	Provider

	Qtr
	Fiscal Year



	Provider:      
	County:      

	Quarter:      
	Fiscal Year:      


DOCUMENTED IN-KIND CONTRIBUTIONS

Agency:      
	Contribution Type
	Quantity
	Unit Value
	Total Value

	     
	     
	     
	$   0.00

	     
	     
	     
	$   0.00

	     
	     
	     
	$   0.00

	     
	     
	     
	$   0.00

	     
	     
	     
	$   0.00

	     
	     
	     
	$   0.00

	     
	     
	     
	$   0.00

	     
	     
	     
	$   0.00

	     
	     
	     
	$   0.00

	     
	     
	     
	$   0.00

	     
	     
	     
	$   0.00

	     
	     
	     
	$   0.00

	     
	     
	     
	$   0.00

	     
	     
	     
	$   0.00

	     
	     
	     
	$   0.00

	     
	     
	     
	$   0.00

	     
	     
	     
	$   0.00

	     
	     
	     
	$   0.00

	     
	     
	     
	$   0.00

	TOTAL
	$0.00


	By checking this box  FORMCHECKBOX 
 or signing below, I certify that I am the authorized representative; this document is correct to the best of my knowledge, and is not being used to request reimbursement from any other source. All applicable supporting documentation will remain available for inspection for the standard records retention period of affected grants.

	Name of Authorized Representative:
	Date:

	     
	     

	Signature of Authorized Representative:
	Telephone:

	x
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