
SPECIAL EDUCATION CATASTROPHIC OCCURRENCES
R E V I S E D  REIMBURSEMENT REQUEST FORM
FY 2003
Eligible Costs

Name of Student

 Cost Description    

Amount



$










































        TOTAL (must equal or exceed $30,000)  $
District 









LEA# 
Costs Offset Calculation
1.
Individual Education Cost (from 


Total above)



$



2.
less Medicaid reimbursement 

(

              )

3.
less other sources  (e.g., extended 

school year reimbursements, residential

reimbursements, private insurance)
(

             )
4.
Total Catastrophic Occurrence offsets


(lines 2 and 3)


(

             )
5.
Catastrophic Occurrence Request


(line 4 from line 1)


$


If Medicaid or other sources of funds were not used, please explain.




CERTIFICATION
I certify that reimbursement data are accurate and that each cost reimbursement item requested meets the eligibility criteria specified in Special Education Regulation 24.05.4.

Superintendent’s Signature

     Date

Contact Person:


Phone:
E-mail:
RETURN BY MAY 15, 2003 TO:
ADE, Special Education

Grants and Data Management

ATTN: “CATASTROPHIC OCCURRENCE”

1401 W. Capitol, Suite 450

Little Rock, AR  72201-2936
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