Attachment 2

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:


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.


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



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.

Signature of Organization Official:









Print/type Name:











Title:













Organization:












Date Signed:






NEW YORK STATE PRIVATE 
DEPARTMENT OF HEALTH

WADSWORTH CENTER

LABORATORY OF HUMAN GENETICS 

P.O. BOX 509

ALBANY, NY 12201

GRANT APPLICATION FOR NEW YORK STATE

TRANSITION PROGRAM FOR YOUNG ADULTS 

WITH SICKLE CELL DISEASE
	PRIVATE 
1.PROGRAM: New York State Transition Program for Young Adults with  Sickle Cell Disease:


	2.NAME AND ADDRESS OF APPLICANT INSTITUTION:
	5. PROGRAM/PROJECT PERIOD
    January 1, 2011 – December 31, 2015


	
	6.  BUDGET PERIOD

   January 1, 2011 – December 31, 2011


	EMPLOYER'S FEDERAL IDENTIFICATION NUMBER

CHARITY REGISTRATION NUMBER

(This information SHOULD be provided)
	7.
AMOUNT REQUESTED FOR BUDGET PERIOD

	4.DIRECTOR OF PROJECT (Program or center director or Principal Investigator)

 
	8.
ADMINISTRATIVE OFFICIAL (Person who may negotiate contracts)
 

	TITLE
	TITLE

	ADDRESS OF DIRECTOR - ACTUAL SITE OF PROGRAM (If different from (2) above)
OFFICE TELEPHONE (Area Code, Number, Extension)

Fax number:

E-mail address:
	ADDRESS OF ADMINISTRATOR (If different from (2) above)
OFFICE TELEPHONE (Area Code, Number, Extension)

Fax number:

E-mail address:


Budget page 1

SUMMARY BUDGET FOR THIS PERIOD
	PRIVATE 
APPLICANT NAME



	BUDGET PERIOD: January 1, 2011 – December 31, 2011
	
TOTAL


AMOUNT


(a)
	
APPLICANT


AND OTHERS


(b) from 10 Total
	
REQUESTED


FROM NYSDOH


(c) = (a) - (b)

	1.SALARIES OR PERSONNEL (from page 3)


	$
	$
	$

	2.FRINGE BENEFITS (     %) (from page 3)


	
	
	

	3.OFFICE SUPPLIES (from page 4)


	
	
	

	4.TRAVEL (from page 4)


	
	
	

	5.EDUCATIONAL MATERIALS (from page 4)


	
	
	

	6.FACILITY USAGE (Maximum of 10% - from page 5)


	
	
	

	7.SUBCONTRACTS (from page 5)


	
	
	

	8.OTHERS (from page 5)


	
	
	

	9.TOTAL COSTS


	$
	$
	$

	10.  SOURCES OF FUNDS - APPLICANT AND OTHER

(Identify each source separately)

(1) Revenues collected from patients and third parties as shown in Section 11  -  Total

Other Sources of Funding:

(2)

(3)

(4)

(5)

(6)


	(1)  $

(2)

(3)

(4)

(5)

(6)

	TOTAL (Transfer to Line 9, Section (b))


	TOTAL  $

	11.  PAYMENT FOR SERVICES PROVIDED BY PROJECT

(1) Title XIX (Medicaid)

(2) Private Insurance Providers

(3) Health Maintenance Organizations

(4) Self Pay - Full Fee

(5) Self Pay - Sliding Fee

(6) Other


	(1)  $

(2)

(3)

(4)

(5)

(6)

	TOTAL (Transfer to Section 10, Line 1)


	TOTAL  $


Budget page 2

KEY PERSONNEL
	PRIVATE 
APPLICANT



	NAME AND POSITION TITLE


	ANNUAL SALARY RATE
	NUMBER MONTHS BUDGET
	PERCENT TIME
	TOTAL AMOUNT REQUIRED
	APPLICANT AND OTHERS
	REQUESTED FROM NYSDOH

	1.SALARY TOTAL


	$
	
	
%
	$

$
	$

$
	$

$



	2.FRINGE BENEFITS (     %)


	
	
	
	$
	$
	$

	CATEGORY TOTAL


	
	
	
	$
	$
	$


Budget page 3

DETAILED BUDGET FOR THIS PERIOD

Include Category Details
	PRIVATE 
APPLICANT

	
	TOTAL AMOUNT REQUIRED
	
SOURCE OF FUNDS

	
	
	APPLICANT AND OTHERS
	REQUESTED FROM NYSDOH

	3.OFFICE SUPPLIES


	$


	$
	$

	Category Total
	$
	$
	$

	4.PATIENT-CARE RELATED TRAVEL


	$


	$
	$

	Category Total
	$
	$
	$

	5.EDUCATIONAL MATERIALS


	$
	$
	$

	Category Total
	$
	$
	$

	6.FACILITY USAGE (describe formula used)


	$


	$
	$

	Category Total
	$
	$
	$

	7.SUBCONTRACT(s) (Use one line for each contractor's total budget.  Include detailed budget sheets for each subcontractor.)

(1)


	$

(1)


	$
	$

	Category Total
	$
	$
	$

	8.OTHER – list

(1)


	$

(1)


	$
	$

	Category Total
	$
	$
	$


Budget page 4

BUDGET JUSTIFICATION

APPLICANT




Budget page 5

OTHER RELATED SUPPORT FROM ALL SOURCES

APPLICANT


If this application was or will be submitted to other agencies of funding sources identify them in this space.


INSTRUCTIONS:  List all other support related to this project, except for that requested in this application.  Include requests now being considered by other funding sources.  Amounts shown should reflect total funds awarded or pending over the entire period indicated in the final column.  Use a continuation page, if necessary, and follow the same format.



EXISTING PROJECTS

	PRIVATE 
SOURCE AND PROJECT NUMBER
	TITLE OF PROJECT OR PROGRAM
	TOTAL AMOUNT
	TOTAL PERIOD OF SUPPORT

	
	
	
	



RELATED APPLICATIONS PENDING DECISION

	PRIVATE 
AGENCY
	TITLE OF PROJECT OR PROGRAM
	TOTAL AMOUNT
	TOTAL PERIOD OF SUPPORT

	
	
	
	


Budget page 6

ASSURANCES AND CERTIFICATIONS BY APPLICANT
APPLICANT


[image: image1]

The following assurances and certifications are part of the project grant application and must be signed by an official duly authorized to commit and assure that the applicant will comply with the provisions of the applicable laws, regulations and policies relating to the project.

……
The applicant assures and certifies that he has read and will comply with the following:

Title VI-Civil Rights Act of 1964 - (PL 88-352) and Part 80 of Title 45, Code of Federal Regulations, so that no person will be excluded from participation in, be denied the benefits of, or be otherwise subjected to discrimination on the grounds of race, color, sexual orientation or national origin.

Patents and inventions under which all inventions made in the course of or under any grant shall be promptly and fully reported to New York State Department of Health.

Specific assurances, policies, guidelines, regulations and requirements in effect at the time the grant award is made and applicable to this project (including the making of reports as required and the maintenance on necessary records and accounts, which will be made available to the Department of Health for audit purposes) which are contained and listed in the grant application package and made a part hereof.


SIGNATURES
Signatures of Official authorized to sign for applicant and Project Director or other person(s) authorized to sign on their behalf.


APPLICANT NO. 1 (Institution)

	
PRIVATE 
DIRECTOR OF PROJECT
	Printed Name/Title

Signature


	DATE

	OFFICIAL AUTHORIZED TO SIGN FOR APPLICANT
	Printed Name/Title

Signature
	DATE


Budget page 7

