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Grant Seekers Workshops:
February 11, 2013 -   Chicago

February 13, 2013 – Belleville
(see guidance for further details)

Application closes on Friday, March 8, 2013 at 4:00 pm CST

Background and Purpose
This Request for Application (RFA) was developed by the HIV/AIDS Section of the Illinois Department of Public Health for the purpose of obtaining proposals for funding awarded from the African-American AIDS Response Act Fund.  
African Americans account for half of all HIV cases in the State of Illinois, even though comprising only 14% of the state’s total population. HIV incidence among blacks was almost eight times higher than that of whites. African American men and women continue to be disproportionately affected by HIV/AIDS. The vast majority (72 percent) of infections among black men were among men who have sex with men (MSM). We continue to see troubling increases among young MSM. New infections have risen sharply in this group. CDC estimates that incidence in MSM aged 13 to 24 increased 22 percent in the period between 2008 through 2010. Disparities still persist and the burden remains too high. Young black MSM continue to bear the heaviest burden, and now account for more new infections than any other subgroup.
Ongoing and expanded involvement on the part of African American community leaders is needed to help achieve broader action to stop the spread of HIV in the African American Community.  The goal is to reduce new HIV infections, lower HIV viral load at a community-level and significantly reduce/eliminate HIV related stigma through science-based, innovative structural, behavioral, biomedical methods that are cost-effective and sustainable.
The National and Illinois HIV/AIDS Strategy has three primary goals: 1) reducing the number of people who become infected with HIV, 2) increasing access to care and optimizing health outcomes for people living with HIV, and 3) reducing HIV-related health disparities.
Recipient organizations must be engaged in HIV-prevention education, HIV counseling, testing and partner services or HIV/AIDS healthcare treatment and supportive services.

These include:                        
· housing for persons living with HIV

· peer support groups
· LGBTQ program activities 
· HIV prevention or care services for correctional populations

· prevention for positives 
· programming/capacity building to increase services for underserved or geographically unevenly served populations and communities in Illinois
· HIV model projects/best practices
· faith based initiatives to reduce HIV stigma and discrimination
· LGBTQ alliance programs
· African American youth specific  programs 
· capacity building for youth-serving agencies who have not been traditionally HIV focused
We encourage agencies to adopt strong collaborations/partnerships with medical providers that can assist with case finding, linkage, retention and re-engagement in care. 
Before grants are awarded, the Department will provide copies of all grant applications to the African American AIDS Response Review Panel, receive and review the Panel’s recommendations and comments, and consult with the Panel regarding the award-selection process. An objective evaluation process will be utilized to make determination of funding for grant awards.
A total of $1.4 million dollars have been allotted toward this fund.  All grants awarded will be based on availability of funding. Community-based organization and service providers meeting the criteria specified in the African-American HIV/AIDS Response Code (77 Ill. Adm. Code 691) are eligible to apply for funding under this application for grant award. 
Please be advised that no organization should submit an application with a budget that exceeds $100,000. 
The Department anticipates awarding 15-20 awards.
Scoring is based on the following categories:
	Categories
	Optimal Score

	Agency Background and Historical Experience
	25 Points

	Data to Support Targeted Populations
	20 Points

	Overall Project Goals, Objectives, and Timelines
	20 Points

	Project Evaluation and Assessment Plan
	20 Points 

	Detailed Budget and Justification
	15 Points


The due date for this application is Friday, March 8, 2013 at 4:00 pm CST.  Incomplete and or late applications will be returned and not reviewed.  
Applications received that do not have SMART* objectives and exceed the budget limit will be considered incomplete and will also be returned.  
*SMART objectives will be further explained in the instructions to follow.

If you have any questions, please do not hesitate to contact our office at 217-524-5983.   

The grant term will be from July 1, 2013 through June 30, 2014

Subsequent renewals cannot be assured.  

Illinois Department of Health

African American AIDS Response Act 

Checklist

Please complete all eight sections of this application packet. 

· SECTION 1: Applicant Information  

· SECTION 2: Applicant Grant History

· SECTION 3: Applicant Organization Information

· SECTION 4: Key Grant Contact Information

· SECTION 5: Grant Project Proposal 

· SECTION 6: Grant Budget Summary (Include Detailed Budget Excel Spreadsheet Forms)

· SECTION 7: Grant Scope of Work/Narrative Description

· SECTION 8: Applicant Certification

Reminder: 

1. Submit one (1) signed unbound original and three (3) copies of the complete application.

2. Use 12-point font, 1-inch margins, and single spaced lines on 8½ X 11-inch paper. 

3. Do not exceed the section page limits. 

4. Number all pages including any attachments.

5. Complete the budget and narrative and include with application.

Send an electronic copy of all materials to dph.hivconf@illinois.gov .

