Attachment #1
APPLICATION COVER SHEET – PAGE I
Applicant Name:                                                                                                 

 RFA #100105104

Applicant Address: 
                                                                                                                                       

 

                                                                                                                                      
Application Region (Choose only one):   FORMCHECKBOX 
 New York City or     FORMCHECKBOX 
 Rest-of-State


Institution Number:      

FEIN #:       
Charities Registration #:       -     -     
or   Exempt Reason:                                                               
Number of freestanding ambulatory care sites submitted within this grant application:       

(This should correspond with the number of Attachment #2 documents submitted.)

Total amount of funding requested within this grant application for entire term (up to 36 months): $                       
 (i.e., funding for all sites in total.)

Total number of resident training programs that will send residents to train at a freestanding ambulatory care site included in this application:          
Name of Resident Training Program: 





ACGME/AOA Accreditation:

1)                                                                                                     


 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 
 FORMCHECKBOX 
 Pending
2)                                                                                                     


 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Pending
3)                                                                                                     


 FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Pending
4)                                                                                                     


 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Pending

5)                                                                                                      


 FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Pending
6)                                                                                                     


 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Pending

*Attach  additional sheets as necessary.

If  you answered “no” or “pending” for any of the resident training programs listed above, does the applicant attest that each such resident 
training program will have ACGME/AOA accreditation before any resident from that program begins to train at a freestanding ambulatory care site included in this application? (Failure to acquire ACGME/AOA accreditation within the prescribed timeframe may result in contract termination.)   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

The applicant attests that formal letters of ACGME/AOA accreditation for each of the above listed resident training programs will be:




  FORMCHECKBOX 
 Included in this application.  





  FORMCHECKBOX 
 Supplied to the Department prior to the start of training. 

Failure to submit formal letters of ACGME/AOA accreditation for each resident training program listed above may result in contract 
termination. 
Attachment #1

APPLICATION COVER SHEET – PAGE 2
Applicant Name:                                                                                                          


 RFA #100105104
Does this application include freestanding ambulatory care sites with which the applicant has existing affiliation or other agreements?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
If the answer to the above question is “yes”, does the applicant attest that the freestanding ambulatory care site(s) have agreed to increase their training obligations to the applicant under the existing affiliation or other agreements? (Existing affiliation or other agreements should NOT be submitted with the application.)
 FORMCHECKBOX 
 Yes 
  FORMCHECKBOX 
 No
The applicant attests that each resident (and medical student) that it sends to train at a freestanding ambulatory care site included in this application will have medical malpractice insurance coverage for the duration of the training period.   FORMCHECKBOX 
 Yes 
  FORMCHECKBOX 
 No

Applicant Contact Person:                                                                                                  
Title:                                                                                                                                    
Telephone Number: (     )       -      


Fax Number: (     )       -      

E-mail Address:                                                                        
Applicant Authorized Signature: __________________________________________________________________
Print Name:                                                                                                       

Title:                                                                                                                  
Attachment #2
AMBULATORY CARE SITE INFORMATION SHEET
Applicant Name:                                                                                                      

RFA #1001051045


Site Name:                                                                                                                                                                 

Site Address:                                                                                                                                                             


                                                                                                                                                                      

Site’s NYS Operating Certificate # or Physician License #:                                                         

Site is a Medicaid Participant: 




 FORMCHECKBOX 
 Yes
  FORMCHECKBOX 
 No





MMIS #:                                                   

Site is located in an underserved area of NYS:


 FORMCHECKBOX 
 Yes 
 FORMCHECKBOX 
 No  



Site currently trains residents:


    

 FORMCHECKBOX 
 Yes 
 FORMCHECKBOX 
 No

Site will also train medical students:

 

 FORMCHECKBOX 
 Yes 
 FORMCHECKBOX 
 No

Does this site have an existing affiliation or other agreement with the applicant? 
 FORMCHECKBOX 
 Yes 
 FORMCHECKBOX 
 No

(Existing affiliation or other agreements should NOT be submitted with the application.)

If the answer to the above question is “yes”, has the freestanding ambulatory care site agreed to increase its training obligations to the applicant under the existing affiliation or other agreements?  
 FORMCHECKBOX 
 Yes 
 FORMCHECKBOX 
 No
It is hereby certified that:  (a) an executed affiliation or other agreement has been entered into between the sponsoring institution (applicant) and the freestanding ambulatory care site listed above, for the purposes of training residents (and medical students) under this grant program; or (b) an affiliation or other agreement between the sponsoring institution (applicant) and the freestanding ambulatory care site listed above will be executed within thirty (30) calendar days of the approval of a contract by the Office of the State Comptroller resulting from this RFA.  Failure to execute an affiliation or other agreement(s) within the prescribed timeframe may result in contract termination.

