








Attachment 5

	Financial Application Cover Page 

Project Name_____________________________________________________

Eligible Applicant Legal Corporate  Name_____________________________

Applicant’s Category:  

________________________________________________________________
Applicant’s Address (include County)

__ _____________________________________________________________

_____________________________________________________________

Applicant Federal ID #:______________________________    

NYS Charity Registration #:__________________________

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______________________________




Financial Application Format

Project Name:___________________________________________

Eligible Applicant Name: ___________________________________________

Executive Summary

This part of the Financial Application should briefly describe:

· The overall Project.

· How the Project meets HEAL NY stated goals.

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 support the institution’s financial viability upon completion.   Provide financial feasibility projections for retiring any capital debt, associated with the project.  Include supporting documents such as projected balance sheets, income statements, cash flows, etc. from the project start through three years after project completion.

E. Provider Fiscal History: 
Applications should provide information about the provider’s relative financial strength and the anticipated fiscal impact of completing this project. A complete budget should be included with cost and revenue projections for the next 3 years. The funding requested should include all anticipated costs as well as a plan for sustainability after the grant funds are expended.
F. 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 should include any additional information available to satisfy this test and appropriate certifications.

G. General Corporate Information:

1. Provide a list of vendors or contractors who can be contacted regarding the applicant’s business practices.  

2. Provide the name of any parent, sibling, or subsidiary corporation of the applicant. 

3. Include with the application a copy of Form 990 or evidence of an up-to-date filing with the Attorney General of New York State.

4. Provide a current NYS Vendor Responsibility Questionnaire.   

Budget Forms Required

· Project Expenses and Justification; and, 

· Project Fund Sources

These two forms should be completed to show all expenses and fund sources 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.

Project Expenses and Justification
Project Name:________________________________________________
Eligible Applicant Name: _______________________________________

Each category of expenses (left column) should be accompanied by a written justification (right column).  Each justification should 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
	

	Closure
	
	
	
	

	  Discharge of LT Debt
	$
	$
	YES      NO
	

	  Payment of Debt
	$
	$
	YES      NO
	

	  Medical Records Storage 
	$
	$
	YES      NO
	

	  Employee Expenses
	$
	$
	YES      NO
	

	Start-up/Transition
	$
	$
	YES      NO
	

	  Staffing Costs
	$
	$
	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 for preparing the budget:

Name_________________________________________________________________

Phone____________________________        E-mail___________________________

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
	$
	$
	$
	



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

Name_________________________________

Phone_________________________________

E-mail________________________________
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