Child and Adult Care Food Program

At-Risk Afterschool Program Application

DC Office of the State Superintendent of Education

The District of Columbia Office of the State Superintendent of Education promotes learning for District residents of all ages by providing access to educational information, resources, and services for a higher quality of life.  We provide access to information through policy analysis, research, and community outreach; resources such as postsecondary grants; and other educational support services that enable residents to make informed decisions regarding learning opportunities.

Nutrition Services

The Nutrition Services Department ensures that children and families receive year-round access to well-balanced meals by providing federal reimbursements, training, and nutrition education to institutions.  Nutrition Services assists institutions in maintaining a high level of compliance with U.S. Department of Agriculture rules and regulations so they can improve the overall health and learning potential of District residents who are at risk for hunger.

	The Child and Adult Care Food Program

The Child and Adult Care Food Program (CACFP) was established in 1968 to provide federal funds for healthy meals and supplements served in child care, adult day care centers and family day care homes.  The program provides monthly financial reimbursements, training and technical assistance, nutrition education, and food safety information to licensed child and adult day care facilities and sponsored day care homes, serving nutritious meals and supplements to eligible children and adults.

Eligible public or private nonprofit child care centers, outside-school-hours care centers, Head Start programs, and other institutions which are licensed or approved to provide day care services may participate as independent centers in CACFP.  For-profit child care centers must receive title XX funds for at least 25 percent of enrolled children or licensed capacity (which ever is less) or at least 25 percent of the children in care must be eligible for free and reduced price meals. For-profit adult day care centers must receive title XX funds for at lease 25% of enrolled adults. Public or private nonprofit adult day care facilities which provide structured, comprehensive services to nonresidential adults who are functionally impaired, or aged 60 and older, can serve as independent CACFP centers.  Meals served to children and adults receiving care are reimbursed at rates based upon a participant’s eligibility for free, reduced price, or paid meals. 
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Application Instructions

1. Please thoroughly read and answer all applicable application questions in full.

2. Refer to the Supporting Documents Section and Child and Adult Care Food Program Application Checklist to determine which documents will be needed to accompany your application.  Sign and date all documents needing original signatures.  Please provide legible copies of required documents.

3. Submit one original copy of the entire application and all required supporting documents.  Mail or hand deliver the completed application along with the required supporting documents to:

Office of the State Superintendent for Education

Government of the District of Columbia

Nutrition Services Department

51 N Street, N.E.

3rd Floor
Washington, DC 20002
Phone: 202.727.2824
www.osse.dc.gov
4. Please keep a copy of the entire application and supporting documents for your records.  All federal program records must be maintained for three years plus the current year or longer if related to an audit or investigation in progress.
If you have questions about the Child and Adult Care Food Program or the application, please contact the Office of the State Superintendent for Education at (202) 727.2824.

In accordance with Federal law and U.S. Department of Agriculture (USDA) policy, this institution is prohibited from discriminating on the basis of race, color, national origin, sex, age, or disability.  To file a complaint of discrimination, write USDA, Director, Office of Civil Rights, 1400 Independence Avenue, S.W., Washington, D.C. 20250-9410, or call toll free, (866) 632-9992 (Voice).  TDD users can contact USDA through local relay or the Federal Relay at (800) 877-8339 (TDD) or (866) 377-8642 (relay voice users).  USDA is an equal opportunity provider and employer.
If you require the information in alternative format (Braille, large print, audiotape, etc.), contact the USDA’s TARGET Center at (202) 720-2600 (Voice or TDD).  If you require information about this program, activity, or facility in a language other than English, contact our office at (202) 727-2824.  
Also, the District of Columbia Human Rights Act, approved December 13, 1977 (DC Law 2-38; DC Official Code §2-1402.11(2006), as amended) prohibits discrimination on the basis of marital status, personal appearance, sexual orientation, gender identity or expression, family responsibilities, familial status, source of income, place of residence or business, genetic information, matriculation, or political affiliation of any individual.  To file a complaint alleging discrimination on one of these bases, please contact the District of Columbia’s Office of Human Rights at (202) 727-3545.
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	Child and Adult Care Food Program

At-Risk Afterschool Snack Application

	Program: CACFP – At-Risk After School Program
	Program Year:
	    
	

	Center Contact Information

	ADDRESSES
	

	
	Center Name:
	     
	

	
	

	
	CENTER PHONE NUMBER

	
	Main Phone Number:
	(202)   -    
	
	Extension:
	     
	
	Fax Number:
	(202)   -    
	

	
	

	
	PHYSICAL ADDRESS OF SPONSOR

	
	

	
	Address 1:
	     
	

	
	Address 2:
	     
	

	
	City:
	Washington
	
	State:
	DC
	
	Zip code:
	     -    
	
	Ward:
	  
	
	

	
	

	
	CENTER MAILING ADDRESS (ONLY IF DIFFERENT FROM PHYSICAL ADDRESS )

	
	Address 1:
	     
	

	
	Address 2:
	     
	

	
	PO Box (If Applicable):
	
	

	
	City:
	Washington
	
	State:
	DC
	
	Zip code:
	     -    
	Ward:
	  
	

	
	

	

	CONTACT PERSON
	CENTER CONTACT PERSON

	
	Contact Information:

	
	

	
	Title:
	
	
	Contact Name:
	
	

	
	Email:
	
	

	
	Telephone:
	(202)   -    
	Fax:
	(202)   -    
	

	
	Address 1:
	
	

	
	Address 2:
	
	

	
	City:
	Washington
	
	State:
	DC
	
	Zip code:
	     -    
	

	
	

	

	SEND CHECK TO
	ALL PROGRAM ADDRESSES

	
	Submit the address where the check should be sent (if different from above):

	
	Contact Name:
	
	
	Email:
	
	

	
	Telephone:
	(202)   -    
	
	Fax:
	(202)   -    
	

	
	Address 1:
	
	

	
	Address 2:
	
	

	
	City:
	Washington
	
	State:
	DC
	
	Zip code:
	     -    
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	Site Information Form – SIF (Complete one SIF for each site)

	CONTACT INFO
	Site Name
	     
	

	
	Physical Address

	
	Address 1:
	     
	

	
	Address 2:
	     
	

	
	City:
	Washington
	
	State:
	DC
	
	Zip code:
	     -    
	
	Ward:
	  
	

	
	Phone/Fax Numbers

	
	Site Phone Number:
	(202)   -    
	
	Extension:
	     
	

	
	Site fax Number:
	(202)   -    
	

	
	Contact Person

	
	Title:
	     
	
	Contact Name:
	     
	

	
	Email:
	     
	

	
	Telephone:
	(202)
	
	Fax:
	(202)
	

	
	Address 1:
	     
	

	
	Address 2:
	     
	

	
	City: 
	Washington
	
	State:
	DC
	
	Zip code:
	     -    
	
	Ward:
	  
	

	
	Area Eligibility Address
	

	
	Name and address of elementary school serving the area where site is located for the purpose of establishing area eligibility

	
	School  Name
	     
	

	
	Address 1:
	     
	

	
	Address 2:
	     

	
	City:
	Washington
	
	State:
	DC
	
	Zip code
	     -    
	
	Ward:
	  
	

	
	Mail Address of Site (if different from Main Address)

	
	Address 1:
	     
	

	
	Address2:
	     
	

	
	City:
	Washington
	
	State:
	DC
	
	Zip code:
	     -    
	
	Ward:
	  
	

	
	

	

	CLASSIFICATION
	

	
	Type of Site

	
	

	
	 FORMCHECKBOX 
 At-Risk Snack Program
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	Site Information Form – SIF, cont.

	LICENSE
	Certificate of Occupancy Permit

	
	Certificate of occupancy permit number:
	     
	

	
	

	
	License Types

	
	Choose the license types that apply:

	
	License
	Expiration Date
	License Number
	Is Renewal Requested?

	
	BBL-site (Basic Business License)
	
	     
	
	
	     
	
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	
	CO-site (Certificate of Occupancy)
	
	     
	
	
	     
	
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	
	BUA-site (Building Use Agreement)
	
	     
	
	
	     
	
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	
	HI-site (Health Inspection)
	
	     
	
	
	     
	
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	
	FI-site (Fire Inspection)
	
	     
	
	
	     
	
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	
	

	
	GE N E R AL I N F O R M A T I O N

	GENERAL INFORMATION
	Equal Opportunity

	
	Please describe efforts to be used to (A) assure that minority populations have equal opportunity to participate, and (B) contact minority and grassroots organizations about the opportunity to participate in the program.  Provide an estimate of the racial/ethnic make up of the population to be served from sources such as census tract data or public school data.

	
	     

	
	

	
	Participation

Indicate other USDA Programs in which site participates:

	
	     

	
	Education Enrichment Activities
Describe the education and/or enrichment activities to be provided in the afterschool care program.
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	Site Information Form – SIF, cont.
	

	MEAL SERVICE
	Name and title of person responsible for CACFP at site:
	

	
	Name:
	     
	
	Title:
	     
	

	
	Participation & Meal Service Times
	

	
	Meal Type
	Estimated Average Daily Participation
	Time Meal Service Begins
	Time Meal Service Ends
	

	
	PM Supplement:
	
	     
	
	     
	
	     
	

	
	
	

	
	Participation & Meal Service Times (CACFP)
	

	
	Estimated number of Student to be served daily
	Children:
	     
	
	Adult:
	     
	
	

	
	
	

	
	Food Preparation
	

	
	Identify the type of service or facility which will be used by the institution for food preparation. (If all meals are not prepared by using the same method, please specify)
	

	
	 FORMCHECKBOX 
  Self-Preparation at Meal Service Location/On-Site Kitchen
	

	
	 FORMCHECKBOX 
  Preparation at Central Kitchen
	

	
	 FORMCHECKBOX 
  Under Contract with Local School System
	

	
	 FORMCHECKBOX 
  Under Contract with Food Service Management Company to deliver meals, supplies and/or service
	

	
	
	Name of Company:
	     
	

	
	
	Address:
	     
	

	
	
	Meal Type Provided:  FORMCHECKBOX 
 Breakfast   FORMCHECKBOX 
 Lunch   FORMCHECKBOX 
 Supper   FORMCHECKBOX 
 Supplement
	

	
	 FORMCHECKBOX 
  Vending between school food authorities
	

	
	
	Name of School: 
	     
	

	
	
	Address:
	     
	

	
	
	Meal Type Provided: :  FORMCHECKBOX 
 Breakfast   FORMCHECKBOX 
 Lunch   FORMCHECKBOX 
 Supper   FORMCHECKBOX 
 Supplement
	

