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BLOCK GRANT MONTHLY REPORT 
State Form 48203 (R5 / 2-20) 
FAMILY AND SOCIAL SERVICES ADMINISTRATION  

 
Name of agency 

      
Authorization number 

      

Name of Case Manager 

      

Consumer number 

      

Name of consumer 

      

Date plan begins (mm/dd/yyyy) 

      

Date plan ends (mm/dd/yyyy) 

      

 

Date of Intake (mm/dd/yyyy) Intake Issues 

            

            

            

            

            

            

            

            

 
Expected Date for Completion 

(mm/dd/yyyy) 
Plan of Action Met / Not Met Why? 

             Met  Not Met       

             Met  Not Met       

             Met  Not Met       

             Met  Not Met       

             Met  Not Met       

             Met  Not Met       

             Met  Not Met       

             Met  Not Met       
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Report for (month/year):       

Date 
(mm/dd/yyyy) 

Beginning 
Time 

Ending  
Time 

Total Including 
Paperwork 

Mileage 
Services 

(Summary of appointment, including  
the location / type of meeting.) 

                                    

                                    

                                    

                                    

                                    

                                    

                                    

                                    

                                    

                                    

                                    

                                    

 
 

Signature of Case Manager or identification code 

      

Date (mm/dd/yyyy) 
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