Please return hard copy completed grant application/proposal
and the attached budget documents to:

HIV/AIDS Section

Illinois Department of Public Health

525 W. Jefferson Street, 1st Floor

Springfield, IL 62761-0001

Carol Anderson – Grant Manager
 http://www.idph.state.il.us/
If ALL forms (electronic and paper) are not completed and received by the Illinois Department of Public Health on Friday, March 8, 2013 at 4:00 p.m., the application will not be accepted.
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Division of Infectious Diseases, HIV/AIDS Section
African American AIDS Response Act Grant Application 
	Section 1.  APPLICANT INFORMATION

	Legal Name of Applicant:

(Attach copy of W-9)
	

	Name and Title of Chief Officer:

(If more than one, attach a list of all officers)
	Name:
Title:

Address:

Phone:

Fax:

E-mail:

	Applicant Address:
	

	City, State, Zip Code:
	

	Telephone:
	

	TTY: If available
	

	Fax:
	

	E-Mail:
	

	Web Site:
	

	Section 2.  APPLICANT GRANT HISTORY

	Description of Applicant Organization:

(200 Character Maximum)


	

	Has this Applicant received a grant from the federal government or the State of Illinois within the last 3 years?

If yes, provide the following:

(Add additional rows if needed)
	(     YES               (     NO

Agency providing grant funding:

Grant Number:

Grant Amount:

Grant Term:

Brief Description of grant:

	How long has Applicant been incorporated?
	

	Is the Applicant in “good standing” with the Illinois Office of the Secretary of State?
	(     YES               (     NO



	Has the applicant or any principal experienced foreclosure, repossession, civil judgment or criminal penalty (or been a party to a consent decree) within the past seven years as a result of any violation of federal, state or local law applicable to its business?
	(     YES               (     NO

If yes, identify the nature of the action and the disposition.  If the action/proceeding is still pending or unresolved, provide a status identifying the unresolved issues. Be as descriptive as possible.

	Is the applicant or any principal the subject of any proceedings that are pending, or to the best of the applicant’s knowledge threatened against applicant and/or any principal that may result in any adverse change in applicant’s financial condition or materially and adversely affect applicant’s operations?
	(     YES               (     NO

If yes, identify the nature of the proceedings and how they may affect the applicant’s financial situation and/or operations.  

	Does the applicant or any principal owe any debt to the State of Illinois?
	(     YES               (     NO

If yes, list the amount and reason for the debt.  Attach additional documentation to explain the debt owed to the state.

	Section 3.  APPLICANT ORGANIZATION INFORMATION


	Legal Status:
	(   Individual

(   Sole Proprietor

(   Partnership/Legal Corporation

(  Tax Exempt

(  Corporation providing or
      billing medical and/or health
      services

(  Corporation NOT providing

     or billing medical and/or health
     services

(  Other (describe):
	(   Governmental

(   Nonresident alien

(   Estate or Trust

(   Pharmacy (Non-Corporation)

(   Pharmacy/Funeral Home/Cemetery (Corporation)

(   Limited Liability Company (select 
      applicable tax classification)

       ( D = Disregarded Entity

       ( C = Corporation

       ( P = Partnership

	Federal Tax Payer Identification (FEIN) Number or Social Security Number (SSN) of Applicant if not an organization:
	

	If applicable, list all Names and FEINS that are registered to your organization or have been registered during the last 3 years.
	Name:
	FEIN:

	
	Name:
	FEIN:

	
	Name:
	FEIN:

	DUNS Number:


	

	Illinois Department of Human Rights Number (if applicable):
	

	Legislative Senate District:
	

	Legislative House District:
	

	Congressional District:
	

	Board of Directors (see Guidance)
	


	Section 4.  KEY GRANT CONTACT INFORMATION



	Grant Administrator Contact/Title:
	

	Address
	

	Telephone:
	

	TTY: If available
	

	Fax:
	

	E-Mail:
	

	Fiscal Contact/Title:
	

	Telephone:
	

	Address
	

	TTY: If available
	

	Fax:
	

	E-Mail:
	


GRANT FUNDING FROM OTHER SOURCES – Describe grant funding received from other sources including state and local government agencies for 2011 and 2012.

	Grant Source
	Agency/Name of Grant
	Term of Grant
	Funding

	Federal


	
	
	

	State


	
	
	

	Local


	
	
	

	Other


	
	
	

	Other


	
	
	

	Total


	
	
	


Agency Eligibility:  (For this section, limit responses to 2 pages.)

