QUARTERLY REPORT REQUIREMENTS

1. QUARTERLY REPORTS
A. Program/Work plan Status Reports and Financial Reports

All CTF-Funded contractors are required to submit a Quarterly Report Packet consisting of a Quarterly Programatic Report and a Quarterly Financial Report. Two copies of each report are required.

These reports are due thirty (30) days after the end of each quarter.  Quarterly payments are dependent upon timely receipt of these reports.

Enclosed is a set of reporting forms and the Fiscal Year timetable.  

PLEASE SEND THESE FORMS TO:
        Children’s Trust Fund 
        450 Capitol Avenue
        Hartford, CT  06106


B. Special Reporting Requirements

Programs with special reporting requirements (Drug Free School and Community Grantees, Family Violence, Community Emergency Services, Independent Living, Child Protection Teams, etc.) should continue to submit statistical data as directed by the CTF.

C. Federal Contracts

Programs funded by Federal funds should continue to submit reports as requested by the CTF.
Please note that Special Report requirements and/or Federal Contract requirements are in addition to the regular quarterly reports that must be submitted to the CTFC Regional Office.

DIRECTIONS FOR COMPLETING THE QUARTERLY REPORTS

PROGRAM/WORKPLAN STATUS REPORT:  Complete a Quarterly Work plan Status Report for each of the goals in the current contract.  The Quarterly Work plan Status Report should illustrate what is happening in the program.  The goals, objectives, and activities should correspond with goals, objectives, and activities of the executed contract’s work plan.  The activities during the quarter should include all those listed in the original work plan and any other activities that were performed to meet the objectives.  Be specific in the description, to best reflect the work that has been accomplished.  Please fill in the date the activity was performed to meet the objectives.  Be specific in the description, to best reflect the work that has been accomplished.  Please fill in the date the activity was performed and add any comments that would explain the activity, i.e., 126 people attending; a follow-up group was developed.  Indicate whether or not the program is on schedule in meeting the goals and objectives of the contract.  Note any comments and/or explanations relative to the program’s activities as well.

All sections of the Quarterly Work plan Status Reports must be completed fully.  Every page must have the preparer’s signature, and must have the status of the schedule completed.  Reports will be returned to the providers for revision and re-submission if they are not accurately done.

PERFORMANCE BASED CRITERIA:  Instructions for completing and submitting performance-based criteria data will be sent to you under separate cover.  If you have any questions regarding this process, please contact the Children’s Trust Fund Council.

RESOURCE DEVELOPMENT PLAN:  For those program categories required to submit Resource Planning/Needs Assessment Forms, they must be received by the 5th of the month following the reporting month.  

FINANCIAL EXPENSES AND INCOME REPORTING FORMS:  Complete a financial reporting form reflecting actual Total Income and Expenses for each CTFC funded program.  This report must reflect actual line item expenses incurred during the quarter.  All line item figures in column entitled “BUDGETED AMOUNT” should be the same as anticipated “TOTAL PROJECT COST” figures from your last approved contract budget (or current approved Budget Revision).  This report must be signed and dated by the preparer.

QUARTERLY REPORTING/REVISION REQUEST TIMELINES

Contract Period January 1 through December 31 

	Quarter
	Time Period
	Reports Due*

	
	
	

	1
	01/01- 03/31
	05/01

	2
	04/01 - 06/30
	08/01

	3
	07/01 – 09/30
	11/01

	4
	10/01 - 12/31
	02/01

	
	
	


*If due date falls on a holiday or weekend, reports will be due on the next

 business day.

Contract Period July 1 through June 30 

	Quarter
	Time Period
	Reports Due*

	
	
	

	1
	07/01- 09/30
	11/01

	2
	10/01 - 12/31
	02/01

	3
	01/01 - 03/31
	05/01

	4
	04/01 - 06/30
	08/01

	
	
	


*If due date falls on a holiday or weekend, reports will be due on the next

 business day.

Contract Period October 1 through September 30 

	Quarter
	Time Period
	Reports Due*

	
	
	

	1
	10/01- 12/31
	02/01

	2
	01/01 - 03/31
	05/01

	3
	04/01 – 06/30
	08/01

	4
	07/01 - 09/30
	11/01

	
	
	


*If due date falls on a holiday or weekend, reports will be due on the next

 business day.

