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RYAN WHITE HIV/AIDS PROGRAM (RWHAP) PART A 
FY2024 ANNUAL PROGRESS REPORT INSTRUCTIONS 

REQUIRED COMPONENTS 
The RWHAP Part A Progress Report is made up of the following four components: 
(Please indicate with X in the box for each component that is complete.) 

Components Completed 

I. Program Narrative (not to exceed 20 pages)

a. Early Identification of Individuals with HIV/AIDS (EIIHA) ☒ 
b. Subpopulations of Focus ☒ 
c. Unmet Need ☒ 
d. Integrated HIV Prevention and Care Plan, CY 2022 – 2026 ☒ 

II. Final FY 2024 Service Category Plan Tables ☒ 

III. FY 2024 Women, Infants, Children, and Youth (WICY) Expenditures Report ☒ 

IV. Planning Council/Planning Body report ☒ 

The Annual Progress Report (APR) summarizes the achievements that have been made over the 
course of the three-year period of performance from FY2022-FY2024, using the goals, objectives, and 
activities submitted from the HRSA 22-108 competitive application. 

Program narrative for section d. is the only section that specifically focuses on progress to the 
Integrated HIV Prevention and Care Plan, CY 2022-2026. 

The APR may be submitted using the suggested tables or by responding in narrative following the outline as 
provided at the beginning of each component. Individually upload components I, II, III, and IV of the APR into 
EHB as separate files and submit the full report by May 29, 2025 

I. Programmatic Narrative – not to exceed 20 pages.
a. Early Identification of Individuals with HIV/AIDS (EIIHA) Update

For the three-year period of performance describe:  
i. Activities: Describe the actions taken with each activity and share how actions met

subpopulation(s) of focus needs, as applicable.
ii. Measurable Outcomes: For each activity provide the quantifiable result (measurable

outcomes). Describe needs for each EIIHA component:
a. Identification of individuals unaware of their HIV status.
b. Informing individuals that tested positive of their HIV diagnosis.
c. Referral to care of newly diagnosed individuals.
d. Linkage to care of newly diagnosed individuals.
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a. Early Identification of Individuals with HIV/AIDS (EIIHA) Update 

Identification of Individuals Unaware of their HIV Status 

Activities Measurable Outcomes 
Provide HIV testing to high-risk populations to make them 
aware of their HIV status, including same day result 
options. 

From FY2022 – FY2024, the Sacramento 
County Sexual Health Promotion Unit and 
affiliated community-based testing sites 
successfully completed 11,690 HIV tests with 
high-risk individuals to make them aware of 
their HIV status and identified 76 newly 
diagnosed individuals. 

Conduct testing at venues accessible to high-risk 
populations through venues associated with their culture, 
geography, and lifestyle to maximize testing efforts. 
 

• Utilizing the Wellness Without Walls 
(W3) Mobile Testing Van, which began 
offering services in 2022, Sacramento 
County staff service clients three days 
out of the week at different 
encampment and shelter sites 
throughout Sacramento County. The 
van brings testing for STIs and HIV, as 
well as some primary healthcare 
services, directly into the communities 
in need.  

• We have continued to see a rise in 
testing partners reported numbers over 
the three-year period. Partnering with 
CBOs allows increased HIV/STI testing 
access to the population through 
venues where the clients feel 
comfortable and safe. Some CBOs 
provide offsite testing through 
canvassing of high-risk areas, such as 
encampments.  

Provide prevention and harm reduction education 
information, including PrEP and PEP information and 
referrals, to individuals at testing. 

• In addition to providing PrEP education 
to the more than 11,690 individuals who 
received testing services, over 4,488 
PrEP educational materials were 
distributed between FY2022 – FY2024 

• The Sacramento County Sexual Health 
Clinic (SHC) received 428 PrEP 
referrals and provided PrEP care to 243 
patients. 

• 232,040 condoms, 5,236 dental dams, 
and 62,480 packets of lubricant were 
distributed between FY2022 – FY2024. 

• Additionally, SHPU distributed a total of 
4,587 SHC branded materials over the 
three-year period. 

Certify and train new HIV testers on rapid HIV testing to 
expand TGA’s capacity. 

Over the three-year period, SHPU has 
expanded partnerships with CBOs and has 
hired new staff within the unit and at the SHC. 
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Between FY2022 – FY2024, 39 new HIV 
testers have been trained and certified.  

