Community and Children’s Resource Board
CY 2012 Application for New Requests

Community and Children’s Resource Board
NEW REQUEST APPLICATION FORM – CY 2012

Application Deadline:  September 23, 2011 at 2:00 p.m.   No late applications will be accepted.

PLEASE make note:  This application is to be used only for programs not previously receiving regular funding from the CCRB or for current CCRB partnering agencies requesting funds for programs not currently funded.  Indicate service area for which you are requesting funding.  Agencies may submit requests for funding for multiple areas of service, but must submit independent applications for each category.  REVIEW APPLICATION APPENDIX TO ENSURE ALL THAT ALL INFORMATION REQUESTED IS GIVEN.
REQUIRED:  1 ORIGINAL AND 9 COPIES OF APPLICATION
Note:  Agencies who have received funding from the previous year should use the CY 2012 Renewal Application form.  Also, this application is solely for Purchase of Services grant applications.  Inquiries concerning capital requests should be directed to CCRB, 2440 Executive Drive, Suite 214, St. Charles, MO  63303 or call 636-939-6200.

Check appropriate service area, please:

 FORMCHECKBOX 
  Temporary Shelter Services


 FORMCHECKBOX 
  Crisis Intervention    

 FORMCHECKBOX 
  Respite Care Services


 FORMCHECKBOX 
  School-based Prevention Services   

 FORMCHECKBOX 
  Transitional Living



 FORMCHECKBOX 
  Services to Unwed and Teen Mothers   

 FORMCHECKBOX 
  Home and Community-based

 FORMCHECKBOX 
  Outpatient Substance Abuse Treatment 

       Intervention Services

 FORMCHECKBOX 
  Outpatient Psychiatric Services
             FORMCHECKBOX 
  Individual, Group & Family Counseling

Supplemental Information - CCRB requires the following information be included in all applications (N/A is not an appropriate response). 1 COPY ONLY FOR SUPPLEMENTALS
 FORMCHECKBOX 
  Proof of 501c3



 FORMCHECKBOX 
  Agency Statement of Confidentiality

 FORMCHECKBOX 
  Agency policy of non-discrimination
 FORMCHECKBOX 
  Agency policy for screening of staff

       in hiring practices


                   for past child abuse and neglect

 FORMCHECKBOX 
  Most recent agency independent audit            FORMCHECKBOX 
  Mission Statement

       and management letters

 FORMCHECKBOX 
  Agency Board of Directors list

 FORMCHECKBOX 
  Certificate of Corporate Good Standing

 FORMCHECKBOX 
  Most recent Strategic Plan


 FORMCHECKBOX 
  Signed Letters of Support and/or

       (include date of last revision)

       Memorandums of Understanding

 FORMCHECKBOX 
  Copies of Agency Accreditations  

 FORMCHECKBOX 
  Board of Directors Resolution
 FORMCHECKBOX 
  Agency and Program Brochures

 FORMCHECKBOX 
  Most recent 990 Federal form
List Accrediting/Certifying/Licensure Agency(ies).  (Indicate date of last review(s)/time period awarded.)  If you have more than one accreditation, explain why this program needs both.
1.       

2.       




        
          
3.       
AGENCY PROFILE
Agency Name:          
Agency Address:       
Agency Phone Number:                                  Agency Fax Number:        
Top of Form

If headquartered in an area outside of St. Charles County, do you have a physical location in St. Charles County?                        FORMCHECKBOX 
Yes             FORMCHECKBOX 
 No                   

If yes, what is the address:       
Primary Contact and Title:       
Email Address:        
Contact Phone Number:       
Amount Requested:       
I.  AGENCY INFORMATION ~ 10 points
1. Provide a historical summary of your agency’s work within St. Charles County as it relates to the services for which you are requesting funding.   (Maximum 4500 characters)  Please provide agency and program brochures related to this service.
Top of Form

     
Bottom of Form

2.  Who is your program target population?  (Maximum 1500 characters)
     
II. PROGRAM NEED and PROGRAM DELIVERY ~ 40 points
3.  Provide a detailed description of the unmet need in St. Charles County for the services for which your agency is applying.  Provide statistical data with cited sources regarding unmet need and the target population you propose to serve.  You may use your own agency’s data and/or other outside sources to demonstrate this need.  (Maximum 4500 characters)

