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FISCAL YEAR 2010 APPLICATION GENERAL INFORMATION
Title:



Illinois Prostate and Testicular Cancer Screening, Education and Awareness Program
Issued By:


Illinois Department of Public Health




Office of Health Promotion

Application Processing:
Applications must be received at the Illinois Department of Public Health’s Springfield location listed below no later than:  

     
5 p.m. Wednesday, June 3, 2009
Applications received after this time will not be accepted and will be returned.  Faxed copies will not be accepted.

Submit to:

Bob Zettler

Illinois Department of Public Health
Division of Chronic Disease Prevention and Control

535 West Jefferson Street, 2nd Floor

Springfield, Illinois 62761

Submit one signed original and three (3) photocopies of the application.
Who may apply:

Eligible applicants include: 
· certified local health department (LHD);

· non-for-profit state-licensed hospitals;

· colleges and universities;

· non-for-profit health care affiliated organizations;
· social service agencies; and

· community-based organizations 




Only organizations based in Illinois are eligible to compete for these funds.

Funding Source:

General Revenue Funds. 

Funds Available:

Governor Quinn included $290,000 for this program in his proposed SFY2010 budget, but applicants should note that General Revenue Funds are subject to appropriation by the General Assembly.  Successful applicants for this program should be aware of the possibility that funds could be reduced or a reserve could be imposed. The maximum amount that can be applied for is $40,000.   

Funding Period:

July 1, 2009 - June 30, 2010
I.
BACKGROUND
The Illinois Department of Public Health’s Prostate and Testicular Cancer Screening, Education and Awareness Program was created in 1991 (P.A. 91-109).  The Office of Health Promotion (OHPm) is responsible for distributing grants funds under this program.  The purpose of the program is to support awareness, education and screening applicable to prostate and testicular cancer by public or private entities in Illinois. The early detection of prostate and testicular cancer greatly increases the likelihood of survival and improves quality of life.  

The program has four major goals: 
· Provide prostate and testicular cancer screening;

· provide appropriate referrals for persons with abnormal results; 

· disseminate quality information regarding the incidence of prostate and testicular cancer, the risk factors, and the benefits of early detection and treatment; and

· identify unmet needs and barriers to services and evolving demographic trends among Illinois males.
Applicants are encouraged to develop innovative approaches or adapt existing evidence-based models for a target population that focuses on: 1) uninsured and underinsured men, 50 years of age and older; and 2) uninsured and underinsured men 40 years of age and older who are at high risk for prostate cancer.

II.  
ELIGIBILTY
Eligible applicants include local health departments, hospitals, colleges, universities, non-profit health care institutions, social service organizations and community-based organizations.  Other eligible requirements are as follows:

· Only Illinois-based organizations can compete for grant funds and must be a government entity or a tax-exempt organization under section 501(c)(3) of the Internal Revenue Code.  Subcontractors must also be a government entity or a tax-exempt organization under section 501(c)(3) of the Internal Revenue Code.

· The application cover page (Form A) must be completed and have an original signature from the applicant’s fiscal officer.

· Form B must be completed with an original signature from the authorized representative of the applicant organization.
YOUR APPLICATION WILL BE DEEMED INELIGIBLE AND WILL NOT BE REVIEWED IF:

· The application is not received by the time specified for submission. 
· The application does not include original signatures of authorized representatives (e.g. Fiscal Officer – Form A, Authorized Agent – Form B).
· The required number of copies is not submitted (1 original and 3 copies).

· The application requests more than $40,000 from the Department.

· The application does not follow format instructions.
III.
OVERVIEW OF PROPOSAL REQUIREMENTS
1. The project proposal must document a timetable that covers the 12-month period, July 1, 2009 through June 30, 2010. It must include schedules of events and activities planned during the project period with a specific requirement for documented activities during National Prostate Cancer Awareness Month, September 2009, and National Men’s Health Week in June 2010.

2. If the applicant is not a certified local health department, a copy of the letter sent to the local health department as notification of the intent to apply must be included.  This letter must be dated no later than one week prior to the submission of the application.

3. A proposed budget outlining the monies requested from the Department and other match/in-kind funds must be provided. The documented amount MUST be a minimum of 10 percent of the funds requested from the Department (e.g. if $40,000 is requested, match/in-kind must be at least $4,000).

4. The match/in-kind funds can be cash or non cash in-kind from the applicant and/or its collaborator agencies. Letters of commitment from each partner (collaborators and sub-contractors) participating in the proposed project must be attached. The letters must clearly state the partner’s planned role in the project and what they anticipate will be achieved through their participation.

