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X. Monitoring and Audits - Reporting 
Procedures 
 


PROCEDURE 10.001 
Implementing Office:  Community 
Health Administration (CHA) 
Revised September 2019 
 


Approved by:  
 
_______________________ 
LaQuandra S. Nesbitt MD, MPH; Agency 
Director 


Review by Legal Counsel: 
 
____________________ 
Phillip Husband, Esq.;  
General Counsel 


Effective Date: 09/30/2014 
 
 


  


I.      
Authority 


USDA 
 


II.    Reason 
for the Policy 


FED § 246.25 Reporting Requirements 


III.    
Applicability  


DC WIC State and Local Agency Staff 
 


IV.    Policy 
Statement Recordkeeping requirements: 


 
Each state and local agency shall maintain full and complete records concerning 
program operations.  In addition to the current fiscal year, all records shall be 
retained for a minimum of three years following the date of submission of the final 
expenditure report for the period to which the report pertains. 
 


V.    
Procedures 


1. Local Agencies shall complete reports as indicated by the WIC State Agency.  See 
Appendix 10.001A-10.001B for a list of reports, submission dates, format and 
instructions. 


 
VI.   
Appendix 
 


10.001A  State Agency Reporting Deliverables  
10.001B Local Agency Work plan and Quarterly Narrative Report 
 
 


VII. 
Reference 


12.001A  Scope of Work 
 


 





		Recordkeeping requirements:

		10.001A  State Agency Reporting Deliverables 








  Appendix 10.001A 


Monitoring and Evaluations  Created September 2019 


State Agency Reporting Deliverables  
The Grantee shall submit to the Grant Administrator the following reports at the frequency or on the 
dates outlined below. The District may modify these reporting requirements as necessary to comply 
with Federal and District law, regulations, or instructions. 
 


Monthly Reports Due Date Format/Method of Delivery 
Resolution of Dual 
Enrollment/Participation 
Report 


By the 10th day after 
receipt of automated 
data processing 
report 


Email: info.wic@dc.gov 


 
Reimbursement Invoices 


By the 10th day after 
receipt of automated 
data processing 
report 


E-Invoicing Portal 
https://vendorportal.dc.gov/Account/Login 


 
Quarterly Reports Due Date Format/Method of Delivery 


Times Studies Quarterly on dates set 
by Grant Administrator 


Email: info.wic@dc.gov 


Quarterly Progress 
Report 


By the 10th day after 
the close of a quarter 
(Jan./Apr./Jul./Oct.) 


EGMS Portal 
https://octo.onelogin.com/login  


 
Annual Reports Due Date Format/Method of Delivery 


Local Agency Plan of WIC 
Program Operations 


October 1 EGMS Portal 
https://octo.onelogin.com/login  


 Audit Reports 9 months after the close 
of the fiscal year 


Indirect Cost Rate 
Agreement 


With Submission of 
Grant Package 


Request for Caseload 
Increase 


April 1 Email: info.wic@dc.gov 
 


WIC Program Inventory 
Report 


April 1 


As Needed/Requested Due Date Format/Method of Delivery 
Lost/Stolen Report As needed Email: info.wic@dc.gov 


 Unusual Incident Within 24 hours of 
incident 


Community Relations 
Documentation  


Within 72 hours after 
contact 


Orientation Sessions As requested 
Outreach Materials As requested 


Change in Staff Patterns As requested 


 
 



mailto:info.wic@dc.gov

https://vendorportal.dc.gov/Account/Login

mailto:info.wic@dc.gov

https://octo.onelogin.com/login

https://octo.onelogin.com/login

mailto:info.wic@dc.gov

mailto:info.wic@dc.gov



		State Agency Reporting Deliverables
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Grantee Quarterly Narrative Report 


1 | P a g e      W e d n e s d a y ,  O c t o b e r  0 2 ,  2 0 1 9   


 
 


Quarter: ________    Dates: ________  to  _________ 
 
 


Coversheet  
 


Organization Name:  
 
 


Report Date:  


Funding Source:  Contact Name:  


Grant Number:  Contact Title:  


Program 
Description: 


DC WIC Local Agency Contact Email 
and Phone: 


 


 
NOTE: Please fill out the top coversheet and ensure that the following topics are addressed in the narrative sections. 
If a section is not applicable type N/A into the corresponding box and include a brief statement indicating why the 
section does not apply to your program for this reporting period. 


 
 
Quarterly Report Check List 


Progress Report  


Total Population Served 


Partnerships and Related Activities 


Upcoming Activities 


Challenges  


Deviations from Plan  


Additional Comments 
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Narrative Form 
 


 
 


Progress Report: Describe the key accomplishments of your WIC-related work for the past three months and 
how they align with your proposed FY2020 goals and objectives.  Include any quantitative data related to these 
accomplishments.  For example, surpassing your projected targets or discovering new strategies for valuable 
impacts. Be sure to indicate the status of each objective. If the objective is no longer projected to be met within 
FY2020, note this change in the “Deviation from Plan” section below. 


 


Objectives Accomplishments Target Date 
Objective Status 


(On schedule/  
Behind schedule/  


Will not meet) 


Goal 1: 


Objective 1.1    


Objective 1.2    


Objective 1.3:    


Goal 2: 


Objective 2.1:    


Objective 2.2:    


Objective 2.3:    


Goal 3: 


Objective 3.1:    


Objective 3.2:     


Objective 3.3:    
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Total Population Served: Indicate the caseload for each of your DC WIC sites during the past three months 
and a year-to-date total of that number. 
 


Site 
Number Site Name 


Quarter 1 
Caseload 


(Oct/Nov/Dec) 


Quarter 2 
Caseload 


(Jan/Feb/Mar) 


Quarter 3 
Caseload 


(Apr/May/Jun) 


Quarter 4 
Caseload 


(Jul/Aug/Sep) 


Total 
Caseload 


(Year-to-date) 


       
       
       
       
       
       
       
       


 
 
 
 
 
Partnerships and Related Activities: Describe any new collaborative efforts, including outreach efforts, 
activities in coalitions, chambers of commerce, and/or boards of directors that relate to your work plan goals. 
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Upcoming Activities: List any program-related activities you have scheduled for the upcoming quarter, 
including special events, earned media opportunities, webinars, press conferences, health fairs, or other activities 
that relate to your work plan. 
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Challenges: If you encountered any barriers or obstacles in your work during the past quarter, please describe 
the challenge and any steps you have taken to address the issue(s).  


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
Deviation from Plan: Explain any deviations from your original FY2020 goals and objectives that have 
occurred during this quarter. If you indicated there was a deviation from the original plan for completing a specific 
milestone, please elaborate on those changes in this section. 
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Additional Comments: Include any additional comments you would like to share that have not already 
been captured in the previous sections. 


 





		Coversheet

		Quarterly Report Check List



		Narrative Form



		Report Date: 

		Report Date_2: 

		Contact Name: 

		Contact Name_2: 

		Contact Title: 

		Contact Title_2: 

		Contact Email and Phone: 

		Objective 13: 

		Goal 2: 

		Objective 21: 

		Objective 22: 

		Objective 23: 

		Objective 32: 

		Objective 33: 

		Site NumberRow1: 

		Site NameRow1: 

		Quarter 1 Caseload OctNovDecRow1: 

		Quarter 2 Caseload JanFebMarRow1: 

		Quarter 3 Caseload AprMayJunRow1: 

		Quarter 4 Caseload JulAugSepRow1: 

		Total Caseload Year to dateRow1: 

		Site NumberRow2: 

		Site NameRow2: 

		Quarter 1 Caseload OctNovDecRow2: 

		Quarter 2 Caseload JanFebMarRow2: 

		Quarter 3 Caseload AprMayJunRow2: 

		Quarter 4 Caseload JulAugSepRow2: 

		Total Caseload Year to dateRow2: 

		Site NumberRow3: 

		Site NameRow3: 

		Quarter 1 Caseload OctNovDecRow3: 

		Quarter 2 Caseload JanFebMarRow3: 

		Quarter 3 Caseload AprMayJunRow3: 

		Quarter 4 Caseload JulAugSepRow3: 

		Total Caseload Year to dateRow3: 

		Site NumberRow4: 

		Site NameRow4: 

		Quarter 1 Caseload OctNovDecRow4: 

		Quarter 2 Caseload JanFebMarRow4: 

		Quarter 3 Caseload AprMayJunRow4: 

		Quarter 4 Caseload JulAugSepRow4: 

		Total Caseload Year to dateRow4: 

		Site NumberRow5: 

		Site NameRow5: 

		Quarter 1 Caseload OctNovDecRow5: 

		Quarter 2 Caseload JanFebMarRow5: 

		Quarter 3 Caseload AprMayJunRow5: 

		Quarter 4 Caseload JulAugSepRow5: 

		Total Caseload Year to dateRow5: 

		Site NumberRow6: 

		Site NameRow6: 

		Quarter 1 Caseload OctNovDecRow6: 

		Quarter 2 Caseload JanFebMarRow6: 

		Quarter 3 Caseload AprMayJunRow6: 

		Quarter 4 Caseload JulAugSepRow6: 

		Total Caseload Year to dateRow6: 

		Site NumberRow7: 

		Site NameRow7: 

		Quarter 1 Caseload OctNovDecRow7: 

		Quarter 2 Caseload JanFebMarRow7: 

		Quarter 3 Caseload AprMayJunRow7: 

		Quarter 4 Caseload JulAugSepRow7: 

		Total Caseload Year to dateRow7: 

		Site NumberRow8: 

		Site NameRow8: 

		Quarter 1 Caseload OctNovDecRow8: 

		Quarter 2 Caseload JanFebMarRow8: 

		Quarter 3 Caseload AprMayJunRow8: 

		Quarter 4 Caseload JulAugSepRow8: 

		Total Caseload Year to dateRow8: 

		activities in coalitions chambers of commerce andor boards of directors that relate to your work plan goals: 

		that relate to your work plan: 

		the challenge and any steps you have taken to address the issues: 

		milestone please elaborate on those changes in this section: 

		been captured in the previous sections: 

		Quarter: 

		Dates: 

		to: 

		Check Box1: Off

		Check Box2: Off

		Check Box3: Off

		Check Box4: Off

		Check Box7: Off

		Check Box6: Off

		Check Box5: Off

		Goal 1: 

		Objective 11: 

		Objective 12: 

		Text8: 

		Text9: 

		Text10: 

		Text11: 

		Text12: 

		Text13: 

		Text14: 

		Text15: 

		Text16: 

		Text17: 

		Text18: 

		Text19: 

		Goal 3: 

		Objective 31: 

		Text20: 

		Text21: 

		Text22: 

		Text23: 

		Text24: 

		Text25: 
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X. Monitoring and Audits - Audits 
 


PROCEDURE 10.002 
Implementing Office:  Community 
Health Administration (CHA) 
Revised August 2019 
 


Approved by:  
 
_______________________ 
LaQuandra S. Nesbitt MD, MPH; Agency 
Director 


Review by Legal Counsel: 
 
____________________ 
Phillip Husband, Esq.;  
General Counsel 


Effective Date: 08/11/2015 
 
 


  


I.      
Authority 


USDA 
 


II.    Reason 
for the Policy 


CFR § 246.20 Audits (b)(3)   


III.    
Applicability  


DC WIC Local Agency  
 


IV.    Policy 
Statement 


1. Local agency sponsored audit reports of Program operations shall be made 
available for State Agency and the U.S. Department of Agricultural (USDA) review 
upon requests.  