     
4.  State the purpose, goals and objectives of your project.  Describe how achievement of the goals will produce meaningful and relevant long-term results. (Maximum 4500 characters)
     
5.  Does this program have a wait list and if yes, what is the current number?  What is the average length of stay on your wait list?  What assistance is provided to children and youth waiting for services?  (Maximum 1500 characters)
     
6.  How and where will you market your services in order to ensure that your target population is informed about availability of services?  You may include signed Letters of Support or Memorandums from other child-serving agencies such as schools or partner agencies. (Maximum 3000 characters)
     
Program Methodology:
7.  Is your program using an evidence-based practice?  If yes, name the best practice.  Discuss efforts that show this practice is effective with your target population. Describe the therapeutic methods or curricula that will be utilized in providing these services.   (Maximum 4500 characters)

     
8.  If your program does not use an evidence-based practice, provide information to support your selection of the intervention for your population of focus.  (Maximum 3000 characters)
     
III. CLINICAL EXPERTISE and OUTCOMES ~ 25 points
9.  Discuss the capability and experience of your organization and any other partnering organizations with similar projects and populations.  Demonstrate that your organization and other partnering organizations have linkages to the target population. (Maximum 4500 characters)
     
10.  What is your staff turnover in this program?  Indicate what, if any, potential threats to program continuity exist.  What is the average length of stay per client in the program?  How does this compare to last year?  (Maximum 3000 characters)
     
11.  Provide a list of staff positions for the project, including direct and indirect, showing the role of each position and their qualifications (attach to proposal). 
OUTCOMES

12.  Include a minimum of 3 clinical goals with anticipated outcomes.  These outcomes need to be measurable and time specific.  Describe what you hope to accomplish and the process by which you will know that you have accomplished them.  Include who will be responsible for the accomplishment of each of the outcome goals, how the data will be collected, and the timeline for each goal.  Include copies of any evaluation tools you will be using and provide a description of why you are using these tools compared to other tools.  If your program has more than 3 goals, attach another page.  (Maximum 3000 characters words per goal)
Clinical Goal 1:
     
Clinical Goal 2:

     
Clinical Goal 3:

     
IV.  BUDGET~ 25 percent (Budget Forms and Budget Justification Narrative)  

AGENCY BUDGET/PROJECT BUDGET:

The 2012 CSF application includes a two-part financial section, to include:

1) An Agency-Wide Financial Excel form for your overall 2012 agency budget, your 2011 and 2010 actual audited financial information, and the budget for the program service for which you are applying.  

2) Following the overall Agency-Wide Financial form is a unit of service project section that must be completed.  Each project budget sheet will support 10 different unit of service calculations per project.  All project budget totals are carried forward to the Agency Wide Data report to provide visibility to the impact of CSF dollars on your total agency. 

Please Note:  

· Each unit of service awarded will require specific tracking and reporting throughout the contract period.  We suggest expanding into separate units of service only if it provides operational value or a significant cost difference.

· Unit of service cost requested form is the cost per unit.  The total dollars requested for the entire project is filled in at the top of the project budget worksheet – CSF Requested Funds.

For each project budget, select the appropriate service area and provide the required information.  UNDER MONTHS OF SERVICE, PLEASE CHECK “12 Months” unless your program specifically will run for less than the full contract period.

Description of additional awards of income or reductions in income can be included in summary form in the budget justification section.  Indicate whether funds are restricted or unrestricted.   

The blue fields designate input areas.  Hover-over comments are imbedded throughout the worksheets and appear as small red triangles in the corner of the description.  Each comment further describes the information requested or the calculation used.
Upon completion a hard copy of the printout should be included with your application and an electronic copy of this worksheet.  Since an agency may be submitting for multiple projects, please re-name your completed worksheet with your agency name and project in the following format:  2012-Agency Name.xls

BUDGET JUSTIFICATION NARRATIVE:

1. Summarize any changes in revenues and/or expenses since prior year.  

2. Use a separate sheet to describe each of the expense categories listed in the budget justification.  Be specific about the number of and types of staff, types of supplies, types of training, etc.  Additional pages may be attached.

