Restructuring Initiatives

In Medicaid Redesign

Medicaid Rate Adjustment and

APG Enhancement

A p p l i c a t i o n
Project Name:___________________________________________

Eligible Applicant Legal Corporate Name:  __________________________

Applicant Category:  (Circle one category)

Hospital      RHCF       Sole Community Hospital       D&T Center


Article 28 Network

Article 28 Active Parent

CHHA

Applicant Address (include county):

________________________________________________________________

________________________________________________________________

Applicant Federal ID #:______________  
NYS Charities Registration #:_________

Type of Application: 

____   Medicaid Rate Adjustment    

____  APG Rate Enhancement

Are you also applying for a HEAL grant (HEAL- Eligible Applicants only)? _____Yes_____No
Restructuring Initiatives 

In Medicaid Redesign

Medicaid Rate Adjustments and APG Enhancement

Application Format


The application should demonstrate how the requested adjustment to Medicaid reimbursement rates or enhancement of APG rates will support one or more of the operational activities listed in section 8a of this announcement.

Executive Summary

This part of the application should briefly describe:

· The overall Project.

· How the Project meets the objectives of the Medicaid Redesign Team to close, merge, downsize or restructure health care facilities in favor of a reconfigured health care system delivering more efficient, higher-quality health care appropriate to the identified health care needs of the community.

· How the Eligible Applicant meets the eligibility criteria (see RFA Section 2).

Narrative

Description of Problem  


The narrative should describe the problem or changed circumstance that the facility seeks to address with the assistance of the requested rate adjustment or APG enhancement.  This change should be the result of a merger, consolidation, bed reduction, closure or other restructuring activity being undertaken by the applicant facility; or should reflect the impact on the applicant facility of a merger, consolidation, bed reduction, closure or other restructuring occurring elsewhere in the community.  The effects of the particular change or problem, actual or anticipated, should be stated in specific, measurable terms.  For example, a heightened number of visits to emergency rooms or ambulatory care facilities, a rising inpatient census, or lengthened waiting times for placement in community-based care.  Anecdotal information and generalized statements will not suffice to demonstrate these effects. 


Applicants requesting assistance to close their facilities must describe how the requested rate adjustment or APG enhancement will help implement their facility’s plan of closure required by 10 NYCRR Part 405.   Applicants proposing to absorb patients displaced by the closure of another facility must indicate how their proposed activities will relate to the plan of closure put forth by the closing facility.  Both types of applications should also include a listing and brief description of benchmarks on Attachment 1b, Closure Plan Benchmarks.  


Applicants subject to or affected by recommendations of the Medicaid Redesign Team Brooklyn Work Group should describe how the requested rate adjustment or APG enhancement will support the implementation of those recommendations as they affect the applicant.

Community Need 


The narrative should describe the health needs of the community.  This should be based on documented information, such as Prevention Quality Indicators (PQI’s), Census information, insurance status of the population, and data on service volume, occupancy, and discharges by existing providers. The community and associated data should be referred to by Zip codes, Census tracts or other defined delineation.  Generalized designations such as “neighborhood,” and “market area” will not be viewed favorably.  


Applicants should also describe, if applicable, their participation in regional or local health planning activities, including those supported by grants awarded under HEAL Phase 9.   
Activities

The narrative should describe in detailed terms the actual activities to be supported through the rate adjustment or APG enhancement; for example expanded hours of services, additional equipment or devices, or number and type of additional FTE staff.  The applicant should describe how these relate to the bed reduction, merger, closure or other restructuring being undertaken by, or having an impact upon, the applicant.  


The applicant should also describe how the proposed activities will 

· protect or enhance access to care; or

· protect or enhance quality of care; 

· improve the cost effectiveness of health care services; 

· otherwise protect or enhance the health care delivery system, as determined by the Department. 

Cost-Effectiveness and Medicaid Impact 


The activities supported by the rate adjustment or APG enhancement should yield a favorable return on State dollars have no adverse impact on Medicaid expenditures. The narrative should therefore describe how the proposed project activities will result in cost savings to the health care system and the Medicaid program through improved efficiency, more appropriate levels of care for the community, or other factors. These effects should be demonstrable by the end of the third year of the project, using indicators such as:

· an increase in primary care visits;

· a reduction in PQI-related admissions;

· a reduction in overall inpatient admissions

· higher occupancy rates for reduced complements of inpatient beds;

· improved patient through-put in ED’s and ambulatory settings;

· increased availability of home- and community-based long-term care services.