HARTFORD QUARTERLY WORKPLAN STATUS REPORT

CONTRACT ACCT #:


    (STATE   
REPORTING QUARTER (Check): (1    (2    (3    (4
AGENCY NAME:







PREPARED BY:



DATE:



PROGRAM NAME:          Nurturing Families Network   











      

              (Signature of Preparer)

Goal # 1: To initiate Nurturing Connections services prenataly or at birth to first time parents at low risk for child abuse or neglect.

	OBJECTIVES OF GOAL
	ACTIVITIES PERFORMED DURING THIS QUARTER TO MEET OBJECTIVES
	TIMEFRAME/DATE ACTIVITY WAS PERFORMED
	OUTCOME OF ACTIVITY (COMMENTS)

	1. All first time parents will receive an early identification screen (REID) prenataly or within three months of the birth of the baby.


	1. # of 1st time births for the quarter if available to screener.

2. # of REID screens completed.

           A. # of Completed Prenatal EIDS                    

               Screens.

3. # of families that screened. 

A.  Positive.

B. Negative.

Referred to the hospital NC program

1.  # to St. Francis Hospital

2.   # to Hartford Hosptial 

C. Out of catchment area.

D. Language barrier is a concern.

E. Out of other NFN sites.

4. # of referrals that accepted the Kempe assessment.

A. # of referral that declined the  

Kempe.

5. # of REID screens that accepted Nurturing Connections. 

A.  # of REIDS screens that refused Nurturing Connections.

6. # of Kempe assessments that scored above 25 and refused Home Visiting    (Special Category/See Policy  Manual).

                 A.  # of families followed by the  

                      Coordinator.

B. # of families followed by paid  

      staff.

C. # Offered Connections service

1.# Accepted service

2. #Declined service

D. # Offered other referrals

1. # Accepted referral

2. # Declined referral

7. # of Low Risk families.

            A.  Served by Coordinator/staff.

B. Served by Volunteers/Interns.

8. # of new Volunteers this quarter.

       A.  # of active Volunteers.

9. Average # of families per Volunteer. 

10. Describe the Supervision of the  

       Volunteers – 

                   A.  Face-to-face.

B. Group or training.

C. Other form of contact made.


	N/A for sites

Report info. monthly

Ex. 4/05 = 25

       5/05=20, etc.
	

	2. Volunteers will receive on-going training and supervision to prepare them and support hem in their work with families.

3. Educational materials and/or events will be provided to families to support them through their transition to parenthood.


	11.  List any Trainings for:

                  A.  Coordinator.

                  B.  Volunteers.

                    C.  Paid Staff.

12. List Volunteer Recruitment efforts.
13.Monthly/bi-monthly group  

activities (e.g. social gathering or special topic discussions).

14.  # of educational packets distributed 

       this past quarter.

15.  # of Referrals made by Coordinator               

       and/or volunteers.

            A) # of referrals made to a Medical    

                Home and/or Pediatrician.
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              (Signature of Preparer)

Goal #1:  To initiate Home Visiting Services prenataly or at birth to first time parents at risk for child abuse or neglect.

	OBJECTIVES OF GOAL
	ACTIVITIES PERFORMED DURING THIS QUARTER TO MEET OBJECTIVES
	DATE ACTIVITY WAS PERFORMED
	OUTCOME OF ACTIVITY (COMMENTS)

	Aggregrate Workforce breakdown for the FSWs, providing caseload numbers, visitation frequency averages and outlining special circumstances that effect caseload size and distribution (i.e. travel time, families struggling with cognitive delays).

  
	1.  # of attempted home visits.

A.  # of actual home visits.

B.  # of other/office visits. 

        C.  # of after hours visits (after 5:00). 

2.  List any staff changes in this quarter 

     (newly hired/fired/or any openings).  

     Attach resumes if appropriate.

3.  # of referrals for Kempe Assessment from  

     outside sources (i.e. other than NFN).

         A.  # of Prenatal referrals.

4.  # of families that accepted a Kempe  

assessment.

   A.  # of families that declined a  

        Kempe assessment.

5.  # of Kempe assessments completed.

6.  # of eligible Kempe assessments.

7.  # of non-eligible Kempe assessments.

8.  # of families that accepted H.V. services.

