 AGREEMENT #______

         
             CENTER #          

RIDER E, SECTION 2
MAINE DEPARTMENT OF HEALTH AND HUMAN SERVICES

APPLICATION FOR CACFP PARTICIPATION FOR CHILD CARE CENTERS,
 OUTSIDE SCHOOL HOURS CARE CENTERS AND AT-RISK OUTSIDE SCHOOL HOURS CARE CENTERS
INSTRUCTIONS:  Type Only  Complete all applicable spaces.  A separate application form must be submitted for each Child Care Center, Outside-School-Hours Care Center or At-Risk Outside School Hours Care Center operated by this organization.


1.  TYPE OF CENTER:      FORMCHECKBOX 
Child Care Center            FORMCHECKBOX 
Outside-School-Hours-Care Center
 FORMCHECKBOX 
At-Risk OSHCC
2.
NAME AND ADDRESS OF CENTER:

3. NAME AND TITLE OF PERSON IN CHARGE  


(Not of Sponsoring Organization)

    AT CENTER:

	     
	
	     

	     
	
	     

	     
	
	

	     
	
	

	     
	
	



Telephone #:     
4.
IS CENTER LICENSED BY STATE OR FEDERAL AUTHORITY?   FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

5.
LICENSE #:       
6.
LICENSED CAPACITY:  __     ___

7.
LICENSE EFFECTIVE From:  _     _to:  __     __

8.
NUMBER OF CHILDREN TO BE ENROLLED BY CATEGORY:
	A. 
	     
	"FREE" Category
	B.
	     
	"REDUCED-PRICE" Category

	C.
	     
	"PAID" Category (Not Eligible for Free or Reduced-Price Categories)
	D.


	      
	TOTAL NUMBER OF CHILDREN TO BE ENROLLED (A + B + C)


9.
NUMBER OF ENROLLED CHILDREN IN:        
DAY CARE       
 HEADSTART

10 
IF TOTAL ENROLLMENT, (8D), EXCEEDS LICENSED CAPACITY, (6), EXPLAIN ATTENDANCE PATTERNS:

	     

	

	

	


11.
DAILY HOURS OF OPERATION:

12.  NUMBER OF OPERATING DAYS PER 


From           to         


      WEEK: 


     
13.
NUMBER OF OPERATING WEEKS PER

14.  ANNUAL DATES OF OPERATION: (If 


YEAR:


      less than 52 weeks)


                            

       FROM:      
TO:      
15.
LIST ANY MONTHS DURING WHICH THE

16.  AGE RANGE OF CHILDREN TO BE

CACFP WILL NOT OPERATE IN THIS

       ENROLLED:


CENTER:

       FROM:      
TO:      

     
17.
MEALS TO BE CLAIMED:                 TIME EACH MEAL SERVICE WILL BEGIN AND END:

	A.
	 FORMCHECKBOX 

	BREAKFAST
	Start:
	     
	End:
	     

	B.
	 FORMCHECKBOX 

	A.M. SUPPLEMENT
	Start:
	     
	End:
	     

	C.
	 FORMCHECKBOX 

	LUNCH
	Start:
	     
	End:
	     

	D.
	 FORMCHECKBOX 

	P.M. SUPPLEMENT
	Start:
	     
	End:
	     

	E.
	 FORMCHECKBOX 

	SUPPER
	Start:
	     
	End:
	     

	F.
	 FORMCHECKBOX 

	EVENING SUPPLEMENT
	Start:
	     
	End:
	     


18.  METHOD BY WHICH MEALS WILL BE ACQUIRED:

	A.   FORMCHECKBOX 

	Preparation at meal service site.
	B.  FORMCHECKBOX 

	Preparation at Central Kitchen.

	C.   FORMCHECKBOX 

	Under Contract with a public or private school.(Attach copy of contract).

	D.   FORMCHECKBOX 

	Under Contract with Food Service Management Company.  (Attach copy of contract)

	E.   FORMCHECKBOX 

	Other (Specify)


19.
I certify that Eligibility for the "Free" or "Reduced-Price" category has been determined for each child for whom meals are being claimed.  All required information has been recorded on a CACFP or Head Start approved form which is maintained on file by this Organization.
    SIGNATURE OF AUTHORIZED INSTITUTION REPRESENTATIVE:  DATE:

________________________________________________________
  _________________

FOR DHHS USE ONLY:

Date Added:    Effective:


  By:










Date Deleted:  Effective:


  By:  
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