ALABAMA MEDICAID AGENCY
COMPLETED NURSING FACILITY RENOVATION PROJECT

DATE:
COMPLETION DATE:
ORIGINAL PROJECTED COST:

FINAL PROJECTED COST:

REQUIRED ATTACHMENTS:

After Pictures
Final Invoices or Project Completion Statement
Checks Showing Disbursement

Loan and Settlement Documents

CERTIFYING SIGNATURE OF OFFICER OR OWNER:
PRINTED NAME:

MAILING ADDRESS:

CITY STATE ZIP:

PHONE NUMBER:

EMAIL ADDRESS:
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