Agencies must be able to check “yes” with detailed explanations to all of the following questions to be considered eligible to write and submit a project proposal:

1. Does (or will) the agency’s project receive ongoing input from the target population for its   development, implementation, and evaluation? Yes or No (circle one).
If yes, explain how: ______________________________________________________________________
______________________________________________________________________
2. Does the agency currently provide or has it provided in the past five (5) years: 1) evidence-based HIV health education and risk reduction programming, including condom and other risk/harm reduction tool distribution and instruction for proper, effective use; 2) HIV testing and counseling, including linkage to care and partner services; 3) supportive services for people living with HIV/AIDS; or 4) health programming to one or more of the target populations?  (NOTE:  This includes all programming regardless of the funding source.) 
Yes or No (circle one).
If yes, explain in detail: ___________________________________________________________________________

___________________________________________________________________________
a. If yes, provide documentation of relevant training completed by staff and a written agreement for timely and appropriate linkage to care with HIV care medical provider(s) and description of practice for conducting partner services.  Include written agreement with local health department for conducting partner services follow up referrals.  NOTE: Linkage to care with documentation of appropriateness, timeliness and evidence of making initial medical appointment is a requirement for any organization that identifies a person that is newly HIV positive or, previously tested HIV positive, yet not currently in care.

3. If you propose to collaborate with another agency for any component of your proposed project, have you provided a written agreement with the other agency as documentation? 
Yes or No (circle one).

a. If yes, explain how and list each of the agencies with which you will have a written agreement.
_____________________________________________________________________

_____________________________________________________________________

If the agency is proposing to perform HIV prevention services, does the agency Board of Directors and Executive Director consent to distribute risk reduction materials, e.g., condoms, lubricants? Yes or No (circle one).   If yes, explain how:  

______________________________________________________________________
______________________________________________________________________
	Section 5.  GRANT PROJECT PROPOSAL


	Project Title:


	

	Brief Project Description:

(350 character maximum).  Note that the Scope of Work must be completed separately.


	

	Total Amount of Funding Requested from IDPH:
	

	Total Applicant Match or 

In-Kind Contribution:
	

	If subcontractors will be used under this grant application, provide name, address and description of services.
	Subcontractor name:
Address:

City, State, Zip:

Phone:

Description of services:

Subcontractor name:

Address:

City, State, Zip:

Phone:

Description of services:


	Section 6.  GRANT BUDGET SUMMARY

(Note: This section is for summary purposes only.  A detailed budget is required.)

	Budget Line Items Requested 
	Requested Grant Budget Amount
	Applicant Match of In-Kind Contribution

	Personal Services (Includes Salary and Wages)

	
	

	Fringe Benefits (Percent use for calculation _____ %)


	
	

	Contractual Services (detailed information about the contractual services amount must be submitted on the attached budget excel form)

	
	

	Travel


	
	

	Commodities/Supplies

	
	

	Printing


	
	

	Equipment


	
	

	Telecommunications


	
	

	Patient/Client Care


	
	

	Administrative Costs (If applicable/allowable and cannot exceed 10% of the total budget.)


	
	

	Grand Total


	
	

	If the proposed budget includes Personal Services (Salary or Wage) related costs, please indicate the type of documentation that will be maintained and used to allocate staff costs to the grant.
	(     Time Sheets

(     Cost allocation plans

(     Certifications of time allocable to grant

(     Other, please describe _________________

(     Not applicable to this grant application




	Section 7.  GRANT SCOPE OF WORK




Does (or will) the agency’s projects receive ongoing input from people living with HIV/AIDS for its program development, implementation, and evaluation?


 FORMCHECKBOX 
     YES                FORMCHECKBOX 
     NO

If yes, explain how:

If you propose to collaborate with another agency, please provide a written agreement with the other agency as documentation?


If yes, explain how:

 FORMCHECKBOX 
     N/A NOT COLLABORATING
All Department client-level, service utilization, and or grants management data must be entered in the HIV/AIDS Section approved database system, Provide® Enterprise.



Agency Overview Narrative - LIMIT:  Eight (8) pages (includes questions)
Please provide a description of your agency, including:
Agency Background and Historical Experience (25 Points)

1. Provide a brief description your agency history and mission.

2. Describe your agency history and experience of providing HIV programming to the target population you are proposing to serve. Please include a description of your organizational experience in providing evidence-based HIV prevention interventions, or high quality support services with African American designated populations.  

Data to Support Target Populations (20 Points)
3. Describe your population of focus: include your recruitment and/or retention strategy. Document and provide information that demonstrates your effectiveness with delivering HIV prevention services and/or interventions with designated populations or critical support services for persons living with HIV/AIDS?

