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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 THE EXISTING AGREEMENT(S) AND THAT PAYMENT, THEREFORE, HAS NOT BEEN RECEIVED.

	CCI AUTHORITY	DATE____________			PREPARER______________________________TELEPHONE___            

	                    E-MAIL_________________________________________
=================================================================================================
Submit all claims by the 15th day following the month being reported to:
     DHHS – CACFP, SHS #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