 
2. The local agency shall submit the current A-133 audit to the State Agency along 


with the Local Agency Annual Plan of Operations. The A-133 audit must provide a 
line item audit review of the Special Supplemental Nutrition Program for 
Women, Infants and Children (WIC) with the CFDA No. 10.557. The A-133 audit 
must cover at least the second year prior to the current fiscal year (for example 
in Fiscal Year 2010—October 1, 2009– September 30, 2010, the A-133 Audit that 
is submitted will cover FY 2009, not FY 2010). 


 
3. The State Agency will monitor submission of the most current A-133 Audit during 


site visits (10.003) and the management evaluation process (10.004).  
 


V.    
Procedures 


The following concerns auditing procedures: 


1. Submit current A-133 Audit to the State Agency along with the Local Agency 
Workplan and Quarterly Narrative Report (see appendix 10.001B).  


2. Provide other audits reports upon request from State Agency or USDA.  
 


VI.  Appendix 
 


N/A 


VII. 
Reference 


10.001B Local Agency Workplan and Quarterly Narrative Report 
10.003 State Monitoring, Technical Assistance, and Site Visits 
10.004 State Management Evaluations   
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X. Monitoring and Audits -  State 
Monitoring of Local Agencies   
 


PROCEDURE 10.003 
Implementing Office:  Community 
Health Administration (CHA) 
 


Approved by:  
 
_______________________ 
LaQuandra S. Nesbitt MD, MPH; Agency 
Director 


Review by Legal Counsel: 
 
____________________ 
Phillip Husband, Esq.;  
General Counsel 


Created September 2019 
 
 


  


I.      
Authority 


USDA 
 


II.    Reason 
for the Policy 


The State Agency may visit Local Agencies on a rolling basis to monitor the delivery of 
Program Services, competency of staff, and to provide technical assistance. 
 


III.    
Applicability  


DC WIC State Agency and Local Agency Staff 
 


IV.    Policy 
Statement 


State Agency visits to WIC Local Agency sites may be announced for the purpose of 
technical assistance or corrective action plan reviews, or unannounced for candid 
Program monitoring. 
 


V.    
Procedures 


1. The  State Agency shall monitor 20% of all Local Agencies on an annual basis 
to ensure adequate delivery of Program services by competent staff.  


2. When monitoring the process of Certifications, the State Agency staff shall 
refer to 10.003A (or 10.003B) to record observations of Local Agency staff 
performing the certification and the environment of the clinic. 


3. When monitoring general Program procedures and customer service, the 
State Agency staff shall refer to appendix 10.003B to record observations and 
recommendations for corrective action.  


4. The Local Agency staff shall return reports in conjunction with State Agency 
monitoring visits according to policy 10.001 - Reporting Procedures.  


 
VI.   
Appendix 
 


10.003A Certification Monitoring Workbook 
10.003B Certification Monitoring PDF 
10.003C Local Agency Program Monitoring Form 
 


VII. 
Reference 


10.001 Reporting Requirements  
 


 








Instructions:
Participant File Review / Evaluation


 Use one (1) worksheet per staff Certification Observation. Evaluate a minimum of 
3 Certifications staff member. At least  one Certification per participant category 
(Woman, Infant Child) must be observed. At least one certification must be for a 
high-risk participant. Of these Certifications, one must contain special 
prescriptions.  


Evaluation Codes: 
4: Excellent
3: Meets Standard
2: Acceptable, but could use some coaching
1: Not acceptable - CAP (Corrective Action Plan) Necessary







COMMENTS


Participant ID No.


Category:


Intake/Family Information


Invest in the Interaction


Greeted Client/Introduced Self 
Explained purpose of the interview 
Asked permission to verify 
documents


0 1 2 3


Proof of ID was provided (i.e., 
infants’ hospital discharge 
documents, state issued ID, 
Passport, SS card, etc.) 


Staff collected, verified, and 
correctly recorded proof of date of 
birth 
Proof of address was provided and 
recorded correctly


Voter Status updated/ registration 
form and assistance provided


Education Level Collected/Updated


Staff verified participant address 
and phone number


Proxy policies followed (signatures 
collected, if applicable)


Client being certified physically 
present


Clerk:
Date: 


DC WIC Program-Certification Observation
Reviewer:
Agency:
Clinic:


CPA/CPPA:







Signature obtained for “No proof 
exists- ID/Address/Income” (if 
applicable)


•        Healthful Information


•        Fair Treatment


•         Honesty


•         Accurate Information


•         Good Use of the Program


•         Protect Your Benefits


Signature obtained for Rights and 
Responsibilities


Clients are informed the R&R are 
located in the food list folder.


Client


Accurate birth date & Gender 
collected and documented correctly


Proof of Identification provided and 
recorded accurately


Child linked to mother’s ID or 
reason not linked selected
Foster Status Documented (if 
applicable)
Race and ethnicity data collected 
(at initial cert only)
Income


Family size determined correctly


“Unborn counted” determined 
correctly
Participation in adjunctively eligible 
programs documented correctly (if 
applicable)
Proof of Income provided and 
recorded accurately


 Rights & Obligations Form; the certifier read (at minimum):







Signature obtained for Zero Income 
(if applicable)
Signature obtained for Forgot 
Documentation (if applicable)
Signature obtained for No Proof 
Exists (if applicable)
Signature obtained for Income 
Ineligible & copy provided to 
Authorized Rep (if applicable)


Separation of duties is consistent 
with State Agency policy.


Civil Rights


Clinic displays a "No Smoking" sign                                                 


Printed materials are available in 
languages other than English (Note 
which langiages)                                
"And Justice For All" poster is 
prominenetly displayed in "Plain 
view" and within "readable 
distance" of all 
applicants/participants                                   


Local agency is serving minorities 
based on the District of Columbia 
population                                              


Fair Hearing (11.001-Civil Rights) 
requests are being processed in 
accoradance with policy.                                                            


Certification 


Date(s) correctly recorded for last
menstrual period/expected delivery
date/actual delivery date (if
applicable)
Anthropometric/Laboratory
Greets Client/Introduced Self 
Explained purpose of the interview 
Asked permission to verify 
documents
Medical data <60 days old entered 
correctly (if applicable)
Weight/Length/Height







Scales are zeroed and balanced 
before weighing individual


Dry diaper
Light clothing
Without shoes
Weight measurement recorded 
accurately
Length board used for infants & 
children under 24 months or unable 
to stand unassisted
Both legs are grasped and 
straightened for measurements 
(length)
Length/Height measured twice (n/a if 
digital equipment is used)


Standing height used for children 
over 24 months & women


Measured using a stadiometer or 
non-stretched tape with a flat 
headboard
Heels together
Ankles, hips, and shoulder blades 
aligned
Eyes straight ahead with arms at 
sides
Without top hair adornment
Length/Height is measured to 
nearest 1/8 inch
Hemocue Lab Procedure
Cleansed & gloved hands for each 
test
Gloves remained on until cuvette 
was disposed
Correct site chosen (middle or ring 
finger, cannot have ring, when 
appropriate)
Cleansed & dried site


Correct puncture, first 2 - 3 drops
wiped, pressure / bandage applied 


Milking to collect blood, other 
method used







Cuvette container with lid on and 
stored at room temperature
The sharp edge of the cuvette is 
pointed downward
Filled in one step to front edge, 
excess blood wiped off
Hold to check for air bubbles, 
discarded if present


Disposed of used supplies properly 
in Biohazard / Sharps 
containers/trash can as appropriate


After each test, dispose of gloves, 
and cleanse hands


Blood values recorded accurately


Nutrition Assessment (VENA) 
(includes Breastfeeding 
Assessment)
Assessment
Greets Client/Introduced Self 
Explained purpose of the interview 
Asked permission to verify 
documents


0 1 2 3


Utilizes critical thinking skills to 
gather, analyze, evaluate, and 
prioritize the assessment to 
appropriately assign WIC Codes


0 1 2 3


What GHTM tool was used at the 
beginning of the D part of the 
assessment?
Utilizes ABCDE tool


Nutrition Discussion


Nutrition Counseling & Education


Offers appropriate, relevant, and 
accurate counseling and advice


Support Health Outcomes 
Encourages success by closing the 
conversation


0 1 2 3


Additional notes, if needed:


0 1 2 3







The nutrition education was 
appropriate to the client's cultural 
preferences and consideration to 
household situation, educational 
background


Discusses anthropometric and 
biochemical data and reviews 
growth chart 


Appropriate referrals were made 


Provides substance abuse 
information
Creates participant-centered 
SMART goal
Follow up appointment addressed 
appropriately


Food Benefits
Food benefits tailored and 
reviewed appropriately


Appropriate issuance interval (i.e. 
High Risk & Forgot Documentation)


Provided authorized food list


Provided a current list of authorized 
vendors (if applicable)


Using the Family Balance Summary, 
education was provided on the 
food package.
Notes


Documentation after Observation


Uses TGIF note structure 
appropriately
Documents food package 
accuarately
Documents referrals accurately
Documents nutrition education 
contacts appropriately and 
accurately
Immunization records complete for 
age


Additional notes, if needed:


0 1 2 3







Includes alerts when appropriate


Appropriate risk codes
Documents follow-up appointment 
accurately
Immunizations/Breastfeeding 
Surveillance
Immunizations documented 
correctly (if applicable)
Breastfeeding surveillance 
documented correctly (if 
applicable)
Customer Service
Staff logged out of HANDS or locked 
computer when leaving the 
workstation
Clinic environment ensures 
confidentiality and privacy is 
maintained
Accommodations were made to 
provide services/forms in 
participant’s preferred language/ 
Focused on client when a translator 
was used
Staff focused on the client and not 
the computer
Staff informed client of the right to 
complain/ gave complaint hotline 
number.
Certifier's Feedback After Observation


What might you do different next time?


 What areas do you feel you do well on? 


How do you feel about your competency during this appointment?
Discussion points with the certifier:
Participant Name and ID #: 







Grading Tool:


0: Lacks competence


1: Needs training, guidance, 
close monitoring


2: Needs to be mentored in 
specific identified skills


3: Demonstrates 
competence


 


   







Local Agency Site: 


Staff:


Client Name:


Client Category:
WIC ID: 


HH ID:


File Review: Yes
A.      CARES Documentation: 


3.       Immunization record complete?
4.       Appropriate risk code(s) assigned?
5.       Appropriate referrals documented?
6.       Appropriate nutrition education contacts?
7.       Food Prescription correct?
8.       TGIF  note documented?
9.       Goal Setting? SMART?
10.     Breastfeeding contact documented in BF note?
11.     Breastfeeding Referral documented?
12.     Exit Counsling Noted
13.    Other:___________________
B.      Assessment Folder:


1.     Is there anything in the folder that should have  been  documented  in 
CARES ?
2.   Are all forms signed and dated in the correct spots?
3.    Are all required forms present in the participants folder? 


4.   Are forms stapled and organized in folder?


5.   Is the file correctly labeled? 


A.      Prescription Form:


1.       Form in file
2.       Dated within necessary certification period?
3.       Appropriate diagnosis indicated on form?
4.       Signature valid on form? 