Applicant Authorized Signature: __________________________________________________________________

Print Name:                                                                                                                                                                 


Title:                                                                                                                

Ambulatory Care Site Authorized Signature: _________________________________________________________

Print Name:                                                                                                                                                                 


Title:                                                                                                                

Attachment #3
PHYSICIAN/CLINICIAN VERIFICATION AND PROGRAM STAFFING FORM

*Complete one (1) form for EACH freestanding ambulatory care site.*

Applicant Name:                                                                                                                                                          

RFA #1001051045

Site Name:                                                                                                                                                                     
Total number of physicians/clinicians training residents (and medical students) at the freestanding ambulatory care site:      
* ONLY list physicians/clinicians who will be training residents (and medical students) at the site.*

	Name
	Title
	Specialty
	Board Certification

(Physician Only)
	NYS License #
	NYS  License  Restricted in ANY WAY by the NYS Education Dept
	Registered with the NYS Physician Profile 
	# of Residents/ Students Supervised
	# of Hours Spent Training

Per Week 
	% Effort Dedicated to Training at Site Per Week
	Grant Funded and Percentage Grant Funded

	     
	     
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No        
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No        
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No        
	     
	     
	     
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
       %

	     
	     
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No        
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No        
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No        
	     
	     
	     
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
       %

	     
	     
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No        
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No        
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No        
	     
	     
	     
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
       %

	     
	     
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No        
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No        
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No        
	     
	     
	     
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
       %

	     
	     
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No        
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No        
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No        
	     
	     
	     
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
       %

	     
	     
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No        
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No        
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No        
	     
	     
	     
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
       %

	     
	     
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No        
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No        
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No        
	     
	     
	     
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
       %

	     
	     
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No        
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No        
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No        
	     
	     
	     
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
       %


We have performed due diligence in verifying that the above listed physicians and clinicians hold a valid NYS Licenses that are not subject to restriction by the NYS Department of Education. We have also verified that the above listed physicians are registered with the NYS Physician Profile.  In submitting this form, we hereby attest to the veracity of the above statements.
Applicant Authorized Signature: ____________________________________________ Print Name:                                                                    Title:                                             
Ambulatory Care Site Authorized Signature: __________________________________ Print Name:                                                                      Title:                                                 

Attachment #4

MOCK SCHEDULE OF RESIDENTS AND MEDICAL STUDENTS AT THE AMBULATORY CARE SITE 
*Complete three (3) forms for EACH freestanding ambulatory care site.*


RFA #1001051045


Applicant Name:                                                                                              

Site Name:                                                                                                         
	Description
	Specialty
	Number Trained at the Site
	Day and Hours in the week


	Hours of Training Per Week
	Duration of Training (in weeks)
	*FTE Count 
	Remarks

	(Example - PGY 3)
	
	10
	Daily 9 – 5
	40
	16
	1
	Every resident spends one ½ day session of four hours per week at the site. 

	Residents
	
	
	
	
	
	
	

	 PGY 1
	     
	     
	     
	     
	     
	     
	     

	PGY 2
	     
	     
	     
	     
	     
	     
	     

	PGY 3
	     
	     
	     
	     
	     
	     
	     

	PGY 4
	     
	     
	     
	     
	     
	     
	     

	Other PGY year: __
	     
	     
	     
	     
	     
	     
	     

	Sub total
	
	     
	
	
	
	     
	

	Medical Students
	
	
	
	
	
	
	

	Year 1
	     
	     
	     
	     
	     
	     
	     

	Year 2
	     
	     
	     
	     
	     
	     
	     

	Year 3
	     
	     
	     
	     
	     
	     
	     

	Year 4
	     
	     
	     
	     
	     
	     
	     

	Sub total
	
	     
	
	
	
	     
	

	Total
	
	     
	
	
	
	     
	


*40 hours of training per week will count as one FTE.*

Attachment #5

OPERATING BUDGET AND FUNDING REQUEST FORM 1
*Complete one (1) form for EACH freestanding ambulatory care site.*

RFA #1001051045
Applicant Name:                                                                                                                                          

Site Name:                                                                                                                                    
	Cost Category
	Year 1
	Year 2
	Year 3
	Grand Total All Years

	
	
	
	
	

	Total

Personal Services
	$     
	$     
	$     
	$     

	
	
	
	
	

	Total

Non-Personal Services
	$     
	$     
	$     
	$     

	 Grand Total 
	$     
	$     
	$     
	$     


Attachment #6

OPERATING BUDGET AND FUNDING REQUEST FORM 2
*Complete three (3)  forms for EACH freestanding ambulatory care site.*


RFA #1001051045

Applicant Name:                                                                                                                                             

Site Name:                                                                                                                                       
	PERSONAL SERVICES 
	(2)
	(3)
	(4)
	(5)
	(6)
	(7)

	List the title (and name, if known) of ALL personnel for whom funding is being requested:
	Full-Time Annualized Salary
	# of Months Funded
	%FTE Annual on program (show in decimal form )
	Total Expenses Requested from NYS
	Budget Category (Start-up, Training or Administrative)
	Description of Services 

(Note:  If services are start-up, the maximum number of months allowed are six (6) in year 1 ONLY)

	1)      
2)      
3)      
4)      
5)      
6)      
Add additional lines as needed
	$     
$     
$     
$     
$     
$     
	     
     
     
     
     
     
	 .  
 .  
 .  
 .  
 .  
 .  