Applicants with approved Medicaid Transition I and/or Medicaid Transition II plans should describe how the proposed project will support or complement the Plan(s).

Expenses and Justification

The expenses to be supported by the rate adjustment or APG enhancement should be submitted on the attached Operating Budget form.  If the project involves the closure of a facility, the key benchmarks of the closure plan should be described using the Closure Plan Benchmarks format shown in Attachment 1b. 

Submission of Application

Applications should be submitted to:



Mr. Barry Gray



Director



Bureau of HEAL, Workforce Development and Capital Investment



Department of Health



Corning Tower, Room 1084



Albany, NY  12237


Applications must be received in this office no later than 3:00 p. m on January 17, 2012.   

Medicaid Rate Adjustment and APG Enhancement

Sample Operating Budget

Sample Closure Plan Benchmarks

	Attachment 1a

	Restructuring  Initiatives Operating Budget - Sample

Rate Adjustment/APG Enhancement

	
	
	
	
	
	

	
	
	
	
	
	

	Category of Costs:
	
	Additional Costs
	

	
	# FTE's
	Total
	Salaries
	Fringe Benefits
	Comments

	Employees
	660
	
	
	
	Work with community hospitals for the  orderly transfer of needed employees to other hospitals with funds to support. Some Employees will go elsewhere on their own

	Executive
	10
	 $            200,000 
	 $           150,000 
	 $              50,000 
	

	Management
	50
	 $        1,000,000 
	 $           750,000 
	 $           250,000 
	

	Patient Care
	350
	 $      11,000,000 
	 $       8,250,000 
	 $        2,750,000 
	

	Support Staff
	250
	 $        5,000,000 
	 $       3,750,000 
	 $        1,250,000 
	

	
	
	
	
	
	

	Costs of closing hospital
	
	Total
	Salary
	Non-Salary
	

	
	
	These represent costs not covered by other assets or funds

	Capital Debt Retirement
	
	
	
	
	

	Union Benefit Payments
	
	
	
	
	

	Malpractice 
	
	
	
	
	

	Vendor Debt
	
	
	
	
	

	Severance 
	
	
	
	
	

	Unemployment Insurance
	
	
	
	
	

	Unpaid Income tax withhold
	
	
	
	
	

	Medical Record Storage
	
	
	
	
	

	Other - Describe
	
	
	
	
	

	Other - Describe
	
	
	
	
	

	Other - Describe
	
	
	
	
	

	
	
	
	
	
	

	Capital related costs - Describe
	Total
	Building/Fixed
	Major movable
	

	Expand Emergency Room at another community hospital
	 $      10,000,000 
	 $       7,500,000 
	 $        2,500,000 
	Costs related to other hospitals in community needing to modify space to take on services of closing hospital

	Enhance existing FQHC and other ambulatory care services in the community
	 $        4,000,000 
	 $       3,000,000 
	 $        1,000,000 
	Initial costs covered with HEAL grant awards. Annual depreciation and interest covered by normal reimbursement

	
	
	
	
	
	

	
	
	
	
	
	


	                                                                     Closure Plan Benchmarks – Sample                                              Attachment 1b

	Current Capacity
	Staffed Beds
	First quarter
	Second Quarter
	Third Quarter
	Fourth quarter

	Medical/Surgical
	150
	Close initial 50 beds and transfer remaining patients to neighboring hospitals
	Close additional 50 beds and transfer remaining patients to neighboring hospitals
	Close remaining 50 beds and transfer remaining patients to neighboring hospitals

	ICU
	10
	
	Close 5 ICU beds
	Close remaining 5 beds
	

	CCU
	10
	
	Close 5 ICU beds
	Close remaining 5 beds
	

	Pediatric
	20
	Close 10 Pedicatric beds
	
	
	

	Maternity
	20
	Stop admissions and direct patients to other hospitals in the community
	Close Maternity Unit
	
	

	Psychiatric
	20
	Work with community hospitals to place patients
	
	

	Medical Rehabilitation
	10
	Close the medical rehab unit and transfer patients
	
	

	Chemical Dependency
	
	
	
	
	

	Detox
	
	
	
	
	

	Rehab
	
	
	
	
	

	
	
	
	
	
	


	Closure Plan Benchmarks – Sample

	Ambulatory Care
	Total Visits
	First quarter
	Second Quarter
	Third Quarter
	Fourth quarter

