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FORMATS AND EXHIBITS

INTRODUCTION
The single application has been designed for existing grantees applying for continuation funding from one or more of the following Bureau of Primary Health Care (BPHC) program funding sources authorized under section 330 of the Public Health Service (PHS) Act, as amended (10/96).  These application instructions complement the PHS 5161-1:

Community Health Centers (CHC) - section 330(e)

Migrant Health Centers (MHC) - section 330(g)

Health Care for the Homeless (HCH) - section 330(h)

Public Housing Primary Care (PHPC) - section 330(i)

Healthy Schools, Healthy Communities (HSHC)



Pacific Basin (PB) (section 301 of the PHS Act, as amended)

The single grant application appears in the following format:

Section I
Project Period Renewal Applicants

Section II
Budget Period Renewal Applicants

Section III
General Instructions, Exhibits and Formats

Application Submission Process

1. WHEN: Budget Period Renewal, Project Period Renewal and applications for competition for existing areas/populations are due 120 days prior to the future budget start date.

If your Budget Start Date is:
     Then  
Your application submission date is:





November 1

July 1

December 1

August 1

January 1

September 1

February 1

October 1

March 1

November 1

April 1

December 1

June 1

February 1

July 1

March 1

2. WHERE: The BPHC requires all existing Health Center Cluster grantees to use and submit the Single Grant Applications through the Web-based system.  This automated application can be accessed through the BPHC Web Page at www.bphc.hrsa.gov/grants.  The Web based application system provides a secured environment to submit your annual application.   The forms will be filled out online and the narratives will be uploaded into the system.  There will be no need for paper copies to be mailed.  

As existing grantees you should have sufficient resources to have at least one computer system that has Internet access.  In the event you are unable to access the Web, you must contact the Office of Grants Management (OGM), BPHC in writing requesting permission to fill out the application using a hard copy of the application.  You would then mail the original application and one copy to the OGM, BPHC, 11th Floor, 4350 East West Highway, Bethesda, MD 20814.

3.
Intergovernmental Review:  The BPHC programs are subject to the provisions of Executive Order 12372, as implemented by 45 CFR Part 100,  if your State requires this. (See PHS 5161-1, page 26)

4.
Public Health System Reporting Requirements: Under these requirements (approved by the Office of Management and Budget 0937-0195), the community-based non-governmental applicant must prepare and submit a Public Health System Impact Statement to the head of the appropriate State and local health agencies in the area(s) to be impacted no later than the Federal application receipt due date:

a)
A copy of the face page of the application (SF 424).

b)
A summary of the project, not to exceed one page, which provides:

· A description of the population to be served,

· A summary of the services to be provided, and

· A description of the coordination planned with the appropriate State and local health agencies.

Structure of the Single Grant Application:

Section I:
Project Period Renewal applicants:
Project Period Renewal Applicants will also utilize this section to prepare their applications for renewal funding.

Section II:
Budget Period Renewal Applicants:
Budget Period Renewal Applicants will use this section to prepare their application for funding within an established project period.  The instructions under Section II have been designed to scale down the amount of information requested for a budget period renewal application. The format is designed for a progress report and other information/data for inclusion in the application for funding within an established project period. The BPHC will review each progress report in accordance with criteria described in this document as well as, Program Expectations and utilizing other available information, such as, Primary Care Effectiveness Review (PCER), site visit reports, Uniform Data System (UDS), audit reports, etc.

Section III:
General Instructions, Exhibits and Formats
Information in this section is applicable to both types of applicants.  All applicants should review this section for specific applicability.  This section contains general instructions, Exhibits, Suggested Formats, Sample Formats, and specific instructions for the completion of several application topics.
All applications should include the organizational email address and contact person.




SECTION I


PROJECT PERIOD RENEWALS
SECTION I -
PROJECT PERIOD RENEWAL APPLICATIONS 
A.
TYPE OF APPLICATION
Project Period Renewals: This section should be used by continuation grantees applying for a Project Period Renewal.

Required Materials:

--
Entire PHS 5161-1 Revised (7/00)

--
All components of Section I (Project Period Renewal Applications)

--
Exhibits A, B, D, E, F (currently deemed under the Federal Tort Claims Act  (FTCA), G Certification and all Suggested Formats. Note: HCH, PHPC and HSHC programs are not required to submit Exhibit G.

**Updated Institutional File Information (Should be mailed to the appropriate Field Office)

B.
APPLICATION PREPARATION
The purpose of this document is to provide supplemental guidance for application form PHS‑5161‑1 by prescribing application requirements for BPHC programs.  These instructions specify the format for the application and information/data for inclusion. The PHS‑5161‑1 includes standard instructions prescribed by the Office of Management and Budget (OMB) and the PHS supplementary instructions; therefore, that information is not repeated in this document.
During the development of grant applications, applicants are encouraged to work closely with the appropriate Program and Grants Management staff to prepare high quality applications.  The applicant should prepare the application with the reviewer in mind.  "Reviewer friendly" applications provide all required information in the sequence and format described in the instructions.  Information and data should be accurate and consistent.  The applicant should explain reasons for the omission of any required information.  Follow the written instructions carefully and completely.  Applications not meeting these requirements can be returned without review or may be subject to deferral. 

1.
Body of the Application
The body of the application will consist of a Project Summary, Project Description, Health Care Plan, Business Plan, and Budget Sections.  There should be no attachments to the application unless specifically requested in pre-application guidance from the Health Resources and Services Administration (HRSA) Field Office. 

2.
Sequence of the Application
The electronic submission will provide the correct sequence for the application.  If you have received written approval from the Office of Grants Management (OGM) to submit a paper copy of the application, you should assemble the application as follows:

$
Major Application Highlights & BPHC Funding Request Summary

$
PHS 5161-1 Face Sheet (SF 424)


$
Assurances (Standard Assurances, SF 424B and Certifications pp.17-19)

$
Form SF 424A, Sections A‑F 

· PHS Checklist (PHS 5161-1, pages 25 - 26)

· Exhibits A-G 

$
Project Summary

· Budget Narrative

$
Project Description

$
Health Care Plan

$
Business Plan

 
$
Appendices: 

List of Letters of Support (Do not submit letters of support, you should retain them in your records).
C.
CONTENT AND ORDER OF PRESENTATION OF THE PROJECT PERIOD RENEWAL APPLICATION (if submitted in paper format).  Electronic submission is automatically formatted.
Instructions for preparing the application follow in sequential order.

1.
TABLE OF CONTENTS (Applies to Hard Copy Submission only)

To facilitate review, include a table of contents or index reflecting the major headings, including sub-headings and applicable page numbers.

2.
Major Application Highlights and BPHC FUNDING REQUEST SUMMARY - See Section III
3.
PHS 5161-1 REQUIREMENTS
· Face Sheet (SF 424)

· Budget (SF 424A)

· Non-Construction Assurances (SF 424B) 

· Certifications in PHS 5161-1 (pp. 17-19)

· Checklist (pp. 25-26)

4.
BUDGET PRESENTATION  - See Section III for guidance and sample budget and narrative

5.
PROJECT SUMMARY  (Maximum of 2 pages)
The project summary is intended to be a brief synopsis of the community (for HCH applicants, community is defined as the total homeless population within the proposed service area; for HSHC applicants, community is defined as the student population), the organization and the responsive project scope upon which the application is based.  The applicant should summarize the need for health services in the community and the organization's proposed response to that need.  The following issues should be addressed.

a.
Overview of the community 

1) Identify the type of community (e.g., urban, rural, frontier, homeless population).

2) Describe unique characteristics of the community and clients, e.g., cultural, language barriers, needs resources (including access to services) and health indicators. 

3) Provide an overview of the health care environment (e.g., health reform activities at State and local levels, Medicaid and managed care activities).

b.
Overview of the organization 
1) Describe the organizational structure (including sponsorship or corporate affiliation, if applicable) and provide the date the organization was founded. 
NOTE for Community Health Center, section 330(e) and Migrant Health Center section 330 (g) grantees:  The current Exhibit G requires a certification that all affiliation arrangements have been submitted and that no new arrangements have been or are being put in place.  If a new arrangement is being proposed it must be submitted under separate cover in accordance with Policy Information Notice (PIN) 98-24 by Community Health Center, section 330(e) and Migrant Health Center, section 330 (g) grantees to the OGM for prior approval authorization. 

2)
Describe linkages with community (public and private) organizations (e.g., other health care programs, human service agencies, health professional education programs, integrated service networks, integrated delivery systems, etc.) HSHC grantees must also describe the relationship between the health care provider and the host school.

3)
Identify unique characteristics and significant accomplishments of the organization.

c.
Scope of the project(s)
Scope of project information is used to determine coverage under the FTCA (PIN 99-08), Drug Pricing Program (section 340B, PHS Act), and Federally Qualified Health Center (FQHC) reimbursement (section 1902(a)(B)(E) of the Social Security Act for Medicaid and section 1861(aa) of the Social Security Act for Medicare). Therefore it is critical to the applicant that the Scope of Project be accurately described.

1) Describe the service area(s) and/or population(s) being served and/or proposed to be served (by program, if different)

2) Describe the organization's approach to meeting community and user needs:

· Current services provided within currently approved scope of project (see Exhibit B – Pages 1 and 2 for listing of services).  Include as an attachment to Exhibit B a narrative describing the type(s) and site(s) of “Specialty Medical” services, e.g., outpatient or inpatient surgery provided by health center staff.  Also describe “Other” Dental Services that could be categorized as rehabilitative dental services, e.g., prosthodontics, provided by health center staff, and any additional services provided by the health center that are not clearly encompassed in the categories on Exhibit B.

