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Contractor Name:      
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1.
Check One:

 FORMCHECKBOX 
 First Quarter – Report Period July 1 to September 30 – Due November 15
 FORMCHECKBOX 
 Second Quarter–Report Period October 1 to December 31 – Due February 16
 FORMCHECKBOX 
 Third Quarter – Report Period January 1 to March 31 – Due May 14
 FORMCHECKBOX 
 Fourth Quarter – Report Period April 1 to June 30 – Due August 16
2. Briefly describe the program(s) / service(s) funded with HCP funds.

     
3. Briefly describe any accomplishments with the program(s).

     
3.
Describe any issues or concerns with the program(s) / services funded in your county/region.
     
4.
Do you or your service providers require any technical assistance? If so, what type of technical assistance is needed (e.g., topics), in what form (e.g., phone consultation, on-site orientation, training, meeting facilitation, written materials), and what type of expertise? 
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