	$     
$     
$     
$     
$     
$     
	     
     
     
     
     
     
	                                                          
                                                          
                                                          
                                                          
                                                          
                                                          


	Sub-Total Salaries
	
	
	
	$     
	
	

	Fringe Benefit Rate       %
	
	
	
	$     
	
	

	Total  Personal Services 
	
	
	
	$     
	
	


Attachment #7

OPERATING BUDGET AND FUNDING REQUEST FORM 3
*Complete one (1) form for EACH freestanding ambulatory care site.*

RFA #1001051045
Applicant Name:                                                                                                                                             

Site Name:                                                                                                                                       
	NON-PERSONAL SERVICES
	(2)
	(3)
	
	(4)
	(5)

	List ALL expenses related to this initiative for which funding is being requested:
	Months 1-12
	Months 13-24
	Months 25-36
	Budget Category (Start-up, Training, or Administrative)
	Justification / Derivation of Costs

 (Add one (1) additional page if necessary)

	Resident Housing

Resident Transportation 

Resident Allowance

Resident Supplies

Administrative Costs

*Equipment

Purchased Services:

 Subcontractors

Consultants 

Other (itemize):


	$     
$     
$     
$     
$     
$     
$     
$     
$     

	$     
$     
$     
$     
$     
$     
$     
$     
$     
	$     
$     
$     
$     
$     
$     
$     
$     
$     
	     
     
     
     
     
     
     
     
     

	                                                                        
                                                                        
                                                                        
                                                                        
                                                                        
                                                                        
                                                                        
                                                                       
                                                                        

	Total Non-Personal Services
	$     
	$     
	$     
	
	


*Limited computer/printing equipment and/or office furniture may be considered if sufficiently justified.

Attachment #8

VENDOR RESPONSIBILITY ATTESTATION
To comply with the Vendor Responsibility Requirements outlined in Section IV, Administrative Requirements, H. Vendor Responsibility Questionnaire, I hereby certify:

Choose one:

 FORMCHECKBOX 

An on-line Vender Responsibility Questionnaire has been updated or created at OSC's website: https://portal.osc.state.ny.us within the last six months.

 FORMCHECKBOX 

A hard copy Vendor Responsibility Questionnaire is included with this application and is dated within the last six months.  

 FORMCHECKBOX 

A Vendor Responsibility Questionnaire is not required due to an exempt status.  Exemptions include governmental entities, public authorities, public colleges and universities, public benefit corporations, and Indian Nations.

RFA #1001051045
Signature of Organization Official: 









Print/type Name:
                                                                                            
Title:


                                                            
Organization:

 








       
Date:


                                                 
Attachment #9

APPLICATION CHECK LIST

RFA #1001051045
Applicant Name:                                                                                                                                            

Submit two (2) original and four (4) copies of your application.  Your submission should include this checklist and the items listed below: 

 FORMCHECKBOX 

Application Cover Sheet (Attachment #1). Submit one (1) form per application.

 FORMCHECKBOX 

Program Narrative (not to exceed twenty (20) pages).

 FORMCHECKBOX 

Ambulatory Care Site Information Sheet (Attachment #2). Submit one (1) form per site.

 FORMCHECKBOX 

Physician/Clinician Verification and Program Staffing Form (Attachment #3). Submit one (1) form per site.

 FORMCHECKBOX 

Mock Schedule of Residents and Medical Students at the Ambulatory Care Site 

 
(Attachment #4).  Submit three (3) forms per site.

 FORMCHECKBOX 

Operating Budget and Spending Request Form 1 (Attachments #5).  Submit one (1) form per site.

 FORMCHECKBOX 

Operating Budget and Spending Request Form 2 (Attachments #6).  Submit three (3) forms per site.

 FORMCHECKBOX 

Operating Budget and Spending Request Form 1 (Attachments #7).  Submit one (1) form per site.


 FORMCHECKBOX 

Vendor Responsibility Attestation (Attachment #8). Submit one (1) form per 


application.

 FORMCHECKBOX 

Formal letters of current ACGME/AOA accreditation for each resident training program listed in Attachment #1.

DO NOT SUBMIT THE SAMPLE GRANT CONTRACT (ATTACHMENT #11).  THESE FORMS WILL BE USED DURING THE CONTRACTING PROCESS.
Submit one (1) form per site for EACH year (i.e., three (3) pages per site).


Circle:  Year	1	2	3





Submit one (1) form per site for EACH year (i.e., three (3) pages per site).


Circle:  Year	1	2	3