5. The applicant must indicate in the packet narrative that they agree to receive consultation and technical assistance from authorized representatives of the Department.
6. The applicant agrees to submit a semi-annual and year-end progress report to the Department.

7. If funded, the applicant agrees to send at least one, but no more than two staff members to the grantee meeting in Springfield.  Travel costs, including lodging, transportation, per diem and registration, can be allocated as part of the application budget.

8. The application should address how the applicant will sustain future project activities after the funds are depleted.

9. All brochures, booklets, flyers, journal articles, programs, posters, advertisements, multi-media presentations, videos, and any other printed or electronic materials prepared with funds from this grant will require prior approval from the Department and shall credit the Department  in a form similar to the following:
Funding for this (event, publication, etc.) made possible by a grant from the Illinois Department of Public Health

IV.
SPECIFIC INSTRUCTIONS
The application must be completed using 12-point font (Times-Roman preferred), single-spaced, and one-sided.  Margins may not be less than one inch on all sides.  Applications must include the following sections:
1.  Form A
Cover Page (form provided)

2.  Form B
Application for Public Health Program Grant Application (form provided)

3.  Form C
Applicant Contact Information (form provided)

4.  Form D
Collaborator List (form provided)
Any entity funded by the Department shall coordinate with other local providers of prostate and testicular cancer screening, diagnostic, follow-up, educational, and advocacy services to avoid duplication of effort.
5.  Form E
Application Content (forms provided)


E1) Organizational Capacity.  Using the form provided, address the following points:

· Provide an overview of the applicant’s organization including the overall mission and activities of the organization, communities and population served.  
· Describe organization’s capacity to address men’s health concerns and successfully implement the program.  
· Describe plans to address disparate populations. 
· Discuss qualifications of the project manager, project staff, outreach workers, and others. (include a resume or vitae for current staff and/or a job description of those yet to be hired in the appendix).
· Discuss how the applicant will sustain the efforts of the proposed program once Department funding ends.
E2) Need and Justification 
Using the form provided, address the following points:
· Discuss the population targeted, the number of projected participants and how the population reflects the demographics of the community/communities being reached.  Include a detailed description of the target populations, analysis of latest prostate and testicular cancer incidence and mortality data, and rationale for programming efforts.

· Demonstrate the need for this program within the community/communities your organization serves.

6.  Form F
Work Plan (form provided)
· Using the form provided, insert the program goals and corresponding activities that will be undertaken to implement the program.  Include proven intervention strategies as they relate to the Illinois Prostate and Testicular Cancer Screening, Education and Awareness Program goals.  Provide a detailed timeline and a work plan describing when and how the objectives will be met during the grant-funding period.  Objectives should be time-referenced and measurable.  Also include the number of program participants to be reached by the program for each activity.
· Describe specific methods of recruitment.
· Indicate the number of projected program participants.

· Describe the referral protocol and follow-up plan.

· Describe how you will evaluate the success of the program.

· Indicate the total cost per participant.  The total cost per participant is based on the total funds for the program (i.e., if funding from the Department is $40,000 and the match/in-kind contribution is $4,000, total funds are $44,000) divided by the number of participants reached by the program.  The Department wants applicants to take into consideration the number of participants they propose to reach relative to the fund amount requested when targeting an appropriate number of participants for the funding being sought. As a formula for evaluating applications, the Department requires the proposed total cost per participant is within a range of $40 to $100 per participant.  If the application exceeds the maximum range, points will be deducted from your score.

7.  Form G
Program Budget (forms provided)

Using the forms provided (i.e., Budget Summary, Personal Services, Contractual Services, Supplies and Travel, Equipment, Fringe Benefit Worksheet and Budget Justification), prepare a budget with sufficient resources to implement the project.  All budget forms in the application packet must be completed to be considered for funding.  Additional copies of the forms may be duplicated as needed.  The instructions for completion of the forms can be found on the Use of Funds page.  A list of allowable costs is included.

8.

Budget Justification (form provided)


Using the form provided, submit additional information or justification for specific line items listed in the detailed budget.  For example, all personal services contracts and sub-grants must be explained and justified. 

9.

Appendices
Letters of support; relevant supporting documents; and resumes or curriculum vitae for the project manager, project coordinator, outreach worker, and others should be included in the appendix.   If an applicant is not a governmental entity, then documentation of tax exempt status/ not-for-profit status must be included as an appendices.
10.

Scoring Criteria 
The scoring criteria to be used for the review and selection of applications for funding are as follows:

Organizational Capacity - 20 points

The extent to which the applicant:

· Provides an overview of the applicant’s organization, including the overall mission and activities of the organization, communities and population served.  

