LOUISIANA DEPARTMENT OF HEALTH AND HOSPITALS/OFFICE OF PUBLIC HEALTH

ADOLESCENT AND SCHOOL HEALTH PROGRAM

             REQUEST FOR REIMBURSEMENT FOR FY 09-10
School Based Health Center Site: _________________

DHH Contract # _________________                 CFMS #___________

Sponsoring Agency: ___________________________

Monthly Billing Period: __________________   Invoice #__________ 

	Object 

Detail
	Expenditure Category
	 Annual Budget
	Total Spent Trough

      Last Period
	Expenditures This 

          Period
	 Total Spent

     to Date
	                  Remaining Balance

	11
	Personnel Salaries
	
	
	
	
	

	41
	Personnel Benefits
	
	
	
	
	

	12
	Travel
	
	
	
	
	

	13A
	Answering Service
	
	
	
	
	

	13C
	Copier Lease
	
	
	
	
	

	13E
	Equipment Maintenance
	
	
	
	
	

	13I
	Insurance
	
	
	
	
	

	13L
	Laboratory Services
	
	
	
	
	

	13M
	Medifax
	
	
	
	
	

	13PO
	Postage
	
	
	
	
	

	13PR
	Printing
	
	
	
	
	

	13T
	Telephone/Internet
	
	
	
	
	

	13WD
	Waste Disposal
	
	
	
	
	

	13WC
	Workman’s Comp.
	
	
	
	
	

	14E
	Educational Supplies
	
	
	
	
	

	14M
	Medical Supplies
	
	
	
	
	

	14O
	Office Supplies
	
	
	
	
	

	15
	Professional Services
	
	
	
	
	

	16
	Capital Assets/Equip
	
	
	
	
	

	17
	Administrative/Indirect
	
	
	
	
	

	34CF
	Clinical Fusion
	
	
	
	
	

	34S
	Subscriptions
	
	
	
	
	

	
	TOTAL
	
	
	
	
	


                                                                                                               Total Reimbursement Requested from OPH:__________

I  certify that all payments requested are for appropriate purposes


and in accordance with the agreements set forth in the contract.                         Monthly Total of Patients             _________ 
Monthly Total of Visits to SBHC   _________


____________________________________________________

Signature of Sponsoring Agency’s Authorized Official/Title
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LOUISIANA DEPARTMENT OF HEALTH AND HOSPITALS

OFFICE OF PUBLIC HEALTH

ADOLESCENT SCHOOL HEALTH INITIATIVE

CATEGORIZATION OF EXPENDITURES

(Must accompany the Reimbursement Request From)

SPONSORING AGENCY:   ________________________________

SCHOOL BASED HEALTH CENTER:  _______________________________________________

MONTHLY BILLING PERIOD: ____________________________

	OBJECT DETAIL
	BUDGET

CATEGORY
	PAYEE
	DATE
	AMOUNT
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