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	This page should reflect all services projected to be delivered during the contract period for those service categories described in your Service Deliver Plan and for which you intend to bill and expect to be paid (See Form E Guidelines).

If you provide services in counties located in different DSHS regions, complete a separate form for each Health Service Region (HSR).  Do not complete a separate for each county.


	
	FY17
 PROJECTED
Estimated Number of Unduplicated Clients

	HSR: |_| 1  |_| 2/3  |_|4/5N  |_|6/5S

          |_| 7  |_| 8     |_|9/10  |_| 11
	
	Infants 0 - 11 months
Children & Adolescents
1 – 21 years

	
	
Number of Clients

	
Average Cost Per Client
	
Total $ Amount for all services provided


	
Child Health (include costs for laboratory and case management)

	(1)
	(2)
	(3)

$


	
Child Dental

	(4)
	(5)
	(6)

$

	
GRAND TOTAL  Number of Clients and Dollars 

	(7)
	
	(8)

$


	Will Copay be Assessed?
	|_|Yes  |_|No  

	
	

	
Title V Case Management for Children and Pregnant Woman (TV CPW)
	Currently a provider and interested in continuing:  
|_|Yes  |_|No  

	
	Not currently a provider, but am interested in applying:  
|_|Yes  |_|No  






