HEAL NY Program Grant Application


Phase 18 - Mental Health Initiatives
Technical Application Cover Page

Project Name_____________________________________________________

Eligible Applicant Legal Corporate Name__________________________________________

Applicant’s Address (include County)__________________________________
______________________ _______________________________________________________

__________________________________________________________________

Applicant Federal ID #:______________________________________     

NYS Charities Registration #:________________________________

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  

_______________________________________    _

Application Type (Please One) : 

                 _________      Small Project ($1,000,000 or under)  

Or            ___________   Large Project (1,000,001 to $8,000,000)

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:

· If awarded a HEAL NY grant, the funds will be expended solely for the project purposes described in this proposal 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.  

· With respect to the process for the awarding of HEAL funds without the process set forth in subdivision one of HEAL NY Legislation (PHL 2818), I certify that as an eligible applicant for discretionary funding we meet the following criteria:

· (i)
Have a loss from operations for each of the three consecutive preceding years as evidenced by audited financial statements; and

· (ii)
Have a negative fund balance or negative equity position in each of the three preceding years as evidenced by audited financial statements; and

· (iii)
Have a current ratio of less than 1:1 for each of three consecutive preceding years;
 or

· (iv)
may be deemed to the satisfaction of the Commissioner to be a provider that fulfills an unmet health care need for the community as determined by the Department through consideration of the volume of Medicaid and medically indigent patients served; the service volume and case mix, including but not limited to maternity, pediatrics, trauma, behavioral and neurobehavioral, ventilator, and emergency room volume; and, the significance of the institution in ensuring health care service access as measured by market share within the region.

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

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
	

	1. 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 OR 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

MULTIPLE PROVIDER / PARTICIPANT CONSENT FORM

*REQUIRED FOR APPLICATIONS WITH MULTIPLE PARTICIPANTS IN PROJECT *

Lead Applicant in Grant Application

· Lead Applicant has requested and received consent from the co-applicants listed below to fully participate and assist in the implementation of all aspects of the project described in the grant application.  Lead Applicant understands that it will be asked to sign a Grant Disbursement Agreement relating to the entire project should the application lead to an award.

Lead Applicant Name: ____________________________________ (please type)

Lead Applicant Authorized Signature: ___________________________________

Date: _____________________________________

Participant in Grant Application (Please list all participants)

· Participant understands all aspects of the project described in the grant application submitted by the Lead Applicant (above) and consents to its inclusion therein.

· If the grant is awarded, Participant agrees to fully cooperate in the implementation of the project described in the grant application and consents to Lead Applicant executing a Grant Disbursement Agreement in connection therewith.

Participant Name: _______________________________________ (please type)

Participant Authorized Signature: _______________________________________





 

Date: ____________________________________

Technical Application Format
Project Name:___________________________________________

Eligible Applicant Name:______________________________________

Executive Summary (not to exceed one page)

This part of the Technical Application should describe:

· The overall purpose of the project outlines what issues the proposal is intended to address.

· How the Project meets stated objectives of the Phase 18 RGA.

A. Project Description
1) Eligible Applicant:    

In this section, provide basic organizational information on the Eligible Applicant.  Complete the Eligible Applicant Certification.  This should include information such as the Eligible Applicant’s exact corporate name, board composition, ownership and affiliations, staffing, and services provided.  Also provide information that will allow DOH, OMH and DASNY to understand how the Eligible Applicant is prepared to proceed with the Project.  

2) Background Information:   

Applications should include basic descriptive information about annual admissions, discharges, ages of individuals served (child, adolescent, adult, geriatric), source of referrals, length of stay, payer sources, occupancy rates, relationships with neighboring hospitals and communities, number of inpatient psychiatric beds in the catchment area (in addition to those it operates) and description of mental health service care continuum in the community.

3) Operating History:  

Applications should provide information about the DOH and/or OMH licensing history and a summary of any accreditation or other external (CMS) citations for the past 5 years.  

B.  Community Need:
Building upon the statistics provided in the background information section, please describe how the project will relate to identified health needs in the community.  This should be based on documented information, such as health status indicators, demographics, insurance status of the population, and data on service volume, occupancy, and discharges by existing providers.  Identify areas of overcapacity and/or under-capacity.  This information will be used to confirm that the applicant fulfills an unmet health care need for the community as described in Public Health Law Section 2818(2). 

C: Project Activities:

1) Objectives:

· Describe the project objectives to be attained and the activities to achieve each objective 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 patients.  

· Objectives are attained through implementation of an accompanying set of activities (or sub-objectives), usually occurring in sequence.  Objectives should be verifiable through measurable indicators wherever possible.  

2) Inpatient Capacity:

The system has experienced significant downsizing of inpatient capacity particularly in the downstate region.  This has had a major impact on needed inpatient psychiatric capacity in certain communities/regions.  

· Does your project address a need for inpatient capacity?  

· Is the need supported and demonstrated statistically in your Community Needs Assessment?

· How will this project address the key elements under review regarding the System of Care?

3) System of Care:  

Applications should describe the mental health service delivery system in which the organization operates and outline how the project fits into this continuum.

· Does the project solve any current problems in the local service system? 

· What is the benefit of considering this project in connection to community services? 

· Will the project result in shorter lengths of stay, an increase in the number of people served or result in potentially preventing readmissions?

· What is the connection of this proposal to community based outpatient or ambulatory services?

· How closely aligned is it with County planning and priorities?

· If any other changes/closures/reductions in the catchment area are anticipated, what is the expected impact of this proposal?

· Does the project reflect a collaboration with other agencies/entities that strengthens its value?

D.  Innovation:
Applications should describe the extent to which new and evidenced based approaches to treatment will be implemented. For example, treatment approaches that combine co-occurring mental health and substance abuse treatment, health and mental health coordination, innovative practices in care coordination that link inpatient with community based services to support individuals after discharge, or services geared to divert inpatient admission including crisis services or mental health urgent care. 

Of particular interest are innovations that are designed to address specific problems identified in the local service delivery system.

E.  Project Implementation and Monitoring Plans:

1) 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 should describe in detail the phasing plan anticipated to achieve implementation.  This phasing plan should identify specific milestones and dates of completion for each milestone.  If applicable, the application and phasing plan should 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. 
2) Continuation:  

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

3) Project Team:  

Describe how the project 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.  

4) Project Tracking:  

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. 

The Technical Application should not exceed ten (10) pages
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