· Service delivery site information (see Exhibit B – Page 3 for specific information requested on each site included in your scope of project).

-
The service delivery model(s) by program, if there are differences.

3)
Project Period Renewal applicants: Please refer to the most recent BPHC guidance on this subject contained in PIN 2000-04.  Exhibit B should reflect your currently approved scope of project.  Any proposed changes must be submitted to the Office of Grants Management for prior approval under separate cover.  Be sure to include programs funded by HRSA agencies other than BPHC (e.g., Ryan White program, Rural Health Outreach Program) if you want to request their inclusion in the health center scope of project. The health care plan, business plan, and budget presented in your application should be consistent with the described scope of project.

6.
PROJECT DESCRIPTION  (Maximum of 12 pages)

Throughout this section, reference may be made to exhibits and charts, as needed, in order to reflect information about multiple sites and/or geographic or demographic data.  These exhibits and charts should be a part of the appendix. The appendices should not contain any narrative and must be presented in an electronic format.
The project description should be a detailed picture of the organization and its context in the community. (Reminder: For HCH applicants, community is defined as the total homeless population within the proposed service area; for HSHC applicants, community is defined as the student population.)  In this section, the community and the target population(s) are defined and described.  The description includes an assessment of the state of health of the community and target population, factors responsible for this state of health, community resources available to meet community health needs, and an assessment of what is currently being done in the community to address major health issues--including how the organization integrates its approach with other efforts in the community to meet these needs.  Emphasis should be placed on:  (1) identifying the community characteristics or variables which precipitated this grant application, including major issues or changes in the community which have affected any BPHC funded programs; (2) describing the organization's capacity to address the health needs and issues identified within its community; and (3) describing the dynamic relationship between the organization and its external environment.  

In describing the organization's approach to meeting community needs, applicants seeking continuation funding for multiple programs (i.e., CHC, MHC, HCH,  PHPC, and HSHC) must highlight (e.g., bold type, italics, or indentations) headings pertaining to specific programs, as appropriate.  In this manner, application requirements specific to these programs are distinguishable to reviewers.

The project description should be organized according to the following headings and instructions.  

a.
Background  (1-2 pages suggested)

1) Provide a brief history of the organization including its mission statement.

2) Describe the philosophy behind the design of the organizational structure (including sponsorship or corporate affiliation, if appropriate).  The Organizational Chart should be submitted ONLY if it differs from the one contained in the Institutional File. 

3) Identify any other BPHC funding (i.e., CHC, HCH, etc.) received, including any special initiatives (e.g., reinvestment funds, capital improvement program, integrated service network, dental pilot, etc.) and urgent supplemental funds and funds received from other related Federal programs such as Healthy Start, Housing and Urban Development Homeless resources, etc.

b. Description of the community and target population  (3-5 pages suggested)

1)
To the extent possible, identify the service area(s) by BPHC program funding source (counties, census tracts, minor civil divisions, etc., as appropriate).

2)
Describe the people that make up the community. (Reminder: For HCH applicants, community is defined as the total homeless population within the proposed service area; for HSHC applicants, community is defined  as the student population.)
a)
Provide a narrative about the unique demographic characteristics of this community service area (e.g., insurance status, unemployment, poverty level, etc.).

b)
Discuss any geographic factors and/or culturally specific characteristics that impact access to and the delivery of health services.  Include the migrant/seasonal farmworkers' length of season for labor-intensive agricultural events that impact the community's demographics.  Information should also be provided regarding any other population that is in need of access to primary health care.

c)
Address relevant health status indicators of the community.


3)
Describe the target population(s) within the community, as applicable


a)
Identify the unserved and underserved populations in the community.  Include the numbers of migrant and seasonal farmworkers by season, if applicable.

b)
Define special health care needs among population segments (e.g., migrant/seasonal farmworkers, public housing residents, homeless persons, etc.).

c)
Expand on the unique characteristics and other factors raised in the discussion of the community, as they apply to the target population.

4) 
Identify the resources and/or services of other public and private organizations within the proposed service area that are providing care to the target population(s) and evaluate the effectiveness of available resources and/or services.

5) Identify the most significant gaps in services and from that list identify the major problems that will be addressed in this application.  Specific Problem Statements from which goals and measurable, time-framed objectives are derived must be presented in the Health Care Plan and Business Plan Sections that follow. 

Applicants seeking multiple program funding should include examples of gaps in services and problems which affect the delivery of comprehensive health services for applicable target populations.    

6)
Provide a description of: a) what is happening in the State and community health care environment (e.g., State Child Health Insurance Program, 1115 waivers, 1915(b) waivers, managed care, State laws, current and proposed welfare reform initiatives, etc.); b) the organization's involvement and response (e.g., describe any networking activities including the rationale for selected partners, structure, purpose and how these activities are funded); and c) the impact that (a) and (b) have had on the access to services or demand for services among the target population(s).

7)
Describe the organization's role and relationships within the community:

a)
Explain how the organization fits into the community and its service delivery network.  For HSHC grants, describe the relationship with school(s) and school districts.
b)
Describe the role of clients, community, staff and Board of Directors in establishing and evaluating the organization's objectives and priorities.  Describe the mechanism(s) by which the organization responds to the community and its needs.

c)
List evidence of the community's support for the organization.  For HSHC, list evidence of support from school(s) and school districts.  NOTE: List of letters of support ONLY.  Do not submit letters of support, you should retain them in your records.

c. Service Delivery Strategy and Model  (3-5 pages suggested)

1) Provide a summary of the proposed service delivery model (e.g., mobile, fixed, freestanding, migrant health programs (migrant voucher), hospital-based or combination), including a discussion of comprehensiveness and continuity of care, services provided via contract, the referral system process and access problems the model would address and resolve.  Please be specific about the services provided, including medical, dental, obstetrics, etc.  Also, hours of operation for mobile and remote sites (e.g., School Based Health Centers.

2) Discuss the extent to which project activities are coordinated and integrated with the activities of other federally-funded, State and local health services delivery projects and programs serving the same population(s).  Describe both formal and informal arrangements.
3) Relate any proposed plans regarding new activities such as plans to expand into new areas, and how such activities will be integrated into the current service delivery system.  NOTE: Change of Scope requests will not be reviewed or approved through Project Period or Budget Period Renewal Applications.  All Change of Scope requests must be submitted separately as Post Award Requests.

d. Organizational Capabilities and Expertise  (1-2 pages suggested)

1)
State why the applicant organization is the appropriate entity to receive these funds and why these funds are needed with regard to:

a)
Unique needs of the community and/or

b) Particular capabilities of the organization (e.g., staff skills, capacity, clinical outcomes, cultural competence, evaluation capabilities, etc.) 

2)
Describe the organization's prior experience in working with the target population(s), in addressing the identified problem(s) and in developing and implementing appropriate administrative, clinical and financial management systems.

3)
Describe the organization’s governance structure.  If you are a HCH grantee who is operating under a waiver provision, you must provide an update regarding your alternate arrangements.
7.
HEALTH CARE PLAN
In general, this section should be used by project period renew applicants to outline plans related to identified community health issues as well as quality improvement activities within the practice.  Fiscal, administrative, management information systems and leadership activities are, in general, described in the Business Plan.  

However, clinically related management information systems, administrative or management issues may also be described in the Health Care Plan.  The applicant has the responsibility to decide which of its proposed plans belongs in either the Business Plan or the Health Care Plan.  Program guidance documents should be used as reference documents in planning.  In addition to major community health related issues, applicants are expected to address the following in their Health Care Plan, as applicable:

· Unresolved clinical issues identified in the previous Notice of Grant Award (NGA), PCER, and/or Pre‑application Guidance Letter.

· Improving performance, quality, and outcomes, e.g., performance in health disparities collaboratives, Clinical Outcome Measures for CHC and MHC projects, Healthy People 2010 Objectives, HEDIS measures, accreditation standards.

· Eliminating Health Disparities as appropriate for your community, i.e., infant mortality, adult and pediatric immunizations, diabetes mellitus, cardiovascular disease, HIV infection, cancer prevention. 

· Participation in the health disparities collaboratives and description of sustaining and spreading the model of care.

· Retention and recruitment of qualified staff.

The Health Care Plan can and should be used as an ongoing monitoring and evaluation tool by both the grantee and BPHC.  In displaying past performance and progress, and plans for the future in a clear and consistent manner, a sample format is provided in Section III.

8.
BUSINESS PLAN 
All project period renewal applicants should use this section to outline goals and objectives for improving operations of the project for the project period consistent with applicable program expectations formatted in the categories of Administrative, Governance, Fiscal, and Management Information Systems (MIS).  Applicants are expected to address the following issues, as applicable, in the Business Plan. (Refer to guidelines in Section III which provides a sample format.)

$ 
Network development in a managed care environment.

$
Continuous quality improvement relative to the entire program, including issues identified in the previous NGA and/or pre-application guidance letter.

$
Activities toward meeting program specific performance issues (i.e., applicant is referred to the Health Center Program Expectations, PIN 98-23).

$
Plans for attaining and maintaining long-term viability (i.e., future requirements for space, personnel, capital, etc.)

The Business Plan must also address in narrative form those issues which cannot be captured in the table format, such as the following items:

$
Outstanding business/management issues identified in the previous NGA, pre-application guidance letter and/or PCER.

$ 
Audit conditions or exceptions as identified in the most recent report.

 
$
Managed care arrangements and their impact on the organization.

$
Factors that may have affected, or are expected to affect, progress during the current or proposed budget period in either a positive or negative way.

