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Applicant Agency: 
______________________________________________________

· Original and four copies are enclosed

· Original document is held together only with rubber bands or binder clips

· Four copies are held together with rubber bands, binder clips, or a staple in the upper left hand corner

· Application Cover Page is completed and signed by the authorized signatory

· Application Checklist

· Proposal  Summary

· Demographics Worksheet is completed and attached for each county to be served

The Narrative:

· Is typewritten on 8.5 X 11 paper in a font no smaller that 12 points

· Is double-spaced 

· The pages of the narrative are numbered and the applicant’s name is in the footer

· Is set up with at least 1” margins

· Is printed only on one side of the paper

· Work plan is attached and follows the required format

· An organizational chart indicating the location of the Family Planning Program is attached

· Job descriptions for all staff  and resumes for key staff (medical director, coordinator and all clinical services provider(s) at least

· Title X Family Planning Fiscal Review Questionnaire

· Provider Directory/Clinic(s) Schedule

· Map of all clinics and satellite sites

· Family Planning Services Provided

            Letters of support:

· School based or linked health center
· STI/HIV clinics
· Maternal Infant Health Program provider
· Primary care services
· Two of prenatal care and delivery; infant care,  foster care, adoption or pregnancy termination
· Breast and Cervical Cancer Control Program
· A list of collaborative arrangements requested in the Community Education and Outreach section is attached
· Budget forms are complete

· A detailed budget narrative is included in the budget section

· Assurance – Michigan Title X Assurances of Compliance

· Certification – Family Planning Provider Certification
Applicant Cover Page

	1. Name of Applicant Organization:
Address:

Federal ID Number:

Non-profit Number, if applicable:


	2. Name of Contact Person (must be able to answer questions about the application):

Title:

Phone:



	3. Name of Person to be Notified if Award is Made (if different from #4):

Title:

Phone:

Address (if different from # 3):


	4. County(ies) or city of Detroit to be served:


	5. Number of people to be served by county or city of Detroit:


	6. Total Amount of Funding Requested:


	7.    Minimum and maximum number of people the applicant is willing to serve:
Title X Minimum ________________________                   Title X Maximum: ________________________

Medicaid and Plan First! minimum 







	8. On behalf of this agency, I authorize the submission of this application and support its contents.
______________________________________________________________________________

Signature of agency official                          



   Date

_______________________________________________________________________________
Name Typewritten or Printed




Family Planning RFP Application Cover Page 
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Michigan Department of Community Health

Division of Family and Community Health

Request for Proposals

Title X Family Planning Grants

Date Received:
County:       
	RACE/ETHNICITY BY AGE & GENDER
	Age 15-17
	Age 18-19
	Age 20-29
	Age 30-39
	Age 40-44
	Total

	
	Male
	Female
	Male
	Female
	Male
	Female
	Male
	Female
	Male
	Female
	Male
	Female

	
	#
	#
	#
	#
	#
	#
	#
	#
	#
	#
	#
	#

	White
	     

 FILLIN   \* MERGEFORMAT 
	     
	     
	     
	     
	     

 FILLIN   \* MERGEFORMAT 
	     
	     
	     
	     
	     
	     

	Black
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Native American
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Asian/Pacific Islander
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Total Population
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	http://www.mdch.state.mi.us/pha/osr/index.asp?Id=17


	

	HISPANIC ORIGIN BY AGE & GENDER
	Age 15-17
	Age 18-19
	Age 20-29
	Age 30-39
	Age 40-44
	Total

	
	Male
	Female
	Male
	Female
	Male
	Female
	Male
	Female
	Male
	Female
	Male
	Female

	
	#
	#
	#
	#
	#
	#
	#
	#
	#
	#
	#
	#

	Hispanic Origin
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	http://www.mdch.state.mi.us/pha/osr/index.asp?Id=17


	


	INCOME AS A PERCENT OF POVERTY LEVEL
	Age 15-17
	Age 18-24
	Age 25-34
	Age 35-44
	Total
	
	PREGNANCY RATES BY AGE

MI 2004

15-19=54.6; 15-44=87.0

	Year
	#
	#
	#
	#
	#
	
	Year
	Rate

	Under 100 Percent
	     
	     
	     
	     
	     
	
	Females aged 15-19
	     

	100 to 199 Percent
	     
	     
	     
	     
	     
	
	Females aged 15-44
	     

	200 to 249 Percent
	     
	     
	     
	     
	     
	
	http://www.mdch.state.mi.us/pha/osr/index.asp?Id=2

	250 and Above
	     
	     
	     
