IDOE/CACFP   5/10






Date:______________________________________


PREAPPROVAL FORM FOR CENTERS


	Center Name and Address:


	Hours of Operation:              From                             To

                 

	License Information:  

     Licensed Capacity: _______________________________

     License Expiration Date___________________________

     Date of Registration Certificate: ____________________

     Date of Alternate Approval: _______________________

     Age Range of Enrolled Participants: _________________

     Total participants enrolled ________  Number in attendance________

	Meal Service times and estimated counts:                                Estimated number
                                                From                           To                   served:     
( Breakfast                       __________             __________       __________
( A.M. Snack                   __________             __________       __________
( Lunch                            __________             __________       __________
( P.M. Snack                   __________             __________        __________
( Supper                          __________             __________        __________
( Night Snack                  __________             __________        __________

Type of Meal Preparation: 

( On-Site                                       ( School Agreement*

( Food Vendor Contract*             ( Central Kitchen 

*Review vendor contract or school agreement for completeness and effective dates.  Submit copy to State Agency with initial materials.

	Type of Site:

( Licensed Center                                ( Head Start Center

( Outside-School Hours                       ( At-Risk Facilities

( Adult Day Care                                 ( Homeless/Emergency Shelter

( Unlicensed Registered Child Care Ministry 
	

	Status:   ( Tax-Exempt                       ( Public

               ( Proprietary Title XX           ( Proprietary  F/RP           
	


1.
Have the food service employees been trained in food safety and sanitation?




(YES
( NO



Date of most recent training:________________________________________________________________________________________

2. Date of the last health inspection conducted:  __________  



Were problems resolved?
(YES
( NO

3.
Is all equipment clean and in working order and adequate to prepare, store, and serve the necessary number of meals?    (YES
( NO


4.
Is there sufficient staff to maintain CACFP operations?






(YES
( NO

5.
Have record keeping requirements been explained & discussed with the center director?



(YES
( NO
6.
Has center staff been trained according to USDA meal pattern requirements?




(YES
( NO
7.
Has racial/ethnic information been collected for the geographic area to be served?



(YES
( NO

8. If claiming more than 2 meals & 1 snack OR 2 snacks & 1 meal, explain the procedure to ensure correct meal count: _________________

______________________________________________________________________________________________________________

9.
	
List names of site personnel responsible for CACFP administration and food service and duties assigned to each:  

	Administration
	Duties

	
	

	
	

	Food Service
	Duties

	
	

	
	


________________________________________  ___/___/___        ________________________________________  ___/___/___

Signature of Center Director  


 
Date 

Signature of Sponsor Representative 

 
Date

A COPY OF THIS FORM SHALL BE SUBMITTED TO THE STATE AGENCY WITH EACH CENTER’S INITIAL APPLICATION.                    

  KEEP A COPY FOR YOUR RECORDS
