Missouri Department of Health and Senior Services

Maternal Child Health (MCH) Services Contract
Year-End Report

LPHA contractor:        FORMTEXT 

Report prepared by:       
Reporting period:

 FORMCHECKBOX 
  FFY 2012 (October 1, 2011 – September 30, 2012)




 FORMCHECKBOX 
  FFY 2013 (October 1, 2012 – September 30, 2013)
Indicate agency’s selected priority health issue: 

 FORMCHECKBOX 
  Prevent and Reduce Obesity
      FORMCHECKBOX 
  Prevent and Reduce Smoking


 FORMCHECKBOX 
  Prevent and Reduce Injuries 
      FORMCHECKBOX 
  Prevent and Reduce Adverse Birth Outcomes

Instructions:  Complete the sections on the following form for progress made on the MCH system for this reporting period.  After completion, submit report to the MCH District Nurse Consultant, Program Manager, and Health Program Representative via e-mail attachment.

	Section One:  Progress toward the system outcomes set forth in the approved work plan

	MCH System of Prevention Outcome

Restate exact system outcome language for each level of the Spectrum of Prevention from the approved work plan’s MCH System of Prevention Table
	No progress
	Minimal progress
	Significant progress
	Outcome met

	6.  Influence Policy and Legislation 


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	5.  Change Organizational Practices


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	4.  Foster Coalitions and Networks


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	3.  Educate Providers


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	2.  Promote Community Education


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	1.  Strengthen Individual Knowledge and Skills


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	
	
	

	Section Two:  Summary of activities demonstrating progress toward system outcomes

	Spectrum of Prevention Level
	Activities

Restate exact activity(ies) language for each level of the Spectrum of Prevention from the approved work plan’s MCH System of Prevention Table
	No progress
	Making progress
	Completed
	Provide the evidence/data/ documentation of progress toward meeting outcomes for activities in each level

	6.  Influence Policy and Legislation
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	5. Change Organizational Practices
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	4.  Foster Coalitions and Networks
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	3.  Educate Providers
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	2.  Promote Community Education
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	1.  Strengthen Individual Knowledge and Skills
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	



Section Three:  Describe challenges and/or barriers for each activity not completed, and 
address plans for completion


Section Four:  Describe evidenced-based or promising practices and strategies 
implemented to address the selected priority health issues

Section Five:  Annual financial report

Complete the following financial report related to the contract during the current federal fiscal year reporting period below.


Line 1       
Enter the total amount invoiced to the MCH Services 




Program (contract award)

Line 2       
Enter the total amount expended in addressing the 


agency’s selected priority health issue


Line 3       
Enter the difference between Line 1 and Line 2 




(use ( ) or – symbol to represent negative numbers)


Additional comments (required if Line 3 is a positive amount):  


Briefly list other MCH issues supported/addressed with contract funds.  

     

Section Six:  Report on compliance with the contract funding and special provisions


Select all check boxes that apply below.


In fulfilling this contract, our agency attests it …


 FORMCHECKBOX 

Has used funding to expand or enhance activities that improve the MCH population, and 
to 
address local MCH issues


 FORMCHECKBOX 

Has followed applicable funding provisions (7.0)

 FORMCHECKBOX 


Has followed applicable special provisions (9.0)

… as specified in the scope of work for the FFY 2012-2014 MCH Services Contract.

Section Seven:  Report on tangible personal property, defined as any single equipment purchase with MCH contract funding that has a useful life of more than 1 year and has a purchase price that exceeds $5,000.


Select check box that applies below.  If answer is Yes, complete the table below.


In fulfilling this contract, our agency attests it …


 FORMCHECKBOX 

HAS NOT had any tangible personal property purchases


 FORMCHECKBOX 

HAS tangible personal property purchases 

	Description
	Identification
	Acquisition Date
	Acquisition Cost

	
	
	
	


Section Eight:
Report of local match funding amounts on health activities for the MCH 

population. 

Instructions:  Include match funding from any non-federal sources that can be clearly linked to the MCH population.  

NOTE:  A fixed amount of match is not required of contractor’s, however it is requested, to aid the MCH Services Program in providing a record of local support toward MCH issues.  If the contractor opts not to report match funding, an entry of a “not reporting” in the Total Match Funding Amount is still required to serve as completion of this section. 

	Expenditure Classification Description
	Local Match Funding 
(definition in Glossary)

	Enter description for salary match (may include fringe benefits): 


	Enter dollar amount(s):
$

	Enter description for travel match (e.g. mileage, meals, and lodging for attendance at professional development related to MCH population):

	Enter dollar amount(s):
$

	Enter description for equipment match (excluding major medical equipment):


	Enter dollar amount(s):
$

	Enter description for supply match (e.g. office supplies or materials purchased specifically for work with the MCH population):


	Enter dollar amount(s):
$

	Enter description for other match (expenditures which exceeded contract funding and could not be applied to other sections above):


	Enter dollar amount(s):
$

	Total Match Funding Amount
	$


I certify the reported health activities, and all financial reports are in agreement with the agency’s official accounting practices and records.  Documentation is retained on file.  

      









     
Authorized Name of Administrator/Director or Designee



Date


       


Telephone Number
February 20, 2012