Maintain the Sacramento Workgroup to Improve Sexual 
Health (SacWISH) in order to focus on ending the HIV 
epidemic.  

Over the three-year period, SHPU hosted 12 
SacWISH meetings (set on a quarterly 
recurring schedule). A component of these 
meetings involves discussing current efforts 
toward the HIV/AIDS epidemic and elicit 
continued support and potential program 
expansion efforts.  

Expand number of nontraditional testing partners who 
reach more of the targeted populations by increasing the 
number of individuals who know their HIV status. 

SHPU has continued to expand partnerships 
with CBOs to reach more of the target 
population. Safer Alternatives thru Networking 
and Education (SANE) and Pucci’s Pharmacy 
both began HIV/STI testing in 2023. SANE has 
completed 475 HIV tests and Pucci’s has 
completed 112 HIV tests.  

Increase the number of TGA residents at high risk for HIV 
infection who are on PrEP. 

• In the three-year period, the SHC 
successfully initiated PrEP with 327 
clients via SHC visits and PrEP starter 
packs distributed by CBOs while 
maintaining a caseload of 284 active 
clients. Countywide PrEP data indicates 
as of 2023 there were 1,663 PrEP users 
in Sacramento County (this is the most 
recent data available: 
https://map.aidsvu.org/profiles/county/s
acramento-county-ca-
california/prevention-and-testing#1-1-
PrEP).  

• SHPU has utilized a marketing firm to 
advertise our U=U campaign throughout 
the County on bus-ads and via social 
media.  

Make Routine Opt-Out-Testing (ROOT) more widely 
practiced throughout Sacramento County.  

While this is a major priority for SHPU staff, no 
efforts have been made at this time. 

Informing Individual that Tested Positive of their HIV Diagnosis 

 Activities Measurable Outcomes 

Decrease barriers that may prevent individuals from each 
target population from returning for test follow-up, 
including results, confirmatory testing, and/or treatment. 

By utilizing rapid HIV testing, results are 
available the same day (within 20 minutes) - 
results are provided to clients during the same 
interaction in order to successfully give clients 
results. As for STI test results which take a few 
days for results, SHPU staff and CBO staff 
utilize an electronic platform, called Chexout, 
that can disseminate results either via text or 
email. If these options are unavailable staff can 
return to the patient’s location to attempt to 
deliver results. 
The use of this rapid HIV testing method allows 
for SHPU and CBO staff to immediately link 

https://map.aidsvu.org/profiles/county/sacramento-county-ca-california/prevention-and-testing#1-1-PrEP
https://map.aidsvu.org/profiles/county/sacramento-county-ca-california/prevention-and-testing#1-1-PrEP
https://map.aidsvu.org/profiles/county/sacramento-county-ca-california/prevention-and-testing#1-1-PrEP
https://map.aidsvu.org/profiles/county/sacramento-county-ca-california/prevention-and-testing#1-1-PrEP
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and transport clients for confirmatory testing, 
should a result be positive. Which increases 
the number of clients linked to care and 
decreases barriers for access. 

Referral to Care of Newly Diagnosed Individuals 

Activities Measurable Outcomes 

Educate medical providers on HIV testing and referral 
resources to increase routine testing of population at large. 

• In March and April 2023, SHPU staff 
conducted a training with One 
Community Health, Corrections Staff, 
and SHC staff to provide education on 
referral process; Surveillance staff roles 
within SHPU; the ACRF and reporting 
requirements.  

• In January 2025, SHPU staff presented 
to CBOs on the newly developed HIV 
Early Action Response Team (HEART), 
discussing this team’s role, which is re-
engagement of HIV clients into care. 

Linkage to Care of Newly Diagnosed Individuals 

Activities Measurable Outcomes 

Increase percent of newly diagnosed HIV+ people linked 
to medical care within one month of diagnosis through 
targeted, TGA-wide referrals. 
 

89% of the SHPU and community-based 
testing program’s newly identified HIV+ clients 
(31), were linked to medical care within one 
month of diagnosis between FY2022 – 
FY2024.  

b.   Subpopulations of Focus are groups disproportionately affected by HIV within RWHAP Part 
A. The subpopulations are for the three-year period of performance that is guided per the HRSA 
22-018 competitive application.  

i. Viral Suppression Rates (in table format) 
1. Provide Rates: Provide viral suppression rates for each subpopulation yearly (use 

the most recent data available). 
2. Data source: Keep the same data source for all three years. 

ii. Implemented MAI Services: explain how services addressed the needs of the 
subpopulations, as applicable.  

