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Reimbursment Form -1571 Template DHHS.xls
Importance: High

Transit System Providers,
 
As the effort to help provide transportation to vaccine sites gets underway, tracking the amounts of
trips, miles traveled, riders taken to vaccine sites and amount of DHHS CARES money used to
complete this effort could not be more important.  We have created a data entry tool that will allow
you to submit both your data and your claim documentation together or separately.
 
You will need to make your entries on a weekly basis for period ranging from Saturday through the
next Friday.  The due dates for the weekly report are as follows:
 

Data -  submitted by Close of Business every Tuesday.
Claims - turn in your claims as soon as you can. 
Note - It is preferred that you submit them at the same time if you are able.

 
For this initial submission period, please submit all previous weeks of data and claims for trips
already provided to vaccine sites as soon as you can. 
 
*While DHHS Funds are not yet available to you, please go ahead and complete your data entries
for trips given so far, regardless of whether or not you are using DHHS CARES funds or another
funding source for reimbursement.*
 
Please follow these instructions going forward:
 

1. Select the Entry Survey link here: Vaccine Transportation Weekly Progress Report & Claims
Submission

 
2. The Form starts out with one question you will need to choose from:

a. I am Reporting Data Only
b. I am Submitting Claims Only
c. I am Reporting Data and Submitting Claims

(Once again, if you have enough information in order to do both, that is preferred.  If you
have your data, but not enough info to submit claims, please at least submit the data and
come back to add your claims when you are able.)

 
3. For the data portion, the following data is requested:

a. Total Miles
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		DSS-1571 III						North Carolina Department of Health and Human Services

		Rev May-18						Division of Social Services

		DSS-1571 III (Administrative Costs Report )

						Month Ending:

		Contract ID No:				Contract Period				Address

		NC Grants #

		Provider Name:

		Section I
(1)
Object of 
Expenditure				(2)                                           Current                                             Expenses		(3)                                           YTD                                       Expenses		(4)                          Approved                              Budget		(5)
DSS-6844S Budget,
Amendments		*Am *R		(6)                                Unexpended                                  Balance

		A.  Salaries				0.00		0.00		0.00		0.00				0.00

		B.  Fringe Benefits				0.00		0.00		0.00		0.00				0.00

		C.  Staff Development				0.00		0.00		0.00		0.00				0.00

		D.  Travel				0.00		0.00		0.00		0.00				0.00

		E.  Equipment Purch. - Tangible Prop.				0.00		0.00		0.00		0.00				0.00

		F.  Transportation - Recipient				0.00		0.00		0.00		0.00				0.00

		G.  Medical Supplies				0.00		0.00		0.00		0.00				0.00

		H.  Cost of Space				0.00		0.00		0.00		0.00				0.00

		I.   Room and Board-Residential Treatment				0.00		0.00		0.00		0.00				0.00

		J.   Service Payments				0.00		0.00		0.00		0.00				0.00

		K.  Other Expenses (list individual items)

		Handouts, folders, binders, training supplies						0.00		0.00		0.00				0.00

		Site Rental						0.00		0.00		0.00				0.00

								0.00		0.00		0.00				0.00

								0.00		0.00		0.00				0.00

								0.00		0.00		0.00				0.00

								0.00		0.00		0.00				0.00

								0.00		0.00		0.00				0.00

								0.00		0.00		0.00				0.00

								0.00		0.00		0.00				0.00

								0.00		0.00		0.00				0.00

								0.00		0.00		0.00				0.00

								0.00		0.00		0.00				0.00

								0.00		0.00		0.00				0.00

		Administrative Cost (If applicable)						0.00		0.00		0.00				0.00

		Rounding						0.00		0.00		0.00				0.00

		L.  Indirect Cost				0.00		0.00		0.00		0.00				0.00

		Total Expenditures				0.00		0.00		0.00		0.00				0.00

		Less: Provider Match:		0.000000%		0.00		0.00		0.00		0.00				0.00

		Act. 432996

		NET REIMBURSABLE AMOUNT				0.00		0.00		0.00		0.00				0.00

		Cash Advance (Issued)				0.00		0.00						* Am = Amendments

		Cash Advance  (Reconciled)				0.00		0.00						* R   = Realignments

		Cash Advance  (Balance)				0.00		0.00

		Section II - Certification

		As chief executive officer of the contracting organization, I hereby certify that the cost or units billed on this form were incurred and delivered

		according to the provisions of the contract.  I further certify that any required expenditures have been incurred, and that to the best of my

		knowledge and belief we have complied with all laws, regulations and contractual provisions that are conditions of payment under this contract.

										EIN / Group No

		Authorized Provider Official Signature				Date

										NCAS -PO No.:

		Person Responsible for Completion of Report				Telephone #(Area Code)		0.000000%		Acct / Center

		Contract Administrator:						0.000000%		Acct / Center

		Telephone Number:						0.000000%		Acct / Center

		Date:						0.000000%		Match Acct #



DSS Contractor:
For the first billing month only, enter the budget from the DSS-6844S page 1.  
In subsequent months, enter only the amount of approved amendments or adjustments.  Enter a net decrease as a negative number and the net increases as a positive number.

DSS Contractor:
Enter the allowable contract expenditures for  this month.

DSS Contractor:
For the first billing month, enter the amount of Provider Match (if any) from the DSS-6844S page 1  of the contract. 
In subsequent months, enter only the amount of approved amendments if any.