$ 
Significant accomplishments, disappointments or problems not outlined or sufficiently addressed in the Table.

9.  APPENDICES - Required Exhibits and Formats (See Section III)


PROJECT PERIOD

RENEWALS




Exhibit A:  Community & User Characteristics
X

Exhibit B:  Current Services Provided and Service Sites
X

Exhibit C:  NO LONGER APPLICABLE


Exhibit D:  Board Member Characteristics
X

Exhibit E:  Institutional File and Other Assurances
X

Exhibit F:  Federal Tort Claims Act (FTCA) Redeeming Certification (Applicable only to those grantees previously deemed) 
X

Exhibit G:  Affiliation Certification (Section 330(e) and Section 330(g) applicants only)
X

Format 1:  Major Application Highlights & BPHC Funding Request Summary
X

Format 2:  Personnel by Position & BPHC Program
X

Format 3:  Income Analysis Format
X


SECTION II


BUDGET PERIOD RENEWALS
SECTION II - BUDGET PERIOD RENEWAL APPLICANTS
A.       GENERAL INSTRUCTIONS

The purpose of this document is to provide supplemental guidance for application form PHS‑5161‑1 by prescribing progress report requirements for Budget Period Renewal applicants funded under the Community Health Center, Migrant Health Center, Health Care for the Homeless, Public Housing Primary Care, Healthy Schools, Healthy Communities, and Pacific Basin Programs.
These instructions specify the format for the progress report and information/data for inclusion in the application. The BPHC has made a serious effort to redesign and scale down the requirements for a budget period renewal application.  Therefore, please provide only the information requested and use only as many pages as are necessary to respond to each section.  Our expectation is that the program narrative of the Budget Period Renewal application should not exceed 10 pages.   The BPHC will review each budget period renewal application in accordance with criteria described in this document as well as utilizing other available information, such as PCER, site visit reports, UDS, audit reports, etc.

During the development of progress reports, grantees are encouraged to work closely with the appropriate Field Office program staff and the BPHC Grants Management Office staff to prepare high quality applications.

NOTE: It is the responsibility of the grantee to ensure that all documents required in the Institutional File are up to date and submitted in the Field Office. 

B.
CONTENTS AND ORDER OF PRESENTATION OF THE BUDGET PERIOD RENEWAL APPLICATION (if submitted in paper format)  Electronic submission is automatically formatted.
1.
MAJOR APPLICATION HIGHLIGHTS & BPHC FUNDING REQUEST SUMMARY (Format 1)  - See Section III
2.
PHS 5161-1 REQUIREMENTS
· Face Sheet (SF 424)

· Budget (SF 424A)

· Non-Construction Assurances (SF 424B) 

· Certifications in PHS 5161-1 (pp. 17-19)

· Checklist (pp. 25-26)

3.
BUDGET PRESENTATION  - See Section III

Personnel by Position and BPHC Program (Format 2)

Income Analysis Format (Format 3)

Budget Narrative  (See Section III for guidance and sample budget and narrative)

4.
PROGRESS REPORT NARRATIVE (not to exceed 10 pages)
a.
PROJECT UPDATE: Applicants should discuss broad issues and organizational changes that have impacted on the project since the last application, such as the following examples:

-
Environment:  State reform initiatives and/or managed care development in the community and State which may impact the community, e.g., State Child Health Insurance Program, 1115 waivers, 1915(b) waivers, welfare or immigration reform and managed care movement in the marketplace.  Describe any areas of concern and address its impact on access to care and the demand for services, especially as it relates to special populations (e.g., homeless persons, student populations, etc.)

· Project Changes:

1)
Describe any changes to the service area and/or population being served (by program if different).

2)
Describe any adjustments that have been made in the organization’s approach to meeting any changes described above, especially as it relates to providers and/or service delivery model. [The impact of any changes in scope that were approved over the last 12 months should be discussed]


NOTE: Change of Scope requests will not be reviewed or approved through Project Period or Budget Period Renewal Applications.  All Change of Scope requests must be submitted separately as Post Award Requests. If you proposing a change in scope relative to services and/or sites a separate request must be submitted to the OGM for prior approval authorization.  All requirements addressed in PIN 200-04 must be included in such a request.
Current Exhibit B instructions are to certify that (a) either the most recent Exhibit B application submission still applies or (b) Exhibit B with approved Changes in Scope updates, as noted on a previous NGA, applies.
-
Delivery system integration issues:  participation in or progress toward collaborative linkages with other health centers, special population programs, hospitals, schools or school districts, integrated service networks, etc. 


NOTE for section 330(e) and section 330(g) applicants ONLY: The current Exhibit G requires a certification that all affiliation arrangements have already been submitted and that no new arrangements have been or are being put in place.  If a new arrangement is being proposed it must be submitted to the OGM for prior approval authorization in accordance with PIN 98-24.
b. HEALTH CARE PLAN UPDATE: Budget Period Renewal applicants should report PROGRESS and PERFORMANCE on goals and objectives established in a previously approved and funded project period renewal grant application. You may report in either narrative format or in the same format as the project period health care plan.  (Refer to guidelines in Section III that provides a sample format.)

· Unresolved clinical issues identified in the previous NGA, PCER, and/or Pre‑application Guidance Letter.

· Improving performance, quality, and outcomes, e.g., performance in health disparities collaboratives, Clinical Outcome Measures for CHC and MHC projects, Healthy People 2010 Objectives, HEDIS measures, accreditation standards.

· Eliminating Health Disparities as appropriate for your community, i.e., infant mortality, adult and pediatric immunizations, diabetes mellitus, cardiovascular disease, HIV infection, cancer prevention. 

· Participation in the health disparities collaboratives and description of sustaining and spreading the model of care.

· Retention and recruitment of qualified staff.

c. BUSINESS PLAN UPDATE:  Budget Period Renewal grantees should use this section of the progress report to report PROGRESS and PERFORMANCE on goals and objectives established in a previously approved and funded project period grant application and to outline proposed plans for improving operations of the project for the current budget period. 

This section should also identify and annotate the applicable goals and objectives related to any improvement requests made in the budget.  Grantees are expected to address the following issues, as applicable, in the Business Plan.

· Network development in a managed care environment.

· Continuous quality improvement relative to the entire program, including issues identified in the previous NGA and/or pre-application guidance letter.

· Activities toward meeting program specific performance issues (i.e., applicant is referred to the Health Center Program Expectations document).

· Plans for maintaining long-term viability (i.e., future requirements for space, personnel, capital, etc.).

The Business Plan must also address in narrative form, such issues as:

· Outstanding business/management issues identified in the previous NGA, pre-application guidance letter and/or PCER.

· Audit conditions or exceptions as identified in the most recent report.

· Managed care arrangements and their impact on the organization.

5.
APPENDICES:  Required Exhibits and Formats (See Section III)

Exhibit B
Current Scope of Project Certifications

Exhibit C
No longer applicable
Exhibit D 
Board Member Characteristics

Exhibit E 
Institutional File and Other Assurances

Exhibit G
Affiliation Certification

SECTION III


GENERAL GUIDANCE/INSTRUCTIONS,


EXHIBITS AND FORMATS

(Applicable to all applicants)
A. GENERAL INSTRUCTIONS REGARDING THE APPLICATION

Automated application submission is the required method of submission for Budget and Project Period Renewal applicants.  In those rare situations when this is not possible, with prior approval, a paper application may be submitted using the following format:

· Must be typed single-spaced in standard size black type (not to exceed 15 characters per inch) on 82 x 11 paper that can be photocopied;

· Must be serially numbered starting with the SF 424 Face sheet;

· Must have the applicant/grantee’s name and UDS Number included on every page;

· Must use conventional border margins;

· Must use only one side of each page;

· Must be secured with rubber bands or paper clips;

· Must not use spiral bound or glued binders;

· Must not have Photocopy Reductions; 

· Must not have over-sized documents, posters, videotapes, cassette tapes, or other materials which cannot be scanned; and

· Must not use color print or graphics.

· Must submit original and one copy to BPHC, OGM, 11th Floor, 4350 East West Highway, Bethesda, MD 20814
B.
GUIDELINES FOR DEVELOPING HEALTH CARE and BUSINESS PLANS IN SAMPLE TABLE FORMAT
The following components are intended for use in both the Health Care and Business Plans.  Presenting the plans in "landscape" may facilitate easier reading and usage.  

Problem/Need Statements are clearly and specifically defined descriptions of major needs or problems, quantified where possible.  The problem/need statements should tie into and flow from the overall project description.  For example, such statements in the Health Care Plan may address:

1.
Needs of the overall health system, covering multiple programs and populations,

2.
Problems of a specific program or service

3.
Needs of a specified population

4.
Specific public health problems (e.g., high infant mortality; high prevalence of HIV disease; complications from diabetes; high prevalence of cocaine addiction)

Please refer to Sections I or II for information that should be addressed in the Business Plan. 

Column 1:  Goals are relatively broad and express a sense of a desired future state or direction.  Goals should address identified needs or problems and are usually long term.  Use an upper case letter (A...) for each goal and list corresponding objectives by number (1...).

Objectives are descriptions of desired, measurable, time‑limited results or outcomes.  These objectives (intended results or outcomes) are measures of progress towards a goal.  They can be used to identify an acceptable level of performance or establish criteria for evaluation.  

Objectives can be either short‑term (less than 1 year) or long‑term (1 year or longer).  New objectives, those not included in prior submissions, must be displayed in a distinctly different manner, such as boldface or italicized type.  [An upper case letter and number, e.g., A 1., should list each objective.]
The BPHC Funding Source - the BPHC-related funding sources for programs (e.g., CHC, MHC, HCH, PHPC, HSHC, PB, etc.).  Indicate applicable funding sources in parentheses with each goal or objective (choose one or the other).