Budget Justification Narrative:  In the Budget Justification Narrative section, you will need to provide a budget justification and give specific backup for the amounts given on the previous page as justification for your expenses.  Give examples.  The more specific you are the better.  As a general rule of thumb, you may use a percentage equal to the percentage of the proposed funding request to your overall service budget.

Direct Budgeted Project Expenses:  

Direct project expenses are expenses directly related to serving the client and do not include indirect or administrative costs.  Expenses within this category include clinical staff salaries, immediate supervisor salaries, clinical staff fringe benefits, immediate supervisor fringe benefits, rent/occupancy, utilities, phone/cell phones/internet, consumable supplies, printing, non-consumable supplies, mileage, staff training, professional liability insurance, and client support living expenses.  Generally each direct budgeted expense needs to identify:

1. How the expense directly relates to the child.

2. How the estimate was derived. e.g. Staff FTE at what rate, Sq. Footage, etc

Direct Clinical Staff Salaries

List and total the number of clinical staff who will be providing direct services to the youth and their families.  Provide job titles, major responsibilities, salaries and percentage of time.  We are not looking for names of staff members.  For example:  Caseworker 1 (1.0 FTE) @ $40,000 = $40,000 or Caseworker 2 (.50 FTE) @ $40,000 = $20,000.  Delineate the total number of FTEs.  Include whether or not direct clinical staff received pay increases during the last year and for what reasons (merit, cost of living adjustment, etc.).

Immediate Supervisors’ Salaries

Include the salaries of immediate supervisors.  It should be pro-rated based on the percentage of their time spent supervising their clinical staff.  Specify what percentage you are using.  Follow the guide requested for clinical staff salaries.

Staff Fringe Benefits

Include the cost of providing the following fringe benefits for the staff included as direct Clinical Staff and Immediate Supervisors’ prorated share:  FICA, Unemployment Insurance, Workmen’s Compensation, Health Insurance, and Retirement.

Rent/Occupancy

Include office space costs based on the percentage of total square footage.  Office space can include space where clients are served or where staff have desks for completing office work should clients be served outside of the office building.

Utilities

List all utilities and their costs based on the same percentage of office space utilized.  Utilities include: electric, gas, water and sewer, and trash.

Phone/Cell Phones/Internet

The cost of land lines, cell phones and internet costs may be included.  The percentage of cost should be based on the percentage of usage for this program for these devices.

Consumable Supplies

Include the cost of office supplies used in the providing of services to youth and their families.  Office supplies not being used in the providing of services to youth and their families should be included under indirect costs.

Non-consumable Supplies

Include the cost of office equipment (computers, laptops, furniture, etc.).  Provide a detailed list of items that you are including.  If any item that you are including costs above $1,000, then you must pursue 3 bids before purchasing.

Printing

Include all printing costs incurred in providing services to youth and their families.  Printing costs for marketing of this program should be included under indirect costs.

Mileage

Include the cost of reimbursing employee mileage.  You may include mileage to and from the client’s home or to any meetings that involve the client’s care.  Provide your reimbursement rate per mile.  The cost of transporting clients cannot be included in your CSF request per State Statute, but can be funded through other revenue sources.

Staff Training

Include all training and travel costs for direct clinical staff.  If you include training costs, then you may not bill for training time since the listed training costs would be calculated in the overall rate.  Licensing costs may be included here as well.

Professional Liability Insurance

Include the cost of providing professional liability for direct clinical staff and immediate supervisors.

Client Support Living Expenses

If you are housing youth as part of your services, you may include the cost of items such as food, laundry, etc. that arise as a result of the youth living temporarily in your facility.  Provide a list and cost of items that are included.

Indirect Budgeted Project Expenses:  

These are expenses related to the administrative and/or overhead related to the CSF-funded program.  Expenses related to this section include administration salaries, administration fringe benefits, building insurance, D & O insurance, building repairs, other utilities, other office supplies, other printing, postage, cleaning supplies, and advertising.   Please note:  Overhead exceeding 15 percent will need to be justified at the CCRB hearing. 
Administration Salaries 

List and total the number of indirect staff who will be providing indirect services to this program.  Please detail the expenses, for example:  If your CEO allots .05 percent time to the CSF program, your explanation would indicate .05 FTE at their listed salary. Provide information on how the administrative positions support the program.  