Appt Start Time:


Appt End Time: 


Date: 


Evaluation Type:


Reviewer: 


Scheduled Appt Ti


Clinic Arrival Time











No Incomplete N/A Comments:


  


   


 


 


 


  ime:


  e:











Local Agency Site: 
Staff:


Clinic Environment: Yes No N/A


Supports Breastfeeding


Free of Formula Signs


Up to Date Nutrition Education


Approved Videos Played


Scales Calibrated


Scales Balanced


Ample Lab Supplies


Dated Microcuvettes


Participant Confidentiality Maintained


Accomodations for BF Mothers


Clinic Clean/ Free of Clutter


BF Log Updated/Accurate


Appropriate Formula Storage
Clinic Environment: Not Observed


Date: 
Evaluation Type:


Reviewer: 







Comments





		Instructions

		Certification Observation

		File Review  for Cert

		Clinic Environment for Cert






1 
Appendix 10.003B  Revised September 2019 


DC WIC Program-Certification Observation 


REVIEWER: 


AGENCY: 


CERTIFIER(S):  DATE: 


CLINIC: 


Grading Tool: 0: 1: 2: 3: 


Lacks 
competence 


Needs training, 
guidance, close 
monitoring 


Needs to be 
mentored in specific 
identified skills 


Demonstrates 
competence 


Participant ID No.: Category: 


Intake/Family Information COMMENTS 
Invests in the Interaction 


 Greeted Client/Introduced Self


 Explained purpose of the interview


 Asked permission to verify documents


Proof of ID was provided  
(infants’ hospital discharge documents, state 
issued ID, Passport, SS card, etc) 


Staff collected, verified, and correctly recorded 
proof of date of birth 
Proof of address was provided and recorded 
correctly 
Voter Status updated/ registration form and 
assistance provided 
Education Level Collected/Updated 


Staff verified participant address and phone 
number 
Proxy policies followed  
(signatures collected, if applicable) 
Client being certified physically present 


Signature obtained for “No proof exists- 
ID/Address/Income” (if applicable) 
Rights & Obligations Form -  the certifier read (at minimum): 


 Healthful Information


 Fair Treatment


 Honesty


 Accurate Information


 Good Use of the Program


 Protect Your Benefits
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Signature obtained for R&R 


Client informed that R&R are in food list folder 


Client 


Accurate birth date & gender collected and 
documented correctly 
Proof of identity provided and recorded 
accurately 
Child linked to mother’s ID or reason not 
linked selected 
Foster status documented 
(if applicable) 
Race and ethnicity data collected 
(at initial certification only) 
Income 


Family size determined correctly 


“Unborn counted” determined correctly 


Participation in adjunctively eligible programs 
documented correctly (if applicable) 
Proof of Income provided and recorded 
accurately 
Signature obtained for Zero Income 
(if applicable) 
Signature obtained for Forgot Documentation 
(if applicable) 
Signature obtained for No Proof Exists 
(if applicable) 
Signature obtained for Income Ineligible & copy 
provided to Authorized Rep (if applicable) 
Separation of duties is consistent with State 
Agency policy 


Civil Rights 


Clinic displays a "No Smoking" sign 


Printed materials are available in languages 
other than English (Note which languages)        
"And Justice For All" poster is prominently 
displayed in "Plain view" and within "readable 
distance" of all applicants/participants Local agency is serving minorities based on the 
District of Columbia population 
Fair Hearing requests are being processed in 
accordance with policy      


Certification 


Date(s) correctly recorded for last menstrual 
period / expected delivery date / actual 
delivery date  (if applicable) 
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Anthropometric/Laboratory 


Medical data <60 days old entered correctly 
(if applicable) 


Weight/Length/Height 


Scales are zeroed and balanced before 
weighing individual 


Dry diaper 


Light clothing 


Without shoes 


Weight measurement recorded accurately 


Length board used for infants & children 
under 24 months or unable to stand 
unassisted 


Both legs are grasped and straightened for 
measurements (length) 


Length/Height measured twice (n/a if digital 
equipment is used) 


Standing height used for children over 24 
months & women 


Measured using a standiometer or non-
stretched tape with a flat headboard 
Heels together 


Ankles, hips, and shoulder blades aligned 


Eyes straight ahead with arms at sides 


Without top hair adornment 


Length/Height measured to nearest 1/8 inch 


Hemocue Lab Procedure 


Cleansed & gloved hands for each test 


Gloves remained on until cuvette disposed 


Correct site chosen (middle or ring finger, 
cannot have ring, when appropriate) 


Cleansed & dried site 
Correct puncture, first 2 - 3 drops wiped, 
pressure / bandage applied  
Milking to collect blood, other method used 


Cuvette container with lid on, stored at 
room temp 


Sharp edge of cuvette is pointed downward 
Filled in one step to front edge, excess blood 
wiped off 
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Hold to check for air bubbles, discarded if 
present 


Disposed of used supplies properly in 
Biohazard / Sharps containers/trash can as 
appropriate Disposes of gloves, and cleans hands after
each test 
Blood values recorded accurately 


Nutrition Assessment (VENA) 
(includes Breastfeeding Assessment) 


Assessment 


Greets Client/Introduced Self Explained 
purpose of the interview Asked permission 
to verify documents 


Utilizes critical thinking skills to gather, 
analyze, evaluate, prioritize the 
assessment + assign appropriate WIC 
Codes 


What GHTM tool was used at the 
beginning of the D part of the assessment? 


Utilizes ABCDE tool 


Additional notes, if needed: 


Nutrition Discussion 


Nutrition Counseling & Education 0 1 2 3 


Offers appropriate, relevant, and accurate 
counseling and advice 


Support Health Outcomes 
Encourages success by closing the 
conversation 


0 1 2 3 


The nutrition education was appropriate 
to the client's cultural preferences and 
consideration to household situation, 
educational background 


Discusses anthropometric and biochemical 
data and reviews growth chart  


Appropriate referrals were made 


Provides substance abuse information 


Creates participant-centered SMART goal 


Follow up appointment addressed 
appropriately 


Additional Notes: 
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Food Benefits     


Food benefits tailored and reviewed 
appropriately     


Appropriate issuance interval 
(i.e. High Risk & Forgot Documentation)     


Provided authorized food list     


Provided a current list of authorized 
vendors (if applicable)     


Education provided on the food package, 
using Family Balance Summary      


Notes     


Documentation after Observation 
0 1 2 3   


Uses TGIF note structure appropriately 


Documents food package accurately     


Documents referrals accurately     


Documents nutrition education contacts 
appropriately and accurately     


Immunization records complete for age     


Includes alerts when appropriate     


Appropriate risk codes     


Documents follow-up appointment 
accurately     


Immunizations/Breastfeeding 
Surveillance 


    


Immunizations documented correctly  
(if applicable)     


Breastfeeding surveillance documented 
correctly (if applicable)     


Customer Service     


Staff logged out of HANDS or locked 
computer when leaving the workstation     


Clinic environment ensures confidentiality 
and privacy is maintained     


Accommodations were made to provide 
services/forms in participant’s preferred 
language/ Focused on client when a 
translator was used 


    


Staff focused on the client and not the 
computer     


Staff informed client of the right to 
complain/ gave complaint hotline number     
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Certifier's Feedback After Observation   


Participant Name and ID #:  


Discussion points with the certifier: 


How do you feel about your competency during this appointment? 
 
 
 
 
 


 What areas do you feel you do well on?  
 
 
 
 
 


What might you do different next time? 
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Clinic Environment during Certification Observation: 
 


Clinic Environment: Yes No N/A Comments 


Supports Breastfeeding         


Free of Formula Signs         


Up to Date Nutrition 
Education         


Approved Videos Played 
        


Scales Calibrated 
        


Scales Balanced 
        


Ample Lab Supplies         


Dated Microcuvettes         


Participant Confidentiality 
Maintained         


Accommodations for 
Breastfeeding Mothers         


Clinic Clean / Free of Clutter 
        


Breastfeeding Log Updated 
/ Accurate 


        


Appropriate Formula 
Storage         


Clinic Environment:   
Not Observed         
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File Review related to Certification Observation  
  


File Review:  Yes No Incomplete N/A Comments: 


CARES Documentation:            


Immunization record complete?           


Appropriate risk code(s) assigned?           


Appropriate referrals documented?           


Appropriate nutrition education 
contacts? 


        
  


Food Prescription correct?           


TGIF  note documented?           


Goal Setting? SMART?           


Breastfeeding contact documented in 
BF note? 


        
  


Breastfeeding Referral documented?           


Exit Counseling Noted           


Other:___________________           


Assessment Folder:           


Is there anything in the folder that 
should have  been  documented  in 
CARES ? 


          


Are all forms signed and dated in the 
correct spots? 


        
  


Are all required forms present in the 
participant’s folder?  


        
  


Are forms stapled and organized in 
folder? 


        
  


Is the file correctly labeled?            


Prescription Form:           


Form in file           


Dated within necessary certification 
period? 


        
  


Appropriate diagnosis indicated on 
form? 


        
  


Signature valid on form?            


 





		CERTIFIERS: 

		DATE: 

		CLINIC: 

		Participant ID No: 

		COMMENTS0 1 2 3: 

		0 1 2 3Proof of ID was provided infants hospital discharge documents state issued ID Passport SS card etc: 

		COMMENTSProof of ID was provided infants hospital discharge documents state issued ID Passport SS card etc: 

		0 1 2 3Staff collected verified and correctly recorded proof of date of birth: 

		COMMENTSStaff collected verified and correctly recorded proof of date of birth: 

		0 1 2 3Proof of address was provided and recorded correctly: 

		COMMENTSProof of address was provided and recorded correctly: 

		0 1 2 3Voter Status updated registration form and assistance provided: 

		COMMENTSVoter Status updated registration form and assistance provided: 

		0 1 2 3Education Level CollectedUpdated: 

		COMMENTSEducation Level CollectedUpdated: 

		0 1 2 3Proxy policies followed signatures collected if applicable: 

		0 1 2 3Client being certified physically present: 

		COMMENTSClient being certified physically present: 

		0 1 2 3Signature obtained for No proof exists IDAddressIncome if applicable: 

		COMMENTSSignature obtained for No proof exists IDAddressIncome if applicable: 

		fill_28: 

		fill_29: 

		fill_30: 

		fill_31: 

		fill_32: 

		fill_33: 

		Signature obtained for RR: 

		Client informed that RR are in food list folder: 

		Accurate birth date  gender collected and documented correctly: 

		Proof of identity provided and recorded accurately: 

		Child linked to mothers ID or reason not linked selected: 

		Foster status documented if applicable: 

		Race and ethnicity data collected at initial certification only: 

		Family size determined correctly: 

		Unborn counted determined correctly: 

		Participation in adjunctively eligible programs documented correctly if applicable: 

		Proof of Income provided and recorded accurately: 

		Signature obtained for Zero Income if applicable: 

		Signature obtained for Forgot Documentation if applicable: 

		Signature obtained for No Proof Exists if applicable: 

		Signature obtained for Income Ineligible  copy provided to Authorized Rep if applicable: 

		Separation of duties is consistent with State Agency policy: 

		Clinic displays a No Smoking sign: 

		Printed materials are available in languages other than English Note which languages: 

		And Justice For All poster is prominently displayed in Plain view and within readable: 

		Local agency is serving minorities based on the District of Columbia population: 

		Fair Hearing requests are being processed in accordance with policy: 

		Dates correctly recorded for last menstrual period  expected delivery date  actual delivery date if applicable: 

		Medical data 60 days old entered correctly if applicable: 

		Scales are zeroed and balanced before weighing individual: 

		Dry diaper: 

		Light clothing: 

		Without shoes: 

		Weight measurement recorded accurately: 

		Length board used for infants  children under 24 months or unable to stand unassisted: 

		Both legs are grasped and straightened for measurements length: 

		LengthHeight measured twice na if digital equipment is used: 

		Standing height used for children over 24 months  women: 

		Measured using a standiometer or non stretched tape with a flat headboard: 

		Heels together: 

		Ankles hips and shoulder blades aligned: 

		Eyes straight ahead with arms at sides: 

		Without top hair adornment: 

		LengthHeight measured to nearest 18 inch: 

		Cleansed  gloved hands for each test: 

		Gloves remained on until cuvette disposed: 

		Correct site chosen middle or ring finger cannot have ring when appropriate: 