	Emergency Room
	40,000
	Work with EMS to develop plan for Ambulance diversion
	

	General Clinic
	35,000
	Work with patients to develop placement of existing patients with other clinic programs in the community
	Close some of the clinics operated after patients re-assigned to another provider
	Close some of the clinics operated after patients re-assigned to another provider
	Close remaining clinics - Follow up with patients on re-assignment to be sure they are enrolled

	Ambulatory Surgery
	        7,500 
	 Stop scheduling electives and begin to work on re-assignment of elective procedures to other providers in community

	Other - describe
	
	
	
	
	

	Other - describe
	
	
	
	
	

	Other - describe
	
	
	
	
	

	
	
	
	
	
	

	Graduate Medical Education
	# of Residents
	First quarter
	Second Quarter
	Third Quarter
	Fourth quarter

	Interns and Residents
	30
	No change - find slots for reassignment of residents
	Reassign 10 residents to another teaching program in community
	Reassign 10 residents to another teaching program in community
	Reassign remaining 10 residents to another teaching program in community

	
	# of FTE's
	
	
	
	

	Employee re-deployment
	660
	Work with  other health care providers in community to place employees
	Place employees who are hired by other providers in the community.
	Place employees who are hired by other providers in the community.
	Place remaining employees who are hired by other providers in the commnuity.











Attachment 2

Restructuring Initiatives in

Medicaid Redesign

Application Materials

for

HEAL Grant Awards

TECHNICAL Application PACKAGE Checklist

1. Technical Application 
(Applications should include all of these sections and forms)
____ 
Technical Application Cover Page

____
Eligible Applicant Certification

____
____
Multiple Provider / Participant Consent Form

____
Table of Contents

____
Executive Summary

____
Eligible Applicant

____   Attach Proof of Eligibility (Copy of Operating Certificate)

____
Project Description

____
Project Monitoring Plan

2. Packaging the Technical Application

____ 
The package contains:


____
Two original, signed, Technical Applications


____
Four copies of the Technical Application


____
Three Flash Drive’s of the Technical Application


____
Application is scheduled to be delivered by 3:00 PM on the date shown on the RFA cover page.

____
Technical Application package, shipping boxes and flash drives are clearly labeled:  

HEAL NY Medicaid Redesign Technical Application

RFA # 1111091042


____
Mail Technical Application to: 


              Barry Gray 

                      Director, HEAL, Workforce & Capital Investment

                      New York State Department of Health

                      Corning Tower, Room 1084

                      Albany, NY  12237

Restructuring Initiatives in 

Medicaid Redesign

HEAL Grant Awards

	Technical Application Cover Page
Project Name_____________________________________________________

Project involve facility closure(s):  Yes  or   No

Eligible Applicant Legal Corporate Name_____________________________

Applicant’s Category:  (Circle one category)

                              General Hospital                      RHCF

                           Article 28 Network                 Article 28 Active Parent

Applicant’s Address (include County)__________________________________

__________________________________________________________________

 __________________________________________________________________

Also applying for Medicaid Rate Adjustment or APG Enhancement:  ___ Yes___  No
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  _______________________________________    _


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 December, 2006.    

· All contracts entered into by the Grantee in connection with the Project shall (A) provide that the work funded by Grant funds 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  "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 RFA 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

HEAL NY Funds

Technical Application Format
Project Name:___________________________________________

Eligible Applicant Name: __________________________________________
Table of Contents

             Executive Summary

A. Eligible Applicant

B. Project Description

1. Overview

2. Community Need

3. Project Activities

4. Project Timeline

5. Continuation

6. Project Team

C. Project Monitoring Plan

	Technical Application Format
Project Name:___________________________________________

Eligible Applicant Name: ___________________________________________
Applicants must follow the format below, using the titles in bold.

Table of Contents

             Executive Summary

D. Eligible Applicant

E. Project Description

Overview

Community Need

Project Activities

Project Timeline

Continuation

Project Team

F. Project Monitoring Plan

Technical Application Format
Project Name:___________________________________________

Eligible Applicant Name:______________________________________

Note: Applications should include all sections listed below, clearly labeled.
Executive Summary

This part of the Technical Application must briefly describe:

· The overall Project.

· How the Project meets the objectives of the Medicaid Redesign Team to close, merge, downsize or restructure health care facilities in favor of a reconfigured health care system delivering more efficient, higher-quality health care appropriate to the identified health care needs of the community.

