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Application Checklist and Requirements for Funding

The Applicant must complete and submit the following required components in order to be considered for funding.  All application components and supporting documentation must be received by the Ohio Department of Mental Health (ODMH) by the date and time specified in the Announcement of SFY 2012 Intent to Renew Funding Numbered Advisory Memorandum or applications will not be considered.  All application materials must be submitted electronically to Applications12@mh.ohio.gov unless otherwise specified.  
 FORMCHECKBOX 
 Completed Project Information
 FORMCHECKBOX 
 Completed Applicant Information

 FORMCHECKBOX 
 Completed Sub-Recipient Information or   FORMCHECKBOX 
 Not Applicable
 FORMCHECKBOX 
 Completed Financial Information

 FORMCHECKBOX 
 Completed Application Narrative

 FORMCHECKBOX 
 Completed Federal Funding and Transparency Act (FFATA) Table
 FORMCHECKBOX 
 Completed Budget Table in MS Excel format
 FORMCHECKBOX 
 Completed Budget Narrative

 FORMCHECKBOX 
 Complete the Standard Affirmation and Disclosure Form: Executive Order 2011-12K 

 FORMCHECKBOX 
 Completed Performance Measurement Worksheet (PMW) in MS Word format
 FORMCHECKBOX 
 Signed Hard Copy of Applicant Information page (Applicant Signature) 
 FORMCHECKBOX 
 Signed Hard Copies - SFY 2012-2013 Agreement and Assurances mailed to ODMH 
 FORMCHECKBOX 
 Signed: Attachment 1: ODMH Agreement and Assurances
 FORMCHECKBOX 
 Signed: Attachment 2: Certifications 

 FORMCHECKBOX 
 Signed: Attachment 3: Assurances – Non-Construction Program 

 FORMCHECKBOX 
 Signed: Attachment 4: Declaration of Material Assistance/Non-Assistance to a Terrorist Organization 
 FORMCHECKBOX 
 Attachment 5: List of Additional Attachments required for submission:
 FORMCHECKBOX 
 Submit most recent audit with the application.  A statement by the Applicant attesting to audit compliance will also fulfill this requirement.  Electronic submission preferred but not required.
 FORMCHECKBOX 
 Submit proof of Liability Insurance or Bond coverage to cover Board members, employees, and  all claims arising out of activities in the Agreement and Assurances.  Electronic submission preferred but not required.

Agreement and Assurances Note

The Agreement and Assurances are applicable to the SFY 2012-2013 biennial period.  If amendments to the Agreement and Assurances occur during this two-year period, applicants will be required to provide acknowledgement of compliance with all relevant state and/or federal regulations.
Address for Hard Copy Submissions

SFY 2012-2013 Agreement and Assurances hard copy submissions must contain the Applicant’s original authorizing signatures to be considered valid and complete.  Please send any required and supporting application documentation to the ODMH designee at the following address:

Ohio Department of Mental Health

Division of Program & Policy Development

Matthew V. Loncaric, MPA
30 East Broad Street, 8th Floor

Columbus, Ohio 43215-3430

Completing the Budget Table
Please refer to the ODMH Guidance Document for the completion of the Budget Table and Budget Narrative.
1. Double-click on table to open the Excel function.

2. Enter budget information into the Excel table cells.

3. Use the grey scroll bar to the right to maneuver within the table from top to bottom.
4. When finished entering budget information in the Excel table, please double-click outside the table to finalize work.

5. Use the information entered in the budget table to complete the Budget Narrative.
Application Questions
Please submit any questions with regard to the SFY 2012 Funding Application process to Applications12@mh.ohio.gov or contact your Project Lead.

