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NEW YORK STATE DEPARTMENT OF HEALTH 
Child and Adult Care Food Program Account Request for HCS 
 

CACFP Agreement #________________ 
 
DIRECTOR (one per organization) 

Full First Name: 

Full Middle Name: 

Full Last Name: 

Month of Birth: Day of Birth: 

Job Title: 

Work Address: 

Office Phone/Ext: Office Fax: 

E-Mail Address: 

NYSDOH Health Commerce System ID (if one exists): 

Date Completed: 

 
COORDINATOR (one or more per organization) 

Full First Name: 

Full Middle Name: 

Full Last Name: 

Month of Birth: Day of Birth: 

HCS Director’s Name (from above): 

Work Address: 

Office Phone/Ext: Office Fax: 

E-Mail Address: 

NYSDOH Health Commerce System ID (if one exists): 

Date Completed: 

 
Mail to: 

NYS DOH CACFP 
Riverview Center, 150 Broadway, Suite 650 

Menands, NY 12204-2719 
 

FOR OFFICE USE ONLY 

Request sent to HCS by _____________________________________________________________________ Date______________________________ 
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