ATTACHMENT C

TRIBAL MICHIGAN ABSTINENCE PROGRAM

Local Grantee Assurance Statement

Our agency, affirms that:

1. Abstinence education activities will emphasize guideline A, G, and H and will not contradict any of the components of the Federal Abstinence Education definition outlined in Section 510 of Title V of the Social Security Act.

2. Abstinence education activities will be delivered separate and apart from any religious education or promotion.  TMAP funding will not be used to support inherently religious activities including, but not limited to, religious instruction, worship, prayer, or proselytizing (45 CFR Part 87).

3. Family planning drugs and/or devices will not be prescribed, dispensed or otherwise distributed on school property as mandated in the Michigan School Code as part of the abstinence education funded by TMAP.

4. Abortion services, counseling and/or referrals for abortion services will not be provided as part of the abstinence education funded under TMAP.  

5. Any discussion of other forms of sexual conduct or provision of services will be conducted in a setting different from where and when the abstinence-only education is being conducted and without TMAP funding.

6. Safer-sex messages will not be delivered alone or as part of this abstinence education, including the promotion of the use of contraception.

7. Information provided will be medically accurate, age-appropriate, culturally relevant and up-to- date.

8. All program reports (quarterly) and financial forms (monthly) will be submitted by the deadlines specified by MDCH.

9. TMAP funding will not be used to supplant funding for an existing program supported with another source of funds.

10. EVALUATION NOTE: TMAP standard questions, which all grantees must use, will be provided to grantees before full programming begins on October 1, 2012.  MDCH will work in partnership with MPHI during the planning phase to develop new MAP standard questions.  All evaluation tools, excluding the standard questions, MUST be approved by your assigned MAP Community Health Consultant prior to implementation.  

11. All information contained in this proposal is truthful and accurate.
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