Column 2:  Key Action Steps - the major activities that must occur to accomplish an objective - critical actions that must be taken to attain the measurable outcome or end result.  [Reference each step by corresponding upper case letter for goal, number for objective, and lower case letter for action step.]
Column 3:  Data Source and Evaluation Method - the source of data and method used to evaluate progress towards an objective or to identify the actual outcome distinguished in the objective.  [Reference each step by corresponding upper case letter for goal and number for objective.]
Column 4:  Progress/Outcome - accomplishments to date; action steps actually taken towards an objective; outcomes that have been experienced, quantified/qualified and documented.  This column must be completed for each objective shown in previous plans.  If this is a new objective, simply state "New Objective" and indicate the date established (in bold or italics).  No date is required in reporting progress on continued objectives.  [Reference each progress statement in the same manner as noted above for Key Action Steps.]
Column 5:  Comments - supplementary information for related entries in the plan (e.g., to explain why an objective was not met as planned).  [Reference all comments in a manner that clearly identifies the item being addressed.]
C.
GUIDELINES FOR THE BUDGET PRESENTATION (All applicants)
This section explains what kind of information is required to support the Form 424A budget  (from PHS Form 5161) which will enable reviewers to make determinations as to allowability (as defined by OMB Circulars A-122, A-87, A-21 and program statutes), allocability and reasonableness.  Non-Federal revenue information will be analyzed for reasonableness (e.g., relative to past experience; current reimbursement rates; projections of State, local and other operational funding, such as whether or not a State grant program will continue).  Application of Federal cost principles relates only to Federal grant funds for all programs covered by this application, as outlined in the Health Centers Consolidation Act of 1996 (CHC, MHC, HCH, PHPC, HSHC, and PB).

The Project Period Renewal and Budget Period Renewal budget should be based upon the recommended level of future support (see Item 13 or Item 19 of NGA - commonly referred to as ongoing target level of Federal support).

All budgets should be prepared for a 12 month period.  The Health Care Plan, Business Plan and Budget should be for the same 12 month period.  As necessary, utilize a separate column on the SF424A by BPHC program (CHC, MHC, HCH, PHPC, HSHC, PB). The budget should clearly indicate cost per program.  (See sample).  These sections will be automatically formatted for you in the Web-based automated application.

Improvement Proposals:  (Budget Period and Project Period Renewal Grantees) Improvement proposals apply to activities that go beyond the recommended level of future support. Current grantees may include in their application requests for minor capital improvements.  No other types of improvement requests will be considered through continuation applications.  “Minor” capital requests are for less than $100,000.  The typical BPHC award for minor capital is generally for less than $40,000 in support.  Priority in funding will be given to requests that address fire and life-safety issues, particularly those that disrupt the delivery of primary care services and may impose a danger to patients and/or staff.  Requests for minor capital improvements should be prepared on a separate SF424A (this is identified for you in the Web-based application), clearly identifying the purpose and supporting the amount of funding being requested.  However, grantees should bear in mind that funding for Minor Capital Improvements is limited and is considered on a case-by-case basis late in the fiscal year dependent on availability of funds. 

1.
Form SF 424A, Sections A-F 
a.
Budget Summary, SF 424A, Section A

Section A should break down the total budget by Program to reflect the components of the budget as follows:  Lines (1) through (4) should reflect the budget for each BPHC Program as applicable; and Line (5) should reflect the total budget.

Amounts may be rounded (i.e., hundreds, thousands) as opposed to assuring accuracy to the dollar.

b.
Budget Categories, SF 424A, Section B

This Section is a summary of all budget calculations and information for the grant program(s) budget period.  The columns are designated “grant program, function or activity.”  Each line represents a distinct category that should be addressed in the budget narrative.  

Column (1) through (5), as applicable, should distribute all the costs of the each specific BPHC Program budget, including all non-Federal funds (State, local and other operational funding and patient service revenue) so that the total amount in Section B, column (1), line k equals Section A, column (g), line 1. 

In the last column (5) show the total costs for the total proposed project.  The total amount stated in Section B, column 5, row k must equal the total in Section A, row 5, column g. 

The SF 424A, Section B, row 7 should reflect only the projected patient service revenue for the service delivery program shown in the column above. 

Adequate justification must be presented in narrative form for information relative to the total budget, identifying individual program costs.  Narrative justification items should be identifiable in the Business or Health Care Plan, as appropriate.

c.
Section C (Non-Federal Resources) and Section D (Forecasted Cash Needs) are not applicable.

d.
Budget Estimates of Federal Funds Needed for the Balance of the Project Period, SF 424A, Section E/Project Period Renewal Applicants Only.
This Section has four columns for the future Federal funding period estimates WITHIN the proposed project period, but FOLLOWING the budget period for which this application requests support.  The automated application provides 5 columns for the total years of the proposed project beginning with the budget period covered by this application.

e.
Any request for improvements beyond Minor Capital improvement should only be discussed as a separate section of the Budget Narrative.  You should identify the amount of funds requested and the purpose of those funds.  Improvement requests are not funded from this application. 

2.
 BUDGET NARRATIVE
Expense information must include further detail by object class. The budget justifications for the individual programs must be provided in sufficient detail to support one-step below the object class category level, as described below.  In addition, if there are budget items for which costs are shared with other programs (e.g., BPHC programs or an independent home health program administered by your organization), the basis for the allocation of costs between federally-supported programs and other independent programs must be explained.

a)
Personnel:  Reference Form 2 as justification for dollar figures. 

b)
Fringe Benefits:  Itemize the components that comprise the fringe benefit rate (e.g., health insurance, FICA, SUTA, life insurance, retirement plan).  For any increase greater than 5 percent over the prior year rate, provide an explanation.

c) Equipment:  Only major (with a cost over $5,000 per unit) equipment items need to be itemized.  Items costing less than $5,000 should be aggregated with a brief explanation.

d)
Supplies: Categorize supplies according to type-medical, lab, pharmacy, office.  Explain how the amounts were developed (e.g., medical supplies were based on 20,000 encounters at $2 per encounter to arrive at the $40,000 appearing in the budget).

e)
Travel: Itemize travel costs according to traveler type (Executive Director, Project Director, Board, provider for Continuing Medical Education (CME), etc.) and explain how the amounts were developed.  It is not necessary to itemize each trip or the costs associated with each trip. (Example:  CME 12 trips @ $1,200 each)

f) Contractual: Categorize substantive programmatic or administrative contract costs according to type (e.g., medical referral, lab referral, management consultant) under two headings-patient care and non-patient care by costs.

g) Alteration and Renovation (A&R):  Describe all A&R in progress.  Where grant funds are provided they are limited to projects under $100,000 for A&R.  Where more than one project is involved describe project and identify funds.

h) Other: Itemize all costs in this category and explain in sufficient detail.  In most cases, consultant costs for technical assistance, legal fees, rent, utilities, insurance, dues, subscriptions, and audit related costs would fall under this category.

i) Indirect Costs (refer to PHS 5161-1, page 21)

Sample
Budget Narrative

This sample budget narrative is provided as a broad outline.  Additional information may be provided to fully describe your proposal:  
Expenses:
section 330(e)

section 330(h)
PERSONNEL: See Personnel by Position and BPHC Program
$5,347,223

$ 422,816
FRINGE BENEFITS: Breakout Each portion of Fringe Benefits: Total
$1,109,566

$   96,009


FICA



Retirement, etc.



TOTAL: PERSONNEL & FRINGE
$6,456,789

$ 518,825
EQUIPMENT

5 exam tables for the Hope Health Center
$ 


$


3 PC and related software 
$


$



TOTAL: EQUIPMENT
$     50,000

$ 0

SUPPLIES

Office & Printing Supplies $X.XX per encounter
$


$


Medical & Dental Records $.xx per encounter
$


$


Medical Supplies $X.XX per encounter
$   


$


Pharmacy Supplies including Drugs. Avg per # of Prescriptions
$


$


X-ray supplies Average per # of X-rays
$


$


Laboratory supplies per average # of procedures
$


$


Building and Maintenance Supplies per # of sites
$


$



TOTAL: SUPPLIES
$1,452,940

$   52,300
TRAVEL

Providers CME   ($ per FTE)
$


$


Nursing CME    ($ per FTE)
$


$


Other Professional CME   ($per FTE)
$


$


Travel to national meetings   ($ per attendees x # of Trips)
$


$



Executive Director  (2 meetings)



Board Chair   (2 meetings)


Management & Board
$


$



Primary Care Association Meeting



Other Board/Management Travel


Local Travel    (# of trips @ your mileage rate)
$


$



TOTAL:   TRAVEL
$     74,795

$    11,300
CONTRACTUAL (Please describe with enough detail to justify the costs)

“Patient Care Contracts”

Outside Reference Lab


Smith Kline Beecham for any tests that cannot be performed
$


$


in house (Avg # of procedures @ Avg Cost)

Outside Contract Pharmacies (describe)
$


$


(Avg # of prescriptions X Avg Cost)






GYN/OB Contract with 

   for (what purpose) # of Patients
$


$


served

Ophthalmologist with

(Avg # of patients @ Avg Costs)
$


$

Temporary Nursing Coverage (Avg # of days @ Avg Costs)
$


$



Subtotal: Patient Care Contracts 
$


$
“Non-Patient Contracts”

Housekeeping Services with 
for # of sites
$


$

Security Services with 

for # of hours per
$


$

Computer Maintenance Contract
$


$



Subtotal: Non-Patient Contracts
$


$



TOTAL: CONTRACTUAL
$ 386,020

$   39,100
ALTERATION & RENOVATIONS:(describe if applicable)




TOTAL: A/R
$ 0


$ 0

OTHER:


ADP Payroll Processing Services
$


$


Audit Services with 

$


$


Legal Fees with 
 fee per hour
$


$


National Organization Dues
$


$


Building Contents Insurance
$


$


Telephone Service
$


$


Answering Services
$


$


Postage


$


$


Utilities

$


$


Rent (describe)

$


$


Marketing/Outreach
$


$


Any special taxes (describe)
$


$



TOTAL: OTHER
$ 530,470

$   68,281



TOTAL: ALL BUDGET
$8,951,014

$ 7,098,064
3.      Instructions for the Completion of Form 3: Income Analysis Worksheet
The Income Analysis Worksheet, Form 3, provides a format for presenting the estimated Non-Federal Revenues for the budget in the application. A narrative of explanations should be used to fully describe the information presented on this worksheet.  The information presented in the worksheet should be developed base upon the currently approved scope of project.  It should not include revenues expected from any requested supplemental improvements or other unapproved increases in capacity.