  Project Information: To Be Completed By ODMH Project Lead
	Project Name:      


	Award Procurement Method:    FORMCHECKBOX 
  Sub-grant          FORMCHECKBOX 
  Inter-agency agreement (IAA)



	Project Reference Code:      
Project Sub-Award Number:      

	Program Start Date

(mm/dd/yyyy):       
Program End Date

(mm/dd/yyyy):       
Funding Source Start Date

(mm/dd/yyyy):       
Funding Source End Date

(mm/dd/yyyy):       

	If more than one funding source:

Project Reference Code:      
Project Sub-Award Number:      

	


	Project Lead:      
Title:      
ODMH Division:      
ODMH Office:      

	Authorizing Administrator:

     
Title:
     


	Address:

Ohio Department of Mental Health

30 E. Broad St., Floor      
Columbus, Ohio 43215
Office Phone:      
	Additional Contact Information:

Mobile Phone:      
Fax Number:      
Email:      


  Applicant Information: To Be Completed By Sub-Grant Applicant
	Organization Name:      
Legal Name (if different):      

	Fiduciary Agent Name  (if different):
      


	Legal Status:

 FORMCHECKBOX 
  Non-Profit                                              FORMCHECKBOX 
  Government Entity
 FORMCHECKBOX 
  For-Profit                                               FORMCHECKBOX 
  Other (specify) ____________________


	Federal Tax ID:      

	Central Contractor No. (CCN)
(if applicable):      


	Congressional District:      

	DUNS Number:      

	Applicant Contact Name: 

     
Title (e.g. program manager): 

     
Office Phone:      
Mobile Phone:      
E-mail:      
Organization Information:

Street Address:      
City:      
State:         

Zip:      
	Fiduciary Agent Contact Name:

     
Title (e.g. fiscal officer): 

     
Office Phone:      
Mobile Phone:      
E-mail:      

	
	Organization Authorized Representative
Name:      
Title:      


	Applicant Signature:
	Date:


Sub-Recipient Information: To Be Completed By Sub-Grant Applicant
	Sub-Recipient Name:           FORMCHECKBOX 
 Not Applicable     

Legal Name (if different):      
Federal Tax ID:      


	Sub-Recipient Contact Name:

     
Title (e.g. program manager):

     
Office Phone:      
Mobile Phone:      
Fax:      
E-mail:      

	Sub-Recipient Information:
Street Address:      
City:      
State:         

Zip:      

	
	Sub-Recipient Authorized Representative (if applicable)
Name:      
Title:      
E-mail:      


	Fiduciary Agent Name  (if different):
      
Fiduciary Agent Contact Name:

     
Title (e.g. fiscal officer): 

     

	Sub-Recipient Fiduciary Agent Contact Information:

Office Phone:      
Mobile Phone:      
E-mail:      


  Financial Information: To Be Completed By Sub-Grant Applicant
	A. Is Applicant subject to an A-133 audit?  Please review the threshold amount in the circulars   

     at the web link(s) below to determine what is required.

· Web link: http://www.whitehouse.gov/omb/circulars/
· Web link: http://www.whitehouse.gov/omb/circulars/a133/a133.pdf
 FORMCHECKBOX 
 If yes, please go to item B. below.                     

 FORMCHECKBOX 
 If no, please go to item D. below.


	B. If yes, provide the date the Applicant’s A-133 audit was filed with the ODMH Office of  

     Fiscal Services (mm/dd/yyyy):        

If an A-133 audit is not on file, please explain the reason:

     
C. If Applicant has A-133 audit findings, what was the management decision?  Please attach  

     the corresponding management decision with this sub-grant application.  
D. If Applicant is not subject to the audit requirements of OMB Circular A-133, please provide the date that Applicant’s financial audit was filed with ODMH Office of Fiscal Services (mm/dd/yyyy):        

If Applicant’s audit is not on file with the ODMH Office of Fiscal Services, please explain:      
E. If Applicant has a sub-recipient, was the sub-recipient subject to an A-133 audit?
 FORMCHECKBOX 
 Yes, go to item F. below.                   

 FORMCHECKBOX 
 No, go to item G. below.
F. If sub-recipient A-133 audit had findings, what management decision was issued?  
    Please attach the management decision with the application.

     
G. If Applicant of this project plans to complete project activities through a sub-recipient, 
     please describe the compliance process to assure each sub-recipient is subject to appropriate  

     monitoring and audit requirements, liability insurance, and insurance/bonds of all board
     members or employees who are responsible for payments and expenditures.  FORMCHECKBOX 
 Not Applicable
     



 Application Narrative: To Be Completed By Sub-Grant Applicant
	Please describe the purpose and activities of the project for which funding is requested and identifies the project’s expected impact on the lives of consumers and families.  Please limit to the space provided below.


