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Invoice and
Disbursement
Request Form

HOW TO FILL OUT A
CDBG INVOICE AND DISBURSEMENT FORM

The Invoice and Disbursement Request can be
submitted at any time. You do not need to wait until
your quarterly reports are due.



CDBG Invoice and Disbursement Request Form

Wages & Salary
Reimbursement

Agency Invoice

Submit the
following:

Back-up documents such as expense reports,

payroll summaries, time sheets etc.




The Invoice will be Provided as an Excel Document

Fill out the Remit To, Award Total, and CDBG Subrecipient Agreement #.
Your invoice may have these prefilled

APPENDIX 1 - INVOICE AND DISBURSEMENT REQUEST FORM

provided 2= 30 Excel Template

Invoice Date

Invoice Description

Remit to:

Send to:

City of Richland
Develn
<4 [ [ amn:
525 Swift Blvd., M3-18
Richland, Wwa 28352

fCES Department

Remit to: Enter the
non-profit’s name,
contact person,
and address

CDBG Public Service Grant - Program Title

Amount
awarded

-
Org 07553100
Award Total - | ] Object T
< Invoice #
Amount billed for this Period 510,492 52 City Vendor
Chedk if final invoice ] CDBG SubrecpiEntﬁgrEEﬂEntF
Fund Activity Billed this Period Total to date Balance Project Manager Desk Mon toring
Quarter 4'Wages and Salary ] 10452 52 : § 1045252 | § [10,482.52)
5 5 5 Authorized Signature
£ 5 ]
153 ] 5 ] Eligible, Allowable Costs
s s $
5 - 5 - 5 compliance with Project Bud get
Total Met City Reimbursem ent = 10,492.52 | § 10,482.52 | § [10,482.52)

CDBG Subrecipient
Agreement is the
number found in

the right corner of

your contract with
the City

CERTIFICATE

By signing thiz report, I certify to the best of my kmowledge ond belisf that the report is true, complete, and accurote, and the expenditures, disbursements and cosh receipts are forthe purposes and o Bjectives set
Sforthinthe terms ond conditions of the Federol award. | am oware that any folse, fictitious, or froudulent information, or the amission of ony motenal fact, may subject me to crimingl, civil or gdministrotive
penalties for froud, folse stotements, falze doims or othenwize. (LS Code Title 18, Section 1001 ond Title 31, Sections 3725-3 730 ond 3801-3812).

SIGNAT URE

DATE:

Billing Invoice will only be paid based on provider attaching the required supporting documentation.
[Required attochments (checkmaork indicotes complionce):

DATE STAMP




How To Fill out Initial Invoice for:
Wages & Salary Reimbursement

Invoice Date
The activity that occurred
Amount you are requesting for
this invoice

4.  The first invoice, Total to date

should match Billed this Period.

5. Sign and Date
*Amount Billed for this Period and
Total Net City Reimbursement
should match.

Lok W

APPENDIX 1 - INVOICE AND DISBURSEMENT REQUEST FORM

Frovid

ed 3z an Excel Templats

Invoice Date
Invoice Description

Mond ay, August 7, 2023

Remit to:

Send o

ity of Richland

Development Services Department

Attn:
625 Swift Blvd., M5-19
Richland, WA 55352

CDBG Public Service Grant - Program Title

Org 07593100
| Award Total 5 50,000.00 | Object woas
Invaice #
Amount Billed for this Period [ 510,492.52 ] City Vendor #
Che ok if final invoice ] —_— CDBG Subrecipient Agreement #
[——Fund Activity Biled this Pericd Total to date Balance Pro ject Manager Desk Monitoring
Quarter 4Wages and Salary 2 10 482.5; 10482 52 1% |10,492.52)
I 5 - g 5 Authorized Signature
5 5 5
133 s s 5 Eligible, Allow:ble Costs
L 3 5 5
P F— = 3 compliance with Project Budget
Total Net City Reimbursement I s 10,482.52 | % I 10,492.52 | § 39,507.48

CERTIFICATE

fovthin the term: T Fage

SIGMAT URE

ard. | om aware thatany folse, fictitiou

nalties for froud, folse statements, folse daims or otherwize [0S Ction

Alicia P(i{»{l‘-@lfcﬂ

-froudul rmgtion, or the omission o
1001 and Title 31, Sections

By signing thiz report, | certify to the best of my knowledge and belief that the report is true, complete, and aocwnate, and the expenditures, dishursements and cosh receipts are forthe pup oses ond objsctives set

oterio I foct, may subject me to criminal, civil or odministrotive

3728-3 730 and 3801-3812).

8/7/2023

Billing Invoice will only be paid based on provider attaching the required supporting documentation.
[Required ottochments [checkmark indicotes complionce):

DIATE STAMP

[Community Serdces Use Only)

Comments/Notes to Fiscal:




How To Fill out Subsequent / Final Invoices for:
Wages & Salary Reimbursement

. . . . APPENDIX 1 - INVOICE AND DISBURSEMENT REQUEST FORM /
* Start with last invoice submitted.

Provided 35 3n Excel Template Invaice Date Wednesday, January 31, 2024
Invoice Description

* Delete Billed this Period values (do not delete

Remit to: Send to:
City of Richland

Activity or Total to Datevalues). Orsogmart Sesces et

Attn:
1.  Update the Invoice Date Richland s
2 Add new Activity/Activities CDBG Public Service Grant - Program Title
3. Add your Billed this Period amounts | —_— . pp— ore orsesi00
! i Object 4825
4 Add Total to Date amount(s) with the new  Inuoice #
e o . — 510,432.52 B City Vendaor #
Billed this Period amounts 2 M - _ _ _ 0P8 e e
Fund Activity ,—&ummt—| Total to Date Balance Project Manager Desk Monitoring
i H 1ogszsz $ [10,492.52)
5. Slgn and Date \A res 1ot il 1057 52 W 1008252 | 8 [10,452.52} Authorized signature
*Amount Billed for this Period and Total Net 3 - S, F : e
. . 5
City Reimbursement should match. 4 | : gh r comptaee e Pt st
o . . . : Total Met City Reimbursement 5 10,492.52 | § 20,985.04 | § 29,014.96
* Make sure Check if Final Invoice box is pr——
5 By signing this report, I certify to the best of my knowledge and belief that the report is true, complete, ond occunote, ond the expenditures, dishursements ond co sh receipts are forthe p urposes ond objectives set
‘any materialfact, may subject me to crimingl, civil or administrative

i -ms-and conditions of the Federalaward. | am aware that any folss, fictitious, or froudulent i
englties for froud, folze stotements, folse Ooims ise (L5 Code Title 18, Section 1001 ond Title 31, Sections 3729-3730 gnd 3801-3813).

