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COUNTY/NYC  - OPERATED  OR  VOLUNTAR  Y LOCA  L SERVICE  PROVIDER  CERTIFICATION 

I certify that the attached statement fully and accurately represents all reportable income and 

expenditures made for services performed in accordance with the provision of the Mental Hygiene Law and 

appro  ved budgets. LOCA  L GOVERNMENTA  L UNIT  CERTIFICATION 

There are records and worksheets to support this statement in the custody of the above named agency. I have verified that the costs and revenue reported in the Total column of 

Such records and worksheets include the necessary summaries of payrolls and time records, abstracts Schedule DMH-3 are consistent with the contract expenditures and income 

from ledgers, registers or other expense records. All income from fees, all payments by other State or amounts as approved by this local governmental unit. I also affirm that the 

Federal agencies and any other income have been recorded, included and summarized in support of the expenditures were necessary to provide the services covered by the approved 

amounts  report  ed herein. budget  an  d that  further  review  will  establi  sh if  all  income  has  b  een full  y reported. 

Records and worksheets, including records which show that the agency has applied for and received, I understand that the State Aid paid to this local governmental unit on the basis 

or received formal notification of refusal of, all forms of third party reimbursement and federal aid, which of this certification may be adjusted, modified and reduced if records are not 

may be appropriate for such services, are on file at the above location and available for audit by the Office available, or do not support this financial statement. I hereby recommend that 

of the State Comptroller and/or representatives of the New York State Commissioner of the Office of final  reimbursement  be  approved. 

Alcoholism and Substance Abuse Services, Commissioner of the Office For People With Developmental 

Disabilities,  or  the  Commissioner  of  the  Office  of  Mental  Health. 

I understand that the State Aid paid on the basis of this certification for local assistance providers may 

be adjusted, modified and reduced if the records referred to above do not support this financial statement, 

and that such a reduction may require a repayment to the State of any overpayments which are disclosed 

b  y audit. 

Signed:	 _________________________________________ Signed: ____________________________________________ Signed:  ___________________________________________________________ 

                Directo  r of  Community  Menta  l Healt  h Services 

Loca  l Governmental 

Unit:   _____________________________________________________________ 

             Specify 

Date:   _____________________________________________________________ 
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