Page 2

CHILDREN’S SERVICES FACILITATION TEAM (CSFT) 

MONTHLY STAFFING REPORT

	COUNTY:         
	MONTH:      


PLEASE PROVIDE INFORMATION BELOW FOR THE MONTH LISTED ABOVE:

1. TOTAL NUMBER OF CHILDREN STAFFED:    
2. NUMBER OF CHILDREN REFERRED TO THE STATE MNC TEAM:    


Name(s) of child(ren) referred to State MNC Team

	·      
	·      

	·      
	·      

	·      
	·      

	·      
	·      


PLEASE PROVIDE THE FOLLOWING INFORMATION FOR THE CHILD(REN) APPROVED FOR LOCAL CHILDREN FIRST FUNDING:

3. NUMBER OF CHILDREN APPROVED FOR UTILIZATION OF COUNTY CSFT CHILDREN FIRST FUNDS:    
	NAME:      
	

	DOB:      
	                     SEX:      
	                       RACE:      

	SERVICE APPROVED:
	     

	PERIOD OF SERVICE: 
	From:      
	To:      

	PROVIDER:
	     
	RATE & TOTAL AMOUNT: $          


	NAME:      
	

	DOB:      
	                     SEX:      
	                      RACE:      

	SERVICE APPROVED:
	     

	PERIOD OF SERVICE:
	From:      
	To:      

	PROVIDER:
	     
	RATE & TOTAL AMOUNT: $          


	COUNTY:         
	MONTH:      


  
	NAME:      
	

	DOB:      
	                     SEX:      
	                       RACE:      

	SERVICE APPROVED:
	     

	PERIOD OF SERVICE: 
	From:      
	To:      

	PROVIDER:
	     
	RATE & TOTAL AMOUNT:  $           


 
	NAME:      
	

	DOB:      
	                     SEX:      
	                       RACE:      

	SERVICE APPROVED:
	     

	PERIOD OF SERVICE: 
	From:      
	To:      

	PROVIDER:
	     
	RATE & TOTAL AMOUNT:  $       


   
	NAME:      
	

	DOB:      
	                     SEX:      
	                       RACE:      

	SERVICE APPROVED:
	     

	PERIOD OF SERVICE: 
	From:      
	To:      

	PROVIDER:
	     
	RATE & TOTAL AMOUNT  $       


	NAME:      
	

	DOB:      
	                     SEX:      
	                       RACE:      

	SERVICE APPROVED:
	     

	PERIOD OF SERVICE: 
	From:      
	To:      

	PROVIDER:
	     
	RATE & TOTAL AMOUNT:  $       


