
RIVER VALLEY FAMILY DAY CARE FOOD PROGRAM 
 

REACTIVATION FORM 
 
Provider’s Name __________________________________________________ 
(Please Print) 
Child’s Name_____________________________________________________ 
(Please Print) 
Child’s #  _____ Child’s Birthdate__________Date of Reactivation ___________ 

 
SCHOOL INFORMATION 
 
_____School age _____Home school    ____AM Head start    ____PM Head Start 
_____Infant  _____Kindergarten     ____All Day Head Start     
 
 
PAYMENT                                                                 
  
____Private    ____DHS    ____Own     
       
 

 
SCHEDULE 
I anticipate the Days my child could be at the provider’s home:  ____Mon  ____Tues 
____Wed   ____Thurs  ____Fri  ____Sat  ____Sun 
 
Earliest possible drop off time:  ___:___ AM  PM      Latest possible pick up time  
__:__ AM  PM 
 
I anticipate the meals my child could participate in will be: ___Breakfast  ___AM 
Snack 
____Lunch  ____PM Snack   ____Supper   ____EV Snack 

 
PARENT INFORMATION 
 
Parent’s Name _______________________________________________________________ 
(Please Print) 
Address _____________________________________________________________________ 
(Please Print) 
City       _______________________State ____ Zip Code _________ Phone ______________ 
 
Place of employment ______________________________Work Phone __________________ 
 
Parent’s signature____________________________________________________________ 
 
“The U.S. Department of Agriculture (USDA) prohibits discrimination in all USDA programs and activities on the basis of race, 
color, national origin, sex, or disability.  To file a complaint of discrimination, write USDA, Director, Office of Civil Rights, Room 
326 –w, Whitten Building, 14th and Independence Ave, SW Washington, DC 20250-9410 or call 202-720-5964.  USDA is an 
equal opportunity provider and employer. 
tl/3/03 
 

SPECIAL NEEDS: 
 
Special Needs Child  ____Yes  ___No 
Special Diet               ____Yes  ___No 
 
 