        A.  # of Prenatal families that accepted.

9.  # of acute families receiving home visits.

10. # of FTE equivalent family support workers


	
	


HARTFORD QUARTERLY WORKPLAN STATUS REPORT

CONTRACT ACCT #:
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PREPARED BY:



DATE:



PROGRAM NAME:          Nurturing Families Network













              (Signature of Preparer)

Goal # 2:  All Nurturing Families Network Home Visiting staff are receiving ongoing effective supervision.

	OBJECTIVES OF GOAL
	ACTIVITIES PERFORMED DURING THIS QUARTER TO MEET OBJECTIVES
	TIMEFRAME/DATE ACTIVITY WAS PERFORMED
	OUTCOME OF ACTIVITY (COMMENTS)

	To Address the Clinical Needs of all of the NFN staff.

  
	1. Describe the degree and scope of supervision;

            A.  Hours spent in 1:1 supervision.

            B.  Group/peer supervision.

2. # of joint visits for FSW/FAWs for the quarter.

3. Utilization of the Professional Development Model (trainings to be offered, topics and speakers).

4. Please provide the specific training for each NFN staff member.

5. Record Keeping – All records are up to date:

a) files in order.

b)  data sent to Researchers.


	
	

	
	
	
	


HARTFORD QUARTERLY WORKPLAN STATUS REPORT
CONTRACT ACCT #:


    (STATE   
REPORTING QUARTER (Check): (1    (2    (3    (4
AGENCY NAME:







PREPARED BY:



DATE:



PROGRAM NAME:        Nurturing Families Network













              (Signature of Preparer)

Goal # 3:  All Services are delivered in a culturally competent and sensitive manner.

	OBJECTIVES OF GOAL
	ACTIVITIES PERFORMED DURING THIS QUARTER TO MEET OBJECTIVES
	TIMEFRAME/DATE ACTIVITY WAS PERFORMED
	OUTCOME OF ACTIVITY (COMMENTS)

	To work effectively with families from various cultural backgrounds.

  
	1. Describe the manner that your site fulfills its compliance with the Policy on Cultural Competency in the following areas – 

a. Activities to work effectively with families.

b. Supervision.

c. Trainings.


	
	


HARTFORD QUARTERLY WORKPLAN STATUS REPORT

CONTRACT ACCT #:


    (STATE   
REPORTING QUARTER (Check): (1    (2    (3    (4
AGENCY NAME:







PREPARED BY:



DATE:
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              (Signature of Preparer)

Goal # 4:  Families are linked to Outside Resources/Community Collaboratives.

	OBJECTIVES OF GOAL
	ACTIVITIES PERFORMED DURING THIS QUARTER TO MEET OBJECTIVES
	TIMEFRAME/DATE ACTIVITY WAS PERFORMED
	OUTCOME OF ACTIVITY (COMMENTS)

	Referral system established and families receiving home visitation services linked to appropriate services.

  
	1. # of families in the home visitation program.

2. # of families linked to a medical provider. 

3. List the new outside resources families are linked to this quarter   (ex. Mental Health, Substance Abuse, Domestic Violence, Birth to Three).

4. # of families in home visitation program who are up to date on immunizations. 

5. # of Ages and Stages completed. 

6. # of home visits involving father of baby, significant others.

7. Site activities for families (e.g., 

     celebrations, special topic 

     discussions, flyers sent to families,   

     etc.).     
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Goal # 1:  Families will be offered an opportunity to participate in a Nurturing Parenting Group to enhance parent-child relationships through the use of a Nurturing Curriculum.  

	OBJECTIVES OF GOAL
	ACTIVITIES PERFORMED DURING THIS QUARTER TO MEET OBJECTIVES
	TIMEFRAME/DATE ACTIVITY WAS PERFORMED
	OUTCOME OF ACTIVITY (COMMENTS)

	1. To reduce parental isolation and to provide support and educational information to parents and their families.

  
	1. # of families in home visitation (HV) program that have or are currently participating in a group.

A. # of NC families referred to 

     group. 

B. # of HV families referred to 

     group. 

2. # of families enrolled in group at the 

      start of the session.   

3. Range of families attending group (i.e. “During this quarter group participation ranged from 9 families attending to 4 families attending.”). 

         A. range # of children attending.

4. # of facilitators for adults.