Alicia Padusac 1/51/2024

Billing Inwoice will only be paid based on provider attaching the required supporting documentation. DATE STAMP
O u t [Required ottochments [checkmork indicotes comp lonce):

checked if this is your final invoice. By

checking this box your project will be closed

[Community Services Use Only)

Comments/Notes to Fiscd:




CDBG Invoice and Disbursement
Request Form

Client Specific
Reimbursement
Submit the Agency Invoice
following
documents:

Back-up documentation




How To Fill out Initial Invoice for:
Client Specific Reimbursement

* Fill in the green cells.

1.
2.

Invoice Date

The activity/activities that
occurred

Amount you are requesting
for this invoice

The first invoice, Total to date
should match Billed this
Period.

Sign and Date

* Amount Billed for this Period and
Total Net City Reimbursement

should match.

Lok W

APPENDIX 1 - INVOICE AND DISBURSEMENT REQUEST FORM

Provided 3z an Excel Template

Invoice Date Monday, August 7, 2023

/

Invoice Description

Remit to:

Send to:

City of Richland

Development Services Department
Altn:

625 Swift Blud , M5-19

Richland, W& 55352

CDBG Public Service Grant - Program Title

Org D7553100
| Award Total 5 50,000.00 | Object o8
Invoice #
Amount Billed for this Period [ 531,99252 ] City Vendor &
Che ok if final invoice ] CDBG Subrecipient Agreement #
Fund > Activity Bil ed this Pericd Total to Date Balance Project Manager Desk Monitoring
Scholar dhip. < fozcafls 1045252 4% [10,482.52)
. 5 1,500.00 | & 150000 ; $ [1,500.00) Authorized Signature
_Jk/ & 20,000.00 | 5 2000000 ;| 5 (20,000.00)
$ $ - s eligible, Allowsable Costs
5 5 $
£ ] = 5 compliance with Project Budget
Total Met City Reimbursem ent 5 31,992.52 1% 31,552.52 ] 18,007.48

CERTIFICATE

¢ signing this report, | certify to the best of my knowledge and belief that the repart is true, complete, ond socurgte, ond the expenditures, disbumements ond cosh receipts are forthe purposes and objectives set
i Igward. | am aware thot any folsze, fictitious, or froudwlent information, or the omission of any matenal fact, may subject me to criminal, civil or administrative
cfinn 1001 and Title 31, Sections 3720-3730 ond 3801-3813).

SIGMAT URE

nts, folre doims or athenwize. (05

Adicia Pm{-@mc

pare. 8/7/2023

Billing Invoice will only be paid based on provider attaching the required supporting documentation.

Required attochments [(checkmark indicates complionce):

[com munity Sendces Use Only)

Comments/Notes to Fiscal:

DATE STAMP




How To Fill out Subsequent / Final Invoices for:
Client Specific Reimbursement

* Start with last invoice submitted.

* Delete Billed this Period values (do not delete

Activity or Total to Datevalues).

* Fill in the green cells.

1.
2.
3.
4

5.

Update the Invoice Date

Add new items to Activity

Add Billed this Period amount(s)

Add Total to Date amount(s) to new Activity
item(s)

Sign and Date

*Amount Billed for this Period and Total Net
City Reimbursement should match.

* Make sure Check if Final Invoice box is

checked if this is your final invoice. If marked

your project will be closed out.

APPENDIX 1- INVOICE AND DISBURSEMENT REQUEST FORM

Frowided as an Excel Template

Invoice Date

Monday, August 7, 2023

/

Invoice Description

Remit to: Send to:
City of Richland
Development Services Department
Aftn:
525 Swift Blvd., M5-1%
Richiand Richland, Wa 58352
CDBG Public Service Grant- Program Title
Org D7583100
Award Total S 50,000.00 Object oot
Invoice #
B 512,52000 City Vendor #
Che o if final invoice ] CDBG Subrecipient Agreement #

Fund Activity Billed this Period Total to Date Balance Project Manager Desk Monitoring
3 tpaszsz i % (10,402.52)
5 150000 ; 3 [1,500.00} Authorized Signature
5 2000000 | $ |20, 000,00}
133 Jaks Trainin L 5 12 53000 L 5 1253000 5 [12,520.00) Eligible, Allowable Costs
L 5 - 3 5
5 - 5 - 5 Ccompliance with Project Budget
Total Met City Reimbursement 5 12,520.00 | % 4451252 | & 5,487.48

Lok W

SIGMAT URE

otherwise. [LL5 Code Title

Alicia Pradoaac

y subject me to criminal, civil o

paTE: 8/7/2023

strotive

Billing Inwoice will only be paid based on provider attaching the required supporting documentation.

[Required ottochments [checkm:

ark indicates comy

Do nce):

DATE STAMP

[Community Serices Use Only)

Comments/Motes to Fiscal :




COMPLETING AN
INVOICE FOR
MULTIPLE ACTIVITIES




HwnN e

You can submit
a single invoice
for multiple
Activity types

You can combine Wages and Salary, Client
Specific, and/or Contractor
Reimbursements into one invoice.

Under Activity list all eligible expenses.

