% Family Day Care Support Network Provider
INTERNATIONAL 8750 Mountain Blvd, m_am 69B
CHITD Oakand, CA 94605 CHiLD CARE FooD PROGRAM  wonth
Phone (510) 686-2103 - Fax (510) 686-2108 ATTENDANCE & MEAL COUNT FORM
DAY & DATE _
TIME - | TIME | TIME | TIME | TIME TIME | TIME TIME | TIME TIME
lchild's Name/Age] BlamiLIPMIDY| o | amf L PM| out | {AM[ L |Pm our L n AmPEIPMID o | av| L [pM| D Pt
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Total

Accum



A.W. &w L.C.R.L. Family Day Care Support Network Provider
8750 Mountain Bivd, Bidg 6§98
s Oakind, CA 94605 CHiLD CARE Foob PROGRAM Month
Phone (510) 686-2103 -Fax (510) 686-2108 MENU & MEAL COMPONENT FORM
IDAY & DATE | | | |

.mxmbx_u>m._. {first 3 required)

W>UU_._._OZ>F FOOD

TIME SERVED

AM SNACK (choose 2 groups)

TIME SERVED;

MILK
MEAT or MEAT ALT.

FRUIT/VEG. or JUICE
BREAD or BREAD ALT.

(all 5 reguirec)

Es SNACK .Aosoomm 2 groups)

TiME SERVED:

TIME SERVED:

MILK
MEAT or MEAT ALT.

FRUIT/VEG. or JUICE
BREAD or BREAD ALT.

.U_zzmm (all 5 required)

FRUIT/VEG,

m<m SNACK (choose 2 groups)

TIME SERVED:

TIME SERVED:

MiILK
MEAT or MEAT ALT.

FRUIT/IVEG, or JUICE
BREAD or BREAD ALT.

PARENT'S SIGNATURE

MY SIGNATURE VERIFIES MY

CHILD'S ATTENDANCE FOR THIS MONTH



