOSIS).  Instructions for the new process are provided for public LEAs on page 8.  All non-public schools and RCCIs will continue with the current process on pages 9-14 for the 2013-14 school year. 

DESE, SFS, entered into an agreement with the Missouri DSS to obtain a computerized listing of all the children in Missouri between the ages of zero (0) and twenty-one (21).  Direct Certification is mandatory and updates will be provided monthly.  All LEAs must download at a minimum in July, October and January.  To achieve maximum benefits it is strongly encouraged to download Direct Certification on a monthly basis.  School children from families approved to receive Food Stamps or Temporary Assistance may be automatically approved to receive free meals, both breakfast and lunch, without having to complete an application.  This process was designed to simplify the application procedure for families, increase participation by eligible children, and reduce paperwork at the LEA level.  Students directly certified are considered eligible for the entire school year and are excluded from Verification.  
Direct Certification 
1. The families of students who have been identified as eligible for Food Stamps or Temporary Assistance must


be notified by the LEA that the students are eligible to receive free meals and extend benefits to all students residing in the household. Refer to DIRECT CERTIFICATION ELIGIBILITY (Policy Attachment B1).

2. Parents have a right to not have their children receive free meals.

3. Free and reduced price applications should still be distributed because:
· Direct Certification does not apply to all students who may be eligible for free meals.

· Although eligible, some families do not apply for Food Stamps or Temporary Assistance.

· It is unlikely that there will be a 100 percent match in the database of the names of students who are both enrolled in the LEA and receiving Food Stamps or Temporary Assistance.
4. Every precaution must be taken by the LEA to protect the anonymity of students receiving free and/or reduced price meals.  The distribution of the notices/letters to parents and Free and Reduced Price School Meals Family Application to households at the beginning of the year must be done in such a manner as to prevent overt identification and to ensure that no child is excluded from participation.

LEAs are not required to send a LETTER TO PARENTS (Attachment B) and a FREE AND REDUCED PRICE SCHOOL MEALS APPLICATION (Attachment C) to those families deemed eligible under the Direct Certification process, if the LEA has a system to distribute to non-certified households the letter to parents and an application so that children approved through the Direct Certification process will not be overtly identified (direct mail, individual student packets, etc.).

If the LEA does not have a system to distribute the letter to parents and the application so that children approved through the Direct Certification process will not be overtly identified, then all families must be provided with a LETTER TO PARENTS (Attachment B) and a FREE AND REDUCED PRICE SCHOOL MEALS FAMILY APPLICATION (Attachment C).

5. Information/lists of all students directly certified and/or approved through use of an application are then to be compiled, maintained, and easily retrievable. 
6. All Child Nutrition Program documentation must be kept on file for 3 years.  
Public LEAs
Direct Certification
DESE, SFS received a grant from the USDA to improve its current process for directly certifying eligible students for free meals. The changes will provide LEAs with Direct Certification eligibility for students in the LEA’s DESE student information system (MOSIS) files.

MOSIS is the Missouri Student Information System maintained by DESE information technology staff.  Only designated individuals at the State Agency and local LEA are issued credentials to enter the area where the Direct Certification files will be available. 

The new Direct Certification process will require coordination with the LEA staff that works with the MOSIS to conduct the matching process with the student’s records in the LEA student information system.

	


Guidance for the new Direct Certification process for public LEAs is provided: 
http://dese.mo.gov/divadm/food/documents/NewPublicLEADirectCertificationProcess.pdf
Directions to access Direct Certification from MOSIS:

Create a list of students currently enrolled in the National School Lunch Program using appropriate layout for the Direct Certification Lookup Collection, and/or use template.

· Save file as CSV or TXT Format.

· Log into MOSIS Data Collection System thought DESE Web Applications.

· On the Current Submissions page choose Run a Trial for the Direct Certification Lookup Collection.

· Browse and upload file to the Direct Certification Lookup Collection in MOSIS Data Collection.

· Once processed, choose Reports, and retrieve Direct Certification Lookup Report in MS Excel or CSV.  

· This report will list the eligible students.

· Use list to directly certify the appropriate students.

Questions regarding MOSIS, contact Amber Castlemen at 573-526-2572 or Amber.Castleman@dese.mo.gov.

Questions regarding Direct Certification, contact Joanna Hosier at 573-751-7664 or Joanna.Hosier@dese.mo.gov. 

Non-Public LEAs

Direct Certification 

The Direct Certification computerized listing contains specific identifying information that can be used to automatically approve students for free meals.  The specific data includes: the name of the child, date of birth, child's social security number, sex, race, the name of the case (approved household) head, the address of the case (approved household) head, and the particular program; e.g., Food Stamp (S), AFDC - Referred to as Temporary Assistance (C), or both (B).  Refer to non-public LEA Direct Certification Records Specification for Computer Use on page 14.  To be considered a verifiable the student's name must be matched with at least one identifier; e.g., birth date.  The more matching identifiers, the more assurance of a correct match.
To request the required identifying data, LEAs will need to verify/provide the Postal ZIP Codes, via the Web, from areas in which their students reside.

From the master computerized listing provided by the Missouri DSS, a listing of children whose addresses include the Postal ZIP Codes requested by the LEA will be generated.  This data will be provided to the requesting LEA via the Web. See pages 10-14 for procedures to access Direct Certification data.

The LEA can then certify as eligible for free meals those students enrolled in their school for whom there is a verifiable match with the Missouri DSS data or that reside in the household of an eligible student.
Only the Authorized Representative for the National School Lunch Program can submit ZIP Codes with their User Id and Password.  Data Entry and Authorized Representative capabilities can download Direct Certification data.

Authorized Representative - can Add, Delete, Save, and Submit ZIP Codes, and download Direct Certification information

Data Entry capabilities –can Add, Delete, Save ZIP Codes, and download Direct Certification information

View capabilities –can only view the ZIP Codes

Direct Certification can be downloaded as a text file, Microsoft Excel file, or a Microsoft Access file.  Text files can be saved in the LEA files or imported into the LEA database.

Microsoft Excel and Microsoft Access files can be saved in the LEA files, or printed as a hard copy.  

The LEA must have Microsoft Excel on a computer to receive the LEA information as a Microsoft Excel file.  The LEA must have Microsoft Access on a computer to receive the LEA information as a Microsoft Access file.

LEAs will access their Direct Certification at http://dese.mo.gov/divadm/food.
Questions regarding Direct Certification, contact Joanna Hosier at 573-751-7664 or Joanna.hosier@dese.mo.gov. 
Non-Public LEAs
Downloading Data to Microsoft Excel
1. Go to DESE Web Applications login, click on School Food Service-Direct Certification Download.  
2. Verify ZIP Codes, Add or Delete, Save, and Submit.  
3. If you are new to the National School Lunch Program click Add, enter ZIP Codes, Save and Submit start at number 4.  If you have downloaded Direct Certification in previous years rename the previous year document and skip to number 9.

4. Double click on My Computer icon

5. Double click on Local Disk (C:)
6. On the Menu Bar single click on File, select New, select Folder
7. Change New Folder name to dircert and hit enter on the keyboard

8. Close this screen

9. Go to School Food Services Website and single click DESE Web Applications 
10. Login

11. In the DESE Web Application, Single click Direct Certification Download
12. LEAs downloading Direct Certification for the first time enter zip codes then click save then submit

Note: If buttons are grayed out the Authorized Representative has not logged in with their User ID and Password.  The user must click Submit before the Download button will be enabled.  Once the Submit button has been clicked the Download button will remain enabled.  If the user changes the data and saves, they must click the Submit button again for the most current changes to appear in the download text file.

13. Click the Download button
14. Scroll down and single click on Download Text File 
15. Single click File, and select Save As… 

16. Go to Save in; click on drop down box and click on Local Disk (C:)
17. Double click on dircert folder and click Save 

18. Close this screen

Note: LEAs that will be downloading Direct Certification for use with SISWin or SISK12 must select “Download Text File”.  You do not need to open the downloaded file with Excel.  For questions regarding SISWin or SISK12 please contact SIS Support at 888-445-8503.  For a printable hardcopy of the document continue with the following instructions.

19. Single click Download Excel and single click SAVE (NOTE: If you don’t get the option to Save or Open, try holding down the Control and Alt keys while clicking Download Excel)
Note: You may be prompted whether you want to save or open this file, click SAVE 

20. Single click File, and select Save As…
21. Go to Save in; click on drop down box and click on Local Disk (C:)
22. Make sure file name says direct_import
23. Double click on dircert folder and click Save
24. Close this screen

25. Open Microsoft Excel 

26. Single Click Tools - on the fly out menu single click Security

27. Change security level to Low

28. Single Click OK

29. Close Excel

30. Reopen Excel

31. Single click File
32. Single click Open
33. Go to Look in; click on drop down box and click on Local Disk (C:)
34. Double click dircert folder  

35. Double click direct_import  

36. Hold the Ctrl key and hit the letter E   

37. Enter your agreement number/county district code

38. Single click OK
39. Single click OK
40. Single click File and select Save As…
41. Go to Save as type: and click on drop down box and click on Microsoft Excel Workbook
42. Single click SAVE
43. Identify and correctly match students from school enrollment data with Food Stamp/Temporary Assistance data.
Non-Public LEAs Only

Downloading Information to Text
1. Go to DESE Web Applications login, click on School Food Service-Direct Certification Download.  

2. Verify ZIP Codes, Add or Delete, Save, and Submit.  
3. Double click on My Computer icon

4. Double click on Local Disk (C:)
5. Go to menu bar and single click on File, select New, select Folder
6. Change New Folder name to dircert and hit enter on the keyboard

7. Close this screen 
8. Go to School Food Services Website and single click DESE Web Applications
9. Login

10. Single click Direct Certification Download
Note:  If buttons are grayed out the Authorized Representative has not logged in with their User ID and Password.  The user must click Submit before the Download button will be enabled.  Once the Submit button has been clicked the Download button will remain enabled.  If the user changes the data and saves, they must click the Submit button again for the most current changes to appear in the download text file.

11. Scroll down and single click on Download Text File
12. Single click File, and select Save As… 

13. Go to Save in; click on drop down box and click on Local Disk (C:)
14. Double click on dircert folder and click Save 

15. Close this screen
16. Identify and correctly match students from school enrollment data with Food Stamp/Temporary Assistance data.

Non-Public LEAs
Downloading Information to Microsoft Access
1. Go to DESE Web Applications login, click on School Food Service-Direct Certification Download.  

2. Verify ZIP Codes, Add or Delete, Save, and Submit.  
3. Double click on My Computer icon

4. Double click on Local Disk (C:)
5. Go to menu Bar and single click on File, select New, select Folder
6. Change New Folder name to dircert and hit enter on the keyboard

7. Close this screen

8. Go to School Food Services Website and single click DESE Web Applications
9. Login

10. Single click Direct Certification Download
Note: If buttons are grayed out the Authorized Representative has not logged in with their User ID and Password.  The user must click Submit before the Download button will be enabled.  Once the Submit button has been clicked the Download button will remain enabled.  If the user changes the data and saves, they must click the Submit button again for the most current changes to appear in the download text file.