Invoice Date

The activity/activities that occurred 3.
Amount you are requesting for this invoice

The total amount to date that has been requested
for this line item.

Sign and Date

Richland

APPENDIX 1 - INVOICE AND DISBURSEMENT REQUEST FORM

Provided 3z 3n Exce Template

/

Invoice Date Monday, August 7, 2023

Invaoice Description

Remit to:

Send to:

City of Richland

Development Services Department
Attn:

625 Swift Blvd ., M5-18

Richland, Wa 98352

CDBG Public Service Grant - Program Title

Org D7553100
Award Total 5 50,000.00 Object s
Invaice #
539,490.28 City Vendor #
Ched: if final invoice CDBG Subrecipient Agreement #
Fund Activity Billed this Period Total to Date Balance Project Manager Desk Monitoring
Quarter 2 Yyages and Salary - 5 . 10asaszis [10,482.52)
/ Schalarshins £ 10,492.52 1040052 i $ [10,452.52) Authorized Signature
Lunches Prowided 5 /[,'400 5 175000 | ¥ [1,750.00)
lane DeeElEciic / BE31337 i & B31222 ;% [8,312.22) Eligible, Allowable Costs
/ ABC Plumbing 5 193554 { 5 1523554 i % [18,935.54)
5 - 5 - % Compfiance with Project Budget
TMY Reim bursement 39,490.28 | § a9,582,80 | § 17.20

SIGMATURE

hrin the terms ond conditions of the Federal oward. | am aware that ony folse, fictitious, or froudulent information, or the omissi
penalties for fraud, folse statements, false claims or etherwise. (U5 Code Title 18, Section 1001 and Title 31, Sections 3729-3730 and 3801-3812).

¥ Albicia Padusiae

=h receipts are forthe purp oses and o bjectives set

‘any motenigl foct, may subject me to crimingl, civil or administro tive

pare: 8/7/2023

Billing |

ice will only be paid based on provider attaching the required supporting documentation.
chments [checkmark indicgtes comp lgnce):

[Community Serces Use Only)

Comments/Notes to Fiscal:

sufficient Funds Budgeted (fiscal |k

DATE STAMP

City Use onby




QUARTERLY REPORTS
FOR PUBLIC SERVICE
CONTRACTS AND
REQUIRED
DOCUMENTATION




Fill in green sections based on which
quarter you are reporting for (Do not

delete the information from the
previous quarters):

This section should be prefilled for you. If not, enter the
information in the green sections

THE TOTAL NUMBER OF UNDUPLICATED PERSONS
ASSISTED: (# of persons you provided services for)

OF THE TOTAL NUMBER OF PERSONS ASSISTED:
What type of service did they receive? (must total # of
unduplicated persons assisted)

If the unduplicated person is a Single Female,
Head of Household, Elderly or Disabled list here

2. BENEFICIARY INCOME DATA:

Which income level does the unduplicated person fall
under? (total must be the same as # 1 unduplicated
personas assisted)

s
T
I

QUARTERLY BENEFICIARY REPORT

CDBG PUBLIC SERVICE

Reporting Penod:

1st Quarter (January-March)-Due on April 15th

3rd Quarter (July-September)-Due on October 15th

2nd Quarter (April-June)-Due on July 15th

4th Quarter (October-December)-Due on January 15th

Subrecipient Name:

Address:

CDBG Project Name:

1. THETOTAL NUMEER OF:

1st
Quarter

2nd
Quarter

3rd
Quarter

4th
Quarter

Cumulative

UNDUPLICATED PERSONS ASSISTED

OF THE TOTAL NUMBER OF PERSONS ASSISTED, THE NUMBER OF PERSONS:

RECEIVED MEALS

PREVENTED FROM BECOMING HOMELESS

PARTICIPATE IN
RECREATIONAL/EDUCATIONAL ACTIVITIES

RECEIVED LIFE SKILLS & DRUG/ALCOHOL
RECOVERY ASSISTANCE

OF THE TOTAL NUMEER OF PERSONS ASSISTED, THE NUMBER OF PERSONS:

SINGLE FEMALE HEAD OF HOUSEHOLD

ELDERLY

DISABLED

[ ] ] e

2. BENEFICIARY INCOME DATA

% OF AREA MEDIAN INCOME

1st
Quarter

2nd
Quarter

3rd
Quarter

4th
Quarter

Cumulative

At or Below 30% (EXTREMELY LOW

Above 30% and at or Below 50% (LOW

Above 50% and at or Below 80% (MODERATE

Above 80% (NON LOW/MODERATE

)
)
)
)

TOTALS

oololo|lc




# 3 RACE DATA OF BENEFICIARIES:

Document race data of each unduplicated
person (total must be the same as # 1
unduplicated personas assisted)

# 4 EXPENDITURE OF FUNDS:
Funds spent during the quarter for the # of
unduplicated persons.

Sign, date, name, title and phone #, then
scan and email to me

1st Quarter 2nd Quarter 3rd Quarter Ath Quarter Cumulative
# of # of # of # of # of
3. RACE DATA OF BENEFICIARIES # |Hispanic| # [Hispanic| # |Hispanic| # |Hispanic| # | Hispanic
WHITE 0 0
BLACK/AFRICAN AMERICAN 0 0
ASIAN 0 0
AMERICAN INDIAN/ALASKAN NATIVE 0 0
NATIVE HAWAIIAN/OTHER. PACIFIC ISLANDER 0 0
AMERICAN INDIAN ALASKAN NATIVE AND WHITE 0 0
ASIAN AND WHITE 0 0
BLACKSAFRICAN AMERICAN AND WHITE 0 0
AMERICAN INDIAN/ALASKAN NATIVE AND
BLACK/AFRICAN AMERICAN 0 0
OTHER MULT] RACIAL 0 0
TOTALS 0 0 0 0 0 0 0 0 0 0
HISPANIC*= HUD Has designated Hispanic as an ethnic group. A person can be identified as both a member of a racial group
and an ethnic group, but cannot be designated only as an ethic group
4. EXPENDITURE OF FUNDS
SOURCES 1st Quarter 2nd Quarter Jrd Quarter Ath Quarter Cumulative
CDBG 50.00
OTHER (LIST BELOW)
$0.00
$0.00
50.00
50.00
$0.00
$0.00
50.00
TOTALS 50.00 $0.00 50.00 50.00 50.00

By signing, | certify that all Beneficiary information is correct and that the CDBG funds expended are directly attributed to the eligible CDBG
activity_ | further certify that no duplication of benefit has occurred.

