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BACKGROUND




Background

In February 1986 the Governor’s Task
Force on Black and Minority Health was
appointed to determine the reasons why a
disparity existed between the health status
of minority and non-minority Ohioans and to
recommend methods to remediate the
disparity.
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Background

The Commission was established by Amended
Substitute House Bill 171 and commenced on
July 1, 1987.
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The Commission was interested in funding
projects which were innovative, culturally
sensitive and specific in their approach toward
reduction of the incidence and severity of those
diseases or conditions which are responsible
for excess morbidity and mortality in minority
populations. Health promotion and disease
prevention activities will constitute the primary
focus of projects funded by the Commission
during FY 2016-2017.
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[APPLICANT ELIGIBILITY




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

Develop and establish a

management board for
-------------- . {7 the administration of
' : the grant.

Demonstrate that at least 20%
of project funds are received
from sources other than grants
awarded by the Commission
on Minority.
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Be a public or private : ; Provide services in close
organization which has . i PrOX'mlf&f to ml.norlty

a 501 (c) (3) Submit a complete  RRCCTNTLTT RIS O [

. application and minority communities in

budget their stated service area.

Grantee must meet Answer all questions
all licensure and listed on the
o e Administrative

certification
requirements of the Compliance form.
State of Ohio.

Also, be in GOOD STANDING with the State of Ohio Auditor’s office
(www.auditor.state.oh.us)



http://www.auditor.state.oh.us/
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INELIGIBILITY

»Individuals

»National organizations: local chapters or affiliates may
be eligible if they meet the definition of a community-
based health group.

»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” for the sole purpose of
applying for grants from the Commission.
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APPLICANT ELIGIBILITY

Terms of Grant

statewide.

»Award will not exceed
$140,000 (up to $70,000.00
per year) for a two year
funding cycle.

»Mandatory participation in
Minority Health Month Expo
in Columbus (MHM 2016).

\_

&:ompetitively bid \

/

»Amended Substitute Housh
Bill 171 established

Commission grants for the
purpose of health promotion

and prevention of diseases
among minority Ohioans who

are economically

disadvantage.

»Target Populations: African
American, Hispanic, Native

American Indians, and Asian
Americans.
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CRITICAL ELEMENTS




CRITICAL ELEMENTS

» Culturally relevant health promotion
and disease prevention constitute the
focus for this grant program

»Funding priorities set by the
Commission will be considered for
grants designed to:

*Prevent Type 2 diabetes
“*Prevent Infant Mortality
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Consideration will be given to quality grants targeting
heart disease, certain preventable cancers (breast, lung,
mouth, throat and prostate), cardiovascular disease,
substance abuse, or violence. All grants must contain a
lifestyle modification component to include diet,
exercise, and mandatory clinical measures and
screenings .




CRITICAL ELEMENTS CONTINUED

» Grants that rely heavily on screening
services exclusive of interventions for
measurable behavior change will not
receive a high priority.
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»Applicant must comprehensively
address reduction/elimination of
known risk factors in the program
design.

»In all cases, primary prevention
activities will be given a higher priority
than secondary or tertiary plans.




CRITICAL ELEMENTS CONTINUED

» Methods of Implementation must
comprehensively address
reduction/elimination of known risk
factors in program design.
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» Attention should be paid to the
section under Proposal Preparation
In the application.
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CRITICAL ELEMENTS CONTINUED
IMPORTANT

»The Commission is interested in
new, innovative, culturally relevant
program models.

» EXxisting projects that seek funds
to continue service delivery are not
appropriate.

»Should not supplement agency or
other systems.




CRITICAL ELEMENTS CONTINUED

» School based programs must be budgeted and programmed
for the entire 24 months of the grant and cannot be limited to
the school year.

1394V1L NO

» The Commission requires grants that propose service delivery in
a school setting to also contain a community component involving
all or some of the family unit of the school participants based on
established criteria for inclusion.

» The Commission requires full pre/post evaluations of summer
portions of a school based program to include mandatory clinical
measures.
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CRITICAL ELEMENTS CONTINUED

> Attention should be paid to Method of
Implementation section of application.

»Applicants should clearly delineate and
explain the methodology that will be used to
demonstrate measurable health outcome
behavioral changes.

Goal of funded projects:

»Behavior Change = Improved Health Status
»Improvements in required Clinical Measures

»Improvements in Al1C levels, BP, BMI, and
birth weight depending on program focus

»Improvements in knowledge, awareness and
skills



CRITICAL ELEMENTS CONTINUED
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» THIS DEMONSTRATION GRANT REQUIRES THE
IMPLEMENTATION OF CLINICAL MEASURES PER
THE EVALUATION GUIDANCE.

» This is not optional and must be a part of the
evaluation section. Organizations must demonstrate
the ability to implement quarterly clinical and non-
clinical measures to evaluate program effectiveness.

» Grantees targeting minor participants (children) must
describe a thorough process to obtain parental
consent for mandatory invasive and non-invasive
clinical measures such as A1C and blood pressure
measures. As well as non-clinical measures such as
knowledge, awareness and attitudes.
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» Minor program participants must

have parental permission to
participate in all areas of the
program to iInclude mandatory
clinical measures and non-
Invasive clinical measures.

» The projected numbers for

evaluation purposes must Dbe
based on those who Dboth
participate In educational
programing as well as non-clinical
and clinical measures.
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Institutional Review Board (IRB)

»>If you are working with an academic institution,
your evaluator may be involved in a review
process with the college or university’s
Institutional Review Board. It is important to
keep in mind that the IRB process generally
takes several weeks to complete and may add
time to the start-up of the project.

»The OCMH expects grantees to perform direct
service within the first quarter of project funding.

»Therefore, it is recommended that vyou
simultaneously apply for an IRB, when you apply
for OCMH funding. If it is later determined that
you will not use the IRB there will be no
detriment to the OCMH funded project.
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FUNDING




FUNDING
Only one - Py - by May 2015
application will be « FJuur;dng%elréO(_j' ywitﬁ/ an
accepted per Y

Immediate
agency June 30, 2017 o =
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Performance based
grant — second year
contingent on
measured outcomes

during first year




FUNDING Will not be considered for...
INELIGIBILITY

» Support of residential services.

»Treatment as the primary direct service.

|
» Construction or renovation.
|

»Conducting research and/or studies independent of service
delivery.
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»Projects legislatively mandated/funded by other public dollars.

»Exclusively conducting conferences or workshops.
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COMPLIANCE GUIDELINES




COMPLIANCE GUIDELINES

» All compliance forms must be original,
completed, and signed by authorized
agency representative in blue ink.

**Rehabilitation Act

*+Civil Rights Act

*IRS

*W-9 (use the IRS form Dec 2011)

**Receipt of Acceptance
»Segregation of Duties
*No PO Boxes
*No Personal Home

Address/Telephone

HADO FHL HLIM 1394V1 NO

Attach a copy of agency IRS
501(c)(3) letter
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PPROPOSAL PREPARATION




PROPOSAL PREPARATION
IMPORTANT

» 30 page limit.

»Complete the Receipt of Acceptance,
assurances, and compliance forms.
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»Include copy of 501(c)(3) status.
»Most recent audit report.

»Board resolution (not included in the page
count).

»Agency must provide statement from Board
giving approval to apply.

»Utilize RFP Checklist provided.




IMPORTANT
INFORMATION

Responses to this RFP should
be prepared following the
application format described.

Proposals that do not provide all
of the requested information, or
do not meet all the requirements
specified in the RFP WILL be
determined incomplete and will
be disqualified.




PROPOSAL PREPARATION

» Proposal Narrative —

Sections
< Description of Applicant

Agency

Problem Need Statement

Project Abstract

Project Action Plan

Method of

Implementation

Evaluation

Year Two Project

Summary
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/
0’0

/
0’0

/
0’0

/
0’0



PROPOSAL PREPARATION
Description of Applicant Agency

»Agency mission »Agency ~Facility where

and mandate accomplishments service delivery will
be conducted -

days/hours of
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>Previous >Enhancement of operation
involvement with agency service

minority delivery »Technical accuracy
populations of the health

component will be
assured through

mandatory clinical
screens

» Agency
description
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PROPOSAL PREPARATION

>

000

/
0’0

Problem Need Statement

Specific Target Area

Describe problem and needs to
be addressed

Provide statistics, research
findings or other pertinent
documentation

Target population — race, age,
gender, and number to be
served and geographical area

Letters of Support — must outline
specific activities or services
proposed by each partner and
should not be generalized.
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PROPOSAL PREPARATION
s

500 words or

less.

Provides a concise
overview of the grant
purpose —
goals/objectives,
rationale and
methodology.



PROPOSAL PREPARATION
Proposal Action Plan
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> Timeframe »Clearly define and
»Use attached form conforms with measurable goals
- PDF or Word funding period and objectives
>Major tasks and ~Do not include
activities should be hiring personnel as
indicated for each a measurable
objective objective

Note: You must list goals and objectives with the projected
number of participants to be served and objectives must be
clearly defined and measurable in process and client behavior
outcome changes. Utilize numbers NOT percent's.




