



REIMBURSEMENT REQUEST FOR EDUCATIONAL COSTS              

STUDENTS WITH DISABILITIES IN APPROVED IN-STATE 

RESIDENTIAL TREATMENT CENTERS
THIRD AND FOURTH QUARTERS, 2002-2003

District ____________________________________________       LEA#_______________


Indicate Quarter     

3rd Quarter   




 4th Quarter

REVISED Submission

Deadline:          

 (04-04-03)           



  (06-16-03)  

1.
Number of students with disabilities for which reimbursement is requested


2.
Total number of student days this billing period







3.
Current per school day amount




               X

$50.00

4. Actual cost to District (attach legible copies of paid bills


showing the education costs of individual students.  


Reimbursement will not be made without adequate documentation.)
$


5.
Line 3 x Line 2







$

6.
Enter the lower of lines 4 and 5





$



I certify that all data are accurate, that my school district is responsible for educating each student counted as disabled according to eligibility guidelines, and that each student with disabilities for whom reimbursement is claimed is placed in a residential treatment facility approved by the Arkansas Department of Education.  Further, no student counted on this report is counted on the district’s request for reimbursement for nondisabled students placed in a residential treatment facility nor is included in the district’s average daily membership on the quarterly report (Form FAPD-3).

_________________________________

__________________

          Superintendent’s Signature

            
  Date

_________________________________

___________________

                 Contact Person




Phone


ADE USE ONLY
Approved: Yes _____     No _____



Amount Approved: $____________

Reviewed By: ______________________________
            Date: ________________________

REIMBURSEMENT REQUEST FOR EDUCATIONAL COSTS 

NONDISABLED STUDENTS IN APPROVED RESIDENTIAL TREATMENT CENTERS
THIRD AND FOURTH QUARTERS, 2002-2003

District ____________________________________________       LEA#_______________


Indicate Quarter     

3rd Quarter   




 4th Quarter

REVISED Submission

Deadline:          

 (04-04-03)           



  (06-16-03)  

1.
Number of nondisabled students for whom reimbursement is requested


2.
Total number of student days this billing period







3.
Current per school day amount




               X

$50.00

4.
Actual cost to District (attach legible copies of paid bills


showing the education costs of individual students.  


Reimbursement will not be made without adequate documentation.)
$


5.
Line 3 x Line 2







$

6.
Enter the lower of lines 4 and 5





$



I certify that all data are accurate, that my school district is responsible for educating each non-disabled student claimed, and that each nondisabled student was placed in a residential treatment facility approved by the Arkansas Department of Education.  No nondisabled student was placed in a residential center for the primary purpose of receiving educational services.  Further, no student counted on this report is counted on the district’s request for reimbursement for students with disabilities placed in a residential treatment facility nor is included in the district’s average daily membership on the quarterly report (Form FAPD-3).

_________________________________

__________________

          Superintendent’s Signature

            
  Date

_________________________________

___________________

                 Contact Person




Phone


ADE USE ONLY
Approved: Yes _____     No _____



Amount Approved: $____________

Reviewed By: ______________________________
            Date: ________________________








