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	Institution Application

	Institution Name
	Federal Employer ID#
	Agreement Number (To be assigned by DECAL)
	CCR/SAM Date:

	
	
	
	DUNS#


	Section A – Institution Application Information

	(Item # A-1)

Sponsor Type
	 FORMCHECKBOX 
  Independent Center

 FORMCHECKBOX 
  Center Sponsor
	 FORMCHECKBOX 
  Administrative Sponsor

 FORMCHECKBOX 
  Day Care Home Sponsor

	(Item # A-2)

Number of Active Facilities:
	

	(Item # A-3) Is Institution a Board of Education? (BOE)
	 FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	(Item # A-4)

Organization Type

(Business Status)
	 FORMCHECKBOX 
  Profit


	Date of Birth of Owner
    
	 FORMCHECKBOX 
  Non-Profit   If Organization is a private nonprofit, enter Tax 
   Exemption Date _______________________

	(Item # A-5)

Ownership Code
	 FORMCHECKBOX 
  Sole Owner

 FORMCHECKBOX 
  Partnership
	 FORMCHECKBOX 
  Government

 FORMCHECKBOX 
  Limited Liability Company
	 FORMCHECKBOX 
  Out of State Corporation

 FORMCHECKBOX 
  Corporation

	(Item # A-6) Vendor Type
	 FORMCHECKBOX 
  Private
	 FORMCHECKBOX 
  Government
	 FORMCHECKBOX 
  Other

	(Item # A-7)

Organization’s Demographic Designation
	 FORMCHECKBOX 
  Asian or Pacific Islander
	 FORMCHECKBOX 
  Native American or Alaskan Native

	
	 FORMCHECKBOX 
  Black or African American
	 FORMCHECKBOX 
  White

	
	 FORMCHECKBOX 
  Hispanic
	 FORMCHECKBOX 
  Multi-Racial

	
	 FORMCHECKBOX 
  Other (i.e. Government Agency)
	

	
	
	

	(Item # A-8)

Business Type
	 FORMCHECKBOX 
  Minority Company

 FORMCHECKBOX 
  Minority & Small Company
	 FORMCHECKBOX 
  Small Company

 FORMCHECKBOX 
  Other

	(Item # A-9)

Facility Types

(Check all that apply)
	 FORMCHECKBOX 
  Child Care Sponsor
	 FORMCHECKBOX 
  Adult Care Sponsor
	 FORMCHECKBOX 
  Day Care Home

	
	
	
	

	(Item # A-10) Institution Type: Choose one option below.  If the organization considers itself faith based and nonprofit, choose the first option.  Otherwise choose the category with which your organization best identifies. 

	
	 FORMCHECKBOX 
 Faith Based Nonprofit Organization 
	 FORMCHECKBOX 
 Federal, State or Local Government 

	
	 FORMCHECKBOX 
 Secular Nonprofit Organization 
	 FORMCHECKBOX 
 Educational Institution 

	
	 FORMCHECKBOX 
 For-Profit Organization 
	 FORMCHECKBOX 
 Other 


	Section B – Institution Address Information

	(Item # B-1)
	Institution Physical Address

	Address
	

	City, State, Zip (+ 4)
	
	County:

	
	

	(Item # B-2)
	Institution Mailing Address

	Address
	

	City, State, Zip (+4)
	
	County:


	Section C- Delegated Principal/Program Contacts

	(Item # C-1)
	CACFP Delegated Principal/Program Contacts

	Note: Your Program Contact must be legal employee of your institution, trained and certified by Bright from the Start as CACFP qualified.  This person must be your newly certified “Primary Attendee” who will now function as your CACFP Program Manager and Trainer for this fiscal year.

	Name (First, Middle, Last):
	

	Phone (e.g., 555-555-5555):
	
	Ext:
	
	Position:
	

	Fax (e.g., 555-555-5555):
	
	Email:
	


	(Item # C-2)
	CACFP Claim Contact

	Name (First, Middle, Last):
	

	Phone (e.g., 555-555-5555):
	
	Ext:
	
	Position:
	

	Fax (e.g., 555-555-5555):
	
	Email:
	


Note: If you have more than five Board Members, please copy this page and use as needed.  

**Indicate the Chairman of the Board in the first space.

	Section D – Board Members (Attach Additional Pages if Necessary)

	 (Item #D-1)

**Chairman of the Board

Name (First, Middle, Last):
	Refer to Bright from the Start Policy 28 regarding requirements for Chairman of the Board to be independent of the Executive Director, President, CEO, COO, CFO, etc.


	Phone (e.g., 555-555-5555)
	
	Ext.
	
	Date of Birth (mm/dd/yy)
	

	Address (Including City, State, Zip): 

	

	Name (First, Middle, Last):
	

	Phone (e.g., 555-555-5555)
	
	Ext. 
	
	Date of Birth (mm/dd/yy)
	

	Address (Including City, State, Zip):

	

	Name (First, Middle, Last):
	

	Phone (e.g., 555-555-5555)
	

	Ext.
	
	Date of Birth (mm/dd/yy)
	

	Address (Including City, State, Zip):

	

	Name (First, Middle, Last):
	

	Phone (e.g., 555-555-5555)
	
	Ext.
	
	Date of Birth (mm/dd/yy)
	

	Address (Including City, State, Zip):

	

	Name (First, Middle, Last):
	

	Phone (e.g., 555-555-5555)
	
	Ext.
	
	Date of Birth (mm/dd/yy)
	

	Address (Including City, State, Zip):

	(Item # D-2)


	Are any Board Members related to other Board Members?