11. Scroll down and single click on Download Text File
12. Single click File, and select Save As… 

13. Go to Save in; click on drop down box and click on Local Disk (C:)
14. Double click on dircert folder and click Save 

15. Close this screen

16. Single click Download Access
17. Depending on your version of Access you either need to Click Save or Click Save this file to a disk then click OK
18.  Go to Save in; click on drop down box and click on Local Disk (C:)  

19. Single click Save
20. Single click Open  

21. Go to menu bar and single click File, click Get External Data, click Import  
22. Go to Look in: click on drop down box and click on Local Disk (C:)
23. Double click on dircert folder  

24. Go to Files of type: and single click on Text File
25. Double click the text file that is named with your agreement number/county district code

26. Single click Advanced…  

27. Single click Specs…
28. Single click Open
29. Single click OK
30. Single click Finish
31. Single click 
32. Identify and correctly match students from school enrollment data with Food Stamp/Temporary Assistance data.

Non-Public LEAs
 Direct Certification Record Specifications
For Computer Use
	RECORD IDENTIFICATION
	RECORD NAME:  AFDC/FOOD STAMPS RECORD

	FILE NAME:  AFDC/FOOD STAMPS
	RECORD NUMBER

	FILE TYPE:  1600 BPI UNLABELED
	RECORD TYPE:  F


	Item
	Fld.
	Pos.
	No.
	No.
	Item
	

	No.
	Beg.
	End
	Char.
	Bytes
	Type
	Field Name and Description

	
	
	
	
	
	
	

	01
	1
	18
	18
	18
	AN
	Last Name

	02
	19
	30
	12
	12
	AN
	First Name

	03
	31
	31
	01
	01
	AN
	Middle Initial

	04
	32
	39
	08
	08
	N
	Date of Birth (YYYY/MM/DD)

	05
	40
	40
	01
	01
	AN
	Sex (M-Male, F-Female)

	06
	41
	41
	01
	01
	AN
	Race: 1-White, 2-Black,

	
	
	
	
	
	
	3-Spanish (American),

	
	
	
	
	
	
	4-Indian American/Alaskan Native

	
	
	
	
	
	
	5-Asian

6-Native Hawaiian/Pacific Islander

U-Undetermined

	07
	42
	42
	01
	01
	AN
	AFDC/FS Indicator (C-AFDC,

	
	
	
	
	
	
	S-Food Stamps, B-Both)

	08
	43
	48
	06
	06
	AN
	County/District Code

	09
	49
	57
	09
	09
	N
	Social Security Number

	10
	58
	75
	18
	18
	AN
	Case Head Last Name

	11
	76
	87
	12
	12
	AN
	Case Head First Name

	12
	88
	88
	01
	01
	AN
	Case Head Middle Initial

	13
	89
	111
	23
	23
	AN
	Address 1

	14
	112
	134
	23
	23
	AN
	Address 2

	15
	135
	148
	14
	14
	AN
	City

	16
	149
	150
	02
	02
	AN
	State

	17
	151
	159
	09
	09
	N
	ZIP Code

	
	
	
	
	
	
	


CODES:

	RECORD TYPE
	ITEM TYPE

	
	

	F=FIXED
	N=NUMERIC

	V=VARIABLE
	AN=ALPHANUMERIC

	U=UNDEFINED
	A=ALPHABETIC

	
	R=REPORTS


 Attachment A
Eligibility Criteria for Free and Reduced Price Meals 

Effective July 1, 2013
	Household
	Maximum Household Income
	Maximum Household Income

	Size
	Eligible for Free Meals
	Eligible for Reduced Price Meals

	
	Annually
	Monthly
	Weekly
	Annually
	Monthly
	Weekly

	1
	$14,937
	$1,245
	$288
	$21,257 
	$1,772
	$409

	2
	20,163
	1,681
	388
	28,694
	2,392
	552

	3
	25,389
	2,116
	489
	36,131
	3,011
	695

	4
	30,615
	2,552
	589
	43,568
	3,631
	838

	5
	35,841
	2,987
	690
	51,005
	4,251
	981

	6
	41,067
	3,423
	790
	58,442
	4,871
	1,124

	7
	46,293
	3,858
	891
	65,879
	5,490
	1,267

	8
	51,519
	4,294
	991
	73,316
	6,110
	1,410

	Each add’l
	
	
	
	
	
	

	member
	5,226
	436
	101
	7,437
	             620
	144


Family/Household means a group of people who may or may not be related and who do not live in an institution or a boarding house, but who are living as one economic group.  Students who are temporarily away at school should be counted as members of the family; however, students who are full-time residents of an institution are considered a family of one.

Income means income before deductions for income taxes, employee's social security taxes, insurance premiums, charitable contributions, bonds, etc.  It includes the following:

1. Monetary compensation for services, including wages, salary, commissions, or fees;

2. Net income from non-farm self-employment;

3. Net income from farm self-employment;

4. Social security;

5. Dividends or interest on savings or bonds or income from estates or trusts;

6. Net rental income;

7. Public assistance or welfare payments;

8. Unemployment compensation;

9. Government civilian employee or military retirement, or pensions, or veterans payments;

10. Private pensions or annuities;

11. Alimony or child support payments;

12. Regular contributions from persons not living in the household;

13. Net royalties; and

14. Other cash income.  Other cash income would include cash amounts received or withdrawn from any source including savings, investments, trust accounts, and other resources which would be available to pay the price of a child's meal.
Attachment A (Continued)

Income does not include any income or benefits received under any Federal program, which are excluded from consideration as income by any legislative prohibition.
In a household where there is income from wages and self-employment and the self-employment reflects a negative net income, consider that income as zero so as not to offset the wages earned.

In applying guidelines, the family's current rate of income should be used in determining eligibility.

Current Income is defined as income received during the month prior to application if such income is representative.  Where the prior month's income was much higher or lower than usual, expected income for this year (12 months starting from last month) may be used; for example, self-employed people, farmers, and migrant workers.

Foster Children whose care and placement is the responsibility of the State or who is placed by a court with a caretaker household is categorically eligible for free meals and may be certified without a application.  Households with foster and non foster children may chose to include the foster child as a household member, as well as any personal income earned by the foster child on the same household application that includes the non foster children.   

Institutionalized Children are considered a one-member family and only monies the child actually receives and controls shall be considered as income for determining eligibility.

Adopted Children for whom a household has accepted legal responsibility is considered to be a member of that household.  If the adoption is a “subsidized” adoption, which may include children with special needs, the subsidy is included in the total household income.
Because some adopted children were first placed in families as foster children, parents may not be aware that, once the child is adopted, he/she must be determined eligible based on the economic unit and all income available to that household, including any adoption assistance, is counted when making eligibility determination.
 Attachment B
Letter to Parents
National School Lunch Program/School Breakfast Program
	Household Size
	Annually
	Monthly
	Weekly

	1
	$21,257 
	$1,772
	$409

	2
	28,694
	2,392
	552

	3
	36,131
	3,011
	695

	4
	43,568
	3,631
	838

	5
	51,005
	4,251
	981

	6
	58,442
	4,871
	1,124

	7
	65,879
	5,490
	1,267

	8
	73,316
	6,110
	1,410

	For each add’l person add
	$7,437
	$620
	$144


Dear Parent/Guardian:

Children need healthy meals to learn.  [Name of School] offers healthy meals every school day.  Breakfast costs [$]; lunch costs [$]. Your child(ren) may qualify for free or for reduced price meals.  Reduced price is [$] for breakfast and [$] for lunch.

1.  Do I need to fill out an application for each child?  No.  Use one Free and Reduced Price School Meals Application for all students in your household.  We cannot approve an application that is not complete, so be sure to fill out all required information.  Return the completed application to: [name, address, phone number].
2.  Who can get free meals?  All children in households getting Food Stamps, Temporary Assistance, or the Food Distribution Program on Indian Reservations can get free meals regardless of income.  Also, your child(ren) can get free meals if your household income is within the free limits on the Federal Income Eligibility Guidelines.

3. Can foster children get free meals?  Yes, foster children that are under the legal responsibility of a foster care agency or court, are eligible for free meals.  Any foster child in the household is eligible for free meals regardless of income.

4.  Can homeless, runaway and migrant children get free meals?  Please call [school, homeless liaison or migrant coordinator] to see if your child(ren) qualify, if you have not been informed that they will get free meals.

5.  Who can get reduced price meals?  Your child(ren) can get low cost meals if your household income is within the reduced price limits.

6.  Should I fill out an application if I got a letter this school year saying my child(ren) are approved for free or reduced price meals?  Do not complete the attached application if you have recently received notification from your school that your child(ren) has been certified to receive free meal benefits for the 2013-2014 school year.

7.  My child’s application was approved last year.  Do I need to fill out another one?  Yes.  Your child’s application is only good for that school year and for the first few days of this school year.  You must send in a new application unless the school told you that your child(ren) is eligible for the new school year.  

8.  I get WIC.  Can my child(ren) get free meals?  Children in households participating in WIC may be eligible for free or reduced price meals.  Please fill out an application.

9.    Will the information I give be checked?  Yes, we may ask you to send written proof.

 Attachment B (Continued)
10.  If i don’t qualify now, may I apply later?  Yes.  You may apply at any time during the school year if your 
     household size goes up, income goes down, or if you start receiving Food Stamps, Temporary Assistance or other benefits.  If you lose your job, your child(ren) may be able to get free or reduced price meals.
11.  What if I disagree with the school’s decision about my application?  You should talk to school officials.  You also may ask for a hearing by calling or writing to: [name, address, phone number].

12.  May I apply if someone in my household is not a U.S. citizen?  Yes.  You or your child(ren) do not have to be a U.S. citizen to qualify for free or reduced price meals.

13.  Who should I include as members of my household?  You must include all people living in your household, related or not (such as grandparents, other relatives, or friends).  You must include yourself and all children who live with you.

14.  What if my income is not always the same?  List the amount that you normally get.  For example, if you normally get $1,000 each month, but you missed some work last month and only got $900, put down that you get $1,000 per month. If you normally get overtime, include it, but not if you get it only sometimes.

15.  We are in the Military; do we include our housing allowance as income?  If your housing is part of the Military Housing Privatization Initiative, do not include your housing allowance as income. Exclude military combat pay received by service members during a deployment.  All other allowances must be included in your gross income.

If you have other question or need help, call [phone number].

Sincerely, 

[signature]

Non-discrimination Statement: The U.S. Department of Agriculture prohibits discrimination against its customers, employees, and applicants for employment on the bases of race, color, national origin, age, disability, sex, gender identity, religion, reprisal, and where applicable, political beliefs, marital status, familial or parental status, sexual orientation, or all or part of an individual's income is derived from any public assistance program, or protected genetic information in employment or in any program or activity conducted or funded by the Department. (Not all prohibited bases will apply to all programs and/or employment activities.)  If you wish to file a Civil Rights program complaint of discrimination, complete the USDA Program Discrimination Complaint Form (PDF), found online at http://www.ascr.usda.gov/complaint_filing_cust.html, or at any USDA office, or call (866) 632-9992 to request the form. You may also write a letter containing all of the information requested in the form. Send your completed complaint form or letter to us by mail at U.S. Department of Agriculture, Director, Office of Adjudication, 1400 Independence Avenue, S.W., Washington, D.C. 20250-9410, by fax (202) 690-7442 or email at program.intake@usda.gov.  Individuals who are deaf, hard of hearing or have speech disabilities may contact USDA through the Federal Relay Service at (800) 877-8339; or (800) 845-6136 (Spanish).  USDA is an equal opportunity provider and employer.
Attachment B1
Direct Certification Eligibility
National School Lunch School/School Breakfast Program
Dear Parent/Guardian:

[Name of school] is participating in the Direct Certification program.  Direct Certification means that children who are from families currently approved for Food Stamps or a child receiving Temporary Assistance can be automatically approved for free meals at schools under the National School Lunch Program and the School Breakfast Program.

