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Applicant Checklist and Attachments:

 FORMCHECKBOX 
  Application 
 FORMCHECKBOX 
 Completed Application for Funding for Programs and Projects e-mailed to ODMH in MS Word version 2003 or lower.
 FORMCHECKBOX 
 Electronic Transfer of Funds Form (EFT) – Please use this EFT form  

                 only if you wish to expedite award disbursement.  Please note: Use of 

                 this form is optional.  Mail signed EFT to ODMH.
 FORMCHECKBOX 
 Signature of Applicant in Section IV mailed to ODMH.
 FORMCHECKBOX 
 Performance Measurement Worksheet is completed and e-mailed to ODMH in MS Word version 2003 or lower.

 FORMCHECKBOX 
 Signed: Attachment #1:  ODMH Agreements and Assurances mailed to ODMH. Attachment #1 includes: 

 FORMCHECKBOX 
 Signed: Attachment #2: Certifications mailed to ODMH

 FORMCHECKBOX 
 Signed: Attachment #3: Assurances – Non-construction Program mailed to ODMH

 FORMCHECKBOX 
  Signed: Attachment #4: Declaration of Material Assistance/Non-Assistance to Terrorist Organization mailed to ODMH

 FORMCHECKBOX 
  Attachment #5:  If Applicable, List of Additional Attachments (e.g. IRS form 990):
 FORMCHECKBOX 
 If applicable, all new applicants are required to submit the most recent audit with the application. Scanned or electronic version preferred.

 FORMCHECKBOX 
 Provide a copy of Liability Insurance to cover all claims arising out of the activities in the agreement and assurances (refer to paragraph #8 in attachment #1). Scanned or electronic version preferred.

 FORMCHECKBOX 
 Provide a Prefer scanned or electronic version preferred.

Note: 

1. Boards do not need to resubmit Agreement and Assurance (Attachment #1) if one was submitted with their Community Plan.

2. Organizations who have submitted an executed Agreement and Assurance covering the same time period (SFY 11) do not need to resubmit Agreement and Assurance (Attachment #1).

	Section I:  Project Information
(ODMH Project Lead completes)

	 1. Project Name: Implementing Medical Protocols in Community Mental Health 

	 2. Procurement/Award Type:  

 FORMCHECKBOX 
 Sub-grant 
 FORMCHECKBOX 
 Inter-agency agreement (between state agencies)

	 3. Project Reference Code:               BG-11-100-14
Proposed Sub-Award Number:       
If more than one funding source:

Project Reference Code:                    
Proposed Sub-Award Number:       

	4. Program Start Date  

  (m/d/yr): 10/8/2010
5. Program End Date* 
      (m/d/yr): 6/30/11 
Funding Source Start Date*   (m/d/yr):10/8/2010
 Funding Source End Date* 

 (m/d/yr):6/30/11


	 6. Project Abstract (Purpose):  (Describe project in 150 words or less)

Ohioans with serious mental illnesses experience rates of somatic physical health morbidity and mortality that far exceed those of the general population. State and national research has revealed that the years of life lost attributable to this common co-morbidity are significant. ODMH is seeking a subgrantee partner organization who will implement onsite training, consultation and technical assistance for implementing specific medical protocols into selected pilot community mental health centers (CMHCs) for the following three common health comorbidities:1) Diabetes Mellitus; 2) Metabolic Syndrome; 3) Bowel Management.Each medical protocol must be implemented in a minimum of five CMHCs. 

	 7. Age Groups: (select all that apply)
 FORMCHECKBOX 
 All ages 
 FORMCHECKBOX 
 Children (0-18)
 FORMCHECKBOX 
 Adults (19 -59)
 FORMCHECKBOX 
 Older Adults (60+)
	8.  Population:        
 FORMCHECKBOX 
 SED                   

 FORMCHECKBOX 
 SMD/SPMI FORMCHECKBOX 
 Families

 FORMCHECKBOX 
 Forensic


	(select all that apply)
 FORMCHECKBOX 
 Juvenile Justice
 FORMCHECKBOX 
 Youth &  Youth in Transition Youth

 FORMCHECKBOX 
 Other:     

