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DEPARTMENT OF HEALTH AND HOSPITALS

FISCAL YEAR END DATE

Dear Sir/Madam:

In order to be assured that your Fiscal Year End Date is currently and correctly recorded, please complete the information in the space provided below.  Be sure to sign this form and return it along with any other requested documents.

Name of Provider:

_____________________________________


Address:


_____________________________________






_____________________________________






_____________________________________






_____________________________________








___________________________









Fiscal Year Ending Date








____________________________









Signature
HSS-ALL-21 (re-issued July 27, 2009)
OFFICE OF MANAGEMENT AND FINANCE ( BUREAU OF HEALTH SERVICES FINANCING ( HEALTH STANDARDS SECTION

500 LAUREL STREET – SUITE 100 (70801-1811) ( P.O. BOX 3767 ( BATON ROUGE, LOUISIANA 70821-3767

PHONE #: VOICE 225/ 342-0138 ( FAX#: 225/ 342-5292

“AN EQUAL OPPORTUNITY EMPLOYER”
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