DSS Contractor:
Only for amendments or adjustments, indicate if the amount on column (5) is an:
Amendment = AM
or
Realignment =  R
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		DSS-1571 III						North Carolina Department of Health and Human Services

		Rev May-18						Division of Social Services

		DSS-1571 III (Administrative Costs Report )

						Month Ending:

		Contract ID No:		0		Contract Period		0		Address		0

		NC Grants #		0								0

		Provider Name:		0								0

		Section I
(1)
Object of 
Expenditure				(2)                                           Current                                             Expenses		(3)                                           YTD                                       Expenses		(4)                          Approved                              Budget		(5)
DSS-6844S Budget,
Amendments		*Am *R		(6)                                Unexpended                                  Balance

		A.  Salaries						0.00		0.00						0.00

		B.  Fringe Benefits						0.00		0.00						0.00

		C.  Staff Development						0.00		0.00						0.00

		D.  Travel						0.00		0.00						0.00

		E.  Equipment Purch. - Tangible Prop.						0.00		0.00						0.00

		F.  Transportation - Recipient						0.00		0.00						0.00

		G.  Medical Supplies						0.00		0.00						0.00

		H.  Cost of Space						0.00		0.00						0.00

		I.   Room and Board-Residential Treatment						0.00		0.00						0.00

		J.   Service Payments						0.00		0.00						0.00

		K.  Other Expenses (list individual items)

		Handouts, folders, binders, training supplies						0.00		0.00						0.00

		Site Rental						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		Administrative Cost (If applicable)						0.00		0.00						0.00

		Rounding						0.00		0.00						0.00

		L.  Indirect Cost						0.00		0.00						0.00

		Total Expenditures				0.00		0.00		0.00		0.00				0.00

		Less: Provider Match:		0.000000%		0.00		0.00		0.00		0.00				0.00

		Act. 432996

		NET REIMBURSABLE AMOUNT				0.00		0.00		0.00		0.00				0.00

		Cash Advance (Issued)				0.00		0.00						* Am = Amendments

		Cash Advance  (Reconciled)				0.00		0.00						* R   = Realignments

		Cash Advance  (Balance)				0.00		0.00

		Section II - Certification

		As chief executive officer of the contracting organization, I hereby certify that the cost or units billed on this form were incurred and delivered

		according to the provisions of the contract.  I further certify that any required expenditures have been incurred, and that to the best of my

		knowledge and belief we have complied with all laws, regulations and contractual provisions that are conditions of payment under this contract.

										EIN / Group No		0

		Authorized Provider Official Signature				Date

										NCAS -PO No.:		0

		Person Responsible for Completion of Report				Telephone #(Area Code)		0.000000%		Acct / Center		0

		Contract Administrator:		0				0.000000%		Acct / Center		0

		Telephone Number:		0				0.000000%		Acct / Center		0

		Date:		0				0.000000%		Match Acct #		0



DSS Contractor:
Enter the allowable contract expenditures for  this month.

DSS Contractor:
For the first billing month only, enter the budget from the DSS-6844S page 1.  
In subsequent months, enter only the amount of approved amendments or adjustments.  Enter a net decrease as a negative number and the net increases as a positive number.

DSS Contractor:
For the first billing month, enter the amount of Provider Match (if any) from the DSS-6844S page 1  of the contract. 
In subsequent months, enter only the amount of approved amendments if any.

DSS Contractor:
Only for amendments or adjustments, indicate if the amount on column (5) is an:
Amendment = AM
or
Realignment =  R
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		DSS-1571 III						North Carolina Department of Health and Human Services

		Rev May-18						Division of Social Services

		DSS-1571 III (Administrative Costs Report )

						Month Ending:

		Contract ID No:		0		Contract Period		0		Address		0

		NC Grants #		0								0

		Provider Name:		0								0

		Section I
(1)
Object of 
Expenditure				(2)                                           Current                                             Expenses		(3)                                           YTD                                       Expenses		(4)                          Approved                              Budget		(5)
DSS-6844S Budget,
Amendments		*Am *R		(6)                                Unexpended                                  Balance

		A.  Salaries						0.00		0.00						0.00

		B.  Fringe Benefits						0.00		0.00						0.00

		C.  Staff Development						0.00		0.00						0.00

		D.  Travel						0.00		0.00						0.00

		E.  Equipment Purch. - Tangible Prop.						0.00		0.00						0.00

		F.  Transportation - Recipient						0.00		0.00						0.00

		G.  Medical Supplies						0.00		0.00						0.00

		H.  Cost of Space						0.00		0.00						0.00

		I.   Room and Board-Residential Treatment						0.00		0.00						0.00

		J.   Service Payments						0.00		0.00						0.00

		K.  Other Expenses (list individual items)

		Handouts, folders, binders, training supplies						0.00		0.00						0.00

		Site Rental						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		Administrative Cost (If applicable)						0.00		0.00						0.00

		Rounding						0.00		0.00						0.00

		L.  Indirect Cost						0.00		0.00						0.00

		Total Expenditures				0.00		0.00		0.00		0.00				0.00

		Less: Provider Match:		0.000000%		0.00		0.00		0.00		0.00				0.00

		Act. 432996

		NET REIMBURSABLE AMOUNT				0.00		0.00		0.00		0.00				0.00

		Cash Advance (Issued)				0.00		0.00						* Am = Amendments

		Cash Advance  (Reconciled)				0.00		0.00						* R   = Realignments

		Cash Advance  (Balance)				0.00		0.00

		Section II - Certification

		As chief executive officer of the contracting organization, I hereby certify that the cost or units billed on this form were incurred and delivered

		according to the provisions of the contract.  I further certify that any required expenditures have been incurred, and that to the best of my

		knowledge and belief we have complied with all laws, regulations and contractual provisions that are conditions of payment under this contract.

