Attachment 4

HEAL NY Phase 6: Primary Care Infrastructure

Format for Part One: the Technical Application
	Part One: Technical Application 

Cover Page
Project Name_____________________________________________________

Eligible Applicant Name____________________________________________

Applicant’s Category:  (Circle one category)

          Established D & T Center       New D & T Center     Hospital Center

Applicant’s Address_______________________________________________

Select One Region

New York City                                  Northern

Long Island                                      Central

Hudson Valley                                  Western
IMPORTANT:  The Technical Application, including this cover page, must NOT contain ANY information regarding the Project cost.  Information relative to Project cost is to be included in only the Financial Application.  Eligible Applicants failing to comply may be eliminated from further review.

Contact Information
Name___________________________   Title____________________________

Phone____________________  Fax________________ E-mail______________

Signature of an individual who will be authorized to bind the Eligible Applicant to any GDA resulting from this application:

Signature _________________________________________________________

Title, if signatory is different from contact person _________________________________




Part One: Technical Application
Project Name_____________________________________________________

Eligible Applicant Name____________________________________________
INSERT

Eligible Applicant Certification

(See Attachment 6)

INSERT

SEQR –Short Environmental Assessment Form

(See Attachment 7)

	Part One: Technical Application 
Project Name:___________________________________________

Eligible Applicant Name: ___________________________________________

Applicants must follow the format below, using the titles in bold.

Table of Contents

             Executive Summary

A. Eligible Applicant

B. Project Description

C. Project Monitoring Plan

Part One: Technical Application 
Project Name:___________________________________________

Eligible Applicant Name: ___________________________________________

Executive Summary

This part of the Technical Application must briefly describe:

· The overall Project.

· How the Project meets HEAL NY Primary Care Infrastructure objectives (see RGA Sections 1.2 and 1.3).

· How the Eligible Applicant meets the eligibility criteria (see RGA Section 1.4).

A.  Eligible Applicant

In this section, provide basic organizational information on the Eligible Applicant.  Complete the Eligible Applicant Certification (see RGA Attachment 6).  This should include information such as the Eligible Applicant’s exact corporate name, history, mission, board composition, ownership and affiliations, staffing, services provided, and any other relevant information. Also provide information that will allow DOH and DASNY to understand how the Eligible Applicant is prepared to proceed with the Project.  Provide any experience the Eligible Applicant has with Projects of this type, how the Eligible Applicant fits within the public health community, and evidence that the Eligible Applicant will be able to implement the Project. 

B. Project Description

1. Overview:  Provide an overview of the project, its goals and objectives.

2. Community Need:  Describe the need for the proposed primary care services in the community, using information such as the following: 

· Demographic data (age, gender, etc.) on residents of the area

· Health status information – morbidity and mortality indicators, such as

· prevalence of chronic diseases (e. g., diabetes, hypertension, cardiac)

· poor birth outcomes

· rates of hospitalization for preventable conditions - ambulatory care sensitive conditions (ACSCs) or prevention quality indicators (PQIs)

· other 

· Barriers to access in the area 

· High rates of uninsured or under-insured

· High rates of Medicaid eligibility

· Insufficient primary care resources 

· Primary care physicians

· Diagnosis and Treatment (D & T) Centers 

· Insufficient home- and community-based care in the area (e. g., Long-Term Home Health Care Programs (LTHHCPs), adult day health care, assisted living, home health care)

· Other

3. Project Activities:  Describe the project objectives to be attained and the activities for each. Objectives may be process objectives or outcome objectives.  Process objectives involve an action or set of actions; for example, renovation of a building or development of a governance agreement.  Outcome objectives address a measurable change or impact; for example an increase in number of primary care visits or a decrease in preventable diseases.  Objectives are attained through implementation of an accompanying set of activities (or subobjectives), usually occurring in sequence.  Objectives should be verifiable through measurable indicators wherever possible.

4. Project Impact:  Describe how the project will result in improved access to primary care and better health outcomes for the identified population in the service area.