· Describes organization’s capacity to address men’s health concerns and successfully implement the program.  

· Describes plans to address disparate populations. 

· Discusses qualifications of the project manager, project staff, outreach workers and others (include a resume or vitae for current staff and/or a job description of those yet to be hired in the appendix).

Need and Justification - 20 points

The extent to which the applicant:

· Discusses the population targeted, the number of projected participants and how the population reflects the demographics of the community/communities being reached.  Include detailed description of the target populations, analysis of latest prostate and testicular cancer incidence and mortality data, and rationale for programming efforts.

· Demonstrates the need for this program within the community/communities your organization serves.

Work Plan - 40 points

The extent to which the applicant: 
· Demonstrates that the proposed activity relates to the corresponding goal.

· Demonstrates that the number of men targeted is stated and realistic.

· Describes specific methods of recruitment and indicates the specific number of projected program participants.

· Adequately describes the referral protocol and follow-up plan.

· Adequately describes how the program will be evaluated.
· Correctly calculates the cost per participant. 

· (NOTE) If the applicant currently receives prostate and testicular cancer funds from the Department, applicant must provide sufficient documentation in the proposed work plan to ensure that the work plan activities build on the current work and show growth in this program area. Applicants that do not document how the current project activities will expand, and not just be a repeat of current activities, are subject to loss of points during the review. 

Project Budget - 20 points

The extent to which:

· The proposed budget provides sufficient justification to show that funds requested are feasible and appropriate to support activities that achieve the model program goals.

· The total cost per participant is calculated correctly and reasonable for the activities proposed. The cost per participant is equivalent to the total cost of the program divided by the number of males to be reached by the program (see example above).
· The required match amount (minimum of 10%) of funds requested from the Department is included.

APPLICATION DEADLINES

June 3, 2009


Application Due to IDPH

June 24, 2009


Applicants Notified of Award Status
July 1, 2009


Funding Begins

January 31, 2010

Semi-Annual Report Due

June 30, 2010


End of Project Funding Period

August 3, 2010

Final Report Due

August 3, 2010

Final Reimbursement Requests Due

PAYMENT METHODOLOGY
Funds awarded to successful applicants will be provided on a reimbursement basis.  The grantee will document actual expenditures incurred for conducting program activities through use of the Department’s reimbursement certification form. Reimbursement forms must be submitted monthly.  The final request for reimbursement must be received by Department within 30 days after the close of the grant period (Friday, August 3, 2010).

SUBMISSION OF APPLICATIONS
Applications may be mailed or hand-delivered to:

Bob Zettler

Division of Chronic Disease Prevention and Control

Office of Health Promotion

Illinois Department of Public Health

535 West Jefferson Street, 2nd Floor

Springfield, Illinois 62761

Applications must be received at the above location no later than 5 p.m. on June 3, 2009.  Applications will not be accepted after that time.  It shall not be sufficient to show that the application was mailed or hand-delivery was commenced before the scheduled closing time for the receipt of applications.  Faxed or electronic submissions will not be eligible for review.
For questions related to the content of the grant application, please contact:

Bob Zettler

Prostate and Testicular Program


Office of Health Promotion

Phone:  
217-782-3300

TTY: 

800-547-0466

For fiscal questions, please contact:

George Dirks,
Grants and Contracts Manager
Office of Health Promotion

Phone:
217-782-3300

TTY:

800-547-0466

 FORM A

Illinois Department of Public Health - Office of Health Promotion
Fiscal Year 2010 Illinois Prostate and Testicular Cancer Screening, Education and Awareness Program Grant Application 
Cover Page 


FORM B

Illinois Department of Public Health - Office of Health Promotion
Illinois Prostate and Testicular Cancer Screening, Education and Awareness Program 
Fiscal Year 2010 Public Health Program Grant Application
IMPORTANT NOTICE: This state agency is requesting disclosure of information that is necessary to accomplish the statutory purpose outlined under 30 ILCS 105/1 et. seq.  Failure to provide this information may prevent this application from being processed.

APPLICANT ORGANIZATION    ______________________________________________________

PROJECT CONTACT    ____________________________________________________________

ADDRESS    _____________________________________________________________________

CITY/STATE/ZIP _________________________________________________________________
TELEPHONE    (_____)_____________________
FAX    (_____)_________________________

E-MAIL    ________________________________________________________________________

PROJECT TITLE    ________________________________________________________________

AMOUNT REQUESTED    __________________________________________________________

PROJECT TARGET POPULATION





___
Uninsured and underinsured men 50 years of age and older. 

___
Uninsured and underinsured men between 40 years of age or older who are at high risk for prostate cancer.
___
Males age 14 and above who are at risk for testicular cancer.
TYPE OF ORGANIZATION   Only organizations based in Illinois are eligible to compete for these funds. You must include documentation in the appendix.