	
	 FORMCHECKBOX 
  Under contract with Food Service Management Company to prepare meals on site
	

	
	
	Name of Company: 
	     
	

	
	
	Address:
	     
	

	
	
	Meal Type Provided:  FORMCHECKBOX 
 Breakfast   FORMCHECKBOX 
 Lunch   FORMCHECKBOX 
 Supper   FORMCHECKBOX 
 Supplement
	


	OPERATING DATA
	

	
	Program Participation

	
	Hours Operation

	
	From:
	     
	To:
	     
	
	

	
	Dates of Program Operation

	
	Starting Date:
	     
	Ending Date:
	     
	

	
	Starting Date:
	     
	Ending Date:
	     
	

	
	Days of Operation:

	
	Monday  FORMCHECKBOX 
  Yes  FORMCHECKBOX 
  No Tuesday  FORMCHECKBOX 
  Yes  FORMCHECKBOX 
  No Wednesday  FORMCHECKBOX 
  Yes  FORMCHECKBOX 
  No Thursday  FORMCHECKBOX 
  Yes  FORMCHECKBOX 
  No

	
	Friday  FORMCHECKBOX 
  Yes  FORMCHECKBOX 
  No  Saturday  FORMCHECKBOX 
   Yes  FORMCHECKBOX 
   No Sunday  FORMCHECKBOX 
   Yes  FORMCHECKBOX 
   No

	
	Number of Days of Food Service:

	
	Jan:
	     
	Feb:
	     
	March:
	     
	April:
	     
	May:
	     
	June:
	     
	

	
	July:
	     
	Aug:
	     
	Sept:
	     
	Oct:
	     
	Nov:
	     
	Dec:
	     
	

	
	Enrollment

	
	D) Total Number of enrolled participants
	
	     
	

	
	Age range of enrolled participants:
	
	From:
	     
	To:
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	Site Information Form – SIF, cont.

	OPERATING DATA(CONTINUED)
	Dates and Time of Operation

	
	

	
	Please list the additional dates and times that you will not provide services/operate:

	
	Date
	     
	Time From:
	     
	Time To:
	     
	Date
	     
	Time From:
	     
	Time To:
	     
	

	
	Date
	     
	Time From:
	     
	Time To:
	     
	Date
	     
	Time From:
	     
	Time To:
	     
	

	
	Date
	     
	Time From:
	     
	Time To:
	     
	Date
	     
	Time From:
	     
	Time To:
	     
	

	
	Date
	     
	Time From:
	     
	Time To:
	     
	Date
	     
	Time From:
	     
	Time To:
	     
	

	
	


	STAFFING
	Food Service Staffing Pattern

Food Service Staffing Pattern: (enter only personnel who will perform CACFP food service functions at this Center).

	
	Staff Name:
	
	Staff Position:
	
	Specific CACFP food service duties:
	
	% of time devoted to food service:
	

	
	     
	
	     
	
	Collect & classify all IES for each enrolled child/adult & maintain master enrollment list that corresponds with IES
	
	     
	

	
	     
	
	     
	
	Prepare or check daily dated menus to ensure that they meet USDA meal pattern requirement
	
	     
	

	
	     
	
	     
	
	Takes meal count at the point of each meal service
	
	     
	

	
	     
	
	     
	
	Takes daily attendance
	
	     
	

	
	     
	
	     
	
	Prepare daily food production record prior to meal service or check and maintain daily delivery tickets
	
	     
	

	
	     
	
	     
	
	Maintain itemized bills and receipts for each month
	
	     
	

	
	     
	
	     
	
	Serve meals
	
	     
	

	
	     
	
	     
	
	Prepare monthly claim for reimbursement for submission to State Agency
	
	     
	

	
	     
	
	     
	
	Prepare and submit annual CACFP agreement
	
	     
	

	
	     
	
	     
	
	Prepare meals
	
	     
	

	
	


	SIGNATURES
	
	
	
	

	
	
	Site Representative Signature
	
	Date
	

	
	
	

	
	
	
	
	
	

	
	
	Sponsor Signature
	
	Date
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	Budget TIONF OOD SE R V I CE

	FOOD SERVICE
	Operational & Administrative Costs

	
	Operational and Administrative Budget: Each institution is required to operate a non-profit food service so that all reimbursement is used for the maintenance and/or improvement of the food service operation.  All costs must be documented.  Note: Administrative cost cannot exceed 15% of reimbursement.

	
	Operational And Administrative Budget

	
	A : Estimated Monthly Operating (food services) Costs
	
	Type Of Documentation
	
	B: Estimated Monthly
Administrative Costs
	
	Type Of Documentation
	

	
	Labor
	$
	     
	
	     
	
	Total Administrative Labor Salaries
	$
	
	
	     
	

	
	
	
	
	
	
	
	
	
	
	

	
	Food Costs
	$
	
	
	     
	
	Rent of Office Space
	$
	
	
	     
	

	
	
	
	
	
	
	
	
	
	
	

	
	Non-Food Supplies
	$
	
	
	     
	
	Utilities
	$
	
	
	     
	

	
	
	
	
	
	
	
	
	
	
	

	
	Utilities
	$
	
	
	     
	
	Telephone
	$
	
	
	     
	

	
	Kitchen or Truck Rental
	$
	
	
	     
	
	Office Supplies
	$
	
	
	     
	

	
	
	
	
	
	
	
	
	
	
	

	
	Equipment Rental
	$
	
	
	     
	
	Transportation(Admin and Monitors)
	$
	
	
	     
	

	
	
	
	
	
	
	
	
	
	
	

	
	Other(specify)
	$
	
	
	     
	
	Other(specify)
	$
	
	
	     
	

	
	Total
	$
	
	
	
	
	Total
	$
	
	
	     
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	Estimated Monthly CACFP Reimbursement
	$
	
	

	
	

	
	Income

	
	List sources of cash income specifically for the food service other than CACFP reimbursement:
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	Budget – cont.F U N D I

	FUNDING SOURCES
	Federal Amount

	
	Does your organization receive more than $500,000 total for any federally funded program during the fiscal year?

	
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	
	If yes, attach a copy of your A-133 Audit Report.

	
	Program Costs vs. Reimbursement Projection

	
	Program Costs vs. Reimbursement Projection: List all additional funding source(s) available to support your food service operation:

(i.e.: Tuition, Title III, Title XIX, Head Start, United Way, etc):

	
	Projection


	
	1.
	     
	
	8.
	     
	

	
	2.
	     
	
	6.
	     
	

	
	3.
	     
	
	7.
	     
	

	
	4.
	     
	
	5.
	     
	

	
	

	
	Reimbursement Exceeding Costs

	
	In the event your reimbursement does exceed your costs, how will you use the surplus to improve your food service operation?:

	
	     


PAYMENT PLA NS

	PAYMENT PLANS
	CACFP Center Reimbursement

	
	Describe your system of disturbing CACFP Reimbursement to facilities under your administration within five days of receipt from the state agency:

	
	     

	
	General 
Has your organization ever been terminated or determined to have been seriously deficient in its operation of any Child Nutrition Programs?

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
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	Participation

	ENROLLMENT
	Facility Information

	
	Number of facilities with food service under your administration:

	
	Child Care Center:
	     
	
	

	
	

	
	Participant Enrollment

	
	Total number of participants enrolled in facilities under your administration from CACFP:
	     
	

	
	


	PROGRAM PARTICIPATION
	Publicly Funded Program(s)

	
	Does center participate in any other federally/publicly funded programs?:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	
	If yes, specify programs:
	     
	

	
	Dates From:
	     
	
	To:
	     
	

	
	State Agency Program

	
	Does the sponsor now participate or have you participated in programs funded through the state agency for nutrition programs in the past three years?

	
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	
	If yes, give name of program(s) previously participated and their start and end dates (if available):

	
	     

	
	Dates From:
	     
	
	To:
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	Operating Data

	RECORD KEEPING
	Daily Food Records

	
	Each institution must keep daily food records for enrolled participants to support the number of meals claimed for reimbursement.  The required records include a pre-planned dated menu, a record of meal counts taken at the point of each meal service and daily attendance records.  All CACFP records must be maintained for three years following the year to which they pertain plus the current year.

	
	Required Record
	
	Must Be Updated
	
	Name of Person Responsible
	
	Title of Person Responsible
	

	
	Dated Menus
	
	Monthly (at a minimum)
	
	     
	
	     
	

	
	Meal Counts
	
	At the point of service for each meal
	
	     
	
	     
	

	
	Food Production Records
	
	After preparing each meal.
	
	     
	
	     
	

	
	Attendance
	
	Daily
	
	     
	
	     
	

	
	Cost documentation
	
	By itemized dated receipts, time and attendance records
	
	     
	
	     
	

	
	Claims Monthly
	
	Monthly
	
	     
	
	     
	

	
	Delivery Slips
	
	Daily
	
	     
	
	     
	

	
	

	
	Meal Service Records

	
	Describe the procedure for collecting records from each facility showing the number of participants served each day, CACFP meals claimed and family size and income information. For each record, please describe: What method will be used to collect these records. How frequently will these records be collected? Where will these records be maintained on file?