 

 

b. Subpopulation of Focus  
Viral Suppression Rates for Subpopulations of Focus 

Data Source: Sacramento TGA SHARE Database 

Subpopulation of Focus Year 1 - 2022 Year 2 Year 3 
  2022    2023 2024 
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Black/African American 341/412, 82.8% 302/337, 89.6% 354/404, 87.6% 

Hispanic/Latinx 124/149, 82.1% 225/244, 92.2% 289/320, 90.3% 

Asian 48/51, 94.1% 37/40, 92.5% 45/50, 90% 

Native American/Pacific Islander 10/11, 90.9% 9/11, 81.8% 7/9, 77.8% 

American Indian/Alaskan Native 20/22, 90.9% 16/19, 84.2% 23/23, 100% 
Implemented MAI services:  
The TGA’s Service Category Plan includes Minority AIDS (MAI) Initiatives that impact positive 
health outcomes along the HIV Care Continuum for populations experiencing health inequities. The 
primary goal of the Sacramento TGA’s Minority AIDS Initiative Plan is to enhance access to 
ambulatory medical care and provide ongoing assistance to keep high-risk clients in medical care. 
Services funded through MAI, operate street-side and home-based medical case management 
(MCM) services targeted to the TGA’s emerging high-risk populations: African American and 
Hispanic men and women who are substance users/IDUs; homeless; and formerly or about to be 
incarcerated. 
 
Since the inception of the MAI program in the Sacramento TGA, the field-based MCM model has 
demonstrated its effectiveness in keeping clients in care and improving their health outcomes. MAI 
subrecipients have been able to build trust within the community to reach the targeted population 
and forge the working relationship necessary with clients and other agencies to ensure on-going 
medical services are received. The subrecipients utilize a combination of in-home MCM, street-side 
MCM and pre/post incarceration MCM services to reach those in need.  
 
From 2022 to 2024, the overall health outcomes of the MAI clients improved from 83.9% of clients 
achieving viral load suppression to 89.1%. This is a 5.2% overall increase. Looking at the 
subpopulations of focus during this same period, viral load suppression improved for black/African 
Americans, Hispanic/Latinx, and American Indian / Alaskan Natives. However, there were 
decreases in Asian and Native American / Pacific Islander populations. It should be noted that there 
was a 25.6% increase in MAI clients (647 to 806) between 2022 and 2024.  
 

 

 
c. Unmet Need is defined as the number of individuals with HIV in a jurisdiction who are aware of 

their HIV/AIDS status and are not in care. RWHAP legislation indicates that RWHAP Part A 
recipients need to address unmet need by identifying, determining the needs, and facilitating 
interventions for individuals with unmet need. 

• Late diagnosed. 
• Have unmet need. 
• Are in care but not virally suppressed.  

 For the three-year period of performance describe: 
i. Interventions Implemented: Provide progress of interventions and how these 

supported ending the epidemic initiatives. Include measurable outcomes for each. 
ii. Interventions Not Executed: Describe what interventions were not implemented and 

the reason(s) why. 
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c. Unmet Need 
Late Diagnosed 
Interventions Implemented and How this Supports Ending the HIV 
Epidemic Initiatives  Measurable Outcomes  

HIV Early Action Response Team (HEART) 

79% of the SHPU and community-
based testing program’s newly 
identified HIV+ clients (52), were 
linked to medical care within one 
month of diagnosis between 
FY2022 – FY2024.  

Collaboration with CBOs to identify and connect individuals to care. 
Several of our RW-funded agencies are also funded from other 
programs for testing.   

67% (Sacramento TGA RW only) 

TGA will increase access to food vouchers and transportation to 
overcome barriers to care.  

Planning Council approved funding 
for Food bank/Home Delivered 
Meal service category.  Increase in 
# of CBO’s providing both services. 

Interventions Not Implemented – N/A 
 
Have Unmet Need 
Interventions Implemented and How this Supports Ending the HIV 
Epidemic Initiatives  Measurable Outcomes  

2022 Needs Assessment Survey to measure the unmet need by 
service category. 

Five services with the highest unmet 
need include: Oral Health (14%), 
Emergency Financial Assistance 
(14%), Housing (13%), Medical 
Nutrition (13%) and Mental Health 
Services (9%). 