If so, indicate each relationship:
	 FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	


	Section F-Financial/Federal Funding Information

	(Item #F-1) Refer to Bright from the
	Start Policy 27 regarding Audit Requirements

	What is your organization’s business year? e.g. (July-June)
	

	Do you receive funds form any other federal source besides CACFP?
	 FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  NO

	
	If yes, please list by source(s) and amount(s) expended in business year entered above.

	
	Name of Source
	Amounts

	1.
	
	

	2.
	
	

	3.
	
	

	4.
	
	

	(Item # F-2) For Day Care Home Sponsors only

 FORMCHECKBOX 
  Check if you are requesting an administrative advance, start-up, or expansion funds.  Please forward a written 
 request to Bright from the Start.


	(Item #G-1)

Media Release
	 FORMCHECKBOX 

	Yes, a Media Release was submitted in accordance with CACFP guidelines.  A copy of the release will be maintained on file.

	
	 FORMCHECKBOX 

	Not Applicable (Sponsor only operates a Domestic Violence Shelter)


	Section H – Record Keeping

	Federal and State requirements mandate that CACFP participants maintain any information pertaining to the program for 3 years, plus the current year, and after filing the last claim for reimbursement even if no longer on the program!  Not retaining records is a serious deficiency!  Refer to CACFP Policy 18 on Record Keeping Requirements for the Child & Adult Care Food Program (CACFP)

(Item H-1) 

List location’s address below where you will maintain CACFP records

Location: ________________________________________________________________________________________

Name(s) and business phone number(s) of two individuals who can access records.  A back-up person should be trained to access records in the absence of the program contact.

(Item #H-2)

	Name (First):
	
	(Last):
	
	Phone #
	
	EXT: 
	

	Name (First):
	
	(Last):
	
	Phone #
	
	EXT:
	

	Will all records be maintained at the location listed above?

If no, list additional details about what year and where records are stored.
	 FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	

	

	(Item #H-3)

	Do you participate in the CACFP in any state other than Georgia?

If yes, indicate below the other states you currently operate programs.
	 FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	

	(Item #H-4)

	 FORMCHECKBOX 
  Yes, I understand that if I no longer participate in the CACFP, I must still maintain CACFP records for three years.  If an audit is being conducted, I will maintain the records as necessary.


	Section I - WIC Section

	(Item # I-1)

WIC INDEPENDENT CERTIFICATION

 FORMCHECKBOX 
 I certify that as an Independent CACFP participant (only one location where children are fed), I will distribute a WIC Fact Sheet and Income Eligibility Guidelines to all parents.

 FORMCHECKBOX 
 Not Applicable (Program is an Adult Only, At Risk-ASCS Only or OSHC Only)



	WIC SPONSOR CERTIFICATION

 FORMCHECKBOX 
 I certify that as a CACFP Sponsor (more than one location where children are fed), I will provide WIC Fact Sheets and Income Eligibility Guidelines to my sponsored sites.  Each site will facilitate the distribution of this information to the parents of all enrolled children.  I also agree to verify that the sites under my sponsorship will continue to distribute this information to new participants as they enroll.  I will update this information yearly, once new information is received from Bright from the Start.

 FORMCHECKBOX 
 Not Applicable (Program is an Adult Only, At Risk-ASCS Only or OSHC Only)



	Section J – CACFP Certification

	(Item # J-1)

Read the following statements below and check those boxes that indicate your compliance with CACFP.

 FORMCHECKBOX 
 We certify that for the past 7 years neither the organization nor any of its principals have been convicted of a criminal activity that indicated a lack of business integrity, associated with any organization terminated for failure to correct serious deficiencies, and listed on the National Disqualified List of Seriously Deficient Organizations.  We also certify that no one has committed fraud, antitrust violations, embezzlement, theft, making false claims, and obstruction of justice.  In addition, we acknowledge and understand that any institution and/or individuals providing false certification will be put on the National Disqualified List and are subject to any other applicable civil or criminal penalties.

 FORMCHECKBOX 
 We understand the submission of false information to the state agency is grounds for termination or application/renewal denial from the Child and Adult Care Food Program as described in 7 CFR 226.6(c) 2.

 FORMCHECKBOX 
 We certify that to the best of our knowledge the information provided in this application is true and correct.

	(Item # J-2)

Read the following statements below and check the choice below which best describes your current status.

 FORMCHECKBOX 
 We certify that we are in compliance or will work on becoming compliant with all applicable state rules and regulations (O.C.G.A. For Profit = 14-2801 through 14-2-844; Non-Profit = 14-3-801 through 14-3-846) regarding boards of corporations.



	 FORMCHECKBOX 
  Yes, currently compliant
	 FORMCHECKBOX 
  No, not currently compliant

	Section K – Civil Rights Efforts to Increase Participation of Underserved 

	Per FNS Instruction 113-1, the organization must make efforts to assure that underserved populations have an equal opportunity to participate in the CACFP.   The organization must make efforts to contact grassroots organizations about the opportunity to participate in the CACFP.  Refer to the application instruction booklet for information on meeting these requirements.  

	(Item # K-1)
 FORMCHECKBOX 
  Underserved populations:  Describe the action taken to meet this requirement.

	

	(Item # K-2)
 FORMCHECKBOX 
 Grassroots organizations:  Describe the action taken to meet this requirement.

	


In accordance with Federal Law and U.S. Department of Agriculture 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 Adjudication, 1400 Independence Avenue, SW, Washington, D.C. 20250-9410 or call toll free (866) 632-9992 (Voice).  Individuals who are hearing impaired or have speech disabilities may contact USDA through the Federal Relay Service at (800) 877-8339; or (800) 845-6136 (Spanish).  USDA is an equal opportunity provider and employer.
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