TEAM, Inc. Child & Adult Care Food Program, 54 Grove St., Shelton, CT 06484  This institution is an equal opportunity provider. Meal Count & Attendance Form
Provider Month Number of Operating Please write menu number in the
Name & # Year Days/Week: corresponding slot for child served.
Please list Meal Service Time:
Breakfast: AM Snack: Lunch: PM Snack: Supper: Evening Snack:
Enrolled Name Age Name Age Name Age Name Age
Children
Date |A* [B [AM L PM [ S E A~ [ B [AM PM | S E A* [ B AM PM | S A [ B AM [L PM [ S E [pate
1 1
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3 3
4 4
5 5
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17 17
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20 20
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25 25
26 26
27 27
28 28
29 29
30 30
31 31
Total
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*Please check Daily Attendance for each child



Enrolled | Name Age Name Age Name Age NOTES for the Month of
Children
Date | A~* [ B AM PM [ S A* AM [ L PM [ S E A* AM S Please Print
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25 | hereby certify that all of the above
information is true and correct. |
26 understand that this information is being
given in connection with the receipt of
27 Federal funds; that Department officials
28 may, for cause, verify information; that
deliberate misrepresentation may subject
29 me to prosecution under applicable State
30 and Federal Criminal Statutes and that the
CACFP will be available to all eligible
31 children regardless of race, color, sex,
Total handicap, age, national origin or religion.
AlB [A P S A* A L P [s E [ A A S
Provider # Please sign & Date
*Please check Daily Attendance for each child \.‘/ -‘ I

Stroygthening Conmanities - Making AL ffereece