There are two major classifications of revenues, Program Income and Other Income. 

Program Income - Fees, premiums and third party reimbursements received for the provision of health care services, is divided into two parts, Fee for Service revenues and Managed Care or Capitated Rate Income.

Other income is revenue from State or Local grants and other local or private support received to support the applicant’s programs.  Generally, this revenue provides support for the provision of medical or support services, but is not considered or based upon revenue generated from charges for providing the health service to a patient. 

The categories presented in the worksheet may not describe all of the categories of Fee for Service revenue, Contractor or Other Income categories used by the applicant organization.  Two additional lines are provided in each revenue source for applicant defined categories.  The categories presented may also be redefined in the narrative to the worksheet as necessary to clearly identify revenue sources.

To use the Income Analysis Worksheet: 

Special Instructions for Fee for Service

a) Enter in column (a) the number of encounters that will be covered by each type of payment source: Medicaid, Medicare, other third-party payors and patient self-pay (categorized by 100 percent pay, sliding fee pay and 0 percent self pay).

b) Enter in column (b) the average charge per encounter by payor category.  

c) Column (c), Total Charges (columns (a)*(b)), will calculate for each payment source automatically.

d) Enter in column (d) the average adjustment of the average charge per encounter.  A negative number will reduce and a positive number will increase the Billed Amount calculated in column (e).  Adjustments in this column would relate to:

i) Projected disallowance and sliding fee discounts to the average charge per visit.

ii) Adjustments to the FQHC established reimbursement rate or the cost-based reimbursement expected as a result of completion of a cost reimbursement report.

iii) Other adjustments which the applicant defines in the narrative to this worksheet.  

e) Column (e) the total Amount Billed by payment source will calculate automatically based upon applicant input into columns (a), (b) and (d).

f) Enter in column (f) the estimated collection rate (%) by payor category. 

g) Projected income (columns (e)*(f)) will automatically calculate in column (g) for each payor category.

h) Column (h) represents the actual accrued income by payor category for the most recent 12- month period for which data are available.  A significant increase or decrease in income should be explained in the narrative to this worksheet.

Special Instructions for Managed Care or Capitated Arrangements:

a) This worksheet calculates the Projected Gross Income from the Applicant’s input into the first four columns in this section.  The calculation is ((average members per month X number of months X rate per member month) + risk pool adj. & other allowances = projected gross income).
b) RISK POOL ADJ. & OTHER ALLOWANCES, which could include a cost-based wrap around, should be explained in the narrative to the worksheet.

c) The COLLECTION RATE is a percentage.  Explain a rate less than 100 percent in the narrative to the worksheet.

d) The applicant must describe in the narrative to the worksheet each managed care or capitated rate program included in the budget.  For each program or contract, please identify the contractor’s name and the services for which the applicant is at risk.  Provide the current number of enrollees and the amount of support for the projected number of enrollees included in the current budget.

Examples of Fee for Service Income are revenues from filing private insurance claims, minimum fees charged after a sliding fee scale adjustment is applied, payments received from charges to patients on a fee for service basis and co-pays for managed care participants.  Non-Fee for Service Income would include interest income, contracts to serve as Medical Director of a nursing home.  Examples of Other Grant Income and State and Local support would be grants for construction, equipment or other activities that support the project, but for which the revenue is not based upon services provided, encounters or charges for encounters.  

Total Program Income – Summary Tables

a) The WORKSHEET SUMMARY table is a summary of the program income budget information presented in the previous sections.  It is generated from information input into the previous program income sections of the worksheet.  Applicant input is not required for this table.
b) The Estimated Program Income Allocation table will be used by the Office of Grants Management to determine the Estimated Program Income used on the Notice of Grant Award.  The applicant should distribute in the amount of the BUDGET EXPECTED PROGRAM INCOME from the WORKSHEET SUMMARY table to the section 330 programs for which Federal funding is requested in this application.  

Special instructions for State, Local and Other Operational Funding

a) List by amount, source, and purpose.

b) Include the source and value of in-kind donations in this description, including donated pharmaceuticals, such as samples.

c) Distribute the funding by program in which the funds will be used.

d) Provide additional information in the narrative to this worksheet.

The non-Federal revenue projections in this worksheet should be for the approved scope of project only.   Revenue from improvement proposals or other activities not in the approved scope of project should be discussed in separate budget and revenue justifications and program narratives.  

4.
Major Application Highlights and BPHC Funding Request Summary:

To facilitate identification of the sources of funding the grantee is seeking, complete the BPHC Funding Request Summary.  [See Section III.]  Indicate the budget start month and the type of application (budget period renewal) being submitted.  For each program (e.g., MH, CHC, HCH, PHPC, HSHC, PB, etc.) for which the applicant is applying for funds, report the estimated funding by source (e.g., Federal, Applicant, State, etc.).

D.
EXHIBITS DESCRIPTIONS
Exhibits are sample formats for supplying application requirements in a concise and consistent fashion.  Shaded areas of exhibits (rows and/or columns) should not be completed. Computer-generated facsimiles may be substituted for any of the formats provided in this packet.  Such substitute formats should be printed in black ink, but they must maintain the exact wording and format of the government-printed forms, including all captions and spacing. 

Exhibit A, Community and User Characteristics:  Exhibit A should be completed by Project Period Renewal applicants ONLY.  Exhibit A has been designed to report community-wide data for the most recent period for which data are available. 

Exhibit B, Current Services Provided and Service Sites:   Submission of Exhibit B is required for Project Period Renewal applicants.  Budget Period Renewal applicants must certify that no changes have been made since the prior grant application.  Budget Period Renewal application who have received either by letter or Notice of Grant Award an approved change of scope since their last grant application must submit a revised Exhibit B including the newly approved services or sites. 

NOTE (Especially for MHC and HCH applicants): Individual sites for this exhibit are sites where primary care services are provided and do not include locations where outreach services only are provided.  A mobile van is considered a single site, if it is used for the provision of primary care services on a regular basis.  A school based health center is considered a health center site.

Exhibit C:  No longer applicable
Exhibit D, Board Member Characteristics:  Exhibit D lists all board members and provides relevant characteristics.   Exhibit D is required for all applications.
Exhibit E, Institutional File and Other Assurances:  All Project Period and Budget Period Renewal applicants are required to complete Exhibit E.  Exhibit E is a checklist of all materials that are maintained in the Institutional File and on-site in the organization’s programmatic files.  Any addition or changes to Exhibit E materials should be forwarded to the relevant Field Office under separate cover.

Exhibit F, FTCA, Redeeming Certification:  Project Period Renewal Applicants who are currently deemed under the Federally Supported Health Centers Assistance Act of 1995 must submit this exhibit if they seek to continue their FTCA coverage.  Failure to submit this information shall constitute notice of voluntary termination of participation in the FTCA program.  This exhibit is for currently deemed grantees only.  All grantees seeking to be deemed for the first time must follow the procedures and use the application found in PIN 99-08.
Exhibit G, Affiliation Certification: Submission of Exhibit G, Affiliation Certification is required with applications for section 330 (e) and section 330(g) grant funds only, Community Health Center and Migrant Health programs respectively.  If a new affiliation arrangement is being proposed, it must be submitted to the Office of Grants Management for prior approval authorization. 