	9. Service type: (check all that apply)
 FORMCHECKBOX 
 Clinical  

 FORMCHECKBOX 
 Employment

 FORMCHECKBOX 
 Evidence-Based Practice

 FORMCHECKBOX 
 Peer/Family Education

 FORMCHECKBOX 
 Peer/Family Support


	 FORMCHECKBOX 
 Housing/Homeless  

 FORMCHECKBOX 
 Prevention/Early Intervention

 FORMCHECKBOX 
 School-based

 FORMCHECKBOX 
 Technical Assistance/Training 

 FORMCHECKBOX 
 Other, Specify:     


	Section I:  Project Information (continued)
(ODMH Project Lead completes)

	 10. Plans and/or Performance Indicators Addressed by Project 

	A. Plans: 

	ODMH Strategic Plan

(check all that apply)

	Goals
	Strategies

	 FORMCHECKBOX 
 1.  Restructure Ohio’s mental health system to reduce disparities, achieve efficiencies, and assure equitable access to effective core services and supports.

	 FORMCHECKBOX 
   Align and deploy resources to assure service capacity and access to meet consumer need.
 FORMCHECKBOX 
  Lead the process for structural

changes necessary to adapt to current revenue loss and opportunities within national healthcare reform.


	 FORMCHECKBOX 
 2.  Support the recruitment, development and retention of an efficient, qualified, diverse and culturally competent workforce.

	 FORMCHECKBOX 
   Improve conditions and create incentives to promote mental health occupations as viable career opportunities.
 FORMCHECKBOX 
   Create an ongoing staff development program within ODMH that assures cultural and other targeted competencies, individual productivity and professional growth.


	 FORMCHECKBOX 
 3.  Reform internal and external processes and regulatory framework to align the mental health system with emerging health technology standards
	 FORMCHECKBOX 
    Influence and advance development of an electronic health record and information exchange connected to state and national health information exchange initiatives.
 FORMCHECKBOX 
    Streamline regulatory requirements in conjunction with federal and state agencies, accrediting bodies and regulatory boards.



	Section I:  Project Information (continued)
(ODMH Project Lead completes)

	 10. Plans and/or Performance Indicators Addressed by Project 

	A. Plans: 

	ODMH Strategic Plan

(check all that apply)

	Goals
	Strategies

	 FORMCHECKBOX 
 4.  Accelerate and incentivize clinical excellence for Ohioans at all life stages. 


	 FORMCHECKBOX 
   Promote establishment of “person-centered health care homes” inclusive of the mental health system.
 FORMCHECKBOX 
   Promote efficient and effective protocols and practices to increase the quality of health and life expectancy of people with serious emotional disturbance and severe mental illness.


	 FORMCHECKBOX 
 5.  Leverage resources and strengthen collaboration to develop and influence policy that promotes mental health and wellness.

	 FORMCHECKBOX 
 Create an infrastructure for effective policy development.
 FORMCHECKBOX 
 Create an infrastructure for effective communications.


	 FORMCHECKBOX 
 6.  Execute a rapid contingency planning process to address critical events/changes in the environment.

	 FORMCHECKBOX 
  Develop a response capacity based on best practices.



	Section I:  Project Information (continued)
(ODMH Project Lead completes)

	 10. Plans and/or Performance Indicators Addressed by Project 

	 A. Plans: 

	New Freedom Commission (NFC)
(Block Grant Only)

	 FORMCHECKBOX 
   Not applicable
 FORMCHECKBOX 
  NFC 1: Americans understand that mental health is essential to overall health

 FORMCHECKBOX 
  NFC 2: Mental health care is consumer 

& family driven

 FORMCHECKBOX 
  NFC 3: Disparities in mental health services are eliminated


	 FORMCHECKBOX 
  NFC 4: Early mental health screening, 

       assessment, & referral to services are 

       common practice

 FORMCHECKBOX 
  NFC 5: Excellent mental health care is  

       delivered and research is accelerated

 FORMCHECKBOX 
  NFC 6: Technology is used to access 

       mental health care and information.



