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ANNUAL BUDGET FOR CENTERS
	Sponsor ID Number:_______________________________________________
Sponsor Name____________________________________________________
	Budget for the period:
October 1, ___________ to September 30, ________

	I
	FOOD SERVICE INCOME
	ANNUAL
AMOUNT (AB)
	CACFP FUNDED (CF)
	OTHER FUNDED (OF)

	(a)
	Children’s payments for food, ONLY 
	
	
	

	(b)
	Adult payments for food, ONLY
	
	
	

	(c)
	CACFP reimbursement for meals served
	
	
	

	(d)
	Other food service income (list specific sources)
	
	
	

	
	1.
	
	
	

	
	2.
	
	
	

	
	3.
	
	
	

	
	TOTAL FOOD SERVICE INCOME                                    
	
	
	

	
	
	
	
	

	II
	FOOD SERVICE EXPENSES 
	
	
	

	1.
	Operational Costs:
	
	
	

	(a)
	Food (meals/snacks that are self-prepared or vended)
	
	
	

	(b)
	Food Delivery/Transportation Charges (NOT grocery shopping)
	
	
	

	(c)
	Non-Food Costs 
	
	
	

	(d)
	Food Service Operational Labor (from Labor Worksheet)
	
	
	

	(e)
	Purchased Services
	
	
	

	(f)
	Other—List Specific Expense
	
	
	

	(1g)
	TOTAL OPERATIONAL COSTS 
	
	
	

	
	
	
	
	

	2.
	Administrative Costs:
	
	
	

	(a)
	Management Salaries (from Labor Worksheet)
	
	
	

	(b)
	Clerical Salaries (from Labor Worksheet)
	
	
	

	(c)
	Monitoring Salaries (from Labor Worksheet)
	
	
	

	(d)
	Travel
	
	
	

	(e)
	Communications (internet, postage, phone)
	
	
	

	(f)
	General Office Supplies 
	
	
	

	(g)
	Contracted Services
	
	
	

	(h)
	Training and Monitoring Costs (other than labor)
	
	
	

	(i)
	Other—List Specific Expenses
	
	
	

	(2j)
	TOTAL ADMINISTRATIVE COSTS
	
	
	

	
	
	
	
	

	3.
	Overhead Costs:
	
	
	

	(a)
	Total General Overhead Costs (from Overhead Cost Worksheet)
	
	
	

	4a
	TOTAL PROGRAM COSTS (1g + 2j + 3a)                                
	
	
	

	4b
	                                                            INCOME LESS PROGRAM COSTS =
	
	
	


This budget has been completed by:
Printed Name:____________________________________________________
Phone Number:  ____________________________
Signature:_______________________________________________________
Date:___________________________________

5.  Anticipated Annual CACFP Reimbursement:  
6.  Administrative Costs:  Multi-site sponsors administrative costs cannot exceed 15% of the total annual CACFP reimbursement.  

         To determine the administrative cost cap, take 5(C) ___________________ times 15% (.15) = ______________.
For State Agency Use Only 
6a. Approved Budgeted Administrative Cost to be Funded by CACFP $______________________.  
      Approved by ____________________ (initials)  
7.    Calculate the Food cost per child per day:
__________________ ÷ _______________ = _______________÷  _____________ = _______________
Est. Annual Food Cost   # of Days Open/Year   Cost of food/day             ADA *            Food Cost/Child/Day


   Line 1(a) 





*average daily attendance
For State Agency Use Only 
      Approved by ____________________ (initials)  
8.
FINANCIAL VIABILITY
(a)   Each institution must demonstrate that is has adequate financial resources to operate the CACFP on a daily basis, has adequate sources of funds to withstand temporary interruptions in CACFP payments and/or fiscal claims against the institution.  

Explain what other funds will be used if CACFP monies are insufficient to pay all CACFP expenses.  (i.e. day care tuition, United Way Funds, Voucher payments, etc.) 

_________________________________________________________________________________________________

_________________________________________________________________________________________________
9.    (A) ACCOUNTABILITY: This section applies to Non-Profit Institutions, Only.  List your agency’s current Board of Directors.  (Attach chart or printed list if available).  Include Board Position, Name, and Mailing Address.  
(B) ACCOUNTABILITY: This section applies to For-Profit and Public Institutions, Only.  List at least two people from your organization that have administrative and financial responsibility for the overall operation of the agency and the CACFP.   Include Position, Name, and Mailing Address.  
10.  ADMINISTRATIVE CAPABILITY 
(a) Each institution must be administratively capable, have appropriate staff and effective management practices, and have an adequate number and type of qualified staff. 
Provide a detailed organization administrative structure of your agency/center.  Insert the structure below or attach an organization chart that includes all personnel working with CACFP.  Include names and titles of staff, including all contracted services, such as an accountant, program advisor, trainer, dietitian, etc.   


Example:





                                        







SINGLE SITE AGENCIES STOP.  Sign and Date below:
_________________________________________
__________________________________________
Authorized Sponsor Representative Signature

State Agency Reviewer Signature
_________________________________________
__________________________________________
Date







Date 
PAGE 4 TO BE COMPLETED BY MULTI-SITE SPONSORS ONLY
11. FUND DISTRIBUTION TO SITES PARTICIPATING IN THE CACFP 
If the agency distributes reimbursement to each site, present a plan for reimbursement to the site(s) detailing the criteria used to determine the level of reimbursement.  Describe the plan to ensure meal reimbursements are disbursed to sites within the time line of 5 days from receipt of monies from IDOE.  If your agency is NOT reimbursing sites, write the word centralized to indicate the agency does NOT disburse CACFP monies to sites.  
12. DATA COLLECTION




NUMBER OF SITES:_______________________________
Describe procedures used for collecting each site’s documentation to prepare the monthly claim.
	Records to be collected
	How often will records be turned in to main office?  (e.g. weekly, monthly)
	Who is responsible for turning in or collecting records?
	How will records get from sites to main office?  (e.g. site personnel will deliver)
	Where will current records be stored?  (e.g. main office, site) 

	Application for Free and Reduced-Price Meals
	
	
	
	

	Enrollment Forms
	
	
	
	

	Participant Eligibility Roster
	
	
	
	

	Attendance Records
	
	
	
	

	Meal Participation Records
	
	
	
	

	Menus
	
	
	
	

	Labor Time Logs
	
	
	
	

	Receipts/Invoices 
	
	
	
	


MULTI- SITE AGENCIES SIGN AND DATE BELOW:
___________________________________________
____________________________________
Authorized Sponsor Representative Signature

State Agency Reviewer Signature
___________________________________________
____________________________________
Date







Date 
(A) Estimated Monthly


           Reimbursement         X�
(B) Number of Operating


Months per Year�
=     (C)  Total Estimated Annual Reimbursement�
�



�
�
�
�
 





Owner


Barb Smith 





Director


Center A


Lynn Jones





Director


Center B


Susie Apple 





Cook


Sara Lee 





Cook


Jimmy Dean 