										EIN / Group No		0

		Authorized Provider Official Signature				Date

										NCAS -PO No.:		0

		Person Responsible for Completion of Report				Telephone #(Area Code)		0.000000%		Acct / Center		0

		Contract Administrator:		0				0.000000%		Acct / Center		0

		Telephone Number:		0				0.000000%		Acct / Center		0

		Date:		0				0.000000%		Match Acct #		0



DSS Contractor:
Enter the allowable contract expenditures for  this month.

DSS Contractor:
For the first billing month only, enter the budget from the DSS-6844S page 1.  
In subsequent months, enter only the amount of approved amendments or adjustments.  Enter a net decrease as a negative number and the net increases as a positive number.

DSS Contractor:
For the first billing month, enter the amount of Provider Match (if any) from the DSS-6844S page 1  of the contract. 
In subsequent months, enter only the amount of approved amendments if any.

DSS Contractor:
Only for amendments or adjustments, indicate if the amount on column (5) is an:
Amendment = AM
or
Realignment =  R
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		DSS-1571 III						North Carolina Department of Health and Human Services

		Rev May-18						Division of Social Services

		DSS-1571 III (Administrative Costs Report )

						Month Ending:

		Contract ID No:		0		Contract Period		0		Address		0

		NC Grants #		0								0

		Provider Name:		0								0

		Section I
(1)
Object of 
Expenditure				(2)                                           Current                                             Expenses		(3)                                           YTD                                       Expenses		(4)                          Approved                              Budget		(5)
DSS-6844S Budget,
Amendments		*Am *R		(6)                                Unexpended                                  Balance

		A.  Salaries						0.00		0.00						0.00

		B.  Fringe Benefits						0.00		0.00						0.00

		C.  Staff Development						0.00		0.00						0.00

		D.  Travel						0.00		0.00						0.00

		E.  Equipment Purch. - Tangible Prop.						0.00		0.00						0.00

		F.  Transportation - Recipient						0.00		0.00						0.00

		G.  Medical Supplies						0.00		0.00						0.00

		H.  Cost of Space						0.00		0.00						0.00

		I.   Room and Board-Residential Treatment						0.00		0.00						0.00

		J.   Service Payments						0.00		0.00						0.00

		K.  Other Expenses (list individual items)

		Handouts, folders, binders, training supplies						0.00		0.00						0.00

		Site Rental						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		Administrative Cost (If applicable)						0.00		0.00						0.00

		Rounding						0.00		0.00						0.00

		L.  Indirect Cost						0.00		0.00						0.00

		Total Expenditures				0.00		0.00		0.00		0.00				0.00

		Less: Provider Match:		0.000000%		0.00		0.00		0.00		0.00				0.00

		Act. 432996

		NET REIMBURSABLE AMOUNT				0.00		0.00		0.00		0.00				0.00

		Cash Advance (Issued)				0.00		0.00						* Am = Amendments

		Cash Advance  (Reconciled)				0.00		0.00						* R   = Realignments

		Cash Advance  (Balance)				0.00		0.00

		Section II - Certification

		As chief executive officer of the contracting organization, I hereby certify that the cost or units billed on this form were incurred and delivered

		according to the provisions of the contract.  I further certify that any required expenditures have been incurred, and that to the best of my

		knowledge and belief we have complied with all laws, regulations and contractual provisions that are conditions of payment under this contract.

										EIN / Group No		0

		Authorized Provider Official Signature				Date

										NCAS -PO No.:		0

		Person Responsible for Completion of Report				Telephone #(Area Code)		0.000000%		Acct / Center		0

		Contract Administrator:		0				0.000000%		Acct / Center		0

		Telephone Number:		0				0.000000%		Acct / Center		0

		Date:		0				0.000000%		Match Acct #		0



DSS Contractor:
Enter the allowable contract expenditures for  this month.

DSS Contractor:
For the first billing month only, enter the budget from the DSS-6844S page 1.  
In subsequent months, enter only the amount of approved amendments or adjustments.  Enter a net decrease as a negative number and the net increases as a positive number.

DSS Contractor:
Only for amendments or adjustments, indicate if the amount on column (5) is an:
Amendment = AM
or
Realignment =  R

DSS Contractor:
For the first billing month, enter the amount of Provider Match (if any) from the DSS-6844S page 1  of the contract. 
In subsequent months, enter only the amount of approved amendments if any.
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		DSS-1571 III						North Carolina Department of Health and Human Services

		Rev May-18						Division of Social Services

		DSS-1571 III (Administrative Costs Report )

						Month Ending:

		Contract ID No:		0		Contract Period		0		Address		0

		NC Grants #		0								0

		Provider Name:		0								0

		Section I
(1)
Object of 
Expenditure				(2)                                           Current                                             Expenses		(3)                                           YTD                                       Expenses		(4)                          Approved                              Budget		(5)
DSS-6844S Budget,
Amendments		*Am *R		(6)                                Unexpended                                  Balance