	B. Performance Indicators
	

	Flexible Performance Agreement (FPA)
(required only if project is currently reporting FPA)

	 FORMCHECKBOX 
 Not applicable
 FORMCHECKBOX 
  IDDT EBP

 FORMCHECKBOX 
 Supported Employment EBP

 FORMCHECKBOX 
 Wellness Mgmt.& Recovery  EBP
	 FORMCHECKBOX 
CIT Training

 FORMCHECKBOX 
 Coercion/Violence Free Environment

 FORMCHECKBOX 
 Prevention Awareness

 FORMCHECKBOX 
 Hospital & Community Safety

	Other Measures:

(This space is to add measures specific to other funding sources. Do not place the projects Performance Measurement Worksheet information in this box)

	 FORMCHECKBOX 
 Other, specify:      
 FORMCHECKBOX 
 Other, specify:      
 FORMCHECKBOX 
 Other, specify:      
 FORMCHECKBOX 
 Other, specify:      
 FORMCHECKBOX 
 Other, specify:      


	Section I:  Project Information (continued)
(ODMH Project Lead completes)

	 10. Plans and/or Performance Indicators Addressed by Project 

	C. Transformation State Incentive Grant (T-SIG)



	Comprehensive Mental Health Plan Goals:
T-SIG Only (Select all that apply)

	 FORMCHECKBOX 
 Not applicable

 FORMCHECKBOX 
  CMHP A1-1 System Finance
 FORMCHECKBOX 
  CMHP A2-1 Workforce

 FORMCHECKBOX 
  CMHP A3-2 Cross agency data

 FORMCHECKBOX 
  CMHP A3-2 Cross agency data

 FORMCHECKBOX 
  CMHP A4-1 Elec Health Records

 FORMCHECKBOX 
  CMHP A4-2 Telehealth

 FORMCHECKBOX 
   CMHP A5-1 Acute and forensic hospital

 FORMCHECKBOX 
  CMHP B1-2 Wellness learning

 FORMCHECKBOX 
  CMHP B1-3 Older Ohioans Health BH

 FORMCHECKBOX 
  CMHP B2-1 Supportive housing finance

 FORMCHECKBOX 
  CMHP B2-2 ACF Policy

 FORMCHECKBOX 
  CMHP B2-3 ACF Organization

 FORMCHECKBOX 
  CMHP B3-2 Expedited SSI Medicaid

 FORMCHECKBOX 
  CMHP B4-1 Empl Collab Guide MBIWD

 FORMCHECKBOX 
  CMHP B6-1 School Based MH Data

 FORMCHECKBOX 
  CMHP B6-2 Effective practices Registry

 FORMCHECKBOX 
  CMHP B7-1 TAY Leadership

 FORMCHECKBOX 
  CMHP B7-2 TAY Gaps Barriers

 FORMCHECKBOX 
  CMHP B7-3 Schizophrenia Prodrome

 FORMCHECKBOX 
  CMHP C1-1 ECMH
	 FORMCHECKBOX 
 CMHP C2-1 Cultural Comp Definition

 FORMCHECKBOX 
 CMHP C2-2 Cult Specific Groups Gaps Bar

 FORMCHECKBOX 
 CMHP C2-3 Cult Comp Infrastructure

 FORMCHECKBOX 
 CMHP C4-1 MH Courts

 FORMCHECKBOX 
 CMHP C4-2 Crisis Intervention Training

 FORMCHECKBOX 
 CMHP C4-3 Juv Justice Coord

 FORMCHECKBOX 
 CMHP C5-1 Continuity of Care

 FORMCHECKBOX 
 CMHP D1-2 Supported Employment

 FORMCHECKBOX 
 CMHP D1-3 WMR

 FORMCHECKBOX 
 CMHP D2-1 Trauma Data

 FORMCHECKBOX 
 CMHP D2-2 Trauma Screen and Assess

 FORMCHECKBOX 
 CMHP D2-3 Trauma Curricula Comm Exp.