PROPOSAL PREPARATION

» Method of Implementation
<«  Detall description of services
\ provided.

Demonstrate and verification that the
proposed services/activity are
medically and technically accurate.
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Include the proposed days, hours of
operation, and location of activities.

Explain how the target populations
will be involved in the administration
and execution of the grant.




PROPOSAL PREPARATION

» Method of Implementation
<« Describe the linkages between the
\ program design, goals, and
objectives the program intends to
achieve.
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Describe culturally-specific
components that reflect the target
populations attitudes, values, and
beliefs.

Describe the role of the REEP
evaluator in the program design,
Implementation and goal attainment.
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[EVALUATION




PROPOSAL PREPARATION
Evaluation (Section of External Evaluator)

»Required to »Evaluator must >Provide on-site
work with the be selected from review of program

HADO FHL HLIM 1394V1 NO

an approved list :
Researc_h and of REpIIEOP delivery
Evaluation evaluators
Enhancement »Assist with
Program (REEP) >Evaluator client assessment
should be £
engaged from the orms
beginning »Meet with REEP

through the life

) Panel member
of project
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PROPOSAL PREPARATION

Evaluatio

»Evaluation
procedures are
guantitative and
incorporate required
clinical and non-
clinical measures.

»Evaluation of
objectives must
occur on a quarterly
basis.

>Valid time-lined
outcomes and
effectiveness.

»>Do not state in
percentages, use
actual numbers.

»All grantees must refer
to the Evaluation
Guidance Packet in
preparing the proposed
evaluation plan and the
required areas that must
be measured.

Section of External Evaluator Continued)

»Detailed method to
determine how
established goals
with a total to be
served for the year
and objectives will
be met and
outcomes are
achieved

>The evaluation
Guidance Packet can
be found on the
Commission’s website
at www.mih.ohio.gov.



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

PROPOSAL PREPARATION

» Grant Implementation Requirements
(If funded)

» Return signed Acknowledgement of Terms

> Satisfactory response to the Program and
Fiscal Special conditions if assigned
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» Submission of Program, Evaluation and
Fiscal Quarterly Reports (on Commission
forms)

» Submit year end Program and Evaluation
Reports




PROPOSAL PREPARATION

» Grant Implementation
. Requirements (If funded)
Continued.
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» Responsible for Annual and
Biennial Program Reporting.

» Submit year end fiscal audit due
October 30, 2017.




PROPOSAL PREPARATION

* » Year |l Project Summary
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> Brief Narrative

» Describe the major tasks and
activities for Year Il including
required clinical measures

» Define how they will be
accomplished.
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BUDGET




BUDGET FORMS Personnel and Fringe Benefits - Section |

»Do not list contractual or consultants in this section.

»Include agency staff only.

» Attach job description and written narrative justification,
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»Column | — provide the yearly salary budgeted for each
position listed.

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

»Column IIl — Calculate the percent of time the employee will
devote exclusively to the project.



BUDGET FORMS

» Personnel and Fringe Benefits

"~ % 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).

HADO FHL HLIM 1394V1 NO




HADO FHL HLIM 1394V1 NO

BUDGET

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 VII -
Other sources of
Fport Appllcant
I identify line
|tems that have
other sources of
support

»Include job
descriptions for
assigned staff and
resumes if
available.



BUDGET FORMS

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

and the agency Fiscal Officer.

HADO FHL HLIM 1394V1 NO

%
q;’*'
NG

LN

<>



BUDGET FORMS

> Travel

< Provide an estimate of 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).

HADO FHL HLIM 1394V1 NO

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




BUDGET FORMS

» Meals expenses are allowable for dinner
and breakfast when on an approved
overnight stay not to exceed $27.00 per
day with receipts for full day days travel
preceded and followed by overnight
stays.

» Qut-of-state travel iIs non-allowable cost
under this grant.
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BUDGET FORMS

> Fees for conference/training sessions,
when determining to be related to
specific job-duties and/or
responsibilities, are reimbursable or
allowable. Projected number of such
sessions and costs should be stated.

HADO FHL HLIM 1394V1 NO

Only employees who implement
services detailed in the project proposal
may be reimbursed for actual travel

&
N
expenses. S
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BUDGET FORMS

At least t
Minority Health events d

Month: All funded the mon
grantees are April 201
required to allot 2017
funds to support.



BUDGET FORMS

» Equipment may not be purchased with
Commission funds.

Leasing/rental of equipment may be
considered.
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Provide the rate per month and the
number of months for leasing/rental of

equipment. |
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BUDGET FORMS

» Each supply line item must include
the cost per unit on the budget
« narrative justification form

/

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

¢ Supplies include all tangible and
expendable property.

¢ ltems priced less than $100.00 (e.g.
staples, scissors, wastebaskets, paper,
pens) are considered office supplies.
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BUDGET FORMS

» Supplies:

¢ Consistent with the
Governor’s Executive Order
2007-09S, “refreshments”
are not reimbursable under
this grant. (See Commission
website at www.mih.ohio.gov

to review this EO.




BUDGET FORMS

» Printing:

¢ Costs may include typesetting,
actual printing or photocopying
of the materials which is
completed by a commercial
printing company. Included
also are costs for pamphlets,
brochures, and flyers. Provide

the cost per unit (ex: 100
brochures X $.01 = $1.00.
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BUDGET

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.

» Consultant expenses may not exceed
10% of the total award.
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> Interpreters hourly rates may not

exceed $35.00 per hour and may not
be a part of the agency personnel.




BUDGET FORMS

> Advertising:

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

> Evaluator:

As indicated in the Proposal

Preparation section, the external
evaluator must be selected from the
approved list of REEP evaluators.
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BUDGET FORMS

» Non-Personnel
> Administrative/Indirect Costs

» Total administrative cost may not
exceed 15% of the total grant award.
The following may be charged as
Indirect costs/services and must be
itemized.

» Administrative charges: salaries of
support staff (administrators,
secretaries, accountants). Provide the
percentage of time on the project per

line item.

HADO FHL HLIM 1394V1 NO



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

requirements:
¢+ The number of months and the rate at which
payment will be made should stated,;
When rent is shared among several programs, the
amount charged to the Commission must not
exceed the Commissions fair share.

HANDO 3FHL HLIM 1394V1 NO
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BUDGET FORMS

> Rental Space/Leasing:.

The agency must submit documentation
of how the Commission’s fair share was
determined (e.g., 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;



» Approved rent is non-transferable from the original site
to a new or relocated site.

» 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.

HANDO 3FHL HLIM 1394V1 NO



BUDGET FORMS

(s Busae N N

HADO FHL HLIM 1394V1 NO

Justification/Narrative >Contracts

«* This page is mandator . o
and must be completed in % Internal capacity is an
order for the application to essential requirement
be considered complete. of Commission grants.
All line items need to be Please address the
itemized and Include a Impact of all contract
cost per unit. services in the budget

lustification.

The budget and budget
narrative must total the

| y
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BUDGET FORMS

» Anticipated Periodic Distribution

of Commission Funds Only

» Transfer amounts listed in the sections
|1l 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 indicated how
payments should be made if the grant
s funded. The amounts budgeted per
period do not have to be equally
distributed; however, the four quarter
payments must equal the amount N

requested.

%
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BUDGET Administrative Compliance

> This section is mandatory. \
Failure to completely respond
to all questions will deem this
grant application and
iIncomplete and will be
disqualified.
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» In completing the
Administrative Compliance

Form add additional pages if
K needed. /
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Letter from
the Director

7

hn R. Kasich 77 igh Street, 18th Floor. Columbr
GovERNOR
- Fa:
Gregory L. Hall, MD =
Cuamrzns E mail: minhealth@ cemh state oh u:

November 24, 2014
Dear Colleagues:

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

In light of that, 1
for fiscal ye: 6 stration grants with a priority focus on the prevention of Type 2
. ung, mouth,
rant funds will not
exceed $70,000 per applicant agency per y
This is a competitive-bid process.

sed is the Reques
An electro rsion of this packet is located on our websi
include ¢ gency's 501(c)(3) determination letter with

grant application process and provide
information to assist ] 0sal. The schedule for TA sessions will be
available on our w ] e Monday, December 15, 2014 at 10:00 am
and on Wednesday, December 17, 2014 at 2:00 pm. 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 grant app in the Commission
office at 77 S. High Street, 18* Floor, Columbus, Chio 43215, no later than §:00 p.m. on Friday, January
30,2015

You have our best wishes as you prepare your application

Sincerely,

Augeta €. Dawdou

Angela C. Dawson
Executive Directo
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REQUEST FOR PROPOSAL

Ohio Commission on Minerity Health
Request for Proposals

Fiscal Years 2016-17
aC g r O u n y Demonstration Grant
BACKGROUND

Introduction &

disparity exist
disparity. In April 1987, the Task Forc: ied a final report including 12 recommendations. The twelfth recommendation