	     
	     
	
	

	http://www.michigan.gov/hal/0,1607,7-160-17451_28396_28452-143971--,00.html  


	

	INFANT DEATH RATES

MI 2002=8.1; 2003=8.5; 2004=7.6
	
	NUMBER AND PERCENT OF CHLAMYDIA, GONORRHEA AND SYPHILIS (PRIMARY & SECONDARY)

MI # of cases 2004 (Chlamydia=41247), (Gonorrhea=17,376), (Syphilis=192)
	
	HIV PREVALENCE RATE

MI RATE=163

	*If the rate is incalculable because of low numbers, note N/A in the box
	Rate
	
	
	County 3 YR avg. # of cases (2002-2004)
	County # of cases in 2004
	County Percent Distribution of State cases in 2004
	
	Rate per 100,000

	Infant Death Rate in 2004
	     
	
	Chlamydia
	     
	     
	     
	
	County Rate
	     

	3 YR Average 2002-2004
	     
	
	Gonorrhea
	     
	     
	     
	
	http://www.michigan.gov/documents/Statewide_Tables_104205_7.pdf See Pg 2

	
	
	
	Syphilis
	     
	     
	     
	
	

	http://www.mdch.state.mi.us/pha/osr/CHI/InDx/frame.html
	http://www.mdch.state.mi.us/pha/osr/CHI/std_h/frame.html
	


County:       
	CASES AND RATES FOR CHLAMYDIA BY GENDER AND AGE GROUP

	Year:      

	# of Cases
	0-14
	15-19
	20-24
	25-29
	30-44
	45 and over
	Total

	Male
	     
	     
	     
	     
	     
	     
	     

	Female
	     
	     
	     
	     
	     
	     
	     

	Total
	     
	     
	     
	     
	     
	     
	     

	% Distribution
	0-14
	15-19
	20-24
	25-29
	30-44
	45 and over
	Total

	Male
	     
	     
	     
	     
	     
	     
	     

	Female
	     
	     
	     
	     
	     
	     
	     

	Total
	     
	     
	     
	     
	     
	     
	     

	Rate
	0-14
	15-19
	20-24
	25-29
	30-44
	45 and over
	Total

	Male
	     
	     
	     
	     
	     
	     
	     

	Female
	     
	     
	     
	     
	     
	     
	     

	Total
	     
	     
	     
	     
	     
	     
	     

	http://www.mdch.state.mi.us/pha/osr/CHI/std_h/frame.html


	

	CASES AND RATES FOR GONORRHEA BY GENDER AND AGE GROUP

	Year:      

	# of Cases
	0-14
	15-19
	20-24
	25-29
	30-44
	45 and over
	Total

	Male
	     
	     
	     
	     
	     
	     
	     

	Female
	     
	     
	     
	     
	     
	     
	     

	Total
	     
	     
	     
	     
	     
	     
	     

	% Distribution
	0-14
	15-19
	20-24
	25-29
	30-44
	45 and over
	Total

	Male
	     
	     
	     
	     
	     
	     
	     

	Female
	     
	     
	     
	     
	     
	     
	     

	Total
	     
	     
	     
	     
	     
	     
	     

	Rate
	0-14
	15-19
	20-24
	25-29
	30-44
	45 and over
	Total

	Male
	     
	     
	     
	     
	     
	     
	     

	Female
	     
	     
	     
	     
	     
	     
	     

	Total
	     
	     
	     
	     
	     
	     
	     

	http://www.mdch.state.mi.us/pha/osr/CHI/std_h/frame.html


	


County:       
	CASES AND RATES FOR SYPHILIS BY GENDER AND AGE GROUP

	Year:      

	# of Cases
	0-14
	15-19
	20-24
	25-29
	30-44
	45 and over
	Total

	Male
	     
	     
	     
	     
	     
	     
	     

	Female
	     
	     
	     
	     
	     
	     
	     

	Total
	     
	     
	     
	     
	     
	     
	     

	% Distribution
	0-14
	15-19
	20-24
	25-29
	30-44
	45 and over
	Total

	Male
	     
	     
	     
	     
	     
	     
	     

	Female
	     
	     
	     
	     
	     
	     
	     

	Total
	     
	     
	     
	     
	     
	     
	     

	Rate
	0-14
	15-19
	20-24
	25-29
	30-44
	45 and over
	Total

	Male
	     
	     
	     
	     
	     
	     
	     

	Female
	     
	     
	     
	     
	     
	     
	     

	Total
	     
	     
	     
	     
	     