	     



Federal Funding and Transparency Act (FFATA) Required Information

Note: If you are applying for Federal funding, the following table must be completed.  Please type required information into gray cells.
	Organization Name:      

	Legal Name, if different:     

	Federal Tax ID:
‘ 

DUNS Number:
	     
     

	Address:

     
	Phone Number:

     

	City:

     
	State:

     
	Fax:

     

	 Zip Code:

     
	County

     
	Congressional District

     

	E-mail:      

	Amount of Federal Funds for Project: 

     
	Federal Funding Source (i.e., Block Grant)
     

	Purpose of Award:

     


Note: Link to Congressional Districts: http://www.sos.state.oh.us/SOS/upload/elections/maps/OEcongressDist.pdf
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Program Information

Project Name: 

Applicant Name:

Funding Source: Requested Amount:

Proposed Expenditure of Federal Funds  

* See instructions for information about indirect costs.

Quarter 1  Quarter 2 Quarter 3 Quarter 4 Total

a. Personnel - $                

b. Fringe Benefits - $                

c. Travel - $                

d. Equipment - $                

e. Supplies - $                

f.  Contractual - $                

g. Construction - $                

h. Other - $                

i. Total Direct Costs - $              - $               - $              - $               - $                

j. Indirect Costs* - $                

k. Totals - $              - $               - $              - $               - $                

If projected cash flow of requests is different from Proposed Expenditures, please complete:

Projected Requests Quarter 1  Quarter 2 Quarter 3 Quarter 4 Total

for Advance/ - $              - $               - $              - $               - $                

Reimbursement

If projected requests are not of equal amounts for each quarter, please explain:

Other Funding and Revenue Sources 

(e.g., other grants, local funds, in-kind contributions)

Amount

- $                

- $                

- $                

- $                

Estimated Program Income

List sources of other funds below:

Amount

- $                

- $                

- $                

-                  

Additional information, if applicable:



Name of the Funding Source



Total



Total

Budget Table for (specify funding period)



Funding Source



Federal Block Grant CFDA 93.958 and PATH CFDA 93.150

Federal Funds

Non-Federal Funds

SFY ________

Other: Funding begins ___________   (date) 

ends ____________  (date)



  Budget Narrative

Budget Period:      
Sub-Awardee:      
Project Title:      
Total Request:      
The purpose of this Budget Narrative is to provide a detailed explanation of how expenditures were calculated and the justification for the expended funds for the devoted project.  The Budget Narrative must be submitted in required format for approval.  Please refer to Guidance Document for SFY 2012 Funding Application for the revised definition for Indirect/Administrative Costs.  Note:  There are additional acceptable methods for allocating indirect costs in your budget.  Please refer to OMB Circulars listed in Appendix B of the SFY 2012 Guidance Document and consult your organization’s accountant and/or auditor.
DIRECT COSTS

a. Personnel Salaries and Wages (insert total funds devoted to this project)

Insert explanation of how expenditures were calculated and the justification for the expended funds for the devoted project. 

b. Fringe Benefits (insert total funds devoted to this project)
Insert explanation of how expenditures were calculated and the justification for the expended funds for the devoted project.
c. Travel (insert total funds devoted to this project)

Insert explanation of how expenditures were calculated and the justification for the expended funds for the devoted project.
d. Equipment (insert total funds devoted to this project) 

Insert explanation of how expenditures were calculated and the justification for the expended funds for the devoted project.
e. Supplies (insert total funds devoted to this project)

Insert explanation of how expenditures were calculated and the justification for the expended funds for the devoted project.
f. Contractual (insert total funds devoted to this project)

The cost of consultants and other independent contractors (including their invoiced support costs), temporary help, and task and deliverables based sub-contracts (if described in the grant’s proposal or subsequently approved by ODMH).
g. Construction  (N/A) – These costs are not allowable for federal funds.
h. Other Expenses (insert total funds devoted to this project)

Insert explanation of how expenditures were calculated and the justification for the expended funds for the devoted project.
Indirect Costs (insert total funds devoted to this project)

Insert explanation of how expenditures were calculated and the justification for the expended funds for the devoted project.
AGREEMENT AND ASSURANCES ADDENDUM

Executed in accordance with

EXECUTIVE ORDER 2011-12K

[Banning the Expenditure of Public Funds on Offshore Services]

and the

Federal Funding Accountability and Transparency Act

EXECUTIVE ORDER REQUIREMENTS:

The SUB-AWARDEE affirms to have read and understands Executive Order 2011-12K issued by Ohio Governor John Kasich and shall abide by those requirements in the performance of this Agreement, and shall perform no services required under this Agreement outside of the United States.  