Each student listed below has been approved for free meals during the 2013-2014 school year, based on his/her eligibility for Food Stamps or Temporary Assistance. 

	Name of Child
	Name of School

	
	

	
	

	
	

	
	

	
	

	
	


If there are other children in your household who aren’t listed above, contact the school the children attend, they also qualify for free meals.

Please KEEP THIS LETTER for your records.  Do not return it to the school.

If for some reason you do not want your child(ren) to receive free meals or if you have any questions, please contact your child's school immediately.

Sincerely,
[Signature]

Non-discrimination Statement: The U.S. Department of Agriculture prohibits discrimination against its customers, employees, and applicants for employment on the bases of race, color, national origin, age, disability, sex, gender identity, religion, reprisal, and where applicable, political beliefs, marital status, familial or parental status, sexual orientation, or all or part of an individual's income is derived from any public assistance program, or protected genetic information in employment or in any program or activity conducted or funded by the Department. (Not all prohibited bases will apply to all programs and/or employment activities.)  If you wish to file a Civil Rights program complaint of discrimination, complete the USDA Program Discrimination Complaint Form (PDF), found online at http://www.ascr.usda.gov/complaint_filing_cust.html, or at any USDA office, or call (866) 632-9992 to request the form. You may also write a letter containing all of the information requested in the form. Send your completed complaint form or letter to us by mail at U.S. Department of Agriculture, Director, Office of Adjudication, 1400 Independence Avenue, S.W., Washington, D.C. 20250-9410, by fax (202) 690-7442 or email at program.intake@usda.gov.  Individuals who are deaf, hard of hearing or have speech disabilities may contact USDA through the Federal Relay Service at (800) 877-8339; or (800) 845-6136 (Spanish).  USDA is an equal opportunity provider and employer.
	Part 1. Food Stamp/Temporary Assistance Benefits

	If any member of your household receives Food Stamps or Temporary Assistance, provide the name and case number for the person who receives the benefits below. 

Also complete Part 2, numbers 1, 2, and 3 for all students in the household.  If no one receives benefits, fill out Part 2 completely.   

	Name:
	Case Number: 0 0  ____  ____  ____  ____  ____  ____  ____  ____

	Part 2. Household Information

	1. Name – list everyone in household
If Part 1 is complete list only students
	2. Name of school building

Name of school building for each child/student or indicate N/A if not in school
	3. Grade
	4. Check if a
 foster child
 legal responsibility of welfare agency
or court
	5. Gross income and how often it was received (weekly, every 2 weeks, 2x per month, monthly, yearly)
	6. Check if no Income

	
	
	
	
	Earnings from work 
before deductions
	Welfare, child support, alimony
	Pensions, retirement, social security, SSI,

 and  VA benefits
	All other income
	

	
	
	
	
	Income
	How often
	Income 
	How often
	Income
	How often
	Income 
	How often
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	Part 3. Homeless, migrant, or Runaway Student

	If any student you are applying for is homeless, migrant, or a runaway contact the school/district Homeless Liaison/Migrant Coordinator at [phone number of Homeless Liaison/Migrant Coordinator]

	Part 4. Signature (Adult Must Sign)

	An adult household member must sign the application.  If Part 2 is completed, the adult signing the application must also list his or her last four digits of their social security number or mark the “I do not have a social security number” box.  (See Privacy Act Statement.)

I certify (promise) that all information on this application is true and that all income is reported.  I understand that the school will get federal funds based on the information I give.  I understand that the school officials may verify (check) the information.  I understand that if I purposely give false information, my children may lose meal benefits, and I may be prosecuted. 

Sign here:__________________________________________________________________________​​___Print name:_____________________________________________________________Date:_________________________________

Address:_____________________________________________________________________________​_City:_____________________________________________________________________Zip code:____________________________

Phone number:_______________________________________________________________________Last  4 digits of social security number: * * * - * * - __  __  __  __   ( I do not have a social security number

	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 the social security number of the adult household member who signs the application.  The last four digits of 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 lunch and breakfast programs. 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.

	Part 5. Student’s Racial and Ethnic Identities (optional)

	 Mark ethnic identity
( Hispanic or Latino
(Not Hispanic or Latino
	      Mark one or more racial identities
      (Asian                     (Black or African American                             (Native Hawaiian or Other Pacific Islander         

      (White                    (American Indian or Alaska Native                                                                                                                

	Non-discrimination Statement: The U.S. Department of Agriculture prohibits discrimination against its customers, employees, and applicants for employment on the bases of race, color, national origin, age, disability, sex, gender identity, religion, reprisal, and where applicable, political beliefs, marital status, familial or parental status, sexual orientation, or all or part of an individual's income is derived from any public assistance program, or protected genetic information in employment or in any program or activity conducted or funded by the Department. (Not all prohibited bases will apply to all programs and/or employment activities.)  If you wish to file a Civil Rights program complaint of discrimination, complete the USDA Program Discrimination Complaint Form (PDF), found online at http://www.ascr.usda.gov/complaint_filing_cust.html, or at any USDA office, or call (866) 632-9992 to request the form. You may also write a letter containing all of the information requested in the form. Send your completed complaint form or letter to us by mail at U.S. Department of Agriculture, Director, Office of Adjudication, 1400 Independence Avenue, S.W., Washington, D.C. 20250-9410, by fax (202) 690-7442 or email at program.intake@usda.gov.  Individuals who are deaf, hard of hearing or have speech disabilities may contact USDA through the Federal Relay Service at (800) 877-8339; or (800) 845-6136 (Spanish).  USDA is an equal opportunity provider and employer.

	DO NOT fill out this section.  This is for school use only.

	annual income conversion:  weekly x 52,  every 2 weeks x 26,  twice a month x 24,  monthly x 12 (use only if multiple frequency)
(Food Stamps/Temporary Assistance   Household size:_________________Total income:______________​​​​​​______________________ Per:  (Week    (Every 2 Weeks   (Twice a Month   (Month   (Year

Eligibility: (Free  (Reduced  (Denied  Reason:____________________________________________________________________________________________________Date withdrawn:________________________________________________

Determining Official’s Signature:______________________________________________________________________________________________________________Date Approved/Denied:________________________________________________

Confirming Official’s Signature (For verification purposes only):_________________________________________________________________________________________________Date:_______________________________________________


                                              2013-2014 Free And Reduced Price School Meals Family Application – Complete One Application per Household   
Attachment C

Instructions for Attachment C
	If your household gets FOOD STAMPS OR TEMPORARY ASSISTANCE, follow these instructions:

Part 1:  If any child or adult in the household receives Food Stamps or Temporary Assistance benefits, provide the name of the person receiving the benefits and the case number.  Food Stamp/Temporary Assistance case numbers are a ten-digit number; the first two digits currently are “00” and are printed on the application.  A 16-digit Electronic Benefit Transfer (EBT) Card number is NOT acceptable.  Currently, an EBT number starts with “5076”.  If you do not know your Food Stamp/Temporary Assistance case number, call the local Family Support Division, Social Services office.
Part 2:  List Student(s) name(s), school building and grade.
Part 3:  Skip this part.
Part 4:  Sign the application.  The last four digits of a social security number are not required.

  Part 5:  Indicate ethnic and racial identity if you choose to do so. 


	If any student you are applying for is homeless, migrant, or a runaway contact the school/district Homeless Liaison/Migrant Coordinator.


	If you are applying for a FOSTER CHILD or a household with a  foster child(ren), follow these instructions:
Part 1:  Skip this part.

Part 2:  List student(s) name(s), school building and grade.  Check the box if the student is a foster child (legal responsibility of welfare agency or court).  Provide the amount of the foster child’s personal use income or earnings.  Write “0” if the foster child has no personal use income.  List all non-foster children in the household, name of school building, and grade and any income they receive.  If there are non-foster children in the household, follow directions in All Other Households, Part 2, columns 1, 5 and 6.  

Part 3:  Skip this part.

Part 4:  If the form is only for foster children, the last four digits of the social security number of the adult signing the form are not necessary.  If non-foster children are in the household, list the last four digits of the social security number of the adult signing the form or check the box if they do not have a social security number.  
  Part 5:  Indicate ethnic and racial identity if you choose to do so.


	ALL OTHER HOUSEHOLDS, including WIC households, follow these instructions:

Part 1: Skip this part.

Part 2: Follow these instructions to report total household income from last month:

Column 1–Name: List the first and last name of each person living in your household, related or not (such as grandparents, other relatives, or friends) including yourself.  Attach another sheet of paper if you need more room to list all household members.

Column 2 – Name of School Building: Indicate the school building each student attends.

Column 3 – Grade: Indicate the grade level of each student.

Column 4 – Foster Child: If any student is a foster child (legal responsibility of a welfare agency or court), check the box.

Column 5 –Gross income last month and how often it was received:  Next to each household member’s name list each type of income received last month, and how often it was received.  For example, Earnings from work:  List the gross income each person earned from work.  This is not the same as take-home pay.  Gross income is the amount earned before taxes and other deductions.  The amount should be listed on your pay stub, or your boss can tell you.  Next to the amount, write how often the person received it (weekly, every other week, twice a month, or monthly).  List the amount each person got last month from welfare, child support, alimony; pensions, retirement, social security; and all other income in the appropriate categories.  In the other income column, include Worker’s Compensation, unemployment, strike benefits, Supplemental Security Income (SSI), Veteran’s benefits (VA benefits), disability benefits, regular contributions from people who do not live in your household, and ANY OTHER INCOME.  Report net income for self-owned business, farm, or rental income.  Next to the amount, write how often the person received it.  If you are in the Military Housing Privatization Initiative do not include this housing allowance.  Exclude military combat pay received by service members during a deployment.

Column 6–Check if no income: If the person does not have any income, check the box.

Part 3: Skip this part. 

Part 4: An adult household member must sign the form and list the last four digits of the social security number of the adult signing the form, or mark the box if he or she doesn’t have a social security number.

  Part 5: Indicate ethnic and racial identity if you choose to do so.
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Application for Health Coverage & Help Paying Costs
	
	Use this application
•   Affordable private health insurance plans that offer comprehensive coverage to 
to see what                                help you stay well

•  A new tax credit that can immediately help pay your premiums for 
coverage choices
health  coverage 
you qualify for 
•  Free or low-cost insurance from MO HealthNet
You may qualify for a free or low-cost program even if you earn as much as $94,000 a year (for a family of 4).

