Department of Health, Housing & Homelessness
FIN #1:  Signature Certification Form

	1. Agency Name


	2. Telephone Number



	

	3. Mailing Address


	4. Contract Number



	

	5. Checks to be made payable to (if different from name and address above):



	

	6. Authorized Signature(s) (One signature only is required for Financial Status Report and Request for Reimbursement)

____________________________________________________________________________________________________________

Signature of Authorized Official

 ____________________________________________________________________________________________________________
Signature of Authorized Official

__________________________________________________________________________________________________________  

Signature of Authorized Official



	     

	7. Certification:  This to certify that the above is (are) the signatures(s) of:

____________________________________________________________________________     ____________________________

                                                                      Typed Name                                                                                         Title

____________________________________________________________________________     ____________________________

                                                                      Typed Name                                                                                         Title

____________________________________________________________________________     ____________________________

                                                                      Typed Name                                                                                         Title

Of the above named agency and that they are authorized to sign the Financial Status Report and Request for Reimbursement.

	

	a.  Typed Name of Authorized Official
	b. Title



	

	c. Signature of Authorized Official


	d. Date Signed




City of Albuquerque

Department of Health, Housing & Homelessness
FIN #2:  Financial Status Report and Request for Reimbursement 
Instructions for Completing Form 

	1. Enter the name and mailing address of the agency submitting the report.

	2. Enter the City assigned Purchase Order Release number for the project contract.

	3. Enter the title of the City-funded project for which reimbursement is being requested

	4. Enter the Funding Source and total amount of Contract

	5. Enter the name of a contact person at the agency from whom information about the request may be

obtained.

	6. Enter the telephone number of a contact person at the agency from whom information about the request

may be obtained.

	7. Enter the City assigned Contract (CCN) number for this contract.

	8. Requests for Reimbursement must be numbered sequentially, with the first request numbered “1” and so on for succeeding requests. Enter the number of this request. If multiple funding sources with multiple

invoices use alpha characters to differentiate. (i.e. 1A, 1B, 1C)

	9. Enter the starting date and ending date of the period for which reimbursement is being requested.

	10. Enter the date that the request is submitted to the City.

	11. Insert the Amount of Total Expenditures this Reimbursement Period for this entire program. This cell

should match Total Expenditures for Reimbursement Period (F60) upon completion of the form.

	11. Personnel Costs -Enter the positions for this program from App #4 from the most recent project budget

approved by the City.

	11a. In the column headed “Full Budget for Program," enter the amounts from App #2 for total cost of program and from App #4 for personnel costs from the most recent project budget approved by the City.

	11b. In the column headed "City's Portion of Approved Budget" enter the amounts from App #2 and from App #4 from the most recent project budget approved by the City.

	11c. In the column headed "Program Expenditures this Period" enter the total cost of reimbursed costs for

this project.

	11d. In the column headed "Amount Of This Request to City (Not Covered by other funding sources),” enter

the amount of the reimbursement requested for each line item in the approved budget that is not covered by other sources of program income.

	11e. In the column headed “Total Amount Requested from the City Cumulative for Contract Period,” enter the sum of this request and all previous reimbursements paid by the City for each line item in the approved

budget.

	11f. The column titled "Balance of City Funds Remaining" has formulas that self-populate based on

information provided in other columns.

	12. Total Expenditures has a formula that self-populates based on information provided

	13. Insert the total amount of Medicaid earned (billed) for the services rendered for this contract for the time period of the reimbursement request. In cases where agencies have negotiated rates with Medicaid, use the negotiated rate in determining the Medicaid earned (billed). Attach documentation indicating Medicaid billed. Acceptable documentation to demonstrate what has been invoiced to Medicaid: client identifier,

service, provider.

	14. Insert Prior period Medicaid adjustments (to account for Medicaid denials) that have not already been detailed in prior requests for reimbursement. Attach documentation indicating, at minimum, the denial with date of services being denied.  Acceptable documentation to demonstrate Medicaid adjustments:  Remittance advice from Medicaid, and associated agency general ledger specific to this program if Medicaid is not invoiced by program.