The SUB-AWARDEE also affirms, understands, and agrees to immediately notify the DEPARTMENT of any change or shift in the location(s) of services performed by the SUB-AWARDEE or its sub-awardees or subcontractors under this Agreement, and no services shall be changed or shifted to a location(s) that are outside of the United States. 

I. Termination, Sanction, Damages:

If SUB-AWARDEE or any of its sub-awardees or subcontractors performs services under this Agreement outside of the United States, the performance of such services shall be treated as a material breach of the Agreement. The DEPARTMENT is not obligated to pay and shall not pay for such services. If SUB-AWARDEE or any of its sub-awardees or subcontractors performs any such services, SUB-AWARDEE shall immediately return to the DEPARTMENT all funds paid for those services. The DEPARTMENT may also recover from the SUB-AWARDEE all costs associated with any corrective action the DEPARTMENT may undertake, including but not limited to an audit or a risk analysis, as a result of the SUB-AWARDEE performing services outside the United States.

The DEPARTMENT may, at any time after the breach, terminate the Agreement, upon written notice to the SUB-AWARDEE.  The DEPARTMENT may recover all accounting, administrative, legal and other expenses reasonably necessary for the preparation of the termination of the Agreement and costs associated with the acquisition of substitute services from a third party.

The DEPARTMENT, in its sole discretion, may provide written notice to SUB-AWARDEE of a breach and permit the SUB-AWARDEE to cure the breach. Such cure period shall be no longer than 21 calendar days. During the cure period, the DEPARTMENT may buy substitute services from a third party and recover from the SUB-AWARDEE any costs associated with acquiring those substitute services.  

Notwithstanding the DEPARTMENT permitting a period of time to cure the breach or the SUB-AWARDEE’s cure of the breach, the DEPARTMENT does not waive any of its rights and remedies provided the DEPARTMENT in this Agreement, including but not limited to recovery of funds paid for services the SUB-AWARDEE or any of its sub-awardees or subcontractors performed outside of the United States or costs associated with corrective action.
II. 
Assignment/Delegation: 

The SUB-AWARDEE will not assign any of its rights, nor delegate any of its duties and responsibilities under this Agreement, without prior written consent of the DEPARTMENT.  Any assignment or delegation not consented to may be deemed void by the DEPARTMENT. 

TRANSPARENCY ACT REQUIREMENTS:
In accordance with the Federal Funding Accountability and Transparency Act of 2006 [P.L.109-282, as amended by § 6202(a) of P.L. 110-252] and implementing regulations at 2 CFR Part 170, the SUB-AWARDEE assures the DEPARTMENT that it has the necessary processes and systems in place to comply with applicable reporting requirements of the Federal Funding Accountability and Transparency Act and will report information required under the act, as applicable.

SUB-AWARDEE:

_______________________________________




_______________

Name 









Date

The Applicant shall provide all the name(s) and location(s) where services under the award Agreement will be performed in the spaces provided below or by attachment. Failure to provide this information as part of the response will deem the Applicant not responsive and no further consideration will be given to the response.   Applicant’s application will not be considered. If the Applicant will not be using sub-recipients, indicate “Not Applicable” in the appropriate spaces.  

1. Principal location of business of Sub-Awardee (Applicant): 
	     
	     
	  
	     

	Applicant Name
	Address
	State
	Zip


Name/Principal location of business of sub-recipient(s):  FORMCHECKBOX 
 Not Applicable

	     
	     
	  
	     

	Sub-Recipient Name
	Address
	State
	Zip


	     
	     
	  
	     

	Sub-Recipient Name
	Address
	State
	Zip


2. Location where services will be performed by Sub-Awardee (Applicant):
	     
	     
	  
	     

	Applicant Name
	Address
	State
	Zip


Name/Location where services will be performed by sub-recipient(s):  FORMCHECKBOX 
 Not Applicable
	     
	     
	  
	     