L " " -
EI I g I b I I I ty called for the establishment of 2 Comm n on Minerity Health to implement the Task Force recommendations

y Amended Substitute House Bill 171 and commenced oper
d in funding projects which are innovative, culturally & and spec
reduction of the incidence a erity of thos r conditions which are res)
mortality in minority p
funded by the Commission during FY 2016-17

INTRODUCTION

rants not to exceed $140,000 (up to $70,000
use Bill 171 established Commission
y Ohioans who are ec
' American Indi

This Rex r C e reme orth in Chapter 3704 of the Chio
Administrative Code. : will be accepted exclusi age institutions meeting the eligibility criteria
established by the Commission on Minarity Health.
7
o ELIGIBILITY
s
'\ i iven fo pplicants who dev srvices in accordance with the mission of the Commission. To r

applicants must

Demonstrate that at least 20% of project funds 2 =ceived from sources other than grants awarded by the Commission

organization which has a 501 (i
ish a management board for the administration of the grant, composed of proportionate representation
rant application;
; communities in their stated service area;

HIANIDO 3HL HLIM 1394V1 NO




REQUEST FOR PROPOSAL

Eligibility,
Public Notice
and Critical
Elements

7

The following are ineligible for funding consideration:

*  Individuals.
National organizations: local chapters or affiliates of national organizations may be eligible if they meet the definifion of a
"community-based health group.
Organt; 9 e sole purpose of acquiring funds to supplement existing programs without any plan for
of work.
Organizations in the process of creating or starting a "community-based health group” for the sole purpose of applying for
grants from the Commission

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, 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.

PUBLIC RECOR! TICE

It is expressly un parties the Ohio Commission on Minority Health (OCMH) is a public office and is

subject to the Ohio Public Records Act, O.R.C. 149.43, et. seq. Upon receipt of a public records reguest, OCMH is

required to provide prompt inspection or ithin a reasonable period of time of responsive records that OCMH
bject to release:

considered a proprietary frade s y must complete the
following ment : e ¥ sion on Minority Health on your agency letterhead

OCMH agrees not to dis , 0 prit e tion that (organization) has previousi

identifi n through & publi
1 opportunity
ry trade secret that is exempt from
that the inforn n constitute: ietary trade
fy (organization) of it to disclose the information in accordance v
choose fo seek ni: , f " fo prevent di:
mation at is

CRITICAL ELEMENTS OF ACTIVITIES

Culturally releva alth promotion and disease preventio itute: for this grant program. For state biennium
determined that grants designed to p betes and infant mortality will be
considered for 2016/17 funding priorities. Bel
i funded projects. Therefore, grants th

In most cases primary prevention activities will be given higher priority than secondary or fertiary plans.

Quality grants targeting heart disease, certain preventable cancers (breast, lung, mouth, throat and prostate),
cardiovascular disease, substance abuse, or violence will receive consideration. All grants must contain a lifestyle
modification component to include diet, exercise, and screenings .
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REQUEST FOR PROPOSAL

Aﬂentiun shuuld be paid t hod of Implement: ection under Proposal Preparation 5 of the application.
te and explain the metho that will be used to demons easurable behavior

Elements,
Mi It
y Priority will be given to grantees who are able to provide services to a pro
per fiscal year based on funding request.
I I e al t h M O n t h In designing the proposal it is important to note that the Commission is interested in new, innovative, culturally relev:

program models.

and Funding e S———

| based programs must be budgeted and pregrammed for the entire 24 months of the grant and cannot be
to chool year.

ion requires full pre/post evaluations of summer portions of a school based program to include
mandatory clinical measures.

MINORITY HEALTH MONTH PROGRAMMING REQUIREMENT

HIANIDO 3HL HLIM 1394V1 NO

s for 2016/ 2017.
Conduct a minimum of two Minority Health Month events during April of 2016/2017
FUNDING
i The Reque:
d Fiscal Years
# 2016, constitutes the first funding period
A\ grants, funding is contingent on the approv

\ 2015, with an immediate startup required: this must be reﬁected in the recrumn hlnn of slaff in theﬁrst menth
and the immediate implementation of ram activities no later than the 2 month of the 1=t Quarter of funding.

IMPORTANT: This is a performance-b
E: ving a proportionate leve! of projecte
rves the right to termin it prior to the second funding cycle if the project doe:. not pel
or the second year, program activities must continue without gaps in services
6 —June 2017.

Which seek funding to support residen
When 1re’1|menl o tiiutes the pmmar_




REQUEST FOR PROPOSAL

d funded by other public dollars;

of
Funding,
lusi esigned to conduct confe s or workshops; or
P r O p O S aI 3 ly funded by the iscal year or biennial grant award using the same mode! to confinue
c i iennial gra rard, with a modified madel that did not
I O r I I l at y APPLICATION DEADLINE/PROPOSAL PREPARATION

Applicants must provide an original and five copies of the complete proposal

a n d PROPOSAL FORMAT

Applications must be submitted on y 11 WHITE paper only. No colored paper will be accepted.
Application must be submitted single side of paper. No doul ided pages allov

- X
Applications must y or similar font and must be12 point in size
e C n I C a Applications must OPIES and must be stapled or attached with paper clips.
All signatures must be signed in BLUE INK.
No binders or separation tabs permitted

.
A S S I S t a n C e All applications must be received in our offices by 5:00 p.m., January 30, 2015. Any application or supporting

doc n received after that date and time will be retumed without review. The proposal must be typed on
S .

Commission forms. FAXED, EMAILED AND HANDWRITTEN APPLICATIONS WILL NOT BE ACCEPTED.

Ohio Commission on Mincrity Health
77 8. High Street, 18t Floor
Columbus, Ohio 43215

HIANIDO 3HL HLIM 1394V1 NO

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

Technical Assistance Session:
Register now!

Demonstration Webinar

Join us for a webinar on Ds

>




REQUEST FOR PROPOSAL

Proposal
Preparation
and Proposal
Narrative
Guidelines

4

PROPOSAL PREPARATION

The Commissgion strongly encourages you to thoroughly read the application and to attend Technical Assistance (TA)
Webinar sessions that can be accessed through the Ohio Commission on Minority Health Website: www.mih.ohio.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 demonstration grant sessions will be conducted on Monday, December 15, 2014 at 10:00 am and on Wednesday,
December 17, 2014 at 2:00 pm. Please naote that we will not be able to accommodate individual requests fo provide this
information.

to this RFP should be prepared following the format de:
iformation, or do not m > requirements sp

Complete the Receipt of Acceptance, assurances and compliance forms, W-9, and Vendor Forma. All forms must
have original signature in blue ink. Include a copy of 501(c)(3) status, most recent audit report and board resolution.
Agency must include a board resclution on agency letterhead approving the submission of the application. The
resolution must be signed in blue ink. (Not included in the page count).

I.  Proposal Narrative

populations. Incl
Describ

accuracy of the project’s health component will be assured. Staff Description: de job description,

contracts of stz signed, and resumes of staff as: nt. Describe age plan to ens
igned program staff ai u competent. Describe agency plan to enst at assigned program

Problem Need Statement
the specific target area, including and needs to be addressed by the proposed

project. Support the problem and needs state with stafistics, research findings,
ur community/target population.

HIANIDO 3HL HLIM 1394V1 NO




REQUEST FOR PROPOSAL

Proposal
Narrative
Continued

7

jities or services they wi
fied problem. The originals
must be signed in blue ink

Project Abstract

r fo have a summary of the
/ of the purpose, rationale and

funding period. Although in as advertising for positions, hiring
€ sory commiftees mest, are important steps in the project's evolution, these items need not
appear as goals and objectives. Major tasks and activities should be indicated for each objective.

Emphasis should be placed on developing measurable outcome objectives, which are focused on client outcomes
rather than outcomes (recruitment, hiring staff, efc.). Outcome focused objectives are designed to e
measurable beha

E. Method of Implementation

Provide a comprehensive narrative describing the proposed ities that will be provided under this ¢
explanation should include:

A detailed descriptio to be provided;
5 are medi d technically accurate;

NOTE: All Commission funded grantees are required to work with the Rese: and Evaluation Enhancement
Prox (REEP) of Wright State University in implementation of the evaluation of the project.
The evaluator must be selected from an approved list of REEP evaluators.

All grantees must refer to the Evaluation Guidance Packet in preparing the proposed evaluation plan and
required areas that must be measured

+  Visit our website for a complete list of approved evaluators and the guidance packet.

antees must comply with all clinical measures by diseasefcondition per evaluation guidance.

HIANIDO 3HL HLIM 1394V1 NO




REQUEST FOR PROPOSAL

Proposal
Narrative and
Institutional
Review Board
Guidance

7

4

. ici g to obtain parental consent
for mandqﬁw inve 2 es such as A1C qnd blood pressure measures. As
well as non-clinical mes reness and aftitudes

Describe, in detail, the method
and whether the expecied outc
statement : Il hire a

The proposal should offer valid ime-lined outcomes and effectiveness of the project

THIS DEMONSTRATION GRANT REQUIRES THE IMPLEMENTATION OF CLINICAL MEASURES PER THE
EVALUATION GUIDANCE. This is not optional and must be a part of the evaluation section. Organizations must
demonstrate the ability to implement quarterly clinical and non-clinical measures to evaluate program effectiveness.

