Healthy Families Program
County: ______________

Provider Service Cost

	ID #
	Name
	Eligible Salary & Benefits

(current Quarter only)
	FTE
	Funding Source
	Role

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


List all individuals participating in the time study, including current quarter salary and benefits as one amount.

Period Covered by Report:





I certify to the best of my knowledge and belief this report is correct and complete and that these funds will be expended or obligated pursuant to applicable state and federal laws, contracts, and policies.


Local Healthy Families Program Signature ___________________________date:___________