5. Project Timeline: Provide a timeline for the Project up through the date of implementation, including identification of major milestones and the person or entity accountable for each milestone.  If applicable, the Eligible Applicant must describe in detail the phasing plan anticipated to achieve implementation.  This phasing plan must identify specific milestones and dates of completion for each milestone.  If applicable, the application and phasing plan must also address:

· Timeframes for any architectural and engineering design and construction necessary to accomplish each phase.

· Scheduled milestones for the preparation and processing of any application, as required by CON regulations (10 NYCRR Part 710), necessary to secure DOH approval for service revisions, relocations, or capital construction that rises to the level of CON review. 

6. Continuation:  Describe how the services and activities established or enhanced by the project will continue after its completion.

7. Project Team:  Provide resumes and references for each key staff member of the Project team.  Describe how this team has the expertise and experience necessary to successfully complete the project within the timeframes outlined and achieve the goals and objectives set forth in the application.  Provide information on any key contractors that the Eligible Applicant will contract with to facilitate the implementation of the project.

C.  Project Monitoring Plan
Describe the methodology that will be used to track progress within the project, including any quality assurance testing that will be performed.  Describe how the monitoring plan will include identification of barriers and strategies to resolve issues. 


Attachment 5

HEAL NY Phase 6: Primary Care Infrastructure

Format for Part Two: the Financial Application
	Part Two: Financial Application 

Cover Page
Project Name_____________________________________________________

Eligible Applicant Name____________________________________________

Applicant’s Category:  (Circle one category)

            Established D & T Center    New D & T Center    Hospital

 Applicant’s Address_______________________________________________

Select One Region

New York City                                  Northern

Long Island                                      Central

Hudson Valley                                  Western
Provide the following information for a contact person.

Name___________________________   Title__________________________________

Phone____________________  Fax________________ E-mail____________________
Provide the name and phone number of the person responsible for preparing the applicant’s financial statements.

Name____________________________________ Phone________________________

Provide the name and phone number of the applicant’s director of internal audit.  If there is none, provide the name and phone number of the board member responsible for overseeing financial matters.

Name____________________________________ Phone________________________

Signature of an individual who would be authorized to bind the Eligible Applicant to any GDA resulting from this application:

Signature ______________________________________________________________

Title, if signatory is different from contact person_________________________________


	Part Two: Financial Application 

Project Name:___________________________________________

Eligible Applicant Name: ___________________________________________

Applicants must follow the format below, using the titles in bold.

Table of Contents

             Executive Summary

A.  Project Budget

· Project Expenses and Justification 

B.  Project Fund Sources

C.  Cost Effectiveness

D.  Project Financial Viability

E. Eligible Applicant Financial Stability
F. General Corporate Information



Part Two: Financial Application 

Project Name:___________________________________________

Eligible Applicant Name: ___________________________________________

Executive Summary

This part of the Financial Application must briefly describe:

· The overall Project.

· How the Project meets HEAL NY Primary Care Infrastructure objectives (See Sections 1.2 and 1.3 of this RGA).

· How the Eligible Applicant meets the eligibility criteria (see Section 1.4).

A.  Project Budget
Provide a Project Budget that includes all components of the application, including those that will be funded with sources other than HEAL NY grant funds.  Show the amount of each budget line that will be funded with HEAL NY grant funds.  Provide a detailed discussion of the reasonableness of each budgeted item.  These budget justifications should be specific enough to show what the Eligible Applicant means by each request and how the request supports the overall Project. 
B.  Project Fund Sources

Identify and describe all private or other sources of funding, if any, for the Project, including governmental agencies or other grant funds. 

C.  Cost Effectiveness

Describe why the project is a cost-effective investment as compared to other alternatives.  Describe any savings to the health care system relative to the project costs.  Include a discussion of all means by which projected savings can be verified after the project is complete.