PLEASE NOTE: Upoen the establishment of the baseline measures, evaluation of objectives must occur on a quarterly
basis. Please ensure that you build into your plan the collection of required participant data (clinical measures,
feedback) on a quarterly basis to allow for the reporting of behavioral outcomes.

E jon procedures are quantitative, document inten

ieved by clients or the agency. Therefor 5
project through the end of the life of the project. An \uator should be |ru,|u i prcuect t< ) 'a:,slst the pi :|r'-lm d|
designing client assessment forms in order {o retrieve demographics and ba ormation and to measure behaviora
changes. Applicants are st encouraged to contact an evaluator when developing the proposal

Institutional Review Board (IRB)

o For Grantees pursuing IRB approval, if you are working with an academic institution, your evaluator may be
involved in a review process with the college or university’s Institutional Review Board (IRB). It is important to
keep in mind that the IRB process generally takes several weeks to complete and may add fime to the start-up
of the project.

The OCMH expects grantees fo perform direct service within the first quarter of project funding.
is recommended that you simultaneously apply for an IRB, when you apply for OCMH funding. |
determined that you will not use the IRB there will be no detriment to the OCMH funded project.

Year Two Project Summary

HIANIDO 3HL HLIM 1394V1 NO




REQUEST FOR PROPOSAL

Budget Forms,
Proposal
Review and
Proposal
Scoring

7

7

Il. Budget Forms

Use the aftached budget pages to provide ¢
demonstration grant. Instructions ar uded for

Consistent with the Govemor's Executive Order 20
Commission website at www.mih.ohio.gov fo review this EO). If holding cooking demonstrations they must be
educational and participatory. A registered licensed Dietician is required to oversee the cooking demonstratiol

Internal capacity is an essential reguirement of Commission grants. Please address the impact of all con
the budget justification.

Please attach a budget narrative describing unit cost and itemization of each line item.

PROPOSAL REVIEW / SELECTION

The final selection pro

criteria. Grants will be

service ¢

Commi identified in this RFP.

Proposal Scoring
thich are considered during the rev grant applicatior

. Service Area Design

There is clear documentation of an access problem for health care or identification of a disproportionately
population.

fined farget population consistent with the Commission's defi of
5)

The need for the program is well documented.

. Innovation and Impact
The project is designed specifically for the proposed target population and includes measures to determine the
mmunity
mpact on the identified population.
wior outcome changes as a result of proposed inferventions
lIL. Program Design

= The applicant has demonstrated that cultural beliefs, attitudes and practices have been considered and included

cceptability, language and cost have been considered, and approp

HIANIDO 3HL HLIM 1394V1 NO




REQUEST FOR PROPOSAL

IV. Evaluation

= The applicant has a plan to measure required areas per the evaluation guidance.
= The applicant has plans to establish baseline data and collect and report participant data on a quarterly basis

EV al u ati O n an d to determine behavior outcomes.

V. Budget Appropriateness and Reasonableness

B u d et = Administrative Code 3704-2-02 states: “That af least twenty percent of applicant funds and/or resources are
received from sol f ion on Minority Health”. In other words, the

Commission ca ing source o gency. This hould not be perceived as matching funds.
- Specmejh

- 3| ate anc S| e
Appropriateness L e
. AH line \lsnbmus e itemized and Ilstumlmstfureq(h requested expenditure.

NOTE: Please double-check your grant proposal for

accuracy. Original signatures in blue ink and completion.

Missing pages, omitted sections, forms, signatures, and
mathematical errors WILL impact your overall score and
may disqualify your application.

HIANIDO 3HL HLIM 1394V1 NO




REQUEST FOR PROPOSAL

Reporting/Participation Requirements
Prior to submitting this proposal, please be hat there are grant reporting mechanisms and ation reports

7 > require ] ion on aquarler-l basis if funded. Grants management is required by
r an e p O r I n g 0 . o on of or parficipating in the following:

Signed Acknowledgement of Terms and responses to the Program and Fiscal Special Conditions, if a

. . .
I artl C I atl O n : : gram and Fiscal quarterly 5 (on Commission forms) along with the
Program Evaluation Report.

Ensure Program Evaluator Reports are reviewed by assigned REEP Panel Members prior ubmission
toth issi

.
R e u I r e m e n t S ipation in the MHM Kickoff Expo sponsored by the Commission on the last Thursday in March each
funding yea effo g are required to setup a

HIANIDO 3HL HLIM 1394V1 NO




REQUEST FOR PROPOSAL

Receipt of
Acceptance

TON ON MINORITY HEALTH
John R.

GovERy

Gregory L. Hall, MD

CHAIRFERSON

ACCEPTANCE

ion Cover

This receipt confir at the following grant proposal red by the application deadline and a
consideration. This does not confirm that the grant applica 1 stermined fo be complete.

TO BE COMPLETED BY APPLICANT:
Project Name:

Applicant Agency/Organization:

Complets iling Address:
(No P.O. Boxes)

f Agency: Federal Tax |.D. Number:
[Attach a copy of SIM(|
rear one amount you are requesting:

Executive Director Phone: ()
E-mail: Faxx ()
Phone: ()
Fax ()

Phone: ()

E-mail: Fax. ()

DO NOT WRITE BELOW THIS LINE

Date Received

lication has beer igned the following identification number. Please use this number to refer
ondence or inquiry:

GRANT I.D. NUMBER:  MIH 2016/17-
ENCLOSE WITH ORIGINAL APPLICATION AND FIVE COPIES.

HIANIDO 3HL HLIM 1394V1 NO




REQUEST FOR PROPOSAL

Receipt of
Acceptance
Instructions

INSTRUCTIONS FOR PLETION OF RECEIPT OF ACCEFTANCE- USE AS COVER PAGE

Applicant Agency/Organization:

Complete Mailing Address:

Executive Director:

County of Agency:
Federal Tax .D.:
Amount Requested:

Project Name:

Project Director:

Date Received:
Received By:

Grant |.D. Number:

gal name of the age: Include DB.A., AKA. etc. The name must
the name on the 501

ncy and will be
notice and payment if the grant is Includ t
suite number, street name, city, state, and zip code. P.O. Boxes are

Chief Executive Officer of the applicant agency and title. Include area code
and telephone number.
List Resident County of administrative office
A nine digit number issued by the U.S. Internal Revenue Service.
Self-explanatory
y or service. The project name can nat be
The person who has the authority to make operational decisions for the
. Include telephone number.
Upon receipt, the Commission will verify the date.
The signature of the Commission staff person who received the appli
assign a number to the
ndence. A copy of the
applicant to verify that the grant

application has been determined to be complete

HIANIDO 3HL HLIM 1394V1 NO




REQUEST FOR PROPOSAL

PROJECT APPLICATION

ble, instructions have been Do NOT write in this space. For Commission use o

PrOj eCt | L MH2016M7-_

Applicant Agency Information:

Application — e
page 1 of 2

g Phone ( )

OHIO Zip:

Name of Fiscal O Phone (___)
Project uly 1, 2015 through June 30, 21
Budget Period: July 1, 2015 through June 30, 2016

CERTIFICATION: The applicant understands and agrees to the following conditions:

. That funds granted as a result of thi are fo be used for the purposes set forth th
administered in compliance with the " i ive Rules” and other applicable
conditions established by the Commission on Minority Health

7
i That the project budget contained herein includes grant funds req;
# contributions obligated to support the project and any anticipated income to b y
4 funds and applicant support. That any expenditure ant funds, obligated applicant support and pr

\ income will be included in the pr
authorization from the Commi

. That project funds are exclu:
requirements for federal grants
sed of without written authorization from the Commission, and that a of all audits of project
ubmitted to the Commission
ure of project funds not

termination of funding.

AGENCY NAME

HIANIDO 3HL HLIM 1394V1 NO




REQUEST FOR PROPOSAL

A equipment purchased in whole or i defined in 7b, above) be tagged or otherwise
- identified a erty of the Commission. No disposition of such property may be made without written authorization
P r O e C t from the Commission. Such equipment will be used only to continue the project upon termination of grant funding and
will be transferred to the Commission upen request.

= L] That the applicant agenc: npliance with:
l \p p I I C atl O n 1N Title VI of the Civil Rights Act of 1964.

__ Statement of compliance submitted herewith

P ag e 2 O f 2 (2 ction 504 of the Rehabilitation Act of 1973

__ Statement of compliance submitted herewith

. .
1. We certify to the best of our knowledge and believe that the information conta in this application is true and correct,

I g n I n u ‘ ! autho e ant and that the applicant will comply with

X ant funds provided by the Commission

& of award

Signature of Agency Director  (Blue Ink)

Signature of Auditor or Fiscal Officer (|

HIANIDO 3HL HLIM 1394V1 NO




REQUEST FOR PROPOSAL

Project
Application
Instructions

PROJECT APPLICATION — INSTRUCTIONS

t name as indicated on the Receipt of

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. Orniginal signature of the Chief Executive Officer of the applicant ag Executive Directol or Pastor, Health
Commissioner, etc.), and date

B. Original signature of the applicant a Y | Officer and date

NOTE: Every page of the application must bear the applicant agency name.

