	Quarter Ending:
	 FORMDROPDOWN 

	Annex A


	County:
	 FORMDROPDOWN 


	
	
	County Summary Sheet
	Preparer:
	     

	
	
	
	Telephone #:
	    -     -     

	
	
	TIP
	
	


                                                                     SFY 2014 Quarterly LOS Reporting Form
	1.  Activity/Program

Description
	2.  Contracted LOS
	3.  Unit of Service
	4.  Outcome Completed

Unduplicated

this Quarter
	5.  Outcome completed

Unduplicated

YTD

	TIP Section for Reporting LOS

	TANF Referrals:

	     
	     
	     
	     

	Emergency Assistance Referrals:

	     
	     
	     
	     

	Case Conferences with In-Home Provider:

	     
	     
	     
	     

	10 Work Activity

Housrs for TIP Clients


	     
	     
	     
	     

	Other Work Activitives:


	     
	     
	     
	     


1. A brief description of the activity or service (i.e., mental health or outreach)

2. The number of units of service proposed in your Annex A.

3. Describes how the service will be measured. (i.e., client contact, screening, or payment provided on behalf of the client)

4. Provide the total number of unduplicated units of service provided for the quarter.

5. Provide the total number of unduplicated units of service provided year-to-date.

	Quarter Ending:
	 FORMDROPDOWN 

	Annex A


	County:
	 FORMDROPDOWN 


	
	
	Provider Summary Sheet
	Preparer:
	     

	Provider Agency Name:
	     
	TIP
	Telephone #:
	    -     -     







        SFY 2014 Quarterly LOS Reporting Form
	1.  Activity/Program

Description
	2.  Contracted LOS
	3.  Unit of Service
	4.  Outcome Completed

Unduplicated

this Quarter
	5.  Outcome completed

Unduplicated

YTD

	TIP Section for Reporting LOS

	Outreach:


	     
	     
	     
	     

	Case Conferences:


	     
	     
	     
	     

	Work Shops:


	     
	     
	     
	     


1. A brief description of the activity or service (i.e., mental health or outreach)

2. The number of units of service proposed in your Annex A.

3. Describes how the service will be measured. (i.e., client contact, screening, or payment provided on behalf of the client)

4. Provide the total number of unduplicated units of service provided for the quarter.

5. Provide the total number of unduplicated units of service provided year-to-date.
DEPARTMENT OF HUMAN SERVICES

DIVISION OF FAMILY DEVELOPMENT

TANF TRANSPORTATION MONTHLY REPORTING FORM

MONTH OF   FORMDROPDOWN 
          YEAR       _
AGENCY                                                 _
Complete the following information for the person completing this report form:

	CONTACT PERSON:
	     
	PHONE NUMBER:
	     
	FAX #:
	     
	E-MAIL:
	     


	(PLEASE FILL OUT ONE REPORT FORM FOR EACH TRANSPORTATION BLOCK GRANT OR PROGRAM)

THIS REPORT IS FOR THE FOLLOWING: (CHECK ONLY ONE)


  FORMCHECKBOX 
 WFNJ/TANF TRANSPORTATION BLOCK GRANT                                                                               FORMCHECKBOX 
 WORK PASS


  FORMCHECKBOX 
 WFNJ POST TANF TRANSPORTATION PLUS BLOCK GRANT

                                   FORMCHECKBOX 
 EXTENDED WORKPASS




	Check Each Type of Transportation Service Provided
	Monthly 

Level of Service 
	Year to Date

LOS
	Check Each Type of Transportation Service Provided
	MONTHLY NUMBER ISSUES
	YEAR TO DATE ISSUED

	 FORMCHECKBOX 

	VAN SHUTTLE
	     
	     
	 FORMCHECKBOX 

	ISSUED WORKPASS
	     
	     

	 FORMCHECKBOX 

	BUS PASS (e.g. NJ TRANSIT)
	     
	     
	 FORMCHECKBOX 

	ISSUED EXTENDED WORKPASS
	     
	     

	 FORMCHECKBOX 

	TAXI
	     
	     
	
	
	
	

	 FORMCHECKBOX 

	AUTO PURCHASE/LEASE
	     
	     
	
	
	
	

	 FORMCHECKBOX 

	DRIVER LICENSE RESTORATIONS

(Fines, Penalties, Interest, Etc.)
	     
	     
	
	
	
	

	 FORMCHECKBOX 

	DRIVER LICENSE RENEWALS
	     
	     
	
	
	
	

	 FORMCHECKBOX 

	CAR REPAIRS
	     
	     
	
	
	
	

	 FORMCHECKBOX 

	EMERGENCY TRANSPORTATION
	     
	     
	
	
	
	

	 FORMCHECKBOX 

	CAR INSURANCE ASSISTANCE
	     
	     
	
	
	
	

	 FORMCHECKBOX 

	VEHICLE MAINTENANCE/FUEL
	     
	     
	
	
	
	

	 FORMCHECKBOX 

	AUTO CLUB AFFILIATION (AAA, etc.)
	     
	     
	
	
	
	

	 FORMCHECKBOX 

	RAIL PASS (e.g. SEPTA/PATCO/NJ TRANSIT)
	     
	     
	
	
	
	

	 FORMCHECKBOX 

	OTHER (purchase bikes, ride share, etc.)
	     
	     
	
	
	
	

	 FORMCHECKBOX 

	TRE’s (Transportation Related Expense)
	     
	     
	
	
	
	


	LIST ANY ADDITIONAL CAPITAL EXPENDITURES MADE IN THIS MONTH  (i.e., Vans, etc. added to Fleet) :

	Type
	Cost

	
	     
	     

	
	     
	     


	PLEASE LIST ADDITIONAL INFORMATION REGARDING NOTABLE ACTIVITIES AND/OR PROBLEMS/BARRIERS: 
	

	     

	