	
	     

	
	T R A I N I N G

	TRAINING
	Staff Training

	
	Topics
	
	Name of Trainer
	
	Title
	
	Scheduled Training Date
	

	
	Menus
	
	     
	
	     
	
	     
	

	
	Meal Count Procedures
	
	     
	
	     
	
	     
	

	
	Daily Attendance Records
	
	     
	
	     
	
	     
	

	
	Self-Reviews
	
	     
	
	     
	
	     
	

	
	Itemizing Receipts
	
	     
	
	     
	
	     
	

	
	Record Keeping
	
	     
	
	     
	
	     
	

	
	Meal Service
	
	     
	
	     
	
	     
	

	
	Sanitation
	
	     
	
	     
	
	     
	

	
	USDA Meal Requirement
	
	     
	
	     
	
	     
	

	
	Other
	
	     
	
	     
	
	     
	

	
	


	OTHER
	Operate in Other States

	
	Does your organization operate the CACFP in any other state(s)?:   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	
	If “Yes”, please identify which state(s):
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	Organization Structure

	BOARD OF DIRECTORS
	

	
	Board Chairman, Owner or Military Installation Commander, Department Head

	
	Name:
	     
	

	
	Date of Birth:
	     
	
	Telephone Number:
	(   )   -    
	

	
	Email:
	     
	

	
	Address 1:
	     
	

	
	Address 2:
	     
	

	
	City:
	     
	
	State:
	     
	
	Zip Code:
	(   )   -    
	

	
	

	
	Executive Director / Department Head / County Executive / Owner

	
	Name:
	     
	

	
	Date of Birth:
	     
	
	Telephone Number:
	(   )   -    
	

	
	Email:
	     
	

	
	Address 1:
	     
	

	
	Address 2:
	     
	

	
	City:
	     
	
	State:
	     
	
	Zip Code:
	(   )   -    
	

	
	

	
	Person Responsible for CACFP Records

	
	Name:
	     
	

	
	Date of Birth:
	     
	
	Telephone Number:
	(   )   -    
	

	
	Email:
	     
	

	
	Address 1:
	     
	

	
	Address 2:
	     
	

	
	City:
	     
	
	State:
	     
	
	Zip Code:
	     
	

	
	

	
	Substitute Person Responsible for CACFP Records (Recommended not Required)

	
	Name:
	     
	

	
	Date of Birth:
	     
	
	Telephone Number:
	(   )   -    
	

	
	Email:
	     
	

	
	Address 1:
	     
	

	
	Address 2:
	     
	

	
	City:
	     
	
	State:
	     
	
	Zip Code:
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	Organization Structure

	BOARD MEMBERS
	List other board members below

	
	Title:
	     
	Name:
	     
	

	
	Telephone Number:
	(   )   -    
	

	
	Email:
	     
	

	
	Address 1:
	     
	

	
	Address 2:
	     
	

	
	City:
	     
	
	State:
	     
	
	Zip Code:
	     
	

	
	Board Members or Relatives paid by CACFP funds?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	
	

	
	Title:
	     
	Name:
	     
	

	
	Telephone Number:
	(   )   -    
	

	
	Email:
	     
	

	
	Address 1:
	     
	

	
	Address 2:
	     
	

	
	City:
	     
	
	State:
	     
	
	Zip Code:
	     
	

	
	Board Members or Relatives paid by CACFP funds?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	
	

	
	Title:
	     
	Name:
	     
	

	
	Telephone Number:
	(   )   -    
	

	
	Email:
	     
	

	
	Address 1:
	     
	

	
	Address 2:
	     
	

	
	City:
	     
	
	State:
	     
	
	Zip Code:
	     
	

	
	Board Members or Relatives paid by CACFP funds?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	
	

	
	Title:
	     
	Name:
	     
	

	
	Telephone Number:
	(   )   -    
	

	
	Email:
	     
	

	
	Address 1:
	     
	

	
	Address 2:
	     
	

	
	City:
	     
	
	State:
	     
	
	Zip Code:
	     
	

	
	Board Members or Relatives paid by CACFP funds?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	
	

	
	Title:
	     
	Name:
	     
	

	
	Telephone Number:
	(   )   -    
	

	
	Email:
	     
	

	
	Address 1:
	     
	

	
	Address 2:
	     
	

	
	City:
	     
	
	State:
	     
	
	Zip Code:
	     
	

	
	Board Members or Relatives paid by CACFP funds?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	
	

	
	Title:
	     
	Name:
	     
	

	
	Telephone Number:
	(   )   -    
	

	
	Email:
	     
	

	
	Address 1:
	     
	

	
	Address 2:
	     
	

	
	City:
	     
	
	State:
	     
	
	Zip Code:
	     
	

	
	Board Members or Relatives paid by CACFP funds?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
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	Organization Structure, cont.

	STAFFING
	I N G

	
	Identify Number of Staff Positions

	
	Number of CACFP Staff Positions:
	     
	
	

	
	Staffing Pattern

	
	Sponsoring organization staffing pattern: List all sponsoring organization personnel who will be involved in administering the Nutrition Services program, recording duties of personnel listed in administrative duties directly related to the program. Administrative duties include managing finances and operation of program. If more space is needed, please attach additional pages.

	
	CACFP Staffing Pattern

	
	Identify below any personnel charged to the CACFP who have other outside employment in addition to their CACFP responsibilities.

	
	
	(a) Type of position/name of staff
	(b) Specific administrative duties – please be explicit
	(c) No. of persons in that position
	(d) No. of hours per day each employee indicated in column (c) will spend on program duties
	(e) Salary per hour (indicate volunteer or unpaid workers with “v”)
	(f) No. of days per year each employee in column (a) will work on program duties
	(g) Source of funds for salary
	(h) Enter only

annual salaries

to be incurred

under CACFP
	

	
	
	     
	     
	     
	     
	     
	     
	     
	     
	

	
	Include Fringe Benefits

*If labor costs are indicated in your application, you should have staff listed here. Describe or attach information concerning your written compensation plan, include any policy regarding bonuses. Identify any personnel charged to the CACFP who have outside employment in addition to their CACFP responsibilities. Provide sufficient information regarding each such staff person to provide assurance that any such outside employment will not interfere with or lend the appearance of a conflict of interest regarding his or her CACFP responsibilities.
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	General Information

	TAX
	

	
	Tax Exemption Types
	

	
	Types of Tax Exemption: (Check one statement under the appropriate status of the sponsoring agency)

	
	 FORMCHECKBOX 
 Tax Exempt under the Internal Revenue Code of 1965, as amended.
Our Agency is federally tax-exempted by the Internal Revenue Service (IRS) and our name remains the same as it appears above.  The IRS letter of determination is maintained in our current file.  (Attach a copy of your IRS Letter of Determination)

	
	 FORMCHECKBOX 
 Our agency is federally tax exempted by the Internal Revenue Service (IRS).  However, our agency name has changed.  Attached is a copy of our IRS Letter of Determination to support our name change.

 FORMCHECKBOX 
 Our agency has changed from a for-profit (proprietary sponsor) to a not-for-profit agency with federal tax exemption.  Attached is a copy of our IRS Letter of Determination to support our tax-exemption status.

	
	

	
	

	
	 FORMCHECKBOX 
 For Profit:  FORMCHECKBOX 
Title XIX:  FORMCHECKBOX 
Title XX:  (Attach a copy of Incorporation papers/Disclosure of Ownership)

	
	 FORMCHECKBOX 
 Our Agency is for-profit and our name is the same as it appears above.  The legal supporting documentation is maintained in our current file.

	
	

	
	 FORMCHECKBOX 
 Government Agency (Specify):
	     
	

	
	
	     
	

	
	
	
	

	
	
	
	

	
	 FORMCHECKBOX 
 Church (Affiliation):
	
	

	
	
	 FORMCHECKBOX 
 Our Agency is a public church sponsoring organization.  Enclosed is our sponsoring organization letter(s) with supportive documentation for the programs(s) under our sponsorship.
	

	
	Pastor Name:
	     
	

	
	Pastor Telephone:
	(   )   -    
	

	
	
	
	


	SITE VISITS
	Pre-Approval Visit Procedures

	
	Describe your procedures for conducting pre-approval visits to each child and adult care facility. Attach a copy of the pre-approval evaluation form

	
	     

	
	Food Service Monitoring Schedule for CACFP Centers

	
	Provide a schedule for monitoring food service operations at facilities under your administration.

	
	If more space is needed, please attach additional pages.

	
	




	
	
	SITE NAME
	
	1ST VISIT
	
	2ND VISIT
	
	3RD VISIT
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	General Information cont.

	OTHER
	Public Release (For New Centers Only)
	
	

	
	Enter the date the public release was/will be sent to the media:
	     
	

	
	Write the name(s) of the newspaper, TV station, radio station, etc. to which the public release was/will be sent:
	

	
	
	     
	

	
	
	
	

	
	W 9-Address
	
	

	
	
	
	

	
	Address 1:
	     
	

	
	City:
	     
	
	State:
	     
	
	Zip Code:
	     
	

	
	
	

	
	Master Supply Address (Vendor Information Form)
	
	

	
	
	
	

	
	Address 1:
	     
	

	
	City:
	     
	
	State:
	     
	
	Zip Code:
	     
	

	
	
	


	Agreement

	TERMS
	

	
	T E R M S

	
	Agreement

	
	Check that you have read the terms of agreement found in the Supporting Documents Section:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No


	Civil Rights

	AFFIRMATION
	

	
	Our institution will post the USDA Civil Rights Poster “Justice for All….” prominently at all sites.  Please provide a breakdown of race for the following:

	
	Black:
	     
	
	Hispanic:
	     
	
	American Indian or Alaskan Native:
	     
	
	

	
	Asian/Pacific Islander:
	     
	
	White(Non Hispanic):
	     
	
	Total:
	     
	
	

	
	


	SIGNATURES
	
	
	
	
	

	
	
	Signature
	Date
	

	
	
	

	
	
	
	
	
	

	
	
	State Agency Signature
	Date
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	Child and Adult Care Food Program

At-Risk Afterschool Snack Application Checklist
Please submit the following documents as part of your application.  All signatures must be original. Retain a copy of all documents for your records. Have Questions or Need Assistance?  Please contact the Child and Adult Care Food Program Unit at the Office of the State Superintendent of Education, Nutrition Services: (202) 727-2824.

______ Application

______ Site information form (one for each site)

______ Pre-Award Civil Rights Self-Evaluation (New Sponsors Only)

______ District of Columbia Supplier-Vendor Form

______ Signed agreement (New Sponsors Only)

______ W-9 Tax Form

______ Appeal Procedures

______ Unaffiliated Center Program Agreement (Only for Sponsors with Unaffiliated Sites)

For Nonprofits Only, submit a copy of the following:

IRS Tax Exemption Letter*

For more information on this requirement see Tax Exemption Attachment.

*If the name of your program differs from the name on your IRS Tax Emption Letter, please 

submit a letter explaining this relationship. A sample is included.

For Churches, Synagogues and Mosques Only, submit one copy of the following:

A letter of responsibility from the sponsoring church/synagogues/mosque.

See sample in Tax Exemption Letter Attachment.

If you are using a food service company to provide your meals, please contact OSSE/Nutrition Services to submit

copies of the following:

Invitation For Bid (IFB’s) Contracts

Proof of publication

Health Certificate

Catering license

Sample Menus for 11 days

New sponsors are required to notify the public of their participation in the DC Child and Adult Care Food Program.

Submitting a press release to a general circulation newspaper such as the Washington Post (Fax Number 202-334-5672) through mail, email or fax will fulfill this requirement.

Attachments: Please retain these documents for your records.

Sample Public Release

Tax Exemption Information

D-U-N-S Information

Site Review Form
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CHILD AND ADULT CARE FOOD PROGRAM 

AGREEMENT

SECTION A - AGREEMENT

In order to carry out the purpose of Section 17 of the National School Lunch Act, as amended, and the regulations governing the Child and Adult Care Food Program (CACFP) issued there under 7 CFR Part 226--CFDA Number 10.558, the Office of the State Superintendent of Education  (hereinafter referred to as the “state agency”) and the institution whose name and address appear below, agree as follows:

	Legal Name of Institution
	     

	Physical Location
	
	     
	
	Washington, D.C.
	