	15. Insert the amount of Other program Income excluding Medicaid Earned this Reimbursement Period

	16. Insert the amount of Additional Funding received from other Sources (grant, etc) this Reimbursement Period. For lump sum grants, may be prorated to reflect portion applicable to this Reimbursement Period.

	17. Amount of this Request for Reimbursement has a formula that self-populates based on information provided

	18. List all sources of Program Income, excluding Medicaid, supporting the Full Budget for the program as

defined by the Administrative Requirements

	19. An official of the agency authorized by the agency must certify that funds were used according to City

requirements.

	19a. The official must sign to certify the Request for Reimbursement.

	19b. Type or print the name of the signing official certifying the Report.

	19c. The official must enter the date signed.

	19d. Enter the title of the signing official certifying the Report.


	Notes to Agencies:

	Agencies undergoing audits must comply with GAAP, and as such this form should mimic what is already being captured in internal accounting processes. The information required for this form should be able to be derived from the agency general ledger specific to the program which includes all expenditures and all funding sources related to the program.
This process assumes that agencies utilize a full accrual methodology. Agencies utilizing modified accrual system will need to report on what has been invoiced to

Medicaid and other program income sources, rather than what has been received as program income.


City of Albuquerque

Department of Health, Housing & Homelessness FIN #2: Request for Reimbursement

	1. Agency Name and Mailing Address:
	
	2. Purchase Order Release Number:

	
	

	
	3. Project Title
	4. Funding Source and Contract Total:

	
	
	

	5. Agency Contact Name:
	6. Contact Phone #:
	7. Contract Number:

	
	
	

	
	
	8. Reimbursement Request Number:

	
	
	

	9. Request for the Period :
	From (Date):
	To (Date):
	10. Billing Date (Submitted):

	
	
	
	


	11. Expenditure Details

	Personnel Costs

	FTE

on

Program
Position Title
	11a.

Full Budget for Program
	11b.

City's Portion Approved Project Budget
	11c.

Program Expenditures this Period
	11d.

Amount Of This Request to City (Not Covered by other funding sources)
	11e.

Total Amount Requested from the City Cumulative for Contract Period
	11f.

Balance of City Funds

Remaining

	
	
	
	
	
	
	$
-

	
	
	
	
	
	
	$
-

	
	
	
	
	
	
	$
-

	
	
	
	
	
	
	$
-

	
	
	
	
	
	
	$
-

	
	
	
	
	
	
	$
-

	
	
	
	
	
	
	$
-

	
	
	
	
	
	
	$
-

	
	
	
	
	
	
	$
-

	
	
	
	
	
	
	$
-

	
	
	
	
	
	
	

	Total Salaries & Wages
	$
-
	$
-
	$
-
	$
-
	$
-
	$
-

	Payroll Taxes and Employee Benefits
	
	
	
	
	
	$
-

	Total Personnel Costs
	$
-
	$
-
	$
-
	$
-
	$
-
	$
-

	
	
	
	
	
	
	

	Operating Costs - Direct
	

	Contractual Services
	
	
	
	
	
	$
-

	Audit Costs
	
	
	
	
	
	$
-

	Consumable Supplies
	
	
	
	
	
	$
-

	Telephone
	
	
	
	
	
	$
-

	Postage and Shipping
	
	
	
	
	
	$
-

	Occupancy - Rent
	
	
	
	
	
	$
-

	Occupancy - Utilities
	
	
	
	
	
	$
-

	Occupancy - Other
	
	
	
	
	
	$
-

	Equipment Lease/Purchase
	
	
	
	
	
	$
-

	Equipment Maintenance
	
	
	
	
	
	$
-

	Printing & Publications
	
	
	
	
	
	$
-

	Travel - Local Travel
	
	
	
	
	
	$
-

	Travel -Out of Town Travel
	
	
	
	
	
	$
-

	Conferences, Meetings, Etc.
	
