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TOBACCO USE PREVENTION AND CESSATION PROGRAM (FY16)


Legal Name 
of Organization:  _____________________________________________________________________
(Lead Applicant)
Address:   __________________________________________________________________________

Contact Person:   ____________________________________________________________________

Title:   ______________________________________________________________________________

Phone/FAX/email: ____________________________________________________________________

Amount Requested: __________________   Project Applied For:                     __________________
************************************************************************************************************************

Partner Organization (1):   _____________________________________________________________

	Address:   ____________________________________________________________________

	Phone/FAX/Email:  _____________________________________________________________

	Partner Organization Budget Attached:     [    ]YES          [    ]NO

Partner Organization (2):   _____________________________________________________________

	Address:   ____________________________________________________________________

	Phone/FAX/Email:   ____________________________________________________________

	Partner Organization Budget Attached:     [    ]YES          [    ]NO	

Partner Organization (3):   _____________________________________________________________

	Address:  ____________________________________________________________________

	Phone/FAX/Email:  ____________________________________________________________

	Partner Organization Budget Attached:     [    ]YES          [    ]NO	

************************************************************************************************************************
Chief Executive Officer (Signature):  ____________________________________________________

Name (printed) and Title: ______________________________________________________________
												(date)



1. Project Summary: (100 words)




2. Capability of the Organization (200 words) What is the mission of your organization?  What experience do you and/or your organization have in tobacco-related work?



3. Description and Documentation of Access to Target Population (200 words) Describe your target population (can use socioeconomic and demographic indicators).  What geographic area (zip code) will you serve?  How you will reach these groups of people? 


2

4. Work Plan
a. Narrative Describe the proposed activities (500 words) 


b. Work plan (up to 3 outcome objectives) Describe the organization’s ability to complete the proposed activities by June 30, 2016 using the template below.   Please keep measures quantifiable, i.e. 5 peer educators identified, 400 people educated.
	Outcome Objective: 
	By June 30, 2016 ….

	Reportable Milestones
	Timeline
	Measure

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	




	Outcome Objective: 
	By June 30, 2016 ….

	Reportable Milestones
	Timeline
	Measure

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



	Outcome Objective: 
	By June 30, 2016 ….

	Reportable Milestones
	Timeline
	Measure

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



5. Evaluation Plan (200 words) How will performance be measured?  Who is accountable?  How will you know if you are successful?



6. Fiscal and Accounting Procedures
Who is your financial/accounting officer? ___________________________________________
Do you undergo an annual audit? _________________________________________________
Who performs your audits? ______________________________________________________






This is the end of the narrative form of the application.  Please attach your budget documents and other documents as listed on the checklist to your final submission.

APPLICATION CHECK LIST
( )
NARRATIVE
Cover page									[     ]
		
Project Summary								[     ]

  	Capability of the Organization     						[     ]
  						                                 
Description and Documentation of Access to Target Population		[     ]

Fiscal and Accounting Procedures  						[     ]
  
Work Plan and/or Time Table							[     ]

Evaluation  									[     ]

BUDGET  										
Budget 432 Forms 								[     ]

Budget Narrative								[     ]

Budget Forms and Budget Narrative for each Partner-Contractor		[     ]

OTHER DOCUMENTS									

Resumes									[     ]

Credentials: tobacco cessation training (staff, partners)			[     ]

       	Signatory Letter, Signed*							[     ]

	Vendor Minority Assurances, Signed* 					[     ]

Nonprofit and/or IRS letter; for example: 501(c)(3) or other status 		[     ]

Certificate of current liability insurance  					[     ]

Certificate of good standing: MD Department of Assessments &Taxation[footnoteRef:1]	[     ] [1:  Go to: www.maryland.gov.  Select department: Assessments and Taxation.  Look for Business Entity Information.  There is a fee for each certificate.
*Sample is provided on pages 7-8 of this application] 


  CHECK LIST	(please include a copy of this completed list) 			[     ]

[LETTERHEAD]
Signatory Letter
(Sample)

Date: _______________________
Leana Wen, M.D.
Commissioner of Health
Baltimore City Health Department
1001 E. Fayette Street
Baltimore, Maryland 21202-4715

Dear Dr. Harvey:
On behalf of our organization, I am providing the following information regarding the appropriate signatory for contracts.  The person named below is empowered to sign contracts on behalf of the organization (or Executive Officer).
Corporate Name:
Mailing Address:
City, State, Zip Code:
Name:
Title:
Telephone:
Fax:
Email:

The information for the Chief Fiscal Officer is as follows:
Name:
Title:
Telephone:
Fax:
Email:
Sincerely,


(name)
(title)
(organization name)


Note to grant applicants: A board president or vice president empowers a CEO to sign contracts. A CEO empowers a fiscal officer to sign contracts. A person may not self identify as the signatory. The City’s Law Department will return a contract if the appropriate signatory is not attached. 
(DO NOT INCLUDE THIS NOTE IN THE LETTER.)

	





ASSURANCES

	TO:  Leana Wen, M.D., Commissioner of Health

	FROM:

_______________________________________

_______________________________________
(name and title, printed or typed)
	

___________________________________
(signature)

Date: ______________________________


	As the Chief Executive Officer of:

______________________________________________________________________, 
 (Name of Organization)


	
I assure that any grant funds awarded to this organization under the Tobacco Use Prevention and Cessation Program will be used exclusively for new programs and services. Any new funding under this offer will not be used to supplant or replace currently funded services or programs.

	  
I assure that, upon receipt of an award letter from the Tobacco Use Prevention and Cessation Program, this organization has the financial and staff capability to begin immediately to implement the performance measures for which the grant award letter is issued.  Further, I understand that payments to vendors, under the City of Baltimore’s contract process are reimbursement for services provided or purchases made during the previous fiscal year quarter.  Finally, I understand that failure on the part of this organization to meet the performance measures described in the FY14 Action Plan will lead to a reduction in our payment, based proportionately on our failure to complete the required performance measures described in the Scope of Services, an Attachment to our contract.

	 
The City of Baltimore has requested information about the minority business status of all recipients of grant funds.  According to HRSA, an agency is considered a minority organization if: (a) It is a business owned by a person who is from a racial or ethnic minority group (as in the case of a partnership, 51% of the owners must be from a racial/ethnic minority group); or, (b) At least 51% of the organization’s Board of Directors (or similar body) are members of a racial or ethnic minority group; or, (c) At least 51% of the organization’s professional staff members are racial or ethnic minorities.  

Please check either A or B :
[     ] A. The above organization is NOT a minority organization by HRSA definition.
[     ] B. The above organization IS a minority organization by HRSA definition.

If your organization is a minority organization, please check the basis for this determination:
[     ]  Ownership by a person who is a racial/ethnic minority (or partnership with 51% minority).
[     ]  At least 51% of the Board of Directors are racial/ethnic minorities.
[     ]  At least 51% of the professional staff are racial/ethnic minorities.