HIANIDO 3HL HLIM 1394V1 NO




REQUEST FOR PROPOSAL

Civil Rights
Act of 1964

(Sign in Blue
Ink)

7

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

(heremafter called the “Applicant™)

HEREBY AGREES THAT it will comply with Title VI of the Rughts Act of 1964 (P.L. 88-352) and all
requirements imposed by or pursuant to the Regulation of the Department of Health and Human Se: 45
ued pu[sua.nt to that title, to the end that. in auordance with Title VI of the Act and the
1 or national origin, be excluded frox
ation in; be denied the benef b s j imination under any program or
or which the Applicant receiv ederal financial assistance from the Department; and HEREBY GIVE:
ASSURANCE THAT it will take any measures necessary to effectuate this agreement.

s real property or structure thereon is provided or improved with the aid of Federal financial assistance
s Eudcd o thc Applicant by tl i _ this Assurance shall obligate the Applicant, or in the case of any
for the period during which the real propern or structure is used for a

the period during which it retains ownership or possession of the prnperr_\' Inall othar cases, this Assurance sh:
obligate the Applicant for the period during which the Federal financial assistance 1 ded to 1t by the
Department.

nsideration of and for the purpose of obtaining any and all Federal grant
er Federal financial assistance extended after the date hereof to the App!
by the Depamncm including installment payments after -uch date on account of applications for Federal financs;
assistance “hnh were approved befor 3 ¥, 3 pnizes and agrees that
= on the representations and agreements made in this
ited States shall ha\'e the right to seek judicial enforcement of this Assurance. This A
Applicant. i e i 3 ignees. and the person or persons whose signatures appear below
authorized Assurance on behalf r.\f the Applicant.

Date
(Applicant type o print)

T Siznanweand Titeof Awhorized Official (Blue lnk)

“Tpplicants maili:

If this form is not returned with the application for financial assistance, return it to DHHS, Offic:
0 Independence Ave., S.W., Washington, D.C. 20201

HIANIDO 3HL HLIM 1394V1 NO




REQUEST FOR PROPOSAL

DEPARTMENT OF HEALTH AND HUMAN SERVICES
ASSURANCE OF COMPLIANCE WITH SECTION 504 OF THE
REHABILITATION ACT OF 1973, AS AMENDED

The \mdernmned (hereinafter called the “recipient”) HEREBY AGREES THZ
ctof 1973, amended( U . all requu:mt’uh imp

purpose of obtaining

Rehabilitati
property, ds er Fi fina y endex ep e f
ices after the date of thi 3 i g 0
t Fﬁd:ral financial assistance that were approved before such date. The reupmlt recognizes and agrees that such Fe deral
financial as: 11l be extended in reliance on the repreaentatmm and -ements made in thi: rance and that th

United States will have A h lawful means. This Assurance is binding on the

recipient, i ansf s s, £} vhose signatures appear below are authoriz
to sign this Assurance on behalf of the recipient.

= =
(: ;I g I I I I I B I u e I I l k This Assurance of EatEbﬂlEIEClplEIltfu[ﬂl:pﬂﬂﬂddﬂ[m Federal financial assistance is extended to it by the

Department of Heals e tance is in the form of real or personal property,
provided for in §84.5 f 5

The recipient: [Check (a) or (b)]
ver than fifteen persons

) employs fifteen or more persons and, pursuant to ) lation [45 C.] F R. 84.7 (a)]. has
designated the following person(s) to coordinate its efforts to comp!

Name of Designee(s)

Name of Recipient (Type ) Address or P

Employer Identification Number

7
" State

4\ e 3 e information is complete and correct to the best of my knowledge.

nature and Title of Authorized ¢ ial (Blue Ink)

If there has been a change in name or ownership within the last year, please PRINT the former name belo

NOTE: If this form is not returned with the application for financial assistance, return it the DHH.
Rights,
330 Independence Avenue, S.W., Washington, D. 20201.

HE AGENCY

HIANIDO 3HL HLIM 1394V1 NO
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Project Action
PI an PROJECT ACTION PLAN — FY 2016

Agency Name:

. any L] oit? oW do you =xpi 2 " "

vanis you pian &2 " Vihatwil tal e il hagpen by

HIANIDO 3HL HLIM 1394V1 NO
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Budget Pages

Fiscal Year 2016

o
2
-
>
X
(9)
m
-
=
-
Budget Pages -
L
m
o
0
S
-




REQUEST FOR PROPOSAL

Personnel and
Fringe
Benefits

7

FY 2016

Attach jo fion and written narrat

ET
1UIAL FERSURNEL = SALARES * FIONGE BENEFITS
(Columes V&)

ftive Dire {Blug Ink)

Commiasion Approval:

] Approved as submitted [ ] Disapproved
] Approved with condition

Condition

HIANIDO 3HL HLIM 1394V1 NO




REQUEST FOR PROPOSAL

I e r S O n n e I an d SECTION | PERSONNEL AND FRINGE BENEFITS — INSTRUCTIONS
s are fo be listed. Do not list contractual personnel or consultants i

. - ;
I r I n g e on Il - Non-Personnel. Any personnel d in this section must

Column | Provide the yearly Y ore: ositi d. The amount should be consistent with simila;

.
B e n ef I tS positions in the agency based on Full-Time Equivalency (FTE)

Column 112 The total number of months of employment projected per position for this gra
= Column llI: Calculate the percent of time the empl exclusi project under thi
n S r u C I O n S nple, a 40-hour per week agency on this
listed as 5
Column IV:

of $15,000 who waorks 12 months at 50% of hisihe
} An employee with an annu lary of $20,000

he agency pays one rate during a probaticnal riod with an increase after probation, state bud;
umptio parate lines ( nd provide a narrative explanation

s who implement services detailed in the project proposal may charge their time to th

HIANIDO 3HL HLIM 1394V1 NO

Column V: List the fringe benefits for all positions listed in the budget.
1 Column VI: List the percentage of employee fringe benefits
7
# Column VII: Where appropriate, match must be identified for each line

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



REQUEST FOR PROPOSAL

Non-
Personnel

7

SECTION II: NON-PERSONNEL

{A) TRAVEL

[Memize ana stECh wrinen naative s

AGENCY NAME

FY 2016

SUBTOTAL

SUBTOTAL

I Total Budgst

1 ADDITIONAL SHEET ATTACHED

[ Requestad From
ion

HIANIDO 3HL HLIM 1394V1 NO
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REEP EVALUATOR
PROGRAM AUDIT AUDIT YEAR Il ONLY

Supplies &
Contracts

HIANIDO 3HL HLIM 1394V1 NO




REQUEST FOR PROPOSAL

A

N O n - numi il Il be traveled and the r: ich payment would be made, not to exceed the federal rate
C ' a miles at $.52 cents 040.0
g number of pee E: ate per daj L ging
g relml:ursahleor allowable. Pm]e< t-d nunuher\ uch sessions an:l E d.
i employees who |mplemr=nt ervices d d in the u al travel expenses.
Instructions e — g e

. Equipment

Equipment is any tangib having a useful life of one year or mere which is purchased in whole or in part with Commissicn funds.
Non-allowable cos t ot limited to, the following under this grant:

Vel purchases
Reflotron machines
Gopiers

Refric gerat:)rs

s, clothing,

tateederal salvage apphcations fo and ofher high priced computer

game:
Leasingirental of any of this equipment may be considered. The rate per month and the number of months for
leasing/rental should be stated.

. Supplies (Ea:h item must have a cost per unit stated)
7

A\ Commission website at www.mih.ohio.gov to review t

Printing: Costs may include typesetting, actual prining or phofocoy
printing company. Included also are costs for pampl
Contracts: r all sub-contracts must be submm with the folle

Advertising: 3

Evaluator: n D must be selected from the approved list
REEP evaluators. A f evaluators is located on our website at www.mih.ohio.qov (need actual area

Program Audit: f funded for V) , agenc ficl for a program audit.

Minority Health Month:

re required to allot funds to support
s during the month April of each funded y
ill be discussed at the Te

HIANIDO 3HL HLIM 1394V1 NO
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SECTIONI: NON-PERSONNEL FY 2016

(E) ADMINISTRATIVE COST.

Non-
Personnel
Continued

The attached budget narrative must be completed and submitted in order
- & ST0P for this application to be considered complete.

7

o

HIANIDO 3HL HLIM 1394V1 NO

AGENCY NAME




REQUEST FOR PROPOSAL

Non-Personnel
Instructions
Continued

will be made should be stated;

unt charged to the Commission must not
mentation of how the Commission's fair sha s
n may be charged no more

which includes the building owner's name, location of the building, square footage, total
greement, termination

Clause, signatures of lessee and lessor;
Approved rent is non-transferable from the ariginal site to a new or rels
not be approved for:

which is paid for b er state/federal program or private grant;

in buildings purchased with federal funds;

donated to pplicant agency.