	     
	     

	http://www.mdch.state.mi.us/pha/osr/CHI/std_h/frame.html


Title X Family Planning

Fiscal Review Questionnaire

Agency Name:  






	Allowable Costs/Cost Principles:
	Yes/No/NA

	
	

	1.
Is staff aware of applicable cost principles (OMB Circular A-87 or A-122) and unallowable costs (i.e., alcoholic beverages, bad debts, contingency reserves, contributions and donations, entertainment, fund raising, etc.?)

http://www.whitehouse.gov/omb/circulars/a087/a087-all.html
http://www.whitehouse.gov/omb/circulars/a122/a122 2004.pdf

	

	2.
Does the accounting system have separate revenue and expense accounts for the Family Planning Programs?


	

	3.
For the most recent completed grant year, do the general ledger revenue and expense accounts for the MDCH Family Planning grant agree with payment made by MDCH, and the final FSR submitted for that grant year?  If not, explain.


	

	4.
Do management and Board of Directors regularly review a functional budget compared to actual expenses for each funding source and program?


	

	5.
Do management and Board of Directors have procedures in place to follow-up on budget variances if they occur?


	

	6.
Does the agency have an annual financial statement audit or a single audit?


	

	7.
Have financial audit findings been corrected or addressed?


	

	8.
Does the Board of Directors have an Audit and/or Finance Committee that convenes and communicates regularly with the treasurer and other Board members to assist in understanding and responding to financial developments (i.e., if adverse financial developments, are there systems in place that allow the organization to address them)?


	

	9.
Does the person that authorizes payments of bills review original invoices and other support documentation?


	

	10.
Are paid invoices cancelled?


	

	11.
Is the person that approves invoices for payment someone other than the person requesting payment?


	

	12.
Are amounts charged to the MDCH Family Planning grant supported by approval invoices or other supporting documentation?


	

	13.
Were all costs charged to the grant actually incurred during the grant period?  (i.e., reported to the proper grant fiscal year?)


	

	14.
Are record retention policies in place that comply with the program contract requirements?


	

	15.
Are time/activity records maintained for employees working on more than one program, as well as personnel that work 100% in a particular program, so that only time actually worked on the program is allocated to the program?


	

	16.
Do the personnel positions charged to the program conform to the positions and salaries authorized in the MDCH Program Budget Summary?


	

	17.
Are fringe benefits charged based on actual costs incurred, and supported by approved paid invoices?


	

	18.
Are the fringe benefit costs charged to the program in relation to the salary costs allocated to the program?


	

	19.
Does the agency have written travel policies and procedures defining reasonable limits for hotel and meal reimbursements, mileage rate(s), unallowable costs, and documentation requirements?


	

	20.
Is travel charged to the MDCH Family Planning grant supported by approved employee travel vouchers with appropriate receipts/documentation, and indicating the purpose of the travel?


	

	21.
If space cost for agency owned buildings is charged to the grant, is the cost based on depreciation or use allowance, plus actual operating and maintenance cost?


	

	22.
If space cost for rented building is charged to the grant, is the cost supported by a current signed lease agreement?


	

	23.
Is space cost allocated to all programs that benefit from the space, based on square footage used, or other consistently applied allocation basis? (sometimes space cost is included as part of Indirect Cost.)


	

	24.
Are costs for vendor contracts supported by a current signed contract?


	

	25.
Are vendor contract charges supported by detailed billings as to type and amount of services/goods for the contract period and not just “for services rendered?”


	

	26.
Are contract billings/reviewed to ensure consistency with the contract terms and objectives?


	

	27.
Are indirect costs charged to the program?  (e.g., agency-wide administration, division level administration, central service costs).


	

	28.
Are indirect costs allocated to all programs that benefit from the overhead, by using a consistent basis?  (e.g., based on a pro-rata share of personnel costs, or total direct costs of the programs that benefit.)


	

	29.
Do the agency FSR’s report total program costs?


	


	Cash Management:
	Yes/No/NA

	
	

	30.
Does the agency have policies/procedures in place to assure timely submission of requests for reimbursement, documentation of financial status reports, and routing and filing of FSR’s?


	

	31.
Does the agency have procedures in place to ensure that costs for which reimbursement was requested were paid prior to the date of the FSR?


	


	Equipment:
	Yes/No/NA

	
	

	32.
If grant funds were used to purchase equipment, were the items purchased specifically approved by MDCH in the original or amended budget and supported by approved invoices?