4. What is your targeted geographic area and or setting(s) where your organization provides interventions or support services? 
5. Describe what makes your agency well suited to provide HIV programming for the target population you are proposing to serve?  What research methods have you utilized to identify the population in your community who are most at risk? (i.e. community assessment/discovery).
Overall Project Goals, Objectives, and Timelines (20 Points)

6. Provide three overarching goals for project implementation and accompany with SMART Objectives. The Objectives should include relevant activities and timeline to meet the project goals. (Example of a SMART Objective: By January 2014 conduct 50 HIV Tests for 25 Latino and 25 African American MSM).
7. Describe who will implement your evidence-based interventions and or delivers support services for your organization and what relevant experience, training and education they demonstrate. 
Project Evaluation and Assessment Plan (20 Points)
8. Describe the process to evaluate the project using identified goals, objectives, and activities. Include both quantitative and qualitative measures in your assessment and evaluation plan.  

Detail Project Budget and Justification (15 Points)
9. Provide a Project Budget, using the budget form provided with detailed justification of proposed project expenses. Be as specific as possible and link to projected activities.  Excel format is required.
Project Description Narrative - LIMIT:  Twelve (12) pages 
Check the box corresponding to the project(s) you are proposing for this application.  Note: project types, interventions and services are NOT listed in any ranked order and multiple check boxes may be selected.
Correctional HIV Prevention and Care Projects

· Counseling Testing and documented linkage to care and services for correctional populations

· Peer support programs

· Evidence-based HIV prevention interventions designed for correctional populations

· Case management service delivery coordination with regional HIV Care Connect offices
HIV Prevention Projects
· Outreach Intervention

· Counseling, Testing and Referral (CTR)

· Group Level Intervention (GLI)

· Individual Level Intervention (ILI)

· Comprehensive Risk Counseling and Services (CRCS) 
· Partner Services

· Surveillance-based Partner Services

· HIV Prevention services (evidence-based), targeting HIV positive people

· Social Networking

If your organization is proposing the delivery of HIV prevention services, specifically counseling/testing/referral, describe how your organization will assure a yield of newly identified HIV positive people that is comparable to the epidemiology of your community; (on average, at or near 1% of those tested).  Describe how you will assure that test results will be provided to 85% of those tested within a 30 day period.  Describe how you will coordinate with your local health department to assure that partner services are offered and delivered to 85% of your participants within a 90 day period.  Describe how your organization will coordinate with quality HIV care providers to assure that meaningful linkage to care (documented attendance at medical appointment), will take place within a period of not longer than 90 days from the date of test results delivered.
Youth (age 13-29); especially young African American men-having-sex-with men (MSM) are disproportionately affected by the HIV epidemic in Illinois, and are also unevenly served in many geographic areas of the state.  If your organization is proposing to target services for this population, describe your experience with successfully reaching this population with effective HIV prevention and/or support services.  Describe your cultural competencies, inclusiveness of the population in decision-making, including collaborations with others in serving this population and specific experiences and plans to build capacity to better serve this population in a given geographic area, or statewide. Submit evidenced based data to verify outreach activities.
Projects to support Persons Living with HIV/AIDS (PLWHA)
Note: If your organization plans to serve African Americans living with HIV/AIDS, describe your plans to assure meaningful linkage, retention or return to care along with delivery of partner services where appropriate.  Describe how you will document your efforts, which should include evidence of clients you serve making medical appointments and/or having received partner services where appropriate.  Please describe and document your relationships with HIV medical providers for linkage/retention in care and local health departments for the delivery of partner notification services as agreed upon by participants.
· 
Project to provide core or supportive services to HIV positive individuals as specified in the Statewide Coordinated Statement of Need.  Copies provided upon request.  

1. Core services for which programs are needed are as follows: 
· Programs to increase Drug (HAART) treatment adherence.  
· Programs to ensure linkage and continued connection to medical case management

· Provision of mental health services

· Provision or connection to outpatient/ambulatory health services or  substance abuse services—outpatient
· Partner Services/enhanced linkage to care/retention in care services

2. Support services include:  

· Case management services (nonmedical)

· Child care 

· Emergency financial assistance

· Food bank/home-delivered meals

· Housing services

· Legal assistance

· Medical transportation services 
· Case finding/Outreach
· Psychosocial support services/disclosure support
· Rehabilitation service
· Support Groups for HIV positives
· Risk Reduction for HIV positives
· Individual and Group therapy for discrimination and Stigma reduction
· Early intervention services (e.g. timely linkage to care for newly identified positives and those lost to care and follow up, support for discordant  couples, group support for incarcerated individuals who are reentering the community

If you selected to work with African American Persons Living with HIV and AIDS, complete/answer the following questions in your grant application.