___
Certified local health department


___
Non-profit state-licensed hospital

___
Non-profit post-secondary higher educational institution

___
Non-profit health care affiliated organizations
___
Social service agency

___
Community-based organization

LEGISLATIVE DISTRICT 
State Senate  __________    State Representative  __________   Congressional  __________

APPLICANT CERTIFICATION   To the best of my knowledge, the data and statements in this application are true and correct.  The applicant agrees to comply with all state/federal statutes and rules/regulations applicable to the program.  My signature indicates that I have the authority to enter into contracts on behalf of the applying organization.

___________________________________

__________________________________

Typed Name & Title of Authorized Official


Signature and Date

FORM C

APPLICANT CONTACT INFORMATION

Project Title  ___________________________________________________________________________________

Organization  __________________________________________________________________________________

PROJECT CONTACT

NAME  _________________________________________________________________________

TITLE   ________________________________________________________________________

ADDRESS   _____________________________________________________________________

TELEPHONE   __________________________     FAX   _________________________________

E-MAIL _________________________________________________________________________


FISCAL CONTACT

NAME   ________________________________________________________________________

TITLE   ________________________________________________________________________

ADDRESS   _____________________________________________________________________

TELEPHONE   ________________________________
FAX   __________________________

E-MAIL   _______________________________________________________________________

AUTHORIZING AGENT

NAME   ________________________________________________________________________

TITLE   ________________________________________________________________________

ADDRESS    ____________________________________________________________________

TELEPHONE   _______________________________
FAX   __________________________

E-MAIL    _______________________________________________________________________

FORM D

COLLABORATOR LIST

Project Title ___________________________________________________________________________________

Organization __________________________________________________________________________________

(Make copies of form if necessary.)

Any entity funded by the Department shall coordinate with other local providers of prostate cancer screening, diagnostic, follow-up, education and advocacy services to avoid duplication of effort.  Any entity funded by the Department shall comply with any applicable state and federal standards regarding prostate cancer screening.

ORGANIZATION    ________________________________________________________________

CONTACT    _____________________________________________________________________

TITLE    ________________________________________________________________________

ADDRESS    _____________________________________________________________________

TELEPHONE   (_____)___________________

FAX   (_____)____________________

E-MAIL    _______________________________________________________________________

PROJECT ROLE    _______________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

ORGANIZATION   ________________________________________________________________

CONTACT   _____________________________________________________________________

TITLE    ________________________________________________________________________

ADDRESS   _____________________________________________________________________

TELEPHONE (_____)___________________

FAX (______)_________________________

E-MAIL    _______________________________________________________________________

PROJECT ROLE    _______________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

FORM E1
ORGANIZATIONAL CAPACITY

Project Title:  ________________________________________________________________

Organization:  _____________________________________________________________________

1)
Provide an overview of the applicant’s organization, including the overall mission and 
activities of 
the organization, communities and population served.  

2)
Describe organization’s capacity to address men’s health concerns and successfully 
implement the program.  

3)
Describe plans to address disparate populations. 

4)
Discuss qualifications of the project manager, project staff, outreach workers and others (Include a resume or vitae for current staff and/or a job description of those yet to be hired in the appendix).

5)
Discuss how the applicant will sustain the efforts of the proposed program once IDPH 
funds end.

FORM E2
NEED AND JUSTIFICATION
Project Title:  ________________________________________________________________

Organization:  _____________________________________________________________________

1)
Discusses the population targeted, the number of projected participants and how the 
population reflects the demographics of the community/communities being reached.  
Include detailed description of the target populations, analysis of latest prostate and 
testicular cancer incidence and mortality data, and rationale for programming efforts.

2)
Demonstrates the need for this program within the community/communities your 
organization serves.

FORM F
WORK PLAN
Project Title:  ________________________________________________________________

Organization:  _____________________________________________________________________

1)
Demonstrate that the proposed activities relate to the corresponding goals.

2)
Discuss the number of men targeted and how that it is realistic.

3)
Fully address specific methods of recruitment and indicate the number of projected program 
participants.  Be specific.
4)
Provide a detailed explanation of your referral protocol and follow-up plan.

5)
Describe how you will measure the success of the program.