5. # of facilitator s for children’s groups.

6. # of Volunteers for adults.

7. # of Volunteers for children’s groups.

8.  Which Group curriculum was used?

         A.  adults.

          B.  children.

9.   Any provisions made for 

Participants (i.e. physical challenges, participants that are hearing impaired, blind, etc.).

10.  # of community referrals made by  

      Group Coordinator, described.

    11.  If group ended this quarter – 

A.  # of parents who completed   

     the group.

B.  # of children who completed

     the group.

12.  List any Trainings for:

                  A.  Coordinator.

                  B.  Volunteers.

                    C.  Paid Staff.


	
	


SFY 01

QUARTERLY STATUS OF GOAL







____________________On Schedule








____________________Not on schedule, but will be accomplished.








____________________Will NOT be achieved.








____________________Will be amended.

COMMENTS:  (Any additional successes, problems, or changes in the project during the implementation this 


     quarter. This would also be the place to highlight any special functions/events that may have 

                       occurred this past quarter. )

_____________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________






TOTAL NUMBERS SERVED THIS QUARTER










New

Carry Over 












(From Previous Quarter(s) 





Children


______
______






Parents


______
______






Families


______
______






DCF Cases

______
______






Non-DCF Cases
______
______
CHILDREN’S TRUST FUND 

QUARTERLY REPORTING FORM

EXPENSES

AGENCY: ___________________________________________________
CONTRACT ACCT #:   ____________________________

PROGRAM:
_________________________________________________
CONTRACT PERIOD:  ____________________________                                

	DIRECT SERVICES

NAME/POSITION
	BUDGETED AMOUNT
	1ST 

QUARTER
	2ND 

QUARTER
	CUMULATIVE (6 Months)
	3RD 

QUARTER
	4TH 

QUARTER
	TOTAL 

YEAR
	CTFC  USE
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CHILDREN’S TRUST FUND 

QUARTERLY REPORTING FORM

EXPENSES

AGENCY: ___________________________________________________
CONTRACT ACCT #:   ____________________________

PROGRAM:
_________________________________________________
CONTRACT PERIOD:  ____________________________                                

	ADMINIS. SUPPORT

NAME/POSITION
	BUDGETED AMOUNT
	1ST 

QUARTER
	2ND 

QUARTER
	CUMULATIVE (6 Months)
	3RD 

QUARTER
	4TH 

QUARTER
	TOTAL 

YEAR
	CTFC USE 
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CHILDREN’S TRUST FUND 

QUARTERLY REPORTING FORM

EXPENSES

AGENCY: ___________________________________________________
CONTRACT ACCT #:   ____________________________

PROGRAM:
_________________________________________________
CONTRACT PERIOD:  ____________________________                                

	EXPENSE ACCOUNT
	BUDGETED AMOUNT
	1ST 

QUARTER
	2ND 

QUARTER
	CUMULATIVE (6 Months)
	3RD 

QUARTER
	4TH 

QUARTER
	TOTAL 

YEAR
	CTFC USE 

	100A SALARIES & WAGES

Direct Service
	
	
	
	
	
	
	
	

	100B SALARIES & WAGES

Administrative Support
	
	
	
	
	
	
	
	

	FRINGE BENEFITS:  200

Employer FICA
	
	
	
	
	
	
	
	

	201 Unemployment Tax State
	
	
	
	
	
	
	
	

	202 Workers Compensation
	
	
	
	
	
	
	
	

	203 Medical/Health Ins.
	
	
	
	
	
	
	
	

	204 Life Insurance
	
	
	
	
	
	
	
	

	205 Retirement
	
	
	
	
	
	
	
	

	206 Other (Identify
	
	
	
	
	
	
	
	

	
200 Series Total
	
	
	
	
	
	
	
	






SFY_________

CHILDREN’S TRUST FUND 

QUARTERLY REPORTING FORM

EXPENSES

AGENCY: ___________________________________________________
CONTRACT ACCT #:   ____________________________

PROGRAM:
_________________________________________________
CONTRACT PERIOD:  ____________________________                                

	EXPENSE ACCOUNT
	BUDGETED AMOUNT
	1ST 

QUARTER
	2ND 

QUARTER
	CUMULATIVE (6 Months)
	3RD 

QUARTER
	4TH 

QUARTER
	TOTAL 

YEAR
	CTFC USE 

	CONSULTING &

CONTRACTUAL
	
	
	
