
Form 240 Financial Information Form (Expenses and Disbursements) 

 
 

Clark Quality Care 
​ ​ Month and Year:  

 

Individual Name:​ ​ ​ ​ ​ ​ Medicaid ID: 

Date Num Paid 
To/Received 
From 

Purpose Approved 
By (Staff 
Name) 

Cash Out Cash In Balance 

Beginning Balance  
        
        
        
        
        
        
        
        
        
        
        
        
        
        
        
        
        
        
        
        
        

Total    
 

Reconciliation 
​  

Final Balance  
Cash on Hand  
Difference  
Money Reimbursement  
Balance Forward  

 

 