Signature

Date of Signature

Phone #

Print Mame and Title Above




EXAMPLES OF PUBLIC SERVICE

QUARTERLY REPORTS




Reporting Period:

1st Quarter (January-March}-Due on April 15th

3rd Quarter (July-September)-Due on October 15th

2nd Quarter (Apnl-June}-Due on July 15th

4th Quarter (October-December)-Due on January 15th

Subrecipient Name:

The Best Mon-Profit in the Tri-Cities

Address:

122 Best Lane Richland, WA 99352

CDBG Project Mame:

Life Skills Program

1st 2nd 3rd Ath
1. THE TOTAL NUMBER OF: Quarter Quarter Quarter Quarter Cumulative
UMNDUPLICATED PERSONS ASSISTED 18 18
OF THE TOTAL NUMBER OF PERSONS ASSISTED, THE NUMBER OF PERSONS:
RECEIVED MEALS 0
PREVENTED FROM BECOMING HOMELESS 0
PARTICIPATE IM
RECREATIOMAL/EDUCATIOMNAL ACTIVITIES 0
RECEINVED LIFE SKILLS & DRUG/ALCOHOL
RECOVERY ASSISTANCE 18 18
OF THE TOTAL NUMBER OF PERSONS ASSISTED, THE NUMBER OF PERSONS:
SINGLE FEMALE HEAD OF HOUSEHOLD 2 2
ELDERLY 1 1
DISABLED 3 3
2. BENEFICIARY INCOME DATA
1st 2nd 3rd 4th
% OF AREA MEDIAN INCOME Quarter Quarter Quarter Quarter Cumulative
At or Below 30% (EXTREMELY LOW) T T
Above 30% and at or Below 50% (VERY LOW) 9 9
Above 50% and at or Below 860% (LOW) 2 2
Above 50% (NON LOW) 0
TOTALS 18 18




QUARTERLY BENEFICIARY REPORT

CDBG PUBLIC SERVICE

Exhibit A - Pg. 2

1st Quarter 2nd Quarter 3rd Quarter 4th Quarter Cumulative
# of # of # of # of # of
3. RACE DATA OF BENEFICIARIES # Hispanic # Hispanic # Hispanic # Hispanic # Hispanic
WHITE 7 4 7 4
BLACK/AFRICAN AMERICAN 2 2 0
ASIAN 0 0
AMERICAN INDIAN/ALASKAN NATIVE & N O 0
NATIVE HAWAIIAN/OTHER PACIFIC ISLANDER ’ N FO R M A T’O N 0 N LY 0 0
AMERICAN INDIAN ALASKAN NATIVE AND WHITE 3 3 0
ASIAN AND WHITE 2 = 2 0
BLACK/AFRICAN AMERICAN AND WHITE 0 0
AMERICAN INDIAN/ALASKAN NATIVE AND
BLACK/AFRICAN AMERICAN 3 3 0
OTHER MULTI RACIAL 1 1 0
TOTALS| 18 4 0 0 0 0 0 of 18 4

HISPANIC*= HUD Has designated Hispanic as an ethnic group. A person can be identified as both a member of a racial group
and an ethnic group, but cannot be designated only as an ethic group

4. EXPENDITURE OF FUNDS

SOURCES 1st Quarter 2nd Quarter 3rd Quarter 4th Quarter Cumulative

CDBG $2.465.00 $2,.465.00
OTHER (LIST BELOW)
General Fund $415.00 $415.00
-~ $0.00
$0.00
$0.00
INFORMATION ONLY

S ~ $0.00
$0.00
$0.00
TOTALS $2,880.00 $0.00 $0.00 $0.00 $2.880.00

By signing, | certify that all Beneficiary information is correct and that the CDBG funds expended are directly attributed to the eligible CDBG
activity. | further certify that no, duplication of benefit has occurred.

Signature -~ { |
k T

Date of Signature

=2

Phone #

[So8. Gu7. =X

Print Name and Title Above




DOCUMENTATION
TO ATTACH WITH
QUARTERLY REPORT



PRESUMED
ELGIBILITY



Documentation
to Attach to
Quarterly

Reports for
PRESUMED
ELGIBILITY

Group

Income Level

Abused Children

Extremely low income

Elderly (over 62)

Moderate income (for center-based services
such as a senior center)
Low income (non-center-based services)

Battered Spouses

Low income

Homeless persons

Extremely low-income

Severely disabled adults

Low income (unless income is obtained placing
them in a different category).

llliterate adults Low income
Persons with AIDS Low income
Migrant farm workers Low income




Abused Children

e Children under the age of 18 who have:
» eBeen sexually abused

* eBeen exploited

e eHad a physical injury

» eExperienced negligent treatment / maltreatment under circumstances, which cause harm to the child’s health,
welfare, or safety

* Negligent treatment or maltreatment means an act, a failure to act, or the cumulative pattern of conduct,
behavior, or inaction, that evidences a serious disregard of consequences of such a magnitude as to constitute a
clear and present danger to a child’s health, welfare, or safety.

* Poverty, homelessness, or exposure to domestic violence as defined in RCW 26.50.010 that is perpetrated against
someone other than the child does not constitute negligent treatment or maltreatment in and of itself. Evidence of
a parent’s or caregiver’s substance abuse as a contributing factor to negligence or maltreatment will be considered.



/—\

\

* A person at least 62 years of age
or older.

