Financial Report - Format Development

Objective

The objective of this activity is to develop sub-agreement specific Financial Report formats that:

· address applicable provisions in the donor agreement;
· avoid redundant work for the sub-recipient; and
· facilitate efficient and regular desk review by CARE staff of sub-recipient use of funds.
For projects with multiple ‘types’ of sub-recipients and therefore types of sub-agreements, multiple Financial Report formats may be warranted.
A Financial Report format is frequently included as an attachment to the sub-agreement.

Tasks

1. Review and list all applicable rules, regulations, and provisions in the donor award pertaining to financial reporting requirements.
2. Determine the accounting basis to be used in reporting financial data (e.g., cash or accrual).
3. Develop Financial Report format(s) that address results of # 1 and #2 above.  See the attached Sample Financial Reports for information on the minimum data required in such spreadsheets.

4. Determine supporting records that will need to be submitted along with the Financial Report.  Such records may include:

a. Budget Compliance Report
b. Schedule of Disbursement
c. Cash Flow ledger

d. Cash/Bank reconciliation report

e. Fixed Asset Ledger 

f. Liquidation/Disbursement Checklist (section completed by sub-recipient)
5. Based on results of #4 above, adjust the first section of the Liquidation/Disbursement Checklist (i.e. the section titled “To Be Completed By Sub-Recipient”) accordingly.
6. Identify the minimum supporting documentation for expenses that must be submitted as part of the Financial Report.  This requirement is generally related to the risk ranking of a sub-recipient.  Such documentation may include:
a. Purchase requisition orders and / or quotes
b. Summary bid analysis showing chosen bid

c. Invoices

d. Delivery note or satisfaction note (for services)

e. Receipts showing amount paid

f. Contracts with consultant if applicable

g. Payroll documents
7. Draft instructions for sub-recipients in completion and submission of Financial Reports.  Include details on how sub-recipients are to report any deviations from the budget.  It is recommended that CARE staff spend time with new sub-recipients to compile their initial Financial Report from these instructions.
[image: image1.emf]of

    Name:     Bank / Branch Name:

    Street Address:     Swift Code or Routing #: pages

    City, State, Zip:     Account Number:

    Country:     Payment Method:

    Street Address:

    City, State, Zip, Country: From: To:

151 Ellis Street

4. CARE PN/FC/CBC 5. Final Report 6. Basis 11. Period Covered by this report (Day/Month/Year)

Atlanta, Georgia USA 30303-2440

From: To:

12. Transactions:

a.  Beginning Cash Balance

b.  Cash Receipts

c.  Interest Income on Cash Advances

d.  Total Cash Available (Sum of Lines a, b and c)  

e.  Expenses - by line item (see grant agreement)

     1.  Personnel

     2.  Fringe Benefits

     3. Travel

     4. Equipment

     5. Supplies

     6. Contractual

     7.

     8.

     9.

   10.

f.  Total Direct Costs (Sum of lines e.1 thru e.10)

g.  Indirect Costs

h.  Total expenses (Sum of lines f and g)

i.   Ending Cash Balance - Excess (Deficit) (Line d less line h)

j.   Cash Requirement for Next Reporting Period

k.  Total Cash Request (Line j less line i)

l.  Recipient's Match (bottomline or by line item-see subagreement)

     1. Personnel

     2. Delta Skymiles Travel

     3.

     4.

     5.

m.  Total match (Sum of lines l.1 thru l.5)

13. Certification:  14. Summary of Advances/Reimbursements (Actual and Planned)

I hereby certify to the best of my knowledge and belief that: # Date

#

Date

     a. payment of sum claimed under the cited subagreement is proper and due and that appropriate refund to CARE 1st

10th

will be made promptly in the event of non-performance in whole or in part of any of the terms of the subagreement.  2nd

11th

     b. information in the financial report is correct and any supporting document as CARE USA may require, will be 3rd 12th

furnished by the subrecipient promptly upon request. 4th 13th

     c. all other requirements called for by the date of this certification have been met.  5th 14th

