●Event/Program #













_____

FY 20___ Abeyance Reduction Program
Budget Form

●Name of Event/Program: 
●New or Existing Program?
●Date:

●Purpose: (must be directly related to health care)
●Activities:

●Expected number of participants/attendees:

●Intended Audience:

●If the hospital normally charges for the tests/exams/services that are to be offered during the event/program, then provide the following detail for each test/exam/service.

	Test/exam/service
	Charge if provided under the hospital charge structure
	Charge

During

event/program
	# expected to receive/test/

exam/service


●Direct Costs Involved: (materials/supplies/staff (do not include volunteer staff), educational materials, speaker, and cost of actual tests)


Item





Cost

●Total cost of the event/program:

If you want to provide more information, please attach additional pages.