E.
LIST OF HRSA FIELD OFFICE CONTACTS

Boston

Field Office:

Roderick King, MD, MPH

     CT, MA, ME, 
HRSA Field Office I

     NH, RI, VT

JFK Federal Office Building




Government Center, Room 1826



Boston, MA  02203




(617) 565-1482

New York

Field Office:

Ronald Moss

     NJ, NY, PR, VI
HRSA Field Office II

  


26 Federal Plaza, Room 3337

   

New York, NY  10278

   


(212) 264‑2664

Philadelphia

Field Office:

Bruce Riegel

     DC, DE, MD, 
HRSA Field Office III

     PA, VA, WV
Public Ledger Building




150 S. Independence Mall West

Suite 1172

   


Philadelphia, PA  19106-3499

   


(215) 861-4414

Atlanta

Field Office:

Dick Awalt

     FL, GA, KY, SC
HRSA Field Office IV – DRHS I

   


Atlanta Federal Center




61 Forsyth Street SW, Suite 3M60

   


Atlanta, GA  30303-8909

   


(404) 562-4124

Dick Awalt

     AL, MS, TN, NC
HRSA Field Office IV – DRHS II

   


Atlanta Federal Center




61 Forsyth Street SW, Suite 3M60

   


Atlanta, GA  30303-8909

   


(404) 562-4124


Chicago

Field Office:
Marvia Williams

     IL, MN, WI
HRSA Field Office V – Northern Operations

   
233 N. Michigan Ave., Suite 200

   
Chicago, IL  60601

   
(312) 886-1631


Steve Laslo

    IN, MI, OH
HRSA Field Office V – Eastern       Operations

   
233 N. Michigan Ave., Suite 200

   
Chicago, IL  60601

   
(312) 353‑1658

Dallas

Field Office:
Ronnie Davis

   TX, LA   
HRSA Field Office VI – Div. of           Operations I

1301Young Street, Room 1040 HRSA - 1

   
Dallas, TX  75202

   
(214) 767‑3048

Fred Randall

   AR, NM, OK
HRSA Field Office VI – 


Div. of Operations II


1301Young Street, Room 1040


HRSA - 1

   
Dallas, TX  75202

   
(214) 767‑3921

Kansas City

Field Office: 
Hollis Hensley

IA, KS, MO, NE
HRSA Field Office VII – Western 



Operations 


Federal Office Building

   
601 East 12th Street, Rm 1728

   
Kansas City, MO  64106

   
(816) 426‑5226

LIST OF HRSA FIELD OFFICE CONTACTS (continued)

Denver

Field Office:

Jerry Wheeler

     CO, MT, ND, 
HRSA Field Office VIII  

     SD, UT, WY 
Division of Operations III




Federal Office Building

   


1961 Stout Street, Room 498

   


Denver, CO  80294

   


(303) 844‑3203

San Francisco

Field Office:

Antonio Duran

     AZ, HI, NV

HRSA Field Office IX

     Pacific Islands
Division III


50 United Nations Plaza, Rm 306

     

San Francisco, CA  94102

   


(415) 437‑8072

     CA


Irma Honda


HRSA Field Office IX

 


Division II

     


50 United Nations Plaza, Rm 306

     


San Francisco, CA  94102

   


(415) 437‑8078


Seattle

Field Office:



     AK, ID, OR, WA
Sharrion Jones




HRSA Field Office X




Division I

   


2201 Sixth Avenue, Room 700


Mail Stop RX 23

   


Seattle, WA  98121

   


(206) 615-2491

FORMATS

and

EXHIBITS

FORMAT 1

UDS #:___________

MAJOR APPLICATION HIGHLIGHTS AND

BPHC FUNDING REQUEST SUMMARY

(to be completed by Applicant and inserted behind the SF424 Face Sheet)

APPLICANT’S NAME:                                                
CITY/STATE:                             

PART A:
APPLICATION HIGHLIGHTS

1.
Project Period Renewal:            
Budget Period Renewal:           
 

***FOLLOW APPLICABLE INSTRUCTIONS ACCORDINGLY

AND INCLUDE ONLY SECTIONS AND EXHIBITS THAT APPLY****

2.
Organization’s Fiscal Year Ends: 





Organization’s EMail Address: 






3.  
Projected # of patients to be served this budget period.

MEDICAL                 

DENTAL                           

4.  
A complete budget has been submitted including all supporting budget justification materials that ties directly to the TARGET LEVEL of funding based on the most recent Notice of Grant Award (or based on the local area funding announcement, if applicable, i.e., head-to-head competition)?  YES              
5.  
Institutional File documents noted in Exhibit E have been updated and have been submitted under separate cover to the appropriate Field Office.


YES                

NO                      
UDS #: ______________

BPHC FUNDING REQUEST SUMMARY

FORMAT 1 – Part B

APPLICANT'S NAME:___________________________________________________________________________________________

LOCATION: ____________________________________________  DATE SUBMITTED:_______________________________








CURRENT BPHC FUNDED PROGRAMS
PROGRAM
CFDA
BUDGET START MONTH
TYPE OF APPLICATION





BUDGET PERIOD RENEWAL
PROJECT PERIOD RENEWAL

Community Health Center
330(e) (CHC)
93.224




Migrant Health Center
330(g) (MHC)
93.246




Health Care for the Homeless
330(h) (HCH)
93.151




Public Housing Primary Care
330(i) PHPC
93.927




Healthy Schools, Healthy Communities
330 HSHC
93.151a




Pacific Basin
301 of PHS Act
93.163




ESTIMATED FUNDING (Indicate source of funding by program, e.g. CHC/ MHC, HCH, PHPC, HS/HC or Pacific Basin)








BPHC Funded Program 







A. Federal
$

$
$
$


B. Applicant
$

$
$
$


C. State
$

$
$
$


D. Local
$

$
$
$


E. Other
$

$
$
$


F. Program Income
$

$
$
$


G. Total
$

$
$
$



ASAMPLE SF424a @

OMB Approval No. 0348-0044                                              

BUDGET INFORMATION - Non-Construction Programs

SECTION A - BUDGET SUMMARY








Grant Program

Function or

Activity

(a)
Catalog of

Fed Domestic

Assist No.

(b)
Estimated Unobligated Funds
New or Revised Budget



Federal

               (c)
Non‑Federal

(d)
Federal *
(e)
Non‑Federal

(f)
Total

(g)

1.    CHC - 330(e)
93.224
$0
$0
$1,034,205
$7,916,809
$8,951,014

2.    HCH - 330(h)
93.151
$0
$0
$439,699
$270,107
$709,899

3.

$0
$0
$0
$0
$0

4.

$0
$0
$0
$0
$0

5.    TOTALS

$0
$0
$1,473,904
$8,186,916
$9,660,913

SECTION B - BUDGET CATEGORIES








6.   Object Class Category

Grant Program Function or Activity
Total

(5)



(1)  CHC - 330(e)
(2) HCH -330(h) 
(3)
(4)


a.  Personnel

$5,347,223
$442,816
$0
$0
$5,790,039

b.  Fringe Benefits

$1,109,566
$96,009
$0
$0
$1,205,575

c.  Travel 

$74,795
$11,300
$0
$0
$86,095

d.  Equipment

$50,000
$0
$0
$0
$50,000

e.  Supplies

$1,452,940
$52,300
$0
$0
$1,505,240

f.  Contractual

$386,020
$39,100
$0
$0
$425,120

g.  Construction

$0
$0
$0
$0
$0

h.  Other 

$530,470
$68,281
$0
$0
$598,751

I.  Total Direct Charges (sum of 6a‑6h)

$8,951,014
$709,806
$0
$0
$9,660,820

j.  Indirect Charges

$0
$0
$0
$0
$0

k.   TOTALS (sum of 6i and 6j)

$8,951,014
$709,806
$0
$0
$9,660,820










7.   Program Income

$5,370,180
$96,040
$0
$0
$5,466,220


Standard Form 424A   (4-98)                                             


Prescribed by OMB Circular A-102                                            

* Item 13 on prior NGA or Remark      

New applicants are limited to the level of Federal funds identified in Program Guidance.
NOTE:   USE A SEPARATE 424A FOR IMPROVEMENT REQUESTS

UDS #:                                                                                                  FORMAT 2

PERSONNEL BY POSITION AND BPHC PROGRAM

PERSONNEL
TOTAL

FTEs
ANNUAL

SALARY
CHC/

MHC
HCH
PHPC
HSHC
OTHER
TOTAL

SALARY

Key Positions/Names

$
(FTE)
(FTE)
(FTE)
(FTE)
(FTE)
$

  Executive Director:

                                        









  Chief Operating Officer: 

                                 









   Medical Director: 

                                           









  Fiscal Officer:

                                            



















Position Categories --    (Examples below)









Physicians









Dentists









Nurse Practitioner/

Physicians Assistant









Nurses









Health Educator









Mental Health Provider









Lab Technicians









Medical Assistants









Administrative Support Staff 




























































FORMAT 3
Page 1 of 2
INCOME ANALYSIS FORMAT

Payor Category
NUMBER

OF VISITS
Average Charge Per Visit
TOTAL

CHARGES

(a * b)=(c)
Average Adjustment Per Visit
Amount Billed

[c-(a*d)]
Collection Rate

(%)
Projected Income

(e * f)
Actual Accrued Income Past 12 Months


(a)
(b)
(c)
(d)
(e)
(f)
(g)
(h)

FEE For SERVICE

Medicaid:  FQHC









Medicaid:  FPEP









Medicaid:  EPSDT









Medicaid:  Fee For Service









Medicaid:  Fee for Service Contract









Medicaid Fee for Service Dental









Subtotal:  Medicaid









Medicare:  FQHC









Medicare:  Fee for Service









Subtotal:  Medicare









Private Insurance









Private Insurance (Dental)









Self-Pay:  100% Nominal Fee









Self-Pay:  Sliding Fee Scale FPEP









Self-Pay:  Sliding Fee Scale   









Self-Pay:  100% Nominal Fee Dental









Self-Pay:  Sliding Fee Scale Dental









Subtotal: Private Pay









Total Fee For Service









MANAGED CARE - CAPITATED RATE INCOME

CONTRACT NAME
Average Members Per Month
Number of Months
Rate Per Member Per Month
Risk Pool Adj. & Other Allowances
Projected Gross Income
Collection Rate

Medicaid:  Capitated







Medicare – Capitated







Total Managed Care/Capitated








Encounters
Avg Charge Per Encounter
Total Charges

Managed Care Charges





FORMAT 3
Page 2 of 2
INCOME ANALYSIS FORMAT

Total Program income -- Summary Tables

Worksheet Summary


Estimated Program Income Allocation*


Encounters



CHC



Average Charge Per Encounter



MHC

*Estimated Program Income should be distributed to the Programs within your scope of project.

