
North Carolina Department of Health and Human Services     Sponsor Name _________________________________________________
Division of Public Health/Child and Adult Care Food Program   Agreement Number __________________ Date: _____________
Add, Transfer, Drop, Change Form (Page 1)     Signature of Authorized Representative _____________________________

Page _____ of ______ Adds ______  Drops ______ Total Approved DCH Providers _______________
Please Print or Type clearly
1.  Providers
   Social Security
   Number

2. Providers Last Name, First Name, 3  Physical site address
     ( Number/street/city/zip)

4.License/Reg.
   Number

5.Reg
  License
    Cap

6. Meal Type
   (BALPSE)

7. Change
    Code

 8. Tier
and date
designated

Effective Date
State Agency Use
       Only

This Change Form must be used to notify CACFP State Agency of any changes to Sponsor information of Day Care Home Providers. See reverse side for instructions.
A = Add a provider AT = Add Transfer a provider D = Drop a provider DT = Drop Transfer a provider        M = Modify
Complete 1-8. Complete 1-8. Attach a Facility App. Complete 1-4,and 7. No Complete 1-4, and 7. Attach a Provider       Complete 1-4, and 7.and
Attach a Facility App. CAC8B CAC8B, Transfer form for each Attachment necessary Transfer form for each provider        any other column that reflects
and Registration/License provider to transfer and Drop/Transfer        change

Registration/License
Approved By N.C. State Agency        Date
                                                                                                                                         Submit all 3 copies to the State Agency
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North Carolina Department of Health and Human Services
Division of Public Health

 Child and Adult Care Food Program
Day Care Home Provider

Add, Transfer, Drop, Change Form

INSTRUCTIONS
This form is used to update any provider information under your Sponsoring Organization. An add, transfer, drop, or
change must be postmarked by the 15th of the month in order to be effective at the beginning of that month.  Changes
received after the 15th of the month will be effective the following month.
Indicate the code that reflects the change in column 7.

ADDS

List all adds, which are homes new to your program, by filling in columns 1-8. Attach a facility application (CAC 8B) and
license/registration. When the provider has transferred to your sponsorship from another sponsor, include the Provider
Transfer Form (CAC-21).

DROPS

Next, list all drops, (providers leaving your program) filling in columns 1-4 and 7.  If you are dropping a provider for
cause, attach a copy of the termination letter/notice sent to the provider.

MODIFY

Last, list modifications, filling in columns 1-3, and 7 plus any other columns which reflect a change from the original
facility application.  If the license number changes please include the old license/registration number and include the new
license/registration number. Put an asterisk next to the new license/registration number. Attach a new license/registration.
For a provider name change fill in columns 1, 2 and 7, enter the new name in column 2 and supply the old name
somewhere on that same line in parenthesis. Include the providers facility application with the change highlighted, dated,
and initialed by a sponsor representative.

TIER CHANGE

For a provider tier change fill in columns 1 and 2 and fill in the tier change in column 8 with the new tier designation, how
tiered and date of tier designation. Include the providers facility application with the tier change highlighted, dated, and
initialed by sponsor representative.

Submit all 3 copies of  this form to the State Agency. The State Agency will send back a copy
when it has been approved.
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North Carolina Department of Health and Human Services   Sponsor Name _________________________________________________
Division of Public Health/Child and Adult Care Food Program Agreement Number ______________________________________________
Add, Transfer, Drop, Change Form -Page 2    Page _____ of ______

Please Print or Type clearly
1.  Providers
   Social Security
   Number

2. Providers Name, Last name, First 3  Physical site address
    (Number/street/city/zip)

4.License/Reg.
   Number

5.Reg
  License
    Cap

6. Meal Type
  (BALPSE)

7. Change
    Code

8. Tier
and date
designated

 Effective Date
State Agency Use
         Only
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