	     
	
	  
	

	
	
	Street
	
	City/State
	
	Zip Code
	
	Ward
	

	Mailing Address (if different)
	
	     
	
	Washington, D.C.
	
	     
	
	  
	

	
	
	Street
	
	City/State
	
	Zip Code
	
	Ward
	


The institution:

1. Represents and warrants that it will accept final administrative and financial responsibility for total CACFP operations at all child care centers, listed in Section C of this agreement.

2. Certifies that all responsible principal or responsible individuals are in compliance with 7 CFR 226.6. 

3. Certifies that neither the institution nor any of its principals has been convicted of any activity that occurred in the last seven years that indicated a lack of business integrity, including but not limited to, fraud, antitrust violations, embezzlement, theft, forgery, bribery, falsification or destruction of records, making false statements, receiving stolen property, making false claims, obstruction of justice, or any other activity indicating a lack of business integrity as defined by the State agency.

4. Certifies that they are in compliance with all applicable state rules and regulations regarding governing boards of corporations.

5. Agrees to comply with collection procedures set forth by the District of Columbia. Collection of funds owed to OSSE as an overpayment of claims or an advance (or any other situation resulting in an overpayment made to the institution by OSSE shall comply with the following:

a.  Venue. The venue of any action arising out of this Agreement shall be in District of Columbia. 

b. Governing Law. This contract is entered into pursuant to and under the authority granted by the laws of the District of Columbia and any applicable federal laws. The provisions of this agreement shall be construed to conform to those laws.

c. In the event collection efforts become necessary, the institution agrees that it is liable for all costs associated with each collection activity including, but not limited to, court costs, attorney's fees, and allowable interest. If the amount owing is referred to a licensed collection agency, a collection fee shall be assessed pursuant to the District of Columbia’s procedures regarding amounts owed at the time of assignment. 

The collection procedure is binding on the applicant, its successors, transferees, and assignees as long as it receives assistance or retains possession of any assistance from OSSE.

6. A one percent interest charge will be assessed on all customer debt if not paid within 30 days of notification.

7. Certifies that the submission of false information to the state agency is grounds for termination or denial from the CACFP as described in 7 CFR Part 226.6(c).

8. Understands if this application does not meet all of the requirements in the Child and Adult Care Food Program regulations, 7 CFR 226.6(b) and 226.15(b) and 226.16(b), the State agency must deny the application. If the State agency determines that the institution has committed one or more serious deficiencies in 226.6(c)(1)(ii) for new institutions or 226.6(c)(2)(ii) for renewing institutions, the State agency must initiate action to deny the application and initiate action to disqualify the institution and the responsible principals and responsible individuals.

9. Agrees to complete the audit requirements listed in Section B.

10. Assures the state agency that announced/unannounced visits will be allowed during normal business hours by the state agency and/or representatives of USDA Food and Nutrition Service and/or any other state or federal official.

11. Assures that all children at the site(s) described on the application forms are served the same meals at no separate charge regardless of race, color, national origin, sex, age or disability, and there is no discrimination in the course of the food service.

12. Assures that all publications, posters, and informational materials provided to the public will include a statement that the program is available to eligible children without regard to race, color, national origin, sex, age, or disability. The statement will also include information that any person who believes that he or she has been discriminated against in any U.S. Department of Agriculture (USDA) related activity should write USDA, Director, Office of Civil Rights, 1400 Independence Avenue, SW, Washington, D.C. 20250-9410 or call toll free (866) 632-9992 (Voice.  TDD users can contact USDA through local relay or the Federal Relay at (800) 877-8339 (TDD) or (866) 377-8642 (relay voice users).  USDA is an equal opportunity provider and employer.
13. Will maintain daily records to include, at a minimum, a menu that meets CACFP meal pattern, and daily meal counts served to eligible adults at the point of service.

14. Agrees that the CACFP is approved to operate until the agreement is terminated by either party.

The state agency and the institution mutually agree:

1. To comply with and meet all responsibilities and requirements set forth in 7 CFR Part 226, CACFP regulations.

2. The institution will be reimbursed under the claiming percentage method.

3. That new institutions will submit a public media release.

4. Neither the institution nor any employee or agent of the institution shall participate in the performance of any duty or service in whole or part under this contract in violation of, or in a manner that violates, any provision of the District of Columbia prohibiting the use of public resources for political purposes.

5. Each party to this Agreement hereby assumes responsibility for claims and/or damages to persons and/or property resulting from any act or omission on the part of itself, its employees, its officers, and its agents. Neither party assumes any responsibility to the other party for the consequences of any claim, act or omission of any person, agency, firm, or corporation not a party to this Agreement.

6. No person shall, on the ground of race, color, national origin, sex, age, or disability, unlawfully be excluded from participation in, be denied the benefits of, or be otherwise subjected to discrimination under any activity performed under this agreement. Nondiscrimination laws applicable to the state agency and sponsor that each party agrees to abide by include, but are not limited to, the federal Americans with Disabilities Act (ADA). The sponsor shall notify the state agency immediately of any allegations, claims, disputes, or challenges made against it under the ADA.

7. That all attachments necessary for approval are incorporated herein as part of this agreement.

NOTE: No moneys or other benefits may be paid out under this program unless this agreement is completed and approved (7 CFR 226).

SECTION B - AUDIT REQUIREMENTS

Audit requirements for institutions (subrecipients) receiving federal funds from the state agency under this contract are as follows:

The institution shall make their records available for review or audit by officials of the state agency or designee.

If the institution is a state, local government, or non-profit subrecipient of federal awards, and expends $500,000 or more in total federal funds, they shall comply with Office of Management and Budget (OMB) Circular A-133 requirements. Federal awards are defined as “Federal financial assistance and federal cost-reimbursement contracts that non-federal entities receive directly from the federal awarding agencies or indirectly from pass-through entities, not including procurement contracts used to buy goods or services from vendors.” When considering federal funds to include in the $500,000 threshold, only consider those funds that are a result of a subrecipient relationship, and exclude those resulting from a vendor relationship. A subrecipient relationship exists when a non-federal entity expends federal funds received from a pass-through entity to carry out a federal program, but does not include an individual that is a beneficiary of such a program. A vendor relationship exists when a dealer, distributor, merchant, or other seller is providing goods or services that are required for the conduct of a federal program.

OMB Circular A-133 requires the institution to procure, at their expense, a single or program-specific audit for any year in which they expend $500,000 or more in total Federal funds. The institution shall incorporate OMB Circular A-133 audit requirements into all contracts between the institution and its subcontractors who fall under the definition of subrecipients. The institution shall comply with any future requirements to OMB Circular A-133 and any successor or replacement circular or regulation.

Upon completion of each audit, the institution shall submit the published audit report to the OSSE, Director of Audit & Investigation Division, Office of Review & Compliance, 1150 5th Street, SE, Suite103B, Washington, DC 20003. The report is due within the earlier of 30 days after completion of the audit or nine months after the completion of the institution’s fiscal year. If such audit report contains audit findings that could have an impact on the administration of program funds received through this office, the institution may be subject to requirements of the District of Columbia regarding resolution of those findings.

It is the institution’s responsibility to ensure that all audits required by OMB Circular A-133 are submitted to the Federal Audit Clearinghouse. If an extension of time has been granted by the institutions cognizant or oversight agency, a copy of the letter granting the extension must be sent to OSSE. 

The state agency has the discretion to call for audits beyond those required by law. The state agency sets audit policy for audits of proprietary institutions that administer child nutrition programs and may order an audit of a proprietary institution based on a risk assessment.

SECTION C - SITE INFORMATION

In the chart on the following page fill in the name, address, facility type and type and times of meals being served for each site under your sponsorship.  Attach additional sheets if necessary.

	HOURS AND TYPE OF MEALS SERVED

Show the hours:       FROM:

                                 TO:

	CHILD AND ADULT CARE FOOD PROGRAM

(Name and address of Center)

(a)
	TYPE OF CENTER (Indicate "A" if Adult Day Care Center; "C" if Child Care Center; "O" if Outside-School-Hours Care Center; "XIX" if Proprietary Title XIX Center; "XX” if Proprietary Title "XX" Center, or “S” if At-Risk Snack program

(b)
	BREAKFAST

( c )
	A.M.

SNACK

( d )
	Lunch

( e )
	P.M. SNACK

( f )
	SUPPER

( g )

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     


SECTION D - ENROLLMENT CERTIFICATION

This section is to be completed only by proprietary institutions.

	1.
	     
	currently has enrolled
	    
	Title XX  recipients as of
	     
	.

	
	(Name of Site)
	
	
	
	(Date)
	

	2.
	     
	currently has enrolled
	    
	Title XX recipients as of
	     
	.

	
	(Name of Site)
	
	
	
	(Date)
	

	3.
	     
	currently has enrolled
	    
	Title XX recipients as of
	     
	.

	
	(Name of Site)
	
	
	
	(Date)
	


SECTION E - NONDISCRIMINATION STATEMENT

The institution:

HEREBY AGREES THAT it will comply with Title VI of the Civil Rights Act of 1964 and all requirements imposed by the regulations of the Department of Agriculture (7 CFR Part 15), Department of Justice (28 CFR Parts 42 & 50), Title IX of the Education Amendments of 1972, Section 504 of the Rehabilitation Act of 1973, the Age of Discrimination Act of 1975, and Food and Nutrition Service (FNS) directives or regulations issued pursuant to that act and the regulations to the effect that no person in the United States shall, on the grounds of race, color, national origin, sex, age, or disability, be excluded from participation in, or be denied the benefits of, or be otherwise subject to discrimination under any program or activity for which the applicant received federal financial assistance from the department; and HEREBY GIVES ASSURANCE THAT it will immediately take any measures necessary to effectuate this agreement.

THIS ASSURANCE IS given in consideration of and for the purpose of obtaining any and all federal financial assistance, grants and loans of federal funds, reimbursable expenditures, grant or donation of federal property and interest in property, the detail of federal personnel, the sale and lease of, and the permission to use, federal property of interest in such property or the furnishing of services without consideration or at a nominal consideration, or at a consideration which is reduced for the purpose of assisting the recipient, or in recognition of the public interest to be served by such sale, lease, or furnishing of services to the recipient, or any improvements made with federal financial assistance extended to the applicant by the state agency. This includes any federal agreement, arrangement, or other contract which has as one of its purposes the provision of assistance such as food, food stamps, cash assistance for the purchase of food, and any other financial assistance extended in reliance on the representations and agreements made in this assurance.