Elderly

Persons




—
” <\
* A person aged 18 or older who has: \

e Been a victim of abusive, violent
behavior

Battered e Received threat of abuse or
violence, by a partner in an intimate
relationship such as marriage,
dating, family, friends, or
cohabitation.

Spoused




Individual who lacks a fixed, regular, and adequate
nighttime residence, and who has a primary
nighttime residence that is:

* A supervised publicly or privately operated
shelter designed to provide temporary living
accommodations (including welfare hotels,

Home | eSS congregate shelters, and transitional housing for

the mentally ill).

Persons

e An institution that provides a temporary residence
for individuals intended to be institutionalized.

e A public or private place not designed for, ’
ordinarily used as, a regular sleeping
accommodation for human beings. /

> 4




Severely Disabled Adults

Persons aged 18 or older and are classified as having a severe disability if they:
e Have used a wheelchair or another special aid for 6 months or longer;
e \Were unable to perform one or more:

o Functional activities (include seeing, hearing, having one's speech understood, lifting and carrying,
walking up a flight of stairs, and walking).

o Activities of daily living (getting around inside the house, getting in and out of bed or a chair, bathing,
dressing, eating, and toileting).

o Instrumental activities of daily living (independently going outside the home, keeping track of money or
bills, preparing meals, doing light housework, and using the telephone).

e Prevented from working at a job or doing housework.
e Had a condition including Autism, Cerebral Palsy, Alzheimer's disease, senility, or intellectual disability.

e Persons who are under 65 years of age and who are covered by Medicare or receive SSI.



* Persons aged 18 or older who are
llliterate not able to read, write, and
communicate language clearly.

Adults




The disease of acquired
immunodeficiency syndrome or

o any conditions arising from the
Person Livi ng etiologic agent for acquired

With The immunodeficiency syndrome,
including infection with the human

immunodeficiency virus (HIV).

Disease Aids




Migrant Farm

Workers

A U.S. Citizen or legal alien who
moves from a permanent place of
residence in order to be employed in
agricultural work, and the transient
nature of their work limits them from
obtaining any permanent type of
local residency and federal/state
assistance. Seasonal farm workers
perform similar work but do not
move from their primary residence
for the purpose of seeking farm
employment and are not eligible
under the presumed benefit category.



DOCUMENTATION TO MEET THE CDBG NATIONAL OBJECTIVE UNDER
PRESUMED BENEFIT

* Agencies serving a presumed benefit clientele must retain in the client file and provide
with quarterly report, substantiation of the client's eligibility presumption category.

e A signed and dated self-certification form stating that the assisted person qualifies based
on a specific presumed benefit category.

e Documentation of presumed eligibility includes:

o A current written letter from their doctor, case-manager, or other professional
third-party entity, or

o Proof of receiving federal or state benefits such as social security award letters,
supplemental security award letters, placement as a foster child, etc. .



Exhibit D
Presumed Eligibility Self Certification Form

First Name Last Name
Address
Female Head of Household not applicabie to 1 person households Yes Mo
Disabled Yes No
Ethnicity Mot Hispanic Hispanic
(s
White American Indian / Alaskan Mative AND White
Black / African American Asian AND White
Asian Black / African American AND White
American Indian / Alaskan Native American Indian / Alaskan Native AND
Native Hawaiian / Other Pacific Islander Black / African American
Other multi-racial (list):

If the participant is eligible for presumed CDBG assistance per 24 CFR 570.208(a)(2)(A), select all that apply:
Abused Children
Elderly Person (62+)
Battered Spouse / Domestic Violence Victim
Homeless Person
Severely Disabled Adult (18+) per U.S. Census Definition
literate Adults
People with AIDS

Migrant Farm Workers

by me in this gpplication is true, correct and complete

By signing below, | declare under penalty of iow that the information given
to the best of my knowledge. | realize thot wiliful falsification by me may
Washington Stote Law RCW 74.08.035. | understand that if I hawe wi

from porticipation in the Program.

bject me to penalties as prowided in federal and
misrepresented any information, | will be disqualified

Client Signature Date

Agency Signature Date

To be Submitted
with Quarterly
Report



PUBLIC SERVICE NOT A
PRESUMED BENEFIT



Public Service
activities are based on
total GROSS family
annual income not to
exceed 60% of AMI.




2024 INCOME LIMITS
CDBG - May 1,2024 / HOME - June 1, 2024

1 PERSON | 2PERSON | 3PERSON | 4 PERSON | 5PERSON | 6 PERSON | 7 PERSON | 8 PERSON
EXTREMELY LOW-INCOME | (30% AMI) | $21,000 | $24,000 | S27,000 | 529,950 | $32,350 | $34750 | $37,150 | $39,550
VERY LOW-INCOME (S0%AMI) | $35,000 | 540,000 | 945000 | $49,950 | $53,950 | $57,950 | 961,950 | 965,950
PROJECT SPECIFIC (60% AMI) | $42,000 | 548,000 | 954,000 | $59,940 | 64,740 | $69,540 | $74,340 | 579,140
LOW-INCOME (80%AMI) | 955,950 | 963,950 | $71950 | $79,900 | $86,300 | 992,700 | 599,100 | $105,500

4 Calculate AMI for a more than 9-person household by adding 8% for each member over 4-person AMI (e.g., 9 person is 140% of 4-person AMI)




Family Definition: All persons living in the same
household who are related by birth, marriage, or
adoption.

FA M l LY A child who is subject to a shared-custody agreement

in which the child resides with the household at least
fifty-one percent (51%) of the time can be counted in

the family size. For a child who is subject to a shared-
custody agreement in which the child resides with

each family / household fifty percent (50%) of the ,
time, determination of inclusion will be based on
eligibility as a dependent for income tax purposes. /

> 4

DEFINITION




Annual income requirements are based on 24 CFR PART 5.

e All income earned by all adults (18+) within the household
(even if temporarily absent).

e Unearned income attributed to a minor under the age of 18
(e.g., child support, TANF payments, SSI payment, and other
benefits paid on behalf of a minor).

e All earned and unearned income anticipated to be received
during the next 12 months.