Total Gross Charges



HCH



Adjustments to Charges



PHPC



Amount Billed



HSHC



Adjustment for Uncollectables



Pacific Basin



Budget Expected Program Income



TOTAL



Actual Program Income Previous 12 Months






OTHER INCOME


CHC
MHC
HCH
PHPC
HSHC
Pacific Basin
Total Other Income


Applicant Income








State Funds








Local Funds








Other Support








          Other Federal Grants








          Contributions








          Fund Raising








          Foundation Grants


























Subtotal Other Support








Total Other Income

















TOTAL NON-FEDERAL SHARE








     UDS# _______________
EXHIBIT A – SERVICE AREA/COMMUNITY CHARACTERISTICS

(Project Period Renewal Applicants Only)

Total Population in the Service Area_____________________ 
APPLICANT’S NAME:                                              LOCATION:                                           DATE SUBMITTED:                                 

CHARACTERISTIC (Identify the total population for identified service area)
COMMUNITY WIDE DATA

RACE/ETHNICITY
White (excluding Hispanic)



Black (excluding Hispanic)



Hispanic (all races)



American Indian and Alaskan Native



Asian/Pacific Islander



Other/Unknown



Total (100%)


INCOME AS A PERCENT OF POVERTY LEVEL

> 100% - 200%
100% and below



101-200%



Over 200%



Unknown


PRIMARY THIRD PARTY PAYMENT SOURCE
Medicaid/Prepaid



Medicaid/Not Prepaid



Medicare



Other Public Insurance



Private Insurance, including prepaid



None/Uninsured


SPECIAL POPULATION
Migrant/Agricultural worker



Seasonal Agricultural worker



Homeless



AIDS cases



HIV-infected



Substance Abuse



Public Housing Residents



Other



EXHIBIT B - Page 1


CURRENT SERVICES PROVIDED


BUDGET PERIOD RENEWAL APPLICANTS:

This certification is to be completed by all Budget Period Renewal applicants. Budget Period Renewal applicants that propose a change of scope of services provided must follow instructions cited in PIN 2000-04 and submit to the Office of Grants Management under separate cover for prior approval authorization. 

CERTIFICATION

I certify that the Service Information submitted on the prior annual application, dated ________, or approved on a letter or NGA during the current Budget Period accurately reflects our current scope of project.

_________________________________


________________________

CEO, Project Director, or designated



Date

Signatory Authority

If a change of Scope of Services has been approved during the current budget period, identify the services affected below:

PROJECT PERIOD RENEWAL APPLICANTS (Budget Period Renewal Applicants ONLY if there were approved changes to the Scope of Project since the last application submitted): 

APPLICANT’S NAME:  












LOCATION:  





    DATE SUBMITTED:  









SERVICE TYPE

PROVIDED BY GRANTEE
BY REFERRAL/GRANTEE PAYS
BY REFERRAL/GRANTEE DOESN’T PAY

PRIMARY MEDICAL CARE SERVICES
General Primary Medical Care





Diagnostic Laboratory





Diagnostic X-Ray





Diagnostic Tests/Screens





Urgent Medical Care





24-Hour Coverage





Family Planning





HIV Testing





Immunizations





Following Hospitalized Patients




OB/GYN CARE
Gynecological Care





Obstetrical Care




SPECIALTY MEDICAL
TB Therapy





Other




DENTAL SERVICES
Preventive





Restorative





Emergency





Other




EXHIBIT B – Page 2

CURRENT SERVICES PROVIDED





SERVICE TYPE

PROVIDED BY GRANTEE
BY REFERRAL/GRANTEE PAYS
BY REFERRAL/GRANTEE DOESN’T PAY

MENTAL HEALTH SERVICES
Treatment/Counseling





Developmental Screening





24-Hour Crisis





Other Mental Health





Substance Abuse





Other Substance Abuse




OTHER SERVICES
Environmental  Health





Hearing Screening





Nutrition (not WIC)





Occ./Voc. Therapy





Physical Therapy





Pharmacy





Podiatry





Vision Screening





WIC




ENABLING SERVICES
Case Management





Child Care





Discharge Planning





Eligibility Assistance





Emp./Ed. Counseling





Food Bank/Meals





Health Education





Homemaker/Aide





Housing Assistance





Translation





Nursing Home and Other Placement





Outreach





Transportation





Other:





Other:





Other:




EXHIBIT B – Page 3

SERVICE SITES


BUDGET PERIOD RENEWAL APPLICANTS:

This certification is to be completed by all Budget Period Renewal applicants. Budget Period Renewal applicants that propose a change of scope of service sites provided must follow instructions cited in PIN 2000-04 and submit to the Office of Grants Management under separate cover for prior approval authorization. 

CERTIFICATION

I certify that the Service Site Information submitted on the prior annual application, dated ________, or approved on a letter or NGA during the current Budget Period accurately reflects our current scope of project.

_________________________________


________________________

CEO, Project Director, or designated



Date

Signatory Authority

If a Change of Scope of Service Sites has been approved during the current budget period, identify the services affected below:


PROJECT PERIOD RENEWAL APPLICANTS (Budget Period Renewal Applicants ONLY if there were approved changes to the Scope of Project since the last application submitted): 


SITE #1 

SITE #2

G  Year-Round


Q  Seasonal 

NEW SITE :  YES G NO G
DATE  OPENED:                               
Name:



Address:


BPHC Funding Sources: 

Other HRSA Funding Sources:
G  Year-Round


Q  Seasonal 

NEW SITE :  YES G NO G
DATE  OPENED:                        
Name:



Address:


BPHC Funding Sources: 

Other HRSA Funding Sources:



SITE #3

SITE #4

G  Year-Round


Q  Seasonal 

NEW SITE :  YES G NO G
DATE  OPENED:                        
Name:



Address:


BPHC Funding Sources: 

Other HRSA Funding Sources:

G  Year-Round


Q  Seasonal 

NEW SITE :  YES G NO G
DATE  OPENED:                        
Name:



Address:


BPHC Funding Sources: 

Other HRSA Funding Sources:


Add additional Sites as required.

Exhibit C – No longer applicable

EXHIBIT D


CURRENT BOARD MEMBER CHARACTERISTICS
BOARD MEMBER NAME
BOARD OFFICE HELD
AREA OF EXPERTISE
INDICATE IF USER OF HEALTH CENTER  SERVICES (Yes/No)
YEARS OF CONTINUOUS BOARD SERVICE

1.





2.





3.





4.





5.





6.





7.





8.





9.





10.





11.





12.





13.





14.





NOTES:
(1) HCH, PHPC and HSHC applicants should describe any alternative arrangement for addressing Board requirements including the mechanism for receiving consumer input.  Project Period Renewal applicants for the HCH Program must request continuance of the waiver provision for governance and clearly address compliance with PIN 98- 12.

(2) Please indicate if a board member is a migrant/seasonal farmworker.

EXHIBIT E               
Page 1 of 2

INSTITUTIONAL FILE and OTHER ASSURANCES

(All  Budget Period and Project Period Renewal Applicants)

     













Institutional

Available
  Latest 

I.
NEED DETERMINATION (IF APPLICABLE)

File
  
On-Site

Rev Date

A.
Current or requested MUA, MUP, or HIA designation
 XX

   ____
  
  ____

B.
Current or requested HPSA designation
 XX

   ____
  
  ____

C.
Frontier Area Documentation

 XX

   ____
  
  ____

D.
Current Map of Service Area and Delivery Sites
 XX

   ____

  ____

II.
GOVERNANCE

A.
Board By-Laws and Any Co-Applicant Agreement
 XX 

   ____
  
  ____

B.
Articles of Incorporation


 XX

   ____
  
  ____

C. Internal Revenue Service (IRS) Tax Exempt Certification

for the Applicant, OR, if the Applicant is a Public

entity, the Co-Applicant Board
 XX

   ____
  
 ____

D.
For Networks, the Component Contracts
 XX

   ____
  
 ____

III.
MANAGEMENT AND FINANCE

A.
Organization Chart


 ____  

   XX

 ____

B.
Job or Position Description for Key Personnel
 ____  

   XX

 ____ 

C.
Biographical Sketches for Key Personnel
 ____  

   XX

 ____

D.
Personnel Policies and Procedures

 ____  

   XX

 ____

E. Data Collection and Information Systems
 ____  

   XX

 ____

F. Accounting Policies and Procedures Manuals
 ____  

   XX

 ____

G.
Agreements with Medicaid and Medicare (or Provide

      
    Billing Nos) (If applicable)

 ____  

   XX

 ____

H.
Billing and Collection Policies and Procedures
 ____

   XX

 ____

I.
Procurement Policies and Procedures
 ____

   XX

 ____

J. Travel Policies



 ____  

   XX

 ____

K. Fee Schedule (If applicable)

 ____  

   XX

 ____ 

L.
Schedule of discounts (Sliding Fee Schedule) 

       (If Applicable)


 ____  

   XX

 ____



M.
Documentation of FQHC rates

 ____  

   XX

 ____
 

N.
Contracts with Agencies, Vendors, etc. 
 ____  

   XX

 ____


Page 2 of 2
EXHIBIT E

INSTITUTIONAL FILE and OTHER ASSURANCES


(All Budget Period and Project Period Renewal Applicants)















Institutional
Available
  Latest 

IV.
CLINICAL PROGRAM


      File
  
On-Site

Rev Date

A.
Patient Confidentiality Policy and Procedures

   ____
XX

   ____

B.
Principles of Practice (As applicable)

   ____

XX

   ____

1.
List of Non-Physician Supervision Protocols

   ____
  
XX

   ____

2.
Health Maintenance Protocols by Age Group

   ____
   
XX

   ____

3.
Other Clinical Protocols (Provide List)

   ____

XX
 
   ____

4.
Continuing Professional Education Policies

   ____
  
XX

   ____

5.
Patient Flow 




   ____

XX

   ____

C.
Sample Medical Record



   ____

XX

   ____

D.
Clinical Information and Tracking Systems

   ____

XX

   ____

E.
Patient Grievance Policy and Procedure

   ____
    
XX

   ____

F.
Quality Management and/or Assurance Plan

   ____
  
XX

   ____

G.
Malpractice Coverage and FTCA Deeming/Malpractice 

      Coverage





   ____
    
XX

   ____

H.
OSHA Documents 



   ____
   
XX

   ____

I.
CLIA Documents 



   ____
   
XX

   ____

J.
Credentialing Policy and Procedures

   ____
   
XX

   ____ 

I have submitted all updates and revisions to documents in the Institutional File.  I maintain up-to-date copies of the above listed documents on-site.  I assure that they are available for PHS review and that they comply with applicable Program Guidance/Expectations.