Telephone (w/ area code) 6th 15th

7th 16th

Date Report Submitted 8th 17th

9th



2. CARE Personnel / Unit to which report is submitted

1. Recipient Organization (Name and complete address, including ZIP code) 3. Recipient Organization Bank Account Information 7. Grant Amount (USD)

8. Obligated Amount (USD) 9. Match Requirement

10. Funding/Grant Period (Day/Month/Year)



CASH AND EXPENDITURE STATUS REPORT

Page



-                                



-                                         

Printed name and title of authorized certifying official



Signature of authorized certifying official



TOTAL



Amount



Amount

I

Previous Cumulative
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Balance
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Approved Budget
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Cumulative
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III



IV II

Request for 

Advance/ Payment

Match



-                                

-                                

-                                



-                                

Cash Receipts

Expenses

This Period



-                               



No

Yes

Cash

Accrual



[image: image2.emf]Sub-recipient Name: 

Sub-agreement Number: 

 SC    Match ( )  THIS PERIOD CUMULATIVE THIS PERIOD CUMULATIVE

Item 1 -                     -                    

-                     -                    

Item 2 -                     -                    

-                     -                    

Item 3 -                     -                    

-                     -                    

Item 4 -                     -                    

-                     -                    

-                     -                    

-                     -                    

-                     -                    

Total  -                     -                   -                   -                   -                   -                   -                   -                  

Note: All Amounts in US Dollars ($)

The undersigned hereby certifies:

Exchange Rate

Signature: _____________________         Signature: _____________________

Name:         Name:

Title: Finance Manager         Title: Project Manager

Date:         Date:

 MATCH 

BALANCE (US$) 

 (A) that all payment of the sum claimed is proper and due and that appropriate refund to CARE will be made promptly upon 

request in the event of disallowance of costs not reimbursable under the terms of the sub-agreementt; 

  (B) that information on the financial report is correct and such detailed supporting information as CARE may reasonably 

require will be furnished promptly to CARE upon request; 

(C) that all requirements called for under the sub-agreement to date of this certification have been met.

Actual Expenditures Report

Period Covered by  this Report: From                           to                              '

BUDGET LINE ITEM

 BUDGET (US$)  CARE EXPENDITURES (US$) MATCH EXPENDITURES (US$)  CARE 

BALANCE (US$) 



[image: image3.emf]Sub-recipient Name: 

Sub-agreement Number: 

THIS PERIOD CUMULATIVE

Item 1 -                    

-                    

Item 2 -                    

-                    

Item 3 -                    

-                    

Item 4 -                    

-                    

-                    

-                    

-                    

Total  -                   -                   -                   -                  

Note: All Amounts in US Dollars ($)

The undersigned hereby certifies:

Exchange Rate

Signature: _____________________         Signature: _____________________

Name:         Name:

Title: Finance Manager         Title: Project Manager

Date:         Date:

Actual Expenditures Report

EXPENDITURES (US$)

Period Covered by  this Report: From                           to                              '

BUDGET LINE ITEM BALANCE (US$) BUDGET (US$)

(A) that all payment of the sum claimed is proper and due and that appropriate refund to CARE will be made 

promptly upon request in the event of disallowance of costs not reimbursable under the terms of the sub-

agreement;

(B) that information on the financial report is correct and such detailed supporting information as CARE may 

reasonably require will be furnished promptly to CARE upon request;

(C) that all requirements called for under the sub-agreement to date of this certification have been met.




[image: image4.emf]Name of Sub-Recipient:

Total Amount of Previous Disbursements:

Amount of Installment Requested:

Current Expenditure Reported:

Number of Installment (Payment):

Period Covered:

Is the requested installment the same as the approved

Schedule of Disbursement ?

Percentage of last Installment currently spent:

Yes (   )              No (   )

If no, Justify.