6)
Indicate the cost per participant.  The cost per participant is equivalent to the total cost of the 
program (include total funding being requested from IDPH and matching funds) divided by 
the number or men to be reached by the proposed program.
ILLINOIS DEPARTMENT OF PUBLIC HEALTH

Illinois Prostate and Testicular Cancer Screening, Education and Awareness Program

FY 2010 BUDGET SECTION, Form G - Attachment 1, Budget Summary
APPLICANT AGENCY:                                                          
FEIN: ________________________________

PROGRAM:                                                                  
FOR THE PERIOD: _______________________
	BUDGET SUMMARY
	
	SOURCES OF FUNDS
	IDPH Components (specify)

	      LINE ITEM (Category)
	Total for the Program
	Applicant and Other
	Requested from IDPH
	
	
	

	 Personal Services
	
	
	
	
	
	

	 Contractual Services


	
	
	
	
	
	

	 Supplies




	
	
	
	
	
	

	 Travel


	
	
	
	
	
	

	 Equipment




	
	
	
	
	
	

	 Patient Care




	
	
	
	
	
	

	    TOTAL, Direct Costs 
	
	
	
	
	
	


	SOURCES OF FUNDS - Applicant and Other Sources
	Required Match
	Other Support
	Total

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	  TOTAL, Applicant and Other Sources
	
	
	


USE ADDITIONAL SHEETS IF NECESSARY
Budget Section, Page 1


INSTRUCTION TO APPLICANT


BUDGET SUMMARY

GENERAL BUDGET INFORMATION

The budget for this application or RFP is to reflect the total cost of the project from all sources.  The Budget Summary provides a one-page compilation of these costs.  Individual line-items are to be itemized in detail on the following pages.  Additional information and justification are to be shown on the Budget Justification page(s).

The budget must comply with the allowable costs for the program, the applicable Administrative Rules and Regulations, the laws of the State of Illinois and any applicable federal guidelines or requirements.

All amounts are to be expressed in whole dollars; each line-item is to be rounded to the nearest one-hundred dollar amount.

If additional pages are required, please note applicant agency name and program name on each additional page and number all additional pages as appropriate using the following sequence: Page 1a, Page 1b, Page 2a, Page 2b, and so on.  Applications are disassembled and copied by the Department and these page number references will assist reassembly and help to ensure all copies are complete.

BUDGET SUMMARY

Enter the totals from each detail line-item section and sum these amounts to show the TOTAL, Direct Costs for the program.

SOURCES OF FUNDS columns:  The total estimated cost for each line-item of the program is to be broken out by funds to be provided from sources other than this application or RFP (Applicant and Other) and by the amount requested in this application (Requested from IDPH) 

IDPH Components (specify):  The amount requested in this application or RFP (Requested from IDPH) is to be further broken out by program component(s) as instructed in the Program Description section of the application package or RFP.

SOURCES OF FUNDS - Applicant and Other

Identify the source and amount of all funds shown in the Applicant and Other column of the Budget Summary.  Enter the amounts proposed to meet the program's matching or cost participation requirements, if any, in the Required Match column; enter all other program support costs in the Other Support column.  The total of the Required Match and Other Support columns must equal the total of the Applicant and Other column of the Budget Summary.

Examples of Applicant and Other fund sources include Applicant funds such as tax revenues fees or other program income;

donations; other corporate funds; and other program support such as other state and or federal grant awards (i.e. WIC,

Title X, Title XIX, and Title XX) both from the IDPH and from other agencies.
 


ILLINOIS DEPARTMENT OF PUBLIC HEALTH


Illinois Prostate and Testicular Cancer Screening, Education and Awareness Program

FY 2010 BUDGET SECTION, Form G - Attachment 2, Personal Services

APPLICANT AGENCY:                                                          
FEIN: ________________________________

PROGRAM:                                                                  
FOR THE PERIOD: _______________________

	 PERSONAL SERVICES 

 (Position title and 

  Name of Incumbent)
	Monthly Salary
	Number of Months Budgeted
	Percent of time on Program
	Total for the Program
	Sources of Funds
	IDPH Components (specify)

	
	
	
	
	
	Applicant and Other
	Requested from IDPH
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	PERSONAL SERVICES, Subtotal
	
	
	
	
	
	

	FRINGE BENEFITS (Rate:              %)  Components and rates must be itemized in budget justification section.
	
	
	
	
	
	

	PERSONAL SERVICES AND FRINGE TOTAL
	
	
	
	
	
	


USE ADDITIONAL SHEETS IF NECESSARY
Budget Section, Page 2

INSTRUCTIONS TO APPLICANT


PERSONAL SERVICES BUDGET

PERSONAL SERVICES

Enter the position title and name of the current incumbent; if the position is new or currently not filled, enter "Vacant".

