


Certification of Public Expenditures for State of Missouri Annual MHD Medicaid Cost Report

School District Name:  School Name
National Provider Identification (NPI): xxxxxxxxxx


This statement of expenditures that the undersigned certifies are allocable and allowable to the State Medicaid program under Title XIX of the Social Security Act (the Act), and in accordance with all procedures, instruction and guidance issued by the single state agency and in effect during the state fiscal year. Complete Section II and sign and date below. The form must be submitted with your claim.

HEREBY CERTIFY that for the reporting period: From: July 1, XXXX To: June 30, XXXX


Section I:	
1. Total Expenditures _____________________________________________
2. Total Medicaid Expenditures _____________________________________
3. Medicaid Interim Payments  ______________________________________
4. Medicaid Cost Settlement   _______________________________________

	
Section II:	
School District Financial Account Code	
The expenditures identified above as the match for the federal funds received from Medicaid are drawn from the following approved local account(s): 

________________________________________________________________
	  
________________________________________________________________



CERTIFICATION STATEMENT BY OFFICER OF THE PROVIDER 
INTENTIONAL MISREPRESENTATION OR FALSIFICATION OF ANY INFORMATION CONTAINED HEREIN MAY BE PUNISHABLE BY FINE AND/OR IMPRISONMENT UNDER FEDERAL AND/OR STATE LAW.
1. All expenditures presented should be allowable in accordance with federal and State Plan Amendment agreement requirements.
2. I have examined this statement, the accompanying supported exhibits, the allocation of expenses and services, and the worksheets for the above indicated reporting period and to the best of my knowledge and believe they are true and correct statements prepared from our books and records in accordance with applicable instructions.
3. The expenditures included in this statement are based on the actual cost recorded expenditures.
4. The required amount of state and/or local funds were available and used to pay for total computable allowable expenditures included in this statement, and such state and/or local funds were in accordance with all applicable federal requirements for the non-federal share match of expenditures, including that the funds were not Federal funds in origin, or are Federal funds authorized by Federal law to be used to match other Federal funds, and that the claimed expenditures were not used to meet matching requirements under other Federally funded programs.
5. Federal  matching  funds  are being  claimed  on this report  in accordance with the cost report  instructions provided  by the Missouri Department of Social Services effective  for the above  indicated  reporting period.
6. I am the officer authorized by the referenced government agency to submit this form and I have made a good faith effort to assure that all information reported is true and accurate.
7. I understand that this information will be used as a basis for claims for Federal funds, and possibly State funds, and that a falsification and concealment of a material fact may be prosecuted under Federal or State civil or criminal law.

__________________________________	__________________________________
Signature of Signer				Title of Signer
(CEO, CFO, or Superintendent)	 
	 
__________________________________	__________________________________
Printed/Typed Name of Signer                        Date
	 
[bookmark: _GoBack]___________________________________________
Address of Signer
(street or P.O. Box, city, state, 5-digit zip)
 
__________________________________	__________________________________
Contact Phone Number	 		Fax Number	 

___________________________________________
Email Address
