Attachment G
	South Dakota Department of Education
	Child and Adult Nutrition Services

	800 Governors Drive
	Child Nutrition Programs

	Pierre, SD  57501-2235
	(605) 773-3413

	
	


Child & Adult Care Food Program (CACFP)

Agreement Change Form

Local Agency Name: __________________________________ Local Agency Number: 


Submitted By: ________________________________________ Date: ______________________________
Termination of Local Agency Agreement
  


 FORMCHECKBOX 
 Approved

     FORMCHECKBOX 
 Denied


Effective Date: _______________ Reason: ________________________________________________

Contact Information Changes
  



 FORMCHECKBOX 
 Approved

     FORMCHECKBOX 
 Denied


Effective Date: _______________ Reason: _________________________________________________


New Local Agency Mailing Address: ______________________________________________________

New Phone Number: _________________________
New Fax Number: _________________________
-------------------------------------------------------------------------------------------------------------------------------------------
New Authorized Representative*: _____________________________ Phone Number: _____________

E-Mail: ______________________ Date of Birth: _______________ Fax Number: _________________

*
If a new Authorized Representative is named who is not the owner, Chief Executive Officer (C.E.O.), Board Chairperson, or Tribal Chair of the local agency - the signature of the owner, C.E.O., Board Chairperson, or Tribal Chair is needed below: 

__________________________________________________________________________________

(Signature of Owner, C.E.O., Board Chairperson, Tribal Chair)

-------------------------------------------------------------------------------------------------------------------------------------------
New Claim Representative: ________________________________ Phone Number: _______________

E-Mail: ______________________ Date of Birth: _______________ Fax Number: _________________

-------------------------------------------------------------------------------------------------------------------------------------------
New Food Service Director: _______________________________ 
Phone Number: _______________
E-Mail: ______________________ Date of Birth: _______________ Fax Number: _________________

-------------------------------------------------------------------------------------------------------------------------------------------
New Board Chairperson: __________________________________ Phone Number: _______________
E-Mail: ______________________ Date of Birth: _______________ Fax Number: _________________

Address: _____________________________________________________________________________

-------------------------------------------------------------------------------------------------------------------------------------------
New Chief Executive Officer: ________________________________ Phone Number: ______________
E-Mail: ______________________ Date of Birth: _______________ Fax Number: _________________

Address: _____________________________________________________________________________

-------------------------------------------------------------------------------------------------------------------------------------------
Closure of Child and Adult Care Food Program(s) Sites  

 FORMCHECKBOX 
 Approved 
   FORMCHECKBOX 
 Denied
Site Name: ________________________________________________ Effective Date: ________________

Site Name: ________________________________________________ Effective Date: ________________

Site Name: ________________________________________________ Effective Date: ________________

Site Name: ________________________________________________ Effective Date: ________________

Change to Existing Sites  






 FORMCHECKBOX 
 Approved
   FORMCHECKBOX 
 Denied
Examples: meal time(s) or type, enrollment, licensed capacity, site contact, operating months, type of foodservice. New sites must submit a copy of the license. Please note: If changing to contracted meals, you must submit a copy of the food service contract. Please use each line for only one change. So, for example, if you need to change all meal service times, you should use a separate line for each meal. If you need additional space, please complete a separate form.

	Site Name
	Type of Change Requested
	Effective Date
	CANS USE ONLY

	
	
	
	 FORMCHECKBOX 
Approved  FORMCHECKBOX 
Denied

	
	
	
	 FORMCHECKBOX 
Approved  FORMCHECKBOX 
Denied

	
	
	
	 FORMCHECKBOX 
Approved  FORMCHECKBOX 
Denied

	
	
	
	 FORMCHECKBOX 
Approved  FORMCHECKBOX 
Denied


Addition of Child and Adult Care Food Program Site(s)  

 FORMCHECKBOX 
 Approved
     FORMCHECKBOX 
 Denied
You must complete new site applications for each new site you wish to add. If the local agency currently only has one site and is adding a new site, the addition of one or more sites will results in the change from an independent center to a sponsoring organization. This requires the agency to complete a new Part 2 – CACFP Application for Sponsors of Centers. We must approve each site (and, if a new sponsor, Part 2 – CACFP Application for Sponsors of Centers) before you may claim meals for reimbursement at the new site. If we have declared your agency seriously deficient, you may not add new sites.

Other changes to the CACFP Agreement 



 FORMCHECKBOX 
 Approved
     FORMCHECKBOX 
 Denied
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
	SPONSOR
	CHILD AND ADULT NUTRITION SERVICES

	Signature of Authorized Representative              Date


	Signature of Nutrition Specialist                          Date

	Type or print name of Authorized Representative

	Type or print name of Nutrition Specialist

	Title
	( Approved ( Denied ( Copy sent to Local Agency
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3