		Cleansed  dried site: 

		Correct puncture first 2 3 drops wiped pressure  bandage applied: 

		Milking to collect blood other method used: 

		Cuvette container with lid on stored at room temp: 

		Sharp edge of cuvette is pointed downward: 

		Filled in one step to front edge excess blood wiped off: 

		Hold to check for air bubbles discarded if present: 

		Disposed of used supplies properly in Biohazard  Sharps containerstrash can as: 

		Disposes of gloves and cleans hands after each test: 

		0 1 2 3What GHTM tool was used at the beginning of the D part of the assessment: 

		0 1 2 3Row2: 

		0 1 2 3_2: 

		0 1 2 3_3: 

		0 1 2 3Row1: 

		0 1 2 3Row2_2: 

		0 1 2 3Provides substance abuse information: 

		0 1 2 3Creates participantcentered SMART goal: 

		0 1 2 3Follow up appointment addressed appropriately: 

		Additional Notes: 

		Food benefits tailored and reviewed appropriately: 

		Appropriate issuance interval ie High Risk  Forgot Documentation: 

		Provided authorized food list: 

		Provided a current list of authorized vendors if applicable: 

		Education provided on the food package using Family Balance Summary: 

		0 1 2 3_4: 

		0 1 2 3Documents food package accurately: 

		0 1 2 3Documents referrals accurately: 

		0 1 2 3Documents nutrition education contacts appropriately and accurately: 

		0 1 2 3Immunization records complete for age: 

		0 1 2 3Includes alerts when appropriate: 

		0 1 2 3Appropriate risk codes: 

		0 1 2 3Documents followup appointment accurately: 

		0 1 2 3Immunizations documented correctly if applicable: 

		0 1 2 3Breastfeeding surveillance documented correctly if applicable: 

		0 1 2 3Staff logged out of HANDS or locked computer when leaving the workstation: 

		0 1 2 3Clinic environment ensures confidentiality and privacy is maintained: 

		0 1 2 3Accommodations were made to provide servicesforms in participants preferred language Focused on client when a translator was used: 

		0 1 2 3Staff focused on the client and not the computer: 

		0 1 2 3Staff informed client of the right to complain gave complaint hotline number: 

		Participant Name and ID: 

		Discussion points with the certifier: 

		How do you feel about your competency during this appointment: 

		What areas do you feel you do well on: 

		What might you do different next time: 

		YesSupports Breastfeeding: 

		NoSupports Breastfeeding: 

		NASupports Breastfeeding: 

		CommentsSupports Breastfeeding: 

		YesFree of Formula Signs: 

		NoFree of Formula Signs: 

		NAFree of Formula Signs: 

		CommentsFree of Formula Signs: 

		YesUp to Date Nutrition Education: 

		NoUp to Date Nutrition Education: 

		NAUp to Date Nutrition Education: 

		CommentsUp to Date Nutrition Education: 

		YesApproved Videos Played: 

		NoApproved Videos Played: 

		NAApproved Videos Played: 

		CommentsApproved Videos Played: 

		YesScales Calibrated: 

		NoScales Calibrated: 

		NAScales Calibrated: 

		CommentsScales Calibrated: 

		YesScales Balanced: 

		NoScales Balanced: 

		NAScales Balanced: 

		CommentsScales Balanced: 

		YesAmple Lab Supplies: 

		NoAmple Lab Supplies: 

		NAAmple Lab Supplies: 

		CommentsAmple Lab Supplies: 

		YesDated Microcuvettes: 

		NoDated Microcuvettes: 

		NADated Microcuvettes: 

		CommentsDated Microcuvettes: 

		YesParticipant Confidentiality Maintained: 

		NoParticipant Confidentiality Maintained: 

		NAParticipant Confidentiality Maintained: 

		CommentsParticipant Confidentiality Maintained: 

		YesAccommodations for Breastfeeding Mothers: 

		NoAccommodations for Breastfeeding Mothers: 

		NAAccommodations for Breastfeeding Mothers: 

		CommentsAccommodations for Breastfeeding Mothers: 

		YesClinic Clean  Free of Clutter: 

		NoClinic Clean  Free of Clutter: 

		NAClinic Clean  Free of Clutter: 

		CommentsClinic Clean  Free of Clutter: 

		YesBreastfeeding Log Updated  Accurate: 

		NoBreastfeeding Log Updated  Accurate: 

		NABreastfeeding Log Updated  Accurate: 

		CommentsBreastfeeding Log Updated  Accurate: 

		YesAppropriate Formula Storage: 

		NoAppropriate Formula Storage: 

		NAAppropriate Formula Storage: 

		CommentsAppropriate Formula Storage: 

		YesClinic Environment Not Observed: 

		NoClinic Environment Not Observed: 

		NAClinic Environment Not Observed: 

		CommentsClinic Environment Not Observed: 

		YesImmunization record complete: 

		NoImmunization record complete: 

		IncompleteImmunization record complete: 

		NAImmunization record complete: 

		CommentsImmunization record complete: 

		YesAppropriate risk codes assigned: 

		NoAppropriate risk codes assigned: 

		IncompleteAppropriate risk codes assigned: 

		NAAppropriate risk codes assigned: 

		CommentsAppropriate risk codes assigned: 

		YesAppropriate referrals documented: 

		NoAppropriate referrals documented: 

		IncompleteAppropriate referrals documented: 

		NAAppropriate referrals documented: 

		CommentsAppropriate referrals documented: 

		YesAppropriate nutrition education contacts: 

		NoAppropriate nutrition education contacts: 

		IncompleteAppropriate nutrition education contacts: 

		NAAppropriate nutrition education contacts: 

		CommentsAppropriate nutrition education contacts: 

		YesFood Prescription correct: 

		NoFood Prescription correct: 

		IncompleteFood Prescription correct: 

		NAFood Prescription correct: 

		CommentsFood Prescription correct: 

		YesTGIF note documented: 

		NoTGIF note documented: 

		IncompleteTGIF note documented: 

		NATGIF note documented: 

		CommentsTGIF note documented: 

		YesGoal Setting SMART: 

		NoGoal Setting SMART: 

		IncompleteGoal Setting SMART: 

		NAGoal Setting SMART: 

		CommentsGoal Setting SMART: 

		YesBreastfeeding contact documented in BF note: 

		NoBreastfeeding contact documented in BF note: 

		IncompleteBreastfeeding contact documented in BF note: 

		NABreastfeeding contact documented in BF note: 

		CommentsBreastfeeding contact documented in BF note: 

		YesBreastfeeding Referral documented: 

		NoBreastfeeding Referral documented: 

		IncompleteBreastfeeding Referral documented: 

		NABreastfeeding Referral documented: 

		CommentsBreastfeeding Referral documented: 

		YesExit Counseling Noted: 

		NoExit Counseling Noted: 

		IncompleteExit Counseling Noted: 

		NAExit Counseling Noted: 

		CommentsExit Counseling Noted: 

		YesOther: 

		NoOther: 

		IncompleteOther: 

		NAOther: 

		CommentsOther: 

		YesIs there anything in the folder that should have been documented in CARES: 

		NoIs there anything in the folder that should have been documented in CARES: 

		IncompleteIs there anything in the folder that should have been documented in CARES: 

		NAIs there anything in the folder that should have been documented in CARES: 

		CommentsIs there anything in the folder that should have been documented in CARES: 

		YesAre all forms signed and dated in the correct spots: 

		NoAre all forms signed and dated in the correct spots: 

		IncompleteAre all forms signed and dated in the correct spots: 

		NAAre all forms signed and dated in the correct spots: 

		CommentsAre all forms signed and dated in the correct spots: 

		YesAre all required forms present in the participants folder: 

		NoAre all required forms present in the participants folder: 

		IncompleteAre all required forms present in the participants folder: 

		NAAre all required forms present in the participants folder: 

		CommentsAre all required forms present in the participants folder: 

		YesAre forms stapled and organized in folder: 

		NoAre forms stapled and organized in folder: 

		IncompleteAre forms stapled and organized in folder: 

		NAAre forms stapled and organized in folder: 

		CommentsAre forms stapled and organized in folder: 

		YesPrescription Form: 

		NoPrescription Form: 

		IncompletePrescription Form: 

		NAPrescription Form: 

		CommentsPrescription Form: 

		YesForm in file: 

		NoForm in file: 

		IncompleteForm in file: 

		NAForm in file: 

		CommentsForm in file: 

		YesDated within necessary certification period: 

		NoDated within necessary certification period: 

		IncompleteDated within necessary certification period: 

		NADated within necessary certification period: 

		CommentsDated within necessary certification period: 

		YesAppropriate diagnosis indicated on form: 

		NoAppropriate diagnosis indicated on form: 

		IncompleteAppropriate diagnosis indicated on form: 

		NAAppropriate diagnosis indicated on form: 

		CommentsAppropriate diagnosis indicated on form: 

		YesSignature valid on form: 

		NoSignature valid on form: 

		IncompleteSignature valid on form: 

		NASignature valid on form: 

		CommentsSignature valid on form: 

		REVIEWER: 

		AGENCY: 

		Category: 

		0 1 2 3Staff verified participant address and phone number: 

		COMMENTSStaff verified participant address and phone number: 

		COMMENTSProxy policies followed signatures collected if applicable: 

		Text1: 

		Text2: 

		Text3: 

		Text4: 

		Text5: 

		Text6: 

		Text7: 

		Text8: 

		Text9: 

		Text10: 

		Text11: 

		Text12: 

		Text13: 

		Text14: 

		Text15: 

		Text16: 

		Text17: 

		Text18: 

		Text19: 

		Text20: 

		Text21: 

		Text22: 

		Text23: 

		Text24: 

		Text25: 

		Text26: 

		Text27: 

		Text28: 

		Text33: 

		Text34: 

		Text35: 

		Text36: 

		Text37: 

		Text38: 

		Text39: 

		Text29: 

		Text30: 

		Text31: 

		Text32: 

		Text40: 

		Text41: 

		Text42: 

		Text43: 

		Text44: 

		Text45: 

		Text46: 

		Text47: 

		Text48: 

		Text49: 

		Text50: 

		Text51: 

		Text52: 

		Text53: 

		Text54: 

		Text55: 

		Text56: 

		Text57: 

		Text58: 

		Text63: 

		Dropdown65: [0]

		Dropdown66: [0]

		Dropdown67: [3]

		Dropdown68: [3]

		Dropdown69: [0]

		Text60: 

		Text61: 

		Text62: 

		Text70: 

		Text71: 

		Text72: 

		Text73: 

		Text74: 

		Text75: 

		Text76: 

		Text77: 

		Text78: 

		Text79: 

		Dropdown80: [0]

		Text81: 

		Text82: 

		Text83: 

		Text84: 

		Text85: 

		Text86: 

		Text87: 

		Text88: 

		Text89: 

		Text90: 

		Text91: 

		Text92: 

		Text93: 

		Text94: 

		Other: 

		CommentsIs the file correctly labeled: 

		NAIs the file correctly labeled: 

		IncompleteIs the file correctly labeled: 

		NoIs the file correctly labeled: 

		YesIs the file correctly labeled: 
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Source of visit: 
 Technical Assistance Follow-up Corrective Action Unannounced Site Visit 


Appointment Scheduling 
Was the appointment 
made within the 7-10 
day processing 
standards for pregnant, 
breastfeeding and 
infants? 
What was the show-
rate for that given day? 


Caseload 
What was the 
scheduled number of 
participants for the 
day? 