In addition, I assure that:

!
Facilities meet fire and life safety requirements.

!
An independent certified accountant will be engaged to certify that the system for management and control of the financial assets will be in accord with sound financial management practices, including applicable Federal requirements.

!
Cultural competence is available in providing services (e.g., appropriate personnel fluent in other languages spoken in the community), as applicable to CHCs, MHCs, HCHs, PHPCs, and HSHCs.

!
Requirements have been met and agreements made, abiding by the statutory requirements of the Federal Tort Claims Act.

_______________________________________
___________________

                    Signature
 

               Date

_______________________________________

                         Title






EXHIBIT F



Page 1 of 3

REDEEMING* APPLICATION

For Medical/Dental Professional Liability Protection

FEDERAL TORT CLAIMS ACT

PROJECT PERIOD RENEWALS ONLY 

FOR THOSE APPLICANTS PREVIOUSLY DEEMED

ADVANCE \d4SECTION I B APPLICANT INFORMATION



ADVANCE \d4NAME:



ADVANCE \d4GRANT PROGRAM:


[ ] Migrant Health

(Check all that Apply)
                        [   [ ] Community Health

[ ] Health Care for the Homeless

[ ] Public Housing Primary Care

[ ] Healthy Schools, Healthy Communities

[ ] Subrecipient/subgrantee



ADVANCE \d4ADDRESS:





ADVANCE \d4PHONE #:                           FAX #:



ADVANCE \d4EXECUTIVE DIRECTOR:



ADVANCE \d4MEDICAL DIRECTOR:



ADVANCE \d4SECTION II B CREDENTIALING SYSTEM 



ADVANCE \d4Answer YES or NO to the following questions by marking the appropriate box.  NO answers require explanation on a separate sheet.
ADVANCE \d4YES
ADVANCE \d4NO

ADVANCE \d41. 
Is professional educational background and postgraduate training verified?
ADVANCE \d4
ADVANCE \d4

ADVANCE \d42.
Is primary source verification of licensure, certification, and/or registration performed?
ADVANCE \d4
ADVANCE \d4

ADVANCE \d43.
Is board certification verified for physicians?
ADVANCE \d4
ADVANCE \d4

ADVANCE \d44.
Is a copy of current licensure, certification, and/or registration on file?
ADVANCE \d4
ADVANCE \d4

ADVANCE \d45.
Is a copy of hospital privileges on file, if applicable?
ADVANCE \d4
ADVANCE \d4

ADVANCE \d46.
Are professional references obtained and reviewed?
ADVANCE \d4
ADVANCE \d4


* Applies only to organizations who are currently deemed.







  EXHIBIT F



Page 2 of 3

REDEEMING APPLICATION

For Medical/Dental Professional Liability Protection

FEDERAL TORT CLAIMS ACT

PROJECT PERIOD RENEWALS ONLY 

FOR THOSE APPLICANTS PREVIOUSLY DEEMED

ADVANCE \d4Answer YES or NO to the following questions by marking the appropriate box.  NO answers require explanation on a separate sheet.
ADVANCE \d4YES
ADVANCE \d4NO

ADVANCE \d47.
Is a history of previous malpractice liability claims and adverse actions reviewed?
ADVANCE \d4
ADVANCE \d4

ADVANCE \d48.
Are health care practitioners required to submit a personal statement or other evidence of health fitness at the time of credentialing?
ADVANCE \d4
ADVANCE \d4

ADVANCE \d49.
Is the Health Center involved in peer review activities?

If yes, is it a formal process?

(Formal means written procedures on peer review activities are formally adopted by the governing body and  provide for adequate notice and opportunity for a fair hearing on any adverse recommendations.)
ADVANCE \d4
ADVANCE \d4

ADVANCE \d410.
Is the National Practitioner Databank queried in credentialing your health care practitioners?
ADVANCE \d4
ADVANCE \d4

ADVANCE \d4SECTION III – RISK MANAGEMENT POLICIES/PROCEDURES



ADVANCE \d4Answer YES or NO to the following questions by marking the appropriate box.  NO answers require explanation on a separate sheet.
ADVANCE \d4YES
ADVANCE \d4NO

ADVANCE \d41.
Are there policies/procedures on the appropriate supervision and back-up of clinical staff?
ADVANCE \d4
ADVANCE \d4

ADVANCE \d42.
Is a medical record maintained for every patient receiving care at the Health Center?
ADVANCE \d4
ADVANCE \d4

ADVANCE \d43.
Are there policies/procedures that address triage, walk-in patients, and telephone triage?
ADVANCE \d4
ADVANCE \d4

ADVANCE \d44.
Are there clinical protocols that define appropriate treatment and diagnostic procedures for selected medical conditions?
ADVANCE \d4
ADVANCE \d4

ADVANCE \d45.
Is there a tracking system for patients who require follow-up of specialty referrals, hospitalization, X-ray, and lab results?
ADVANCE \d4
ADVANCE \d4

ADVANCE \d46.
Are medical records periodically reviewed to determine quality, completeness, and legibility.
ADVANCE \d4
ADVANCE \d4







     EXHIBIT F




Page 3 of 3

REDEEMING APPLICATION

For Medical/Dental Professional Liability Protection

FEDERAL TORT CLAIMS ACT

PROJECT PERIOD RENEWALS ONLY 

FOR THOSE APPLICANTS PREVIOUSLY DEEMED

ADVANCE \d4Answer YES or NO to the following questions by marking the appropriate box.  NO answers require explanation on a separate sheet.
ADVANCE \d4YES
ADVANCE \d4NO

ADVANCE \d47.
Is there a written Quality Assurance Plan approved by the governing body?  If yes, attach a copy of the most recent or annual Quality Assurance report to the Health Center administration or governing body. 
ADVANCE \d4
ADVANCE \d4

ADVANCE \d48.
Are quality assurance findings used to modify policies/procedures in order to improve quality of care?
ADVANCE \d4
ADVANCE \d4

ADVANCE \d4SECTION IV – SERVICES TO NON-HEALTH CENTER PATIENTS



ADVANCE \d4Are services provided to non-Health Center patients?  If yes, check all that apply based on the examples listed in the Federal Register Notice (Vol. 60, pages 49417-18) issued September 25, 1995.

COMMUNITY-WIDE INTERVENTIONS

[ ]  School-based clinics

[ ]  School-linked clinics

[ ]  Health Fairs

[ ]  Immunization Campaign

[ ]  Outreach

HOSPITAL-RELATED ACTIVITIES

[ ]  Hospital call as required for privileges

[ ]  Emergency Room coverage as required for privileges

COVERAGE-RELATED ACTIVITIES

[ ]  Cross-coverage with community providers

If the services do not appear to fall under the examples cited, then the Health Center should submit a separate request to the Director, BPHC, for a determination of the applicability of FTCA coverage as outlined BPHC PIN 99-08.



SECTION V - SIGNATURES



ADVANCE \d4I certify that this re-deeming application for FTCA Coverage has concurrence from the Medical Director.:



ADVANCE \d4CEO, Project Director, or designated Signatory Authority:

(Print or Type)





ADVANCE \d4
SIGNATURE:                                                      DATE:



EXHIBIT G

COMMUNITY AND MIGRANT HEALTH CENTER AFFILIATION CERTIFICATION

(applicable only to organizations funded under section 330(e) or section 330(g))

(All Budget Period and Project Period Renewal Applicants)

Organization: 







UDS # 


A.  The Affiliations cited below accurately reflects our organizational arrangement.  
Name of Affiliating Organization:  



            Date Of BPHC Approval 
1.________________________________________________          __________________

Provide a brief explanation of the affiliation arrangement:

2.________________________________________________          __________________

Provide a brief explanation of the affiliation arrangement:

3.________________________________________________          __________________

Provide a brief explanation of the affiliation arrangement:

     
_________________________________________                                     _________


Signature of CEO, Project Director, or 




Date


designated Signatory Authority 




Printed Name



B.  There are no affiliation arrangements in place for this health center.

     
_________________________________________                                     _________


Signature of CEO, Project Director, or 




Date


designated Signatory Authority 




Printed Name


REMINDER:  Any new arrangement requires prior approval authorization in accordance with PIN 97-27 and PIN 98-24.  Please submit requests to the Office of Grants Management, Bureau of Primary Health Care, 11th Floor, 4350 East West Highway, Bethesda, MD 20814.