D.  Project Financial Viability

Provide a detailed discussion showing how the project will enable the institution to become financially viable upon completion.  If appropriate, provide a feasibility plan for paying or retiring capital debt.  Include supporting documents such as a Project Balance Sheet, cash flows, etc. for the Project start through three years after project completion. 
E. Eligible Applicant Financial Stability

Provide evidence of the financial stability of the Eligible Applicant.  This would include a copy of the prior two annual audited financial statements and any other evidence of this stability.  Entities whose financial statements have not been subjected to an audit must include any additional information available to satisfy this test and appropriate certifications.

Budget Forms Required

Two budget forms are included in this RGA: 

· Project Expenses and Justification 

· Project Fund Sources  

The two forms must be completed to show all fund sources and expenses associated with the proposed project.  

Total fund sources should equal total expenses.  If fund sources exceed expenses, please write a detailed explanation.

The budget forms should include the name, phone number, and e-mail address of the person responsible preparing for the budget.

HEAL NY Phase 6: Primary Care Infrastructure

    Project Expenses and Justification

Project Name:________________________________________________

Eligible Applicant Name: _______________________________________

Each category of expenses (left column) must be accompanied by a written justification (right column).  Each justification must include a discussion of how the expense will support the project, and state whether the applicant believes the expense is capitalizable.  

	Cost Category

EXAMPLES
ONLY
	Anticipated

HEAL NY Funds
	Total Expense
	Capitalizable Expense

Choose YES or NO for each line.
	Justification

	Acquisition
	
	
	
	

	  Land Costs
	$
	$
	YES      NO
	

	  Building Costs
	$
	$
	YES      NO
	

	  Other (specify)
	$
	$
	YES      NO
	

	Capital Work
	
	
	
	

	  New Construction
	$
	$
	YES      NO
	

	  Equipment
	$
	$
	YES      NO
	

	  Renovation
	$
	$
	YES      NO
	

	  Other (specify)
	$
	$
	YES      NO
	

	Fees
	
	
	
	

	  Architectural/Design
	$
	$
	YES      NO
	

	  Engineering
	$
	$
	YES      NO
	

	  Legal
	$
	$
	YES      NO
	

	  Installation
	$
	$
	YES      NO
	

	  Construction Management
	$
	$
	YES      NO
	

	  Other (specify)
	$
	$
	YES      NO
	

	
	
	
	
	

	Debt Restructuring
	$
	$
	YES      NO
	

	Other Categories (specify)
	
	
	
	

	  -
	$
	$
	YES      NO
	

	  -
	$
	$
	YES      NO
	

	  -
	$
	$
	YES      NO
	

	 TOTAL 
	$
	$
	
	


Name, phone number, and e-mail address of the person responsible preparing for the budget:

Name_________________________________________________________________

Phone____________________________  

E-mail____________________________________

HEAL NY Phase 6: Primary Care Infrastructure

Project Fund Sources

Project Name:_______________________________________________

Eligible Applicant Name:________________________________________

	
	Currently

Committed
	Anticipated
	Total
	

	HEAL NY


	$
	$
	$
	

	Other Funds
	$
	$
	$             
                     
	A

	                                                Total
	$
	$
	$                    

                         
	B

	Other Funds’ Components
	
	
	
	

	Applicant Direct Funds
	$
	$
	$
	

	Program Income
	$
	$
	$
	

	Federal Government
	$
	$
	$
	

	Foundations
	$
	$
	$
	

	Corporations
	$
	$
	$
	

	Bonds
	$
	$
	$
	

	Loans
	$
	$
	$
	

	Board/Individual Contributions
	$
	$
	$
	

	Other (describe)
	$
	$
	$
	

	Total
	$
	$
	$
	


· Calculate the Other Funds as a Percent of Total Funds.  

A / B =_______

· Any program income realized during the project must be applied to project costs.
Name, phone number, and e-mail address of the person responsible preparing for the budget:

Name__________________________________________________

Phone__________________________________

E-mail________________________________
Attachment 6

Eligible Applicant Certification
CERTIFICATION FOR

HEALTH CARE EFFICIENCY AND AFFORDABILITY LAW (HEAL NY) GRANTS

I hereby warrant and represent to the New York State Department of Health (“DOH”) and the Dormitory Authority of the State of New York (“the Authority”) that:

· Applicant will make every effort to ensure that the project described in this application will be consistent with the goals and recommendations of the Commission on Health Care Facilities in the Twenty-First Century, as established pursuant to Section 31 of Part E of Chapter 63 of the Laws of 2005, and with the goals and recommendations set forth in the Commission’s report of November, 2006.   

