
APPENDIX A

Office of Vocational Rehabilitation
PROVIDER NAME – InVEST Project
Monthly Narrative Report
Month/Year:        
	Provider Name:
	     

	Purchase Order/Document #:
	     

	Contact:
	     

	Phone Number:
	     

	E-mail Address:
	     


The Provider is required to collect these data elements, including data from any subcontractor, and report their results to OVR.
1. Summarize your project activity for this month by reporting on the status of each Deliverable/Goal & Objective in the Statement of Work on the original Statement of Work (SOW)/Work Plan.

     
2. How are you tracking outcomes? 

     


3. Challenges and/or barriers involved in meeting your proposed outcomes of this contract.

     
4. Strategies to address your challenges and/or barriers.
     
5. What, if any, technical assistance would you like to receive from the Office of Vocational Rehabilitation?
     
Financial Statement

	
	Staff
	Other
	Total

	Project Budget
	
	
	

	Prior Expenditures
	
	
	

	Amount Spent This Month
	
	
	

	Amount Remaining
	
	
	


Name of Authorized Representative


Title


Signature of Authorized Representative
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