BY ACCEPTING THIS ASSURANCE, the applicant agrees to compile data, maintain records, and submit reports as required, to permit effective enforcement of Title VI and permit authorized USDA and state agency personnel during normal working hours to review such records, books, and accounts as needed to ascertain compliance with Title VI. If there are any violations of this assurance, the Department of Agriculture, FNS, shall have the right to seek judicial enforcement of this assurance.

This assurance is binding on the applicant, its successors, transferees, and assignees as long as it receives assistance or retains possession of any assistance from the state agency. The person or persons whose signatures appear below are authorized to sign this assurance on behalf of the applicant.

SECTION F – FRAUD

Whoever embezzles, willfully misapplies, steals, or obtains by fraud any funds, assets, or property that are subject of a grant or other form of assistance under 7 CFR 226.25(e), whether received directly or indirectly from the state agency or the U.S. Department of Agriculture or whoever receives, conceals, retains such funds, assets, or property for his/her use or gain, knowing such funds, assets, or property have been embezzled, willfully misapplied, stolen, or obtained by fraud shall, if such funds, assets, or property are of the value of $100 or more, be fined not more than $10,000 or imprisoned for not more than five years or both. 
	CERTIFICATION STATEMENT

	I hereby certify that the organization will abide by our management plan, budget, and all applicable district and federal regulations and policies will be observed. I hereby certify that the information on this application and the required attachments are true to the best of my knowledge; that reimbursement will be claimed only for meals served to eligible participants; and that the CACFP will be available to all eligible children regardless of race, color, national origin, sex, age, or disability at the approved food service facility and that these facilities have the capability for the meal service planned for the number of participants anticipated to be served. I understand that this information is being given in connection with the receipt of federal funds, which representatives of the USDA and the state agency may verify this information, and that deliberate misrepresentation may subject me to prosecution under applicable state and federal criminal statutes. I understand that institutions and individuals providing false certification will also be placed on the national disqualified list.

	Debarment, Suspension, and Ineligibility. The institution certifies that neither it nor its principals are debarred, suspended, proposed for debarment, or voluntarily excluded from participation in transactions by any federal department or agency. The institution further certifies that they will ensure that potential subcontractors or subrecipients or any of their principals are not debarred, suspended, proposed for debarment, or voluntarily excluded from participation in "covered transactions" by any federal department or agency. "Covered transactions" include procurement contracts for goods or services awarded under a nonprocurement transaction (e.g., grant or cooperative agreement) that are expected to equal or exceed $25,000, and subawards to subrecipients for any amount. Contractor may do so by obtaining a certification statement from the potential subcontractor or subrecipient or by checking the "List of Parties Excluded from Federal Procurement and Non-Procurement Programs" provided on-line by the General Services Administration. 

	
	
	

	
	Printed Name of Authorized Representative/Owner(s) and Title
	
	

	
	
	

	
	Signature of Authorized Representative/Owner(s) 
	
	Date
	

	

	
	Mailing Address 
	
	City, State, Zip Code
	

	
	Date of Birth:
	
	/
	
	/
	
	
	

	

	
	Printed Name of Board Chairperson/Board Member/President of Corporation and Title
	
	

	
	
	

	
	Signature of Board Chairperson/President of Corporation 
	
	Date
	

	

	
	Mailing Address 
	
	City, State, Zip Code
	

	
	Date of Birth:
	
	/
	
	/
	
	
	

	

	

	OSSE USE ONLY APPROVAL

	
	By
	
	Director, Child Nutrition Services
	

	
	SIGNATURE
	
	
	

	
	
	
	APPROVAL DATE
	

	
	
	
	
	


	SECTION B: Fill in the name(s) and address (es) of Center(s) for the Child Care Food Program. (Attach additional Sheets if necessary)                                                                                                                                                                    

	CHILD AND ADULT CARE FOOD PROGRAM (Name and addresses of centers).

              (a)
	TYPE OF CENTER 

(Indicate “A” if Adult Care Center; “C” if Child Care Center; “O” if Outside-School-Hours Care Center; “XX” if Proprietary Title XX Center; or “S” if At-Risk Snack Program 

             (b)
	HOURS AND TYPE OF MEALS SERVED

(SHOW HOURS FROM AND TO)



	
	
	BREAKFAST


	AM SNACK


	LUNCH


	PM SNACK


	SUPPER



	
	
	(c)
	(d)
	(e)
	(f)
	(g)
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Poage 2

Example. Artcle 20 of the U.S.-China income tax treaty
allows an exemption from tax for scholarship income
recelved by a Chinese student temporarlly present in the
United States. Under UsS. law, this student wil become a
resident alfen for tax purposes if s of her stay in the United
States exceeds 5 calendar years. However, pafagraph 2 of
the st Protocol to the U.S.-China treaty (dated Aprl 30,
1984) allows the provisions of Arice 20 to cortinue to apply
even after the Chinese student becomes a resident alen of
the United States. A Chinese student who qualfies for this
exception (under paragraph 2 of the first protocal) and is
relying on this exception to clam an exemption from tax on
i or her scholarship of fellowship income would attach to
Form W-2 a statement that incudes the nformation
described above to support that exemption.

If you are a nonresident alien or a foreign entity not
subject to backup withholding. give the requester the
appropriate completed Form W-B.

What is backup withholding? Persons making certain
payments to you must under certain conditions withhold and
Pay 10 the IRS 30% of such payments (29% after December
31, 2003; 269% after December 31, 2005). This fs called
backup withholding.” Payments that may be subject to
backup withholding include interest, dividends, broker and
barter exchange transactions, rents, royalies, nonemployee
pay. and certaln payments ffom fishing boat operators. Real
estate transactions are not subject to backup wilhholding

You will not be subject to backup withholding on payments
You receive i you give the requester your correct TIN, make
the proper cetifications, and report al your taxable inerest
and dividends on your tax return.

Payments you receive wil be subject to backup
withholding i

1. You do not furnish your TIN to the requester, o

2. You do ot certity your TIN when required (see the Part
W instructions on page 4 for detals), or

3. The IRS tels the fequester that you furnished an
incortect TIN, or

4. The IRS tels you that you are subject to backup
withholding becatise you did not report al your interest and
dividends on your tax return (for reportable Interest and
dividends o), or

5. You do not certfy to the requester that you are not
subject to backup withholding Lnder 4 above (fof reportable
interest and dividend accounts opened after 1983 only).

Cortain payees and payments are exempt fiom backup
withholding. See the Instructions below and the separate
Instructions for the Requester of Form W-9.

Penalties

Failure to fumish TIN. If you fail to furnish your correct TIN
10 a requester, you are subject to a penaty of S50 for each
such failure unless your failure s due to feasonable cause.
and not to wilful neglect.

Civil penalty for false information with respect to
withholding. If you make a fakse statement with no
feasonable basis that resuls in no backup withholding, you
are subject to a $500 penalty.

Criminal penatty for falsifying information. Wilfully
falsifying certifications or affirmations may subject you to
criminal penalties including fines and/or imprisonment.
Misuse of TINS. If the requester discloses o uses TINs in
violation of Federal law, the requester may be subject to civil
and criminal penaltes.

Specific Instructions

Name

If you are an ndividual, you must generally enter the name
Sfiown on your social Securiy card. However, if you have
changed you last name, for Instance, due to marriage
Without informing the Sccial Securty Adminitration of the
name change, enter your first name, the last name shown on
your social security card, and your new last name.

Ifthe accourt is in joint names, st fst. and then circe,
the name of the person or entity whose number you entered
in Part | o the form.

Sole proprietor. Enter your individual name as shown on
your social secuity card on the “Name” line. You may enter
your business, rade, or “doing business as (DBA)" name on
the "Business name” ine.

Limited liability company (LLC). If you are a single-member
LLC {incucing a foreign LLC with @ domestic owner) that is
disiegarded as an ently Separate ffom its owner under
Treasury requiations section 301.7701-3, enter the owner's
name on the "Name" line. Enter the LLC's name on the
“Business name” ine.

Other entities. Enter your business name as shown on
required Federal tax documents on the "Name” line. This
name should match the name shown on the charter or other
legal document creating the entiy. You may enter any
business, trade, or DBA name on the “Business name" line
Note: You are requested t check the appropriate box for
your status (ndidual/sole propr etor, corporation. et.).

Exempt From Backup Withholding

1f you are exempt, erter your name as described above and
check the appropriate box for your status. then check the
“Exempt from backup withhalding” box i the fine fallowing
the business name. sign and date the form.

Generally individuas (including sole proprietors) are not
exempt from backup witholding. Corporations are exempt
ffom backup withholding for certsin payments, such s
interest and vidends.

Note: If you are exempt fom backup withholdig you shouid
il complete this form to avoid possible eroneots backup
withholding.

Exempt payees. Backup withholding fs not required on any
payments made to the following payees:

1. An orgarization exempl from tax under section 501a)
any IRA o a custodil account under Section 403()(7) 1 the
actount satisfes the requirements of section 401()(2)

2. The United States or any of its agencies or
instiumentalities

3. & stae, the District of Columbia, a possession of the
Unied States, or any of thei polficai sbdiisions or
instrumentaliies

4. A forelan goverment or any of s poliical subdiisians,
agencies, of InStrumentalties; of

5. An international organization or any of its agencies or
insiiumentaliis.

Other payees that may be exemp ffom backup
wihholding include:

6. A corporation

7. A foreign central bank of issue;

5. A dealer in securites or commoiies required to register
in the United States, the Disirict of Cokimbia, or a
possession of the Lnted States
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9. A futures commission merchant registered with the
Commodity Futures Trading Commission:

10. A real estate investment trust;

1. An entity registered at al times during the tax year
under the Investment Company Act of 1940;

12. A common trust fund operated by a bank under
section 584(a);

13. A financial institution

14. A middleman known in the investment communiy as a
nominee or custodian; or

15. A trust exempt from tax under section 684 or
desciibed in section 4947.

“The chart below shows types of payments that may be
exempt from backup withhoiding. The chart appies to the
exempt recipients listed above, 1 through 15.

i the payment s for THEN the paymant s exempt

Interest and dividend payments | All exempt recipents except

for9

Broker ransactons Exempt recipiess 1 tvough 13
Al 3 perso regeterd inder
e Iveament Achisers Ac of
540 who rguiay act a5 8
broker ey

Barter exchange transactions
and patranage diidends

Exempt recipients 1 through 5

Payments over $600 required
1o be reported and difect
sales over $5,000 ©

Gererally, exempt recipients
1 through 7°

*See Form 1009-MISC, Miscellanscus Incoms, and ts instucins.
Howesr, he olwing paymets mads 1 & cerpeaton (ncluding 055
proceeds paid 1 an Gy Undar s=cion SCAS(, sven F the atney s
Eomporation) and repatabe on Form 1090-MISC e not xempt rom b
hhking: mecical an halth cas paymerts. ameys’ ees; and payments
for Senics aid by a Federl xecuive o3ency

Part |. Taxpayer Identitication
Number (TIN)

Enter your TIN in the appropriate box. If you are a resident
alien and you do not hate aiid are not eligibie to get an
‘SN, your TiN is your IRS individual taxpayer idertification
number (TIN). Enter it in the Social security number box. If
You'do not have an TIN, see How to et a TIN below.

