CHARLESCOUNTY HUMAN SERVICES PARTNERSHIP
REQUEST FOR FLEX FUNDS

Client’s Name:
SSN DOB

Has client requested support in the past? Y or N. If yes, please provide date:
Below please list other organizations and the date contacted for support.

Organization: Date:

Describe the goods or services to be purchased on behalf of the client.

Explain how the expenditure will assist the client in meeting his’her individual treatment
goals.

$ Total Cost of Goods/Services

$ Amount to be paid by client. (If zero, requester certifies client
cannot afford payment)

$ Amount to be paid by sources other than CCHSP
$ Amount of vendor discount, if any
$ Amount requested from CCHSP Flex Funds

Attach an itemized quote or invoice from the vendor that verifies/explains the cost for the
goods/services.
Date vendor must receive payment. (Allow seven days for CCHSP processing)



0. Vendor Information: SSN or EIN

Name:

Address;

Telephone: Fax:

10. Requesting Agency:

Contact Person:

Tele

Fax:
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AMOUNT APPROVED REQUEST DENIED

The above itemized purchase(s) are necessary and reasonable for family support and/or family
preservation; and/or Return/Diversion; and/or CSI-IS.

Signature: Date:
CCHSP Monitor
Date:
CCHSP Chief
Date:
CCHSP Director
Date:

Deputy County Administrator
NOTES:

4/03



