Ohio Department of Medicaid
HOME CHOICE – Community Transition Services (Goods and Services) Usage Log 
	Participant Name (Last, First, MI)
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	Transition Coordinator Agency & Transition Coordinator Name
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	Transition Coordinator Phone # 
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	Date of Receipt
	“Item” to be reimbursed, i.e. Security Deposit, Utility Deposit, Furniture, etc.
	Paid To (i.e. Landlord name, Store name)
	Dollar Amount
	Cumulative Total Spent to Date

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	By signing this form you agree that you have received the items listed.  Your Transition Coordinator should provide you with a copy of the receipts.

	Participant Signature
	Date (mm/dd/yyyy)
     

	Transition Coordinator Signature

	Date (mm/dd/yyyy)
     


Transition Coordinator completes and signs this form, obtains Participant’s signature, and provides a copy to the Participant.  
The Transition Coordinator shall maintain a copy in the participant’s file.  Multiple usage logs are acceptable and have the same requirements regarding copies.
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