· All contracts entered into by the Grantee in connection with the Project shall (A) provide that the work covered by such contract shall be deemed “public work” subject to and in accordance with Articles 8, 9 and 10 of the Labor Law; and (B) shall provide that the contractors performing work under such contract shall be deemed a "state agencies” for the purposes of Article 15A of the Executive Law
· If awarded a HEAL NY grant, the funds will be expended solely for the project purposes described in this RGA and in the GDA and for no other purpose.

· I understand that in the event that the project funded with the proceeds of a HEAL NY grant ceases to meet one or more of the criteria set forth above, then DOH and/or the Dormitory Authority shall be authorized to seek recoupment of all HEAL NY grant funds paid to the Grantee and to withhold any grant funds not yet disbursed.  

Applicant Name
____________________________________________________

Project Name
____________________________________________________

Signature  _____________________________________  Date  ______________

Name (Please Print)   ________________________________________________

Title (Please Print) _________________________________________________

Please note that in accordance with Part 86-2.6 of the Commissioner’s Administrative Rules and Regulations, ONLY the following individuals may sign the attestation form:Proprietary Sponsorship – Operator/Owner

· Voluntary Sponsorship – Officer (President, Vice President, Secretary or Treasurer), Chief Executive Officer, Chief Financial Officer or any Member of the Board of Directors

· Public Sponsorship – Public Official Responsible for Operation of the Facility

Attachment 7

State Environmental Quality Review

SHORT ENVIRONMENTAL ASSESSMENT FORM

For UNLISTED ACTIONS Only
PART I-PROJECT INFORMATION ( To be completed by Applicant or Project  Sponsor)

	1. APPLICANT/SPONSOR
	2. PROJECT NAME



	3. PROJECT LOCATION:

    Municipality
	County

	4. PRECISE LOCATION (Street address and road intersections,  prominent landmarks, etc., or provide  map)



	5. IS PROPOSED ACTION:

    ( New           ( Expansion          ( Modification/alteration
	

	6. DESCRIBE PROJECT BRIEFLY:


	

	7. AMOUNT OF LAND AFFECTED:

     Initially _____________________acres                         Ultimately ____________________acres

	8. WILL PROPOSED ACTION COMPLY WITH EXISTING ZONING OR OTHER EXISTING LAND USE RESTRICTIONS?

     ( Yes       ( No   If No, describe briefly



	9. WHAT IS PRESENT LAND USE IN VICINITY OF  PROJECT?

      ( Residential            ( Industrial           ( Commercial           ( Agriculture          ( Park/Forest/Open Space          ( Other

      Describe:



	10. DOES ACTION INVOLVE A PERMIT APPROVAL, OR FUNDING, NOW OR ULTIMATELY FROM ANY OTHER                                      GOVERNMENTAL AGENCY (FEDERAL, STATE OF LOCAL)?

       ( Yes             ( No    If yes, list agency(s) and permit/approvals



	11. DOES ANY ASPECT OF THE ACTION HAVE A CURRENTLY VALID PERMIT OR APPROVAL?

       ( Yes            ( No   If yes, list agency  name and permit/approval



	12. AS A RESULT OF PROPOSED ACTION WILL EXISTING PERMIT/APPROVAL REQUIRE MODIFICATION?

       ( Yes          ( No

	           I CERTIFY THAT THE INFORMATION PROVIDED ABOVE IS TRUE TO THE BEST OF MY KNOWLEDGE

Applicant/sponsor name: _____________________________________________________   Date:__________________________

Signature: _________________________________________________________________


If the action is in the Coastal Area, and you are a state agency, complete the 

Coastal Assessment Form before proceeding with this assessment









