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STATEMENT OF WORK

Goal:
     
Methodology:  Activities, Responsible Individual(s), Timeline and Deliverable(s)

	Activity(ies)
	Responsible Individual(s)
	Timeline
	Deliverable(s)

	Objective      

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	Objective      

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	Objective      

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	Objective      

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	Objective      

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


ATTACHMENT C

PERFORMANCE / PROGRESS REPORT REQUIREMENTS
A.
The Grantee shall submit the following reports on the following dates:

     
B.
Any such other information as specified in the Statement of Work, Attachment A shall be developed and submitted by the Grantee as required by the Contract Manager.

C.
Programmatic reports and information shall be submitted to the Contract Manager at:


OSA Partner Channel

https://ais.osapartner.net

OSA Secure Report File Drop


File Type:

D.
Financial Status Reports and Cash Request shall be submitted as required in the agreement under:

III. Assurances, IV Financial Requirements, B Financial Status Reports, Cash Requests and Expense Detail Submission

E.
The Contract Manager shall evaluate the reports submitted as described in Attachment C, Items A. and B. for their completeness and adequacy.

F.
The Grantee shall permit the Department or its designee to visit and to make an evaluation of the project as determined by Contract Manager.

                                                      
FINANCIAL STATUS REPORT                            ATTACHMENT D

MICHIGAN DEPARTMENT OF HEALTH AND HUMAN SERVICES
	Local Agency Name

     
	Contract Number               Program
                   
	Page

  
	Of

  

	Street Address

     
	Report Period

     
Thru       

□Final
	Date Prepared

     

	City, State, ZIP Code

     
	Agreement Period

     
Thru       
	FE ID Number

     

	Category
	Expenditures
	Agreement

	
	Current Period
	Agreement YTD
	Budget
	Balance

	
1.
Salaries & Wages
	     
	     
	     
	     

	
2.
Fringe Benefits
	     
	     
	     
	     

	
3.
Travel
	     
	     
	     
	     

	
4.
Supplies & Materials
	     
	     
	     
	     

	
5.
Contractual (Sub-Contracts)
	     
	     
	     
	     

	
6.
 Equipment
	     
	     
	     
	     

	
7.
 Other Expenses
	
	
	
	

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	
8.
 TOTAL DIRECT
	     
	     
	     
	     

	
   9a.Indirect Costs Rate #1:_% 
	     
	     
	     
	     

	
   9b.Indirect Costs Rate #2:_%
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	
10.
TOTAL EXPENDITURES
	     
	     
	     
	     

	SOURCE OF FUNDS:


11.
State Agreement
	     
	     
	     
	     

	
12.
Local
	     
	     
	     
	     

	
13.
Federal
	     
	     
	     
	     

	
14.
Other
	     
	     
	     
	     

	
15.
Fees & Collections
	     
	     
	     
	     

	
16.
TOTAL FUNDING
	     
	     
	     
	     

	CERTIFICATION: I certify that I am authorized to sign on behalf of the local agency and that this is an accurate statement of expenditures and collections for the report period.  Appropriate documentation is available and will be maintained for the required period to support costs and receipts reported.  I certify to the best of my knowledge and belief that the report is true, complete and accurate and the expenditures, disbursements, and cash receipts are for the purpose and objectives set forth in the terms and conditions of the agreement.  I am aware that any false, fictitious, or fraudulent information, or the omission of any material facts, may subject me to criminal, civil or administrative penalties for fraud, false statements, false claims or otherwise.

	Authorized Signature
Date
	Title

     

	Contact Person Name

     
	Telephone Number 

     


FOR STATE USE ONLY

	
	Advance
	INDEX
	PCA
	A OBJ. CODE
	AMOUNT

	Advance Outstanding
	     
	     
	     
	    
	     

	Advance Issued or Applied
	          
	     
	     
	    
	     

	Balance
	          
	     
	     
	    
	     

	Message

     

	
Authority: P.A. 368 of 1978



Completion: is a Condition of Reimbursement
	         The Michigan Department of Health and Human Services is an equal
         opportunity, employer, services, and programs provider.
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