Example:
Nurse -

Mary Jones

Sally Smith

Vacant

Pgrm Coord -
Joyce Johnson

Vacant

Enter the monthly salary for each position which will be filled for all or any part of the period.  Enter the number of months the position will be filled by an incumbent working on the program.  Enter the percent of time the incumbent will devote to the program during the months shown.  Enter the total amount of support to be provided for the program, as computed from the information shown, using the following formula:

[Monthly Salary] times [Number of Months Budgeted] times [Percent of time on Program] = [Total for the Program].

The Total for the Program is then broken out by the amount to be provided from sources other than this application (Applicant and Other) and the amount requested as part of this application (Requested from IDPH).  The amount Requested from IDPH is further broken out by the various program components (IDPH Components) if the Program Description section of the Application Package requests that program components be identified separately.

FRINGE BENEFITS

The components included in the applicant agency's fringe benefit rate are to be itemized (listed by component and rate) in the Budget Justification section.  The total fringe benefits rate is entered on the Fringe Benefits line; this rate is then applied to the Personal Services, Subtotal shown as Total for the Program.  If the applicant agency includes fringe benefits in the amount Requested from IDPH and the various IDPH Components, the amounts for fringe benefits may not exceed the fringe benefits rate times the Personal Services, Subtotal for those columns. 


ILLINOIS DEPARTMENT OF PUBLIC HEALTH


Illinois Prostate and Testicular Cancer Screening, Education and Awareness Program

FY 2010 BUDGET SECTION, Form G - Attachment 3, Contractual Services

APPLICANT AGENCY:                                                          
FEIN: ________________________________

PROGRAM:                                                                  
FOR THE PERIOD: _______________________

	 CONTRACTUAL SERVICES (Itemize)
	
	SOURCES OF FUNDS
	IDPH Components (specify)

	
	Total for the Program
	Applicant and Other
	Requested from IDPH
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	    TOTAL, Contractual Services
	
	
	
	
	
	


USE ADDITIONAL SHEETS IF NECESSARY
Budget Section, Page 3

INSTRUCTIONS TO APPLICANT


CONTRACTUAL SERVICES BUDGET

CONTRACTUAL SERVICES

List the costs directly attributable the program estimated to be incurred during the period covered by this application.  Examples of Contractual Services include conference registration fees; repair and maintenance of furniture and equipment; postage; UPS or other carrier costs; software; subscriptions; training and education costs; and telecommunications costs.  See also the Allowable Cost section of the Application Package.

Payment (or pass-through) to subcontractors or subgrantees are to be listed here.  All subcontracts or subgrants require an attached detail line-item budget supporting this contractual amount.  The Department must approve, in writing, all subcontracts or subgrants.

ILLINOIS DEPARTMENT OF PUBLIC HEALTH


Illinois Prostate and Testicular Cancer Screening, Education and Awareness Program

FY 2010 BUDGET SECTION, Form G - Attachment 4, Supplies and Travel
APPLICANT AGENCY:                                                          
FEIN: ________________________________

PROGRAM:                                                                  
FOR THE PERIOD: _______________________

	 SUPPLIES (Itemize)
	
	SOURCES OF FUNDS
	IDPH Components (specify)

	
	Total for the Program
	Applicant and Other
	Requested from IDPH
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	    TOTAL, Supplies 
	
	
	
	
	
	


	 TRAVEL (Itemize)
	
	SOURCES OF FUNDS
	IDPH Components (specify)

	
	Total for the Program
	Applicant and Other
	Requested from IDPH
	
	
	

	Mileage

Rate per mile: ($0.445)
	
	
	
	
	
	

	Lodging
	
	
	
	
	
	

	Meals/Per Diem
	
	
	
	
	
	

	Commercial Transportation
	
	
	
	
	
	

	Other:
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	    TOTAL, Travel 
	
	
	
	
	
	


USE ADDITIONAL SHEETS IF NECESSARY
Budget Section, Page 4

INSTRUCTIONS TO APPLICANT


SUPPLIES AND TRAVEL BUDGET

SUPPLIES

List the costs, directly attributable to the program, estimated to be incurred during the period covered by this application.  Examples of Supplies include office supplies; medical supplies (consumable items such as syringes, tape and gauze, other than drugs); educational and instructional materials; cleaning supplies; copy paper and other paper supplies; and letterpress, offset printing, and other printing services.  See also the Allowable Costs section of the Application Package.

TRAVEL

List the costs, directly attributable to the program, of applicant agency's employees' transportation, mileage, per diem, meals, etc. necessary for carrying out the activities described in the application.  Unless specifically stated in the budget, the mileage rate will be assumed to be the same as that authorized for state employee's by the Governor's Travel Control Board.  See also the Allowable Costs section of the Application Package.