		A.  Salaries						0.00		0.00						0.00

		B.  Fringe Benefits						0.00		0.00						0.00

		C.  Staff Development						0.00		0.00						0.00

		D.  Travel						0.00		0.00						0.00

		E.  Equipment Purch. - Tangible Prop.						0.00		0.00						0.00

		F.  Transportation - Recipient						0.00		0.00						0.00

		G.  Medical Supplies						0.00		0.00						0.00

		H.  Cost of Space						0.00		0.00						0.00

		I.   Room and Board-Residential Treatment						0.00		0.00						0.00

		J.   Service Payments						0.00		0.00						0.00

		K.  Other Expenses (list individual items)

		Handouts, folders, binders, training supplies						0.00		0.00						0.00

		Site Rental						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		Administrative Cost (If applicable)						0.00		0.00						0.00

		Rounding						0.00		0.00						0.00

		L.  Indirect Cost						0.00		0.00						0.00

		Total Expenditures				0.00		0.00		0.00		0.00				0.00

		Less: Provider Match:		0.000000%		0.00		0.00		0.00		0.00				0.00

		Act. 432996

		NET REIMBURSABLE AMOUNT				0.00		0.00		0.00		0.00				0.00

		Cash Advance (Issued)				0.00		0.00						* Am = Amendments

		Cash Advance  (Reconciled)				0.00		0.00						* R   = Realignments

		Cash Advance  (Balance)				0.00		0.00

		Section II - Certification

		As chief executive officer of the contracting organization, I hereby certify that the cost or units billed on this form were incurred and delivered

		according to the provisions of the contract.  I further certify that any required expenditures have been incurred, and that to the best of my

		knowledge and belief we have complied with all laws, regulations and contractual provisions that are conditions of payment under this contract.

										EIN / Group No		0

		Authorized Provider Official Signature				Date

										NCAS -PO No.:		0

		Person Responsible for Completion of Report				Telephone #(Area Code)		0.000000%		Acct / Center		0

		Contract Administrator:		0				0.000000%		Acct / Center		0

		Telephone Number:		0				0.000000%		Acct / Center		0

		Date:		0				0.000000%		Match Acct #		0



DSS Contractor:
Enter the allowable contract expenditures for  this month.

DSS Contractor:
For the first billing month only, enter the budget from the DSS-6844S page 1.  
In subsequent months, enter only the amount of approved amendments or adjustments.  Enter a net decrease as a negative number and the net increases as a positive number.

DSS Contractor:
Only for amendments or adjustments, indicate if the amount on column (5) is an:
Amendment = AM
or
Realignment =  R

DSS Contractor:
For the first billing month, enter the amount of Provider Match (if any) from the DSS-6844S page 1  of the contract. 
In subsequent months, enter only the amount of approved amendments if any.
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		DSS-1571 III						North Carolina Department of Health and Human Services

		Rev May-18						Division of Social Services

		DSS-1571 III (Administrative Costs Report )

						Month Ending:

		Contract ID No:		0		Contract Period		0		Address		0

		NC Grants #		0								0

		Provider Name:		0								0

		Section I
(1)
Object of 
Expenditure				(2)                                           Current                                             Expenses		(3)                                           YTD                                       Expenses		(4)                          Approved                              Budget		(5)
DSS-6844S Budget,
Amendments		*Am *R		(6)                                Unexpended                                  Balance

		A.  Salaries						0.00		0.00						0.00

		B.  Fringe Benefits						0.00		0.00						0.00

		C.  Staff Development						0.00		0.00						0.00

		D.  Travel						0.00		0.00						0.00

		E.  Equipment Purch. - Tangible Prop.						0.00		0.00						0.00

		F.  Transportation - Recipient						0.00		0.00						0.00

		G.  Medical Supplies						0.00		0.00						0.00

		H.  Cost of Space						0.00		0.00						0.00

		I.   Room and Board-Residential Treatment						0.00		0.00						0.00

		J.   Service Payments						0.00		0.00						0.00

		K.  Other Expenses (list individual items)

		Handouts, folders, binders, training supplies						0.00		0.00						0.00

		Site Rental						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		Administrative Cost (If applicable)						0.00		0.00						0.00

		Rounding						0.00		0.00						0.00

		L.  Indirect Cost						0.00		0.00						0.00

		Total Expenditures				0.00		0.00		0.00		0.00				0.00

		Less: Provider Match:		0.000000%		0.00		0.00		0.00		0.00				0.00

		Act. 432996

		NET REIMBURSABLE AMOUNT				0.00		0.00		0.00		0.00				0.00

		Cash Advance (Issued)				0.00		0.00						* Am = Amendments

		Cash Advance  (Reconciled)				0.00		0.00						* R   = Realignments

		Cash Advance  (Balance)				0.00		0.00

		Section II - Certification

		As chief executive officer of the contracting organization, I hereby certify that the cost or units billed on this form were incurred and delivered

		according to the provisions of the contract.  I further certify that any required expenditures have been incurred, and that to the best of my

		knowledge and belief we have complied with all laws, regulations and contractual provisions that are conditions of payment under this contract.

										EIN / Group No		0

		Authorized Provider Official Signature				Date

										NCAS -PO No.:		0

		Person Responsible for Completion of Report				Telephone #(Area Code)		0.000000%		Acct / Center		0

		Contract Administrator:		0				0.000000%		Acct / Center		0

		Telephone Number:		0				0.000000%		Acct / Center		0

		Date:		0				0.000000%		Match Acct #		0



DSS Contractor:
Enter the allowable contract expenditures for  this month.

DSS Contractor:
For the first billing month only, enter the budget from the DSS-6844S page 1.  
In subsequent months, enter only the amount of approved amendments or adjustments.  Enter a net decrease as a negative number and the net increases as a positive number.