Initial Certifications:    
Subsequent Certification:  
Medical Update:   
Individual Nutrition Education/Check Pick-up:  
Walk-in Check Pick-up:  
Group Class Check Pick-up: 
Nutrition Education:  
Total Scheduled:  


How many appts. were 
kept? 
WIC clinic staff 
reschedules the 
participant if the appt. 
was missed? How 
many? 
Outreach/In-reach 
How is the local agency 
(clinic site) promoting 
the WIC Program within 
the facility? 


Name of Local Agency: 


Name of WIC Clinic/Clinic #: 
State Agency Representative: 
Date of Visit/Time of Visit: 
CPA: 
Time: Arrival: 
Time: Departure: 
CPA: 
Nutrition Technician: 
Breastfeeding Peer Counselor: 
WIC Clerk (Health Technician): 
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What was the 
scheduled number of 
participants for the 
day? 
How many appts. were 
kept? 


. 


WIC clinic staff 
reschedules the 
participant if the appt. 
was missed? How 
many? 
How is the local agency 
(clinic site) promoting 
the WIC Program within 
the facility? 
How is the local agency 
(clinic site) promoting the 
WIC Program within the 
community, ie.. Day care 
centers, head start 
programs. 
WIC or clinic staff refer 
participants to another 
social service agency 


Customer Service Comments 
Local agency site voice mailbox 
conveys the following information: 
1) Name of WIC clinic
2) Hours of operation
3) What number to dial for


immediate assistance
4) Option for caller (e.g.; website


address, fax number)
5) When calls will be returned
Receiving Telephone Calls: 


1) Salutation-
• Staff name and agency


• How may I help? 


• Closing: Thank person for
calling


• All in-coming calls are
received during business
hours


Receiving and Returning… 
• Returning calls are made within 


one (1) business day of receipt  







     Clinic Site Visit Program Monitoring Report Appendix 10.003C 
 District of Columbia WIC State Agency 


3 
10.003C Revised September 2019 


CPPA/CPA Counseling 
List Participant ID #’s 


Greets client/ introduces self/ 
explains purpose of the 
appointment 


Offers participant-centered, 
appropriate, relevant and 
accurate counseling  


Includes the following: 
• Anthropometric


/ biochemical data 
• Substance abuse
• High-risk codes
• Immunizations
• Food package
• SMART goal
• Referrals


Accurate documentation 


Secondary Nutrition Education 
Individual/group  
(list participant ID #’s) 


Type of nutrition education 
(handout, cooking demo, 
WICSmart, etc) 


Offers participant centered, 
appropriate, relevant and 
accurate education 


Refers participant to CPA for 
high- risk secondary nutrition 
education 


Accurate documentation 
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Farmers’ Market Check Issuance/Storage: 
List participant ID #’s 


Includes the following: 
• Explanation of program
• How to use the checks
• Where to use the checks
• Adjunct programs
• CVC at farmers’ markets
• Program material (web or


paper)
Accurate documentation 


Surplus checks are stored in a 
locked room 


Organization & Management Comments 
Minimum staffing pattern based 
on staff-to-participant ratios 
(1:300) 


Local agency site is able to address 
the needs of Limited English 
Proficient (LEP) participants 


Corrective Action Needed: 


Corrective Action Target Date: 


WIC State Agency Representative: ______________________________________Date: ______________ 


Local Agency Staff Name: __________________________________________ 


Job Title of WIC Staff: _____________________________________________ 


WIC Director: ____________________________________________________ Date:_______________ 





		CPA_2: 

		Nutrition Technician: 

		Breastfeeding Peer Counselor: 

		WIC  Health Technician: 

		Click here to enter textWIC clinic staff reschedules the participant if the appt was missed How many: 

		Click here to enter textHow is the local agency clinic site promoting the WIC Program within the facility: 

		CommentsLocal agency site voice mailbox conveys the following information 1 Name of WIC clinic 2 Hours of operation 3 What number to dial for immediate assistance 4 Option for caller eg website address fax number 5 When calls will be returned: 

		CommentsChoose an item Choose an item Choose an item Choose an item: 

		CommentsReceiving and Returning  Returning calls are made within 1 business day of receipt: 

		List Participant ID s: 

		Greets client introduces self explains purpose of the appointment: 

		Includes the following  Anthropometric  biochemical data  Substance abuse  Highrisk codes  Immunizations  Food package  SMART goal  Referrals: 

		Accurate documentation: 

		Individualgroup list participant ID s: 

		Type of nutrition education handout cooking demo WICSmart etc: 

		Offers participant centered appropriate relevant and accurate education: 

		Refers participant to CPA for highrisk secondary nutrition education: 

		Accurate documentation_2: 

		List participant ID s: 

		Includes the following  Explanation of program  How to use the checks  Where to use the checks  Adjunct programs  CVC at farmers markets  Program material web or paper: 

		Accurate documentation_3: 

		Surplus checks are stored in a locked room: 

		Local agency site is able to address the needs of Limited English Proficient LEP participants: 

		CommentsLocal agency site is able to address the needs of Limited English Proficient LEP participants: 

		WIC State Agency Representative: 

		Date: 

		Local Agency Staff Name: 

		Job Title of WIC Staff: 

		WIC Director: 

		Date_2: 

		Name of Local Agency: 

		Name of WIC ClinicClinic: 

		State Agency Representative: 

		Date of VisitTime of Visit: 

		CPA: 

		Time Arrival: 

		Time Departure: 

		Check Box1: Off

		Check Box2: Off

		Check Box3: Off

		Text4: 

		Text5: 

		Text6: 

		Text7: 

		Text8: 

		Text9: 

		Text10: 

		Text11: 

		Choose an item: 

		Click here to enter text: 

		Text12: 

		What was the scheduled number of participants for the day_2: 

		Text13: 

		WIC clinic staff reschedules the participant if the appt was missed How many: 

		How is the local agency clinic site promoting the WIC Program within the facility: 

		How is the local agency clinic site promoting the WIC Program within the community ie Day care centers head start programs: 

		Choose an item_2: 

		Check Box14: Off

		Check Box15: Off

		Check Box16: Off

		Check Box18: Off

		Check Box19: Off

		Check Box20: Off

		Check Box21: Off

		Check Box22: Off

		Check Box23: Off

		Check Box24: Off

		Text25: 

		Minimum staffing pattern based on stafftoparticipant ratios 1300: 

		CommentsMinimum staffing pattern based on stafftoparticipant ratios 1300: 

		Text26: 

		Text27: 
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X. Monitoring and Audits – State
Management Evaluations


PROCEDURE 10.004 
Implementing Office:  Community 
Health Administration (CHA) 
Revised September 2019 


Approved by: 


_______________________ 
LaQuandra S. Nesbitt MD, MPH; Agency 
Director 


Review by Legal Counsel: 


____________________ 
Phillip Husband, Esq.;  
General Counsel 


Effective Date: 
September 2019 


I.  
Authority 


USDA 


II. Reason
for the Policy


FED § 246.19 State Agency Responsibilities b (2), (3), (4) and (6). 


III.  
Applicability 


DC WIC State Agency and Local Agency Staff 


IV. Policy
Statement


1. Management Evaluations of Local Agencies shall encompass, but not be limited
to, certification, nutrition education, breastfeeding support, civil rights
compliance, accountability, financial management systems, and food delivery
systems.


2. The State Agency shall conduct management evaluations of each Local Agency at
least once every two years, but reserves the right to conduct the management
evaluation every year. Such reviews shall include on-site reviews of a minimum of
20 percent of the clinics in each Local Agency or one clinic, whichever is greater.


3. The State Agency shall develop a corrective action process which includes:
prompt notification of deficiencies to the Local Agency, timely development of
corrective action plans, and monitoring of Local Agency implementation of such
plans.


4. The State Agency shall require Local Agencies to establish management
evaluation systems to review their operations and those of associated clinics or
contractors.


5. The Local Agency must submit a corrective action plan, including implementation
time-frames, within 30 days of receipt of a Management Evaluation report.


V.   
Procedures 


1. Sixty days before a management evaluation, the Local Agency shall receive
written notification from the State Agency that a management evaluation will be
conducted. See appendix 10.003A for an example of the pre-management
evaluation questionnaire.


2. The Local Agency shall provide documentation and/or access to files as indicated
in the written notification.
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3. The Local Agency shall set aside an appropriate workspace for State Agency staff. 


4. The Local Agency Director, or a designated representative, shall participate in an 
entrance interview with State Agency staff.  


5. The Local Agency shall ensure availability of staff for observation of actual service 
delivery, gathering data, and interviews. 


6. The Local Agency Director, or a designated representative, shall participate in the 
exit interview with WIC State Agency staff.  


7. The Local Agency shall receive the management evaluation report from State 
Agency within 30 days of exit interview. 


8. The Local Agency shall submit a corrective action plan within 60 days of receipt of 
the management evaluation report.  


9. Once the Local Agency has submitted their Corrective Action Plan, the State 
Agency shall review within 30 days.  


 
VI.   
Appendix 
 


10.004A Pre-Management Evaluation Questionnaire 
10.004B Management Evaluation Workbook  
10.004C Management Evaluation Report Template with Corrective Action Plan  
 


VII. 
Reference 


N/A 
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Unit 


Pre-ME 
Questionnaire 


 
P&P # 


 
Management Evaluation Question 


 
(Yes/No/NA) 


 


 
Describe your Procedure 


Program 
Support 


Pre-ME 
Questionnaire 7.011 


Maintains the monthly average show rates for each of 
your sites for the previous year  
 
 
 
 


  


Program 
Support 


Pre-ME 
Questionnaire 7.010 Tracks the caseload monthly   


Program 
Support 


Pre-ME 
Questionnaire 


7.003 
7.005B 
7.010 


LA is able to identify driving forces for the 
show rates and puts together strategies to 
increase the over-all show-rate 


  


Program 
Support 


Pre-ME 
Questionnaire 


11.001 


Prints the appropriate nondiscrimination statement 
on all WIC- related materials that are disseminated 
to applicants, participants, outreach/referral 
contacts, and the general public (leaflets, brochures, 
bulletins, news media PSAs, application forms, 
nutrition education materials). 


  


Program 
Support 


Pre-ME 
Questionnaire 11.001 


Reviews and monitors activities to 
ensure compliance with nondiscrimination laws 
and regulations 


 
 
 
 
 
 


 


Program 
Support 


Pre-ME 
Questionnaire 11.001 


11.002 


Provides interpreter services free of charge to 
the participants who need or request them  


 


Program 
Support Pre-ME 


Questionnaire 


   9.002 
10.002 
10.006 


 


Reviews operations at least annually including 
certification procedures and participant record 
audit 
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Unit 


Pre-ME 
Questionnaire 


 
P&P # 


 
Management Evaluation Question 


 
(Yes/No/NA) 


 


 
Describe your Procedure 


Program 
Support/IT 


Pre-ME 
Questionnaire 


 
3.001 
9.006 


Implements reasonable precautions to safeguard 
food instruments against theft or loss, if they are 
transported to other clinics or distribution sites 


  


Program 
Support 


Pre-ME 
Questionnaire 8.028 


Designs and implements policy to distribute food 
instruments to homeless and transitional housing 
individuals 
 


  


Program 
Support 


Pre-ME 
Questionnaire 


 
 


 


9.018 
Local Agency has policy to prevent employee fraud, 
conflict of interest and theft 
 


  


Program 
Support 


Pre-ME 
Questionnaire 12.007 


Makes voter registration forms available, visible and 
accessible in the clinics  


 


Program 
Support 


Pre-ME 
Questionnaire 12.007 


Provides regular, visible means for collecting voter 
registration applications  


 


Program 
Support 


 
 
 
 


Pre-ME 
Questionnaire 


 
 
 


 


12.013 


Documents participants who requested a Fair 
Hearing before the date entered on Ineligibility 
Notice and continues to provide WIC benefits until 
the Hearing officer reaches a decision or the 
certification period expires, whichever occurs first 


 


 


Program 
Support 


 


Pre-ME 
Questionnaire 10.001 


Maintains files of the required documents for at 
least a period of 3 years  


 


Program 
Support 


 


Pre-ME 
Questionnaire 8.006 


Ensures that staff check the household’s income 
before determining participant’s eligibility  


 


Program 
Support 


 
 
 
 
 


 


Pre-ME 
Questionnaire 


 
 
 


 
 


8.006 
LA staff check adjunctive eligibility before entering 
the information in CARES  
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Unit 


Pre-ME 
Questionnaire 


 
P&P # 


 
Management Evaluation Question 


 
(Yes/No/NA) 


 


 
Describe your Procedure 


Nutrition Pre-ME 
Questionnaire 


2.021 Keeps log of all returned and donated formulas, 
including formula brand and number of cans. 
Documents in MIS all formula returned, donated 
and destroyed and the reason for the return. 