Travel costs for contractual consultants are to be included in the Contractual Services line.

ILLINOIS DEPARTMENT OF PUBLIC HEALTH


Illinois Prostate and Testicular Cancer Screening, Education and Awareness Program

FY 2010 BUDGET SECTION, Form G - Attachment 5, Equipment
APPLICANT AGENCY:                                                          
FEIN: ________________________________

PROGRAM:                                                                  
FOR THE PERIOD: _______________________

	 EQUIPMENT (Itemize)
	
	SOURCES OF FUNDS
	IDPH Components (specify)

	
	Total for the Program
	Applicant and Other
	Requested from IDPH
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	    TOTAL, Equipment 
	
	
	
	
	
	


	 PATIENT CARE (Itemize)
	
	SOURCES OF FUNDS
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USE ADDITIONAL SHEETS IF NECESSARY
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INSTRUCTIONS TO APPLICANT


EQUIPMENT

EQUIPMENT

List those items costing more than $100 each with a useful life of more than one year required for the successful completion of the activities described in the application.  Equipment costs shall include all freight and installation charges.  Equipment may include office furniture and equipment, such as desks, chairs, computers, printers and calculators; training materials; reference books; and films.  All equipment purchases must be approved by the Department, either through this budget or via specific request for items not included in the budget as submitted.  See also the Allowable Costs section of the Application Package.


ILLINOIS DEPARTMENT OF PUBLIC HEALTH


Illinois Prostate and Testicular Cancer Screening, Education and Awareness Program

FY 2010 BUDGET SECTION, Form G - Attachment 6, Fringe Benefit Worksheet
APPLICANT AGENCY:                                                          
FEIN: ________________________________

PROGRAM:                                                                  
FOR THE PERIOD: _______________________

Fringe Benefits - 

FICA (Social Security)


               %

Pension/Retirement



               %

Group Health Insurance


               %

Group Life Insurance

  
               %

Unemployment Insurance


               %

Workmen's Compensation


               %

Other:                       

               %

                        

               %

                        

               %

                        

               %

TOTAL, Fringe Benefits Rate

               %


Budget Section, Page 6

ILLINOIS DEPARTMENT OF PUBLIC HEALTH

Illinois Prostate and Testicular Cancer Screening, Education and Awareness Program

FY 2010 BUDGET SECTION, Form G - Attachment 7, BUDGET JUSTIFICATION
Using the form provided, submit additional information or justification for specific line items listed in the detail budget (for which the need is not evident).  For example, all personal services contracts and sub-grants must be explained and justified in the section. Justifications should clearly indicate that the items being requested are essential to the achievement of the stated project objectives. 
PERSONAL SERVICES
CONTRACTUAL SERVICES
SUPPLIES

TRAVEL
EQUIPMENT
COST PER PARTICIPANT
Illinois Department of Public Health

Office of Health Promotion

Illinois Prostate and Testicular Cancer Screening, Education and Awareness Program

Detailed Program Budget – Use of Funds

All grant funds must be used for the sole purposes set forth in the grant proposal and application and must be used in compliance with all applicable laws.  Grant funds may not be used as matching funds for any other grant program.  Use of grant funds for prohibited purposes may result in loss or recovery of grant funds.  To be reimbursable under an IDPH/Office of Health Promotion grant Agreement, expenditures must meet the following general criteria:

A. Be necessary and reasonable for proper and efficient administration of the program and not be a general expense required to carry out the overall responsibilities of the local health department.

B. Be authorized or not prohibited under federal, state or local laws or regulations.

C. Conform to any limitations or exclusions set forth in the applicable rules, program description or grant agreement.

D. Be accorded consistent treatment through application of generally accepted accounting principles appropriate to the circumstances.

E. Not be allocable to or included as a cost of any state or federally financed program in either the current or a prior period.

· Be net of all applicable credits.

· Be specifically identified with the provision of a direct service or program activity.

· Be an actual expenditure of funds in support of program activities, documented by check number and/or internal ledger transfer of funds.

Examples of allowable costs include the following.  This is not meant to be a complete list, but rather specific examples of items within each line item category.

Personal Services:

Gross salary paid to agency employees directly involved in the provision of 
program services.

Employer’s portion of fringe benefits actually paid on behalf of direct services employees; examples include FICA (social security), life/health insurance, Workers Compensation insurance, Unemployment insurance and pension/retirement benefits.

