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County/City Capital Expenses Justification Form

	County/City:
	
	
	Contact Person:
	

	Date:
	
	
	Telephone Number:
	

	
	
	
	

	A. List all equipment and each item’s price.

	

	

	

	

	

	

	B. How is the equipment going to benefit the CMS program(s)?

	

	

	

	

	

	

	C. Describe what functions will be performed on the equipment and why the current process can no longer be used.

	

	

	

	

	

	

	D. Specify if the new equipment must have enhanced capabilities and why.

	

	

	

	

	


NOTE: If additional space is required, please include the information on a separate sheet of paper and attach it to this form.
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