	
	
	
	
	$
-

	Direct Assistance to Beneficiaries
	
	
	
	
	
	$
-

	Membership Dues
	
	
	
	
	
	$
-

	Equipment, Land, Buildings
	
	
	
	
	
	$
-

	Insurance
	
	
	
	
	
	
	$
-

	Fuel and Vehicle Maintenance
	
	
	
	
	
	$
-

	
	
	
	
	
	
	

	Indirect Costs
	
	
	
	
	
	$
-

	
	
	
	
	
	
	

	Medicaid Adjustments
	
	
	
	
	
	

	
	
	
	
	
	
	

	Totals
	$
-
	$
-
	$
-
	$
-
	$
-
	$
-


	Overview for this Reimbursement Period

	12. Total Expenditures this Reimbursement Period:
	$
-

	13. Medicaid billed/earned this Reimbursement Period (if no Medicaid billed, insert "0"):
	

	14. Prior period Medicaid adjustments (to account for Medicaid denials):
	$
-

	15. Other Program Income excluding Medicaid received this Reimbursement Period (e.g. rent, fees, etc.):
	

	16. Additional Funding received from other Sources for the Program:
	

	17. Amount of this Request for Reimbursement:
	$
-

	

	18. Describe other sources of Program Income, excluding Medicaid (e.g. rent, fees, etc.):

	

	

	

	

	19. Certification: I hereby certify that to the funds for which reimbursement is being herein requested, have been or will be utilized to provide services to the project described in

the Agreement executed between the City of Albuquerque and the above named agency which I represent and I further certify that the amount requested herein is true and just, that payment has not been received and that

(1) this Reimbursement Request represents expenditures incurred and eligible under applicable local, state, and Federal regulations;

(2) that said expenditures are supported by vendors' invoices and other documented liabilities in our records;

(3) funds received as a result of the Request will be expended within three (3) working days.

	a. Signature of Authorized Official
	c. Date

	b. Typed Name
	d. Title


 SHAPE  \* MERGEFORMAT 



City of Albuquerque

Department of Health, Housing & Homelessness 

FIN #3:  Request for Budget Revision (Part A) 
Instructions for Completing Form 

1. Enter the name of the agency and its mailing address.

2. Enter the telephone number of the Agency.
3. Enter the title of the funded project for which the budget revision is being requested.

4. Enter the contract number assigned by the City.

5. For each contract, approved budget revision must be numbered sequentially, with the first request numbered “1” and so on. Enter the number of the revision being requested appropriately.
6.  In the column “Approved Budget” enter the current approved budget for reach line in the expenditure category column.  In the “Revised Amount” column, enter the amount of the requested change, with decreases in the line item signified by <> bracketing.  In the “Proposed Revised Budget” column, enter the new project budget being proposed.   

The Request for Budget Revision must be signed and dated by an authorized official of the agency. If the proposed revision includes changes to personnel, APP #4: Project Budget Detail Form- Personnel, must be attached.  All requests for budget revision must also include FIN #4: Request for Budget Revision (Part B-Narrative). 

City of Albuquerque

Department of Health, Housing & Homelessness
FIN #3:  Request for Budget Revision (Part A)

	1. Agency Name and Mailing Address


	2. Telephone Number



	3. Project Title


	4.  Contract Number
	5. Budget Revision Number




	
	
	
	

	6.  Expenditure Category
	Approved

Budget
	Revised Amount

<Decrease>Increase
	Proposed

Revised Budget

	Salaries and Wages
	
	
	

	Payroll Taxes & Employee Benefits
	
	
	

	Total Personnel Costs
	
	
	

	
	
	
	

	Contractual Services
	
	
	

	Audit Costs
	
	
	

	Consumable Supplies
	
	
	

	Telephone
	
	
	

	Postage and Shipping
	
	
	

	Occupancy:  Rent
	
	
	

	Occupancy:  Utilities
	
	
	

	Occupancy:  Other
	
	
	

	Equipment Lease
	
	
	

	Equipment Maintenance
	
	
	

	Printing and Publications
	
	
	

	Travel:  Local
	
	
	

	Travel:  Out-of-Town
	
	
	

	Conferences, Meetings
	
	
	

	Direct Assistance/Beneficiaries
	
	
	

