North Carolina Department of Health and Human Services

CHILD AND ADULT CARE FOOD PROGRAM

MONTHLY MEAL SUMMARY RECORD

INSTITUTION NAME: ________________________________AGREEMENT NUMBER:______________

CLAIM MONTH & YEAR:___________________   (Enter each facility on a separate line.)

	              CENTER(S)
	              NUMBER OF MEALS SERVED

	#
	NAME OF FACILITY
	BREAKFAST
	*
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	LUNCH
	*
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	SUPPER
	*
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Enter the totals for the appropriate meals on the Claim for Reimbursement (DHHS CAC 1).

*Codes: 

AS=AM Supplement




PS=PM Supplement





LS=Late PM Supplement

DHHS CAC CENTERS (7/03)

Nutrition Services