Income to Include:

Current income (before
any payroll
deductions), of wages
and salaries, overtime

pay

Full amount of period
payments (retirements,

death benefits etc.)

Commissions, fees,
tips, bonuses, and
other compensation for
personal services

Payment in lieu of
earnings
(unemployment,
disability, worker’s
comp)

The net income from
operation of a business
or profession.

Welfare assistance

Regular and special pay
for Armed Forces

Interest, dividends, and
other net income.

Periodic and
determinable
allowances (alimony,
child support)




Income to exclude:

Income from employment of children under 18 years old (including foster care)

Lump sum to assets such as inheritance, insure payments

Amounts received specifically for medical costs for any family member

Income of a live-in aide

Student financial aid

Special pay to a family member in Armed Forces who is exposed to hostile fire

Amount received by other publicly funded program specifically for reimbursement of out-of-pocket expenses
Incremental earnings resulting from participating in qualifying state or local employment training program
Earnings in excess of $480.00 per month for each full-time student 18 years and older

Adoption assistance in excess of $480.00 per month per adopted child

Income recently terminated that is not anticipated to be received again during the next 12 months

For specific circumstances refer to the guide and / or call me



Documentation of income may include, but is not limited to:

e Current employment paystubs showing payment period and year to date gross earnings.

e Verification of employment signed and dated by the employer showing gross total earnings and

paid through date.

e Most current year income tax return with W2s, 1099s, etc.

e Current profit / loss statement, if self-employed.

e Benefit award letters.

¢ Six months of bank statements.

e Unemployment or disability benefit statement.

e Court orders or decrees.

e Verification of full-time student status, if aged 18 or older.



Annualizing Wages and Periodic Payments

* Review two (2) months current source documentation and the most recent income tax
return with supporting W2’s, 1099’s, etc. (self-employment may need to take an average
of 3 years).

e Add the documented gross amount earned from the two most current source documents.

e Use the following calculations to convert the average wage into annual income:
o Hourly wage — multiply the hourly wage by the number of hours worked per week

multiplied by 52
o Weekly wage — multiply the weekly wage by 52
o Bi-weekly wage (every other week) — multiply the bi-weekly wage by 26
o Semi-monthly wage (twice a month) — multiply the semi-monthly wage by 24

o Monthly wage — multiply the monthly wage by 12



PERIODIC EMPLOYMENT

* To annualize other than full-time income, multiply the wages by the actual number of hours or weeks the
person is expected to work.

PUBLIC ASSISTANCE

* For public assistance benefits (e.g., SSI, food stamps), a benefits statement received any time within the
twelve months prior to the time of application and reflecting current benefits received by an applicant is
allowed. A copy of a recent bank statement indicating direct deposit of benefit(s) is also acceptable.

ZERO INCOME

* If thereis an adult member listed on the application form who does not receive any income, the Certification
of Zero Income form needs to be completed.



Calculation
to Determine

Eligibility

To determine eligibility, review the income
limits table on the Public Service
Participation and Income form with the
family size. Is the family income for the
household size sixty percent(60%) or less
than the Area Median Income?

If so, the family / individual will qualify for
the program based on income.



Worksheet to
include with
Quarterly
Report

Name of Partic

Public Service Participation and Income Workshest

Address
Head of Household Female Head of Household
Number of People in Family Household type , Mon-Eiderly  J-Eldarfy  3-Single Forant  d-Tivo Pargrts  S-Otthar
Parzon 1 Perzon 2 Parzon 3 Parson 4 Parson 5
Wages / Salary*
(before payrofl deductions|
Met Income
{from operation of a business]
Interest / Dividends
Social Security
Retirement Funds
Pensions
Disability or Death Benefits
Annuities
Insurance Policies
TOTAL {Add aW items above)
“Inciudes overtima, commizsions, fees, tips, and bonuses.
Total Gross InCome (of everpona over 18]
2024 INCOME LIMITS
CDBG - May 1, 2024 / HOME - June 1, 2024
1PERSON [ 2 PERSDON | 3 PERSON | 4 PERSON | 5 PERSOMN | & PERSON | 7 PERSON
EXTREMELY LOW-INCOME [3C% Al 521,000 524,000 527,000 529,950 532,350 534,750 537,150
VERY LOW-INCOME [50% ARAL} %35 000 540,000 345,000 549,950 553,950 557,950 %61,950
PROJECT SPECIFIC |B0% ARl 542,000 543,000 554 000 559,340 SB&, 740 553,540 574,340
LOW-INCOME (B0 AR} 355,950 $63,950 571,850 579,900 S86,300 $52,700 599,100

“ Caleulate AN for & mare than 3-person household by adding 8% for each member over d-person AMI (e.g.. 9 person is 140K

Percentage Area Median income

0%

0% &%

E0%

of &-persan AMI).

Usg your househald gross incoma and the tobie abowe to detarming Percantage Ares Madian lncome.

Client Signature

8,08

st of my knowieage.




Public Service Participation and Income Worksheet

Person 1 Person 2

Senior [62+]

Disabled

Race

Person 3 Person 4

Aczicn AND White

Page 2

& AND Bilock /
Amarican

Dther mukti-ros

Ethmicity

Fispanic

Hispamic

jow that the information given by me in
n by

sopl
me may subject e to pancities as provicod
Formation, |

ication is true, cormect and Gor
fi on Seate Low

Client Signature

Agency Signature



/ero lncome

Certification

Certification of Zero Income

This form is to be completed by a household member aged 18 or older who claims no
income from any source.

