Rhode Island Department of Education

Office of Finance
CHILD AND ADULT CARE FOOD PROGRAM
AUTHORIZED SIGNATURES

Date:

_______________

Agreement #: 
_______________

Institution Name:   _____________________________________________________

Institution Address:  ____________________________________________________



          ____________________________________________________

Telephone #:
_________________________

FAX #:            _________________________

E-mail:            _________________________


The names and titles of persons listed below are authorized to sign all reports necessary in the administration of the Child and Adult Care Food Program for this agency.

Name:  (print clearly) 
________________________________________

Title:


________________________________________

Original Signature:  
________________________________________

Name:  (print clearly)
________________________________________

Title:


________________________________________

Original Signature:
________________________________________


Authority given by:
_________________________________________   Date:  _________

                                                Original Signature of Authorized Representative

Title:  
_______________________________

It is the responsibility of the institution to keep this office informed of any changes to signatory right in the CACFP.  Submit a revised form whenever there is a change.







