CHILDREN'S

RESOURCE & REFERRAL
OF SANTA BARBARA COUNTY

CHILD CARE FOOD PROGRAM
INFANT FORMULA DECLINED STATEMENT

Provider’s Name: Provider’s Code:

Child’s Name: DOB:

1. Type of infant formula offered by home child care provider:

Providers participating m the Child and Adult Care Food Program (CACFP) are required to make
available and offer at least one infant formula that meets CACEP requirements. However, providers are
not required to satisty the umque formula needs of every infant. Parents have the option to either use
the formula being oftered or supply a difterent formula. If a parent chooses to decline the formula being
offered and supply the mfant formula of their choice, then the parent must complete the statement
below. The original statement must be sent to our office and the home child care provider must keep a
copy in his/her files.

I am the parent of the infant named above and I dechine the formula offered by my home child care
provider. Instead, I choose to supply my infant’s formula. I am aware that the formula I supply must be
listed on the attached “Iron-Fortified Infant Formulas That Do Not Require a Medical Statement”. If
not I am aware that I must supply a Diet Statement from a doctor or clinic which specifies the type of
formula to be used and the formula’s iron content. This diet statement must contain the doctors or
clinic’s name and address and must be signed & dated by a medical authority.

2. Type of infant formula provided by parent:

3. If without iron is a diet statement being obtained?

YES NO  (Ifapplicable, circle one)

Signature of Parent Printed Name of Parent

Date

INFANT DIET STATEMENT



Child’s Name: Parent’s Name:

Address: City:

State/Zip: Date:

Dear Doctor:

The infant listed above is a participant in the Child & Adult Care Food Program (CACFP), which provides federal and state monies to help
provide nutritious meals for children in child care centers and child care homes. Children with allergies/intolerance’s to foods or formulas,
or whose doctors require them to be on foods or formulas which are not approved on the CACFP, are required by federal regulation to have
a statement from their physician on file with the child care provider and CCFP sponsor.

The child care provider is offering the formula listed on the reverse. If this child is unable to tolerate the offered formula, or has other food
intolerance’s, please complete the information below recommending substitute formulas or foods. (Please return the form to the parent.)

Thank you for your assistance. CCFP Sponsor:

Santa Barbara Family Care Center

Sincerely, Child & Adult Care Food Program
124 W. Carmen Lane, Suite C

Operations Manager Santa Maria, CA 93458

Children’s Resource & Referral (805) 925-7071 / Fax (805) 349-9979

DOCTOR: PLEASE TYPE OR PRINT IN BLACK INK.
ALLERGIC TO OR INTOLERANT OF:

SUBSTITUTE FORMULA:

PHYSICIAN’S NAME (PLEASE PRINT)

PHYSICIAN’S ADDRESS:

PHYSICIAN’S SIGNATURE DATE

In accordance with federal civil rights law and U.S. Department of Agriculture (USDA) civil rights regulations and policies, the USDA,
its agencies, offices, and employees, and institutions participating in or administering USDA programs are prohibited from discriminating
based on race, color, national origin, sex, disability, age, or reprisal or retaliation for prior civil rights activity in any program or activity
conducted or funded by USDA. Persons with disabilities who require alternative means of communication for program information (e.g.
Braille, large print, audiotape, American Sign Language, etc.), should contact the agency (state or local) where they applied for benefits.
Individuals who are deaf, hard of hearing or have speech disabilities may contact USDA through the Federal Relay Service at800-877-
8339. Additionally, program information may be made available in languages other than English. To file a program complaint of
discrimination, complete the USDA Program Discrimination Complaint Form (AD-3027), found online at
http://www.ascr.usda.gov/complaint_filing_cust.html and at any USDA office, or write a letter addressed to USDA and provide in the
letter all of the information requested in the form. To request a copy of the complaint form, call 866-632-9992. Submit your completed
form or letter to USDA by:

(1) Mail: U.S. Department of Agriculture
Office of the Assistant Secretary for Civil Rights
1400 Independence Avenue, SW
Washington, D.C. 20250-9410
(2) Fax: 202-690-7442 3) E-mail: program.intake@usda.gov
This institution is an equal opportunity provider



http://www.ascr.usda.gov/complaint_filing_cust.html
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