DSS Contractor:
For the first billing month, enter the amount of Provider Match (if any) from the DSS-6844S page 1  of the contract. 
In subsequent months, enter only the amount of approved amendments if any.

DSS Contractor:
Only for amendments or adjustments, indicate if the amount on column (5) is an:
Amendment = AM
or
Realignment =  R



7

		DSS-1571 III						North Carolina Department of Health and Human Services

		Rev May-18						Division of Social Services

		DSS-1571 III (Administrative Costs Report )

						Month Ending:

		Contract ID No:		0		Contract Period		0		Address		0

		NC Grants #		0								0

		Provider Name:		0								0

		Section I
(1)
Object of 
Expenditure				(2)                                           Current                                             Expenses		(3)                                           YTD                                       Expenses		(4)                          Approved                              Budget		(5)
DSS-6844S Budget,
Amendments		*Am *R		(6)                                Unexpended                                  Balance

		A.  Salaries						0.00		0.00						0.00

		B.  Fringe Benefits						0.00		0.00						0.00

		C.  Staff Development						0.00		0.00						0.00

		D.  Travel						0.00		0.00						0.00

		E.  Equipment Purch. - Tangible Prop.						0.00		0.00						0.00

		F.  Transportation - Recipient						0.00		0.00						0.00

		G.  Medical Supplies						0.00		0.00						0.00

		H.  Cost of Space						0.00		0.00						0.00

		I.   Room and Board-Residential Treatment						0.00		0.00						0.00

		J.   Service Payments						0.00		0.00						0.00

		K.  Other Expenses (list individual items)

		Handouts, folders, binders, training supplies						0.00		0.00						0.00

		Site Rental						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		Administrative Cost (If applicable)						0.00		0.00						0.00

		Rounding						0.00		0.00						0.00

		L.  Indirect Cost						0.00		0.00						0.00

		Total Expenditures				0.00		0.00		0.00		0.00				0.00

		Less: Provider Match:		0.000000%		0.00		0.00		0.00		0.00				0.00

		Act. 432996

		NET REIMBURSABLE AMOUNT				0.00		0.00		0.00		0.00				0.00

		Cash Advance (Issued)				0.00		0.00						* Am = Amendments

		Cash Advance  (Reconciled)				0.00		0.00						* R   = Realignments

		Cash Advance  (Balance)				0.00		0.00

		Section II - Certification

		As chief executive officer of the contracting organization, I hereby certify that the cost or units billed on this form were incurred and delivered

		according to the provisions of the contract.  I further certify that any required expenditures have been incurred, and that to the best of my

		knowledge and belief we have complied with all laws, regulations and contractual provisions that are conditions of payment under this contract.

										EIN / Group No		0

		Authorized Provider Official Signature				Date

										NCAS -PO No.:		0

		Person Responsible for Completion of Report				Telephone #(Area Code)		0.000000%		Acct / Center		0

		Contract Administrator:		0				0.000000%		Acct / Center		0

		Telephone Number:		0				0.000000%		Acct / Center		0

		Date:		0				0.000000%		Match Acct #		0



DSS Contractor:
Enter the allowable contract expenditures for  this month.

DSS Contractor:
For the first billing month only, enter the budget from the DSS-6844S page 1.  
In subsequent months, enter only the amount of approved amendments or adjustments.  Enter a net decrease as a negative number and the net increases as a positive number.

DSS Contractor:
For the first billing month, enter the amount of Provider Match (if any) from the DSS-6844S page 1  of the contract. 
In subsequent months, enter only the amount of approved amendments if any.

DSS Contractor:
Only for amendments or adjustments, indicate if the amount on column (5) is an:
Amendment = AM
or
Realignment =  R
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		DSS-1571 III						North Carolina Department of Health and Human Services

		Rev May-18						Division of Social Services

		DSS-1571 III (Administrative Costs Report )

						Month Ending:

		Contract ID No:		0		Contract Period		0		Address		0

		NC Grants #		0								0

		Provider Name:		0								0

		Section I
(1)
Object of 
Expenditure				(2)                                           Current                                             Expenses		(3)                                           YTD                                       Expenses		(4)                          Approved                              Budget		(5)
DSS-6844S Budget,
Amendments		*Am *R		(6)                                Unexpended                                  Balance

		A.  Salaries						0.00		0.00						0.00

		B.  Fringe Benefits						0.00		0.00						0.00

		C.  Staff Development						0.00		0.00						0.00

		D.  Travel						0.00		0.00						0.00

		E.  Equipment Purch. - Tangible Prop.						0.00		0.00						0.00

		F.  Transportation - Recipient						0.00		0.00						0.00

		G.  Medical Supplies						0.00		0.00						0.00

		H.  Cost of Space						0.00		0.00						0.00

		I.   Room and Board-Residential Treatment						0.00		0.00						0.00

		J.   Service Payments						0.00		0.00						0.00

		K.  Other Expenses (list individual items)

		Handouts, folders, binders, training supplies						0.00		0.00						0.00

		Site Rental						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		Administrative Cost (If applicable)						0.00		0.00						0.00

		Rounding						0.00		0.00						0.00

		L.  Indirect Cost						0.00		0.00						0.00

		Total Expenditures				0.00		0.00		0.00		0.00				0.00

		Less: Provider Match:		0.000000%		0.00		0.00		0.00		0.00				0.00

		Act. 432996

		NET REIMBURSABLE AMOUNT				0.00		0.00		0.00		0.00				0.00

		Cash Advance (Issued)				0.00		0.00						* Am = Amendments

		Cash Advance  (Reconciled)				0.00		0.00						* R   = Realignments

		Cash Advance  (Balance)				0.00		0.00

		Section II - Certification

		As chief executive officer of the contracting organization, I hereby certify that the cost or units billed on this form were incurred and delivered

		according to the provisions of the contract.  I further certify that any required expenditures have been incurred, and that to the best of my

		knowledge and belief we have complied with all laws, regulations and contractual provisions that are conditions of payment under this contract.