Name:

I hereby certify that:

{1) I do not receive income from any of the following sources:

a) Wages from employment (including commissions, tips, or bonuses)

b) Alimony, child support, or maintenance

c) Income from operation of a business or faim

d) Rental income from real estate or personal property

&) Interest or dividends from financial assets

f} Social Security payments or pension payments, including death benefits

g) Payments from annuities, insurance policies, or retirement funds

h) Unemployment, disability, workman's compensation, or severance payments
i) Public assistance payments (excluding SNAP)

1} Recurring gifts from erganizations or persons outside my household

k) Alaska PFD, cther State, Native American Tribal, or Native Alaskan Village Corporation
distributions or dividends

(2) Choose all that apply:

[] Thereisno change expected in my income or employment status during the next 12 months™.
[ ] 1 amlooking for employment. | have been unemployed since
] 1 am curently a student or in an unpaid apprentice program and not receiving income.

(3) The information provided above is true, complete and accurate. | understand that providing false
representations herein may constitute an act of fraud. | acknowledge information provided is being used
for specific purpose of determining my household is eligible to receive the benefit of CDBG products. | will
fully cooperate with the Program Administrator and Member to obtain or provide any necessary
documents to confirm the information provided.

Signature Date

*If & persan is expecting & change in their income or employment status during the next 12 months, income from
those sources should be verified and included in calculation of income. For example, if the person has an offer of
employment, or is on tempaorary leave of absence or laid off from their employer, income from those sources should
be included in income caiculation.



ANNUAL REPORTS
FOR PUBLIC SERVICE CONTRACTS




The first page of the Annual
Report (all gray sections) prefills
from your quarterly reports. After

your fourth quarter reportis
completed, ensure the numbers
match the quarterly report
numbers.

ANMNUAL BENEFICIARY REPORT - Exhibit B
FOR CDBG PUBLIC SERVICE
JANUARY 1 - DECEMBER 31

(DUE ANMNUALLY BY JAMUARY 15)

|Subrecipient Name:

The Best Mon-Profit in the Tri-Cities

Address:

123 Best Lane Richlanmd, W& 99352

CDBG Project Name:

Life Skills Program

RECEIVED ME#LB

PREVENTED FROM BECOMING HOMELESS

PARTICIPATE IN RECREATIONAL/EDUCATIOMAL ACTIVITIES

SINGLE FEMALE HEAD OF HOUSEHOLD

RECEIVED LIFE SKILLS & DRUG/ALCOHOL RECOVERY ASSISTAMCE

ELDERLY

At or Below 30% (EXTREMELY

(=] 100 L=] =] =] =] (=] 3

Above 30% and at or Below 50% RY

___Above 50% and at or Below 80% (LOW)
;. : Abowve BO%% (NON LOW)




This section in gray is prefilled from your
quarterly reports — please ensure the

numbers match. )

Describe your outcomes and accomplishments for the
project associated with CDBG funds.

Changes made to the project from the initial project
outlined in the application.

Did you complete all your outcomes? If not, what occurred
and when do you anticipate it being completed?

Signature, date, name, title and phone number, sign, scan and
email to me.

I

EXPENDITURE OF FUNDS

SOURCES

CDBG FUNDS $9,739.00

OTHER (LIST BELOW)

General Fund 5830.00

Private Donor 540000

50.00

50.00

$0.00

$0.00

0
0
0
0 $0.00
0
5

TOTAL $10,969.00

1. Describe project Outcomes and Accomplishments for program year:

2. Describe any changes to the project the program year:

3. Isthe project complete? If not describe setbacks and delays. When will the project be complete?

By signing, | cerify that all Beneficiary information is correct and that the COBG funds expended are directly
attributed to the eligible CDBG activity.

Signature Date of Signature

Phone #

Print Mame and Title Above



EXAMPLE OF
COMPLETED
ANNUAL REPOR




ANMNUAL BENEFICLARY REPORT - Exhibit B
FOR CDBEBG PUBLIC SERWICE
JAMNUARY 1 - DECEMBER 31

(DUE AMNMUALLY BY JARMUARY 15)

Rickhiomrmact

Subrecipient Name: The Best Mon-Profit in the Tri-Cities
Address.: 123 Best Lane Richland, W 99352
CDBG Project Mame: Life Skills Program

THE TOTAL ML '_|'!=!_:".'--_—'_Z

MI:ILIF"LICATED- PERSOMNS ASSISTED

RECEIVED MEALS o
PREVENTED FROM BEECOMING HOMELESS o
PARTICIPATE INM RECREATIONAL/EDUCATIOMNAL ACTIVITIES Lo
RECEIWVED LIFE SKILLS & DRUGMLCOHOL RECOWERY ASSISTAMCE &0
OF THE TOTAL NUMB . THE MUMBE :

SINGLE FEMALE HEAD OF HOUSEHOLD 3
ELDERLY [=]
DISABLED 3

M

I.,-‘h O|=|W|o|h|n|N|o
=

=100 E=1 =] =] I=] {=] &

.y

At or Below 30% (EXTREMELY

— Above 30% and at or Below 50% (VERY LOW) 22

7 Above 50% and at or Below 80% (1LOW) 12
: . Abowve BO9%G O LOWW) o]




ANNUAL BENEFICIARY REPORT - Exhibit B
FOR COBG PUBLIC SERVICE
JANUARY 1 - DECEMBER 31

(DUE AMNUALLY BY JAMUARY 15)

Richiamnd

Subrecipient Name: : The BestMon-Profit in the Tri-Cities
Address: 123 Best Lane Richland, Wa 99352
CDBEG Project Mame: |Life Skills Program

8
3

=] E=1E=]{=]L=]
8
g

2. Describe any changes to the project the program year:

loim- i 0 1 a part-tirm- al=qgm] s e T Iy ToCcus ol 1 Ning Fhis

rme| rsk 1 - diticonal 10 peaple.

3. Is the project :ulnl:e? If not describe setbacks d delays. When will the project be complete? |

By signing. | certify that all Beneficiary information is correct and that the CDBG funds expended are directly
attributed to the aligible CDBG activity.

