NC DEPARTMENT OF HEALTH & HUMAN SERVICES
NC COUNCIL ON DEVELOPMENTAL DISABILITIES
REQUEST FOR REIMBURSEMENT

GRANTEE NAME: PA BEGIN
GRANTEE ADDRESS:
PA END
PROJECT NAME:
DUE DATE
OUTLAYS FOR PERIOD: - 1/15/00
CASH IN-KIND
CATEGORIES OF EXPENSE DD FUNDS MATCH MATCH TOTAL
SALARIES
FRINGE BENEFITS
SUPPLIES

STAFF TRAVEL

COST OF SPACE

EQUIPMENT

CONTRACTED SERVICES

OTHER EXPENSES

INDIRECT COST

TOTAL

(amount being requested)




Federal funds in the amount of $ are hereby requested. As chief executive officer of the recipient organization, I hereby certify

that the cost or units billed for reimbursement on this form were incurred or delivered according to the provisions of the assistance agreement.

I further certify that any required matching expenditures have been incurred, and that to the best of my knowledge and belief we have complied with all
laws, regulations and contractual provisions that are conditions of payment under this contract.

NAME & TITLE SIGNATURE DATE

PREPARED BY SIGNATURE DATE