										EIN / Group No		0

		Authorized Provider Official Signature				Date

										NCAS -PO No.:		0

		Person Responsible for Completion of Report				Telephone #(Area Code)		0.000000%		Acct / Center		0

		Contract Administrator:		0				0.000000%		Acct / Center		0

		Telephone Number:		0				0.000000%		Acct / Center		0

		Date:		0				0.000000%		Match Acct #		0



DSS Contractor:
Enter the allowable contract expenditures for  this month.

DSS Contractor:
For the first billing month only, enter the budget from the DSS-6844S page 1.  
In subsequent months, enter only the amount of approved amendments or adjustments.  Enter a net decrease as a negative number and the net increases as a positive number.

DSS Contractor:
For the first billing month, enter the amount of Provider Match (if any) from the DSS-6844S page 1  of the contract. 
In subsequent months, enter only the amount of approved amendments if any.

DSS Contractor:
Only for amendments or adjustments, indicate if the amount on column (5) is an:
Amendment = AM
or
Realignment =  R
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		DSS-1571 III						North Carolina Department of Health and Human Services

		Rev May-18						Division of Social Services

		DSS-1571 III (Administrative Costs Report )

						Month Ending:

		Contract ID No:		0		Contract Period		0		Address		0

		NC Grants #		0								0

		Provider Name:		0								0

		Section I
(1)
Object of 
Expenditure				(2)                                           Current                                             Expenses		(3)                                           YTD                                       Expenses		(4)                          Approved                              Budget		(5)
DSS-6844S Budget,
Amendments		*Am *R		(6)                                Unexpended                                  Balance

		A.  Salaries						0.00		0.00						0.00

		B.  Fringe Benefits						0.00		0.00						0.00

		C.  Staff Development						0.00		0.00						0.00

		D.  Travel						0.00		0.00						0.00

		E.  Equipment Purch. - Tangible Prop.						0.00		0.00						0.00

		F.  Transportation - Recipient						0.00		0.00						0.00

		G.  Medical Supplies						0.00		0.00						0.00

		H.  Cost of Space						0.00		0.00						0.00

		I.   Room and Board-Residential Treatment						0.00		0.00						0.00

		J.   Service Payments						0.00		0.00						0.00

		K.  Other Expenses (list individual items)

		Handouts, folders, binders, training supplies						0.00		0.00						0.00

		Site Rental						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		Administrative Cost (If applicable)						0.00		0.00						0.00

		Rounding						0.00		0.00						0.00

		L.  Indirect Cost						0.00		0.00						0.00

		Total Expenditures				0.00		0.00		0.00		0.00				0.00

		Less: Provider Match:		0.000000%		0.00		0.00		0.00		0.00				0.00

		Act. 432996

		NET REIMBURSABLE AMOUNT				0.00		0.00		0.00		0.00				0.00

		Cash Advance (Issued)				0.00		0.00						* Am = Amendments

		Cash Advance  (Reconciled)				0.00		0.00						* R   = Realignments

		Cash Advance  (Balance)				0.00		0.00

		Section II - Certification

		As chief executive officer of the contracting organization, I hereby certify that the cost or units billed on this form were incurred and delivered

		according to the provisions of the contract.  I further certify that any required expenditures have been incurred, and that to the best of my

		knowledge and belief we have complied with all laws, regulations and contractual provisions that are conditions of payment under this contract.

										EIN / Group No		0

		Authorized Provider Official Signature				Date

										NCAS -PO No.:		0

		Person Responsible for Completion of Report				Telephone #(Area Code)		0.000000%		Acct / Center		0

		Contract Administrator:		0				0.000000%		Acct / Center		0

		Telephone Number:		0				0.000000%		Acct / Center		0

		Date:		0				0.000000%		Match Acct #		0



DSS Contractor:
Enter the allowable contract expenditures for  this month.

DSS Contractor:
For the first billing month only, enter the budget from the DSS-6844S page 1.  
In subsequent months, enter only the amount of approved amendments or adjustments.  Enter a net decrease as a negative number and the net increases as a positive number.

DSS Contractor:
For the first billing month, enter the amount of Provider Match (if any) from the DSS-6844S page 1  of the contract. 
In subsequent months, enter only the amount of approved amendments if any.

