FY2014 Pre-Planning Information for DSHS Quality Management Branch for

WIC Contractors

AGENCY NAME:






    LA #: 

   DATE: 

                          
 Please provide us with the following information:








CHIEF EXECUTIVE OFFICER / PERSON WHO SIGNED WIC CONTRACT

WIC DIRECTOR

Name:









       Name:

Title: 









       Email address:

Email address:








       Address:












       Phone #:







WIC FINANCIAL DOCUMENTATION
Fiscal Contact:

Title:










Email address:





               
Phone Number:

              

Financial records location:
List all clinic addresses where services are provided, days and hours of operation, types of appointments (class/certs/IC), contact person, and phone number. If more space is required, please make additional copies. You may submit this information in any format as long as all components are included. 


 






   
	LA/Site number
	CLINIC NAME AND ADDRESS
	Days / Hours of Operation
	Types of Appointments
	SITE SUPERVISOR
	Phone Number
	Name of WCS, if any

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


    
Date Received Survey: _____________________          Team Leader: ______________________________  
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