	

	33.
Are inventory records maintained as well as adequate safeguards over government-financed property and equipment including verification of equipment every two years, as required by 45 CFR 74.34?

http://www.access.gpo.gov/nara/cfr/wisidx 03/45cfr7403.html

	

	34.
Is the agency aware of Federal purchasing standards in 45CFR 74.44?

http://www.access.gpo.gov/nara/cfr/waisidx 03/45cfr7403.html

	

	35.
Does the agency have policies and procedures in place to ensure adherence with these standards?


	


	Program Income:
	Yes/No/NA

	
	

	36.
Is program income (fees and collections) billed on a sliding fee scale and does the fee scale conform to applicable poverty guidelines?


	

	37.
Are duplicate receipt slips prepared for every receipt, and a copy given to the client, and does the receipt show full cost less any applicable discounts.
	

	38.
Is all program income reported on the FSR?


	

	Reporting:
	Yes/No/NA

	
	

	39.
Are Financial Status Reports (FSRs) submitted timely?  


	

	40.
Do FSRs report actual cost, and not one-twelth or one-quarter of the budget?


	

	41.
Do FSRs report costs and revenues that follow the approved budget?


	


	Sub-recipient Monitoring:
	Yes/No/NA

	
	

	42.
Are sub-recipient activities supported by a current signed contract and budget for each Sub-recipient?


	

	43.
Are the subcontract terms consistent with the MDCH contract?


	

	44.
Do sub-recipient FSRs or billings report actual cost and revenue and not one-twelfth or one-quarter of the budget?


	 

	45.
Are sub-recipient FSRs or billings submitted timely?


	

	46.
Are sub-recipient FSRs or billings signed by a responsible official or the subcontractor?


	

	47.
Are sub-recipient FSRs or billings reviewed by the agency for budgetary compliance and allowable costs before reimbursing the sub-recipient. 


	

	48.
Does the agency reimburse the sub-recipient on a timely basis?  (e.g., within 30 days or other reasonable time of receipt of the billing.)


	

	49.
Does the agency monitor the sub-recipients with on-site reviews.


	

	50.
Does the agency monitor the sub-recipients with a financial checklist?


	

	51.
Does the agency monitor the sub-recipients with any other checklists or procedures?


	

	52.
Does the agency monitor sub-recipients to ensure individuals are given the opportunity to make voluntary contributions for services rendered, if applicable?


	

	53.
Is program income reported by sub-recipients tested for accuracy and completeness?


	

	54.
Does all applicable sub-recipient program cost and revenue get included in the agency’s FSR to MDCH?


	

	55.
Does the agency communicate the following Federal program information to the sub-recipients:  CFDA program title and number, source of funding, federal agency name, and OMB Circular A-133 audit requirements?


	

	56.
Does the agency receive and review sub-recipient Single Audit Reports, if applicable?


	

	57.
Does the agency issue management decisions on applicable subrecipient audit findings within six months after receipt of the sub-recipients audit report, and are corrective actions taken in a timely manner?


	


Division of Family and Community Health

Family Planning Program

Agency Name:______________________________________________________________________

Provider Directory/Clinic(s) Schedule Information
	Site Name


	Clinic Address


	Service Area


	Office Hours
	Clinic Hours
	Projected number
of Users
	2005 FPAR #

By Site

	Clinic Name:

	
	
	
	
	
	

	Phone:


	
	
	
	
	
	

	Email:


	
	
	
	
	
	

	Fax


	
	
	
	
	
	

	Clinic Name:


	
	
	
	
	
	

	Phone:


	
	
	
	
	
	

	Email:


	
	
	
	
	
	

	Fax


	
	
	
	
	
	


AGENCY NAME:  








