MAINE DEPARTMENT OF HEALTH AND HUMAN SERVICES
Office of Child & Family Services
CHILD & ADULT CARE FOOD PROGRAM
Day Care Homes Reimbursement Claim

	IRS #:
	E     
	AGREEMENT#
	
	CLAIM DATE:
	      
	CLAIM
	
	if original   X
if revision  #---



	Name:
	     

	Address:
	     

	
	     



	1.     TIER 1 HOMES:
	
	
	a.
	NUMBER OF DAYS OPERATED:
	[bookmark: Text13]     

	# SPONSORED 
	[bookmark: Text9]     
	# OPERATING
	[bookmark: Text10]     
	b.
	AVERAGE DAILY ATTENDANCE:
	[bookmark: Text12]     



	2.     TIER 2 HOMES ALL HIGHER RATES:
	a.
	NUMBER OF DAYS OPERATED:
	     

	# SPONSORED 
	     
	# OPERATING
	     
	b.
	AVERAGE DAILY ATTENDANCE:
	     



	3.     TIER 2 HOMES ALL LOWER RATES:
	a.
	NUMBER OF DAYS OPERATED:
	     

	# SPONSORED 
	     
	# OPERATING
	     
	b.
	AVERAGE DAILY ATTENDANCE:
	     



	4.     TIER 2 HOMES W/MIXED ENROLLMENT:
	a.
	NUMBER OF DAYS OPERATED:
	     

	# SPONSORED 
	     
	# OPERATING
	     
	b.
	AVERAGE DAILY ATTENDANCE:
	     



	5.	NUMBER OF MEALS CLAIMED FOR TIER 1 HOMES:		
	BREAKFASTS:
	     
	LUNCHES:
	     
	TOTAL SNACKS:
	[bookmark: Text21]     
	SUPPERS:
	[bookmark: Text38]     

	                                                              (SNACKS:
	[bookmark: Text19]AM
	[bookmark: Text22]     
	  PM
	[bookmark: Text23]     
	EVE
	[bookmark: Text18]     
	)


	
	6.	NUMBER OF MEALS CLAIMED FOR TIER 2 HOMES AT HIGHER RATE:		
	BREAKFASTS:
	     
	LUNCHES:
	     
	TOTAL SNACKS:
	     
	SUPPERS:
	     

	                                                     (SNACKS:
	AM
	     
	  PM
	     
	EVE
	     
	)


		
	7.	NUMBER OF MEALS CLAIMED FOR TIER 2 ELIGIBLE CHILDREN:		
	BREAKFASTS:
	     
	LUNCHES:
	     
	TOTAL  SNACKS:
	     
	SUPPERS:
	[bookmark: Text40]     

	(SNACKS:
	AM
	     
	  PM
	     
	EVE
	     
	)


		
	8.	ADMINISTRATION COSTS:
	Admin Expense:
	$
	[bookmark: Text41]     
	Admin Equip:
	$
	[bookmark: Text25]     
	
	Supplies:
	$
	[bookmark: Text26]     

	Postage:
	$
	[bookmark: Text33]     
	Mileage OoS:
	$
	[bookmark: Text32]     
	
	Mile In-State:
	$
	[bookmark: Text27]     

	Telephone:
	$
	[bookmark: Text34]     
	Rent/Maint:
	$
	[bookmark: Text30]     
	
	Utilities:
	$
	[bookmark: Text28]     

	Heat:
	$
	[bookmark: Text35]     
	Depreciation:
	$
	[bookmark: Text31]     
	
	Other:
	$
	[bookmark: Text29]     


		
[bookmark: Text36]	9. ADMINISTRATIVE BUDGET PER AGREEMENT:	$___     _____
===========================================================================================================CERTIFICATION: I (We) Certify that this claim is true and correct in all respects; that records are available to support this claim; that it is in accordance with the terms of existing Agreement(s) and that payment, therefore, has not been received.

	CCI AUTHORITY	DATE		_____

	PREPARER____________________________TELEPHONE_____________
					                            E-MAIL _________________________________________
[bookmark: _GoBack]=================================================================================================
Submit all claims by the 15th day following the month being reported to:

 DHHS, CHILD & ADULT CARE FOOD PROGRAM, STATE HOUSE STATION #11, 2 ANTHONY AVENUE, AUGUSTA, ME  04333-0011
DPSSFP-311-R0108

Submit all claims with copy by the 10th day following the month being reported to:
     DHS CACFP ACCOUNTANT, 221 STATE ST.  SHS #11, AUGUSTA, ME  04333-0011		DPSSFP-312-RO703