1. Describe how ongoing input from the target population will be gathered, documented, and used for the development, implementation, and evaluation of this project.
2. Describe how individuals will be recruited and reached to participate in the project. 
3. If your organization is proposing to target HIV positive people with HIV prevention services or deliver HIV support services to people living with HIV/AIDS, describe how your efforts will assure retention in care and how you will deliver or coordinate with local health departments to assure that partner services are provided for this population.
4. (HIV Support Services applicants): Describe how you will ensure that persons living with HIV who are not in a system of care are aware of services, and actually get linked into care with documentation. 
SMART Goals and Objectives:

Indicate at least two annual goals that this project will satisfy.  For each goal, there should be at least three objectives that are used to satisfy each goal.  Each objective should have associated tasks with proposed completion dates.  Each quarter a report will be developed to detail progress towards goal, objective and task completion.  A timeline for the goals, objectives and tasks should be submitted with this application.  Objectives and tasks shall be written to be both specific and measurable (e.g. changes in participant knowledge, attitudes, behavioral intentions, beliefs, or number of activities conducted). 
Use S.M.A.R.T. Specific, Measurable, Achievable, Relevant/realistic, and Time-bound. 
(E.g. By January 1, 2014, will conduct 60 HIV tests with African Americans, which will include at least 20 African American females and at least 40 adult and adolescent African American MSM.)
Proposals received that do not have SMART objectives will be considered incomplete and will be returned without further review for determining funding.
For EACH task, use a table like the one below to describe where it will take place (the location/setting), the activities that will be conducted, and the estimated number of people from the target population who will be served. 
Example:

	Intervention Type
	Location/setting        (be specific)
	Breakdown by Serostatus, Ethnicity, Gender, Risk Behavior
	Number of participants
	Date of Completion

	Ex. HIV Testing
	ABC Health Dept. 123 Main St.  Anywhere, IL
	400 HIV negative, non Hispanic  black HRH
	500
	June 30, 2014


Describe staffing needs and staff recruitment.
a. Describe the types and number of staff needed to complete the duties of this project. Who will be responsible for delivering the services proposed, who will attend required training, who will collect and report project data.  Include the percentage of time each staff member will spend on the grant and how their time relates to the completion of objectives. Include staff qualifications and experience in service delivery as it relates to the proposed project.  (attach appropriate resumes)
b. If additional staff is needed to be hired to complete this project, please identify the hiring process and approximate timeline. 

Describe how the agency will monitor the planning, implementation and evaluation of the proposed project. 
a. List and describe your evaluation methods that will meet progress towards the completion of your objectives. Evaluation tools should include qualitative and quantitative methods for measurement. In addition to the list and description, include 
A summary that will describe how the project is evaluated
	Name of Grant Program
	

	Legal Name of Applicant Organization
	


	

Section 8.  APPLICANT CERTIFICATION



	Under penalty of perjury, I certify that I have examined this application and the document(s), proposal(s), and statement(s) submitted in conjunction herewith, and that to the best of my information and belief, the information contained herein is true, accurate, correct, and complete.  I represent that I am the person authorized to submit this application on behalf of the applicant, and that I am authorized to execute a legally binding grant agreement on behalf of the applicant if this grant application is approved for funding.
I, hereby release to IDPH, the rights to use photographs and/or written statements of information, regardless of the format, contained in or provided after the grant application for the purposes of publication on the IDPH web site, unless the applicant submits a written request asking that the information not be disclosed.



	                                   Signature                                    Printed Name/Title/Organization                     Date                                                                 


FOR DEPARTMENT USE ONLY - DO NOT WRITE BELOW THIS LINE
	Type of Grant Application


	

	Direct Appropriation
	(

	Allocation by Administrative Rule
	(

	Competitive Request for Application
	(

	Statutory Board Review Required
	(

	Formula and/or Caseload Allocation
	(

	Non-Competitive 
	(



Grant Application Funding Recommendation by Division/Program:

	(
	Grant Application Disqualified/Not Eligible for Funding under this Award

	(
	Grant Application Recommended for Funding at Full Request

	(
	Grant Application Recommended for Funding at $_____________________.




	Division Chief/Program Manager:
	                                                                     Date:



Grant Application Funding Recommendation Approved by:

	Deputy Director:
	                                                                                         Date:

	Assistant Director:
	                                                                                         Date:


Remember to also attach:


Evidence of 501 (c) 3 status if applicable


Copy of most recent audit report





Funding Source:


General Revenue Fund     (


State Special Fund            (


Federal                              (
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