Print Name and Title Above



QUARTERLY REPORTING
FOR CDBG
PUBLIC FACILITY
SUBRECIPIENTS




This section should be prefilled for you. If not, enter

the information in the green sections

1. THETOTAL NUMBER OF UNDUPLICATED
PERSONS ASSISTED: (# of persons you
provided services for) If this section doesn’t
apply leave blank.

2. RACE DATA OF BENEFICIARIES:

Document race data of each unduplicated person (total must
be the same as # 1 unduplicated personas assisted)

If this position doesn’t apply leave blank.

PROGRESS MADE DURING THIS QUARTER:

What has been completed this quarter on
the Scope or Work.

Changes that need to be made from the
original application.

—
—

<

Richiand

QUARTERLY BENEFICA RY REPORT

Public: Faciifies

Regirfing Pesiod:

1=l Cuart 1y M) DS onA prl 15t

|3 Chumrter { Juiyy Sesterrives)-Dus on Oetober 15t

[ 2nd Quarier | Agri-June-DUs on.J Uy 15th

|28 Duerier {0ciaber December ) DB 00 January 15th

Exhibri A - Py 1

Submcipieni Marme.

[ ke mr =

COBG Project Name

1. THE TOTAL NUMBER OF

3 nd wd
‘Quartar Qusrer Quarter

4t
Quarter

Cumuia fiva

UNDUPLICATED PERSONS ASSISTED

[1]

2 RACE DATA OF BENEFICIWRIES

st Quarber 2nd Quarter 3rd Qusrir

4th Gus rir

Cumuta fvs

#of
Hspanic ¥

#of

Fof
Hispanic & His pa nic

[
Hispanic

ol
Hispanic

WHITE

BLACKAFRICAN AMERICAN

AN INDUANIAL ASKAN HATIVE

PAWAILAN OTHER PACIFIC ISLANDER

.'\.‘l IHDIAN ALASKAN HATIVE AND WHITE
ASIAN ANDWHITE
BLACKMAFRICAN AMERICAN ANDY WHITE

F=mr=ar=y = = 1 1 1

oo o|ssle]a]s

(AMERICAN INDUAN/AL ASKAN NATIVE AND
BLACKAFRICAN AMERICAN

[OTHER MULTI RACIAL

TOTAL S

Progress Made Duing This Quarer

| Charges i P fmm Odgiral o




EXPENDITURE OF FUNDS:

Funds spent during the quarter on the
CDBG project.

Anticipation date when the
entire CDBG funded project will
be completed.

Signature, date, name, title and phone
number. Sign, scan and email to me.

EXPENDITURE OF FUNDS

1st Quarter

COBG Allocation

2nd Quarter

3rd Quarter 4th Quarter

Cumulative

50.00

50.00

50.00

50.00

50.00

50.00

TOTALS

50.00

50.00

50.00

50.00

50.00

Anticipated Project Completion Date: |

By signing, | certify that all Beneficiary information is correct and that the CDBG funds expended are directly attributed to the eligible CDBG

activity. | further certify that no duplication of benefit has occurred.

Signature

Date of Signature

Phone #

Print Name and Title Above




EXAMPLE OF COMPLETED
PUBLIC FACILITY QUARTERLY REPORT



RdChEOT

QUARTERLY BENEFICIARY REPORT

Puirlic Faciilies

R ing Padod.
st Quarter {January March)-Due on April 15th

| 3rd Crsarter (July-Sepiember}-Due on O 15th

[2nd Quarter (April-June)-Due on July 15th

[-Ith Quaner {Ocobar-Decamber)-Dwe on Janwcary 15th

Exhiioit & - Pg,

1

Suib sl Mama: Beat Public Shelter
Address 8575309 Bast Street Richland, WA 99352
COBG Project Mame: remodel of common area
18t 2nd E ath
1. THE TOTAL NUMBER OF: Quartar Cusrtsr Cuarter Guarter e
UNDUPLICATED PERSONS ASSISTED: 14 15 F=)
st Quarter 2nd Guarber 3rd Cruarier Ath Quarter
# of =t I O F ol Fol #F ol
3. RACE DATA OF BENEFICLARIES # Hispanic # Hispanic # Hispanic Hispanic _{ Hispanic
] T F] 15 ﬂ
L=] 0
0 0
7] [
4 4 3 HVALUE!
] o
[1] [i]
| 3 3 ]
MERICAN EMCHAN/ALASKAN NATIVE AND
BLACKARRICAN AMERICAN o o
MLT! RACIAL F| ] )
TOTALS 14| 1 H o 0 ] 5] 5

Made Dumng This Cuarter,

1
This quarer wa have receiwed thres beds for the panting and flioonng

Two of the three bids recanmed for NooNNG Bre regpsiend With SAM,gov A hree Dids for the painlng ane registenad with SAM gov

The only Dids still needad ane for e wandows,

Tha bids will be submitted by the and of Bxs wesk_

Do 10 the price of he Dids recersed we hanes

1o anly considar painbng e ntenor and will wait for

&




QUARTERLY BENEFICIARY REPORT

CDBG PUBLIC FACILITIES

Exhibit A - Pg. 2

Richland
EXPENDITURE OF FUNDS
1st Quarter 2nd Quarter 3rd Quarter 4th Quarter Cumulative
CDBG Allocation $1,400.00 $16,520.00 $17,920.00
Dept of Commerce Grant $1,200.00 $1,200.00
Genreral Fund $1,400.00 $1,400.00
$0.00
$0.00
$0.00
$0.00
TOTALS $2,600.00 $17,920.00 $0.00 $0.00 $20.520.00

|Anticipated Project Completion Date: |

The entire project is expected to be completed by December 31, 2024. An extension may be required if flooring is backordered,

By signing, | certify that all Beneficiary information is correct and that the CDBG funds expended are directly attributed to the eligible CDBG
activity. | further certify that no duplication of benefit has occurred.

Signature \ ‘}x—ng\s}a——ﬂ‘

Date of Signature \3 -\ . Zk_hl

Toni Lehman, Director

Phone #

|509-942-7580

Print Name and Titie Above
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