· How the Eligible Applicant meets the eligibility criteria (see RFA Section 2).

A.  Eligible Applicant

In this section, provide basic organizational information on the Eligible Applicant.  Complete the Eligible Applicant Certification (see RFA Attachment 3).  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 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 a general description of the Project, its goals and objectives. Describe how the goals and objectives of the Project are consistent with those outlined by the HEAL NY Program, as well as the goals and criteria set forth in this RFA. 
2. Community Need:  Describe how the Project will relate to identified health needs in the community.  This must 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.  Generalized statements and anecdotal information will not be viewed favorably.  
Applicants should also describe, if applicable, their participation in regional or local health planning activities, including those supported by grants awarded under HEAL Phase 9.
3. Project Activities:  Describe the project objectives to be attained and the activities to achieve 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 patients served or a decrease in average length of inpatient stay.   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.  

Applicants subject to or affected by recommendations of the Medicaid Redesign Team Brooklyn Work Group should describe how the project will support the implementation of those recommendations as they pertain to the applicant.

4.  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. 

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

6.  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. 

The Technical Application should not exceed 15 pages, including the executive summary (but excluding resumes of project team members, which may be appended).  


Submit the Technical Application to:



Mr. Barry Gray



Director



Bureau of HEAL, Workforce Development and Capital Investment



Department of Health



Corning Tower, Room 1084



Albany, NY  12237

Applications must be received in this office no later than 3:00 p. m on January 17, 2012.
Restructuring Initiatives

In Medicaid Redesign

HEAL NY Funds

Financial Application Format

Project Name:___________________________________________

Eligible Applicant Name: ___________________________________________

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
Financial Application Format

Project Name:___________________________________________

Eligible Applicant Name: ___________________________________________

Note: Applications should include all sections listed below, clearly labeled.

Executive Summary

This part of the Financial Application must briefly describe:

· The overall Project.

· How the Project meets the objectives of the Medicaid Redesign Team to close, merge, downsize or restructure health care facilities in  favor of a reconfigured health care system delivering more efficient, higher-quality health care appropriate to the identified health care needs of the community.

· How the Eligible Applicant meets the eligibility criteria in RFA Section 2.

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 and Medicaid Impact

Describe why the project is a cost-effective investment as compared to other alternatives. Describe how the proposed project activities will result in cost savings to the health care system and the Medicaid program through improved efficiency, more appropriate levels of care for the community, or other factors. These effects should be demonstrable by the end of the third year of the project, using indicators such as:

· an increase in primary care visits;

· a reduction in PQI-related admissions;

· a reduction in overall inpatient admissions

· higher occupancy rates for reduced complements of inpatient beds;

· improved patient through-put in ED’s and ambulatory settings;

· increased availability of home- and community-based long-term care services.

Include a discussion of all means by which projected savings can be verified after the project is complete.

Applicants with approved Medicaid Transition I and/or Medicaid Transition II plans should describe how the proposed project will support or complement the Plan(s).

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. 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.

F.  General Corporate Information

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

2. Provide a list of grants applied for in the last three years and whether the grants were awarded or declined.

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

4. 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.

5. Provide a current New York State Vendor Responsibility Questionnaire (see RFA Attachment 6).

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 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.

Note: Failure to utilize and submit the budget forms included in this RFA may result in disqualification of your application. 

    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
	

	Closure
	
	
	
	

	  Discharge of LT Debt
	$
	$
	YES      NO
	

	  Payment of Debt
	$
	$
	YES      NO
	

	  Security Contract
	$
	$
	YES      NO
	

	  Employee Expenses
	$
	$
	YES      NO
	

	  Demolition of Building
	$
	$
	YES      NO
	

	  Medical Records Storage
	$
	$
	YES      NO
	

	  Building Insurance
	$
	$
	YES      NO
	

	  Medical Malpractice
	$
	$
	YES      NO
	

	  Other (specify)
	$
	$
	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____________________________________

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________________________________

Submit the Financial Application to:



Mr. Barry Gray



Director



Bureau of HEAL, Workforce Development and Capital Investment



Department of Health



Corning Tower, Room 1084



Albany, NY  12237

Applications must be received in this office no later than 3:00 p. m on January 17, 2012.
Vendor Responsibility Attestation

To comply with the Vendor Responsibility requirement in Financial Application Format, Section F(5), 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:
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