	
	            Who can use this            •   Use this application to apply for anyone in your family.
Application? 
•   Apply even if you or your child already has health coverage. You could be eligible for lower-cost or free coverage.
•  Families that include immigrants can apply. You can apply for your child even if you are not eligible for coverage. Applying will not affect your immigration status or chances of becoming a permanent resident or citizen. 
•   If someone is helping you fill out this application, you may need to complete Appendix C. 

	
	Apply faster 
Apply faster online at mydss.mo.gov.
online

	
	What  you may 
•   Social Security Numbers (or document numbers for any legal
need to apply 
immigrants who  need insurance)
                                                                •   Employer and income information in your family (for example, from paystubs,      

                                                                               W-2 forms, or wage and tax statements)
•  Policy numbers for any current health insurance
•   Information about any job-related health insurance available to your family

	
	Why do we ask for 
We ask about income and other information to let you know what coverage
this information?
you qualify for and if you can get any help paying for it. We will keep all the 
                                       information you provide private and secure, as required by law. 


	
	What happens 
Send your complete, signed application to the address on page 7. If you
next? 
do not have all the information we ask for, sign and submit your
                                       application anyway. We will follow-up with you. You will get instructions on
the next steps to complete your health coverage. If you do not hear from us, call 1-855-373-9994. Filling out this application does not mean you have to buy health coverage.

	
	Get help with this 
•  Online:  mydss.mo.gov
application
•   Phone: Call our Contact Center at 1-855-373-9994.
•  In person: Any local Family Support Division office or there may be
     counselors in your area who can help. Visit HealthCare.gov or call

     1-800-318-2596 for more information.
•  En Español: Llame a nuestro centro de ayuda gratis al 1-855-373-9994.



STEP 1
Tell us about yourself.                       This application was obtained from a:         







School
(We need one adult in the family to be the contact person for your application.)            
1. First name, Middle name, Last name, & Suffix
	2. Home address (Leave blank if you do not have one.)
	3. Apartment or suite  number

	4. City
	5. State
	6. ZIP code
	7. County

	8. Mailing address (if different from home address)
	9. Apartment or suite  number

	10. City 
	11. State
	12. ZIP code
	13. County

	14. Phone number
(
)
–
	15. Other phone number
(
)
–


16. Do you want to get information about this application by email? 
Yes
No
Email address:  

17. Preferred spoken or written language (if not English)
STEP 2 
Tell us about your family.
Who do you need to include on this application?
Tell us about all the family members who live with you. If you file taxes, we need to know about everyone on your tax return. (You do not need to file taxes to get health coverage). 

DO Include:
•  Yourself
•  Your spouse

•  Your children under 21 who live with you

•  Your unmarried partner who needs health coverage

•   Anyone you include on your tax return, even if they do not live with you

•   Anyone else under 21 who you take care of and lives with you 


You DO NOT have to include:
•  Your unmarried partner who does not need health coverage

•  Your unmarried partner’s children

•  Your parents who live with you, but file their own tax return (if you are over 21)

•   Other adult relatives who file their own tax return

The amount of assistance or type of program you qualify for depends on the number of people in your family and their incomes. This information helps us make sure everyone gets the best coverage they can.
Complete Step 2 for each person in your family. Start with yourself, then add other adult and children. If you have more than 2 people in your family, you will need to make a copy of the pages and attach them.  You do not need to provide immigration status or a Social Security Number (SSN) for family members who do not need health coverage. We will keep all the information you provide private and secure as required by law. We will use personal information only to check if you are eligible for health coverage.
STEP 2: PERSON 1


(Start with yourself)
Complete Step 2 for yourself, your spouse/partner and children who live with you and/or anyone on your same federal income tax return if you file one. See page 1 for more information about who to include. If you do not file a tax return, remember to still add family members who live with you.
	1. First name, Middle name, Last name, & Suffix
	2. Relationship to you?
SELF

	3. Date of birth (mm/dd/yyyy)
	4. Sex 
Male 
Female


5. Social Security Number (SSN)                      -           -                     
We need this if you want health coverage and have an SSN. Providing your SSN can be helpful if you do not want health coverage too since it can speed up the application process. We use SSNs to check income and other information to see who is eligible for help with health coverage costs.  If someone wants help getting a SSN, call 1-800-772-1213 or visit socialsecurity.gov. TTY users should call 1-800-325-0778.

6. Do you plan to file a federal income tax return NEXT YEAR?
(You can still apply for health insurance even if you do not file a federal income tax return.)
YES. If yes, please answer questions a–c. 

NO. If no, skip to question c. a. Will you file jointly with a spouse? 
Yes 
No
If yes, name of spouse:  

b. Will you claim any dependents on your tax return? 
Yes 
No
If yes, list name(s) of dependents:  

c. Will you be claimed as a dependent on someone’s tax return? 
Yes 
No
If yes, please list the name of the tax filer:  

How are you related to the tax filer?
7. Are you pregnant?
Yes
No    a. If yes, how many babies are expected during this pregnancy?  

8. Do you need health coverage?
(Even if you have insurance, there might be a program with better coverage or lower costs.)
YES. If yes, answer all the questions below.
NO. If no, SKIP to the income questions on page 3.
Leave the rest of this page blank.
9. Do you have a physical, mental or emotional health conditions that causes limitations in activities (like bathing, dressing, daily chores, etc) or live in a medical facility or nursing home? 
Yes 
No
10. Are you a U.S. citizen or U.S. national? 
Yes 
No
11.   If you are not a U.S. citizen or U.S. national, do you have eligible immigration status? 
Yes. Fill in your document type and ID number below. 
a. Immigration document type

b. Document ID number  

c. Have you lived in the U.S. since 1996? 
Yes 
No
d. Are you or your spouse or parent a veteran or an active-duty member of the U.S. military? 
Yes 
No
12. Do you want help paying for medical bills from the last 3 months? 
Yes 
No
13. Do you live with at least one child under the age of 19, and are you the main person taking care of this child? 
Yes 
No
14. Are you a full-time student?
Yes 
No
15. Were you in foster care at age 18 or older? 
Yes 
No
16. If Hispanic/Latino, ethnicity (OPTIONAL—check all that apply.)
Mexican
Mexican American
Chicano/a
Puerto Rican
Cuban
Other 

17. Race (OPTIONAL—check all that applies.)
	White
	American Indian or
	Filipino
	Vietnamese
	Guamanian or Chamorro

	Black or African
	Alaska Native 
	Japanese
	Other Asian
	Samoan 

	American 
	Asian Indian
	Korean
	Native Hawaiian
	Other Pacific  Islander

	
	Chinese 
	
	
	Other  



STEP 2: PERSON 1
(Continue with yourself)
Current Job & Income Information
Employed
If you are currently employed, tell us about your income. Start with question 18.


Not employed
Skip to question 28.

Self-employed
Skip to question 27.
CURRENT JOB 1:
18. Employer name and address 
19. Employer phone number
(
)
–
20. Wages/tips (before taxes)
Hourly 
Weekly
Every 2 weeks 
Twice a month 
Monthly
Yearly
$  

21. Average hours worked each WEEK

CURRENT JOB 2: (if you have more jobs and need more space, attach another sheet of paper.)
22. Employer name and address 
23. Employer phone number
(
)
–
24. Wages/tips (before taxes)
Hourly 
Weekly
Every 2 weeks 
Twice a month
Monthly
Yearly
$  

25. Average hours worked each WEEK

26. In the past year, did you: 
Change jobs
Stop working
Start working fewer hours
None of these 
27. If self-employed, answer the following questions:
a. Type of work 
b.   How much net income (profits once business expenses are paid) will you get from this self-employment this month?
$  

28. OTHER INCOME THIS MONTH: Check all that apply, and give the amount and how often you get it.
NOTE: You do not need to tell us about child support, veteran’s payment, or Supplemental Security Income (SSI).
	None
	

	Unemployment
	$  
 How often?  

	Net farming/fishing
	$  
 How often?  


	Pensions 
	$  
 How often?  

	Net rental/royalty
	$  
 How often?  


	Social Security
	$  
 How often?  

	Other income
	$  
 How often?  


	Retirement accounts
Alimony received
	$  
 How often?  

$  
 How often?  

	Type:  



29. DEDUCTIONS: Check all that apply, and give the amount and how often you get it.
If you pay for certain things that can be deducted on a federal income tax return, telling us about them could make the cost of health coverage a little lower.
NOTE: You should not include a cost that you already considered in your answer to net self-employment (question 27b).
 Alimony paid
$  
How often?  

Other deductions
$  
How often?  

 Student loan interest   $  
How often?  

Type:  

30. YEARLY INCOME: Complete only if your income changes from month to month. If you do not expect changes to your monthly income, skip to the next person.
Your total income this year 
Your total income next year (if you think it will be different)
$ 
$
THANKS! This is all we need to know about you.
STEP 2: PERSON 2
Complete step 2 for yourself, your spouse/partner, and children who live with you and/or anyone on your same federal income tax return if you file one. See page 1 for more information about who to include. If you do not file a tax return, remember to still add family members who live with you.
	1. First name, Middle name, Last name, & Suffix
	2. Relationship to you?

	3. Date of birth (mm/dd/yyyy)
	4. Sex 
Male 
Female


5. Social Security Number (SSN)   
 
 
-  
 
-  
 
 
 

We need this if you want health coverage and have an SSN.
6. Does PERSON 2 live at the same address as you? 
Yes 
No
If no, list address:  

7. Does PERSON 2 plan to file a federal income tax return NEXT YEAR?
(You can still apply for health insurance even if you do not file a federal income tax return.)
YES. If yes, please answer questions a–c. 
NO. If no, skip to question c.
a. Will PERSON 2 file jointly with a spouse? 
Yes 
No
If yes, name of spouse:  

b. Will PERSON 2 claim any dependents on his or her tax return? 
Yes 
No
If yes, list name(s) of dependents:  

c. Will PERSON 2 be claimed as a dependent on someone’s tax return? 
Yes 
No
If yes, please list the name of the tax filer:  

How is PERSON 2 related to the tax filer?
8.   Is PERSON 2 pregnant?
Yes
No a. If yes, how many babies are expected during this pregnancy? 

