
 

                                                                                                                                                        
                                                                                                                          
                                      
 
 
 
 

 

Iowa Child and Adult Care Food Program 

At-Risk Program 
Monthly Attendance Record 

 

 

Number of days snacks/meals served:_________________ 
 

 
Signature of person completing form:___________________________________________________          Date:_______________ 
                                                                                 To the best of my knowledge the information listed is true and correct 

Report total attendance for month on the claim for reimbursement. 