  


Nutrition Pre-ME 
Questionnaire 


2.021 Documents donated formula one- month prior to 
expiration to designated organizations or entities 


  


Nutrition Pre-ME 
Questionnaire 


2.005 Documents refusals of a participant or a 
participant’s caregiver, to attend or participate in 
nutrition education in the participant's CARES record 


  


Nutrition Pre-ME 
Questionnaire 


2.004 Provides an updated list of community agencies that 
provide substance abuse counseling and treatment  


  


Nutrition Pre-ME 
Questionnaire 


2.004 Provides substance abuse information to women 
participants at certification/mid-certification, or 
recertification 


  


Nutrition 
Pre-ME 


Questionnaire 
2.001 Trains staff on the correct use and maintenance of 


the equipment (scales, standiometer, and hemocue) 
  


Nutrition 
Pre-ME 


Questionnaire 
9.002 Ensures separation duties at all times during clinic 


operations 
  


Nutrition 
Pre-ME 


Questionnaire 
2.016 


 


LA has a process in place for approving and 
monitoring special formula prescriptions 
 
 
 
 
 
 
 
 


  







     Pre-Management Evaluation Questionnaire     Appendix 10.004A 


                    4                                   Revised Septmeber 2019      


 
Unit 


        Pre-ME 
  Questionnaire      P&P # 


 
Management Evaluation Question 


  
(Yes/No/NA) 


 
Describe your Procedure 


Nutrition Pre-ME 
Questionnaire 


8.025 


8.042 


Staff review and document immunization status of 
children under 2 and also document referrals made in 
the certification form 


  


Nutrition Pre-ME 
Questionnaire 


8.017 Staff follow anthropometric measurement guidelines 
for infants and children under 2 


  


Nutrition Pre-ME 
Questionnaire 


2.001 Staff always review and discuss children’s growth chart 
with parents, guardians or caretakers. 


  


 
Nutrition 


Pre-ME 
Questionnaire 


 
2.005 


Staff document all nutrition education and high risk  
contacts 


  


 
Nutrition 


Pre-ME 
Questionnaire 


 
7.004 


Staff appropriately schedule follow-up and subsequent 
appointments for participants 


  


 
Certification 
Eligibility & 


Coordination 
of Services 


 
Pre-ME 


Questionnaire 
12.014 


 


Adheres to policies and procedures for releasing 
participant records to the participant, parent or legal 
guardian of a child participant, healthcare providers, 
and external organizations 
 


  


Certification 
Eligibility & 


Coordination 
of Services 


 
Pre-ME 


Questionnaire 8.023 


Ensures continued quality of care for infants between 
the initial certification and the first birthday by 
scheduling an Infant Six (6)-Month Mid-Certification 
Assessment appointment 


  


 
 
 


Staffing & 
Organization 


Pre-ME 
Questionnaire 


 


4.001 


 


 
 
 
Staff-to-participant ratio meets the recommended ratio 
of 1:300 
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Unit 


Pre-ME 
Questionnaire 


P&P #  
Management Evaluation Question 


 
(Yes/No/NA) 


 
Describe your Procedure 


Breastfeeding Pre-ME 
Questionnaire 


2.018 Endorses breastfeeding as the normal and preferred 
infant feeding method and encourages the prenatal 
participant to choose breastfeeding unless 
contraindicated 


  


 
Breastfeeding 


Pre-ME 
Questionnaire 


2.019 


 


Maintains accurate inventory of breast pump supplies 
in CARES breast pump log(s) 


  


Breastfeeding Pre-ME 
Questionnaire 


2.018 Hosts Beautiful Beginning Club meetings on a 
monthly basis 


  


Breastfeeding Pre-ME 
Questionnaire 


2.019 Ensures that staff members who give out 
breastfeeding aids are trained in their appropriate 
use and are able to effectively educate participants 
 


  


Breastfeeding Pre-ME 
Questionnaire 


2.018 


 


Developed plan for training new staff on 
breastfeeding policy and support 


  


Breastfeeding Pre-ME 
Questionnaire 


2.020 Recruits and hires peer counselors based on job 
descriptions developed by the State Agency 


  


Breastfeeding Pre-ME 
Questionnaire 


2.020 Trains peer counselors using the FNS WIC 
Breastfeeding Model Training 


  


Breastfeeding Pre-ME 
Questionnaire 


2.020 Keeps accurate records of all contacts made with 
WIC participants; completes and submit monthly 
contact logs to the State Agency 


  


Breastfeeding Pre-ME 
Questionnaire 


2.020 


 


Provides peer counseling services during off hours 
and weekends to answer calls from participants and 
provide breastfeeding information 
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Unit 
       Pre-ME  
  Questionnaire      P&P # 


 
Management Evaluation Question 


 
(Yes/No/NA) 


 
Describe your Procedure 


Financial 
Management Pre-ME 


Questionnaire 13.007 


Follows the approval processes for budgets, 
modifications and invoice approvals as it relates to the 
WIC program.  
What personnel is involved in this process? 
 


  


Financial 
Management 


Pre-ME 
Questionnaire 13.007 


 


Do you have WIC Staff that work on other 
federal/nonfederal programs other than WIC? If so, 
what are the methods used to allocate time and 
compensation to programs in which they work? (i.e. 
cost allocation method, time sheets or 100% time). 
 


  


Financial 
Management 


Pre-ME 
Questionnaire 


13.006 


Provide a list of staff and their assigned percentages to 
the DC State WIC office.  
 
Provide an updated organization chart. (Attachment) 
 


  


Financial 
Management 


Pre-ME 
Questionnaire 13.006 


LA certifies that staff time is accurate   


Financial 
Management 


Pre-ME 
Questionnaire 


13.006 


 How is cost determined for personnel across the four 
WIC cost categories?  
(Client Services, Nutrition, Breastfeeding, Program 
Management) 


  


Financial 
Management 


Pre-ME 
Questionnaire 


 


What is the timeframe to determine outstanding 
program obligations at closeout?  
What methods are used to determine this? 


  


Financial 
Management 


Pre-ME 
Questionnaire 


 


Was income generated by the WIC program for the 
previous year?  
 If yes, how is income generated and reported to the 
State agency? 


  


 
Financial 


Management 


 
Pre-ME 


Questionnaire  


 Does your organization have contracts/agreements 
with any other entities that perform programmatic 
functions?  
If yes, list organizations involved. 
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Unit 
       Pre-ME 
Questionnaire 
    


 


 
 P&P #              Management Evaluation Question 


 
(Yes/No/NA) 


 
Describe your Procedure 


Financial 
Management 


Pre-ME 
Questionnaire 


 


Describe the process for paying sub-grantees, 
contractors or other payee’s claims/invoices?  
Does the process require the involvement of more than 
one person or office? 


  


Financial 
Management 


Pre-ME 
Questionnaire 


 
 


Are costs distributed between WIC and Non-WIC 
programs for shared resources?  
(i.e. printers, copier leases, supportive services) 


  


 
Financial 


Management 


Pre-ME 
Questionnaire  


At the time of this review, what is the status of each 
audit finding/corrective action from the most recent 
reported audit? 


  


Financial 
Management 


Pre-ME 
Questionnaire 


 


 


 


What procedures are in place at the Local Agency to 
ensure the accuracy of information submitted to the 
State Agency on expenditures and cost allocated to the 
program?  


  


Financial 
Management 


Pre-ME 
Questionnaire 


 


 


 


Does your organization have its own procurement rules 
or are Federal procurement rules being utilized?  
please specify.  
What coordination takes place between program, 
purchasing and/or legal offices to ensure that rules are 
followed? 


  


Financial 
Management 


Pre-ME 
Questionnaire 


 
 


How does your organization ensure competition when 
procuring goods and services? 


  


Financial 
Management 


Pre-ME 
Questionnaire 


  


Are receipts of goods and services from vendors 
evidenced by receiving reports or equivalent records?  
Is each vendor’s invoice matched with a receiving 
report? 
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Unit 


Pre-ME 
Questionnaire 


 


 
P&P # 


 
Management Evaluation Question 


 
(Yes/No/NA) 


 
Describe your Procedure 


Financial 
Management 


Pre-ME 
Questionnaire  


What are the procedures for following up with vendors 
and contractors when goods or services are not 
delivered or rendered when promised? 


  


Financial 
Management 


Pre-ME 
Questionnaire 


  


Are procurements approved by organizational officials 
with the authority to do so?  
Authorization should be evidenced by a properly 
executed requisition or equivalent document. 


  


Financial 
Management 


Pre-ME 
Questionnaire 


  


What processes are in place to determine the accuracy 
of a contractor or vendor’s billings prior to approving 
them for payment? 


  


Financial 
Management 


Pre-ME 
Questionnaire  


Was any equipment or capital expenditure purchased 
this year that cost $5,000.00 or more with program 
funds? Was there any prior approval received? 
  


  


Financial 
Management Pre-ME 


Questionnaire  


Prior to new acquisitions, does your organization 
consider the availability of property already in its 
possession? 


  


Financial 
Management 


Pre-ME 
Questionnaire 


 
 


Is access to the property/equipment restricted to 
persons who need to use it in performing their official 
duties? 


  


Financial 
Management 


Pre-ME 
Questionnaire 


 
 


Has any property or equipment belonging to the 
program been stolen or broken within this last fiscal 
year?  
If so, please elaborate. 


  


Financial 
Management 


Pre-ME 
Questionnaire 


 
 


How does your organization ensure that property 
acquired with Federal funds is used only for program 
purposes? 
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Unit 


Pre-ME 
Questionnaire 


 


 
P&P # 


 
Management Evaluation Question 


 
(Yes/No/NA) 


 
Describe your Procedure 


Financial 
Management 


Pre-ME 
Questionnaire 


 
 


 


Are property inventory records maintained?  
What data elements are maintained on each item? 
Please provide a copy.         
                                                                                                                                                                                                              


  


Financial 
Management 


Pre-ME 
Questionnaire  


What are the local agency’s disposition policies and 
procedures for equipment and/or property acquired 
with federal funds?  
 


  


Financial 
Management 


Pre-ME 
Questionnaire 


 
 


 


Describe the procedure for the development of the 
annual budget submitted as part of the Grant Process. 


  


Financial 
Management 


Pre-ME 
Questionnaire 


 


Does your organization have a negotiated indirect cost 
rate agreement from the federal government?  
If so, what is the rate? (please attach document). 
If not, describe the method for calculating indirect cost. 
 


  


Financial 
Management 


Pre-ME 
Questionnaire 


  


Describe your organization’s process in breaking out 
expenditures according to the four functions/activities? 
(i.e. program management, breastfeeding promotion support, 
and nutrition education and client services) 
 


  


Financial 
Management 


Pre-ME 
Questionnaire 


 
 


How does your organization ensure that costs are 
appropriately categorized? 
 