Contractual Services:

Conference registration fees


Contractual employees (requires prior program approval)


Postage, postal service, UPS or other carrier costs


Software for support of program objectives

Subscriptions

Training and education costs

Note:  Payments (or pass-through) to subcontractors or subgrantees are to be shown in the Contractual Services section – all subcontracts or subgrants require an attached detail line item budget supporting this contractual amount.
Travel:

Mileage (at $0.505, state rate, unless specifically noted otherwise)


Airline (coach) or rail transportation expenses


Lodging


Per Diem and meal costs

Commodities (Supplies):

Office supplies


Medical supplies


Educational and instructional materials and supplies, including booklets and 
reprinted pamphlets


Equipment items costing less than $100.00 each

Printing (included in Supplies):

Letterpress, offset printing, binding, lithographing services


Photocopy paper, other paper supplies


Envelopes, letterhead, etc.

Equipment (requires written approval as part of grant application process):
Items costing more than $1,000 each with useful life of more than one year.  Equipment costs shall be limited to 5 percent or less of the total grant award.  Equipment costs shall include all freight and installation charges.


Office equipment and furniture


Allowable medical equipment


Reference and training materials and exhibits


Books and films

Telecommunication (included in Contractual Services):


Telephone services


Answering services


Installation, repair, parts and maintenance of telephones and other communication 
equipment

Unallowable or prohibited uses of grant funds include, but are not limited to, the following:
Indirect or Administrative Cost Plan Allocations – Normal, daily operating expenses may not be billed in any grant issued by the Office of Health Promotion

Political or religious purposes

Contributions or donations

Incentives (This does not include those items that are used to generate visibility for program efforts, increase public awareness, or those that are used to reinforce a positive behavior change)

Fund raising or legislative lobbying expenses

Payment of bad or non-program related debts, fines or penalties

Contribution to a contingency fund or provision for unforeseen events

Entertainment, food, alcoholic beverages and gratuities

Membership fees (unless related to the program and approved in advance by IDPH)

Interest or financial payments or other fines or penalties

Purchase or improvement of land or purchase, improvement or construction of a building

Equipment in excess of 5 percent of the grant award (unless approved in advance by IDPH)

    Any expenditure that may create a conflict of interest or the perception of impropriety

Illinois Department of Public Health

Office of Health Promotion

Illinois Prostate and Testicular Cancer Screening, Education and Awareness Program

FISCAL YEAR 2010 CHECKLIST

Applicant
OHPm 

□
   □

Correct format per RFA specifications (font size, spacing and one-




sided)


□
   □

FORM A - Completed Cover Page


□
   □

FORM B - Application for Public Health Program Grant


□
   □

FORM C - Completed Contact Information


□
   □

FORM D - Completed Collaborators List (Copy if necessary)


□
   □

FORM E1 – Completed Organizational Capacity


□
   □

FORM E2 – Needs and Justification


□
   □

FORM F - Completed Work Plan

□
   □

FORM G - Completed Budget Justification


□
   □



Attachment 1 – Budget Summary


□
   □



Attachment 2 – Personal Services

□
   □



Attachment 3 - Contractual Services


□
   □



Attachment 4 – Supplies and Travel

□
   □



Attachment 5 – Equipment


□
   □



Attachment 6 – Fringe Benefit Worksheet 


□  
   □



Attachment 7 – Budget Justification


□
   □

One signed original and three (3) copies

Appendices:


□
   □

Letter(s) of commitment from collaborating partner(s)


□
   □

Project staff resumes, vitae and job descriptions


□
   □

Letter informing local health department of intent to apply 





for IDPH funds


□
   □

Documentation of tax exempt status / not-for-profit status
LEAVE BLANK FOR IDPH USE ONLY





NUMBER________________________   DATE RECEIVED _________________________





1. TITLE OF PROJECT (Please Type or Print Legibly)




















2. ORGANIZATION’S IDHR NUMBER		__________________________________________








3. ORGANIZATION’S TAX IDENTIFICATION NUMBER	_______________________________








4. TOTAL AMOUNT OF FUNDING REQUESTED 	$___________________________________





5. FISCAL CONTACT





NAME (Last, First, Middle)  ________________________________________________________





TITLE _________________________________________________________________________





ORGANIZATION ________________________________________________________________





ADDRESS _____________________________________________________________________





PHONE  (____)___________  FAX (____)_______________  E-MAIL  __________________________








FISCAL OFFICER ASSURANCE   I agree to accept responsibility for the fiscal conduct of this project and to provide the required financial reports, if a grant is awarded as a result of this application.








_______________________________________________		________________________


Fiscal Officer (signature)							Date


(Must be an original signature)