Utilities: heat, water, electrcity

HIANIDO 3HL HLIM 1394V1 NO
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BUDGET JUSTIFICATION/NARRATIVE - FY 2016 [ ]ADDITIONAL SHEET ATTACHED

Budget S
Justification S
and Narrative

SECTION II: NON PERSONNEL:

A. Travel:
Equipment: (Rental Onl

Supplies, Contracts, Etc. (Consultant expenses may not exceed 10% of the total award).

ority Health Month:

HIANIDO 3HL HLIM 1394V1 NO




REQUEST FOR PROPOSAL

] =
- sfFf26
= =
I erl O d I C onnel (salanies and fr

B. Travel

Distribution

D. Supplies, Contracts & Other

(Sign in Blue Ink -

SOURCE OF AGENCY SUPPORT

SOURGE AMOUNT

Local Appropriations
Gifts and Contributions

In-kind Confributions (itemize)
Federal

Other
TOTAL AMOUNT OF APPLICANT AGENCY SUPPORT

TOTAL AMOUNT REQUESTED FROM COMMISSION
o Executive Director (Blu Date

\ Fiscal Officer ( Date

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

HIANIDO 3HL HLIM 1394V1 NO




REQUEST FOR PROPOSAL

Anticipated
Periodic
Distribution
Instructions

SECTIONIl:  ANTICIPATED PERIODIC DISTRIBUTION — INSTRUCTIONS

e amounts i ctions | and Il line item, by year, to the column marked "TOTAL YEAR". Add the
otal should not

indicates uld be made if the grant is funded. The amou:
y distributed (anticipate start-up delay: due to advertising for staff); however, the
payments must equal the amount requested

HIANIDO 3HL HLIM 1394V1 NO




REQUEST FOR PROPOSAL

This Form is mandatory. Failure to respond to all questions will deem
this grant application incomplete and the applicant will be disqualified.
If information is cut off in electronic format , use additional pages.

SECTIONIV:  ADMINISTRATIVE COMPLIANCE

The Commission uses the information on this form to understand the applicant age and methed of conducting
business

Administrative ST
Compliance

List all sourc

the project's budget include documentation of 20% operational costs from sources other than the G

¢t ncom
maintained in a separs

7
‘ 8 i en if actual income is less than anticipated? (Explain where funds will be sought to replace deficit or
it should no replacement funds be availabl

I actual income is greater than anticipated, it is desi

O Re-budget additional ful pand the
[} m the funds to the Commission within ays of the end of the project period
Other (explain)

Describe check or warrant processing ying empl
contractors, and include the titles of y personnel inv
used. These forms will become source documentation for accounting recore




REQUEST FOR PROPOSAL

Administrative
Compliance

Are controls used to assure that expenditures of project funds do not exceed budgeted line-item amounts? O YES O NO (If

lain controls to be implemented and include timetables.)

res of project funds (consisting of grant funds and project

tem_ If a separate accountability of project expenditures is not maintained, enter plans
t system in order fo provide separate accountability and include timetables. Include explanatio
iind applicant support

Does the present accounti e ide current and accurate fiscal information to assure that expenditure reports will be
submitted when due’

If answer is * plea: ain changes fo be made in the system to comply and include timetables.

xpenditures are reported on k one)- O a cash basis [ an accrual basis O a modified accrual b:

If a modified accrual system is used, please

or abligafing funds

cords maintained for project personnel to account for time spent on the preject? O YES O NO

If not, describe how personnel costs are allosated to the praject. {Include controls to avoid charges to various Federal and

HIANIDO 3HL HLIM 1394V1 NO




REQUEST FOR PROPOSAL

Administrative
Compliance

7

tinge benefits for this project th

project and non-project activiti

ited to the project. If no, go to Question #11.

he agency have an in-house billing system when providing goods and services to the project? O YES O NO

explain the intra-agency billing sy detailing titles of indivic Ived and forms used. If no, go to Question

by central stores to assure that charges to the
ds plus a reasonabl s of maintaining and operating a central
jon? O YES O NO

that will be made available
e system for

vel costs incurred when
recant costs whe n ¢ desc unting systam for such expen
or form num

for other agens

If per diem is paid to employ status, enter agency's per diem po g
subsistence and related fr: d describe accounting system and forms used for expenditures. (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 autherized by the State for Commission employees will not be approved
from grant funds.)

HIANIDO 3HL HLIM 1394V1 NO




REQUEST FOR PROPOSAL

Are project funds budgeted for equipment, supplies and contracts? O O NO (If No, please go fo Question #14)
ement policies and p s for equipment, and contractual goods and

:ompetition am . thal prew ers or personnel having a
ity-owned and/or

Administrati
-
( :O I I l p I I al l ‘ e -t entering into any contracts for the procurement of g and services? [ YES O NO (If No, go to Que:

If YES, do contracts meet the following condi
a. Definition of a sound and complete e O YES ONO

b i ive remedies for violations O YES ONO

¢. Termination prc O YES ONO

Has an audit of the agency ducted during the past year? O YES O NO
s, please attach cn
Is an audit of the anticipated during the coming y

or organization is scheduled to perform the audit and whs he approximate date of

7

HIANIDO 3HL HLIM 1394V1 NO

ion against




REQUEST FOR PROPOSAL

Board
Composition

(Sign in Blue Ink)

SECTION V: BoARD COMPOSITION [ ADDITIONAL SHEET ATTACHED

Gender Race/Ethnicity
Name/Title

White, Black, Hispanic, Native American Indian, Asian/Pacific |slander

Signature Date
(This sheet must bear original signature .In Blue Ink.)

HIANIDO 3HL HLIM 1394V1 NO



Employee
Composition

(Sign in Blue
Ink)

7

SECTIONVI: EMPLOYEE COMPOSITION

m'm_ Title “
0 | [ws oo |we [ fenae | w |0 [ w ] ow] e

0 ADDITIONAL SHEET ATTACHED

Gender Race/Ethnicity

White, Black. Hispanic, Native American Indian, Asian/Pacific |slander-Include both full-time and part-time employees. Exclude temporary employees.

Signature

(This sheet must bear original signature. in Blue Ink_ )

Date

HIANIDO 3HL HLIM 1394V1 NO



REQUEST FOR PROPOSAL

Applicant
Checklist

7

APPLICANT CHECKLIST

(Do not return this form to Com jon)
O Specify the name of your agency on the bottom of all sheets.

0 Recsipt of Acceptance attached to the top of each application (copy & original signed
in blue ink )

O Review the application to assure that all sections have been answered completely
O Check to assure that appropriate signatures have been entered and dated.

O Check all figures for typing errors and to assure that all calculations are correct.
(Does budget match budget nan

O Attach a copy of 501 (c)(3) letter from the Internal Revenue Service (The 501
letter must be attached even if the agency was funded by the Gommission in
previous years).

O Attach statement for Rehabilitation Act of 1978; original is signed in blue ink.

[ Attach statement for Civil Rights Act of 1964; onginal is signed in blue ink

O Attach completed W-9 Form signed in blue ink (you must use the attached form; forms
before the Novemnber 2005 n date are nof act Jtabfe,:)

[0 Board Resolution approving agency to apply for funding on letterhead and signed
in blue ink.

O Include copies of all contracts and job descriptions funded by this grant.

O Complete and attach the "Program Narrative” portion of the grant application.

O Number all pages of the grant application.

O Include a copy of agency's most recent audit.

O The onginal with onginal signatures and five (5) copies are submitted
[ Sign in Blue Ink

O The Administrative Compliance form and a copy of the agency audit must be
included in the original grant application, but need not be included in the copies.

HIANIDO 3HL HLIM 1394V1 NO .



REQUEST FOR PROPOSAL

O Vendor Forms — (Do not send fo Ohio Shared Services — include with your grant
application).

Applicant
Checklist -
Continued

@

HIANIDO 3HL HLIM 1394V1 NO .



REQUEST FOR PROPOSAL

IRS W-9 Form

(Sign in Blue
Ink)

Insert a signed
blue ink original
W-9 form for
your
organization
here.

Go to link for the
Internal Revenue
Services web site for
form, 1f needed.

HIANIDO 3HL HLIM 1394V1 NO



REQUEST FOR PROPOSAL

IRS W-9 Form

(Sign in Blue
Ink)

7

Fom W- 9 Request for Taxpayer Give Form to the

requester. Do not

Identification Number and Certification send fo the IRS.

Check appropriate box for federal tax classification:

Print or type
See Specific Instructions on page 2.

[ Other(see instructons) *

al security nu

[] indnidualisole proprietor [ ] © Carparaion  []S Corporation [ Partnesship [ ] Trustlest

[y Limite ailty campany. Enter the tax alassiication (G=C oorporation, S5 corposatian, P=partnership) -

Requester’s name and address (optional)

Hame" line | Social security number
vey a

Partl instr

Note. If the account is in m
number to enter.

p withholding becsus
that | am subjsct to backup withh
p withholding, and

o report all interest snd dividends

ny
secured pr um—,

ends.

