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Provider’s Name:____________________________ 
 Month:______________  Year:_________    Phone #:_______________

Registration #:____________________________

 Shift:  Yes___  No___


    License Capacity:_______
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	AGE
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Return this form with daily menus to:


1. Place a check mark (X) by each meal served to a child in a given day.


CHILD CARE COUNCIL OF WESTCHESTER

2. Leave blank if you did not serve a particular meal, or child was absent.



470 Mamaroneck Avenue



3. No more than 2 Meals and a Snack per day is allowed for each child.



White Plains, NY  10605




4. Please total each row.







5. Please mark own child/foster child with (*) star by their name.







6. ALL MENUS MUST BE POSTMARKED BY THE 2ND OF EACH MONTH.
Provider Signature:___________________________________  I certify that the number of meals claimed for reimbursement reflects the actual number served.
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