MISSOURI DEPARTMENT OF HEALTH AND SENIOR SERVICES
COMMUNITY FOOD AND NUTRITION ASSISTANCE (CFNA)
CHILD AND ADULT CARE FOOD PROGRAM (CACFP)

CACFP SYSTEM APPROVAL REQUEST

NAME OF SPONSOR:

NAME OF SYSTEM:

CONTACT PERSON:

PHONE NUMBER:

SPONSOR NUMBER:

DATE:

TYPE OF CENTER/SITE

[J CHILD CARE CENTER

[J ADULT DAY CARE CENTER

[JAT-RISK AFTERSCHOOL PROGRAM

[J OUTSIDE SCHOOL HOURS CARE CENTER
[JEMERGENCY SHELTER

RECORDS SYSTEM COVERS (CHECK ALL THAT APPLY)

[ ENROLLMENT FORMS

(] INCOME ELIGIBILITY FORMS

] MEAL COUNTS

L] ATTENDANCE

[ MENUS

[JINFANT MENUS

L] INFANT FEEDING CARE PLANS
[IMEAL PATTERN SUBSTITUTION FORMS
O
O

YOU MUST SUBMIT COMPLETED CACFP SYSTEM APPROVAL REQUEST TO CACFP@HEALTH.MO.GOV

MO 580-3539 (8-2025)

DHSS-CACFP-695
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