Required Attachments:

Yes No Yes No

a)  Request Letter  [   ]  [   ] h)  Performance or Narrative Report

b)  Budget Compliance Report  [   ]  [   ]      Activities accomplished during month  [   ]  [   ]

c)  Schedule of Disbursement  [   ]  [   ]      Reasons why activity not accomplished  [   ]  [   ]

d)  Cash Flow Ledger  [   ]  [   ]      Activities during next month  [   ]  [   ]

e)  Fund Reconciliation Statement  [   ]  [   ] I)  Copy of schedule of questioned costs  [   ]  [   ]

f )  Copy of signed contract (for first installment only)     (to be attached only if to be addressed 

 [   ]  [   ]      this Installment)

g)  Schedule of approved line versus actual expenditure

 [   ]  [   ]

Prepared by Accountant: Approved by Senior Officer:

 (Name, signature & date) (Name, signature & date)

Program Officer's Review Finance Officer's Review

YES NO YES NO

a) Review of Financial Accuracy  [   ]  [   ] a) Review of Financial Accuracy.  [   ]  [   ]

b) Program Implementation rate within  [   ]  [   ] b) Accuracy of required attachments.  [   ]  [   ]

    Expenditure level. c) Questioned costs not addressed by the

c) Site visit conducted to confirm     partner deducted in this disbursement.  [   ]  [   ]

    actual implementation  [   ]  [   ]     How much? ---------------------

    If NO, give date of next visit   Disbursement Recommended?  [   ]  [   ]

d) Level of Program implementation           Remarks

    Acceptable  [   ]  [   ]

e) Expenditure represents 75% of

    Last Installment.  [   ]  [   ]

f) Questioned costs were addressed  [   ]  [   ]

   If No, Why?

   IF NO, deducted in this installment?   [   ]  [   ]

   How much is the questioned cost deducted?----------

Liquidation/Disbursement Approved:

Liquidation/Disbursement recommended?

Remarks: Remarks

Program Officer Finance Office

Name: Name:

Signature: Signature:

Date: Date:

Comments Signature

Agreement Manager ___________ ____________________ ___________

Project Manager ___________ ____________________ ___________

Date Received

Reviewed

APPROVAL

TO BE COMPLETED BY SUB-RECIPIENT

Date of request:

TO BE COMPLETED BY CARE - Review / Approval of Disbursement

 Program Manager/Team Leader's Approval.
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_1318894939.xls
Payment Information

		

				ATTACHMENT 6

				Date:

				Save the Children ______ FO

				Att:

				Title:

				Request for Payment

				Payment Information:

				SUBGRANTEE NAME

				SUBGRANT NUMBER

				STREET AND NUMBER

				CITY AND POSTAL CODE

				COUNTRY

				PAYMENT METHOD

				BANK NAME

				BRANCH NAME

				ADDRESS

				SWIFT CODE

				ACCOUNT NUMBER

				AMOUNT $		$   - 0

				SPECIAL INSTRUCTIONS

				ADDITIONAL INFORMATION

				Signature: _____________________

				Name:



&L&"Arial,Bold Italic"&11Subgrant Form 2: Payment Information



Actual Expenditures W Match

		

				Actual Expenditures Report

				BUDGET LINE ITEM		BUDGET (US$)				CARE EXPENDITURES (US$)				MATCH EXPENDITURES (US$)				CARE BALANCE (US$)		MATCH BALANCE (US$)

						SC		Match ( )		THIS PERIOD		CUMULATIVE		THIS PERIOD		CUMULATIVE

				Item 1														- 0		- 0

																		- 0		- 0

				Item 2														- 0		- 0

																		- 0		- 0

				Item 3														- 0		- 0

																		- 0		- 0

				Item 4														- 0		- 0

																		- 0		- 0

																		- 0		- 0

																		- 0		- 0

																		- 0		- 0

				Total		- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0

				Note: All Amounts in US Dollars ($)

				The undersigned hereby certifies:

				(A) that all payment of the sum claimed is proper and due and that appropriate refund to CARE will be made promptly upon request in the event of disallowance of costs not reimbursable under the terms of the sub-agreementt;

				(B) that information on the financial report is correct and such detailed supporting information as CARE may reasonably require will be furnished promptly to CARE upon request;

				(C) that all requirements called for under the sub-agreement to date of this certification have been met.