	Membership Dues
	
	
	

	Equipment, Land and Buildings
	
	
	

	Insurance
	
	
	

	Fuel and Vehicle Maintenance
	
	
	

	Total Operating
	
	
	

	Total Direct Costs (Personnel & Operating)
	
	
	

	Indirect Costs
	
	
	

	Total Project Expenses 
	
	
	


Submitted by:






  Date







(Signature of Authorized Official)



Note: The Request for Budget Revision must be signed and dated by an authorized official of the agency. If the proposed revision includes changes to personnel, APP #4: Project Budget Detail Form- Personnel, must be attached.  All requests for budget revision must also include FIN #4: Request for Budget Revision (Part B-Narrative).

For Department Use Only

Recommended by Program Staff





  Date




Reviewed by Fiscal Officer





  Date



Approved by Fiscal Manager 





  Date



Approved by Division Manager 





  Date



City of Albuquerque

Department of Health, Housing & Homelessness
FIN #4:  Request for Budget Revision (Part B – Narrative) - Instructions
Instructions for Completing Form 

1. Enter the name of the Agency and its mailing address.

2. Enter the telephone number of the agency.

3. Enter the title of the funded project for which the budget revision requested.


4. Enter the contract number assigned by the City.

5. Each contract budget revision must be numbered sequentially, with the first request numbered “1” and so on.  Enter the number of the revision being requested appropriately.

In the space provided, enter a brief description of the need for the revision requested and a justification for the costs added or deleted from any line item.

The explanation should be clear, concise, and yet provide sufficient information justifying the requested change.

City of Albuquerque

Department of Health, Housing & Homelessness
FIN #4:  Request for Budget Revision (Part B – Narrative)

	1.  Agency Name and Mailing Address
	2. Telephone Number



	3.  Project Title
	4.  Contract Number
	5. Budget Requisition Number




Narrative justification of proposal budget revision:

	


City of Albuquerque

Department of Health, Housing & Homelessness
FIN #5:  Program Income Report - Instructions
Instructions for Completing Form 

1. Enter the name of the agency submitting the report.
2. Enter the mailing address of the agency
3. Enter the ending date of the quarter for which the report is submitted.
4. Enter the date of its submission to the City.
5. In the column headed “Income Source,” list all the sources of program income as defined in the Administrative Requirements.  In the column headed “Beginning Balance,” enter the total amounts of program income available at the beginning of the quarter for each income source.  In the column headed “Revenues this Quarter,” enter the amount of additional program income received by the Agency during the quarter for which the report is submitted.  In the column headed “Expended this Quarter,” enter the amounts of program income extended during the quarter.  In the column headed “Ending Balance,” enter the remaining program income fund balance at the end of the quarter for which the report is submitted.  
6. Enter the totals for each column, shown on this page only.
7. Enter totals of any additional pages.
8. Enter the sum of 6 + 7.
9. The report must be signed by an authorized representative of the governing board, if a nonprofit agency, or an authorized official above the level of involvement, if a public agency.  If a nonprofit agency, the report must be reviewed and approved by the agency’s governing board. 
9a. The official must sign to certify the Program Income Report.
9b. Enter the typed title of the official signing the Program Income Report.

9c. Type the name of the official signing the report.

9d. Enter the date the official singed the report.

City of Albuquerque

Department of Health, Housing & Homelessness
FIN #5:  Program Income Report

	

	1.  Agency Name:

	2.  Mailing Address:

	3.  Report for the Quarter Ending:
	4.  Date Submitted:

	5.  Program Income:

	Income Source
	Beginning Balance
	Revenues this Quarter
	Expended this Quarter
	Ending Balance

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	6.  Total this Page
	
	
	
	

	7.  Total Additional Pages
	
	
	
	

	8.  Total
	
	
	
	

	

	9. Certification:  The undersigned hereby gives assurances that to the best of my knowledge and belief the data included in this report are true and accurate and that the income and expenditures reported are supported by appropriate documentation in the agency records.

	

	a.  Signature of Authorized Official
	b.  Title

	c.  Typed Name
	d.  Date