 FORMCHECKBOX 
 CMHP D2-4 Educate Comm & Professionals

 FORMCHECKBOX 
 CMHP D3-1 Outcomes Adult Demos

 FORMCHECKBOX 
 CMHP D3-2 Outcomes Youth Demos

 FORMCHECKBOX 
 CMHP D4-1 Family Advocacy Planning

 FORMCHECKBOX 
 CMHP D4-1 Family Advocacy Planning

 FORMCHECKBOX 
 CMHP D4-2 Family Advocacy Network

 FORMCHECKBOX 
 CMHP D6-1 Foster self reliance



	GPRA (Governmental Performance Results Act)

Required only for application for T-SIG funds

	 FORMCHECKBOX 
  Not Applicable

 FORMCHECKBOX 
  Policy Change

 FORMCHECKBOX 
  Workforce Training

 FORMCHECKBOX 
  Finance Policy Change
	 FORMCHECKBOX 
  Organizational Change

 FORMCHECKBOX 
  Organizations Using/Analyzing Data

 FORMCHECKBOX 
  Consumer/Family Network

 FORMCHECKBOX 
  Programs Implementing Practices per CMHP



	D. Block Grant National Outcome Measures

Only required for Block Grant funding

	 FORMCHECKBOX 
 Not applicable

 FORMCHECKBOX 
 1. Increased Access to Services (Service Capacity)



 FORMCHECKBOX 
 2. Reduced Utilization of Psychiatric Inpatient Beds

 FORMCHECKBOX 
 3. Use of Evidence-Based Practices


 FORMCHECKBOX 
 4. Client Perception of Care



	 FORMCHECKBOX 
 5. Increased/Retained Employment Return

         to/Stay in School

 FORMCHECKBOX 
 6.   Decreased Criminal Justice Involvement

 FORMCHECKBOX 
 7.   Increased Stability in Housing

 FORMCHECKBOX 
 8.   Increased Social Supports/Social  

           Connectedness





 FORMCHECKBOX 
 9.   Improved Level of Functioning




	Section I:  Project Information (continued)
(ODMH Project Lead completes)

	 10. Plans and/or Performance Indicators Addressed by Project 

	E. Reporting Requirements :Select one:
 FORMCHECKBOX 
 Quarterly 

 FORMCHECKBOX 
 Mid-Year (first 6 months) and Year-End (entire grant period)
 FORMCHECKBOX 
 Year-End Reports (entire grant period)
 FORMCHECKBOX 
 Other: Monthly and Annual Report

	


	Section II:  Funding Source 
(ODMH Project Lead completes)

	11. Fund Description (narrative): 
Block Grant

	12. Project Type: select one

	 FORMCHECKBOX 
 Continuation Sole Source 

 FORMCHECKBOX 
 New Sole Source

 FORMCHECKBOX 
 Review for Funding Consideration
	 FORMCHECKBOX 
 Limited Compete

 FORMCHECKBOX 
 Competitive

 FORMCHECKBOX 
 Review for Funding Consideration

	13. Proposed ODMH Funding Sources 
	14. Dollar Amount

	 FORMCHECKBOX 
 Block Grant  (CFDA 93.958) 
	$150,000.00

	T-SG  (CFDA 93.243) 
 FORMCHECKBOX 
 TSG1 Continuation FFY 2010 award

	     

	 FORMCHECKBOX 
 Title IV-B, Part 1 Child & Family Services Funds-ODJFS 

     (CFDA 93.645)
	     

	 FORMCHECKBOX 
 Title IV-B, Part 2 Family Support Funds :ODJFS (CFDA 93.556)
	     

	 FORMCHECKBOX 
 5AU Rotary; ODMH Account for Receipt of Federal Funds
	     

	 FORMCHECKBOX 
 PATH (CFDA 93.150)
	     

	 FORMCHECKBOX 
 401 Forensic GRF
	     

	 FORMCHECKBOX 
 402 Residency Training Program GRF
	     

	 FORMCHECKBOX 
 404 System of Care (SOC) GRF
	     

	 FORMCHECKBOX 
 405 Ohio Family & Children First GRF
	     

	 FORMCHECKBOX 
 408 Community & Hospital Mental Health Services
	     

	 FORMCHECKBOX 
 636 Local Mental Health Subsidy - Federal Stimulus
	     

	 FORMCHECKBOX 
 Other, specify:       
	     

	Total:
	$150,000.00

	15. Funding Source Start Date: 10/8/2010
	16. Funding Source End Date:  
6/30/11


	    Section III:  ODMH Contact Information

(ODMH Project Lead completes)

