COST JUSTIFICATION

Organization Name: __________________________________ Date: _______________
Title of Services Offered: ___________________________________________________
I. Payment Schedule
Payments will be made quarterly based on submitted invoice and documentation. (Purchasing Department must approve any other financial agreements in advance)
II. Cost Per Unit of Service or Goods Procured:
	Service
	Unit Description
(i.e. 15 minutes= 1 unit)
	Cost Per Unit

	1. Food Assistance
	
	

	2. Behavioral Health
	
	

	3. Protective Services 
	
	

	4. Medical Testing & Prescriptions



	
	



III. Justification for Unit Value of Service Calculations:
	Service
	Justification

	1. Food Assistance
	

	2. Behavioral Health
	

	3.Protective Services
	

	4. Medical Testing & Prescriptions



	



__________________________________________________________
Signature									Date
