North Carolina Department of Health and Human Services
Division of Public Health
Cost Allocation Plan (CAP) 
Update Request

|_| Initial CAP Form 	 |_| Revised CAP Form	 (attach copy of initial form)

*RCC # _____________________           *RCC Title________________________________________
[bookmark: Check1]            |_| Check if this is a New RCC                                                 |_| Check if Title Change
	                                               
*Type of Center:  |_| Payroll    |_| Operating   |_| Both					
*Effective Date of Change ___________________ Budget Amount_________________(new RCC only)    

*Fund # ______________	*DHHS Service Title ______________________________________________

Changes Requested: (check items that apply, provide information where applicable)

|_| 1. List any additional new RCC’s for outlaying grant years:
	
	
	
	

	
	
	
	



[bookmark: Check4]|_| 2. This RCC should be made inactive.

[bookmark: Check5][bookmark: Text4]|_| 3. This RCC replaces RCC #       (Complete another CAP form for inactive RCC).

[bookmark: Check6]|_| 4. The Positions assigned to this RCC have changed as follows (Position numbers only are required):
	Additions
	Deletions

	     
	     

	     
	     



[bookmark: Check7]|_| 5.  Funding sources for this RCC have changed as follows (provide FRC & Title):
	Additions
	Deletions

	     
	     

	     
	     



[bookmark: Check8][bookmark: Text21]|_| 6.  The Supervising RCC for this RCC is:      	.

[bookmark: Check9]|_| 7.  This RCC should be allocated based on:
[bookmark: Check10][bookmark: Text22]|_| a. RCC’s Supervised or Supported (please provide RCC numbers      	             	              ).
|_| b. Direct Charged to Program (please provide FRC ______     ).
[bookmark: Check13]|_| c. Time Sheet (please provide FRCs ______________________________________     ).
[bookmark: Check14][bookmark: Text24]|_| d. Other Statistics (please be specific)      		     	                          		.

|_| 8. Narrative Description (describe the duties, activities or purpose of this cost center):



 



[bookmark: Check17]|_| 9. *The justification for changes made on this form is (i.e. reorganization, changes in state or federal laws, mandates, audit findings, etc.):




		
	
Requested by:
	
     
	
Date
	
     

	 *Approved by Chief
    Budget Officer:
	

	
Date
Date
	

	
 Budget Revision #
	
	

	


*Required for all Submissions
DPH A206 (Revised 10/2012) C:\Users\gedens\Desktop\CAP Form - Revised - 04-22-13.doc	                              DPH Budget Office
