
 
________________________________________________________________ 

Name of Adult Care Center 

________________________________________________________________ 
Physical Location Address of Center 

________________________________________________________________ 
City, State, Zip Code 

______________________________________________ 
Telephone Number 

 
________________________________________________________, ___________________________   announces the sponsorship of U.S.  
   (Name of Center)     (License #) 

Department of Agriculture Child and Adult Care Food Program. Adult participants who are members of SNAP, Food Distribution Programs on Indian 

Reservations (FDPIR), or FI households or who are SSI or Medicaid participants are automatically eligible to receive free meal benefits. In accordance with 
federal civil rights law and U.S. Department of Agriculture (USDA) civil rights regulations and policies, this institution is prohibited from 
discriminating on the basis of race, color, national origin, sex (including gender identity and sexual orientation), disability, age, or reprisal or 
retaliation for prior civil rights activity. 
 
Program information may be made available in languages other than English. Persons with disabilities who require alternative means of 
communication to obtain program information (e.g., Braille, large print, audiotape, American Sign Language), should contact the responsible 
state or local agency that administers the program or USDA’s TARGET Center at (202) 720-2600 (voice and TTY) or contact USDA through the 
Federal Relay Service at (800) 877-8339. 
 
To file a program discrimination complaint, a Complainant should complete a Form AD-3027, USDA Program Discrimination Complaint Form 
which can be obtained online at: https://www.usda.gov/sites/default/files/documents/USDA-OASCR%20P-Complaint-Form-0508-0002-508-11-
28-17Fax2Mail.pdf, from any USDA office, by calling (866) 632-9992, or by writing a letter addressed to USDA. The letter must contain the 
complainant’s name, address, telephone number, and a written description of the alleged discriminatory action in sufficient detail to inform the 
Assistant Secretary for Civil Rights (ASCR) about the nature and date of an alleged civil rights violation. The completed AD-3027 form or letter 
must be submitted to USDA by: mail to U.S. Department of Agriculture, Office of the Assistant Secretary for Civil Rights, 1400 Independence 
Avenue, SC, Washington, D.C. 20250-9410; or by fax at (833) 256-1665 or (202) 690-7442 or by email at program.intake@usda.gov. 

 
This institution is an equal opportunity provider. 
 

CHILD AND ADULT CARE FOOD PROGRAM 
INCOME ELIGIBILITY GUIDELINES FOR FREE AND REDUCED-PRICED MEALS 

Effective July 1, 2022 to June 30, 2023 
(Use for eligibility determinations and for public releases) 

 

 ELIGIBILITY SCALE                            ELIGIBILITY SCALE 

 FOR FREE MEALS                              FOR REDUCED-PRICE MEALS 

HOUSE-
HOLD  
SIZE 

PER 
YEAR 

MONTHLY 
TWICE 

PER 
MONTH 

EVERY 
TWO 

WEEKS 
WEEKLY 

HOUSE-
HOLD  
SIZE 

PER 
YEAR 

MONTHLY 
TWICE 

PER 
MONTH 

EVERY 
TWO 

WEEKS 
WEEKLY 

1 17,667 1,473 737 680 340 1 25,142 2,096 1,048 967 484 

2 23,803 1,984 992 916 458 2 33,874 2,823 1,412 1,303 652 

3 29,939 2,495 1,248 1,152 576 3 42,606 3,551 1,776 1,639 820 

4 36,075 3,007 1,504 1,388 694 4 51,338 4,279 2,140 1,975 988 

5 42,211 3,518 1,759 1,624 812 5 60,070 5,006 2,503 2,311 1,156 

6 48,347 4,029 2,015 1,860 930 6 68,802 5,734 2,867 2,647 1,324 

7 54,483 4,541 2,271 2,096 1,048 7 77,534 6,462 3,231 2,983 1,492 

8 60,619 5,052 2,526 2,332 1,166 8 86,266 7,189 3,595 3,318 1,659 
For each 
additional 
member 

+6,136 +512 +256 +236 +118 
For each 
additional 
member 

+8,732 +728 +364 +336 +168 

 

 

 

  

https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.usda.gov%2Fsites%2Fdefault%2Ffiles%2Fdocuments%2FUSDA-OASCR%2520P-Complaint-Form-0508-0002-508-11-28-17Fax2Mail.pdf&data=05%7C01%7CJacqueline.Brailey%40dss.sc.gov%7C4b507bdfefe64bcab9c008da48064c5c%7Ca1336f6957094f66804f862751e705bb%7C0%7C0%7C637901489121718116%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=eKmdbtDXSnd3Dp2z6Z8ypaIPTQwR7vjikB%2BG91nQH2Q%3D&reserved=0
https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.usda.gov%2Fsites%2Fdefault%2Ffiles%2Fdocuments%2FUSDA-OASCR%2520P-Complaint-Form-0508-0002-508-11-28-17Fax2Mail.pdf&data=05%7C01%7CJacqueline.Brailey%40dss.sc.gov%7C4b507bdfefe64bcab9c008da48064c5c%7Ca1336f6957094f66804f862751e705bb%7C0%7C0%7C637901489121718116%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=eKmdbtDXSnd3Dp2z6Z8ypaIPTQwR7vjikB%2BG91nQH2Q%3D&reserved=0
https://gcc02.safelinks.protection.outlook.com/?url=http%3A%2F%2Fmailto%3Aprogram.intake%40usda.gov%2F&data=05%7C01%7CJacqueline.Brailey%40dss.sc.gov%7C4b507bdfefe64bcab9c008da48064c5c%7Ca1336f6957094f66804f862751e705bb%7C0%7C0%7C637901489121718116%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=wQzsA5lhq5oUna70HD5Crlarg7p3uMWaBYj4vZ10nYU%3D&reserved=0


SOUTH CAROLINA DEPARTMENT OF SOCIAL SERVICES 
CHILD AND ADULT CARE FOOD PROGRAM 

PUBLIC RELEASE FOR ADULT NON PRICING PROGRAMS

AGREEMENT # _______________  

INSTITUTION NAME ____________________________________________________________ 

Attach a COPY of the actual information your organization will submit to the organizations listed below (The approved 
public release must be sent within two weeks of approval to participate in the CACFP). 

Name(s) of public information media (local newspaper, local cable TV Station, radio, etc.) to which public release will 
be sent.   

1. ________________________________________

2. ________________________________________

3. ________________________________________

Name(s) of minority and grassroots organizations to which public release will be sent: 
(Example: churches, community action program, civic organization, migrant group, neighborhood council, local 
chapter of NAACP, or similar group) 

1. ________________________________________

2. ________________________________________

3. ________________________________________
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