DSS Contractor:
Only for amendments or adjustments, indicate if the amount on column (5) is an:
Amendment = AM
or
Realignment =  R
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		DSS-1571 III						North Carolina Department of Health and Human Services

		Rev May-18						Division of Social Services

		DSS-1571 III (Administrative Costs Report )

						Month Ending:

		Contract ID No:		0		Contract Period		0		Address		0

		NC Grants #		0								0

		Provider Name:		0								0

		Section I
(1)
Object of 
Expenditure				(2)                                           Current                                             Expenses		(3)                                           YTD                                       Expenses		(4)                          Approved                              Budget		(5)
DSS-6844S Budget,
Amendments		*Am *R		(6)                                Unexpended                                  Balance

		A.  Salaries						0.00		0.00						0.00

		B.  Fringe Benefits						0.00		0.00						0.00

		C.  Staff Development						0.00		0.00						0.00

		D.  Travel						0.00		0.00						0.00

		E.  Equipment Purch. - Tangible Prop.						0.00		0.00						0.00

		F.  Transportation - Recipient						0.00		0.00						0.00

		G.  Medical Supplies						0.00		0.00						0.00

		H.  Cost of Space						0.00		0.00						0.00

		I.   Room and Board-Residential Treatment						0.00		0.00						0.00

		J.   Service Payments						0.00		0.00						0.00

		K.  Other Expenses (list individual items)

		Handouts, folders, binders, training supplies						0.00		0.00						0.00

		Site Rental						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		Administrative Cost (If applicable)						0.00		0.00						0.00

		Rounding						0.00		0.00						0.00

		L.  Indirect Cost						0.00		0.00						0.00

		Total Expenditures				0.00		0.00		0.00		0.00				0.00

		Less: Provider Match:		0.000000%		0.00		0.00		0.00		0.00				0.00

		Act. 432996

		NET REIMBURSABLE AMOUNT				0.00		0.00		0.00		0.00				0.00

		Cash Advance (Issued)				0.00		0.00						* Am = Amendments

		Cash Advance  (Reconciled)				0.00		0.00						* R   = Realignments

		Cash Advance  (Balance)				0.00		0.00

		Section II - Certification

		As chief executive officer of the contracting organization, I hereby certify that the cost or units billed on this form were incurred and delivered

		according to the provisions of the contract.  I further certify that any required expenditures have been incurred, and that to the best of my

		knowledge and belief we have complied with all laws, regulations and contractual provisions that are conditions of payment under this contract.

										EIN / Group No		0

		Authorized Provider Official Signature				Date

										NCAS -PO No.:		0

		Person Responsible for Completion of Report				Telephone #(Area Code)		0.000000%		Acct / Center		0

		Contract Administrator:		0				0.000000%		Acct / Center		0

		Telephone Number:		0				0.000000%		Acct / Center		0

		Date:		0				0.000000%		Match Acct #		0



DSS Contractor:
Enter the allowable contract expenditures for  this month.

DSS Contractor:
For the first billing month only, enter the budget from the DSS-6844S page 1.  
In subsequent months, enter only the amount of approved amendments or adjustments.  Enter a net decrease as a negative number and the net increases as a positive number.

DSS Contractor:
For the first billing month, enter the amount of Provider Match (if any) from the DSS-6844S page 1  of the contract. 
In subsequent months, enter only the amount of approved amendments if any.

DSS Contractor:
Only for amendments or adjustments, indicate if the amount on column (5) is an:
Amendment = AM
or
Realignment =  R
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		DSS-1571 III						North Carolina Department of Health and Human Services

		Rev May-18						Division of Social Services

		DSS-1571 III (Administrative Costs Report )

						Month Ending:

		Contract ID No:		0		Contract Period		0		Address		0

		NC Grants #		0								0

		Provider Name:		0								0

		Section I
(1)
Object of 
Expenditure				(2)                                           Current                                             Expenses		(3)                                           YTD                                       Expenses		(4)                          Approved                              Budget		(5)
DSS-6844S Budget,
Amendments		*Am *R		(6)                                Unexpended                                  Balance

		A.  Salaries						0.00		0.00						0.00

		B.  Fringe Benefits						0.00		0.00						0.00

		C.  Staff Development						0.00		0.00						0.00

		D.  Travel						0.00		0.00						0.00

		E.  Equipment Purch. - Tangible Prop.						0.00		0.00						0.00

		F.  Transportation - Recipient						0.00		0.00						0.00

		G.  Medical Supplies						0.00		0.00						0.00

		H.  Cost of Space						0.00		0.00						0.00

		I.   Room and Board-Residential Treatment						0.00		0.00						0.00

		J.   Service Payments						0.00		0.00						0.00

		K.  Other Expenses (list individual items)

		Handouts, folders, binders, training supplies						0.00		0.00						0.00

		Site Rental						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		Administrative Cost (If applicable)						0.00		0.00						0.00

		Rounding						0.00		0.00						0.00

		L.  Indirect Cost						0.00		0.00						0.00

		Total Expenditures				0.00		0.00		0.00		0.00				0.00

		Less: Provider Match:		0.000000%		0.00		0.00		0.00		0.00				0.00

		Act. 432996

		NET REIMBURSABLE AMOUNT				0.00		0.00		0.00		0.00				0.00

		Cash Advance (Issued)				0.00		0.00						* Am = Amendments

		Cash Advance  (Reconciled)				0.00		0.00						* R   = Realignments

		Cash Advance  (Balance)				0.00		0.00

		Section II - Certification

		As chief executive officer of the contracting organization, I hereby certify that the cost or units billed on this form were incurred and delivered

		according to the provisions of the contract.  I further certify that any required expenditures have been incurred, and that to the best of my

		knowledge and belief we have complied with all laws, regulations and contractual provisions that are conditions of payment under this contract.

										EIN / Group No		0

		Authorized Provider Official Signature				Date

										NCAS -PO No.:		0

		Person Responsible for Completion of Report				Telephone #(Area Code)		0.000000%		Acct / Center		0

		Contract Administrator:		0				0.000000%		Acct / Center		0

		Telephone Number:		0				0.000000%		Acct / Center		0

		Date:		0				0.000000%		Match Acct #		0



DSS Contractor:
Enter the allowable contract expenditures for  this month.