2022 Needs Assessment Survey to measure unmet need by 
other barriers. 

Measure barriers to by five types of 
barriers: Knowledge (31%), Access 
(15%), Financial (8%), Personal (6%) 
and Health (4%).   
 

2023 Needs Assessment targeting the Aging Population 

Housing (13%), Medical Nutrition 
(12%), Oral Health (11%), Emergency 
Financial Assistance (9%), and Mental 
Healthcare (8%). 

Interventions Not Implemented – N/A 
 
In Care but not Virally Suppressed 
Interventions Implemented and How this Supports Ending the HIV 
Epidemic Initiatives  Measurable Outcomes  

Ending the Epidemic has an incentivized viral suppression program. 
Part A subrecipients can refer clients. 

 41 out of 52 individuals enrolled 
(79% viral suppression rate 
among program participants) 
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The ensure data integrity, the Recipient sends monthly Ryan White 
labs reports to subrecipients. 

Measures which Ryan White clients 
have not had a lab in the last 12 
months to make sure the viral 
suppression data is correct. 

Interventions Not Implemented – N/A 
 

d.   Integrated HIV Prevention and Care Plan, Calendar Year 2022 - 2026 Update (Sections V & 
VI of the Integrated Plan) 

For the period of performance briefly describe:   
i. FY22-FY24 Progress: Progress on goals and objectives and the quantifiable results 

(measurable outcomes).  
ii. FY24 Key Activities: Highlighted activities implemented in FY24 and provide measurable 

outcomes. 
iii. FY24 Collaboration Activities: Describe collaboration efforts and measurable outcomes, 

for (1) Planning Councils/Planning Bodies, (2) Stakeholders, (3) Community engagement, 
(4) Workgroups, (5) Evaluation or data gathered from collaboration activities, (6) New 
partnerships or priority populations.  
 

d. Integrated HIV Prevention and Care Plan 

FY22-FY24 Progress 
Goals and Objectives Measurable Outcomes 

In 2022 Sacramento County collaborated with the State of California 
in the development of Ending the Epidemics: Addressing HIV, 
Hepatitis C, and STIs in California – Integrated Statewide Strategic 
Plan, 2022-2026.  This plan was created with ample community 
input, gathered through a series of local town-halls held across the 
State of CA, digital surveys, and key informant interviews with staff 
and community from EHE jurisdictions.  Following the Strategic 
Plan, a companion document was released in August 2023 called, 
Ending the Epidemics: Implementation Blueprint.  This document is 
structured in alignment with the social determinants of health, as is 
the Strategic Plan, however, the Blueprint maps out a plan for local 
jurisdictions to incorporate community feedback in order to create an 
actionable set of tasks to implement the integrated plan.   
In 2024, Sacramento County set to work developing our local 
Blueprint for implementation of the integrated state plan, utilizing our 
well-established stakeholder group, Sacramento Workgroup to 
Improve Sexual Health (SacWISH) to guide the effort.  The process 
started with an overview of the Blueprint document to educate the 
community about the process of creating this plan.  Then we 
facilitated a series of prioritization exercises, including the use of a 
PICK chart to identify the community's highest priority action items 
for implementation in our local Blueprint.  Staff distributed a 
communitywide survey to seek further input and narrow down the 
action items included in our plan and ultimately released our local 
version of the Blueprint January 15th 2025. 

 
Ending the Epidemics: Addressing 
HIV, Hepatitis C, and STIs in 
California – Integrated Statewide 
Strategic Plan, 2022-2026 – 
Released 2022 
 
Ending the Epidemics: 
Implementation Blueprint –  
Released August 2023 
 
Sacramento County Ending the 
HIV/HCV/STI Syndemics Blueprint – 
Released January 2025 
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FY24 Key Activities  

Activities Measurable Outcomes 
Racial Equity: Develop a comprehensive workforce development 
project, community college seminars to promote public health 
careers, resumé development webinars, and professional 
development workshops for people in fields related to public health, 
with special emphasis on Black, Indigenous, and other people of 
color (BIPOC)and people from other priority communities not yet 
well represented in the HIV, HCV, and STI workforce. 