9. Does PERSON 2 need health coverage?
(Even if they have insurance, there might be a program with better coverage or lower costs.)
YES. If yes, answer all the questions below.
NO. If no, SKIP to the income questions on page 5.
Leave the rest of this page blank.
10. Does PERSON 2 have a physical, mental, or emotional health condition that causes limitations in activities (like bathing, dressing, daily chores, etc) or live in a medical facility or nursing home? 
Yes 
No
11.   Is PERSON 2 a U.S. citizen or U.S. national? 
Yes 
No
12. If PERSON 2 is not a U.S. citizen or U.S. national, do they have eligible immigration status?
Yes. Fill in their document type and ID number below.
a. Document type  
              b. Document ID number  

c. Has PERSON 2 lived in the U.S. since 1996? 
Yes
No  d. Is PERSON 2, or their spouse or parent a veteran or an active- duty member in the U.S. military? 
Yes 
No
	13. Does PERSON 2 want help paying for medical bills from the last 3 months?
Yes 
No
	14. Does PERSON 2 live with at least one child under the age of 19, and are they the main person taking care of this child?
Yes 
No
	15. Was PERSON 2 in foster care at age 18 or older?
Yes 
No

	Please answer the following questions if PERSON 2 is 22 or younger:

	16. Did PERSON 2 have insurance through a job and lose it within the past 3 months? 
Yes 
No
a. If yes, end date:  
  b. Reason the insurance ended:  


	17. Is PERSON 2 a full-time student?
Yes 
No


18. If Hispanic/Latino, ethnicity (OPTIONAL—check all that apply.)
Mexican
Mexican American
Chicano/a
Puerto Rican
Cuban
Other

19. Race (OPTIONAL—check all that apply.)
	White
	American Indian or
	Filipino
	Vietnamese
	Guamanian or Chamorro

	Black or African    
	Alaska Native
	Japanese
	Other Asian
	Samoan 

	American 
	Asian Indian
	Korean
	Native Hawaiian
	Other Pacific  Islander

	
	Chinese 
	
	
	Other  



Now, tell us about any income from PERSON 2 on the back.
STEP 2: PERSON 2
Current Job & Income Information
Employed
If you are currently employed, tell us about your income. Start with question 20.

Not employed
Skip to question 30.

Self-employed
Skip to question 29.
CURRENT JOB 1:
20. Employer name and address 
21. Employer phone number
(
)
–
22. Wages/tips (before taxes)
Hourly 
Weekly
Every 2 weeks 
Twice a month
Monthly
Yearly
$  

23. Average hours worked each WEEK 
CURRENT JOB 2: (If you have more jobs and need more space, attach another sheet of paper.)
24. Employer name and address 
25. Employer phone number
(
)
–
26. Wages/tips (before taxes)
Hourly 
Weekly
Every 2 weeks 
Twice a month 
Monthly
Yearly
$  

27. Average hours worked each WEEK

28. In the past year, did PERSON 2: 
Change jobs
Stop Working
Start working fewer hours 
None of these
29. If self-employed, answer the following questions:
a. Type of work 
b.   How much net income (profits once business expenses are paid) will you get from this self-employment this month?
$  

30. OTHER INCOME THIS MONTH: Check all that apply, and give the amount and how often you get it.
NOTE: You do not need to tell us about child support, veteran’s payment, or Supplemental Security Income (SSI).             None
Unemployment
$  
 How often?  

Net farming/fishing
$  
 How often?  

Pensions 
$  
 How often?  

Net rental/royalty

$  
 How often?  

Social Security
$  
 How often?  

Other income
$  
 How often?  

	Retirement accounts
	$  
 How often?  

	Type:  


	Alimony received
	$  
 How often?  

	


31. DEDUCTIONS: Check all that apply, and give the amount and how often you get it. 
If PERSON 2 pays for certain things that can be deducted on a federal income tax return, telling us about them could make the cost of health coverage a little lower.
NOTE: You should not include a cost that you already considered in your answer to net self-employment (question 29b).
Alimony paid
$  
How often?  

Other deductions
$  
How often?  

Student loan interest    $  
How often?  

Type:  

32. YEARLY INCOME: Complete only if PERSON 2’s income changes from month to month.
If you do not expect changes to PERSON 2 (pages 4 and 5) and complete.
PERSON 2’s total income this year 
PERSON 2’s total income next year (if you think it will be different)
$ 
$
THANKS! This is all we need to know about PERSON 2.
If you have more than two people to include, make a copy of Step 2: Person 2 (pages 4 and 5) and complete.
STEP 3 
American Indian or Alaska Native (AI/AN) family member(s)
1.  Are you or is anyone in your family American Indian or Alaska Native?
If No, skip to step 4.
Yes. If yes, go to Appendix B.
STEP 4 
Your Family’s Health Coverage
Answer these questions for anyone who needs health coverage.
1.  Is anyone enrolled in health coverage now from the following?
YES.  If yes, check the type of coverage and write the person(s)’ name(s) next to the coverage they have. 
NO.
Medicaid                                                                                          CHIP                                                                                                Medicare                                                                                         TRICARE (Do not check if you have direct care or Line of Duty)
VA Health care programs                                                             Peace Corps                                                                                   
2. Is anyone listed on this application offered health coverage from a job? Check yes even if the coverage is from someone else’s job, such as a parent or spouse.
YES.  If yes, you will need to complete and include Appendix A.  Is this a state employee benefit plan? 
Yes 
No
NO.  If no, continue to Step 5.
3. Are you, any woman in your household, or any woman you are claiming as a tax dependent between the ages of 18 and 55 in need of family planning services? (Services include birth control, STD screenings, etc.)
YES.              NO.

   If yes, please list individuals:                                                                  








_


Employer insurance                                                                         Name of health insurance:                                                           Policy number:                                                                               
Is this COBRA coverage?
Yes 
No
Is this a retiree health plan? 
Yes 
No Other
Name of health insurance:                                                            
Policy number:                                                                               
Is this a limited-benefit plan (like a school accident policy)?
Yes 
No

STEP 5 
Read & sign this application.
•
I am signing this application under penalty of perjury which means I have provided true answers to all the questions on this form to the best of my knowledge. I know that I may be subject to penalties under federal law if I provide false and or untrue information.
•   I know that I must tell the Family Support Division if anything changes (and is different than) what I wrote on
this application. I can visit  mydss.mo.gov or call 1-855-373-9994 to report any changes. I understand that a change in my information could affect the eligibility for member(s) of my household.
•   I know that under federal law, discrimination is not permitted on the basis of race, color, national origin, sex, age, sexual orientation, gender identity or disability. I can file a complaint of discrimination by visiting http://dss.mo.gov/files/missouri-nondiscrimination-policy-statement.htm
•   I confirm that no one applying for health insurance on this application is incarcerated (detained or jailed). If not,
 
 is incarcerated. 
(name of person)
We need this information to check your eligibility for help paying for health coverage if you choose to apply.  We will check your answers using information in our electronic databases and databases from the Internal Revenue Service (IRS), Social Security, the Department of Homeland Security, and/or a consumer reporting agency. If the information does not match, we may ask you to send us proof. 
Renewal of coverage in future years
To make it easier to determine my eligibility for help paying for health coverage for future years, I agree to allow the Family Support Division to use income data, including information from tax returns. The Family Support Division will send me a notice, let me make any changes, and I can opt out at any time. 
Yes, renew my eligibility automatically for the next:
5 years (the maximum number of years allowed), or for a shorter number of years:
4 years 
3 years 
2 years 
1 year 
Do not use information from tax returns to renew my coverage.
If anyone on this application is eligible for MO HealthNet
•  I am giving to the Family Support Division our rights to pursue and get any money from other health  insurance, legal settlements, or other third parties. I am also giving to the Family Support Division rights to pursue and get medical support from a spouse or parent.
•  Does any child on this application have a parent living out of the home? 
Yes 
No
•  If, yes, I know I will be asked to cooperate with the agency that collects medical support from an absent parent. If I think that cooperating to collect medical support will harm me or my children, I can tell Family Support Division and I may not have to cooperate.
My right to appeal
If I think the Family Support Division has made a mistake, I can appeal its decision. To appeal means to tell someone at the Family Support Division that I think the action is wrong, and ask for a fair review of the action. I know that I can find out how to appeal by calling the Contact Center at 1-855-373-9994. I know that I can be represented in the process by someone other than myself.  My eligibility and other important information will be explained to me. 
Sign this application. The person who filled out step 1 should sign this application. If you are an authorized representative, you may sign here, as long as you have provided the information required in Appendix C. 
Signature 
Date (mm/dd/yyyy)
STEP 6 
Mail completed application.
Mail your signed application to:
Attention SB 583/ MHN Outreach Coordinator

PO BOX 1353

Joplin, MO 64802
If you want to register to vote, you can complete a voter registration form at http://www.sos.mo.gov/elections/goVoteMissouri/register.aspx
APPENDIX  A
Health Coverage from Jobs
You DO NOT need to answer these questions unless someone in the household is eligible for health coverage from a job. Attach a copy of this page for each job that offers coverage.
Tell us about the job that offers coverage.
Take the Employer Coverage Tool on the next page to the employer who offers coverage to help you answer these questions. You only need to include this page when you send in your application, not the Employer Coverage Tool.
EMPLOYEE Information
1. Employee name (First, Middle, Last) 
2. Employee Social Security number
 
 
 
-  
 
-  
 
 
 

EMPLOYER Information 
	3. Employer name
	4. Employer Identification Number (EIN)
 
 
-  
 
 
 
 


	5. Employer address
	6. Employer phone  number
(
)
–

	7. City
	8. State
	9. ZIP code

	10. Who can we contact about employee health coverage at this job?

	11. Phone number (If different from above)
(
)
–
	12. Email address



13. Are you currently eligible for coverage offered by this employer, or will you become eligible in the next 3 months?
Yes (Continue)
13a. If you are in a waiting or probationary period, when can you enroll in coverage?  

 (mm/dd/yyyy)
List the names of anyone else who is eligible for coverage from this job.
Name:  
  Name:  
  Name:  

No (Stop here and go to Step 5 in the application) 
Tell us about the health plan offered by this employer.  
14. Does the employer offer a health plan that meets the minimum value standard*? 
Yes 
No
15. For the lowest-cost plan that meets the minimum value standard* offered only to the employee (do not include family plans): If the employer has wellness programs, provide the premium that the employee would pay if he/she received the maximum discount for any tobacco cessation programs, and did  not  receive any other discounts based  on wellness programs.
a. How much would the employee have to pay in premium for this plan? $  

b. How often? 
Weekly 
Every 2 weeks 
Twice a month 
Quarterly
Yearly
16. What change will the employer make for the new plan year (if known)?
Employer will not offer health coverage
Employer will start offering health coverage to employees or change the premium for the lowest-cost plan available only to the employee that meets the minimum value standard.* (Premium should reflect the discount for wellness programs. See question 15.)

a. How much will the employee have to pay in premiums for that plan? $  

b. How often? 
Weekly 
Every 2 weeks 
Twice a month 
Quarterly
Yearly
Date of change (mm/dd/yyyy):  

* An employer-sponsored health  plan meets  the “minimum value standard” if the plan’s share of the total allowed benefit costs  covered by the plan is no less than 60 percent of such costs  (Section 36B(c)(2)(C)(ii) of the Internal Revenue  Code of 1986)
EMPLOYER COVERAGE TOOL                                     [image: image2.png]\O
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Use this tool to help answer questions in Appendix A about any employer health coverage that you are eligible for (even if it is from another person’s job, like a spouse). The information in the numbered boxes below match the boxes on Appendix A. For example, the answer to question 14 on this page should match question 14 on Appendix A.
Write your name and Social Security number in boxes 1 and 2 and ask the employer to fill out the rest of the form. Complete one tool for each employer that offers health coverage.
EMPLOYEE Information
The employee needs to fill out this section.
1. Employee name (First, Middle, Last) 
2. Social Security Number
 
 
 
-  
 
-  
 
 
 

EMPLOYER Information
Ask the employer for this information.
	3. Employer name
	4. Employer Identification Number (EIN)
 
 
-  
 
 
 
 