5
ation number |T|m
state transacti

I
u pai
bt, or

Use Form
alien]. to provide your o
ester) end, when applicable. t

subject to backup withhalding, ar
withholding if you are s

inceme from s U.S. trade
foreign partners’ shars

tion number {or| am waiting for 2 number

from backup withhalding, er (8] | hava not be
f = failure to report all interast or dividends, o

ste transacti

cancells! l ntributions to zn individuel retirem

tion. but you must pr

Note. If = reg
your TIN,
to this Form V-

on of a 8. person. For federal tex purposes. you ar=

other than s foreign estate), or
stic trust (ss in Regulstions
Special rules for partnerships. Parin

tax on any foreig
in certsin cases where 3
uired to pr ¥
holding tex. Th i perso et s 8

pirte Rerincrohi ta selabich y
your share of parinership i

HIANIDO 3HL HLIM 1394V1 NO




REQUES

Vendor Forms

FOR PROPOSAL

Insert an original Vendor Information Form (OBM-5637)
signed in blue ink, here.

To obtain the form, go to the Ohio Shared Services link below:

Hittp://media.obm.ohio.gov/oss/documents/ New+ Vendor+Information+Form _11+05+2014.pdf

HIANIDO 3HL HLIM 1394V1 NO



REQUEST FOR PROPOSAL

Vendor Forms

7

>

Re: Potential State of Ohio Vendor Registration

Please complete the following forms in order to register as a vendor and do business with the
State of Chio.

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-
form matches that provided on the Vendor Information Form. Specifically, legal business name,
taxpayer ID # (TIN), and business type/business enfity.

IRS Form W-3 Request for Taxpayer Identification Number & Certification - Enclo:
IRS Form W-9, revised January 2011. Please complete all applicable sections of the d
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

additional assistance in completing the W-9 form, please contact the IRS at 1-800-

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

Send the completed forms to

Vendor Maintenance Fax: 614-485-1052

Ohio Shared Services Email: vendor@ohic.gov
P.O. Box 182880

Columbus, Ohio 43218-2880

We appreciate your assistance in this matter. If you have any questions, please contact Ohio
Shared Services at 1 (877) OHIO - 5§31 (1-¢ 6 781 or via our
contact page at http://ww aredse

DO NOT SUBMIT THESE FORMS TO QHIO SHARED SERVICES. ALL

OBM - FORMS ARE TO BE TURNED IN TOGETHER TO OCNH.

HIANIDO 3HL HLIM 1394V1 NO




REQUEST FOR PROPOSAL

.>1 VENDOR INFORMATION FORM

All parts of the form must be completed by the vendor. [ncomplete forms will be returmed. The information must be legible.
Ensure this is the latest version of the form at il i 3

SECTION 1 — PLEASE SPECIFY TYPE OF ACTION

Ve n d O r FO r m S [InEW (w-9 OR W-SECI FORM ATTACHED) [_|CHANGE OF TACT PERSON/INFORMATON

[[] ADDITIoNAL ADDRE: [A_COPY OF AN INVOICE OR A LETTER INCLUDING THE ADDRESS |5 REQUIRED!

[J chancE OF ADDRESS - (PLEASE PROVIDE OLD ADDRESS BELOW OR ATTACH LETTER

[Jenance oF Tin w.s

[J cHaNGE OF NAME (W-3 & LETTER OF CLARIFICATION OF CHANGE, MUST INCLUDES NEW & OLD NAME 1S REQUIRED]
[ chanse oF pav Term [Ceranae oF Fo ois H METHOD Clotrer

SECTION 2 — PLEASE PROVIDE VENDOR INFORMATION
LEGAL BUS R INDIVIDUAL NAME: (MUST MATCH W

o BUSINESS NAME. TRADE MAME, DOING BUSIN|

HIANIDO 3HL HLIM 1394V1 NO

4 FEDERAL EMPLOYER ID (EIN)} OR SOCIAL SECURITY NUMBER (s5N).

SECTION 3 — PLEASE PROVIDE COMPLETE ADDRESS

ADDITIONAL ADDRESS (IF MORE THAN 2 ADDRESSES, PLEASE INCLUDE A SEPARATE SHEET)
GOUN




REQUEST FOR PROPOSAL

SECTION ONTACT INFORMATION & PERSON TO RECEIVE PURCHASE ORDER

NAME

WEBSITE

Vendor Forms _,

Submit these forms to
OCMH only

(Do not submit to OSS
(Sign in Blue Ink)

SECTION 10 — STATE OF OHIO AGENC!
AGE! CONTACT NAME/EMAILIPHONE

COMMENTS:

Note: This document contains sensitive information. Sending via non-secure channels, including e-mail and fax can be a
potential security risk.

SUBMIT FORM TO: QUESTIONS? PLEASE CONTACT:
Mail: Ohio Shared Services Phone: 1 (877) OHIO - 881 (1-877-644-6771)

ttn: Wendor Maintenance 1(614) 338-4781

P.0. Box 182880 Cols., OH 43213-2830 + www ohiosharedservices ol vl

- Em: vendor@ohio gov il:  vendor@ohio.gov

o 1(614) 485-1052
’
#




REQUEST FOR PROPOSAL

Fnrm W 9 Request for Taxpayer Give Form to the

. " . requester. Do not
Identification Number and Certification send 1o the IRS.

Check apprapriate box for federal tax classifation:
[ Individuskisole proprietor [] CCorporation ]S Comoraon  [] Partnership [ ] Trustlestat=

[ Limited liabily company. Enter the tax classification (G=C corporation. 5= corporation, P=parinership)*

Other (see instructions) ~
m]
Requesier's name and address (opbonal]

endor Forms

Printor type
See Specific Instructions on page 2.

kup withholding. For indi
ent alien, sole propri

riities. it is your employ

TIN on pag

Note. If the account is in more than

umber to enter.

Tcartify that
m on this form is my comact taxpayer identificstion number (or | am waiting f

kup winholding b m exempt from backup withholding,
to backup w||hh ng s & result of s feilure to rept

¥ 155 out item 2 sl u have bean notified by the IRS that you are i kup vithholding
7 use you have f ort all interesf ur te: refum. For resl estste fransactions, item 2 does ¥ morigage
listion of d

HIANIDO 3HL HLIM 1394V1 NO

7

Signature of
4 U.5. person*

J General Instructions

you
on refers to this Ferm W
d

Definition of a U.S. persan. Fo
idered & L i

mpany. or &:
under the la

in Regulations
Special rules for partnerships. Farin

-
hat & partnar
=nd pay the withnolding tex. Thersfore, i

1o the parinership to estab

e L
2rifying that "sua Y= withholding an your share of partn

e
ble shere of any partnership in




REQUEST FOR PROPOSAL

Thnpzrsc-nv 0 ¢ part 1 2 exempt from backup withholding

au
mpt peyee
in the future from ¢

Instead, use the sppropriste
Nithhakding re:

Nonresidentalien who becomes a resident alien ¥, E grantor trust dies
dusl may us Penalties

L ) mast t
aties o E b Vo o
Pt u ou sre subject to a p h fail
< o unless your failure is dus to ressonable causs and not to willful neglect.
des

3 Civil penalty for false information with respect to withholding. If you
who is relying on an exception iske a false statement with n is that results in no
of 5 tax trasty fo claim an exan p with 0 penalt

iminal penalty for falsifying information. Williully falsifying
bject you to criminal
including fin X

Misuse of TINs. If t

ntains the
saving clau xcepti Specific Instructions
4. The type and smount of income thst guslifies for the exemption
from tax Name
the exemption from tax under th Ifyou are an individusl, you
e tax return. How
Example. Arti 20 of the U. hina in
mpticn from ls(fnr scholarship incor
ezent in the Uni
ecome 8 r.-sm.-m alien for tax uul[:
i - the person or entity
Sole proprietor. Enter your
to continue tc
ident alien of th ‘\n ed

on from tax
7 ip or fellowship income tach to Form

HIANIDO 3HL HLIM 1394V1 NO

7

4 What is backup
must und i i ercentage example. if s foreign LLC that is lres{id as a dis
. al tax purpose he
wired

paym
g the proper
and report &l your taxsble interest and dividands on

d
poration, Tru

Payments you receive will be subject to backup imif y . son identified
withholding “Msme" line is an LLC. check th

up withholding
vidends on your tax




REQUEST FOR PROPOSAL

endor Forms

7

me” line. This name ;nmm matc!
or other legal document creating the entity.
trade, or DBA name an the “Busine:

(Ermul name &
r status. then
nam

including sole proy ) empt fram
mpt from p withhalding

t and dividends.
backup withholding,
eous ba

rganization e: em;l
Iud\sl account ul
requirements of section y (

4. A foreign g
or instrumentalitie

Other payees that m:
8. A corparation,
. Aforsign central bank
smmedities requir jster in the
umbis. or & pesse the United

gistered with the Commodity

n entity registered ¢ during the tax yesr under the
imant Company Act of 1840
nmen trust fund by & bank under section

mpt
mpl pa,ne listed

Part |. Taxpayer ldentification Number (TIN)

Enter ynlerIN in me appropriate box. If you are & resident slien and
SN, your TIN i
indivicusl x;-.m
curity numbsr box

or IRS Individusl Taxpayer
-4, Application for
u can epply or

u are sked to complets
*in the space for the T
For interest and

not apply to olher types of payments. Yo wil b

withhalding on =il su until you providh

requester.

Note. Entering “Appl * means that you have already applied for &
intend to spply for one scon.

gn
mlhnnmng Sart evenf ftem 1, belaw, and [P nn;age4
indicste
sccount, only the par:
hen required). In the ¢
the “Name" line m

Slgnalure requirements. Compl rtficstion as indicated in
below. and items 4 snd  on page 4

dend, and barter exchange accounts opened
halnre 1984 and broker apcounts oonsidered aotive during 193
rract TIN, but y.

ividend, broker, and barter exchange accounts
opened after 1983 and broker accounts considered inactive during

riificstion befora signing the

3. Real estate transactions. nust sign the You may
item 2 of the certificat

HIANIDO 3HL HLIM 1394V1 NO




REQUEST FOR PROPOSAL

endor Forms

7

4. Other payments. You must give your comect TIN. but you do nat
v th ific s have baen nofified that ,(-

5. Mortgage interest paid by you, acquisition or abandonment of
secured property, cancellation of debt, qualified tuition program
payments {under section 528), IRA, Coverdell ESA, Archer MSA or

i is 5, and pension distributions
TIN, but you do not have ta sign the certi

For this type of account
1. Individual
 Twe or mare individuals (joint

unt of a minar Theminar
The granto

The actusl owmer '
not 3 leg
stale law,
Sele propristorship or disregarded | The om
iRy oo by an ndien
rantor trust fiing under
Farm 1048 Fing Mathod
Reguiation
Give name and EIN of.
Thecumar

Legal eniiy*
The comporat
The organizaion

stion

Pannelshlp ol mambar The pari

A broker or registered nomines The broker or nomines
The public entity

Thetrust

information include giving
ring their [aws
i

Note. If no name is circled when mare than one nam
number will be considered to be that of the first name listed

Secure Your Tax Records from Identity Theft

par:nnal information
sther |-1Enhﬁ,‘|ng

- Protact your SN
- Ensure your employer is protesting your
- Be carsful -hoosing = tsx preparer

o oy identiy hett =

hini len purse
credit card activity or credit report, cantact the |
480 or submit Form 140
For more information. 4 entity Theft Pravention

snd Victim

ims of identity theft who ere experiencing economic harm or &
ystem problem, or sre seeking help in resolving tax problems that hav

b Hrough norms channels, may b

You can resch

mest comman
iy claiming to be an estsb
legitimate enterprise in an atte: m the user int
stion that will b

redit card, ban

ministration

uspi o the Feders Trade Commiss|

r contact them st &
(1

IRS govto learn more about identity theft and how to reduce

re requires
not give a TNtz the

HIANIDO 3HL HLIM 1394V1 NO




REQUEST FOR PROPOSAL

AUTHORIZATION AGREEMENT FOR DIRECT DEPOSIT
OF EFT PAYMENTS

All parts of the form must be completed by the vendor. [ncomplete forms will be returned. The information must be legible.
Ensure this is the latest version of the form at ji il it .

SECTION 1

Vendor Forms- EFT S ks ———[ommes
Payments

Submit to OCMH
Do not submit to OSS

HIANIDO 3HL HLIM 1394V1 NO

SECTION 2 - NEW FINANCIAL INFORMATION

NEW FIN AL INSTITUTION NAME FHONE

OUNT NUMBER

NEW TR

SECTION 3 - OLD/PRIOR FINANCIAL INFORMATION - MUST BE PROVIDED TO CHANGE/UPDATE ACCOUNT
OLD/PRIOR FINANCIAL INSTITUTION NAME

7

OLD/PRIOR UNT NUMEBER

ABA NUMBER




REQUEST FOR PROPOSAL

SECTION 4 -READ THE AGREEMENT, SIGN, & DATE - DIGITAL SIGNATURES ARE NOT ACCEPTED AT THIS TIME
r ‘ m ATTENTION ODJES PROVIDERS: It is the provider's responsibiliv to keep ODJFS AND O
e O r O r S —-— nportant infermation reg 10 benefits and fo remain qualified
I ith Medicaid or your form will be returned. If you are unc ,
6 he inform: E: /el 3 E
P t US/prosecur
Submit to OCMH
I have attached a copy of a current voided check or included a bank letter.
- ODJFS PROVIDERS — | have ensured the Name, Address, TIN, & Provider Number matches the
Do not submit to OSS
Preferred method of being contacted: (circle one) PHONE EMAIL
(Sign in Blue Ink)

Attach a voided check here using tape or include a bank letter
signed by a bank representative.

NOTE
. ount Number
nd Type nf Account yped, nul handwrmun on b'-ml |Et|F[hE’id and
gned by a bank represenl . Ex i Il be made for Prepa\d Cards.
All informa on the current voided check must be im-rimed' this includes the name,
ccount and routing numb nati & n.
pi ecks, deposit slips, orbank statements
The name and address on the form and the check/bank letter must match the inform ation
in our current vendor records &/or MITS

HIANIDO 3HL HLIM 1394V1 NO

Please note: This record is subject to public records requests under the laws of the State of Ohio. If you are a business enfity
that provides a social security number in place of a Federal Tax ID number, you are waiving any expectation of privacy and

- this record may be subject to disclosure.
- SUBMIT FORM TO: QUESTIONS? PLEASE CONTACT:
3 Ohio Shared Services Phone: 1 (877) OHIO - 881 (1-877-644-6771)
\ Attn: Vendor Maintenance 5 1(614) 338-4751

\ P.0C. Box 182830 Cols., OH 43218-2880 Website: www ohiosharedservices ohio gov

vendor@ohio.gov E-mai vendor@ohio.g
1 (614) 485-1052




REQUEST FOR PROPOSAL

Vendor Forms

7

INSTRUCTIONS FOR COMPLETING THE AUTHORIZATION AGREEMENT
FOR DIRECT DEPOSIT OF EFT PAYMENTS

SECTION1

e Place a check mark to indicate the type of transaction

Enter the complete name and address of the tompany or individual participating in the EFT
program

Enter your phone number & email address ¥ e isp you will
receive z d email notification stating your banking i mation has been added or
21 |dentification Number or your Soc 5 Number (required)
Please enter your OAKS Vendor Id Number (if kno
e Check all that applies. If you are an ODJFS or DODD provider please check mark to
indicate & add
Provider Id Number or please specify, if you are a RSC W inner, or All Other.

SECTION 2 (New Information)

+ Please enter the new name and phone number of th ial institution authorized to
conduct transactions, as it should be updated in our

s Please place a check mark to indicate the type lich funds are to be deposited.

Enter the Account Number to which the EFT Transactions are to be deposited.

« Enter financial tution's Transit Routing/ABA number in the spaces provided. This
anine
digit number that is shown on your check or bank letter.

SECTION 3 (Old/Prior Information) Reauired if a CHANGE/UDATE

.
unt information that was submitted
rsystem
. unt Number to which the EFT Transactions were deposited

« Enter the OQLD/Prior financial institution’s Transit Routing/ABA number in the

SECTION 4
+ Please read all of the information listed in Section 4. Read & check mark the boxes to verify
you h your name, and provide
th .

s Please attach a current voided check or bank letter (required)

HIANIDO 3HL HLIM 1394V1 NO
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GUIDELINES & OCMH INFO




>

>
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» ALL DOCUMENTS MUST BE SIGNED IN BLUE INK

GUIDELINES

Proposal Format

Applications must be submitted on 8 %2 by 11 WHITE
paper only. No colored paper will be accepted.

One sided documents only, no two-sided
documents allowed

Applications must be typed in Times New Roman or
similar font and must bel2 point in size.

A%JIications must clearly indicate ORIGINAL and
CI' PIES and must be stapled or attached with paper
clips.

» No binders or separation tabs permitted.



GUIDELINES

Proposal Format

All applications must be
typewritten.

HADO FHL HLIM 1394V1 NO

Handwritten applications

or those submitted by
fax will not be

accepted.



GUIDELINES

Proposal Format

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

HADO 1394VL NO

5:00 p.m. on Friday, January 30, 2014

Applications and other materials
received after this deadline
will be returned without review.

If hand delivering, please remember to account for time
for parking and getting to the Commission Office.



CONTACT INFORMATION

/ OHIO COMMISSION ON MINORITY \

HEALTH

HADO 1394VL NO

& 77 S. High Street, 18" Floor
Columbus, Ohio 43215

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

o /




QUESTIONS

ON TARGET WITH THE OCMH
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