County Partner, Sunburst Projects 
completed a community college 
seminar to promote careers in public 
health. The title of the project was – 
Life Skills: HIV Prevention. The 
seminar was implemented with Black 
/ AA men and women ages 18-24 
who have aged out of foster care. 

Racial Equity: Ensure Requests for Proposals (RFPs), Request for 
Qualifications (RFQs), and other formal application or bidding 
processes encourage applying organizations to recruit, hire, and 
retain BIPOC and others from priority communities, emphasizing 
lived experience as an equivalent to degree requirements. 

Sacramento County HIV Care 
Services is currently drafting RFPs 
for Ryan White and EHE services to 
be released this summer, which will 
include language encouraging 
applying organizations to recruit, hire, 
and retain BIPOC and others from 
priority communities, emphasizing 
lived experience as an equivalent to 
degree requirements 

Health Access: Partner with hospital emergency departments 
(EDs) to expand care to priority populations, recognizing that for 
many people with limited healthcare access the ED is their sole 
source of medical care. Leverage state funds, along with other 
resources, to implement comprehensive opt-out screening for HIV, 
HCV, and syphilis in EDs. Pilot programs for expanded diagnostic, 
preventative, and curative care for priority populations entering the 
ED for any reason. Anyone with a positive pregnancy test should 
receive an opt-out rapid syphilis test and be treated empirically if 
likelihood to return for treatment is low. ED-based navigators for 
HIV, HCV, and STI treatment are often the key to successful 
implementation of ED-based screening programs, both because 
they improve outcomes for patients and because they increase 
willingness of hospital administration to take on the responsibility of 
a screening program. 

Local FQHC, One Community Health 
implemented Routine opt-out sexual 
health screenings.  WellSpace health, 
another local FQHC utilized patient 
navigators. Sacramento County 
partnered with local hospital, Dignity 
Health to provide linkage to care 
services to those tested in EDs.  

Health Access: Better utilize mobile vans to expand access to HIV, 
HCV, and STI testing; syringe services programs; buprenorphine; 
HIV, HCV, and STI treatment; COVID, MPX, hepatitis A and B, 
influenza, and HPV vaccinations; reproductive care services; and 
basic wound care or other urgent care services. Mobile vans 
providing comprehensive services can be especially helpful in 
expanding access to people living in rural/frontier areas, youth in 
schools in communities with limited health access, people living in 
homeless encampments, and others who may not regularly engage 
in traditional medical care. Consider sites frequently accessed by 
priority populations such as flea markets, warehouse and industrial 
worksites, migrant farm communities, schools, and community sites 

Golden Rule Services, a local 
community-based provider, utilized a 
mobile van to provide HIV/HCV/STI 
testing services. Sacramento County 
implemented a street medicine / 
mobile van program called Wellness 
Without Walls to serve individuals 
experiencing homelessness, 
providing HIV/HCV/STI testing and 
treatment, wound care, primary care 
services and referrals to substance 
use treatment and mental health 
services. The Sacramento LGBT 
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in off-hours (e.g., for sex workers or others who may need nighttime 
access to services). 

Community Center also utilized a 
mobile unit to provide community-
based sexual health screenings.  

Housing First: Provide training to HIV, HCV, and STI service 
providers to screen for housing insecurity and link those who are 
unstably housed or at risk of losing housing to specialized 
multidisciplinary support services, with a special emphasis on 
people who are pregnant or parenting 

Sacramento County Sexual Health 
Promotion staff have been trained to 
assess for housing insecurity and 
refer to a local housing provider, 
Community Health Works.  

Housing First: Build systems that allow people to access housing 
support through public health and community-based HIV, HCV, and 
STI programs, by developing collaborative partnerships, cross-
training, and bidirectional referral agreements between public health, 
healthcare for the homeless, and community-based organizations 
delivering HIV, HCV, and STI services and coordinated entry 
systems.  

Local FQHC, One Community Health, 
works with several landlords, and 
employs a housing navigator on their 
team to connect them with housing 
services.  Sunburst Projects, another 
CBO, works with pregnant individuals 
to assist with finding housing during 
treatment for Syphilis and HIV care.  