	17. Division: 

Medical Director
	18. Office: 

Integrated Clinical Care

	19. Authorizing Administrator:

Marion Sherman, MD
	20. Title:

Medical Director

	21. ODMH Project Lead: 

Afet Kilinc, PhD, PCC
	22. Title:

Integrated Clinical Care Director

	23. Address:  

Ohio Department of Mental Health

30 E. Broad St., 8th Floor 
	24. Phone Number: 

614-752-9703

	Columbus, OH 43215
	25. Mobile Phone Number: 

     

	26. E-mail: 

Afet.Kilinc@mh.ohio.gov 
	27. Fax:

614-752-9453


	Section IV:  Applicant Information  

(Applicant completes remainder of application)

	28. Organization Name:      

	29. Legal Name, if different:     

	30. Applicant’s Affiliation Type:  

	 FORMCHECKBOX 
 Evidence Supported Services
 FORMCHECKBOX 
 Consumer/Family 
 FORMCHECKBOX 
 Children’s  

 FORMCHECKBOX 
 Forensic

 FORMCHECKBOX 
 Board
	 FORMCHECKBOX 
 Other state agency 

 FORMCHECKBOX 
 Residency/training
 FORMCHECKBOX 
 Research/Evaluation (T-SIG Funds only)  

 FORMCHECKBOX 
 Other, specify      

	31. Legal Status:
 FORMCHECKBOX 
 Non-profit

 FORMCHECKBOX 
 For-profit
	 FORMCHECKBOX 
 Governmental Entity
 FORMCHECKBOX 
 Other, specify      

	32a. Federal Tax ID: 

     
32b. Congressional District
     
	32c. Central Contractor Number (CCR)
     
32d. DUNS Number

     

	33. Contact Name (e.g. program manager) 

     
	34. Title:

     

	35. Address:

     
	36. Phone Number:

     

	37. City:

     
	38. State:

      
	40. Mobile Phone Number:

     

	39. Zip Code:

     
	41. Fax:

     

	42. E-mail:      

	43. Fiscal Contact: 

     
	44. Title:

     

	45. Address:

     
	49. Phone Number:

     

	46. City:

     
	47. State:

     
	50. Mobile Phone Number:
     

	48. Zip Code:

     
	51. Fax:

     

	52. E-mail:      

	53. Authorized Representative:

     
	54. Title:          
 E-Mail:      

	55. Signature
:                                        _______  56. Date Signed:       


	Section V:  Sub-Recipient Information
(Refer to definitions in Application Guidance)

	57. Sub-Recipient Name:
     
	 FORMCHECKBOX 
 Not applicable

	58. Legal Name, if different: 

     

	59. Federal Tax ID: 

     
	

	60. Contact Name (e.g. program manager): 

     

	61. Address:

     
	62. Phone Number:
     

	63. City:

     
	64.  State:

     
	65. Mobile Phone Number:
     

	66. Zip Code:

     
	67. Fax:

     

	68. E-mail:     


	Section V:  Additional Sub-Recipient Information

(Refer to definitions in Application Guidance)

	57. Sub-Recipient Name:
     
	 FORMCHECKBOX 
 Not applicable

	58. Legal Name, if different: 

     

	59. Federal Tax ID: 

     
	

	60. Contact Name (e.g. program manager): 

     

	61. Address:

     
	62. Phone Number:
     

	63. City:

     
	64.  State:

     
	65. Mobile Phone Number:
     

	66. Zip Code:

     
	67. Fax:

     

	68. E-mail:     


	Section VI:  Key Operational Partners in Program
(Refer to definitions in Application Guidance)
 FORMCHECKBOX 
 Not Applicable

	69. Key

 Operational

 Partners:
	70. Role in Program:

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     


	Section VII:  Grant Experience

(Applicant lists the sources, amounts and award dates for up to five of the largest grants or sub-grants/sub-awards that your organization has administered for similar or related work in the past three years.)

 FORMCHECKBOX 
 No Grant Experience within the past three years

	71. Grant Name
	72. Granting

Agency
	73. Start Date
	 74. End Date
	75. Amount

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     


	Section VIII:  Fiscal Responsibility
(Applicant completes)

	76. Is the applicant required to undergo an A-133 audit?  

Please review the threshold amount in the circular at the web link below to determine what is required.