	
	
	
	
	

	PROGRAM

301 Medical
	
	
	
	
	
	
	
	

	302 Psychiatric - MD
	
	
	
	
	
	
	
	

	303 Psychological-PhD
	
	
	
	
	
	
	
	

	305 Other (Identify)
	
	
	
	
	
	
	
	

	EDUCATIONAL

306Training Conference
	
	
	
	
	
	
	
	

	307 In-Service Training
	
	
	
	
	
	
	
	

	310 Other (Identify)
	
	
	
	
	
	
	
	

	ADMINIS. SERVICE

311 Audit
	
	
	
	
	
	
	
	

	312 Legal
	
	
	
	
	
	
	
	

	313 Accounting
	
	
	
	
	
	
	
	

	315 Other (Identify)
	
	
	
	
	
	
	
	

	300 SERIES TOTAL
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CHILDREN’S TRUST FUND 

QUARTERLY REPORTING FORM

EXPENSES

AGENCY: ___________________________________________________
CONTRACT ACCT #:   ____________________________

PROGRAM:
_________________________________________________
CONTRACT PERIOD:  ____________________________

	EXPENSE ACCOUNT
	BUDGETED AMOUNT
	1ST 

QUARTER
	2ND 

QUARTER
	CUMULATIVE (6 Months)
	3RD 

QUARTER
	4TH 

QUARTER
	TOTAL 

YEAR
	CTFC USE 

	TRAVEL

400 Public Transportation
	
	
	
	
	
	
	
	

	401 Vehicle Maint/Oil/Gas
	
	
	
	
	
	
	
	

	402 Personal Veh. Mileage
	
	
	
	
	
	
	
	

	404 Other (Identify)
	
	
	
	
	
	
	
	

	400 SERIES TOTAL
	
	
	
	
	
	
	
	

	CONSUMABLES

500 Food
	
	
	
	
	
	
	
	

	501 Office Supplies
	
	
	
	
	
	
	
	

	502 Program Supplies
	
	
	
	
	
	
	
	

	503 Household & Grounds Supplies
	
	
	
	
	
	
	
	

	506 Other (Identify)
	
	
	
	
	
	
	
	

	500 SERIES TOTAL
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CHILDREN’S TRUST FUND 

QUARTERLY REPORTING FORM

EXPENSES

AGENCY: ___________________________________________________
CONTRACT ACCT #:   ____________________________

PROGRAM:
_________________________________________________
CONTRACT PERIOD:  ____________________________

	EXPENSE ACCOUNT
	BUDGETED AMOUNT
	1ST 

QUARTER
	2ND 

QUARTER
	CUMULATIVE (6 Months)
	3RD 

QUARTER
	4TH 

QUARTER
	TOTAL 

YEAR
	CTFC USE 

	RENT

600 Rent
	
	
	
	
	
	
	
	

	601 Renovation/Alterations
	
	
	
	
	
	
	
	

	602 Maintenance & Repair
	
	
	
	
	
	
	
	

	603 Other (Identify)
	
	
	
	
	
	
	
	

	600 SERIES TOTAL
	
	
	
	
	
	
	
	

	CAPITAL EQUIPMENT

700 Office
	
	
	
	
	
	
	
	

	701 Program
	
	
	
	
	
	
	
	

	702 Home & Grounds
	
	
	
	
	
	
	
	

	704 Other (Identify)
	
	
	
	
	
	
	
	

	700 SERIES TOTAL
	
	
	
	
	
	
	
	







SFY_________

CHILDREN’S TRUST FUND 

QUARTERLY REPORTING FORM

EXPENSES

AGENCY: ___________________________________________________
CONTRACT ACCT #:   ____________________________

PROGRAM:
_________________________________________________
CONTRACT PERIOD:  ____________________________

	EXPENSE ACCOUNT
	BUDGETED AMOUNT
	1ST 

QUARTER
	2ND 

QUARTER
	CUMULATIVE (6 Months)
	3RD 

QUARTER
	4TH 

QUARTER
	TOTAL 

YEAR
	CTFC USE 

	OTHER EXPENSES

800 Utilities
	
	
	
