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MISSOURI DEPARTMENT OF HEALTH AND SENIOR SERVICES

SPECIAL HEALTH SERVICES
SERVICE COORDINATION CONTRACT COST DETAIL REPORT


CONTRACTOR NAME:
REGION:
MONTH/YEAR:

     
     
     

CATEGORIES

MEDICAID
     
TOTAL


Salary
$      
$      
$      
 Employee Name
Medicaid Hours
Non-Medicaid Hours

     

     
     



     

     
     




     

     
     




     
     
     





Fringe Benefits                                                                                      
$      
$      
$      
Benefit Description                           
Benefit Description                         

     
     
     
     
     
     


Travel
$      
$      
$      

                                 

Amount

Mileage (Medicaid):
# of Miles
     
$     


Mileage (Non-Medicaid):
# of Miles
     
$     
Lodging (Non-Medicaid):
$     
Meals (Non-Medicaid):
$     
Other (Non-Medicaid):       

$     

Communications/Office Supplies/Equipment

$      
$      

                                 Description

Amount

Communications:
     
$     
Office Supplies:
     
$     
Equipment:
     
$     
Other:
     
$     

Training

$      
$      
Conference/Training                          
Registration Fee                       

     

$     
     

$     
     

$     

Administrative Cost (Not to exceed 10% billed monthly)

$      
$      

GRAND TOTAL
$      
$      
$      


PREPARED BY:

DATE:
NON-


MEDICAID
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