 Web link:  http://www.whitehouse.gov/omb/circulars/a133/a133.html
 FORMCHECKBOX 
 Yes, go to item 77                     

 FORMCHECKBOX 
 No, go to item 79



	77.  If yes, give date that the applicant’s fiscal A-133 audit was filed with ODMH Office of Fiscal Services:        

If no A-133 audit is on file, explain:

     
78. If the applicant’s A-133 audit had findings, what was the management decision?  Please attach the management decision with the application.
     
79. If the applicant is not subject to the audit requirements of OMB Circular A-133, give

      the date that the applicant’s financial audit was filed with ODMH Office of Fiscal Services:       

 If the applicant’s audit is not on file with ODMH Office of Fiscal Services, explain (i.e. Agency seeking funding from ODMH for the first time):

     
80. If the applicant has a sub-recipient, was the sub-recipient required to undergo an 
 A-133 audit? 

 FORMCHECKBOX 
 Yes, go to item 81                   

 FORMCHECKBOX 
 No, go to item 82
81. If sub-recipient’s A-133 audit had findings, what was the management decision you issued?  Please attach the management decision with the application.
     
82. If the applicant of this project plans to complete project activities through a sub-recipient, please describe the monitoring process to assure each sub-recipient has the proper audit (i.e., A-133 or a financial audit), liability insurance to cover all claims arising out of these activities, and insurance/bonds of all board members or employees who are responsible for payments and expenditures.  FORMCHECKBOX 
 not applicable
     


83. Section IX:  Application Narrative:  
a. This section describes the purpose and activities of the project for which funding is requested and identifies the projects’s expected impact on the lives of consumers and families. One page limit for continuation project and two page limit for new programs.
      
b. What evaluation mechanism will be used to measure the positive impact of the project on the identified stakeholder(s)?  (Limit to one page)
     
84. Section X:  Applicant’s Achievements or Qualifications
a. For Continuation Funding or Review for Funding Consideration:  Summary of Previous Year’s Achievements and Barriers
Please describe the top five achievements of this project during the last 12 months and up to three barriers encountered.  (Limit to one page)
  FORMCHECKBOX 
 Not applicable
       
b. What evaluation mechanism was used to measure the positive impact of the project on the identified stakeholder(s)?  (Limit to one page)
     
c. For New Programs:  Organization’s Qualifications
Concisely describe your organization’s qualifications to carry out this project. 
(Limit to two pages)
 FORMCHECKBOX 
 Not applicable
     
85. Section XI:  Sustainability Plan
Briefly explain how this work will be continued after this funding.   If not applicable, please explain why.  (Limit to one-half page)
     

Please consult the Guidance Document  to correctly complete the budget table. 
 
[image: image4.emf]Check only one

Program Information

Project Name: 

Applicant's Name:

Funding Source: Requested Amount:

Proposed Expenditures 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 

(i.e. 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

86. Budget



Name of the Funding Source



Federal Funds

Non-federal funds



Budget Narrative


Budget Period: Insert Time Priod
Sub-Awardee: Insert Organizations Name
Project Title: Insert projects Name
Total Request: Insert  funding Amount
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 11/FFY 12 Continuation Funding Application.
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 
These costs are not allowable for federal funds. 

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.
87. Section XIII:  Performance Measurement 
The Performance Measurement Worksheet (PMW) will be completed and sent as a separate document with this application. Please refer the PMW document. The directions are contained within that document.
� Applicant will mail this signature page with the other signed documents including the Agreement and Assurances and relevant attachments.


� Please note:  There are additional acceptable methods for allocating indirect costs in your budget.  Please refer to OMB Circulars listed in Attachment E for information about how to allocate direct cost and consult your accountant and/or auditor.





�Hybrid of OBM requirements and ODMH


�We need to have the language and example finalized by 3/23. I will be providing a training at Operation on 4/5.
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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

		86. Budget

		Check only one

		Program Information

		Project Name:

		Applicant's Name:

		Funding Source:						Requested Amount:

		Proposed Expenditures 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 (i.e. other grants, local funds, in-kind contributions)

		Name of the 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




