
LOCAL GRANTS



FINAL BUDGET COMPARISON

	GRANT NUMBER: 

ORGANIZATION: 



	

	Expenses:
	approved  / Revised Komen budget
	Actual Komen Funds Spent (should match funds received for year)

	Personnel


	
	

	fringe benefit (15%)


	
	

	Supplies (Itemize by category)


	
	

	Equipment (Any equipment costs that exceeds 30% of the direct costs may require further explantation)


	
	

	Travel (mileage at IRS Rate)


	
	

	*Mammograms, Sonograms, etc.

 (Medicare Rate  X  number )


	
	

	*Other Expenses  (Itemized by Category) (CRAFT)


	
	

	Total Money Spent
	
	


Signature: ____________________________________________________ Date:  ________________

	(Typed) Principal Investigator/Project Director


*Medicare Rate





Due 30 days following grant period
FORM:  I
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