If you are a Sole proprietor and you have an EIN, you may
enter either your SSN or EIN. Howaver, the IRS prefers that
You use your SSN.

If you are a single-owner LLC that s distegarded as an
entity separate from its owner (see Limited Rability
‘company (LLC) on page 2) enter your SSN (or EIN, if you
have one). If the LLC is a corporation, partnership, etc., eter
the entity's EIN
Note: See the chart on page 4 for further clarification of
name and TIN combirations
How to get a TIN. I you do ot have a TIN, apply for one
immediately. To apply for an SN get Form SS-5,
Application for a Social Security Card, from your local Social
‘Securty Administration office ar get this form on-line at
w52 gov/online/ss5 html. You may also et tis form
by calling 1-800-772-1213. Use Form W-7, Application for
IR Individual Taxpayer Identification Number. to apply for an
ITIN, or Form S5.-4, Application for Employer Identifcation
Number, to apply for an EIN. You can get Forms W-7 and
55-4 from the IRS by caling 1-00-TAX-FORM
(1-800-829-3676) o from the IRS Web Sits at wwwirs.gov.

If you are asked to complete Form W- but do ot have a
TIN, wite "Appied For” in the space for the TIN, sign and
date the form, and give it to the requester, For interest and
diidend payments, and certain payments made with respect
0 readily tradable instruments, generally you will have 60
days to get a TIN and give It to the requester before you are
Subject to backup withiholding on payments, The 60-day rule
oS not apply to other types of payments, You wil be
Subject to backup withiolding on all such payments urtil you
provide your TIN to the requester
Note: Writing “Applied For” means that you have already
appled for a TIN or that you intend t apply for one soon.
‘Caution: A disregarded domestic entiy that has a foreign
owner must use the appropriate Form W-S.




	CACFP Sponsor:
	     


	Agreement No.:
	V-     


STATE AGENCY

CHILD AND ADULT CARE FOOD PROGRAM

POLICY STATEMENT CONCERNING MEAL SERVICE/ADMINISTRATIVE RESPONSIBILITIES

(Name of Sponsor)

	The
	     


assures the Child and Adult Care Food Program, of the State Agency that:
A. All participants enrolled at the centers described on the application forms are served the same meals at no separate charge in accordance with Federal law and U.S. Department of Agriculture (USDA) policy, this institution is prohibited from discriminating on the basis of race, color, national origin, sex, age, and disability.  If you require the information in alternative format (Braille, large print, audiotape, etc.), contact the USDA's TARGET Center at (202) 720-2600 (Voice or TDD).  If you require information about this program, activity, or facility in a language other than English, contact the State agency responsible for the program or activity.  To file a complaint of discrimination, write USDA, Director, Office of Civil Rights, 1400 Independence Avenue, S.W., Washington, D.C. 20250-9410, or call toll free, (866) 632-9992 (Voice).  TDD users can contact USDA through local relay or the Federal Relay at (800) 877-8339 (TDD) or (866) 377-8642 (relay voice users).  USDA is an equal opportunity provider and employer.  In conjunction, the District of Columbia Human Rights Act, approved December 13, 1977 (DC Law 2-38; DC Official Code §2-1402.11(2006), as amended) prohibits discrimination on the basis of marital status, personal appearance, sexual orientation, gender identity or expression, family responsibilities, familial status, source of income, place of residence or business, genetic information, matriculation, or political affiliation of any individual.  To file a complaint alleging discrimination on one of these bases, please contact the District of Columbia’s Office of Human Rights at (202) 727-3545.
B. All meals served to enrolled participants will be reported on the Claim for Reimbursement in accordance with procedures prescribed by the State Agency.

C. A public news release will be submitted to the media serving the areas from which the child and adult care institution draws attendance announcing the availability of such meals.  A copy of the public news release sent to the media will be retained at the State Agency along with a list of all institutions sponsoring the CACFP.
	51 N Street, N.E, 3rd Floor, Washington, D.C. 20002
Phone: 202.727.2824      Fax: 202.724.7656      www.osse.dc.gov


Page 2

D. Child and Adult Care Food Program regulations mandate that institutions accept final administrative financial responsibility for operating the CACFP.  The State Agency must be made aware of all pertinent changes at your institution that may affect the program.  The State Agency will ensure that each participating institution receive sufficient training and technical assistance to facilitate effective program operation.  In compliance with the United States Department of Agriculture (USDA) regulations, the State Agency requires that each CACFP participating institution be represented by the Administrator, Director or someone with administrative responsibilities at all scheduled CACFP workshops, conferences, meetings, etc.  CACFP staff will notify all institutions of such scheduled events.  Institutions not able to be represented by the designated representatives at mandatory meetings shall submit a written statement, within (3) days of receipt of the notice, specifying the reason(s) for the absence.  The State Agency must acknowledge such a statement, in writing.

………………………………………………………………………………………………………

SIGNATURE ON BEHALF OF CENTER:
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Enter your TIN in the appropriate box. For ndiiduals, thi is your seclal securiy number (SSH),
Howsver, for a resident allen, sole proprietor, or disrogarded entity, see the Part  instructions on
page 3. For other entits, it Is your employer identification number (EI. If you do not have a number,
Se How to gat a TIN on pags 5. or
Note: I the account is in more than one name, sea tha chart on page 4 for guidalnes on whosa number | Employe identication number
to entar

0 Centification

Under penalies of peary | ceriy that

1. The number shown an this form s my comec taxpayer enficatn number or | am wating for @ pumber to b fsue 1 me), and

2.1 am ot subject t backup witholding because: (s) | am exempt rom backLp wihhlcng, or (5 | have not been notifec by the el
Reverass Servic (RS) tha | am Subjct 1o backup wRHGIdng 45 3 oSk o & a1 t fepor al Iereetor chidends, or © the IRS has
ot me tha 1 am N Janger ubjéctt backup hNodng. and

5. 1am 3 U, person (ncuding a U, resident aller)

Cortification insructions. ol must ross out fem 2 3boveif you have besn e by the RS tha you are curtely subjct to back

ARG DoCaUSS Yoo e o153 1o rapot o it 5t ot RS oyt oo . Fof 1o Y Eonsachons, Ty s no P

For mortgage meres i ScqUSIton o abanconment o SecLre propery.cancelalon or debe. contbutons to-an ndhidual fetrement

amangerment (RA) and Qeheral. payments othr then ierest ind BMCEns You 31 ot recured 1 sign the Ceriicaon, Bt you must

Taxpayer Identification Number (TN}

Soctal securty number

provide your correct TIN. (Sea the Instruztions on page 4.

Sign [ signaturs o
Here | uS.porson

Date >

Purpose of Form

A person who is requred to fil an information feturn with
the IRS, must abtain your correct taxpayer identication
number (TIN)to feport, for example, income paid to you, real
estate transactions, mortgage interest you paid, acqusiion
or abandonment of secured propetty, cancellation of deb. or
contrbLions you made to an IRA.

US. person. Use Form W-9 only If you are a LS. person
(nciuding a fesident alln) to provide your correct TIN to the
person requesting i the requester) and, when appicable, to

1. Certiy that the TIN you are giving Is cortect (o you are
waiting for a number to be issued),

2. Certiy that you are not subject to backup withholding
o
3. Clam exemption from backup withholding i you are a
US. exempt payee.

Note: If  requester gues you a form otfer than Form W-0
0 request your TIN, you mist uso the requester’s form I itis
supstantiafly similr i this Form W-0.

Foreign person. If you are a foreign person, use the
appropriate Form W (see Pub. 515, Wihholding of Tax on
Nonresident Allens and Foreign Entites).

Nonwesident allen who becomes a resident alien.
Generally. only a nonresident alien individual may use the
terms of a tax treaty to reduce of eliminate U.S. tax on
certain types of income. However, most tax treaties contain a
provision known as a "saving clause.” Exceptions specified
in the saving clause may permit an exemption from tax to
continue for certain types of income even after the recipient
has otherwise become a U.S. fesident alien for tax purposes.

If you are a U.S. resident alien who s relying on an
exception contained in the saving clause of a tax treaty to
claim an exemption ffom U.S. tax on certain types of income,
You must attach a statement that specifies the following five
ftems:

1. The treaty country. Generally, this must be the same
treaty under which you claimed exemption from tax as a
nonresident alien,

2. The treaty artice addressing the income.

3. The article number (or location) in the tax treaty that
contains the saving clause and its exceptions.

4.The type and amount of income that qualifes for the
exemption from tax.

5. Suffcient facts to justify the exemption from tax under
the terms of the treaty article.

ot Mo, 102310

Foam W= (rev. 12003



By:
PRINT NAME:       

TITLE:        

DATE:        

SIGNATURE ON THE BEHALF OF STATE AGENCY FOR NUTRITION SERVICES DEPARTMENT:

By:

PRINT NAME:  Sandy Schlicker

TITLE:   State Director

DATE:
(PUT ON LETTERHEAD)

	The
	     

	
	(Name of Institution)

	announces the sponsorship of the Child and Adult Care Food Program.  The same meals will be available at no separate charge to all participants at each CACFP facility without regard to race, color, national origin, sex, age, or disability.   In conjunction, the District of Columbia Human Rights Act, approved December 13, 1977 (DC Law 2-38; DC Official Code §2-1402.11(2006), as amended) prohibits discrimination on the basis of marital status, personal appearance, sexual orientation, gender identity or expression, family responsibilities, familial status, source of income, place of residence or business, genetic information, matriculation, or political affiliation of any individual.  Any complaints of discrimination should be submitted in writing to USDA, Director, Office of Civil Rights, 1400 Independent Avenue, SW, Washington, D.C. 20250-9410 or call toll free (866) 632-9992 (Voice).  TDD users can contact USDA through local relay or the Federal Relay at (800) 877-8339 (TSS) or (866) 377-8642.  USDA is an equal opportunity provider and employer.

