REIMBURSEMENT REQUEST FOR EDUCATIONAL COSTS

STUDENTS WITH DISABILITIES IN APPROVED 

RESIDENTIAL TREATMENT CENTERS
2006-2007

District ____________________________________________       LEA#_______________


1.
Number of instructional days for disabled students


2.
Rate of Reimbursement per day
                                    
                X

$45.00

3.   Total: Line 1 x Line 2






     $


I certify that the student data from which this report is generated are accurate, that my district is responsible for educating each student for whom reimbursement is requested, and that district funds have been expended in the amount requested for state reimbursement.

I further certify that no reimbursement is requested for student instructional days included in my district’s average daily membership count.

_________________________________

__________________

          Superintendent’s Signature

            
  Date


ADE USE ONLY
Approved: Yes _____     No _____



Amount Approved: $____________

Reviewed By: ______________________________
            Date: ________________________

REIMBURSEMENT REQUEST FOR EDUCATIONAL COSTS

NONDISABLED STUDENTS IN APPROVED
 RESIDENTIAL TREATMENT CENTERS
2006-2007

District ____________________________________________       LEA#_______________


1.
Number of instructional days for nondisabled students


2.
Rate of Reimbursement per day
                                    
                X

$45.00

3.   Total: Line 1 x Line 2






     $


I certify that the student data from which this report is generated are accurate, that my district is responsible for educating each student for whom reimbursement is requested, and that district funds have been expended in the amount requested for state reimbursement.

I further certify that no reimbursement is requested for student instructional days included in my district’s average daily membership count.

_________________________________

__________________

          Superintendent’s Signature

            
  Date


ADE USE ONLY
Approved: Yes _____     No _____



Amount Approved: $____________

Reviewed By: ______________________________
            Date: ________________________

DETAIL OF REIMBURSEMENT REQUEST

NONDISABLED STUDENTS
IN APPROVED RESIDENTIAL TREATMENT CENTERS 2006-2007

	First Name 
	Middle Initial
	Last Name
	SSN
	Birthdate
	Facility & Location
	Begin Billing Date
	End Billing Date
	# of Instructional Days

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


DETAIL OF REIMBURSEMENT REQUEST

DISABLED STUDENTS

IN APPROVED RESIDENTIAL TREATMENT CENTERS 2006-2007 

	First Name 
	Middle Initial
	Last Name
	SSN
	Birthdate
	Facility & Location
	Begin Billing Date
	End Billing Date
	# of Instructional Days

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


District:_____________________





___1st Quarter


___2nd Quarter





 Check one:


 ___1st Quarter  (August 18, 2006 – November 3, 2006)


 ___2nd Quarter (November 6, 2006 – January 19, 2007)





 Check one:


 ___1st Quarter  (August 18, 2006 – November 3, 2006)


 ___2nd Quarter (November 6, 2006 – January 19, 2007)





___1st Quarter


___2nd Quarter





District:_____________________








