% i Family-Centered Services and Supports (FCSS)
oOhlog
% &

open © Request for Reimbursement

SFY: Select Processing Date:

O October O January O April g Other Period

(enter below)
O May O June O July

Sub-Awardee:

Reimbursement Requested Calculation

Sub-Award Total:

Accumulation to Date Sub-Award

Expenditures: This Period (includes this period amount &

advance amount) Balance

Funds Requested

$0

Person Completina This Form (please print): Title: Date:

Phone Number: E-Mail Address:

Sub-Awardee Certification
(Certification box requires signature of Administrative Agent or FCFC Coordinator/Director)

| certify that the amounts recorded above represent expenditures in accordance with all articles of the Sub-Award and to the best
lof mv knowledae, all requirements have been fulfilled

Signature: Title: Date:

Mailing address:

City, State, Zip:

Phone Number:

E-Mail Address:

OFCF RAR Form Revised 6/11/15
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