	Eligibility for free and reduced priced meal reimbursement is based on the following income scale, effective July 1, 2008 through June 30, 2009.

	


SAMPLE PUBLIC RELEASE
Meals will be provided at the facilities listed below:

	     


Facility Name and Address

	     


Attach additional sheets if necessary.

Where was this information publicized (i.e.) press, radio, television, etc.?        

Give date(s) when media were used and attach copies of any brochures, news articles, bulletins, etc.

File. Public Release

TAX EXEMPTION

Federal regulations for the Child and Adult Care Food Program require that all nonprofit sponsors and programs/sites participating in the program are tax-exempt under the Internal Revenue Code of 1986, as amended.  Family day care homes are not subject to this provision.

In order to be approved for participation in the Child and Adult Care Food Program, each sponsor and each program/site must submit a copy of their Internal Revenue Services (IRS) tax exemption “Letter of Determination” with their application package.  The name appearing on the “Letter of Determination” must be the legal name of the agency as it appears on the application documents.  If the sponsor’s legal name has changed since tax exempt status was granted, the “Letter of Determination” must be updated.  This can be done by writing a letter to the IRS requesting an update of the determination and sending it certified mail, return receipt requested.

Submission of a copy of this letter and a copy of the signed mail receipt to the Child and Adult Care Food Program office will fulfill this documentation requirement.  A copy of the updated “Letter of Determination: must be forward to the Child and Adult Care Food Program office when received.  A church or governmental agency site is not required to submit documentation of tax-exempt status unless specifically requested by the State Agency.  However, all programs/site sponsored by a church must complete and submit a standard letter (page 2) to verify tax-exempt status.  The Child and Adult Care Food Program cannot accept a District of Columbia Sales Tax Exemption or Nonprofit Papers in lieu of the IRS “Letter of Determination.

At any point that the sponsor is denied tax-exempt status, the sponsor must immediately notify the Child and Adult Care Food Program office at which time the sponsor will be terminated from program participation.

TAX EXEMPT STATUS FOR CHURCH AFFILIATED PROGRAMS AND SPONSORS OF CENTERS

Each sponsor and each program/site of the Child and Adult Care Food Program must submit evidence of tax-exempt status in order to participate in the program.  Church sponsored participants do not need to submit an IRS “Letter of Determination”; however, each program/site is required to submit a letter from an authorized representative of the Church stating that the program/site is a part of the incorporation of the church and that the church accepts final administrative and financial responsibility for the program’s participation in the Child and Adult Care Food Program.

Specific language is needed in the body of the letter; therefore, the Child and Adult Care Food Program require that you use the following sample letter:

To Whom It May Concern:

	The purpose of this letter is to document the relationship between the

	
	     
	

	(Legal Name of Sponsor)

	and the programs under its sponsorship. We certify that the

	
	     
	

	(Name of Program (s)/Day Care Center(s))

	is/are a part of the incorporation of the

	
	     
	

	(Legal Name of Sponsor)

	and not a separate legal entity.  They share our tax-exempt status and we accept final financial responsibility and administrative responsibility for all activities related to the

	Child and Adult Care Food Program for the agreement
	     
	year.

	
	(Year)
	

	

	Sincerely,

	

	

	

	
	     
	
	     
	

	
	Name and Title
	
	Name of Organization
	

	

	
	     
	
	     
	

	
	Date
	
	Agreement No.
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Dear Child and Adult Care Food Program Administrator:

The District of Columbia Government has automated and consolidated its vendor database.  In accomplishing this task, a common identifier (ID) has been established.  The Data-Universal-Numbering-System (D-U-N-S) is the required vendor ID for business establishments and non-profit organizations doing business with the District.

The D-U-N-S Number is a widely used numbering system designated and maintained by the Dun & Bradstreet Corporation.  All non-profit organizations are requested to provide this office with their D-U-N-S Numbers. D-U-N-S Numbers are not assigned to individuals.

To determine if you have a valid D-U-N-S Number, please contact Dun & Bradstreet at 1-800-234-3867.  If no number has been assigned to your organization, you should request that one be assigned.  There is no charge to have a number assigned, nor does Dun & Bradstreet require you to provide credit rating information in order to receive a D-U-N-S Number.  The minimum information required is:

Legal Name of Organization

Street Address or Mailing Address

City, State, Zip Code

Type of Organization

Dun & Bradstreet will verbally assign a D-U-N-S Number to you, after receiving your call, followed by a written confirmation.
	51 N Street, N.E., 3rd Floor, Washington, D.C. 20002
Phone: 202.727.2824      Fax: 202.724.7656      www.osse.dc.gov


D-U-N-S NUMBER

Page 2

Once you have obtained your number, please complete the attached form and return it to this office.

Transactions without a valid D-U-N-S Number will delay payment of your claims for reimbursement.  Therefore, your prompt response is requested.

Should you have questions concerning this matter, please contact the Child and Adult Care Food Program Unit at 202-727-2824 during normal business hours.

Sincerely,

Sandy Schlicker
State Director
Attachment
D-U-N-S INFORMATION SHEET

(PLEASE PUT THIS DATA ON YOUR LETTERHEAD)

	LEGAL NAME:
	     

	

	

	

	STREET/MAILING ADDRESS:
	     

	

	

	

	CITY/STATE/ZIP CODE:
	     

	

	

	

	TYPE OF ORGANIZATION:
	     

	

	

	D-U-N-S NUMBER:
	     

	

	

	

	FEDERAL TAX I.D.* :
	     

	


*NOT REQUIRED ON THIS FORM FOR NON-PROFIT ORGANIZATIONS

Agreement No.       

PRE-AWARD CIVIL RIGHTS QUESTIONNAIRE

(APPLICANT)

This questionnaire, properly filled out, must be submitted with all new applications for participation in federally assisted programs.  Please be informed that failure to comply with this procedure can delay processing of your application.  You are reminded that the questionnaire must be answered in its entirety and signed by an authorized official before submitting it for review.

	DESCRIPTION
	YES
	NO

	1. Does the applicant offer benefits and service to all without regard to race, color, national origin, sex, age, or disability?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	2. What method is used by the applicant to recruit their participants?

(Please check the appropriate box (es):

Applications    FORMCHECKBOX 

Open Enrollment    FORMCHECKBOX 

Referrals (Social Security, Welfare, Courts, etc.)   FORMCHECKBOX 

Other (Please explain)   FORMCHECKBOX 

     

     

	
	

	3. Does the applicant require membership in any organization as a prerequisite for admission to their program(s)?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	a. If the answer is yes to the above, is the organization open to persons without regard to race, color, national origin, sex, age, or disability?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	b. What is the name of the organization?

     

	
	

	c. Does the organization have minority members?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	4. Has the applicant announced publicly (through the media i.e., television, newspapers, leaflets, etc.) that the benefits offered are available to all without regard to race, color, national origin, sex, age, disability?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	a. Important:  If the answer is “Yes” to the above, give date(s)when media were used and attach copies of any brochures, news articles, bulletins, etc. that are used by your agency for public notification purposes for our review.
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	DESCRIPTION
	YES
	NO

	b. If the answer is “No” to the above, is the applicant willing to comply with the public notification requirement?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	5. Does the present location of your facility deny access to persons on the basis of race, color, national origin, sex, age, or disability?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	6. Are there any plans at the present time to relocate your facility?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	a. If the answer is “Yes” to the above, will relocating have the effect of denying free access to any person on the basis of race, color, national origin, sex, age, or disability?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	7. What racial composition does the area serviced by the applicant most nearly represent?

All White   FORMCHECKBOX 
                          All Black   FORMCHECKBOX 
                 Racially Mixed   FORMCHECKBOX 


	8. What is the approximate population of eligible persons to be serviced? 

Eligible persons in this case mean persons falling into the category or criteria used to select participants by age, income, disability, race, etc.
	YES
	NO

	9. Does the applicant currently have minorities participating in its program?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	a. If the answer to the above question is “Yes”, please give a breakdown of enrollment by race:
	
	

	Black (Not Hispanic)
	Hispanic
	American Indian or Alaskan Native
	Asian or Pacific Islander
	White (Not Hispanic)

	     
	     
	     
	     
	     


Total:      

RACIAL ETHNIC CATEGORIES:

Black:
(Not of Hispanic origin.)  A person having origins in any Black racial group of Africa.

White:  (Not of Hispanic origin.)  A person having origins in any of the original peoples of Europe, North Africa, or the Middle East.

Hispanic:  A person of Mexican, Puerto Rican, Cuban, Central or South America or other Spanish culture or origin regardless of race.

American Indian or Alaskan Native: A person having origins in any of the original people of North America and who maintains cultural identification through tribal affiliation or community recognition (includes Aleuts and Eskimos).

Asian or Pacific Islander: A person having origins in any of the original people of the Far East, Southeast Asia, the Indian subcontinent, or the Pacific Islands.  This area includes China, Japan, Korea, the Philippine Islands, and Samoa.

	DESCRIPTION
	YES
	NO

	10. Does the applicant have a planning or advisory committee functioning as an integral part of the organization?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	a. If the answer to the above question is “Yes”, does this committee reasonably represent program participation by race, color, national origin, age, sex, or disability?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Please give a breakdown of the advisory committee by race:
	
	

	Black (Not Hispanic)
	Hispanic
	American Indian or Alaskan Native
	Asian or Pacific Islander
	White (Not Hispanic)

	     
	     
	     
	     
	     


TOTAL:      


	DESCRIPTION
	YES
	NO

	11. Does the applicant employ minority persons in its operation?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	a. If the answer to the above question is “Yes”, please provide data showing the number of all employees involved broken down by race:
	
	

	Black (Not Hispanic)
	Hispanic
	American Indian or Alaskan Native
	Asian or Pacific Islander
	White (Not Hispanic)

	     
	     
	     
	     
	     


TOTAL:      

	b. If the answer to the question is “No”, is the applicant willing to hire minorities?

If an explanation is necessary, use this space:

     

     

	 FORMCHECKBOX 

	 FORMCHECKBOX 



	DESCRIPTION
	YES
	NO

	12. Has there ever been a complaint or civil rights lawsuit filed against the applicant?  (Federal Programs Only)
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	a. If the answer is “Yes”, did applicant notify the proper federal authorities?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	b. Please explain the nature of the complaint or lawsuit filed against your agency?

     

     

	
	

	13. Does the applicant have a pending or an approved application for federal assistance with other federal agencies?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	a. If the answer is “Yes”, list agencies:
	
	

	14. Has your organization ever been found in non-compliance with any civil rights requirements?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	a. If the answer is “Yes”, please indicate the agency that found you to be in non-compliance.

