DHS Medicaid Administrative Claiming

Finance and Policy Analysis
500 Summer Street NE

Salem,  OR  97301

School-Based Medicaid Administrative Claiming

Annual Project Report Fiscal Year:     
ESD/District Name:      
State Fiscal Year to Date Earning:      


State Fiscal Year To Date Expenditure:      
Project Name:      
Project Address:      
Phone:         Email:      
Type/Category of Service:      
Contact Person:      
Phone:        Email:       

Objectives of the Project (coordinated with the Local Comprehensive Plan):     
Actual Outcomes of Service:      

Short Description of project activities:      

Application to health and social services in the School setting:      

Future Plans for this project:      

Additional needs of this ESD/district:       

List of Organizations on the Advisory Council:      

Signature of MAC Coordinator/representative: ________________________

Title: ___________________________________  Date: __________________

Signature of Chair of Local Advisory Council:  ________________________

Title: __________________________________ Date: ____________________

Use one form for each project funded through the reimbursement. Do not detail individual line item expenditures of the project.
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