	5. Employer address (the Family Support Division will send notices to this address)
	6. Employer phone  number 
(
)
–

	7. City
	8. State
	9. ZIP code

	10. Who can we contact about employee health coverage at this job?

	11. Phone number (if different from above)
(
)
–
	12. Email address 


13. Is the employee currently eligible for coverage offered by this employer, or will the employee be eligible in the next 3 months?
Yes (Continue)
13a. If the employee is not eligible today, including as a result of a waiting or probationary period, when is the employee eligible for coverage?  
(mm/dd/yyyy) (Continue)
No (STOP and return this form to employee)
Tell us about the health plan offered by this employer.
Does the employer offer a health plan that covers an employee’s spouse or dependent?
Yes. Which people?
Spouse 
Dependent(s) No
(Go to question 14)
14. Does the employer offer a health plan that meets the minimum value standard*?
Yes (Go to question 15)
No (STOP and return form to employee)
15. For the lowest-cost plan that meets the minimum value standard* offered only to the employee (do not include family plans):  If the employer has wellness programs, provide the premium that the employee would pay if he/ she received the maximum discount for any tobacco cessation programs, and did not receive any other discounts based  on wellness programs.
a. How much would the employee have to pay in premiums for this plan? $  

b. How often? 
Weekly 
Every 2 weeks 
Twice a month 
Quarterly
Yearly
If the plan year will end soon and you know that the health plans offered will change, go to question 16. If you do not know, STOP and return form to employee.
16. What change will the employer make for the new plan year?
Employer will not offer health coverage
Employer will start offering health coverage to employees or change the premium for the lowest-cost plan available only to the employee that meets the minimum value standard.* (Premium should reflect the discount for wellness programs. See question 15.) 
a. How much will the employee have to pay in premiums for that plan? $  

b. How often? 
Weekly 
Every 2 weeks 
Twice a month 
Quarterly
Yearly
Date of change (mm/dd/yyyy):  

* An employer-sponsored health  plan meets  the “minimum value standard” if the plan’s share of the total allowed benefit costs  covered by the plan is no less than 60 percent of such costs  (Section 36B(c)(2)(C)(ii) of the Internal Revenue  Code of 1986)
APPENDIX  B
American Indian or Alaska Native Family Member (AI/AN)
Complete this appendix if you or a family member are American Indian or Alaska Native. Submit this with your Application for Health Coverage & Help Paying Costs.
Tell us about your American Indian or Alaska Native family member(s).
American Indians and Alaska Natives can get services from the Indian Health Services, tribal health programs, or urban Indian health programs. They also may not have to pay cost sharing and may get special monthly enrollment periods. Answer the following question to make sure your family gets the most help possible.
NOTE: If you have more people to include, make a copy of this page and attach.
	
	AI/AN PERSON 1
AI/AN PERSON 2

	1.  Name
(First name, Middle name, Last name)
	First
Middle 
	First
Middle

	
	Last
	Last

	2. Member of a federally recognized tribe?
	Yes
If yes, tribe name
No
	Yes
If yes, tribe name
No

	3. Has this person ever gotten a service from the Indian Health Service, a tribal health program, or urban Indian health program, or through a referral from one of these programs?
	Yes
No
If no, is this person eligible to get services from Indian Health Service, tribal health programs, or urban Indian health programs, or through a referral from one of these programs?
Yes 
No
	Yes
No
If no, is this person eligible to get services from the Indian Health Service, tribal health programs, or urban Indian health programs, or through a referral from one of these programs?
Yes 
No

	4. Certain money received may not be counted for MO HealthNet. List any income (amount and how often) reported on your application that includes money from these sources:

•   Per capita payments from a tribe that come  from natural resources, usage rights, leases, or royalties
•    Payments from natural resources, farming, ranching, fishing, leases, or royalties from land designated as Indian trust land by the Department of Interior (including reservations and former reservations)
•   Money from selling things that have cultural significance
	$  

How often? 

	$  

How often? 



APPENDIX  C
Assistance with Completing this Application
You can choose an authorized representative.
You can give a trusted person permission to talk about this application with us, see your  information, and act for you on matters related to this application, including getting information about your  application and signing your application on your  behalf.  This person is called an “authorized representative.” If you ever need to change your authorized representative, contact the Family Support Division. If you are a legally appointed representative for someone on this application, submit proof with the application.
1. Name of authorized representative (First name, Middle name, Last name) 
	2. Address
	3. Apartment or suite  number

	4. City
	5. State
	6. ZIP code


7. Phone number 
(
)
–

8. Organization name 
9. ID number (if applicable)
By signing, you allow this person to sign your application, get official information about this application, and act for you on all future matters with this agency.
10. Your signature 
11. Date (mm/dd/yyyy)
For certified application counselors, navigators, agents, and brokers only.
Complete this section if you are a certified application counselor, navigator, agent, or broker filling out this application for somebody else.
1. Application start date (mm/dd/yyyy)
2. First name, Middle name, Last name, & Suffix
3. Organization name 

4. ID number (if applicable)
Attachment D
Public Release
[Date]
[Local Education Agency] announced its revised free and reduced price policy for school children unable to pay the full price of meals served in schools under the National School Lunch Program and the School Breakfast Program.

ADVANCE \U 6.0
Local education officials have adopted the following family-size income criteria for deter​mining eligibility:
ADVANCE \U 6.0 
	Household
	Maximum Household Income
	Maximum Household Income

	Size
	Eligible for Free Meals
	Eligible for Reduced Price Meals

	
	Annually
	Monthly
	Weekly
	Annually
	Monthly
	Weekly

	1
	$14,937
	$1,245 
	288
	$21,257 
	$1,772
	$409

	2
	20,163
	1,681
	388
	28,694
	2,392
	552

	3
	25,389
	2,116
	489
	36,131
	3,011
	695

	4
	30,615
	2,552
	589
	43,568
	3,631
	838

	5
	35,841
	2,987
	690
	51,005
	4,251
	981

	6
	41,067
	3,423
	790
	58,442
	4,871
	1,124

	7
	46,293
	3,858
	891
	65,879
	5,490
	1,267

	8
	51,519
	4,294
	991
	73,316
	6,110
	1,410

	Each add’l
	
	
	
	
	
	

	member
	5,226
	436
	101
	7,437
	             620
	144


Children from families whose current income is at or below those shown are eligible for free or reduced price meals.  Applications are available at the school office.  To apply, fill out a Free and Reduced Price School Meals Family Application and return it to the school.  The information provided on the application is confidential and will be used only for the purpose of determining eligibility.  Applications may be submitted any time during the school year.  A complete application is required as a condition of eligibility.  A complete application includes: (1) household income from all sources or Food Stamp/Temporary Assistance case number, (2) names of all household members, and (3) the signature and last four digits of social security number or indication of no social security number of adult household member signing the application.  School officials may verify current income at any time during the school year.

ADVANCE \U 6.0
Foster children may be eligible regardless of the income of the household with whom they reside.  
ADVANCE \U 6.0
If a family member becomes unemployed or if family size changes, the family should contact the school to file a new application.  Such changes may make the children of the family eligible for these benefits.  

Under the provisions of the policy, the [Title of Determining Official] will review the applications and determine eligibility.  If a parent is dissatisfied with the ruling of the determining official, they may wish to discuss the decision with the hearing official on an informal basis or he may make a request either orally or in writing to the [Title of Hearing Official].  
Hearing procedures are outlined in the policy.  A complete copy of the policy is on file in each school and in the central office where any interested party may review it.
Non-discrimination Statement: The U.S. Department of Agriculture prohibits discrimination against its customers, employees, and applicants for employment on the bases of race, color, national origin, age, disability, sex, gender identity, religion, reprisal, and where applicable, political beliefs, marital status, familial or parental status, sexual orientation, or all or part of an individual's income is derived from any public assistance program, or protected genetic information in employment or in any program or activity conducted or funded by the Department. (Not all prohibited bases will apply to all programs and/or employment activities.)  If you wish to file a Civil Rights program complaint of discrimination, complete the USDA Program Discrimination Complaint Form (PDF), found online at http://www.ascr.usda.gov/complaint_filing_cust.html, or at any USDA office, or call (866) 632-9992 to request the form. You may also write a letter containing all of the information requested in the form. Send your completed complaint form or letter to us by mail at U.S. Department of Agriculture, Director, Office of Adjudication, 1400 Independence Avenue, S.W., Washington, D.C. 20250-9410, by fax (202) 690-7442 or email at program.intake@usda.gov.  Individuals who are deaf, hard of hearing or have speech disabilities may contact USDA through the Federal Relay Service at (800) 877-8339; or (800) 845-6136 (Spanish).  USDA is an equal opportunity provider and employer.

 Attachment E

Notice of Approval or Denial
Status of Free and Reduced Price School Meals Family Application 
Dear [Name of Parent]:
	
	Your application has been approved for free meals.

	
	Your application has been approved for reduced price meals.

	
	The cost of reduced price meals are as follows:

	
	Lunch:
	
	Breakfast:
	
	


	
	Your application for free or reduced price meal benefits for your child(ren) has been denied for the following reason:

	
	
	The application is incomplete as shown below:

	
	
	
	Total Household income

	
	
	
	Names of all household members

	
	
	
	Signature of adult household member

	
	
	
	

	
	
	
	Last four digits of social security number of adult household member signing the application or mark the “I do not have social security number” box

	
	
	
	

	
	
	
	Income too high for household size

	
	
	
	Other:
	


If your application has been denied because it is incomplete, it will be reevaluated when necessary information is submitted. This information can be submitted in person or by letter.  If you do not agree with this denial, you may wish to discuss it with me but you still have the right to a fair hearing by calling or writing [Name and title of Hearing Official].
You may reapply for benefits at any time during the school year.  If you are not eligible now but have a decrease in household income, become unemployed, or have an increase in family size, fill out an application at that time.  
Sincerely,







[Signature, name and address of Determining Official]
Regulations require that the parent be notified in writing if the application has been denied.  This form may also be used to notify parents of meal benefit approval.    
Non-discrimination Statement: The U.S. Department of Agriculture prohibits discrimination against its customers, employees, and applicants for employment on the bases of race, color, national origin, age, disability, sex, gender identity, religion, reprisal, and where applicable, political beliefs, marital status, familial or parental status, sexual orientation, or all or part of an individual's income is derived from any public assistance program, or protected genetic information in employment or in any program or activity conducted or funded by the Department. (Not all prohibited bases will apply to all programs and/or employment activities.)  If you wish to file a Civil Rights program complaint of discrimination, complete the USDA Program Discrimination Complaint Form (PDF), found online at http://www.ascr.usda.gov/complaint_filing_cust.html, or at any USDA office, or call (866) 632-9992 to request the form. You may also write a letter containing all of the information requested in the form. Send your completed complaint form or letter to us by mail at U.S. Department of Agriculture, Director, Office of Adjudication, 1400 Independence Avenue, S.W., Washington, D.C. 20250-9410, by fax (202) 690-7442 or email at program.intake@usda.gov.  Individuals who are deaf, hard of hearing or have speech disabilities may contact USDA through the Federal Relay Service at (800) 877-8339; or (800) 845-6136 (Spanish).  USDA is an equal opportunity provider and employer.