	Applicant Name
	Address
	State
	Zip

	     
	     
	  
	     

	Applicant Name
	Address
	State
	Zip


3. Location where state data will be stored, accessed, tested, maintained or backed-up, by Sub-Awardee (Applicant):

	     
	     
	  
	     

	Name
	Address
	State
	Zip


Name/Location(s) where state data will be stored, accessed, tested, maintained or backed-up by sub-recipient(s):  FORMCHECKBOX 
 Not Applicable

	     
	     
	  
	     

	Name
	Address
	State
	Zip


	     
	     
	  
	     

	Name
	Address
	State
	Zip


	     
	     
	  
	     

	Name
	Address
	State
	Zip


	     
	     
	  
	     

	Name
	Address
	State
	Zip


	     
	     
	  
	     

	Name
	Address
	State
	Zip


4. Location where services to be performed will be changed or shifted by Sub-Awardee (Applicant):

	     
	     
	  
	     

	Name
	Address
	State
	Zip


Name/Location(s) where services will be changed or shifted to be performed by sub-recipient(s):

	     
	     
	  
	     

	Name
	Address
	State
	Zip


	     
	     
	  
	     

	Name
	Address
	State
	Zip


	     
	     
	  
	     

	Name
	Address
	State
	Zip


	     
	     
	  
	     

	Name
	Address
	State
	Zip


	     
	     
	  
	     

	Name
	Address
	State
	Zip
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_1372077422.xls
GRF Budget Document 

		Budget:  Application

		Program Information

		Project Name:

		Applicant's Name:

		Funding Source:						Requested Amount:

		Proposed Expenditures of Non-Federal Funds

				Quarter #1		Quarter #2		Quarter #3		Quarter #4		Total

		a. Personnel										$   - 0

		b. Fringe Benefits										$   - 0

		c. Travel										$   - 0

		d. Equipment										$   - 0

		e. Supplies										$   - 0

		f.  Contractual										$   - 0

		g. Construction										$   - 0

		h. Other										$   - 0

		i. Total Costs		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0

		If Projected Cash Flow of Requests is Different from Proposed Expenditures, Please complete

		Projected Requests		Quarter #1		Quarter #2		Quarter #3		Quarter #4		Total

		for Advance/		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0

		Reimbursement

		If projected requests are not of equal amounts for each quarter, please explain:

		Other Funding and Revenue Sources (i.e. other grants, local funds, in-kind contributions)

		Name of the Funding Source										Amount

		Total										- 0

		Estimated Program Income				List sources of other funds below:

		Name of the Funding Source										Amount

												$   - 0

												$   - 0

												$   - 0

		Total										- 0

		Additional Information, if applicable:





Federal Budget Doc

		Budget Table for (specify funding period)

		Federal Block Grant CFDA 93.958 and PATH CFDA 93.150

		Check one						Check one

		Program Information

		Project Name:

		Applicant Name:

		Funding Source:						Requested Amount:

		Proposed Expenditure of Federal Funds						* See instructions for information about indirect costs.

				Quarter 1		Quarter 2		Quarter 3		Quarter 4		Total

		a. Personnel										$   - 0

		b. Fringe Benefits										$   - 0

		c. Travel										$   - 0

		d. Equipment										$   - 0

		e. Supplies										$   - 0

		f.  Contractual										$   - 0

		g. Construction										$   - 0

		h. Other										$   - 0

		i. Total Direct Costs		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0

		j. Indirect Costs*										$   - 0

		k. Totals		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0

		If projected cash flow of requests is different from Proposed Expenditures, please complete:

		Projected Requests		Quarter 1		Quarter 2		Quarter 3		Quarter 4		Total

		for Advance/		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0

		Reimbursement

		If projected requests are not of equal amounts for each quarter, please explain:

		Other Funding and Revenue Sources (e.g., other grants, local funds, in-kind contributions)

		Funding Source										Amount

												$   - 0

												$   - 0

												$   - 0

		Total										$   - 0

		Estimated Program Income				List sources of other funds below:

		Name of the Funding Source										Amount

												$   - 0

												$   - 0

												$   - 0

		Total										- 0

		Additional information, if applicable:



Federal Funds

Non-Federal Funds

SFY ________

Other: Funding begins ___________   (date)

ends ____________  (date)




