A RKANSAS Division of Child Care and Early
DEPARTMENT OF Childhood Education
V HUMAN

‘( SERWCES P.0. Box 1437, Slot S140 - Little Rock, AR 72203-1437

501-682-8590 - Fax: 501-683-6060 - TDD: 501-682-1550

Child Nutrition Program
Parent Pick Up Waiver Form

Entity Name: __Equal Heart

Agreement Number: A 827
Site Name:
Parent/Guardian Name: Zip Code:

Name of Participating Child:

Name of Participating Child:

Name of Participating Child:

Name of Participating Child:

Name of Participating Child:

Name of Participating Child:

Name of Participating Child:

Name of Participating Child:

I acknowledge that all information on this form is true. I understand that CACFP/SFSP officials
may verify the information. I understand that if I purposely give false information, the participant
receiving meals may lose the meal benefits through the USDA Program.

Parent/Guardian Sign: Print Name:

I, the Sponsor, acknowledge to the best of my ability that the above information is correct and
will provide meals to the Parent/Guardian for the above children listed.

(// — .
Sponsor Signatureﬁ%(;u)m U?/?Mfé Date:

humanservices.arkansas.gov/dccece
Protecting the vulnerable, fostering independence and promoting better health