FAMILY PLANNING

SERVICES PROVIDED

1 = Direct Service, on-site

3 = Paid Referral

5 = Not Provided

2 = Direct Service, off-site

4 = Provided by central grant administration

	SERVICES
	1, 2, 3, 4, OR 5



	A.
Client Education and Counseling 
	

	       
1.  Informed Consent
	

	B.  
History
	

	       
1.  Physical Assessment
	

	       
2.  Lab Testing
	

	C.   
 Fertility Regulation
	

	        
 1.  Diaphragm/Cervical Cap
	

	       
 2.  Condom
	

	        
 3.  Female Condom
	

	       
 4.  Spermicide
	

	       
 5.  IUD
	

	       
 6.  Oral Contraception
	

	        
 7.  Hormonal Implants
	

	        
 8.  Hormonal Injection (Progestin only, Combined)
	

	       
 9.  Vaginal Ring
	

	       
10.  Hormonal Patch
	

	       
11.  Emergency Contraception
	

	      
12.  Fertility Awareness Methods
	

	             13.  Sterilization (Female)
	

	       
14.  Sterilization (Male)
	

	D. 
Level I Infertility Services
	

	E. 
Pregnancy Diagnosis/Counseling
	

	F. 
Sexually Transmitted Disease Testing (Specify:    )
	

	G. 
Sexually Transmitted Disease Treatment
	

	G.
HIV Services
	

	H. 
Identification of Estrogen-Exposed Offspring
	

	I.
Minor Gyn Problems
	

	J. 
Health Promo/Disease Prevention
	

	K.    
Special Gyn Procedures
	

	L.
Other Services (Specify):
	

	M.
Natural Methods
	


Nov. 2005


Family Planning Request for Proposal

Required Work Plan Format

	Program Goal: 

.

	Objectives: (Specify Content area)


	Services/Activities
	Person 

Responsible
	Timeframe
	Evaluation

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Michigan Department of Community Health

 
Division of Family and Community Health

Family Planning Program

MICHIGAN TITLE X ASSURANCE OF COMPLIANCE











 assures that it will:




(Name of Agency)

A.
Comply with all required entities regarding operation of the Family Planning Services:

· Michigan Title X Family Planning Program Standards and Guidelines Manual (2006)
· 45 CFR, Part 74, Administration of Grants (Federal Regulations)

· 42 CFR, Part 59, Subpart A Project Grants for Family Planning Services;

· Michigan Title X Assurance of Compliance

· Occupational Safety & Health Administration (OSHA)

· Clinical Laboratories Improvement Amendments (CLIA)

· Health Insurance Portability & Accountability Act (HIPAA)

B.
Submit applicable portions of the Family Planning Annual Report (FPAR) in accordance 
with the Department of Health and Human Services (DHHS) Instructions and all other 
required reports within the time frame set by the Department. 

C.
Meets confidentiality requirements of Title X:

· Staff disclosures

· Client billing

· Client privacy and the facility

· Employee records

· Referrals and follow-up results

· Reporting abnormal test results

· Medical records

D.
Not provide abortion services as a method of family planning or use project funds to pay 
for abortions.
E.
Provide that priority in the provision of services will be given to persons from low 
income families


G.
Will not require written consent of parents or guardians for the provision of 



services to minors.  Nor can the project notify parents or guardians before or after 


a minor has requested and received Title X family planning services.

Page 1 of 2
MICHIGAN TITLE X ASSURANCE OF COMPLIANCE (Continued)


I.
Encourage family participation in the decision of the minor to seek family 



planning services.

J.
Provide counseling to minors on how to resist coercive attempts to engage in 



sexual activities.


K.
Provide assistance to clients with Limited English Proficiency (LEP) to prevent 



barriers to care.


L.
Maintain medical records in a systematic, complete and confidential manner.  



Signed informed consent forms must be on file for all treatments and procedures 



performed.


M.
Develop and implement written referral procedures for all required services not 



provided on-site.


N.
Identify and maintain an Information and Education Advisory Committee in 



Compliance with Federal and State Regulations.


O.
Determine a schedule of discounts and sliding fee scale for family planning 



services, pursuant to Federal Poverty Levels.  The Schedule of Discounts and 



Sliding Fee Scale must be utilized throughout the fiscal year.

Q.
Make reasonable efforts to collect third party reimbursements.

R.
Meet all  Title X Family Planning Minimum Program and Minimum Reporting 



Requirements.


Name of Authorized Agent


         Signature of Authorized Agent

Signature of this Title X Assurance of Compliance acknowledges possession of above referenced 
materials previously provided by the Department.

Page 2 of 2

Michigan Department of Community Health                                   [image: image1.wmf]
Division of Family and Community Health
Family Planning Program Provider Certification
Name of agency
          

     








Address

         

     








Geographic service area                        








Name of counties served           
      








Caseload to be served in each county    








     



Pursuant to PA 360 (2002) Section  333.1091, I certify that this agency  (Please initial applicable choice):

_____    Qualifies as a priority family planning provider because we do not engage in any of the activities outlined 
in PA 360 (2002) Section  333.1091.

_____    Does not qualify as a priority family planning provider because we engage in the activities outlined in PA                  
360 (2002) Section  333.1091.

I attest that I am authorized to sign on behalf of this agency and that I will notify the Michigan Department of Community Health in writing should the status of any of the above conditions change.

Print Name  




                

Title              







Sign              







 Date __________

�





�








