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HISTORY 1994

Amended Substitute House Bill 152

The Lupus Program shall be used to
provide grants for programs in patient,
public and professional education on the
subject of Systemic Lupus
Erythematosus; to encourage and
develop local centers on Lupus
iInformation gathering and screening; and
to provide outreach to minority women.
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INTRODUCTION
SLE Lupus Grant

Up to $14,000.00 from Mandatory participation
Competitively bid July 1, 2015 to June 30, in Minority Health Month

i 2016 to promote lupus Expo in Columbus
statewide health promotion i
activities (MHM 2016}







ELIGIBILITY

APPLICATIONS GRANT FUNDS AND SERVICES

Grant funds and services

Applications will be are limited to the city
accepted from eligible where an applicant is
501(c)(3), community- ~ located. In some

based agencies or public circumstances, adjacent
o L : areas may be
organizations within Ohio. considered. However, in

no event can grant funds
be used for regional or
statewide projects.



ELIGIBILITY

Continued

Priority will be given to applicants who develop
services in accordance with the mission of the
Commission. To receive consideration for
funding, applicants must:

Demonstrate that at least 20% of project funds are
received from sources other than grants awarded
by the Commission on Minority Health.

Develop and submit a plan with the application that
establishes a management board for the administration
of the grant. The board should be composed of a
proportionate representation of the population to be
served.
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INELIGIBILITY

The following are ineligible for funding consideration:

Individuals.

National organizations. However, local chapters or affiliates of
national organizations may be eligible if they meet the definition of
a "community-based health group/organization."

Organizations applying for the sole purpose of acquiring funds to
supplement existing programs, without any plan for enlarging
their scope of work.

Organizations in the process of creating or starting a "community-
based health group/organization” for the sole purpose of applying
for grants from the Commission.




Prohibits the State from awarding a contract
to any offeror(s) against whom the Auditor
of the State has issued a finding for recovery
If the finding for recovery is “unresolved” at
the time of the award. By submitting a
proposal, offeror warrants that it is not now,
and will not become a subject of an
“unresolved” finding for recovery under
O.R.C. 9.24, prior to the award of any
contract arising out of this RFP, without
notifying the Commission of such finding.
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Applicants should
review the criteria
and apply for funding
appropriate to the
services delineated.
Grants will be
evaluated using this
criteria, and
Commission funding
decisions will be
based on how well
applications
addressed grant
criteria and past
performance, if
applicable.

PROPOSAL GUIDELINES

Applicants that are
funded will be required
to work with our
Research and
Evaluation
Enhancement Program
(REEP) Team through
technical assistance
sessions to develop
standard objectives
and a standard
evaluation mechanism.
More information about
this will be shared
during the mandatory
start-up session to be
scheduled in May 2015.







CRITICAL GUIDELINES

1

Project are required to provide twelve (12) months of Program/Optimal Health Support Group
services.

Grantees will be required to participate in the inaugural events for Minority Health Month in March
2016 and March 2017. The grant application should address attendance at these events.

Optimal Health Support Groups must provide strong educational components.

Commission funds can be used to support awareness projects for the community at-large. Such
public awareness campaigns can be used to generate more public support for lupus concerns.

Due to the limited funds available, it is preferential that applicants specify how they intend to meet
the needs of diverse populations.

If funded, each Lupus grantee must participate in Lupus Awareness Month in May 2016. The grant
application should address planning for Lupus Awareness Month events.



CRITICAL GUIDELINES

Continued

Patient Education

=  Conduct at least one monthly face to face optimal health support group meeting that is facilitated by
a trained facilitator. Presentations must include balanced presentations.

=  Provide areferral list of area facilities and physicians that provide medical treatment for SLE related
medical conditions (i.e. rheumatologists, dermatologists, nephrologists, etc.).

=  Conduct a training opportunity that enhances the combination of patient, caregiver and
professional education on the subject of SLE (i.e. workshop, conference or seminar). A mechanism
to capture demographics for all services must be in place.

=  Provide outreach to minority women via: Telephone Hotline, Literature Updates, On-line Education
Sessions, Teleconference Education Discussions, Home Visits, Peer Counseling, and Self-
Management Skills.

Public Education

= Include caregivers and children of persons living with lupus at monthly support group
meetings.

= Conduct presentations that enhance SLE education.
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DEFINITIONS

Ohio Commission on Minority Health

OPTIMAL HEALTH SUPPORT GROUP

An organized group of individuals led by a trained facilitator in an effort to receive

1 information, share experiences, and coping techniques. The group may set its
own format for meetings, which should include educational and facilitated
discussions.

TRAINED FACILITATOR

An individual responsible for coordinating the work of the support group. Each

facilitator IS required to be trained in group facilitation and conflict resolution.
Information on this required training will be provided by the Commission upon
funding.

BALANCED PRESENTATION

A presentation that allows group members to share their personal experiences,
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BUDGET FORMS

SECTION |

Only individuals who
provide direct client
services are to be listed.

S

; Do not list contractual staff
or consultants in this
section.

Administrative costs are to

be listed in Section Il —
Non-Personnel.

Personnel

and Fringe
Benefits

Section |




BUDGET

Personnel and Fringe Benefits Continued

aQ Column | —Provide the yearly salary
budgeted for each position listed.

d Column Il — Provide the total number of
months of employment projected per
position for this grant.

d Column Ill — Calculate the percent of time
the employee will devote exclusively to the
project.




BUDGET FORMS

Personnel and Fringe Benefits Continued

O Column IV — provide the amount of
the employee’s salary that will be
funded by the Commission.

Example: An employee works an

annual salary of $15,000.00,

works 12 months at 50% of
his/her time would earn
$7,500.00 and request that
amount from Commission funds).




BUDGET FORMS

O Personnel and Fringe Benefits

= Only employees who implement services detailed in the
project proposal may charge their time to this grant.

= Column V - List the fringe benefits for all positions listed in
the budget.

= Column VI - List the percentage of employee fringe benefits

= Column VIl — Where appropriate, match must be identified for
each line item.

O Section | of the Personnel and Fringe Benefit page must be
signed by the Chief Executive Director/Officer and the
agency Fiscal Officer in blue ink.




BUDGET FORMS ?«24\

O Provide an estimate of the
number of miles that will be
traveled, and the rate at which
payment would be made, not
to exceed the state rate of $.52
cents per mile. If you have an
internal  policy that was
approved by your board as a
resolution, you can charge
your agency’s rate. (NOTE: The
agency’s policy/resolution
must be submitted with the
grant application)

Travel

Section 11

O Lodging rates per day/per
person may not exceed the
state rate of $106.00, plus
room tax (if applicable).




BUDGET

Travel Continued

a Minority Health Month: All funded

grantees are required to allot funds to
support:

= Travel costs such as mileage, meals, and
hotel accommodations to attend the
Health Expo & Award Ceremony
scheduled for March 2016 and 2017.




BUDGET FORMS

Travel Continued

0 Meal expenses are allowable for
dinner and breakfast when on an
approved overnight stay not to
exceed $27.00 per day, with
receipts, for full travel days

preceded and followed by
overnight stays.

O Out-of-state travel is a non-
allowable cost under this grant.




BUDGET FORMS

dFees for conference/training sessions, when
determined to be related to specific job-
duties and/or responsibilities, are
reimbursable or allowable. Projected

number of such sessions and costs should
be stated.

dOnly employees who implement services
detailed in the project proposal may be
reimbursed for actual travel expenses.




BUDGET FORMS

SECTION Il

Equipment may not be
purchased with

Commission funds.

S

Leasing/rental of
equipment may be
considered.

n Provide the rate per month and

the number of months for
leasing/rental of equipment.

Equipment

Section 111




BUDGET FORMS
Supplies

Each supply line item must include the cost per unit.

g Supplies consist of expendable items which have a useful
product life of one year or less.

Supplies do not include equipment leased with

Commission funds.




BUDGET FORMS

Supplies Continued

Items priced less than
$100.00 (e.g. staples, .
scissors, wastebaskets, S I
paper, pens) are u p p I eS

considered office supplies.

Executive Order 2007-09S,
“refreshments” are not
reimbursable under this grant.
(See Commission website at
www.mih.ohio.gov to review this
EO.

Consistent with the Governor’s S e Ct i O n I V




PRINTING

-

Costs may include
typesetting, actual
printing or
photocopying of the
recruitment/
advertising materials
which is completed
by a commercial
printing company.
Included also are
costs for copying
pamphlets,
brochures, and
flyers. Provide the
cost per unit.

CONTRACTS

Agreements for
all sub-contracts
must be
submitted with
the following
being addressed:
scope of service,
deliverables,
beginning/ending

date, hourly rate,
total number of
contract hours,
and include a
termination
clause.

ADVERTISING

3

Specify the media
and cost of
advertisement
(e.g. 3 Newspaper
ads at $50.00 per
ad = $150.00)




BUDGET FORMS

SECTION VI

Total administrative costs

(. may not exceed 15% of the
total grant award. The

following may be charged

Personnel/
Administrative
INndirect Cost

as indirect costs/services
and must be itemized.

S—

2 Administrative charges:
salaries of support staff _
(administrators, secretaries, S t V I
accountants). Provide the eC I O n
percentage of time on the
project per line item.




BUDGET

Non-Personnel/ Administrative Indirect Cost

1 Rental/space leasing: space rental is an
allowable costs. Space for which rental fees will
be paid must meet the following requirements:

d The number of months and the rate at which
payment will be made should be stated,;

d When rent is shared among several programs,
the amount charged to the Commission must
not exceed the Commissions fair share.



BUDGET FORMS

Non-Personnel/ Administrative Indirect Cost

The agency must
submit
documentation of
how the
Commission’s fair
share was
determined (e.qg., if
Commission-funded
project uses 20% of
the space, the
Commission may be
charged no more
than 20 percent of the
total rent.

Submit a copy of
the lease which
includes the
building’s owners
name, location of
the building,
square footage,
total amount of
rent paid, terms of
agreement,
termination
clause, signatures
of lessee and
lessor;




BUDGET FORMS

Non-Personnel/ Administrative Indirect Cost

1 Approved rent is non-transferable from the
original site to a new or relocated site.
O Rent will not be approved for:
= Space which is paid for by another
state/federal or private grant;
= Space in buildings purchased with federal
funds;
= Space donated to the applicant agency;
and utilities, heat, water, electricity, etc.




[ 1 Contracts

= Internal capacity is an essential requirement of

Commission grants. Please address the impact of all

contract services in the budget justification.




BUDGET FORMS

Anticipated Periodic Distribution of Commission Funds ONLY:

1 Transfer amounts listed in the Section lIl for each line item,
by year, to the Column marked “Total Year”. Add the lines.
The total may not exceed the award.

The periodic distribution indicates how payments should be made if
the grant is funded. The amounts budgeted per period do not have to
be equally distributed; however, the four quarter payments must equal
the amount requested.

This form MUST be signed by Executive Director and Fiscal
Officer.

4 Executive Director and Fiscal Officer cannot be the same
person, arelative, or spouse.




BUDGET

Lupus Awareness Month

a Lupus Awareness Month: All funded
grantees are required to allot funds to

support:

* Lupus Awareness Month activities
conducted in May of 2016).




BUDGET FORMS

Administrative Compliance Form

O This section is mandatory. FAILURE
TO COMPLETELY RESPOND TO ALL
QUESTIONS WILL RENDER THE
GRANT APPLICATION INCOMPLETE
AND IT WILL BE DISQUALIFIED.

O In completing the Administrative

Compliance Form add additional
pages if needed.
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REQUEST FOR PROPOSAL

LETTER FROM
DIRECTOR

ConMISSION ON MINORITY HEALTH

CHAIRPLHSON

March 2, 2015

Dear Colleagues:

Due to the limited response to the Systemic Lupus Erythematosus (SLE) Request for Proposal (RFP),
OCMH is re-releasing the grant on March 2, 2015 with a due date of April 6, 2015. OCMH will prioritize
grants that provide service delievery in Northwest, Central, and Southeast Ohio. The enclosed RFP
provides detailed submission guidance and criteria for funding. An electronic version of this packet is
located on our website at r.mih.ohio.qov. Please remember to include your agency's 501(c)(3)
determination letter with the application,

The 2016/2017 State of Ohio Biennial Budget Guidance required state agencies to project a 10%
budget reduction. This projected reduction will impact the level of grant funding available for
distribution.

In light of that, the Ohio Commission on Minarity Health announces the availability of funds up to $84,000
for fiscal year 2016-17 to suppert lupus programming focusing on patient and public education. Grant

funds will not exceed $14,000 per applicant agency, per year, for a maximum of six funded grants.
Funding priority will be given to service areas demenstrating greatest need for lupus programming such
as providing lupus health education to the public andlor persons with lupus and their caregivers. This is a
competitive-bid process.

| strengly encourage you to thoroughly read the application and to attend the Technical Assistance session
(TA) via webinar, The TA session will discuss the grant application process and provide information to
assist you in the development of your proposal. The schedule for TA sessions will be available on our
website. The sessions will be conducted on Tuesday, March 3, 2015 at 2:00 pm and on Thursday,
March 5, 2015 at 10:00 am. Please note that we will not be able to accommodate individual requests to
provide this information

Remember that an original and five copies of your application must be received in the Commission
office at 77 S. High Street, 18" Floor, Columbus, Ohio 43215, no later than 5:00 p.m. on Monday, April
6, 2015.

You have our best wishes as you prepare your application.

Sincerely,

Angela C. Dawson

Angela C. Dawson
Executive Director
Enclosure




REQUEST FOR PROPOSAL

INTRODUCTION
AND
BACKGROUND

Ohio Commission on Minority Health

Request for Proposals
Fiscal Years 2016-2017

Systemic Lupus Erythematosus (SLE)

BACKGROUND

:, complicaled, gens

that can affect many different argans of the body in varying o
ma|- -nh,! of with lupus, about 80 percent, are young women. The
adolescen yo dulf life o se may start acutely, the cours
chronk sgular, with periods of aclivity allernating with penods of remission

The manifestations of SLE can be quite diverse; they include: joint inflammation (arthnfis), fever, a red skin
rash (especially in sun ), pleurisy (a painful mflammation of the membrane surrounding the
lungs and lining 1 hest cavily) mia, thrombocylopenia (decreased bloo , kidney diseasa
brain mvolvement, pneumaonia, heart disease and eye disease

Individuzls with Lupus have certain immune system abnormalities. Instead of the immu fem serving its
normal protectve funclion, it forms antibodies that atiack healthy tissues and organs

It is now clear that SLE is much more commen than it was thought o be 25 years ago. It is one of the most
freque v orders of you OMmen. ing to the Lupus Foundation of
millien and 2.0 million people have been diagnosed with Lupus

An overall prevalence rate for lupus has been reported as: 1 in 185 people in the United States; 1in 123

? her rales of incidence, prevalence

and mortality than whiles. The age of onset of imately 6 years earlier for blacks than for whiles.

The p y from Lupus is also earli than whites. The incidence rate in black women
ar old age group. Lupus can also affect men and the elderly.

In addition tc African-Americans, Puerto Ricans (e nq in Mew fnlk City’
ethnic Hawaiian women {residing in Oahu, Ha xhibited incl
unusually common in Chinese women, according to recen

in the Pe Republic of China.

INTRODUCTION

The Ohio Commission on Mincrity Health announces the availzbility of fundu up o
2016 to support Iup programming focusing on patient and pubic edu

IT THIS PAGE WITH RFP




REQUEST FOR PROPOSAL

ELIGIBILITY

In SFY Year 1994, the Ohio General Assembly appropnated funds to the C'hio r‘arnrniss.lon on Mincrity

on a statewic npetitive bid basi 3 1o public or priv
25 or organizations

grant applications meating the requirements set forth in Chapter 3704 of the
Chic Administralive Code. Applications will be accepled exclusively from agencies or inslilutions meeting Ihe
eligicility criteria established by the Commission on Minority Health

ELIGIBILITY

Applications will be accepted from 2ligible (¢} (3), community-based agencies or public organizations
within Ohio, C at are programmatically and fiscally in compliance and have
demonsirated Y SEnvH ] oply

vho develop services in accordance wilh the mission of the Commission.
applicants must

Demonstrate that at least 20% of project funds are received from sources other than grants awarded by
the Cemmission on Minority Health

Be a public or private non profit organization that has a 501 (g} (3);

Develop a plan that establishes a management board for the adminstration of the grant, composad of
propartionale representation of the population o be served and submil said plan with the grant
application;

s, rules, and administrative

aundellne of the Ohio Commission on Minority Health.

The Commission strongly encourages you to thoroughly read the application and to long-in the
Technical Assistance (TA) Webinar sessions that can be accessed through the Ohio Commission on
Minority Health Website: www.mih.ohio.qov Technical assistance for this grant application will be
discussed and may prove invaluable as you develop your proposal. Please note that we will not be
able to accommodate individual request to provide this information.

The followi re ingligible for funding consideration:
Individuals
Natienal organizations: local chaplers or affiliates of national organizations may be ebigble if they mest
the definition of & "commun health gre
Organizations applying for the sole purpose of acquinng funds to supplement existing programs without
any plan for enlarging thew scope of work.
COrganizations in the pro reafing or starfing a "community-based health group" for the
purpose of applying m the Commis
IT THIS PAGE WITH RFP




REQUEST FOR PROPOSAL

PUBLIC RECORD
NOTICE AND FUNDING

Ohio Revised Code (O.R.C)) Section 9.24 prohibits the State from awarding a contract to any offeror(s)
against whom the Auditor of the State has issued a finding for recovery if the finding for recovery is
“unresolved” at the time of the award. By submitting a proposal, offer or warrants that it is not now,
and will not become a subject of an “unresolved” finding for recovery under O.R.C. 9.24, prior to the
award of any contract arising out of this RFP, without notifying the Commission of such finding.

PUBLIC RECORD NOTICE

by the the Ohio Commission on Minority Health (OCMH) is a public office
K RC. 149.43, et
requesl, OCMH is required fo provide prompt inspection or cop
responsive records that OCMH determis n its sole discreficn, are public records subject to release

tion thatl (organization) has
previously identified as a propristary trade secret. In the event that a person seeks that information through a
public records reg CCMH will notfy (organization) in the course of CCMH's legal review to
(organization) an opporfunity f fiiy SWH that the information constitute
isclosure under the Public Records
) el, OCMH will notify (organization) of ils intention to
formation in accordance with law. (Organization) may choose « appropnate legal action
including injunciive relisf to prevent disclosure of the information at iss

awards up 1o $14,000.00 to fund or support Lupus health promofion activities that
cafion. The funding period is July 1, 2015 1o June 30, 2016, T t per
A)16. Funds must be budgeted on an annual basis, not to exceed the grant

IMPORTANT: This is a performance-based grant. The second year of funding is non-competitive but
Is contingent on measured outcome during the first year of funding. The Commission reserves the
right to terminate the grant prior to the second funding cycle if the project does not perform In
accordance with stated, measurable outcomes.

Preference will be given to grants that focus expenses on costs related to program senices. Equipment
purchases will be disallowed and agency personnel Id be kept to a minimum

Suecessiul applicants will be required to parlicipate in Commission supporled braining.
PROPOSAL GUIDELINES

Grantees should review the criteria and apply for funding appropnate e services delineated. Granls will be
evaluated using this critenia and Commission funding decisions = based on them and performance.

DO NOT SUBMIT THIS PAGE WITH RFP




REQUEST FOR PROPOSAL

CRITICAL
GUIDELINES,
PATIENT
EDUCATION AND
PUBLIC
EDUCATION

Applicants that are funded will be required to work with our rch Evaluation Enhancement Project Team,

ng mlh a standardized evalual
0 SLE Webinar session in May 2015,

Projects are required to provide twelve (12) months of active program/face to face servio
uplirnal health J.Ip|_.0[l mup-.

Grantees will be
2017. The grant &

ed to develop educational materials,
must prr‘ui ong educational components. Gi
:mak-renue of he Ilh Iit
posﬂma thinking, prerer d|u1a prai
persons with lupus and/or their careg prsi
Commission fundq can be uﬁed 1o su '-nn awareness Lr:"

mmmqm are not viewed as excl
ﬂucal:cn in th

An applican

Patient Education

Conduct at )

trained facilitator and includes balanced presentations.

Provide a referral list of are ies hy s that provide

logists, nephrologists,
mbination of
workshop, conference or seminar]. A mechanism o (dpture
phi"s for all sel 'c@-‘. szl bein plar)e
-line Education
TL|CCJ nference Edut.dht.nDF-W'-smﬂ Homl.\l'lsﬂ‘ F'»‘r‘r COI..InhC| ng, and Self-
Managemenl

Public Education
= Include caregivers and children of persons living with lupus at monthly suppor! group meelj
ns that enhance SLE education.
2. health fairs).
Manth (May 2016).
Enhance public education via media outlets
Each funded agency is required to administer the “symptom checklist” - This is a mandatory

requirement of funded agencies.
00 NOT SUBMIT THIS PAGE WITH RFP




REQUEST FOR PROPOSAL

DEFINITIONS,
PROPOSAL
PREPARATION,
AND PROPOSAL
FORMAT

Grantees are required to maintain participant files.

Participating Files must contain the following:

1. Individual file for all program participants.

2. Program participant's files should not include their first and last names or home address.
The participant identifications system can be: (first name, last initial, or vice versa),
numbers, group name, sub group, alphabetic.

. All progress notes must be written in blue ink and updated after each program activity and
signed and dated by the Project Director.

Definitions:

Patient Education Sessions:
organized group o = 1o individuzls led by a trained facilitator in 2 ort to re information,
z technigues. The group may set its own format for meetings, which may
N5 OF 3 | event:

Trained Facilitator:
The individuals responsible for coordinating the work of the patient education sessions. All new grantees
be trained in group facilitation and conflict resolution. The required training will be
part of the Commission's mandatory all grantee training.

Balanced Presentation:
A presentation that allows group members to share their personal experiences and an expert speak
provide factual knowledge which results in the transference

PROPOSAL PREPARATION

The Commission strongly encourages you to thoroughly read the application and to log-in the
Technical Assistance (TA) Webinar sessions that can be accessed through the Ohio Commission on
Minority Health Website: www.mih.ohic.gov The technical assistance session will review the grant
application and provide information to assist in the development of your proposal. Please note that
we will not be able to accommodate individual requests to provide this information.

The Lupus technical assistance sessions will be conducted on on Tuesday, March 3, 2015 at 2:00 pm and
on Thursday, March 5, 2015 at 10:00 am. Please note that we will not be able to accommodate
individual req to provide this information

Responses to this RFP should be prepared following the format described below. Proposals that do not
provide all of the requested information, or do not meet all the requirsments sp in the RFF, will be
determined incomplete and will be disgualified.

Complete the Receipt of Acceptance, assurances and compliance forms, Rehibilitation Act of 1973,

Civil Rights Act of 1964, W-9, Board and Employee Compaosition Forms, as well as Vendor Forms.
Include a copy of 501(c)(3) status, most recent audit report and board resclution.

Agency must include a board resolution approving the submission of the application. (Not included

in the page count).
DO NOT SUBMIT THIS PAGE WITH RFP




REQUEST FOR PROPOSAL

PROPOSAL
PREPARATION

PROPOSAL FORMAT

nts must be submitted on single sided sheets of paper. No two sided copies will be

coepted.
Applications must be submitted on 8 % by 11 WHITE paper only. No colored paper will be
accepted.
Applications must be typed in Times New Roman or similar font and must be12 point in size
Applications must clearly indicate ORIGINAL and COPIES and must be attach with paper
clips.
No binders or separation tabs permitted.
All signatures must be signed in BLUE INK.

All applications must be received by 5:00 p.m., April 6, 2015. Any application or supporting
documentation received after that date and time will be returned without review. The proposal must be
typed on Commission forms. FAXED, EMAILED AND HANDWRITTEN APPLICATIONS WILL NOT
BE ACCEPTED.

QOhio Commission on Minority Health
77 5. High Street, 18" Floor
Columbus, Ohio 43215

PLEASE NOTE: ALLOT FOR SUFFICIENT TIME TO DELIVER THE PACKAGE AND CLEAR
BUILDING SECURITY.




REQUEST FOR PROPOSAL

PROPOSAL PREPARATION

P R O P O S A L Respanses to this RFP should be prepared following the format described below. Proposals, which do not

provide all of the requested information, or do not meet all the requirements specified in the RFP, will be

PREPERATION AND o o

Marratives should carefully address the instructions fellow. The narrative section is limited to 13 single-

spaced pages excluding append g =l ms. |denlifing information (applicant name) should
N A R R AT I V E appear in the footer al the bottom of each page, along with page number.

(1) Complete and submit all forms to include type written pages for the following: Receipt of
Acceptance, Project Application, Description of Applicant Agency, Problem Need Statement,
Method of Implementation, Project Summary, Program Evaluation, Project Action Plan,
assurance, and compliance forms. Include the copy of 501 (c) (3) letter, recent audit report
and board resolution (approving the submission of the application), vender information
forms, agency's most recent audit, board and employee composition forms, and W-9 form.

Proposal Narrative

5 experience (including previous
Cemmission grants) in providing es to 1he targeted group(s) 1racal.’nlfm|"1h;} andfor training
to upus

Include accomplishments and how the target population(s) will benefit by the project being
implemented through the agency's service celivery mechanism,

Collect health baseline information of the parficipants and their caregivers and measure the
outcomes quarterly after participants have participated in the program activities offered by your

agency.

es that are funded will be required lo work with REEP lo implement evaluabion

Staff descriptions must include job descriptions, confracts of personnel assigned to grant, and
mes, if available,

. Problem Meed Stalement (three pages manamum|
All Marratives must be wrillen n mplete senlence slruclure
de narrative information aboul the popula rved in your cil . Idenlify such

rs as race of ethnicity, age, etc., geographical areafs) or similarly disadvantaged area fo be
rved and sources of community support

DO NOT SUBMIT THIS PAGE WITH RFP




REQUEST FOR PROPOSAL

PROJECT ABSTRACT

Define the specific problems and needs to be addressed by the proposed project. Support the
extent of the problem and needs stalement with statistics, research findings. or other
documentation,

List the expected outcomes of the project.

Provide letters of support from appropriate organizations. If organizations are providing services
to the project, the extent of their involvement should be described.

C. Project Abstract

During the raview process, the abstract is separated from the grant for the reviewer fo hauu a
summary of the proposed project. Therefore provide and objectives with a concis:
of the purpose, raficnale and methedalogy to be ulilized by the project (Limit = 500 words

0. Method of Implementation and Evaluation

Provide a compre! e narrafive describing the proposed activiies that will be provided under
this grant. The explanation should include

vide a l\nv‘[ narrative thal describes the major la

s (what you plan to accomplish);
ruitment approaches for the target population(s),
Culturally-specific components that the farget populafion's attitudes, values and
beliefs
offectiveness of the project will be measure d
nIs must njenhhr the number of persons with |upus to be served AND the numbel

posilions, bir ]-\ ff Qric
evolution, the ms need nol a 1;
indicated for ezch objectve

Emphasis should be placed on devebping measurable objectives whic
than process outo uitment, hiring staff foc
measurable behavioral changes

3 E ide of each form as pproprla
justification or narrative must be attache ing unit cost and ites ]
. Applicants must submit their most recent completed agency audit.

T SUBMIT THIS PAGE WITH RFP
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PROPOSAL
EVALUATION

PROPOSAL EVALUATION

5 fo this RFP that are determined o be cc E e with the reguirements of the
ed by teams follewing the general crite
The final selection process will involve a ranking system based on scores, reflecting compliance with the
evalualion criteria

Evaluation Criteria for Applications (Items which are considered during review of grant applications):
(1) Service Area Design

= The need for the p

= The projec! explai 25 fi on of kechnically acourale information.

= Programs are directed al a dlearly defined larget population consistent with the Commission's
definition for economically disadvantaged minority(jes).

Innovativeness and Impact

= The project is designed specifically for the arget population.
= The project will result in some measurable impact on the identified pepulation.
» The applicant siates expected outcomes as 2 resull of proposed inferventions,

Program Design

= The applicant has demonstrated that cullural beliefs, atlitudes and practices have been
considered and included in d : program.

= Barniers to servi " ility, acceptability, language and cost have been considered and
appropriake recourse is included in the approach to the project.

The problems to be addressed arly stated in specil an general lerms, reasonably addressed

during the grant period, and :d with th ke for the pr
4) Budget Appropriateness and Reasonableness
erafing budget during the funding period is from a source other
ion cannot be the sole
should not be perceived as matching funds.
te and reasonable/justifizble.

Allline items must be itemized and list a unit cost for each requested expenditure.
Applicants that are funded will be required to work with our Research Evaluation Enhancemen! Proje
standardized objectives that will be implemented during this funding period along with a standard

evaluation mechanism.

{5} Evaluation
= The propesal offers valid time-lined oulcomes and effectveness of the project.

SUBMIT THIS PAGE WITH RFP
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GRANT REPORTING
AND DEADLINE

= Applicants that are funded will be required to work with Research Evaluation and Enhancement
Project (REEP) team on a technical assistance sassion to develop standardized objectives a
standard evaluation mechanism.

Please double check your grant proposal for accuracy and completion. Missing pages,
omitted sections and mathematical errors may result in disqualification for funding. Utilize
the attached RFP checklist, if item(s) is omitted and/or missing pages, your RFP will be retumed
to your agency without a review,

GRANT REPORTING/PARTICIPATION REQUIREMENTS

Prior to submitting this proposal, please be aware that there are grant reporting mechanisms and
evaluation reports that are required to be submitted to the Commission on a quarterly basis if funded.
Grant management is required by your agency to be responsible for:

»  Return signed Acknowledgement of Terms and respond to the Program and Fiscal Special
Conditicns, if any are given.
Submission of Program and Fiscal quarterly reports (on approgriate Commission forms).
Participation in MHM Kickoff Expo sponsored by the Commission. In an effort to raise awareness
required OCMH funded Program Grantees are required to set up a display table at the Annual Health
Expo.
The Program Director and REEP Evaluator will participate face to face, by Webinar, and'or
conference call with REEP Panel to develop common job objectives and evaluation tool.

= Responsible for Biennial Program Report by required deadline.

* Responsible for conducting two Lupus Awareness Month activities in May of 2015,

DEADLINE

The eriginal and five copies of the grant application must be received in the Commission office by

5:00 p.m. on Monday, April 6, 2015. Applications and other materials received after this deadline will be
returned without review. All applications must be typewritten, handwritten applications or those
submitted by fax will not be accepted and will be returned without review.

We recommend allowing sufficient time to access the building and go through security.
Address applications to:

Ohio Commission on Minority Health
77 S. High Street, 18t Floor
Columbus, Ohio 43215

Technical Assi Session:
Join us for a webinar on Mar 03, 2015 at 2:00 PM EST. Register now!

https://attendee.gotowebinar.com/register/7544958006088657665

Join us for a webinar on March 05, 2015 at 10:00 AM EST. Register now!

https://attendee. gotowebinar.com/register/640822129585519361

DO NOT SUBMIT THIS PAGE WITH RFP
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ConMMIssioN ox MiNoriTY HE,

RECEIPT OF
ACCEPTANCE RECEIPT OF ACCEPTANCE

This receipt confims that the following grant preposal has been received by the application deadline and
accepted for consideration. This does not confirm that the grant application has been determined to be
complete.

TO BE COMPLETED BY APPLICANT:
Project Name:

Applicant Agency/Organization:

Complete Mailing Address:
(No P.O. Boxes)

County of Agency: Federal Tax 1.D. Number:
(Attach a copy of 501(C)(3) letter. IF YOUR AGENCY DOES NOT HAVE 501-C-3 STATUS, STOP

HERE - DO NOT SUBMIT THE APPLICATION,
Total year one amount you are requesting: $

Executive Director:
E-mail:

Preject Director:

Fiscal Officer: Phone: (
E-mail: _ Fax ()

DO NOT WRITE BELOW THIS LINE
Date Received: Received by:

The above-named grant application has been assigned the following identification number. Please use
this number to refer to your grant in any correspondence or inguiry:

GRANT I.D. NUMBER:  SLE 2016-2017

ENCLOSE WITH ORIGINAL APPLICATION AND FIVE COPIES.
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Instructions for Completion of Receipt of Acceptance

Project Name: The name zssigned to this actvity or service. The project name can
nol be used ]

Applicant Agency/Organization:  The legal name of the agency. Include DBA A KA elc. The
I N T R O D U ( T I O N S FO R name must match the name on the 501 {C) (3) letter.
Complete Mailing Address: is i ; of the administrative office of the a

R E‘ I E PT O F be utilized for official notice and payment if the grant is awarded
Include straet number, suite number, street name, city, state, and zip

code. P.O. Boxes are not acceptable
County of Agency: List resident county of adminisirative office.
Federal Tax |.D.: Self-explanatory.
Amount Requested: Self-explanatory.

Executive Director: Cl xecutive Officer of the applicant agency and fifle. Include area
c elephone number

Project Director: ] n who has the authority to make operational decisions for
the project. Include area code and telephone number

Date Received: Upon receipt, the Commission will verify the date.

Received By: The signature of the Commission staff person who received the
application.

Grant L.D. Number: Leave this space blank. The Co gn a number to the
application which should be referenced on all correspondence. A
copy of this form will be returned to the applicant to verify that the
grant was ed before the deadline. This ot confirm that
the grant application has been determined to be

DO NOT SUEMIT THIS PAGE WITH RFP
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PROJECT APPLICATION PAGE ONE

PROJECT v e
APPLICATION —

Name of Director:

OH Zip:
Telephone # (| Fax #
Project Title
Federal Tax 1.0
Project Director (Qnoly if different from a
MName:
Mailing Address:
. OHIO Zip:
FPhone (|

Grant Peri
Budg

CERTIFICATION: The applicant understands and agrees to the following con

That funds granted as a result of this : 1o be or the purp set forth hersin and administered in
compliance with the "Commission's Administrative Rules” an cable s and conditions established by the
Commission on Minority Health.

That the project budget ¢
obligated
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PROJECT
APPLICATION
PAGE 2

PROJECT APPLICATION PAGE TWO

That the balances of any urspent grant funds and project income, and any eependilure of project funds not authorized by the
Commission will be fransterred to the Commission withan thirty (30) days after lermination of funding.

That all equipment purchasedin whole or in part with project funds (as defined in 7b, above) be tagged or othenwise
identified as property of the Commission. No disposition of such property may be made without written authorization from
the Commission. Such equipment wil be used only to conlinug the project upon termination of grant funding and will be
transferred to the Commission upon requesl,

That the applicant agency is in compliance with
[1) Tide VI of the Civil Rights Act of 1964.
D:=-tatemem of compliance submitted herewith

(2} Section 504 of the Rehabiitation Act of 1973,

DS'-’:I[EITIH”dl; pliance submitted herewith

We certify lo the best of our knowledge and belief thal the information contained in this application is true and correct, that the

document has been duly authorized by the goveming body of the applicant and that the applicant wil comply with the

condtions contained in part ssven {7) above. We understand that the use of grant funds provided by the Commission constilules
f the kerms and conditions contained herein and in the notice of award

Signalure of Agenc

Signature of Audtor or Fiscal Officer (Blue Ink) Date
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PROJECT
APPLICATION
INSTRUCTIONS

PROJECT APPLICATION — INSTRUCTIONS
Project name as indicaled on Ihe Receipt of Acceplance
Federal Tax |.D. Number of the applicant agency.

Provide the name and telephone number for the fiscal officer who can answer specific questions about this
application

Read assurances of compliance with the terms of the grant application.

A Criginal signature of the Chief Execulive Officer of the applicant agency utive Dir

Senior Paster, Health Commissioner, ele.), and date (Stamped signalure is not acceptable).
Crnainal signature of the applicant agency Fiscal Officer and date (Stampead signaturs is not
acceptal

NOTES: Ewvery page of the application must bear the applicant agency name.

« Fornon profit agency, a 501 (C)(3) must be included with the application before it will be reviewsd.

o |Isthere a letter or statemant from your Governing Board, signed by the Chairpersen, authorzing you
to apply for this grant?

D0 NOT SUBMIT THIS PAGE WITH RFP
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P RO POSA L P#OPOS#.LPREP#RATION- | . | | o

provide al

PREPERATION

Complete the Receipt of Acceptance, assurances and compliance forms, W-9, and Vendor Forms.
Include a copy of 501(c)(3) status, most recent audit report and board resolution. Agency must include
a board resolution approving the submission of the application. (Not included in the page count).

I Proposal Narrative

> prowided including days
iealth component will

be how the agency will collect heaHh bas
participant, the caregiver, and measure the outcome guartery after program parh-r;ipairon.
Preblem b

the proposed project. Support the pro
other documentation perinent to your com munit{,ra'talgﬂtpopul'ahon.

gt’-’\graphlc‘all an
ofmrnmurnr.r support

Ihe identified problemn
Project Abstract
During the r

summary of the proposed project, th y
the purpose, rationale and methodalogy to be utiiz y the project, (Limit = 500 words or less)

DO NOT SUBMIT THIS PAGE WITH RFP
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Project Action Plan must list goals and objectives with projected number of participants to be served
for the year of the project that are clearly defined and measurable in process and client behavior
P R E P E R ATl O N outcome changes. Project time frames must conform to the funding period. Although certain tasks

(such as advertising for positions, hiring staff or identifying dates when ad committees meet)

are important steps in the project’s evolution, these items need not appear as éoals and chjectives.
‘ O N T I N U E D Major tasks and activities should be indicated for each cbjective.
Emphasis should be placed on developing measurable objectives, which are focused on client

outcome rather than process outcome (recruitment, hiring staff, etc.). Outcome focused objectives
are designed to create measurable behavioral changes.

Describe in detail the method(s) that will be used to determine whether the established goals and
objectives are being met and whether the expected outcomes are being achieved. Do not state in
percentages.

A sample action plan is included as a guide.

Methed of Implementation

Provide a comprehensive narrative describing the proposed activities that will be provided under this
grant. The explanation should include:

detailed description of services to be provided;
demonstration and verification that the propesed services/activities are medically and technically
accurate;
proposed days and hours of operation and locati
how the target population(s) will be invelved in the administration and execution of the grant;
the linkages between the program design and the goals and objectives the program intends to
achieve;
the culturally-specific components that reflect the target population’s atfitudes. values and beliefs,
a description of the aspects of the proposal that make it a demonstration grant; and
= adescription of the role of the evaluator in the program’s design, implementation and goal attainment.

F. Ewvaluation

Describe in details, the method(s) that will be used to determine whether the established goals and
objectives are being met and whether the expected outcomes are being achieved. Do not state in
percentages. Limiting your responses to a statement such as, “we will hire an evaluator”, will be
considered non-responsive.

DO NOT SUEMIT THIS PAGE WITH RFP
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INSERT W9
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TITLE VI OF THE
CIVIL RIGHTS ACT
OF 1964

ASSURANCE OF COMPLIANCE WITH THE DEPARTMENT OF
HEALTH AND HUMAN SERVICES REGULATION UNDER
TITLE VI OF THE CIVIL RIGHTS ACT OF 1964

(hereinafter called the “App

MName of Applicant {type or print}
Hl:.RI:.B‘l f (JR}.‘.]:.-"! lH \I it \uII mmpl\ \&1lh Title V lnl lhe le Rights Act of 19:.4 f]‘ L. 88

Services (45 C.F.R. " 3 the . ace ith Title V1 of
lhe '\cl and lhe Regulatio 2 ited States shs ¢ I or, or national

ance from the I)ep‘lnmenl'_. :lnd HERE
uy o ellectuate this agreement.

surance shall obligate the Applicant, or
d during which the real property
which the Federal lmam.ldl assistance is extended or for another
purpose involving isi “similar services or benefits. If any personal property is so provided.
rance shall obligate the Applicant for the period during which it retains ownership or
m of the property. In all other is Assurance shall obligate the App t for the period

ideration of and for the purpose of 01‘1 g any and all Federal
-ounts or nlh;r h eral financial assistanc d after the date
: on account of
: The Applic
be extended in reliance on the
s shall have the right to
ssurance. This -\\\uram St
nd the person or persons whos
Assurance on behalf of the Applicant.

horized Cfficial (Bhue Ink)

mailing address

NOTE: If this form is not retu rncd with the application for financial assistance, return it to
DHHS, Office for C X e EALE I 20201

H 1 (Rev: 12/82)
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of the Rehabilita

REHABILITATION e ST, il o e o
ACT OF 1973 s A Lo iml;‘.;.l.;.m

Department of Tealth and Human Se ¢ ce, ing avments or nth:r

assistance made after such date on applications for Federal financi
J ont r(.i.ugm.._cs and Cs. llnl 8 :h l‘LLI(.TIIl financial a

is bin in;_.- on the recipient, ils
gnatures appear bel
Assurance on behalf of th

This Assurance obligates the recipient for the period during whi
by the Department of Health and Human Services or, where the
property, for the period provided for in

ify that the above information

1al (Blue Ink)

e below:
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SAMPLE ACTION
PLAN -Pagel

SAMPLE-PROJECT ACTION PLAN - FY 2016

osed methoddogy in the program narrative,

P e T IR g BTV

® How many persons with lupus do \What resulte do you expect? Who will be razponsible? Applicants must izt the
you plan to sorve via Optimal

; ; aclvilies for each morth of
Support Group? How wil you messue it? the year along with the
™ How many caregivers who attended fraquancy of each ac!
the group do you plan te serva?
® Heow many individuale de you plan
15 serve with pport group
activitias.

® What are your specific Public
Education plans?

Palienl Educalion Anup bo date Bst will be Arup o dabe ligt of The expecled outcome i th: Program Staff Fram July 2015 lo June
ovide System maintained and availatle at alolo avalable | program participan seeing 2016
SLE) lpus | upport moctings and upon 2, omail, a declor in ordes to manage
request to individuals requesting | mects lor by ma symploms at least once a year.
Physicien referms A question wil be inchuded in
the quarterly evaluation fo
Objective: me: compliance.

a. By June 2016 st ___Lupus
wil re e 3 a list of area
facilties and p 5 that
provide breatment for SLE
refated medical conditions.

b, By June 2016 ot least _ Lupus " From July 2015 fo June
Pragram Staff 018
patents wil attend out of | A minimum of ___ meetings See attached meeting schedule ; 016
3 will be scheduled by June 2018
and ucted by a trained
faciitator.

Sign i sheets will be used to
track altendance,

presentations,
Participants must attend
than __ outol __ group
meetings.

**Please note you time line must reflect activities within each month of the year. This must include face to face groups, public education,
and non-supoort aroun activities.
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SAMPLE ACTION
PLAN — Page 2

SAMPLE-ProJECT ACTION PLAN - FY 2016
Note: Project Action Plan should support the proposed methoddogy in the program narrafive.

GoalsObjetives Mpproach | Actites | Euston | Rosponsibties | Timalne |

Projact how many participants you plan to
seeva, in whole numbers?

Project how many parbcipants wil
participate in the fraquency of your
program sclivity dasigrad?

Project howmany particip ill show
cuarterty haalth culcoms behavier
changes.

Patiant Educabon

LB By Juna 30, 2015, the Lupu

group facitator will provide ot least ___ pl

calls and provice at lsast __homa visit, provade
seff menagement shills to dleast  kupus
pabents and  caregvers during support group
meating

d By June 30, 2015 atleast
presentabons within target area Lip.

fgamation wil be provided for at least

heakh fairs i order to provide outreach
mechanisms for increasing the number of
parbeipants, especsally mmnonty women. Through
the fellowing mechanims:

Agency Name

Phona calis andfor hems and
hopital | take place, Self-
managemant skils will be provided

port gioup mestings, phone
callz and home vists

Comamnity cutre ach will be
accompkshed by fargating
populations affected by hipus.

" What will take placa?

Lupus patinnts will recsse
edusational brochures and other
rescarcas from repulable sawces.

Outreach wal teke place at
churches, schocls. adult education
faektios, physician offizes and civie
organizations in the affected
populabens,

What results do you sxpact?
Hew will you measurs if?
Refer to tha Evaluation
Guidance Packet for req,
areas.

What are you plans o ccllect
participant data guartey?

Homa wats'and telaphons uh wil

support group meetngs will be a
physician and a thaumatalogist in
order to highlight seif management
skilly.

The program faciitstor wil
participate in at least

particip:

Mesting rotices wil ba mr:l (]
physician's offices and churchas.

Who wil ba responsile?

‘Whatwil hapoen by
the end of the first
quarter an angaing on
& quartarfy basis?

015 to June

Sto June
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SAMPLE ACTION
PLAN — Page 3

SAMPLE-PROJECT ACTION PLAN - FY 2016

™ How many persons with lupus do What will taks place? \What resuite do you expect? Who wil be razponsile?
you plan to sorve via Optimal
Support Group? How will you me ssue it?
® Heow many caregivers who attended
the group do you plan te serva?
= Hew many individuale de you plan
15 serve with pport group
activitias.

® What are your specific Public
Education plans?

Palient Educalion 5 miemalion Irformalion is updated on =F by 3 Program Staff
Oplional Objective: i la todale | the Lupus information line. request or as needed, A
. By June 30, 2016 at loast people Horalure ks available. Literabure will be available upon | morthly data report previded by
will ac the lupus infarmational line for :t o to persons the target arca wil
event nformation and accurale pus grized as needing more: communication department is
irformation Lupus infarmation related fo their used to frack ealls fo the lupus
skuation. information ine

Program Staff
Increased awarencss of pus

Awareness Manth Campaign. el thoa ety 3 ameng county residents. At
h individuals will

Public Education:

Goal 2:

Toincrease awareness among county
residents and prom ate involvement in
lupus awareness aclivities.

. g Itis expected that at least Program Staff
Objectives: Caregh ﬂami_y members are participants will be caregivers
g. By Junc 30, 2016 af loast considered active atfends
pvers and famiy members and allowed to vaice their
ring with upus wil concerns and ask questions
participate in monthly support
group meefings.

Applcants must izt the
aclilies for each morth of

the year slong with the
fraquancy of each acth

By June 30, 2016

By Jue 30, 2015

**Please note you time line must reflect activities within each month of the year. This must include face to face groups, public education,

and non-suppart aroup activities.

Agency Name




REQUEST FOR PROPOSAL

S A M P L E A CT I O N SAMPLE-PROJECT ACTION PLAN - FY 2016 .
PLAN - Page 4 R IS IS N I N

™ How many porsons with lupus do ‘What will taks place?
you plan to sorve via Optimal . . 2clilies for each morth of
Support Group? How wil you messie it? the year along with the

® Heow many caregivers who attended fraquency of sach ac
the group do you plan te serva?

= Hew many individuale de you plan
15 serve with pport group
activitias.

What resulte do you expect? ‘Who will ba razponzible? Applicants must izt the

® What are your specific Public
Education plans?

Palianl Educalion Stall will parlicipale in health Pub%ic Education adivilies will Pragram Stalfl wil paricipate in
fairs and conduct presentations | be scheduled and coordinated al least health fairs or .
Oplicnal Chjective: through the county. by factator. Ttations. Program Staff ,F"'"' duly 2015 to June
h. By June 30, 2016 af loast 2016
people will presentations that
enhance SLE education will be
conducted and lupus aweal
information will be displayed
during at e lo
ncluding health fairs

PBublic Educalion. Support grous padicipants wil

be asked how they became From July 2015 to June
aware of support group as Program Staff 2016 aa

Morthly support groug meetings
By June 2016 awarencss of 3 will be sent to
support group meetings for o ity o television and commanity ong
courty residents will be .
enhanced by sending public The checklist vill be
savice announcaments b at administered at health fairs,
presentabons, and outreach
wrganizations actwities

A referral kst and lupus . at more peogle | Program Staff o July 2015 o June
Infomabon shezts wil be ol 16

ided to indviduals whe tak
rl'::hull‘;lln " otane measuned by the number

distributed and patients having
4 or mare symploms

i By Junc 30, 2016 at keast __

**Please note you time line must reflect activities within each month of the year. This must include face to face groups, public education,
and non-support aroun activities.

Agency Name
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SA M P L E A CT I O N SAMPLE-PROJECT ACTION PLAN - FY 2016

Mote: Project Action Plan should support the proposed methoddogy in the program narralive.
PLAN - Page 5 i

m Evaluation Responsibilities Timeline
® How many persons with lupus do | How will yeu do 17 What will ke place?
you plan to serve via Optimal

What results do you expect? Wha will be responsible?
Support Group?

Apphcanits must st the
= i ackities for each morkh of
How will you meazure 7 e year song with the
® Heow many caregivers who frequency of each activity?
attended the group do you plan
o serve?
® How many individuals de you

= What are your specific Public
Education plans?

Palient Educalion

" . 2 This activity will take place Feedback on aclivibes of Batween July 2015 and
k. By Junc 20, 2016 the db

L’upus Support f;:nx:p participants will be completed May 2016

Facilitator will provide the afler gach ly.

Tellowing:

(Water boltle, Zumba,

coffee club etc.)

Support group members will

Program Staff
be educated on activity

“'"Please note you time line must reflect activities within each month of the year. This must include face to face groups, public education,
and non-support aroun activifies.

Agency Name
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BLANK PROJECT
PROJECT ACTION PLAN - FY 2016
A CT I O N P L A N MNote: Froject Acion Plan should supocrt the proposed methodology in the program narrative
FORM

Howr will you do it? What results do you expect? " Vhowil be responsile? What will happen by
i How wil you maasire if? the end of the first
Progect hew many perticparts wil Rafue to the Evakelion cuarter an cngaing on

icinate i . a quarterly bazis?
particizate in the frequency of your Gudance Packet for required 4
program actity designed? araas,

Praject how many partcparts wil show VWhat are yocr plane o colact
quasterly health cutcome behaior

paticipant data quarlsly?

“Please note you time line must reflect activities within each month of the year. This must include face to face groups, public education,
and non-support aroup activities.

Agency Name
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PROJECT ACTION
PLAN
INSTRUCTIONS

INSTRUCTIONS FOR COMPLETING THE PROJECT ACTION PLAN

GOALS/OBJECTIVES: Goals and Objectives in Project Action Plan may be used for this on.

Q Establish clearly defined and measurable goalsfobjectives {using pumbers not percentag
o Must support the program narralive methodology.

APPROACH:

o Describe what plan or method will be implemented.
o Identify strategies for achisving cbjectives

ACTIVITIES:
Develop a list of activities or lasks related fo each shrategy
Set priorities among activitiesftasks related to achieving the objectives ON A MONTHLY BASIS.
I5 the strategy culturally specific? Does it consicer beliefs, attitudes and practices of the specific population?
RESPONSIBILITY:
a Mame the person or collaborating organization responsible for task
TIMELINE:
] For each task/activity assign a beginning and ending time.

o Avoid using by June 30t; quarterly outcom ust be part of the timeline,
o Consider if the implementation timefram easonable and realistic.

“PLEASE NOTE CHANGES TO TIMELINE RECYREMENT MONTHLY ACTIVITIES.
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SECTION|: PERSONMEL AND FRINGE BENEFITS FY 2016

(Do not list contractual personne! or consultants in this section, agency staff only. Attach job description and writfen
narrative justification.)

Agency Name: Grant # SLE 2016,

SALARSES AND WAGES

PERSONNEL AND

FRINGE
BENEFITS FORM

SUETOTAL
TOTAL PERSOMNEL = SALARIES + FRMGE BENEFITS
(Cokmas v B

Executive Direclor {Blue Ink} Fiscal Officer (Blu Ink}

Commission Appraval:
| Approved as submitted [ | Disapproved
| Approved with condition

Angela C. Dawson, Executive Director 1 -
o Condition (s)
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SECTION | PERSONNEL AND FRINGE BENEFITS — INSTRUCTIONS

I N ST R U CT I O N S Only those positions which provide direct client services are to be listed. Do not list contractual personnel or
consultants in this section. Administrative costs are to be listed in Section Il - Non-Personnel.
F O R Column | Provide the yearly salary budgeted for each posilion lisled. The amount should be consistent with
similar positions in the agency based on Full-Time Equivalency

C O M P L ET I N G Calumn Il The total number of months of employment projected per position for this grant.

Column Il Calculate the percent of time the employee will devote exclusively to the project under this grant; for
example, a 40-hour per week agency employee who provides 20 hours of service on this project would
be listed as 50%

Column IV, Amount of the employee's salary that will be funded by the Commission based on annual salary
F R I N E (Column 1), number of months on the project (Column I1) and the perc ime project
(Column I1I).

B E N E F I TS a) Example: 1) An employes with an annual salary of $15,000 who works 12 months at 50% of

hisfher time would earn $7 500 from Commission funds; 2) An employee with an annual salary of
$20,000 who works nine months at 25% of hister time on the project would earn $3,750 from the
Commission.

If the agency pays one rate dunng a probationary period with an increase after probation, stale
bu ssumptions on separate lines for each category and provide a narrative explanation.

f employees who implement services detailed in the project proposal may charge their ime to
this grant.

Column V. List the fringe benefits for all posilions listed in the budget.
Column V1. List the percentage of employ:

Column VI, Where appropriate, match must be identified for each line item.

Section | Personal and Fringe Benefits page must be signed by the
Executive Director and the Fiscal Officer.

DO NOT SUBMIT THIS PAGE WITH RFP
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PERSONNEL
AND FRINGE
BENEFITS
INSTRUCTIONS

SECTION | PERSONNEL AND FRINGE BENEFITS - INSTRUCTIONS

Only those positions which provide direct client services are to be listed. Do not list contractual personnel or
consultants in this section. Administrative costs are to be listed in Section Il - Non-Personnel.

Column I. Provide the yearly salary budgeted for each position listed. The amount should be consistent with
similar positions in the agency based on Full-Time Equivalency (FTE).

Column II. The total number of months of employment projected per position for this grant.

Column Il Calculate the percent of time the employee will devote exclusively to the project under this grant; for
example, a 40-hour per week agency employee who provides 20 hours of service on this project would
be listed as 50%.

Column IV, Amount of the employee's salary that will be funded by the Commission based on annual salary

(Column 1), number of months on the project (Column 1) and the percentage of time on the project

(Column 11I).

a) Example: 1) An employee with an annual salary of $15,000 who works 12 months at 50% of
hisMer time would earn $7,500 from Commission funds; 2) An employee with an annual salary of
$20,000 who works nine months at 25% of hisfher time on the project would earn $3,750 from the
Commission.

If the agency pays one rale during a probationary period with an increase after probation, state
budget assumptions on separate lines for each category and provide a narative explanation.

Only employees who implement services detalled in the project proposal may charge their fime to
this grant.

Column V. List the fringe benefits for all positions listed in the budget.
Column VI List the percentage of employee fringe benefits.

Column VII. Where appropriale, match must be identified for each line item.

Section | Personal and Fringe Benefits page must be signed by the
Executive Director and the Fiscal Officer.

DO NOT SUBMIT THIS PAGE WITH THE APPLICATION
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SECTION Il NON-PERSONNEL  FY 2016 ] ADDITIONAL SHEET ATTACHED

{A) TRAVEL I Totsl Budget Il Amount Requested From
(temize and attach written namative justfication for each item ) Commission

MINORITY HEALTH MONTH

BUDGET —
NON-PERSONNEL

B) EQUIPIENT RentaLeating orly




REQUEST FOR PROPOSAL

(C) SUPPLIES, CONTRACTS, ETC. I Amount Requested From
(emize and atiach writtan namative justiization for sach item) Commission

BUDGET —
SUPPLIES/CONTRACTS

SUBTOTAL
{D) LUPUS AWARENESS MONTH
femize and ach wnitben rematne ushficahon fo each

tem)

SUBTOTAL
* Intemal capacity is an essential requirement of Commission grants. Please address impact of all contracted services in the budget justification.
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NON - PERSONNEL
INSTRUCTIONS

SECTION ll: NON-PERSONNEL - INSTRUCTIONS

A, Travel

B.

Slate estimated number of miles thal will be fraveled and the rate &l which payment weuld be made, not lo exceed the federal
rate of § 52 cents par mile. Example: 2,000 milss at §.52 cents = $1040.00

F'rqecte:l number of mn-mnj'll lodgings, number of people N\rnhred and the rate per day/per persan should be stated. Lodging

when on en approved ovemight sta‘.r ot fo exceed $27.00 per day with
wied by overnight stays.

Travelwsl (mileage, meals, and hotel ar;comlmdalk)ns! to aftend the Health Expo and Community Awerds
Ceremony scheduled for March, 2015,

Equipment

Equipment is any tangible item having a useful life of cne year or more which is purchased in whole or in part with Commission funds.
Mon-alloweble costs include, but are not imited to, the follbwing under this grant

CRsfaccessones Vehicke purchases

Porlable cameras Reflotron machines

Television Copiers

Computers Refrigerators

Ink Cartridges BabyAnf;

Typewilars Call phones

Furniture Agency vehickes, mainienancefreimbursement/igas

Leasing/rental of any of this equipment may be considered except for cars. The rate per month and the number of
months for leasing/rental should be stated.

C. Supplies: (Each item must have a cost per unit stated)

For purposes of Commission funds, supplies consist of expendeble property items which have a useful product life of one year or less
Supplies include all tangible, expendable property other then equipment purchased with Commission funds. Equipment priced kess than
3100 (e.g.. staples, saissors, waslebaskels, paper, pens) is considered office supphes.

Consistent with the Governor's Executive Order 2007-09S, “refreshments” are not reimbursable under this grant. (See
Commission website at www.mih.chio.gov to review this EQ.)
P Costs may include typesetting, actual prnting or photocopying of recruitmentfadvertising material which is
completed by a commercial prining company. Included a re costs for copying pamphlets, brochures
and flyers. Provide the unit cost.
Contracts. Agresmens for all sub-conlre must be submilied with he followang being addressed. scope

of service, beginningfending date, hourly rate and fotal number of contract hours.
Advertising:  Specify the media and cost of advertisement (2. 3 ads 2t $50.00 per ad).

DO NOT SUBMIT THIS PAGE WITH RFP
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SECTION II: NON-PERSONNEL ~ FY 2016 [[]1A00imiONAL SHEET
ATTACHED

(E) ADMINISTRATIVE COSTS I TnlaIBudgal . AmountRequastadFrom

(Mamize and attach wien namative juastification for asch tem)

BUDGET —
ADMINISTRATIVE
COSTS

e ——

The attached budget narrative must be completed and submitted in order
S STOP for this application to be considered complete.
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SECTION Il: NON-PERSONMEL = INSTRUCTIONS

ct Costs: Total cost must not exceed 15% of the amount requested. The following may be charged as indirect
cosls! st be itemized

administrative charges: salanies of support staff (administraters, secretaries, accountants). Provide the percentage of time on the
project per ine item;

rental’space leasing: space rental is an allbwable cost, 8
requirements;

NON - PERSONNEL s

fear s st submit document:

I N ST R U CT I O N S _ Commission-funded project uses 20% of the space

submit a copy of the lease which inchudes the building owner's name.
of rent pand, lerms of agreement, termination clau:

approved rent 15 non-franslershle from the cnginal site lo a new or relocated sile
Rent will not be appraved for:
= space which is paid for by another steteffederal program or private grant;
®  space in buildings purchased with federal funds
= space donated fo the applicant agency.
utiifies: heat, water,

DO NOT SUBMIT THIS PAGE WITH RFP
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BUDGET JUSTIFICATION/NARRATIVE - FY 2016 | DDITION#L SHEET ATTACHED

(This page is mandatory and must be completed in order for the application fo be considered complete. All line ifems need to
be itemized and list unit costs.)

JUSTIFICATION
NARRATIVE

SECTION Il NN PERSONNEL -

A Travel:
a.  Minority Health Month

Equipment: (leaselrental)

. Supplies, Contracts, Etc.:

. Administrative Costs:

Intemal capacity is an essential requirement of Commission grants. Please address impact of all contracted services in the budget
Justification.
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SECTION Il ANTICIPATED PERIOI TRIBUTION OF COMMISSION FUNDS ONLY

SFY 2016

m Toial Year 1 l:luarl 2nd Qunrter 3d Quarler 4th Qunrter

BUDGET — ANTICIPATED it~
PERIODIC DISTRIBUTION
F O R M Supplies, Confracts & Other

Total Project Cost | $14,000.00
[Total of all budget calegories)
SOURCE OF AGENCY SUPPORT

LIST ALL SOURCES OF AGENCY SUPPORT AMOUNTS WHICH WILL BE USED EOR THIS
All services are free of charge and open to the public as well as the target population fundraising is prohibited
under this grant fund.

SOURCE AMOUNT
Local Appropniations
Gifts and Conlributiol
In-kind Contributions
State
Federal
6 Olher
TOTAL AMOUNT OF APPLICANT MATCH (hard cash)

TOTAL AMOUNT REQUESTED FROM COMMISSION
Ex Director Blug Ink) Date

Fiscal Officer (Blue Ink) Date

@ This page must be signed by the Executive Director and the agency Fiscal Officer.




REQUEST FOR PROPOSAL

BUDGET — ANTICIPATED
PERIODIC DISTRIBUTION
INSTRUCTIONS

SECTIONIIl:  ANTICIPATED PERIODIC DISTRIBUTION — INSTRUCTIONS

Transfer the amounts listed in Sections | and Il for each line item, by year, to the column marked "TOTAL
YEAR". Add thelines. The total should not exceed award.

The periedic distribution indicates how payments should be made if the grant is funded. The amounts
budgeted per period do not have to be equally distributed (anticipate start-up delays e.g. due to advertising for
staff); however, the four quartery payments must equal the amount requested.

DO NOT SUBMIT THIS PAGE WITH RFP




REQUEST FOR PROPOSAL

ADMINISTRATIVE
COMPLIANCE

SECTION IV:  ADMINISTRATIVE COMPLIANCE
This Form is mandatory. Failure to respond to all questions will deem
this grant application incomplete and will be disqualified. If
information is cut off, use additional pages if necessary.

IF ADDITIONAL PAGES ARE NEEDED PLEASE ATTACH

**This section must be completed in its entirety**

The Cemmission uses the information on this form to understand the applicant agency's internal policies and method of
conducting business

1. List all sources of agency funds.

List all sources of third-party funding.

s the project's budget include documentation of 20% operational cost from sourcas other than the Commission?
O No

If project income |S NOT maintained in 2 ale account, enter plans and tmetable for doing so. If project income 1S
maintained in a separate account, describe how project income is identified or allocated fo the project.

What actions will be taken if actual income is less than anficipated? (Explain where funds will be sought to replace
ceficit or which expenditures will be cut should no replacement funds be availzble.)

If actual income is greater than anticipated, il is desired to:

Re-budget additional funds to expand the project.
Return the funds to the Commission within 30 days of the end of the project period.
Cther (explain)

. Describe check or warrant processing system when paying employee salanes, employee travel rembursement, vendors
or confractors, and include the ttles of agency personnel involved in the process, the role of the project director and the
forms used. These forms wall become source documentation for accounting records.




REQUEST FOR PROPOSAL

ADMINISTRATIVE
COMPLIANCE

IF ADDITIONAL PAGES ARE NEE! PLEASE ATTACH

S. Are confrols used to assure that expenditures of project funds do not exceed budgeted line-item amounis? CIVES
MO {IFYES, please expl tem. If no contrals explain controls fo be implemented and include timetables.)

Is a separate project account maintained fo idenfify expenditures of project funds (consisting of grant funds and project
incoma)? OYES [ONO

Does the present accounting system provide cument and accurate information to assure that expenditure reporis
will be submitted when due? [J¥es CONo

If answer is "No." pleasa explzin changes to be made in the system to comply and includa timetables.

Add a check box for the yes and no in question 6.

Does the present accounting system provide for the project 1o return 1o the Commission on Minority Heallth the balance
of unspent, unobligated granl funds and project income?  OYes ONo

If answer 15 "No," please explain changes to be made to the system to comply and include tmet:

Project expenditures are reported on {check one)[Ja cash basis Dan accrual basis[a medified accrual basis

If a modified accrual system is usad, please explain system

If an accrual or medified acorual system is used, please explain agency's system for encumbering or obligating funds,
{Describe forms used, flow of paper, and autharizing authorities,)




REQUEST FOR PROPOSAL

ADMINISTRATIVE
COMPLIANCE

8.

IF ADDITIONAL PAGES ARE NEEDED PLEASE ATTACH

Are time/activity records maintained for project personnel fo account for time spent on the project?
[OYes Mo

I not, describe how personnel costs are allocated to the project. (Include controls to avoid charges to various Federal
and State projects )

Are fringe benefits for this project the same as those for other agency employees? [OYES ONO

Are ihere any agency non-personnel cosis that are shared by project and non-project activities? OYES ONO

If yes, list them and explain how they are allocated to the project. If no, go to Question #11.

(A} Does the agency have an in-house billing system when providing goo d services fo the project?
DYES ONO

If yes, explain the intra-agency billing system detalling titles of individuals involved and forms used. If no, goto
Question #12.

(B) Does an appointed project representative perndically review charges sat by ceniral stores fo assure that
charges to the project do not exceed cost of go reasonable amount fo cover the costs of
maintaining and operating a ceniral stores organization? QOYES ANO

If yes, please explain 1he review procedures, review frequency and documentation of such reviews that will be made
available to the Ohio Commission on Minority Health. If the answer is no, please explain changes to be made to the
system for compliance and include timetables




REQUEST FOR PROPOSAL

Dees the project incur fravel costs? [JYES OINO I ADDITICNAL PAGES, ARENEEDER FLEASE ATL

If yes, describe the procedure used lo defermine the project travel costs incurred when agency vehic
most recent costs when available) and briefly describe project accounting system for such expenses (include a
description of forms or form numbers used). If no, go fo Question #13.

If a rate has been eslablished for rein g employees when using their own vehicles, is the rate the same as that
allewed for olher agency employ

( :O M P L IA N ( : E If per diem is paid to employees on travel status, enter agency's per diem policy. Include amounts autherized for

lodging, su ence and related fravel items, and describe accounting system and forms used for expendituras.
(NOTE: The rates and amounts listed for travel and per diem can not exceed those allowed by the agency for
non-grant activities. Any rates or amounts in excess of the amount authorized by the State for Commission
employees will not be approved from grant funds.)

. Are project funds budgeted for equipment, supplies and confracs?  [JYES ONO
(If No, please oo to Question #14)

If yes, please explain agency's procurement policies and procedwes for equipment, supplies, and confraclual gocds
ions thal assure free competition among suppliers; that prevent agency officers or personnel

minarity-owned andfor operated organizations; and that assures compliance with the Copeland "Anti-Kick-Back Act* (1B
USC as supplemented in the Depariment of Labor Regulations 41 CFR Part 60).

|s the project entering into any contracts for the procurement of goods and services? OYES ONO
(If Mo, go to Question #15).

If YES, do contracts meet the following conditions

a. Definttion of a sound and complete agre OYES ONO
b Administralive remedies for violations aYEs gho

¢. Terminalion provisions OYES Oho
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Has an audt of fhe agency's funds been conducted during the past year?
If yes, please atiach cne (1) copy with the original of this application

|s an audi of the agency anticipaled during the coming year? OYES ONO

A D M I N I ST RAT IV E If yes, whal individual(s) or organization is scheduled to perform the audit and what is the g «mate date of
completion?

If the applicant is a non-governmental agency, does it carry adequate fidelity bond coverage as indemnification against
lting from aud or lack of integrity, honesty or fidelity of one or more employees, officers, or other
persons holding & postlien of trust?  OYES ONO

If yes, attach a copy of the bonding agreement. If no, explain actions that will be faken o comply.

Dees fhe agency have Babilily insurance coverage? OJYES ONO

If yes, list company.




REQUEST FOR PROPOSAL

SECTION V: BOARD COMPOSITION DDITIONAL SHEET ATTACHED

BOARD
COMPOSITION

H

White, Biack, Hispanic, Native American |ndian, Asian/Pacific [slander

Signature
(This sheet must bear original signature. IN BLUE INK)
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DADDrnoNAL SHEET ATTACHED

SECTION VI:  EmMPLOYEE COMPOSITION

Race/Ethnicity

3
=
=
w

EMPLOYEE
COMPOSITION

MNaftive American Indian, Asian/Pacific [slander

spanic,

Include both full-ime and part-ime employees. Exclude lemporary employees.

White, Black, Hi

Signature

(This sheet must bear oniginal signature, IN BLUE INK)
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APPLICANT CHECKLIST

Documents listed below yield high point values for your grant application

A P P L I C A N T process. Please note that if any of the information is missing or omitted, the

application will be returned to the agency without review.

C H E C K L I ST eceipt of Acceplance is enclosed as cover page with completion of information

requested

Review application fo assure that all seclions have been answered complelely and budgel
pages are tallied correctly.

Check to assure that appropriate signatures have been entered, dated and are in BLUE INK
Check all igures for lyping e and loas that all calculations are correct

f Chio Vendor Forms. The informatio uld match information
MH will process this form with Sha

Attach a copy of 501(c)(3) letter from the Infernal Revenue Service
Attach signed statement for Rehabilitation Act of 1973
Attach signed statement for Civil Rights Act of 1964

Attach compleled and W-8 Form (you must use the altached form, forms before the
January 2005 t accepla

Complete Board and Employee compositions forms (do not leave blank space)
Complete questionnaires and insert Administrative of Compliance (answer all)
ies of all contracts and job descriptions funded by this grant

Complete Project Application-All pages must be single sided.

Complete and attach the "Pregram Marrative" porticn of the grant application.
o Description of Applicant Agency
Problem Need Statement
Method of Implementation
o Project Action Plan
< Board Resalution



REQUEST FOR PROPOSAL

APPLICANT
CHECKLIST
CONTINUATION

Complete ALL BUDGET FORMS:
Budgel pe |:|"‘I""IJI'II'IL.| and anﬁrlpah.d periodic distribution ps 5 ned by the
agency cuth = ] y noffon

larrative paqe (s)
Al line: items must be itemized and list & unit cost for each requested expenditure
Vendor Information Form
I‘Juml:.pr all pages of the grant aprh.ahnn All pages must be single
S fy the name of your agen f
Note: ALL OF THE ABOVE FORMS, DOCUMENTS TYPE WRITTEN SECTIONS |, 11, 11l
AND IV MUST BE COMPLETED.
The onginal grant applicalion mth unqml signatur El]UP Ink [Signature Stamps are
not acceptable) and five (5) copies ]

The Ohio Commission on Minority Health
77 S. High Street, 18" Floor

Columbus, Ohio 43215

Please double check your
proposal to ensure you have
included all required
information. Failure to submit
the required documents will
deem your application
ineligible and it will be
returned without review.
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VENDOR FORM

Re: Potential State of Ohio Vendor Registration

Please complete the following forms and submit them with your completed grant package to
the Commission to register as a vendor and do business with the State of Ohio.

Vendor Information Form (OBM-5657-Rev.11/1/2011) - Please complete the Vendor
Information Form in order to assure an accurate, up-to-date record of company information.
Please verify that all fields are complete and the form has been signed. Electronic signatures
are not accepted at this time. Additionally, please verify that information contained on the W-8
form matches that provided on the Vendor Information Form. Specifically, legal business name,
taxpayer ID # (TIN), and business type/business entity.

IRS Form W-9 Request for Taxpayer ldentification Number & Cenrtification - Flease
complete all applicable sections of the document including taxpayer type, a valid tax
identification number, and your signature. Electronic signatures are not accepted at this time.
The information you provide must match how you are registered with the IRS. Instructions for
completing the form are enclosed. Should you require additional assistance in completing the
W-3 form, please contact the IRS at 1-800-829-1040.

Authorization Agreement for Direct Deposit of EFT Payments (OBM-4310-Rev.11/1/2011) -
The preferred method of payment for the State of Ohio is EFT (Electronic Funds Transfer);
please complete the Authorization Agreement for Direct Deposit of EFT Payments and include a
current voided check or bank letter. Instructions are provided with the Agreement form.
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Insert an original
FORM W-9 W-9 form, signed
in blue ink, for
your organization,
here.

To obtain the form, paste
the Internal Revenue
Service link below into your
browser:

http://www.irs.gov/
pub/irs-pdf/tw9.pdf .
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Insert an original Vendor

VENDOR FORM Information Form
(OBM-5657),signed in blue ink,

here.

To obtain the form, paste the
Ohio Shared Services link below,
into your browser:

http://media.obm.ohio.gov/oss/
documents/New+Vendor
+Information+Form_11+05
+2014.pdf.
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Insert an original Authorization
AUTHORIZATION FOR Agreement for Direct Deposit of

DIRECT DEPOSIT EFT Payments form

(OBM-4310), signed in blue ink,
here.

To obtain the form, paste
the Ohio Shared Services
Link below into your
browser:

http://media.obm.ohio.gov/oss/
documents/EFT+FORM+-
+REVISED+01+14+2014.pdf
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REMAINING 9 PAGES




=% CONTACT INFORMATION
Q= AND QUESTIONS
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Submission Guidelines

All applications must be
typewritten.

Handwritten applications or
those submitted by email and
fax will not be accepted.
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Deadline Information

The original and five copies of the grant appllcatlon must be
received in the Commission office by




OHIO COMMISSION ON MINORITY HEALTH
M\ M -

77 S. High Street, 18th Floor
Columbus, Ohio 43215

Telephone: (614) 466-4000
Fax: (614) 752-9048
Website: www.mih.ohio.gov

Reina Sims, Program Manager
Reina.Sims@mih.ohio.gov

Venita O'Bannon, Fiscal Specialist
Venita.O’Bannon@mih.ohio.gov

.

"“«..‘ 4 L 4 \‘v
L Ry



http://www.mih.ohio.gov/

QUESTIONS




THANK YOU!
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