     

     

	
	

	b. What was the reason for the non-compliance finding(s)?

     

     

	
	

	c. Has the deficiency (ies) been corrected?
	 FORMCHECKBOX 

	 FORMCHECKBOX 



By:       

Please Print Name and Title of Authorized Official

Signature of Authorized Official:

Name and Address of Agency:      
     
FOR STATE AGENCY USE ONLY



DATE:      

 FORMCHECKBOX 
 Approved


 FORMCHECKBOX 
 Disapproved

Reviewed By:


Pre-award Civil Rights Questionnaire

District of Columbia

Office of Contracting and Procurement

Master Supplier Information Collection Template

	Vendor Name (Legal Name):
	     

	Vendor Number (1 + Tax ID):
	     

	Phone Number (including area codes and extensions):
	(   )    -      Ext.      

	General E-mail Address (if applicable):
	     

	Website Address (if available):
	     

	W9 Tax ID Number:
	     

	Contact Name:
	     

	Contact E-Mail Address (if applicable):
	     

	Supplier/Vendor Type:
	     

	Ownership Type:
	     


Mail Code = 000 = Supplier Headquarters Address

Address:________________________________________________________________

________________________________________________________________________

City:______________________________
State:___________
Zip Code:_____________
Mail Code = 200 = Payment Remittance Address if Different from 000
Address:__________________________________________________________

______________________________________________________________________
City:______________________________
State:___________
Zip Code:_________

Mail Code = 300 = Purchase Order Address if Different from 000

Address:________________________________________________________________

________________________________________________________________________

City:______________________________
State:___________
Zip Code:_________

Additional Purchase Order Addresses

Mail Code = 301 = Purchase Order Address if Different from 000

Address:________________________________________________________________

________________________________________________________________________

City:______________________________
State:___________
Zip Code:_________

Mail Code = 302 = Purchase Order Address if Different from 000

Address:________________________________________________________________

________________________________________________________________________

City:______________________________
State:___________
Zip Code:_________

Mail Code = 400 = Solicitation Address if Different from 000

Address:________________________________________________________________

________________________________________________________________________

City:______________________________
State:___________
Zip Code:_________

DUN & Bradstreet No. (DUNS):_____________________________________________

(To apply for a your DUNS number call 1-888-814-1435)

Do you want purchase order forwarded by e-mail or fax?
E-Mail ____
Fax ____

Ordering E-Mail Address (Send Purchase Orders):________________________________

Ordering Fax Number (Send Purchase Orders):__________________________________

Does the Vendor Accept Purchase Cards:
Yes _____
No_____

LSDBE: 
Yes _____
No_____
LSDBE Number:______________________

Are you interested in Electronic Fund Transfer for Payments?: Yes _____
No_____


[image: image4]

[image: image5]

District of Columbia

Office of the State Superintend of Education

Nutrition Services Department

Facilities Monitoring Form 

(***FOR SPONSORS ONLY)
Date: _____________________________
Arrival Time: ____________________





Departure Time: _________________ 
Review:

[  ] Announced

[  ] Unannounced

1.  Sponsoring Organization Name:__________________________________________________

Center Name: _____________________________________________________________________

Center Address: __________________________________________________________________

2. Type of Visit (Check all that apply):

[  ] Monitoring

[  ] Follow-up

[  ] Training/Technical Assistance

If Follow-up, is it related to:
[  ] Monitoring Date ___________________





[  ] Previous Follow-up Date ______________________

3. Type of Facility:
[  ] Child Care Center (non-profit)

[  ] Adult Day Care Center (non-profit)

[  ] Outside-School-Hours Care Center
[  ] Proprietary Title XIX Adult Center (for-profit)

[  ] At-Risk Afterschool Program

[  ] Proprietary Title XX Child Care Center (for-profit)

[  ] Homeless/Emergency Shelter

[  ] Head Start

4. Licensing Information
Effective Date
From: ____________________
To: ________________________

Capacity: ________
License Number: _________________
Alternate Approval: ________________

Is license capacity exceeded on day of review? 

[  ] Yes

[  ] No

5.
Are eligibility applications on file at:
[  ] Central Office

[  ] Facility

6.
Is current sponsor/center agreement on file?




[  ] Yes
[  ] No
[  ] N/A

7.
Are complete and current annual enrollment forms on file for all participants?
[  ] Yes
[  ] No

8.
Is the facility open to everyone regardless to race, sex, color, age, national origin, or disability?  [  ] Yes
[  ] No

9.
Has the facility made information about WIC available to parents or guardians of children enrolled?  [  ] Yes
[  ] No

10.
Training


List the training session the center’s key staff attended:

	Date
	Training Topic
	Name of Staff in Attendance

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Findings______________________________________________________________________________________________________

______________________________________________________________________________________________________________

Suggestions: __________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

Center Name: ______________________________________________________________________________

11. Meal Pattern Analysis on Day of Review

A.

	Authorized Meal Service
	Serving Times

	
	Yes
	No
	Approved
	Actual

	Breakfast
	
	
	
	

	AM Snack
	
	
	
	

	Lunch
	
	
	
	

	PM Snack
	
	
	
	

	Supper
	
	
	
	

	
	
	
	
	


Type of Meal Observed ___________________________

B.
Infants
Are infants enrolled?
[  ] Yes

[  ] No
(if no, skip to C)


Number Served: _______Birth---3 months
_____ 4---7 months
________ 8---11 months

	Food Component
	Amount Available to be Served
	Amount Available to be Adequate
	Adequate

	Meat/Meat Alternate
	
	
	Yes
	No

	Fruit/Vegetable
	
	
	
	

	Infant Cereal

Bread/Bread Alternate
	
	
	
	

	Iron Fortified Formula or

Breast Milk
	
	
	
	



Does the facility offer an infant formula to currently enrolled infants?

[  ] Yes

[  ] No


If no, list participants without a signed formula form.


____________________________________________
___________________________________________


____________________________________________
___________________________________________


____________________________________________
___________________________________________

C.
(Circle type)

Child Meals

Adult Meals


Number Served: _______ 1—2 years
________ 3---5 years
_______ 6---12 years




  _______ Program Adults

_______ Non-program Adults

	Food Component
	Amount Available to be Served
	Amount Available to be Adequate
	Adequate

	Meat/Meat Alternate
	
	
	Yes
	No

	Fruit/Vegetable
	
	
	
	

	Fruit/Vegetable
	
	
	
	

	Bread/Bread Alternate
	
	
	
	

	Fluid Milk
	
	
	
	


Center Name: ___________________________________________________________
D. Meal count on day of review __________

For each of the five preceding days of meal service, list the meal counts for the same meal type observed on the day of the visit.

	Dates
	Number of Meal Counts
	Number of Participants in Attendance
	Number of Enrolled Participants

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Are meal counts for the prior five days accurate when compared to today’s meal count?



[  ] Yes

[  ] No

If no, record an explanation from the center’s representative. _______________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

E. Check appropriate answer and explain all “no” answers.

YES
NO
NA
Menus dated daily and on file………………………………………………………
[   ]
[   ]
Meal meets meal pattern requirement for meal observed…………………….
[   ]
[   ]
Menus adjusted for dietary needs…………………………………………………
[   ]
[   ]
[   ]
Documentation on file for special dietary needs………………………………..
[   ]
[   ]
Invoices/receipts are available…………………………………………………….
[   ]
[   ]
Meal count records are accurate and up-to-date……………………………….
[   ]
[   ]
Nondiscrimination “And Justice for All” poster displayed……………………
[   ]
[   ]
Facility license/certification posted………………………………………………
[   ]
[   ]
Title XIX or XX certification (private for-profit centers only)……………….
[   ]
[   ]
[   ]
Daily delivery tickets for catered/vended meals on file……………………….
[   ]
[   ]
[   ]
Family style meal service………………………………………………………….
[   ]
[   ]
Point-of-meal service taken……………………………………………………….
[   ]
[   ]
Findings _______________________________________________________________________________________



________________________________________________________________________________________________
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Suggestions_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Center Names: ______________________________________________________________

F. Health/Safety/Sanitation
	
	Yes
	No

	Are the refrigeration units clean?

Are they maintained at required temperatures?
	
	

	
	
	

	Is food properly stored in the refrigeration units?

Is food properly stored in dry areas?
	
	

	
	
	

	Is there evidence of rodent or insect infestation?
	
	

	Are there obvious fire, health and/or safety hazards observed in the center?
	
	

	Was food service conducted in compliance with generally accepted health and sanitation practices?
	
	

	Has the local sanitation agency made a recent inspection?  Date:
	
	

	Has the local fire department made a recent inspection?  Date:
	
	


Findings ______________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Suggestions ____________________________________________________________________________________________

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Complete section 12 only if NO problems/errors are found.

12. I verify that this facility was reviewed on this date and was found to be in compliance with CACFP requirements for the program areas reviewed as specified in this report.  This report has been discussed with the facility authorized representative.

________________________________________________

__________________________
_________________

Facility Authorized Representative



Title



Date

________________________________________________

__________________________
_________________

Sponsoring Organization Reviewer



Title



Date

Sponsoring Organization Name: _____________________________________________________________
Date: ______________________________

Center Name: ________________________________________________________________________________
Agreement No. ____________________
13. Summary of Findings (Complete this section ONLY if problems/errors are found)

	Review Item #
	Brief Description of Finding(s)
	Corrective Action Needed
	Corrective Action Due Date
	On Site 

Follow-up

Yes    No

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


I, the facility authorized representative, verify that this facility was reviewed on this date and that the sponsoring organization representative discussed the findings in this report with me prior to my signing.  I understand that the sponsoring organization representative determined that this facility is not in compliance with certain CACFP requirements; that this report serves as a warning regarding compliance with those requirements; that I am required to implement the corrective action stated above within the time frame(s) indicated to bring the facility into compliance with CACFP requirements; and that failure to implement the corrective action within the time frame(s) indicated could result in termination by the sponsoring organizations

_______________________________________________

___________________________________________


_______________________

Facility Authorized Representative



Title







Date

I, the sponsoring organization representative, verify that I reviewed this facility on this date and discussed the findings in this report the facility authorized representative; determined that the facility was not in compliance with certain CACFP requirements; as specified in this report; and explained to the facility authorized representative that failure to implement the corrective action state above within the time frame(s) indicated could result in termination of the facility’s agreement with the sponsoring organization.

_______________________________________________

____________________________________________

________________________

Sponsoring Organization Representative



Title







Date
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