[bookmark: _GoBack]West Virginia Department of Education – Office of Child Nutrition
Family Day Care Home Program
Provider Review Form

Date: ____________________________ Arrival Time: __________________ Departure Time: _________________

WVDE OCN Revised Fall 2012


	Provider Name:  _____________________
	Reviewer Name: _________________________________________

	Provider Number: ____________________
	Type of Review:  

	County: _____________________________
	□  WVDE Review: □  Announced    □  Unannounced    □ Not Home

	
	□  Other Review (specify): _________________________________

	
Meal Observed:    □ Breakfast     □ AM Snack    □ Lunch     □ PM Snack     □ Dinner     □ EV Snack     □ No Meal



	Food Served

	Regular
	Infants

	Meat/Meat Alternate:
_____________________________________________
	Meat/Meat Alternate or Infant Cereal (8-11 months):
______________________________________________

	Grain/Bread:
_____________________________________________
	Fruit/Vegetable (8-11 months):
______________________________________________

	Fruit/Vegetable:
_____________________________________________
	Iron-Fortified Cereal (4-7 months):
______________________________________________

	Milk:
_____________________________________________
	Fruit/Vegetable (4-7 months):
______________________________________________

	Other:
_____________________________________________
	Breast Milk/Formula:
______________________________________________



	
	
Disallow Meals:         □ Breakfast         □ AM Snack         □ Lunch         □ PM Snack          □ Dinner         □ EV Snack


	From (date): ___________________ through (date): ____________________

	
Reason:     □ No Attendance     □ No Menus     □ Other (specify): _________________________________________





	Capacity
Total # of children observed: _____
	

# Day care children observed: _____
	

# Provider’s own children: ________

	
# of children claimed at this meal: ____

	
Over capacity?     □ Yes     □ No




1. Was a meal served during the review?  □ Yes    □ No - If “No,” skip to Question 2

a. Does the meal reviewed meet requirements?  □ Yes     □ No
b. The meal reviewed was missing the following component(s): (circle)   Meat     Bread     F/V     F/V     Milk
c. Were sufficient quantities of each component served?  □ Yes    □ No
d. Meal disallowed?  □ Yes    □ No
e. Is meal served as unit?  □ Yes    □ No
f. Does the meal observed match the planned menu?  □ Yes    □ No
g. Is a master menu being used?    □ Yes    □ No

2. Does the provider use the Minute Menu web-based program?  □ Yes    □ No

a. If yes, were on-line records reviewed?  □ Yes    □ No	
b. If not available, are paper records kept?  □ Yes    □ No

3. Are meal counts and attendance records kept on a daily basis?  □ Yes    □ No 

4. Are meal counts current?  □ Yes    □ No

5. Are attendance and enrollment for the review day reasonable compared to the 5 day reconciliation?      (Attached form)  □ Yes    □ No    If No, explain: ______________________________________________________

6. Was the observed meal served at the approved time?  □ Yes    □ No    □N/A

7. Were the provider’s own children included on attendance record?  □ Yes    □ No    □N/A

8. Is the enrollment roster current and correct?  □ Yes    □ No

9. If provider claims own children, are they enrolled?  □ Yes    □ No    □N/A

10. Does the provider have menus, meal counts and enrollment records for the past 3 years, beginning with Fiscal Year 2010?    □ Yes   □ No          If no, list records that are missing: ______________________________________

11. Does the provider have a copy of their Sponsor Agreement?  □ Yes    □ No	

12. Does the provider have a current DHHR Certificate?  □ Yes    □ No
Type:  □ Regular    □ Relative    □  Informal    □ Facility

13. Does the provider claim:  (mark all that apply)  □ Evenings    □ Weekends    □ Holidays

14. Is the program offered to all eligible children enrolled in care, including infants?  □ Yes    □ No

15. If infants are claimed, does the provider have documentation for “Obligation to Feed Infants?”  
□ Yes    □ No    □ N/A

16. Is there a physician’s statement on file for any child with a special diet requirement? □ Yes    □ No    □N/A

17. Does the provider know their tiering status?  □ Yes    □ No  Do they know how it is determined? □ Yes    □ No

18. Has annual training been completed?  □ Yes    □ No    If yes, date:  ______________________________________

19. Are meals served to all enrolled children without regard to race, color, national origin, age, disability, or retaliation?  □ Yes    □ No

20. Are all corrective actions from the previous review permanently corrected?  □ Yes    □ No  
If no, explain:________________________________________________________________________________ ______________________________________________________________________________________________________________________________________________________________________________________

21. Are there any obvious fire, health, and/or safety hazards present?  □ Yes    □ No  	
If yes, explain: _______________________________________________________________________________                                      ______________________________________________________________________________________________________________________________________________________________________________________

22. Additional Comments: ________________________________________________________________________ ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

	Provider Signature: ____________________________________________
	Date: __________________________

	Sponsor Reviewer Signature: ____________________________________
	Date: __________________________

	WVDE Reviewer Signature: ______________________________________
	Date: __________________________