														Exchange Rate

				Signature: _____________________										Signature: _____________________

				Name:										Name:

				Date:										Date:





Actual Expenditures No  Match

		

						ATTACHMENT 6

				Actual Expenditures Report

				BUDGET LINE ITEM		BUDGET (US$)		EXPENDITURES (US$)				BALANCE (US$)

								THIS PERIOD		CUMULATIVE

				Item 1								- 0

												- 0

				Item 2								- 0

												- 0

				Item 3								- 0

												- 0

				Item 4								- 0

												- 0

												- 0

												- 0

												- 0

				Total		- 0		- 0		- 0		- 0

				Note: All Amounts in US Dollars ($)

				The undersigned hereby certifies:

				(A) that all payment of the sum claimed is proper and due and that appropriate refund to CARE will be made promptly upon request in the event of disallowance of costs not reimbursable under the terms of the sub-agreement;

				(B) that information on the financial report is correct and such detailed supporting information as CARE may reasonably require will be furnished promptly to CARE upon request;

				(C) that all requirements called for under the sub-agreement to date of this certification have been met.

								Exchange Rate

				Signature: _____________________				Signature: _____________________

				Name:				Name:

				Date:				Date:



&L&"Arial,Bold Italic"&11Subgrant Form 3: Expenditures




_1320161804.xls
Liquidation Disbur checklist

		TO BE COMPLETED BY SUB-RECIPIENT

		Name of Sub-Recipient:												Date of request:

		Total Amount of Previous Disbursements:										Amount of Installment Requested:

		Current Expenditure Reported:										Number of Installment (Payment):

		Period Covered:

												Schedule of Disbursement ?

		Percentage of last Installment currently spent:										Yes (   )              No (   )

												If no, Justify.

		Required Attachments:

								Yes		No								Yes		No

		a)  Request Letter						[   ]		[   ]		h)  Performance or Narrative Report

		b)  Budget Compliance Report						[   ]		[   ]		Activities accomplished during month						[   ]		[   ]

		c)  Schedule of Disbursement						[   ]		[   ]		Reasons why activity not accomplished						[   ]		[   ]

		d)  Cash Flow Ledger						[   ]		[   ]		Activities during next month						[   ]		[   ]

		e)  Fund Reconciliation Statement						[   ]		[   ]		I)  Copy of schedule of questioned costs						[   ]		[   ]

		f )  Copy of signed contract (for first installment only)										(to be attached only if to be addressed

								[   ]		[   ]		this Installment)

		g)  Schedule of approved line versus actual expenditure

								[   ]		[   ]

		Prepared by Accountant:										Approved by Senior Officer:

		(Name, signature & date)										(Name, signature & date)

		TO BE COMPLETED BY CARE - Review / Approval of Disbursement

		Program Officer's Review										Finance Officer's Review

								YES		NO								YES		NO

		a) Review of Financial Accuracy						[   ]		[   ]		a) Review of Financial Accuracy.						[   ]		[   ]

		b) Program Implementation rate within						[   ]		[   ]		b) Accuracy of required attachments.						[   ]		[   ]

		Expenditure level.										c) Questioned costs not addressed by the

		c) Site visit conducted to confirm										partner deducted in this disbursement.						[   ]		[   ]

		actual implementation						[   ]		[   ]		How much? ---------------------

		If NO, give date of next visit										Disbursement Recommended?						[   ]		[   ]

		d) Level of Program implementation										Remarks

		Acceptable						[   ]		[   ]

		e) Expenditure represents 75% of

		Last Installment.						[   ]		[   ]

		f) Questioned costs were addressed						[   ]		[   ]

		If No, Why?

		IF NO, deducted in this installment?						[   ]		[   ]		Program Manager/Team Leader's Approval.

		How much is the questioned cost deducted?----------

												Liquidation/Disbursement Approved:

		Liquidation/Disbursement recommended?

