JACKSON COUNTY DRUG-FREE COUNCIL, INC.

Community Drug Fund Quarterly Report 2025
Reporting Agency _______________________________________________________________________
E-mail ________________________________________________  Phone  __________________________


Report Submitted by _____________________________________ Title ___________________________ 
Year grant was awarded _________
Q1 due: 07/01 ____ 

Q2 due: 10/01____

Q3 due 01/01____

Q4 due: 04/01 ___
(Apr – Jun)

             (Jul – Sep) 

             (Oct – Dec)

             (Jan – Mar)

GRANT GOALS:
BARRIERS TO IMPLEMENTATION OR PROGRESS (What prevents it from progressing):
SUCCESSES AND ACHIEVEMENTS (What has been completed/accomplished so far this quarter):
Attendance at Jackson County Drug-Free Council meetings:  (list dates & who attended this quarter)


Date:



Attendee(s):


Date:



Attendee(s):


Date:



Attendee(s):

Category of grant application:  Prevention/Education
Treatment/Intervention
Criminal Justice






_______


_______

______
PROGRAM and SMART Goals:
Program Description (brief)




Applicable SMART Goal(s)
_____________________________________

_______________________________________
_____________________________________

_______________________________________

_____________________________________

_______________________________________
 Budget

· Grantee Awarded amount:  amount approved to fund your request.
· Quarterly Expenditures: amount spent on the program during this quarter only.
· Total Expenditures: total amount spent so far for the year (includes previous expenditures from other previous quarters: Q1 + Q2 + Q3 = Total Expenditures)

· Balance: unused funds for the year (“Amount Awarded” minus “Total Expenditures”)
· Note: this also includes if an applicant was not able to spend all their award amount and returned money to the LCC

	Category
	Amount Awarded
	This Quarter Expenditures
	Total Expenditures
	Remaining 

Balance

	Prevention/Education


	
	
	
	

	Treatment/Intervention


	
	
	
	

	Criminal Justice Services/Activities
	
	
	
	

	Administrative


	
	
	
	

	Totals:
	
	
	
	


Number of individuals served by this grant funding this quarter:  _________

EVALUATION/MEASURABILITY:

How did the program do and how do you know?
Goal(s) for next quarter:

What do you plan to do next quarter?
Timeline for implementation or completion of goals:

When will this happen?
How is Jackson County Drug-Free Council recognized, integrated, or promoted?

Grant oversight contact(s):

Name ______________________________________________  Title _________________________

Phone# ___________________________________  E-mail _________________________________

Name ______________________________________________  Title _________________________

Phone# ___________________________________  E-mail _________________________________

Attach receipts, clippings, flyers, brochures, etc. pertaining to this project to verify expenses paid.
The above information is true and correct.  Supporting documentation is attached to this report.

Signature: __________________________________________
Date:____________  

Please e-mail your report to:

drugfree@frontier.com
Jackson County Drug-Free Council, Inc.,
In addition to the reports, you will be required to present an oral report to the Drug-Free Council each year, to be scheduled during our monthly meetings.
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