  


Financial 
Management 


Pre-ME 
Questionnaire 


 
 


Provide a description of cost charged to the indirect cost 
acquired from WIC funds.  
 


  


Financial 
Management 


Pre-ME 
Questionnaire 


  


Describe the Local agency's policy and procedures for 
ensuring expenditures financed with Program funds are 
authorized and properly chargeable to the Program. 
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Unit 


Pre-ME 
Questionnaire 


 
P&P # 


 
Management Evaluation Question 


 
(Yes/No/NA) 


 
Describe your Procedure 


Financial 
Management 


Pre-ME 
Questionnaire 


 
 


Does your organization charge occupancy cost to the 
WIC program?  
If so please specify what is charged, if these are shared 
costs and spaces?  
And-  how they are determined and charged to each 
program? 
  


  


Financial 
Management 


Pre-ME 
Questionnaire 


 


Were any items purchased for WIC client 
distribution/outreach such as nutrition education 
materials? 
If so - do they contain the Local Agency name and 
contact information? (telephone number or website) 


  


Financial 
Management 


Pre-ME 
Questionnaire  


Does your organization ensure that all purchased items 
have a WIC specific message that targets the potentially 
eligible population? 


  


Financial 
Management 


Pre-ME 
Questionnaire  


Were incentives items purchased?  
If so - please provide a copy of the order and invoice. 


  


Financial 
Management 


Pre-ME 
Questionnaire  


Please describe the travel request and reimbursement 
process? 


  


Financial 
Management 


Pre-ME 
Questionnaire  


 What method is determined to calculate meal 
allowances for staff on authorized travel? 


  


 








Instructions:
 Use one (1) worksheet per Management Evaluation. Evaluate a minimum of 3 
Certifications per staff member. At least  one Certification per participant category 
(Woman, Infant, Child) must be observed. At least one certification must be for a 
high-risk participant. At least one Certification must contain special prescriptions.  


Evaluation Codes: 
4: Excellent
3: Meets Standard
2: Acceptable, but could use some coaching
1: Not acceptable - CAP (Corrective Action Plan) Necessary


Participant Categories 


(I) Infants 
(C) Children 


(W) Women: MBF - Mostly Breastfeeding; SBF - Some Breastfeeding; NBF - Non 
Breastfeeding; P - Pregnant







Food Delivery / Food Instrument Accountability (FD)
The local agency staff provides both written and verbal food delivery 
instructions to particiapnts (WIC I.D. Family Folder, approved food list, DC 
WIC locations, how to use your WIC checks, how to order special formula, 
etc) 


 Local agency staff have check registers and follow procedures.                           
(WIC & FMNP)


 Local agency staff are able to present check registers when requested for 
review.                                                                                                                            
(WIC &FMNP)


The Adjunct Check Registers are kept with the check register in use for the current 
month. 


Local agency secures all check stock in a secure location with a lock.


Local agency void checks according to the procedure.
Local agency documents checks that were reported  to the State Agency as 
lost/stolen.
During FMNP's operation, the local agency staff provide both written and 
verbal food delivery instruction to program particiapnts for FMNP 
according to policy .


Participant Files / Register Review (Program)                                                                                             


WIC Lost/Stolen-Voided Check Report in Folder
CPA Signature on Certification Form
Tech. Signature on Certification Form
Authorized Signature on Certification Form
Authorized Rep Signature on Check Register
Participant File/Register Review (Program)
FMNP  (Redeemed Checks)
CPA Signature on Certification Form
Tech. Signature on Certification Form
Authorized Signature on Certification Form
Authorized Rep. Signature on Check Register


FMNP  (UnRedeemed Checks) STATE AGENCY SECTION ONLY
CPA Signature on Certification Form
Clerk Signature on Certification Form
Authorized Signature on Certification Form
Authorized Rep. Signature on Check Register


Participant File/Register Review (Program)







Active Records
CPA Signature on Certification Form
Clerk Signature on Certification Form
Authorized Signature on Certification Form
Authorized Rep Signature on Check Register
Register Review
Proxy Signature


Terminated Records
CPA Signature on Certification Form
Clerk Signature on Certification Form
Authorized Signature on Certification Form
Authorized Rep Signature on Check Register
Register Review
Proxy Signature


VOC
CPA Signature on Certification Form
Clerk on Certification Form
Authorized Signature on Certification Form
Authorized Rep Signature on Check Register
Register Review
Proxy Signature
VOC Documentation in File


Unredeemed WIC Checks
CPA Signature on Certification Form
Clerk on Certification Form
Authorized Signature on Certification Form
Authorized Rep Signature on Check Register
Register Review
Proxy Signature


Redeemed WIC Checks
CPA Signature on Certification Form
Clerk Signature on Certification Form
Authorized Signature on Certification Form
Authorized Rep Signature on Check Register
Register Review
Proxy Signature


Ineligible Files
CPA Signature on Certification Form
Clerk  Signature on Certification Form
Authorized Signature on Certification Form







Authorized Rep Signature on Check Register
Notice of  Ineligibility
Proxy Signature







0 1 2 3


WIC ID #















Comments Grading Tool:
0: Lacks competence


0: Lacks competence


1: Needs training, 
guidance, close 
monitoring


2: Needs to be 
mentored in specific 
identified skills


3: Demonstrates 
competence


Comments


Comments


Comments







Comments


Comments


Comments


Comments


Comments











Participant ID No.


Category:


Intake/Family Information Grade               
(if applicable) Comments


Invest in the Interaction


Greets Client/Introduces Self. Explained 
purpose of the interview. Asked 
permission to verify documents.


Proof of ID was provided                         
(infants’ hospital discharge documents, 
state issued ID, Passport, SS card, etc.) 


Staff collected, verified, and correctly 
recorded proof of date of birth 


Proof of address was provided and 
recorded correctly


Voter Status updated/ registration form 
and assistance provided


Education Level Collected/Updated


Staff verified participant address and 
phone number


Proxy policies followed (signatures 
collected, if applicable)


Client being certified is physically 
present


DC WIC Program - Certification Observation for ME 
Reviewer:
Agency:
Clinic:


Primary Ce
Secondary 
Date: 







Signature obtained for “No proof exists- 
ID/Address/Income” (if applicable)


•        Healthful Information


•        Fair Treatment


•         Protect Your Benefits


•         Accurate Information


•         Good Use of the Program


*          Honest


Signature obtained for Rights and 
Responsibilities


Clients are informed the R&R are located 
in the food list folder.
Client


Accurate birth date & Gender collected 
and documented correctly


Proof of Identification provided and 
recorded accurately
Child linked to mother’s ID (or reason 
not linked selected)


Foster Status Documented (if applicable)


Race and ethnicity data collected (at 
initial cert only) and/or self-identify


Income
Family size determined correctly


“Unborn counted” determined correctly


Participation in adjunctively eligible 
programs documented correctly                  
(if applicable)
Proof of Income provided and recorded 
accurately
Signature obtained for Zero Income            
(if applicable)
Signature obtained for Forgot 
Documentation (if applicable)


 Rights & Obligations Form; the certifier read (at minimum):







Signature obtained for No Proof Exists        
(if applicable)


Signature obtained for Income Ineligible 
& copy provided to Authorized Rep                  
(if applicable)


Separation of duties is consistent with 
State Agency policy
Civil Rights


Clinic displays a "No Smoking" sign                                                 
Policy 11.003:7 CFR Fed § 246.8 
Nondiscrimination 


Printed materials are available in 
languages other than English (Note 
which langiages)                                Policy 
11.001:7 CFR Fed §  246.8 
Nondiscrimination 


"And Justice For All" poster is 
prominenetly displayed in "Plain view" 
and within "readable distance" of all 
applicants/participants                                   
Policy 11.001: 7 CFR Fed  § 246.8 
Nondiscriminaton 


Local agency is serving all participating 
and potentially eligible persons based on 
the District of Columbia population                                              
Policy 11.001: 7 CFR Fed  § 246.8 
Nondiscrimination 


Fair Hearing (11.001-Civil Rights) 
requests are being processed in 
accordance with policy.                                                            
Policy 11.001: 7 CFR Fed  § 246.8 
Nondiscrimination 


Certification


Date(s) correctly recorded for last 
menstrual period/expected delivery 
date/actual delivery date (if applicable)


Anthropometric/Laboratory







Greets Client/Introduces Self Explained 
purpose of the interview Asked 
permission to verify documents


Medical data <60 days old entered 
correctly (if applicable)
Weight/Length/Height
Scales are zeroed and balanced before 
weighing individual
Dry diaper
Light clothing
Without shoes
Weight measurement recorded 
accurately
Length board used for infants & children 
under 24 months or unable to stand 
unassisted


Both legs are grasped and straightened 
for measurements (length)


Length/Height measured twice (n/a if 
digital equipment is used)
Standing height used for children over 
24 months & women


Measured using a stadiometer or non-
stretched tape with a flat headboard


Heels together


Ankles, hips, and shoulder blades aligned


Eyes straight ahead with arms at sides


Without top hair adornment
Length/Height is measured to nearest 
1/8 inch
Hemocue Lab Procedure


Cleansed & gloved hands for each test


Gloves remained on until cuvette was 
disposed
Correct site chosen (middle or ring 
finger, cannot have ring, when 
appropriate)
Cleansed & dried site
Correct puncture, first 2 - 3 drops wiped, 
pressure / bandage applied 







Milking to collect blood, other method 
used
Cuvette container with lid on and stored 
at room temperature
The sharp edge of the cuvette is pointed 
downward
Filled in one step to front edge, excess 
blood wiped off
Hold to check for air bubbles, discarded 
if present
Disposed of used supplies properly in 
Biohazard / Sharps containers/trash can 
as appropriate
After each test, dispose of gloves, and 
cleanse hands
Blood values recorded accurately


Nutrition Assessment (VENA) (includes 
Breastfeeding Assessment)


Assessment


Greets Client/Introduced Self Explained 
purpose of the interview Asked 
permission to verify documents


Utilizes critical thinking skills to gather, 
analyze, evaluate, and prioritize the 
assessment to appropriately assign WIC 
Codes
What GHTM tool was used at the 
beginning of the D part of the 
assessment?
Utilizes ABCDE tool


Nutrition Discussion
Nutrition Counseling & Education
Offers appropriate, relevant, and 
accurate counseling and advice
Support Health Outcomes                
Encourages success by closing the 
conversation


Additional notes, if needed:







The nutrition education was appropriate 
to the client's cultural preferences and 
consideration to household situation, 
educational background


Discusses anthropometric and 
biochemical data and reviews growth 
chart 
Discuss lead screening & resources if 
applicable
Appropriate referrals were made 


Provides substance abuse information


Creates participant-centered SMART 
goal
Follow up appointment addressed 
appropriately


Food Benefits
Food benefits tailored and reviewed 
appropriately


Appropriate issuance interval                     
(i.e. High Risk & Forgot Documentation)


Provided authorized food list
Provided a current list of authorized 
vendors (if applicable)
Using the Family Balance Summary, 
education was provided on the food 
package.
Notes
Documentation after Observation


Uses TGIF note structure appropriately


Documents food package accuarately


Documents referrals accurately


Documents nutrition education contacts 
appropriately and accurately


Immunization records complete for age


Includes alerts when appropriate
Appropriate risk codes
Documents follow-up appointment 
accurately


Additional notes, if needed:







Immunizations/Breastfeeding 
Surveillance
Immunizations documented correctly         
(if applicable)


Breastfeeding surveillance documented 
correctly (if applicable)


Customer Service


Staff logged out of MIS or locked 
computer when leaving the workstation


Clinic environment ensures 
confidentiality and privacy is maintained


Accommodations were made to provide 
services/forms in participant’s preferred 
language; Focused on client when a 
translator was used


Staff focused on the client and not the 
computer
Staff informed client of the right to 
complain / gave complaint hotline 
number
File Review: 
A.      CARES Documentation: 
Immunization record complete?
Appropriate risk code(s) assigned?
Appropriate referrals documented?
Appropriate nutrition education 
contacts?
Food Prescription correct?
TGIF  note documented?
Goal Setting? SMART?
Breastfeeding contact documented in BF 
note?