Administrative Fringe Benefits

Include the cost of providing the following fringe benefits:  FICA, Unemployment Insurance, Workmen’s Compensation, Health Insurance, and Retirement.

Building Insurance and D & O Insurance

List total agency costs and at what percentage expensed to the program.

Building Repairs 

List total agency building repairs and at what percentage expensed to the program.  

Other Utilities 

List total other utilities and at what percentage expensed to the program.  May include

pest control, snow removal, etc.

Other Office Supplies  

List total other office supplies and at what percentage expensed to the program.

Other Printing 

List total other printing and at what percentage expensed to the program.

Postage  

List total postage expenses and at what percentage expensed to the program.

Cleaning Supplies

List total cleaning supplies and at what percentage expensed to the program.

Advertising  

List total advertising expenses and at what percentage expensed to the program.

Accreditation Expenses:
Reimbursement for expenses related to agency accreditation costs may be requested.  Indicate what accreditation organization is affiliated with your organization, total amount of accreditation expenses, what percentage your agency is requesting, and how often accreditation occurs.

Project Deliverables by Unit of Service:

Describe the Specific Deliverables included and excluded for each unit of service your agency is requesting. For example: number of direct contact hours, or direct contact hours with travel time, or direct contact hours with case management.  Be as specific as possible.
Budget Summary:  

Describe how the CSF investment in this project expenses relates to the outcomes set out for this project.  If there are major changes to your agency’s revenue sources and/or expenses since FY2011, please detail these changes.  Describe the impact on your CSF funded program, if applicable.  (Maximum 4500 characters)   

      
13.  Is CCRB the first funding in the project?        FORMCHECKBOX 
Yes        FORMCHECKBOX 
  No

14. How do you calculate your program fee?  Do you use a sliding scale or provide program scholarships?  What are your sliding scale rates? (Maximum 1500 characters)

15.  Explain how your agency uses community resources (e.g., fund-raising, volunteers, donations) and how does this impact your request to the CCRB?  (Maximum 1500 characters)


CY2012 OUTPUTS

Provide the following information.  The Unit Cost is not based upon the number of children and youth your program will be serving.  Indicate what your unit cost is based on,  for example: 1 hour, ¼ hour, etc.   Varying services may have different unit costs.

1. Service to Be Provided:       
What is audited unit cost?                                                       Amount Requested:       
Number of Children and Youth to be Served:        
What is Time Frame for Service?       
What is estimated duration of treatment per child/youth in the program?       
2. Service to Be Provided:       
What is audited unit cost?                                                        Amount Requested:       
Number of Children and Youth to be Served:        
What is Time Frame for Service?       
What is estimated duration of treatment per child/youth in the program?       
3. Service to Be Provided:       
What is audited unit cost?                                                       Amount Requested:       
Number of Children and Youth to be Served:        
What is Time Frame for Service?       
What is estimated duration of treatment per child/youth in the program?        
4. Service to Be Provided:       
What is audited unit cost?                                


Amount Requested:       
Number of Children and Youth to be Served:         
What is Time Frame for Service?       
What is estimated duration of treatment per child/youth in the program?       
Supply the above information for additional service units, if applicable.

2012 AGENCY ASSURANCE
 (Please submit handwritten information)
I, the undersigned, certify that the statements in this request for funding proposal application are true and complete to the best of my knowledge, and accept, as to any funds awarded, the obligations to comply with any of the Community and Children’s Resource Board of St. Charles County’s conditions specified in the funding award and contract.

I, the undersigned, certify that in addition to the conditions mentioned above, will maintain accepted accounting procedures to provide for accurate and timely recording of receipt of funds, expenditures and of unexpended balances.  I will establish controls, which are adequate to ensure that expenditures used to determine unit costs for allowable purposes, and that documentation will be readily available to verify their accuracy and validity.

Agency President/CEO Printed Name and Date 



Signature   

Agency Board Chair Printed Name and Date  



Signature  
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