DSS Contractor:
For the first billing month only, enter the budget from the DSS-6844S page 1.  
In subsequent months, enter only the amount of approved amendments or adjustments.  Enter a net decrease as a negative number and the net increases as a positive number.

DSS Contractor:
Only for amendments or adjustments, indicate if the amount on column (5) is an:
Amendment = AM
or
Realignment =  R
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		DSS-1571 III						North Carolina Department of Health and Human Services

		Rev May-18						Division of Social Services

		DSS-1571 III (Administrative Costs Report )

						Month Ending:

		Contract ID No:		0		Contract Period		0		Address		0

		NC Grants #		0								0

		Provider Name:		0								0

		Section I
(1)
Object of 
Expenditure				(2)                                           Current                                             Expenses		(3)                                           YTD                                       Expenses		(4)                          Approved                              Budget		(5)
DSS-6844S Budget,
Amendments		*Am *R		(6)                                Unexpended                                  Balance

		A.  Salaries						0.00		0.00						0.00

		B.  Fringe Benefits						0.00		0.00						0.00

		C.  Staff Development						0.00		0.00						0.00

		D.  Travel						0.00		0.00						0.00

		E.  Equipment Purch. - Tangible Prop.						0.00		0.00						0.00

		F.  Transportation - Recipient						0.00		0.00						0.00

		G.  Medical Supplies						0.00		0.00						0.00

		H.  Cost of Space						0.00		0.00						0.00

		I.   Room and Board-Residential Treatment						0.00		0.00						0.00

		J.   Service Payments						0.00		0.00						0.00

		K.  Other Expenses (list individual items)

		Handouts, folders, binders, training supplies						0.00		0.00						0.00

		Site Rental						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		Administrative Cost (If applicable)						0.00		0.00						0.00

		Rounding						0.00		0.00						0.00

		L.  Indirect Cost						0.00		0.00						0.00

		Total Expenditures				0.00		0.00		0.00		0.00				0.00

		Less: Provider Match:		0.000000%		0.00		0.00		0.00		0.00				0.00

		Act. 432996

		NET REIMBURSABLE AMOUNT				0.00		0.00		0.00		0.00				0.00

		Cash Advance (Issued)				0.00		0.00						* Am = Amendments

		Cash Advance  (Reconciled)				0.00		0.00						* R   = Realignments

		Cash Advance  (Balance)				0.00		0.00

		Section II - Certification

		As chief executive officer of the contracting organization, I hereby certify that the cost or units billed on this form were incurred and delivered

		according to the provisions of the contract.  I further certify that any required expenditures have been incurred, and that to the best of my

		knowledge and belief we have complied with all laws, regulations and contractual provisions that are conditions of payment under this contract.

										EIN / Group No		0

		Authorized Provider Official Signature				Date

										NCAS -PO No.:		0

		Person Responsible for Completion of Report				Telephone #(Area Code)		0.000000%		Acct / Center		0

		Contract Administrator:		0				0.000000%		Acct / Center		0

		Telephone Number:		0				0.000000%		Acct / Center		0

		Date:		0				0.000000%		Match Acct #		0



DSS Contractor:
Enter the allowable contract expenditures for  this month.

DSS Contractor:
For the first billing month only, enter the budget from the DSS-6844S page 1.  
In subsequent months, enter only the amount of approved amendments or adjustments.  Enter a net decrease as a negative number and the net increases as a positive number.

DSS Contractor:
For the first billing month, enter the amount of Provider Match (if any) from the DSS-6844S page 1  of the contract. 
In subsequent months, enter only the amount of approved amendments if any.

DSS Contractor:
Only for amendments or adjustments, indicate if the amount on column (5) is an:
Amendment = AM
or
Realignment =  R





b. Total Trips
c. Total Riders getting vaccines
d. Total Riders giving assistance (not vaccinated)
e. Hours Operated
f. Vehicles Dedicated (Optional)
g. Estimated Expenditures (only if you are not also submitting your claims yet)

 
4. For submitting claims, (only for DHHS CARES funds) the following supporting documentation

must be attached:
a. Cover Letter
b. DHHS Claim Form (if using DHHS CARES Funds) – Use Budget Line F only.
c. NCDOT Claim Coversheet
d. DBE Form
e. Additional Supporting Documentation
f. Back-up Report from Scheduling Software

 
5. For submitting both together, the requested info is the all of the above with exception to

duplicative questions.
 
*Remember you will only use the claims portion for DHHS CARES claims only.  If you use other
funds (FTA CARES, traditional funds, etc.), you will use the normal claims process!!
 
Please also feel free to visit our webpage Transportation to COVID-19 Vaccine Sites to access more
resources about this effort.
 
If you have any questions, please contact your Planner.
_________________________________________________________________________________
________________________________________________
 
Timothy Blair Chambers, Jr.
Planning and Contracts Officer
Integrated Mobility Division
North Carolina Department of Transportation
1550 Mail Service Center
1 S Wilmington Street, Room 526
Raleigh, NC  27699-1550
O. # 919 707 4693 
C. # 984 218 7833
tbchambers@ncdot.gov
 
 Bicycle, Pedestrian and Public Transportation Programs

https://connect.ncdot.gov/business/Transit/Pages/Transportation-COVID-19-Vaccine-Sites.aspx
mailto:tbchambers@ncdot.gov


Email correspondence to and from this address is subject to the
North Carolina Public Records Law and may be disclosed to third parties.
 

Email correspondence to and from this sender is subject to the N.C. Public Records Law and may be disclosed to third parties.


