STATE OF NEW MEXICO

GRANT APPROPRIATION

Request for Payment Form
Exhibit A

I. Grantee Information (Must match your DFA Substitute W-9 Form)

Payment Computation

A. Payment Request No.
A. Grantee: B. Grant Amount: $0.00
B. Address: C. AIPP Amount (If Applicable) : $0.00
(Complete Mailing, including Suite, if applicable) D. Funds Requested to Date: $0.00
SRR E. Amount Requested this Payment:
F. Reversion Amount (ifapplicable): $0.00
C. Contact Name/Phone #: G. Grant Balance: $0.00
D. Grant No: H. [] Final Request for Payment (if applicable )
E. Project Title:
F. Grant Expiration Date:

. Fiscal Year : 2026 (July 1, 2025-June 30, 2026)
(The State of NM Fiscal Year is July 1, 20XX through June 30, 20XX of the following year)

V. Certifications

|:| | hereby certify that all conditions and requirements for Payments outlined in the Agreement have been met, including but not limited to:
a. Submission and approval of a Project Budget as per Atrticle 1V, Section A of the Agreement.
b. Compliance with the Project Budget and expenditure of funds in accordance with the State Procurement Code and the State’s
Model Accounting Practices.
c. Submission of supporting documentation as required by the Agreement.
d. Maintenance of all necessary records and documentation as stipulated in the Agreement.

fully complies with Article IX, Sec. 14 of the New Mexico Constitution, known as the “anti-donation” clause.

| hereby certify that all representations and warranties made in the Agreement remain true, accurate, and complete as of the date of
this request, and will continue to be so throughout the term of the Agreement. | acknowledge that these representations and warranties
are a material inducement for the Department to approve this pay request.

[l | attest that the information provided is correct; expenditures are properly documented and valid or actual receipts, and that the activity

Grantee Fiscal Officer or Fiscal Agent (if applicable) Grantee Representative
Printed Name Printed Name
Date: Date:

(§tate Agency Use (-)nly)

Vendor Code: _______ Fund No.: PO # Loc No.:

| certify that the State Agency financial and vendor file information agree with the above submitted information.

ASD Officer Date Division Grant Manager Date

Revised 7/2025
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