Attachment F
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	STATE OF MISSOURI

DEPARTMENT OF ELEMENTARY AND SECONDARY EDUCATION

SCHOOL FOOD SERVICES SECTION

P.O. BOX 480, JEFFERSON CITY, MISSOURI  65102

Methods of collection and meal counting

	Local Education Agency (LEA):
	Agreement Number

	LEA Contact:
	Phone Number:

	DIRECTIONS:

	Mail or fax the completed form to: School Food Services Section, Department of Elementary and Secondary Education, PO Box 480, Jefferson City, MO 65102-0480  Fax to: (573) 526-3897
If the Methods of Collection and Meal Counting system(s) that will be used for the current school year is/are different from the previous school year a new form must be completed.  Contact 573-751-3526 or a School Food Service area supervisor regarding questions about this form.


All meal counting methods must have a built-in accounting system at the point of service to record numbers of free, reduced price and full price meals actually served daily.  The point of service is that point at which it can be determined that the food items served/selected constitute a reimbursable meal.

From each of the sections below, choose all methods currently used.  If a different method is used or if additional information is required to explain the method used, please describe in the space provided or on a separate sheet of paper.  If a computerized system is used, please go to Section IV after completing Section I.
I.   Fund collection for full and reduced price students (check all that apply)
	a.
	Students pay for meals
	
	daily
	
	weekly
	
	monthly
	
	by semester
	
	yearly


	b.
	Students
	
	may
	
	may not prepay meals.


	c.
	
	Students may charge their meals and pay at a later date.


	d.
	
	Students do not pay for meals.


	e.
	Meal payment is made in the 
	
	classroom
	
	school office
	
	cafeteria
	
	another location


	f.
	Another method is used.  Explain:
	


II.  Meal cards, tickets or tokens (check all that apply)
	a.
	
	All
	
	some schools use meal cards or tokens.


	
	
	elementary
	
	middle/junior high
	
	senior high


	b.
	
	All
	
	some students at these schools use meal cards, tokens or tickets.


	c.
	Meal cards, tickets or tokens are distributed in the
	
	classroom
	
	school office
	
	cafeteria
	
	another location


	d.
	Meal cards, tickets or tokens are coded using a 
	
	number code
	
	letter code
	
	date code
	
	signature code


	
	
	Another code.  Explain:
	


	e.
	
	Yes 
	
	No   All student meal cards, tickets or tokens are same size and color.  If No, explain:

	
	


III.  Meal accountability and monitoring methods (check all that apply)

	a.
	
	All
	
	some schools use meal cards, tickets or tokens.


	
	
	elementary
	
	middle/junior high
	
	senior high


	b.
	
	All students are listed on a roster.


	c.
	The roster is marked by the 
	
	teacher
	
	food service employee
	
	another person


	d.
	
	The students’ names are marked on the roster after a reimbursable meal is served/selected.


	e.
	
	The students’ names are marked on the roster before a reimbursable meal is served/selected. (Requires State Agency approval.)

	
	
	


Attachment F (Continued)
	f.
	
	Marks on the roster are counted to arrive at a total number of free, reduced price, and full price reimbursable student meals served. 

	
	
	


	g.
	Each student presents their meal card, ticket or token to a
	
	teacher
	
	food service employee
	
	another person


	
	at the point of service after a reimbursable meal is served/selected.


	h.
	Each student presents their meal card, ticket, or token to a 
	
	teacher
	
	food service employee
	
	another person


	
	before a reimbursable meal is served/selected.  (Requires State Agency approval.)


	i.
	
	Another method is used.  Explain:
	


	j.
	
	Meals are monitored for compliance to the meal pattern.


	k.
	
	All students eligible for free or reduced price meals have access to all serving areas offering a reimbursable meal.


IV.  Computerized point of sale systems (check all that apply)
	a.
	
	The name(s) of the computerized system used:
	


	b.
	
	All
	
	some schools use this system.


	
	
	elementary
	
	middle/junior high
	
	senior high


	c.
	
	This is a debit system.  Students deposit money into an account.  Purchases are subtracted from the balance.


	d.
	This is a meal
	
	card
	
	card-less system.


	e.
	
	Meal cards are scanned at the point of service.


	f.
	
	Meal cards are collected at the point of service and scanned later.


	g.
	
	Students
	
	food service employee
	
	another person enters an identifying number into a keypad at the point of service.


	h.
	
	Each student presents the medium of exchange to the cashier before a reimbursable meal is served/selected.  (Requires State Agency approval.)

	
	
	


	i.
	
	Meals are monitored for compliance with the meal pattern.


	j.
	
	All students eligible for free or reduced price meal benefits have access to all serving areas offering a reimbursable meal.


	k.
	
	After all students are served a daily report is generated indicating the number of free, reduced price and full price reimbursable student meal served/selected.

	
	
	


	l.
	
	Another method is used.  Explain:
	


SAMPLE CODING METHODS

Number Coding:  Free meal cards, tickets or tokens may use a four-digit number, reduced price a five-digit number and full price a six-digit number.

Number coding by Series:  Numbers 1 through 1,999 may be free meal cards, tickets or tokens, numbers 2,000 through 2,999 may be reduced price and numbers 3,000 through 3,999 may be full price.

Names:  Meal cards, tickets or tokens may have the child’s name on them and can later be compared to a roster.

Date Stamp:  Meal cards, tickets or tokens may have the date stamped on them in different locations.  For instance, cards, tickets or tokens with the date stamped at the top may be full price, in the middle free and on the bottom reduced price.

Hole Punch:  Holes may be punched in different locations on the meal card, ticket or token.  For instance, a hole punched at the top may be full price, in the middle free and at the bottom reduced price.  Location codes should be changed two or three times during the year.

NOTE:  Marking codes that can be easily duplicated or altered to a different code must be avoided.

PROHIBITED CODES:  Free, reduced price or paid.  F, R, P.  Color Coding.

CODES NOT RECOMMENDED:  X,Y,Z.  1,2,3.  A,B,C.  AAA,BBB,CCC
Attachment G

Instructions for Request for Information, MO HealthNet Application and 
MO HealthNet Data Collection Form
MO HealthNet outreach (Missouri Senate Bill 583 – 2010) requires public and charter LEAs to provide the Request for Information with the meal application at the beginning of the school year.  Non-public LEAs are encouraged to participate; however, not required.  Residential Child Care Institutions (RCCIs) are excluded from this requirement.  The form allows a parent or guardian to check a box indicating a YES or NO whether each child in the family has health care insurance.  The form should be returned to the school district and if a NO is checked a MO HealthNet for Kids application must be provided to the family.  The Request for Information forms returned to the LEA should be kept on file. The number of families indicating the absence of health care insurance and the number of applications provided to the family will be reported to Department of Elementary and Secondary Education (DESE), School Food Services (SFS) on the MO HealthNet for Kids Data Collection form due November 30th. If information is updated after the initial due date submit a revised form. 
Steps for implementation:

1. Provide the Request for Information (Attachment G) to all students with the Free and Reduced Price Meals Application (Attachment C).  Do not provide the MO HealthNet Application to all students with the Free and Reduced Price Meals Application.
2. If the Request for Information is returned and checked “NO”, send the family the MO HealthNet Application (Attachment H).  

3. Keep a record of how many Request for Information forms are returned and checked “NO” and how many families are sent the MO HealthNet Application.  Request for Information forms returned and checked “YES”, will be kept on file along with the forms checked “NO”.  
4. Complete the MO HealthNet for Kids Data Collection form (Attachment I) and return to DESE, SFS, no later than November 30, 2013.

Attachment G1
Request for Information
(Complete one form per family)

Please answer the question below by checking the appropriate box.  The following information is a request adopted by the General Assembly in 2010 requiring school districts to determine whether or not all children in a family have health insurance. 

Does each child in your family have health care insurance?

YES

NO
MO HealthNet (Medicaid) is considered health care insurance.
If NO is checked the school district will provide a MO HealthNet for Kids application for the family.  

Completion of this form is not a condition of determining meal eligibility.  The Free and Reduced Price Meals Family Application will be reviewed regardless of your response to this Request for Information. 

Submit this request with your Free and Reduced Price School Meal Family Application or return to your school/school district. 

Printed name of parent/guardian: 

Mailing Address: 

City:                                         




State:                      

Zip Code: 

Attachment H
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Dear Parent/Guardian:

Your child may be eligible for affordable health insurance through the MO HealthNet for Kids (MHK), Missouri’s Health Insurance Program.  Now most families can get low-cost or free health insurance for their children.

Children with health insurance are more likely to receive needed vaccinations and receive treatment for illnesses.  Without treatment, these illnesses can slow a child’s learning and have lifelong effects. 
If you currently receive MO HealthNet for Kids (formerly MC+ for Kids), it is not necessary to complete the attached application.  Current participants can contact their local county Family Support Division office for questions regarding healthcare coverage.
If you are interested in applying for MHK, please complete the enclosed application and mail to:

                                                        ATTN: SB583 / MHN Outreach Coordinator

                                                       JASPER FSD OFFICE

                                                       PO BOX 1353

                                                       JOPLIN, MO 64802

HAVE QUESTIONS OR NEED HELP COMPLETING ATTACHED APPLICATION

DIAL 1-855-FSD- INFO (1-855-373-4636)



ATTACHMENT H (CONTINUED)
	MO HEALTHNET FOR KIDS

SB 583 / MHN Outreach

COMPLETE IN INK

	A. MAILING ADDRESS
	FOR OFFICE USE ONLY

	NAME  (FIRST, MIDDLE, LAST)
     
	DATE APPLIED
     

	ADDRESS  (HOUSE NO., STREET OR RURAL ROUTE, P.O. BOX NO.)            CITY,  STATE,  ZIP CODE
     ,      
	COUNTY
     
	DCN
     

	HOME PHONE NUMBER
   -   -    
	WORK PHONE NUMBER
   -   -    
	MESSAGE PHONE NUMBER
   -   -    
	ELIGIBILITY SPECIALIST/SUPV/LOAD
            /     /     

	INSTRUCTIONS:  Please answer each question completely. Attach an additional sheet if more space is needed in any section.

	B. HOUSEHOLD INFORMATION

     (LIST ALL CHILDREN, PARENTS/GUARDIANS AND STEPPARENTS WHO LIVE IN YOUR HOME, YOURSELF FIRST.)

	NAME

(FIRST,  MIDDLE, LAST)                            (MAIDEN)
	RACE*/ SEX
	HISPANIC

Y/N
	RELATIONSHIP

TO

PERSON a.
	BIRTHDATE

     
     
	PLACE OF

BIRTH
	SOCIAL  SECURITY

NUMBER
	(X)

APPLYING FOR MHK

	
	
	
	
	
	
	
	

	a.      
	
	
	SELF
	     
	     
	   -  -    
	

	
	
	
	
	
	
	
	

	b.      
	
	
	     
	     
	     
	   -  -    
	

	
	
	
	
	
	
	
	

	c.      
	
	
	     
	     
	     
	   -  -    
	

	
	
	
	
	
	
	
	

	d.      
	
	
	     
	     
	     
	   -  -    
	

	
	
	
	
	
	
	
	

	e.      
	