		Remarks:										Remarks

		Program Officer										Finance Office

		Name:										Name:

		Signature:										Signature:

		Date:										Date:

		APPROVAL

								Date Received						Comments				Signature

								Reviewed

		Agreement Manager								___________				____________________				___________

		Project Manager								___________				____________________				___________



&C&"Arial,Bold"&14Liquidation / Disbursement Checklist

&C&P




_1318894712.xls
Payment Information

		

				ATTACHMENT 6

				Date:

				Save the Children ______ FO

				Att:

				Title:

				Request for Payment

				Period Covered by  this Request: From                           to                              ___

				Payment Information:

				SUBGRANTEE NAME

				SUBGRANT NUMBER

				STREET AND NUMBER

				CITY AND POSTAL CODE

				COUNTRY

				PAYMENT METHOD

				BANK NAME

				BRANCH NAME

				ADDRESS

				SWIFT CODE

				ACCOUNT NUMBER

				AMOUNT $		$   - 0

				SPECIAL INSTRUCTIONS

				ADDITIONAL INFORMATION

				Signature: _____________________

				Name:

				Title: Finance Manager



&L&"Arial,Bold Italic"&11Subgrant Form 2: Payment Information



Actual Expenditures W Match

		

				Actual Expenditures Report

				Period Covered by  this Report: From                           to                              '

				Sub-recipient Name:

				Sub-agreement Number:

				BUDGET LINE ITEM		BUDGET (US$)				CARE EXPENDITURES (US$)				MATCH EXPENDITURES (US$)				CARE BALANCE (US$)		MATCH BALANCE (US$)

						SC		Match ( )		THIS PERIOD		CUMULATIVE		THIS PERIOD		CUMULATIVE

				Item 1														- 0		- 0

																		- 0		- 0

				Item 2														- 0		- 0

																		- 0		- 0

				Item 3														- 0		- 0

																		- 0		- 0

				Item 4														- 0		- 0

																		- 0		- 0

																		- 0		- 0

																		- 0		- 0

																		- 0		- 0

				Total		- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0

				Note: All Amounts in US Dollars ($)

				The undersigned hereby certifies:

				(A) that all payment of the sum claimed is proper and due and that appropriate refund to CARE will be made promptly upon request in the event of disallowance of costs not reimbursable under the terms of the sub-agreementt;

				(B) that information on the financial report is correct and such detailed supporting information as CARE may reasonably require will be furnished promptly to CARE upon request;

				(C) that all requirements called for under the sub-agreement to date of this certification have been met.

														Exchange Rate

				Signature: _____________________										Signature: _____________________

				Name:										Name:

				Title: Finance Manager										Title: Project Manager

				Date:										Date:





Actual Expenditures No  Match

		

						ATTACHMENT 6

				Actual Expenditures Report

				Period Covered by  this Report: From                           to                              '

				Subgrantee Name:

				Subgrant Number:

				BUDGET LINE ITEM		BUDGET (US$)		EXPENDITURES (US$)				BALANCE (US$)

								THIS PERIOD		CUMULATIVE

				Item 1								- 0

												- 0

				Item 2								- 0

												- 0

				Item 3								- 0

												- 0

				Item 4								- 0

												- 0

												- 0

												- 0

												- 0

				Total		- 0		- 0		- 0		- 0

				Note: All Amounts in US Dollars ($)

				The undersigned hereby certifies: (A) that all payment of the sum claimed is proper and due and

				that appropriate refund to Save the Children will be made promptly upon request in the event

				of disallowance of costs not reimbursable under the terms of the subgrant; (B) that information

				on the fiscal report is correct and such detailed supporting information as Save The Children

				may reasonably require will be furnished promptly to Save The Children on request;(C) that all

				requirements called for under the subgrant agreement to date of this certification have been met.

								Exchange Rate

				Signature: _____________________				Signature: _____________________

				Name:				Name:

				Title: Finance Manager				Title: Project Manager

				Date:				Date:



&L&"Arial,Bold Italic"&11Subgrant Form 3: Expenditures




