
FORM 105 

COUNTY INDIGENT HEALTH CARE PROGRAM 

MONTHLY FINANCIAL REPORT 

County Name TOM GREEN Report for Month/Year .02L2.D_ll 
or 

Amendment of the Report for Month/Year ____ 

I. REIMBURSABLE EXPENDITURES d unng• Th'IS ReportMonth 

Iphyslclan Services I~! $.O,.41A'IDg 

IprescriPtiOn Drugs 
 I§JI $0.0010 
IHOsPital, Inpatient Services IEJI $0.00101 I 
IHOSPital, Outpatient Services IEJI $0.00101 I 
ILaboratory IX-Ray Services IEJI $705.00101 I 
ISkilled Nursing Facility Services IEJI $0.00101 I 
IFamilY Planning Services IEJI $0.00101 
[Rural Health Clinic Services IEJI 1

$0,00°2I 

IState Hospital Contracts IEJI $0.0010 
IOPtiOnal Health Care Services I~I $6,251.34101 I 
!Total Expenditures (Add #1 through #10) $17,097.751 

ID! 10! 


Reimbursements Received (Do not include State Assistance.) 
 ($4,391.30>101Ell 1
6% Eligibility System Review Findings ($ in error) §JI ($0.00>101 I 
ITotal to be deducted (Add #12 + #13) {$41391.30>!101 181 
Applied to State Assistance Eligibility/Reimbursement 

$121706.451(#11 minus #14) 01 IB! 
II. EXPENDITURE TRACKING for state Assistance Funds EI!gibility/Reimbursement 

TOTAL EXPENDITURE TRACKING for Current State Fiscal Year (9/1-8/31) $-1.lZ,~510~.56 

GRTL $~26Jl76/19~:t.OQ 

60/0 of GRTL $l,5.§4,S:n.!5.3 
80/0 of GRTL $2I.o3~6,095..44 

03/08/2011 


Signature of person Submitting Form lOS Date 

CIHCP 05-5 

September 2005 

http:41391.30