Mental Health and Substance Use: Integrate HIV/HCV/STI testing 
into settings that serve people with mental health or substance use 
concerns, such as mental health facilities, rehabilitation facilitates, 
and housing programs 

A number of community partners 
(SANE, LGBT Center, Sierra Foothills 
AIDS Foundation) provide sexual 
health screenings in settings that 
serve people with mental health 
and/or substance use disorders. 
Locations include Medication 
assisted Treatment programs, 
MedMark, BAART, and residential 
treatment / housing facilities (Ami 
housing, Transitional Living Program, 
and STEP program) 

Mental Health and Substance Use: Offer cross- sector trainings 
where drug treatment providers receive continuing education credits 
for attending tailored trainings about HIV, HCV, and STIs in 
behavioral health settings, and HIV/HCV/STI-focused providers 
receive continuing education credits for attending behavioral health-
focused trainings tailored to their own work.  

The Sacramento County Sexual 
Health Promotion Unit staff provided 
a training to providers during 
quarterly Methamphetamine Coalition 
meetings, explaining the intersection 
of Meth use and sexual health risks.  

Economic Justice: Expand HIV/HCV/STI tester trainings in 
California to be more accessible and low- or no-cost, so that more 
people can be trained as HIV/HCV/STI test counselors to gain work 
experience and provide a needed service to members of their own 
communities. Encourage HIV/HCV/STI test counselor training of 
people with lived experience who are serving in jobs such as peer 
navigators, and community health workers. 

Nothing to Report at this time 

Economic Justice: Revise local hiring processes to ensure that (a) 
recruitment is advertised equitably, with broad reach to non-
traditional venues in communities most affected by HIV, HCV, and 
STIs (prioritizing recruitment via community-based organizations 
over academic institutions where possible), and (b)pilot and validate 
interview questions include questions related to social justice, racial 
health equity, and lived experience 

Nothing to Report at this time 
 

Anti-Stigma Strategies: Identify and, where feasible, implement 
strategies within funding announcements and scopes of work to 
reward community representation in staffing and program planning, 
implementation, and evaluation 

Nothing to Report at this time 
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Anti-Stigma Strategies: Connect with non-traditional partners, 
including local vendors and businesses, to share information about 
HIV, HCV, and STIs and invite leaders in those venues to participate 
in conversation and services, including rapid HIV, HCV, or STI 
testing.  This helps bring information and services directly to the 
community, meeting them “where they are” physically, emotionally 
and financially.  

Pucci’s Pharmacy, a locally owned 
community pharmacy partners with 
Sacramento County Public Health 
and provides sexual health 
screenings at a number of local 
businesses (Sac Buddies, Faces 
nightclub, Badlands, Depot, and the 
Bolt).  Sunburst Projects, another 
local CBO, partners with Academy 
STAY, Celebrate Oak Park, and 
Farmhouse Glass. And Golden Rule 
Services partners with Birdhouse, a 
local youth shelter, to provide testing 
services.  The LGBT Center works 
closely with La Fmilia family resource 
center, in particular their counseling 
center. And lastly, the Sacramento 
County staff provide education 
services at a local women and 
children's shelter, St. Johns Program.  

FY24 Key Collaboration Activities   

Type of Collaboration Activities Measurable Outcomes 

Stakeholders 

The creation of the local Blueprint 
document included participation from 
SacWISH (membership of 100+ 
stakeholders), the HIV Health Services 
Planning Council, the Sacramento HIV 
Prevention Coalition, and approximately 
ten Community-Based agencies working 
with a variety of priority populations.  
 

During the development of 
Sacramento county’s Blueprint 
document, evaluation of impact was 
top of mind.  During 2024, staff 
created a Qualtrics survey tool to 
measure the progress made by 
community stakeholders on the 
implementation of the Blueprint.  This 
tool will be disseminated community-
wide to capture tangible efforts to 
address the social determinants of 
health included in the Blueprint 
document.  So far, the survey has 
been distributed once with the hopes 
of distributing it bi-annually moving 
forward. 

Community 
Engagement 
Workgroups 

Evaluation/Data 
Gathered from 
Collaboration 

 
II. FY 2024 Service Category Plan Tables 

See instructions on Service Category Plan Worksheet. 
 

III. FY 2024 Women, Infants, Children and Youth (WICY) Report  
See instructions on WICY Report worksheet. 
 

IV. FY 2024 Planning Council/Planning Body Report  
See instructions on Planning Council/Planning Body Report worksheet.  
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