STATE HEALTH INSURANCE ASSISTANCE PROGRAM (SHIP) RESOURCE REPORT

Name of Grantee Agency Reporting State 6-month Report Period
/ to_ /
month/year month/year
Person Completing Report Title Telephone number
Section 1 - # of State AAA Field | Total Section 2 - # of AAA counselors/volunteers & hours Total
Active counselors and hours Staff Staff:
a. #volunteer BC's a. #volunteersBC’s
b. # SHIP paid BC’s b. # Ship paid BC’'s
c. #in-kind pd. BC's c. #in-kind BC's
Total #BC's Total #BC's
d. Volunteer BC hours d Volunteer BC hours
e. SHIP paid BC hours e. Ship paid BC hours
f. in-kind pd. BC hours f. in-kind pd. BC hours
Section 3 - # of other Paid State AAA Field | Total Section 4- Counseglor Training Total
Staff and Hours Staff Staff
a. # Ship pd. Other staff a. #Initial Training(s) for New SHIP BC’s
b. # New SHIP BC’sattending Initial Training
b. #in-kind other staff c. Total #BC hoursin Initial training
c. SHIP-pd. Other staff hours d. #updated training(s) for SHIP BC’s
d. in-kind pd. other staff e. #active SHIP BC'sattending Training(s)
hours f. Total # Counselor hoursin update traing(s)
Section 5 — Number of Active Counselorswith the following characteristics (Optional)
a. Yearsof SHIP Service c. Ethnicity/Race d. Ethnicity/Race
Lessthan 1 year _ Disabled __ | American Indian or Alaska Native _
lyr.upto3years _ Not disabled __ | Asian _
3yrs.upto5years . Missing __ | Black/African American .
Over 5years . Hispanic/L atino .
Missing Native Hawaiian or other Pacific Idander .
b. Age d. Gender White .
Lessthan 65yearsold | Female __ | Other _
65 yearsor older . Male __ | Missing _
Missing Missing

Section 6 —WEB-SITE VISITORS (if applicable) Total # of visitorsduring 2 quarters comprising the 6-month report period:

First Quarter Second Quarter

Section 7—THREE CASE SUMMARIES (SE EATTACHMENT)

Section 8 — ACTIVITIES, LESSONS LEARNED, SIGNIFICANT EVENTS
This section should betied into initiatives addressed in each SHIP grant application. Thisshould include activities tar geting the undeser ved.

| statethat tothe best of my knowledge, thisinformation istrue.

Signature: Date:
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