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�
CALIFORNIA TELECONNECT FUND (CTF) CLAIM FORM


(To be completed by the filing carrier)


(Use one form for each U#)





For the Month of  _____________  (Year)


or


Jan-Jul   (Year)   or  Aug-Dec  (Year)





Company Name___________________________________________  CPUC U-___________





The following amounts are submitted for reimbursement.  These amounts are supported by an accompanying data file (hard copy and disk) in the format prescribed by the Telecommunications Division.


A.  Schools and Libraries (S&Ls)


       1. Total Discounts						_____________________._______


       2. Taxes/User fee							_____________________._______


       3. Claim for S&Ls (Ln 1 + Ln 2)					_____________________._______


B.  Government Owned & Operated Hospitals & Health Clinics (GHCs)


       4. Total Discounts						_____________________._______


       5. Taxes/User Fee							_____________________._______


       6. Claim for GHCs (Ln 4 + Ln 5)					_____________________._______


C.  Community-Based Organizations (CBOs)


       7. Total Discounts						_____________________._______


       8. Taxes/User Fee							_____________________._______


       9. Claim for CBOs (Ln 7 + Ln 8)					_____________________._______


D.  Total Claims for the Month (Ln 3 + Ln 6 + Ln 9)			_____________________._______


E.  Adjustments (Attach detailed information)			_____________________._______


F.  Net Claim for the month (Ln D + Ln E)				_____________________._______





Preferred Method of Payment:  (Check One Method Only)


                        Check /___/           Electronic Transfer /___/             Wire Transfer /___/


For Check:  Payee’s Name________________________________________________________________


  Mailing Address_______________________________________________________________________


For Eletronic/Wire Transfers:  Client’s Name_________________________________________________


  Account No.____________________ Name of Bank__________________________________________


  Address of Branch ________________________________________ ABA No _____________________


I hereby certify that this form and the accompanying data file have been examined by me and to the best of my knowledge and belief they are true and complete. Carrier’s signatory should be able to answer questions on claim calculations.


Signature_________________________________________  Date________________________________


Printed Name_____________________________________  Title_________________________________


E-Mail Address___________________________________  Telephone No.(___)_____________________


Mailing Address________________________________________________________________________





For CPUC use only:


Telecom Staff Reviewer________________________________ Committee Approval Date_____________


Discount Amount Recommended to Committee _____________ Committee Approved Amount_________


See attached /___/                                                                           Check Mailing Date__________________
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