Dining Center Days of Service Change Form
In accordance with the Manual of Policies and Procedures and Technical Assistance for the Wisconsin Aging Network, Sections 8.4, nutrition programs will notify the Area Agency on Aging (AAA) before changing a dining center’s days of service.
Instructions:  Please complete this form with as much detail as possible and submit to your local AAA for review and approval 60 days before the effective date of days of service change, if feasible.  If days of service will change for multiple dining centers, please complete one form for each dining center.
County/Tribal Aging Unit and/or ADRC:       
Nutrition Director:       
Phone Number:       
Email:       
Please answer the following questions:

1. Name of dining center:       
2. Please check one:  


 FORMCHECKBOX 
 Increasing day(s) and time(s) of service    

 FORMCHECKBOX 
 Decreasing days(s) and time(s) of service 
3. Effective date of change in days of service:       
4. Communities affected:      
5. Reasons for the change in days of service (be specific):       
6. Day(s) and time(s) the dining center currently operates:       
7. Which day(s) and time(s) will the dining center be open if this change is approved?       
8. Average number of participants who currently attend each day:       
9. Are home-delivered meals packaged and/or distributed at this location?
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

If yes, how many each day (on average)?       
10. How did participants at the dining center provide input related to this decision? (be specific)

     
11. How did the nutrition advisory council participate in this decision? (be specific and attach meeting minutes)

     
12. How will the changes be communicated to eligible participants?       
13. Date approved by the board or governing body (please attach meeting minutes):       
If day(s) and time(s) of service are being decreased, please answer the following questions before signing the form and submitting to the AAA:
1. Percentage of current participants at high nutrition risk:  
Senior dining      %

Home-delivered (if applicable)      %
2. Percentage of current participants who are: 
Living alone:       %

Part of a minority racial/ethnic group:       %

Living in rural areas:       %

Below the Federal Poverty Level (FPL):       %

3. Other targeted populations that may be affected (if any):       
4. If home-delivered meals are packaged and/or distributed at the dining center, how will the nutrition program ensure that home-delivered meal participants will continue to receive the meals they need on days the dining center is not open?       
5. Are there other dining options in the communities affected that provide affordable meals in a social setting on days when the dining center is closed?      
6. How many additional miles (on average) will affected participants need to travel to get to an alternate dining center on days the dining center is closed?      
7. Explain how the nutrition program will assist current participants in getting to another dining center on days the dining center is closed.  If such assistance will not be provided, describe how the nutrition program will otherwise assist in meeting their nutritional and social needs.       .
8. Total cost per meal at this dining center (use meal cost tool to calculate):       
9. Anticipated cost savings as a result of this request:

Older Americans Act/Title III (Federal/State): $     
% of C-1 Budget:       %
Local:  $     
% of C-1 Budget:       %
10. If the request is approved, how will this funding be used to support the nutrition program?       
11. How was input related to this decision solicited from senior dining participants, their representatives, and/or other older adults in the community? Have participants been asked for ideas for alternatives to decreasing day(s) and time(s) of service? (be specific)

     
12. If this request is approved, how will you solicit input from program participants about how the changes have impacted them? (quality of the food, their access to nutritious meals, etc.)      
13. Additional comments related to this request:       
SIGNED: 






Date:






(County/Tribal Nutrition Director)
SIGNED: 






Date:






(County/Tribal Aging Unit Director, if different)
TO BE COMPLETED BY THE AREA AGENCY ON AGING

 FORMCHECKBOX 
 Approved

 FORMCHECKBOX 
 Declined
Comments:      
Printed Name:      
Signed: 







  Date: 