	
	
	
	
	

	801 Telephone
	
	
	
	
	
	
	
	

	802 Insurance:
	
	
	
	
	
	
	
	

	
Comprehensive
	
	
	
	
	
	
	
	

	
Fire
	
	
	
	
	
	
	
	

	
Liability
	
	
	
	
	
	
	
	

	
Contents
	
	
	
	
	
	
	
	

	
Bonding
	
	
	
	
	
	
	
	

	
Other Ins.(Identify)
	
	
	
	
	
	
	
	

	803 Postage & Shipping
	
	
	
	
	
	
	
	

	805 Resident Expenses

(For Resident & Shelter Only)
	
	
	
	
	
	
	
	

	
Allowances
	
	
	
	
	
	
	
	

	
Clothing
	
	
	
	
	
	
	
	

	
Recreation
	
	
	
	
	
	
	
	

	806 Other Facility Expenses (Resident & Shelter only Identify)
	
	
	
	
	
	
	
	

	807 Non-Reimbursement Expenses
	
	
	
	
	
	
	
	

	809 Other (Identify)
	
	
	
	
	
	
	
	

	800 SERIES TOTAL
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CHILDREN’S TRUST FUND 

QUARTERLY REPORTING FORM

EXPENSES

AGENCY: ___________________________________________________
CONTRACT ACCT #:   ____________________________

PROGRAM:
_________________________________________________
CONTRACT PERIOD:  ____________________________

	EXPENSE ACCOUNT
	BUDGETED AMOUNT
	1ST 

QUARTER
	2ND 

QUARTER
	CUMULATIVE (6 Months)
	3RD 

QUARTER
	4TH 

QUARTER
	TOTAL 

YEAR
	CTFC USE 

	100A SALARIES & WAGES

Direct Service
	
	
	
	
	
	
	
	

	100B SALARIES & WAGES

Administrative Support
	
	
	
	
	
	
	
	

	200 Fringe Benefits
	
	
	
	
	
	
	
	

	300 Consulting & Contractual
	
	
	
	
	
	
	
	

	400 Travel
	
	
	
	
	
	
	
	

	500 Consumables
	
	
	
	
	
	
	
	

	600 Rent
	
	
	
	
	
	
	
	

	700 Capital Equipment
	
	
	
	
	
	
	
	

	800 Other Expenses
	
	
	
	
	
	
	
	

	
TOTAL EXPENSES
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CHILDREN’S TRUST FUND 

QUARTERLY REPORTING FORM

INCOME

AGENCY: ___________________________________________________
CONTRACT ACCT #:   ____________________________

PROGRAM:
_________________________________________________
CONTRACT PERIOD:  ____________________________                                

	EXPENSE ACCOUNT
	BUDGETED AMOUNT
	1ST 

QUARTER
	2ND 

QUARTER
	CUMULATIVE (6 Months)
	3RD 

QUARTER
	4TH 

QUARTER
	TOTAL 

YEAR
	CTFC USE 

	CTF AWARDED FUNDS (STATE)
	
	
	
	
	
	
	
	

	CTF AWARDED FUNDS

(FEDERAL)
	
	
	
	
	
	
	
	

	OTHER STATE FUNDS

(Identify Source)
	
	
	
	
	
	
	
	

	OTHER FEDERAL FUNDS

(Identify Source)
	
	
	
	
	
	
	
	

	MUNICIPAL FUNDS

(Identify Source)
	
	
	
	
	
	
	
	

	IN-KIND

(Identify Source
	
	
	
	
	
	
	
	

	UNITED WAY SOURCE
	
	
	
	
	
	
	
	

	SERVICE FEES
	
	
	
	
	
	
	
	

	TITLE XIX
	
	
	
	
	
	
	
	

	OTHER (Identify Source)
	
	
	
	
	
	
	
	

	TOTAL PROJECT INCOME
	
	
	
	
	
	
	
	

	TOTAL EXPENSES
	
	
	
	
	
	
	
	

	SURPLUS OR (DEFICIT)
	
	
	
	
	
	
	
	



COMPLETED BY:







TITLE:





SIGNATURE:







DATE:









CTF USE ONLY:





Program Liaison: ___________________________________	Date: __________________








Fiscal Liaison: ��������������������_____________________________________	Date: __________________
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