Breastfeeding Referral documented?


Exit Counsling Noted
Other:___________________
B.      Assessment Folder:
Is there anything in the folder that 
should have  been  documented  in 
CARES ?
Are all forms signed and dated in the 
correct spots?







Are all required forms present in the 
participants folder? 
Are forms stapled and organized in 
folder?
Is the file correctly labeled? 
C.      Prescription Form:
Form in file


Name of formula, authorized 
supplemental foods, prescribed 
amounts, length of time the prescribed 
formula and/or supplemental food is 
required by the participant, qualifying 
condition.


Dated within necessary certification 
period?
Appropriate diagnosis indicated on 
form?
Signature valid on form? 







Grading Tool:


1: Lacks competence


2: Needs training, 
guidance, close 
monitoring


3: Needs to be mentored 
in specific identified skills


4: Demonstrates 
competence


        
 ertifier:


 Certifier:
 







Reviewer
Time Frame: 


Nutrition Education Assessment 1 2 3 4 5
1. CPA / CPPA / Clerk
2. Participant ID
3. Form of nutrition education 
(handout, WICSmart, etc) No N/A Comments


4.  Provides education in 
preferred langauge
5.  Provides handouts in 
preferred language
6.  If using WICSmart, provides 
instruction on how to download 
app
7. Refers participant to CPA for 
high risk nutrition education 


8.  High risk secondary nutrition 
education is appropriate to 
needs
9. Documents appropriate 
education in CARES
10. Comments


           
 


           


           
   


          


           
    


           
       


 
       


Individual Nutrition Education







Group Nutrition Education
Local Agency Site: 
Staff:


Group Education Class Yes No
1.       Title or topic area
2.       Learning objectives


3.       Learning activities/methods


4.       Target group


5.       Outline of content/sequence of 
activities


6.       Materials to be used Yes


Class Observations:


1.       Staff qualified to present lesson?


2.       Set ground rules for the class?


3.       Presenter introductions
4.       Asked open-ended questions to 
facilitate discussion?
5.       Affirmed comments made by 
participants?
6.       Encouraged participation by all 
members of the group?
7.       Provided evidenced based information


8.       Appropriately dealt with erroneous 
information stated by the group?


9.       Kept group on track? 
10.   Information presented appropriate for 
target audience?
11.   Used evaluation methods and 
materials?


Reviewer: 


Date: 
Evaluation Type:







N/A Comments


N/A Comments


 


 
 







Local Agency Site: 
Staff:


Client Name:
Client Category:
WIC ID: 
HH ID:


A.      BF Counseling: Yes No N/A


1.   Uses the mothers (and baby’s name) 
appropriately?
2.       Uses open-ended questions?


3.       Probes for appropriate information? 


4.       Affirms client? 


5.       Offers simple solutions or strategies 
to address the mothers concern? 


6.       Provides evidenced based 
information to mother? 
7.       Appropriately yields to other health 
care providers as needed?


8.       Ends counseling with 
encouragement? 


9.   Offers appropriate follow up?


10.   Documentation of contact in CARES 
under BF note.


11.   Uses tools/materials appropriately?


12.       Educational materials given to 
client are appropriate?


Appt Start Time:
Appt End Time: 


Breastfeeding Peer Counselor  


Date: 
Evaluation Type:
Reviewer: 
Scheduled Appt Time:
Clinic Arrival Time:







Status Codes:
Comments P: Pregnant


B: Breastfeeding


N: Non-breastfeeding
I: Infant


C: Child


    







Local Agency Site: 
Evaluation Type:
Reviewer: 
Date:


Clinic Environment: Yes No N/A


Supports Breastfeeding
Free of Formula Signs
Up to Date Nutrition Education
Approved Videos Played
Scales Calibrated
Scales Balanced
Ample Lab Supplies
Dated Microcuvettes
Participant Confidentiality Maintained
Accomodations for BF Mothers
Clinic Clean/ Free of Clutter
BF Log Updated/Accurate
Appropriate Formula Storage
Clinic Environment: Not Observed
Clinic Signage, Outside Signage, Well 
Marked and Positive







Comments





		Instructions

		Program ME Tool

		Certification ME Tool

		Secondary Nutrition Ed ME Tool

		Breastfeeding ME Tool

		Clinic Environment ME Tool






Appendix 10.004C 


Monitoring and Audits 10.004C Reviewed September 2019 


District of Columbia 
Special Supplemental Nutrition Program for Women, Infants and 


Children Nutrition Services Management Evaluation Report 


Local Agency:  
Site(s):   
Date(s):   


FY 2019 Management Evaluation Corrective Action Response Report 


Finding #1 Description Deliverable(s) 


Local Agency Action Response: 


State Agency Response: 





		District of Columbia



		undefined: 

		Local Agency Action Response: 

		State Agency Response: 

		Text1: 

		Text2: 

		Text3: 

		Text4: 

		Text5: 
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X. Monitoring and Audits -  Internal 
Monitory (Local Agencies) 
 


PROCEDURE 10.005 
Implementing Office:  Community 
Health Administration (CHA) 
 


Approved by:  
 
_______________________ 
LaQuandra S. Nesbitt MD, MPH; Agency 
Director 


Review by Legal Counsel: 
 
____________________ 
Phillip Husband, Esq.;  
General Counsel 


Created September 2019 
 
 


  


I.      
Authority 


DC WIC State Agency 
 


II.    Reason 
for the Policy 


DC WIC Local Agencies shall monitor staff, Program operations, and clinic 
environments on a rolling basis to ensure efficient delivery of services and participant 
satisfaction.  
 


III.    
Applicability  


DC WIC Local Agency Staff 
 


IV.    Policy 
Statement 


Local Agency Directors, or appropriate designated staff, are expected to monitor staff 
performance, delivery of Program services, and clinic environments on a rolling basis 
to ensure competency of staff, satisfaction of Program participants, and compliance 
to State and Federal Regulations. 
 


V.    
Procedures 


1. The Local Agency shall monitor 20% of it’s clinic sites and staff on an annual basis  
2. When monitoring the process of Certifications, the Local Agency staff performing 


the monitoring visit shall refer to 10.003A (or 10.003B) to record observations of 
the staff performing the certification and the environment of the clinic. 


3. When monitoring general Program procedures and customer service, the Local 
Agency staff shall refer to appendix 10.003C to record observations and 
recommendations for corrective action.  


4. The Local Agency staff shall submit monitoring reports as outlined in policy 
10.001 - Reporting Procedures, or as requested by the State Agency.  


 
VI.   
Appendix 


N/A 


VII. 
Reference 


10.001 Reporting Requirements  
10.003A Certification Monitoring Workbook 
10.003B Certification Monitoring PDF 
10.003C Local Agency Program Monitoring Form 
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X. Monitoring and Audits – Internal 
Evaluation  
 


PROCEDURE 10.006 
Implementing Office:  Community 
Health Administration (CHA) 
Revised September 2019 
 


Approved by:  
 
_______________________ 
LaQuandra S. Nesbitt MD, MPH; Agency 
Director 


Review by Legal Counsel: 
 
____________________ 
Phillip Husband, Esq.;  
General Counsel 


Effective Date:  
September 30, 2019 
 
 


  


I.  Authority USDA 
 


II.  Reason 
for the Policy 


7 CFR 246.19 (b)(6) 
  


III. 
Applicability  


DC WIC Local Agency Staff 
 


IV.  Policy 
Statement 


The Local Agency shall conduct a thorough evaluation of its operations at least once, 
every other year and at any time as deemed appropriate.   The management 
evaluation tool entails chart reviews, staff’s competency observations, and 
Management Information System (MIS) documentation review. 
 


V. Purpose The purpose of Local Agency internal-evaluation is to identify strengths and areas for 
improvement. This also allows the Local Agency to realize its achievements, identify 
competent staff and those who need coaching or re-training. The following staff shall 
be evaluated during internal evaluations: 
 


1. Competent Professional Authorities (CPAs). The Local Agency Director or 
designate staff shall monitor CPAs for competency in the following areas: 
 


a. Nutritional risk screening using ABCDE guidance 
b. Care plan (TGIF) notes and SMART goal setting 
c. Special formula prescriptions and approvals 
d. Group or class nutrition education 
e. High nutritional risk management and follow ups 
f. Design of lesson plans  


 
2. Competent Para-Professional Authorities (CPPAs) and Clerks. Depending on 


their job description, the Local Agency Director or CPA shall evaluate their 
competency as it relates to: 
 


a. Participants’ intake (proof of address, income, adjunctive eligibility, 
pregnancy, etc.) 
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b. Laboratory works (anthropometric measurement and hematological 
assessment) 


c. Rights and responsibilities (R&R) 
d. Voter registration and immunization record 
e. Participant’s appointment scheduling 
f. Food package tailoring 
g. Check issuance and registers 
h. TGIF note and SMART goal setting 
i. Missed appointment contact and rescheduling  
j. Referrals 


 
3. Breastfeeding Peer Counselors (BPCs). The Local Agency Director, Local 


Agency Breastfeeding Coordinator, designated CPA, or IBCLC shall assess peer 
counselors regarding: 
 


a. Breastfeeding promotion and support 
b. Pregnant women and breastfeeding mothers’ follow-up contact (text 


messaging, phone calls, emails, etc.) 
c. Effective counseling and understanding of participant’s needs 
d. Breast pump issuance and log keeping 
e. Processing and management of breastfeeding referrals 


 
4. New WIC Employees. The Local Agency Director, CPA or designated staff shall 


evaluate the competency of all new staff members during the first six (6) 
months of employment or until they are deemed competent to operate 
independently. This entails consistently monitoring their work, including 
direct observation and files reviews.  


 
V. 
Procedures 


1. Local Agencies shall perform internal evaluations every other year, as directed by 
the State Agency. 
 


2. Local agencies shall use the following tools to prepare for and document staff and 
program evaluations: 
 
a. 10.004A – Pre-Management Evaluation Questionnaire  


i. LAs shall use this document as a guide to prepare them for performing 
the ME, allowing appropriate staff members at the given site/s being 
evaluated to answer relevant questions, while the LAD will answer other 
questions (such as those pertaining to Local Agency policies, and 
financial management). 


 
b. 10.004B  – Management Evaluation Workbook 


This excel workbook has tabs for the following: 
i. Certification Observations 


ii. File Reviews 
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iii. Clinic Environment Reviews 


iv. Breastfeeding Peer Counselor Reviews 


v. Secondary Nutrition Education Reviews 


3. Local agencies shall submit pre-Management Evaluation questionnaires, 
Management Evaluation workbooks, and internal evaluation reports with 
corrective action plans (see 10.004C)  by April 15 of the years when no State 
agency Management Evaluation is occurring or as directed by the State agency.   


VI. Appendix 
 


N/A 
 


VII. 
Reference 


10.001      Reports and Reporting Procedures 
10.004A   Pre-Management Evaluation Questionnaire 
10.004B   Management Evaluation Workbook 
10.004C   Management Evaluation Report and Corrective Action Plan Template 


 