	
	     
	     
	     
	   -  -    
	

	
	
	
	
	
	
	
	

	f.      
	
	
	     
	     
	     
	   -  -    
	

	*(1 - WHITE        2 - BLACK/AFRICAN AMERICAN        4 - AMERICAN INDIAN/ALASKAN NATIVE        5 - ASIAN        6 - NATIVE HAWAIIAN/PACIFIC ISLANDER)

	1.
	Are both parents of all the children in the home?               NO        (If NO, complete section E.) YES     

	2.
	Are all of the persons applying for MHK U.S. citizens?  NO  If NO, list the following information for persons applying for MHK YES     

	
	who are not U.S. citizens:  Name, immigration status and registration number, date of entry:
	     

	
	     

	3.
	You may qualify for coverage of unpaid bills for medical services received in the past three months.  Did any of the persons listed 

	
	above receive medical services in the past three months?     NO   If yes, who?  YES    
	     

	4. 
	Is anyone in your household pregnant?      NO   If yes, who? YES     
	     
	Expected due date?
	     

	5.
	Is your net worth (net worth is the value of everything you own minus any debt.):   less than $50,000         $50,000-$100,000

	
	  $100,000-$150,000          $150,000-$200,000          $200,000-$250,000          above $250,000

	Please list your assets (bank accounts, stocks/bonds, vehicles, home, real and personal property, etc.)
	

	

	C. INCOME (Please attach verification; i.e. paycheck stub, note from employer, federal income tax return, award letter, etc.)

	1.
	Are you employed?        NO     If YES, name of employer YES     
	     

	
	How much are you paid before taxes or deductions?
	     
	 Monthly Twice monthly   Every two weeks   Weekly  

	2.
	Is anyone else in your home employed?        NO YES     
	If yes, who?
	     

	
	Name of employer
	     

	
	How much are they paid before taxes or deductions?
	     
	 Monthly Twice monthly   Every two weeks   Weekly  

	3.
	Does anyone in your home operate their own business or are they otherwise self-employed?         NO YES     

	
	If yes, who?
	
	Describe what type of self-employment (baby-sitting, farm income, other) and amount

	
	earned:
	
	 Yearly Monthly       Weekly      

	
	

	4.
	Childcare costs may be an allowable income deduction for working families. Do you pay someone to care for your child?


	
	 NO    If yes, list names of children cared for: YES     
	     

	
	How much do you pay for child care?
	     
	 Monthly Twice monthly     Every two weeks     Weekly    

	

	MO 886-2726 SB583 (05-13)
	CALL 1-855-373-4636 IF YOU HAVE QUESTIONS
	               SB583-IM-1UA (05-13)

               Schools

	
	
	


	5.
	Does anyone in your home receive other income such as child support, alimony, Unemployment Compensation benefits, sick benefits, interest income, Social Security benefits, or other unearned income.      NO   If yes, complete the following: YES     

	PERSON RECEIVING
	WHO PROVIDES THE MONEY?
	AMOUNT RECEIVED?
	HOW OFTEN RECEIVED?

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	D. HEALTH INSURANCE

	1.
	Does anyone in your home have medical, hospital insurance or Medicare?         NO YES     

	PERSONS  INSURED
	NAME OF COMPANY AND POLICY NUMBER
	TYPE  OF  COVERAGE

	
	     
	  Hospital    If limited coverage explain:  Doctor       

	     
	     
	
	
	

	
	
	
	

	
	     
	  Hospital    If limited coverage explain:  Doctor       

	     
	     
	
	
	

	
	
	
	

	2.
	Has anyone in your home lost or dropped health insurance within the past six months?       NO     If yes, provide name(s), YES     

	
	date and reason coverage ended.
	

	
	

	3.
	Is health insurance available for any member of your family through an employer or other group membership?  NO YES     

	
	If yes, name of employer or group: 
	     

	
	Is the insurance available for:  Children   How much is the premium for the children? Spouse   Self  
	$     
	per
	     

	4.
	Do any of your children have a medical condition that left untreated would result in death or serious physical injury of the child?

	
	 YES     NO    If yes, provide name(s) of child(ren)
	

	5.
	Is a third party responsible to pay for any of your medical care?    NO  If yes, who? _____________________________  YES  

	6.
	Please refer to the income guidelines sent with the application.  If income and family size fall in the premium group, submit 2

	
	quotes from private insurance companies of what they would charge for medical coverage for all of your children.

	
	1. $
	     
	per mo.  Company
	     
	2. $
	     
	per mo.  Company
	     
	

	

	E. ABSENT PARENT INFORMATION (Complete this section if a parent of any of the children is absent from the home.)

	NAME

(FIRST,  MIDDLE,  LAST)                 (MAIDEN)
	RACE/

SEX
	SOCIAL SECURITY

NUMBER
	BIRTHDATE
	PARENT OF WHICH CHILD?
	LAST KNOWN ADDRESS

	     
	
	   -  -    
	     
	     
	     

	     
	
	   -  -    
	     
	     
	     

	Do you have a good reason for not cooperating in obtaining support for medical care?    NO  If yes, please explain.
  YES  


	F. PLEASE READ CAREFULLY AND SIGN BELOW.

	· IWe agree that I/we must provide Social Security Numbers of all persons applying for MHK as required by law.  The Social Security Number is used to determine eligibility and verify information.

	· I/we agree I/we must be evaluated for the Health Insurance Premium Payment Program (HIPP) if I or members of the household are employed or lost employment in the last 30 days and the employer or former employer offers group health insurance.

	· I/We agree that my/our statements and information provided may be verified.

	· I/We will report any changes in circumstances within TEN DAYS of when they happen.

	· I/We know that it is against the law to obtain or attempt to obtain benefits to which I am/we are not entitled.  Any false claim, statement or concealment of any material fact whatever, in whole or in part, may subject me/us to criminal and/or civil prosecution.

	· I/We agree that by applying for (and being determined eligible for) MHK for a child who is deprived of parental support, I/we have assigned all rights to medical support to the State of Missouri, and that I/we must cooperate in establishing paternity and obtaining medical support, unless I/we have good cause.  Failure to cooperate does not affect a child’s eligibility.

	· I/We understand healthcare benefits based on a person being age 65 and over, blind or disabled is not determined by completing this application. If I/we want eligibility for healthcare benefits explored on the basis of being age 65 or over, blind or disabled, I/we must complete a different application for these benefits.

	· I/We agree that medical information about me and/or my family can be released if needed to administer this program.

	· Provided I am/we are found to be eligible for MHK I/we know the State of Missouri will pay for covered services on myour behalf and agree the state may collect payments from any third party (i.e., insurance, estate, etc.) for services paid by the state.

	My/Our signature below certifies under penalty of perjury that all declarations made in this eligibility statement are true, accurate, and complete, to the best of my/our knowledge.  I/we authorize insurers or employers to release any information on myself or my/our dependent(s) needed to determine eligibility for the HIPP program.

	SIGNATURE/AFFIDAVIT                                                          DATE


	SIGNATURE OF SPOUSE/AFFIDAVIT                                        DATE
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	STATE OF MISSOURI

DEPARTMENT OF ELEMENTARY AND SECONDARY EDUCATION

SCHOOL FOOD SERVICES SECTION

P.O. BOX 480, JEFFERSON CITY, MISSOURI  65102

MO HealthNet for Kids Data Collection as per: Section 208.658 RSMo

	Local Education Agency (LEA):
	Agreement Number:

	LEA Contact:
	Phone Number:
	Initial Due Date:

*November 30, 2013

	DIRECTIONS:

	Mail or fax the completed form to: School Food Services Section, Department of Elementary and Secondary Education, PO Box 480, Jefferson City, MO 65102-0480  Fax to: (573) 526-3897

Questions regarding this form contact (573) 751-3526


*Note:  If information is updated after the initial due date submit a revised form.
	1.
	
	
	Number of families who indicated the absence of health care insurance on the Request for Information form. 



	
	
	
	


	2.
	
	
	Number of families who received the MO HealthNet for Kids application which is indentified by [SB583-IM-1UA (11-10)] on the bottom right hand corner. 


	
	
	
	


Section 208.658, RSMo, as a result of the passage of Senate Bill 583 in 2010 requires the Department of Elementary and Secondary Education, in collaboration with the Department of Social Services, report annually on the students receiving free and reduced lunches; those students who do not have health insurance; those students who receive information on the state children's health insurance program as required under Section 208.658; and those students who, after receiving information on the state children's health insurance program, apply to the state children's health insurance program.
Appendix 1
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 Family Application may be shared with other programs for which your child(ren) may qualify.  For the following programs, we must have your permission to share your information. Sending in this form will not change whether your child(ren) get free or reduced price meals.
· No! I DO NOT want information from my Free and Reduced Price School Meals Family Application shared with any of these programs.

· Yes! I DO want school officials to share information from my Free and Reduced Price School Meals Family Application with [name of program specific to your school].

· Yes! I DO want school officials to share information from my Free and Reduced Price School Meals Family Application with [name of program specific to your school].

· Yes! I DO want school officials to share information from my Free and Reduced Price School Meals Family Application with [name of program specific to your school].
If you checked yes to any or all of the 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 [name] at [phone].
Return this form to: [address] by [date]
Appendix 2
Income Eligibility Guidelines
(Effective July 1, 2013 through June 30, 2014)

	PRIVATE 
 
	FREE MEALS - 130%
	REDUCED PRICE MEALS - 185% 

	Household Size
	Annually
	Monthly
	Weekly
	Every Two Weeks
	Twice a Month
	Annually
	Monthly
	Weekly
	Every Two Weeks
	Twice a Month

	1
	14,937
	1,245
	288
	575
	623
	21,257
	1,772
	409
	818
	886

	2
	20,163
	1,681
	388
	776
	841
	28,694
	2,392
	552
	1,104
	1,196

	3
	25,389
	2,116
	489
	977
	1,058
	36,131
	3,011
	695
	1,390
	1,506

	4
	30,615
	2,552
	589
	1,178
	1,276
	43,568
	3,631
	838
	1,676
	1,816

	5
	35,841
	2,987
	690
	1,379
	1,494
	51,005
	4,251
	981
	1,962
	2,126

	6
	41,067
	3,423
	790
	1,580
	1,712
	58,442
	4,871
	1,124
	2,248
	2,436

	7
	46,293
	3,858
	891
	1,781
	1,929
	65,879
	5,490
	1,267
	2,534
	2,745

	8
	51,519
	4,294
	991
	1,982
	2,147
	73,316
	6,110
	1,410
	2,820
	3,055

	For each add’l person, add
	5,226
	436
	101
	201
	218
	7,437
	620
	144
	287
	310
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MO HealthNet for Kids - Missouri’s Health Insurance Program





Do Your Children Qualify?





    �
Maximum MONTHLY Family Income�
�
FAMILY SIZE


(Includes parents)�
2�
3�
4�
5�
�
INCOME


(Subject to change annually)�
$3,878�
$4,883�
$5,888�
$6,893�
�
Some families may be required to pay premiums.  Income standards effective April 1, 2013�
�
	       


Do your children need health care coverage?  MO HealthNet for Kids is Missouri’s health insurance program for uninsured children.  
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