ATTACHMENT A
Government of the District of Columbia 
Department of Behavioral Health (DBH)
RFA No. DBH HHI073115
DC Health Home Benefit Initiative (HHI) for Individuals with Serious Mental Illness

Applicant Profile

	APPLICANT NAME and/or NAME OF COMMUNITY PREVENTION NETWORK:
	

	TYPE OF ORGANIZATION:

	____ Non-Profit Organization   ____ For-Profit Organization  ____Other:__________________________________________

	Federal Tax ID No.:
DUNS No.:
Contact Person:
	

	
	

	
	

	Title:
	

	Street Address:   
	

	City, State ZIP:
	

	Telephone:
	

	Fax:
	

	Email:
	

	Ward: 
	

	Organization Website:
	

	Names of Organization Officials:
	
Board Chair/President: 

	
	Board Treasurer:

	
	Chief Executive Officer/Executive Director:

	
	Chief Financial Officer: 



	RFA Abstract (Limit 200 words)











Signature of Authorized Representative: _________________________________________




ATTACHMENT F
[bookmark: _GoBack]

	Budget and Budget Narrative Justification (Per Team)

	Applicant/Grantee: [Name]

	Funding Source: DC Home Health Benefit Initiative for Individuals with Serious Mental Illness


	

	BUDGET CATEGORY

	PERSONNEL* 
Salaries and Wages 
(If Applicable)
	POSITION
	CSA SERVICES
TOTAL
	NARRATIVE JUSTIFICATION

	[Employee Name] 
	[Position Title] 
	  $
	

	[Employee Name]
	[Position Title]
	 $   
	

	[Employee Name]
	[Position Title]
	 $   
	

	Subtotal Salaries
	 
	 $                    
	

	Fringe Benefits
	 
	 $       
	

	Total Personnel & Fringe Benefits
	 
	 $    
 
	

	
	
	
	

	Consultants/Expert*
		
	 $
	NOT APPLICABLE FOR THIS GRANT

	Occupancy
	 
	 $     
	NOT APPLICABLE FOR THIS GRANT

	Travel and Transportation
	 
	 $
  
	NOT APPLICABLE FOR THIS GRANT

	Supplies & Minor Equipment
	 
	 $     
  
	NOT APPLICABLE FOR THIS GRANT

	Capital Equipment and Outlays
	 
	 $     
 
	NOT APPLICABLE FOR THIS GRANT

	Client Costs
	 
	 $     
	NOT APPLICABLE FOR THIS GRANT

	Communications
	 
	 $     
	NOT APPLICABLE FOR THIS GRANT 

	Other Direct Cost
	 
	 $     
	NOT APPLICABLE FOR THIS GRANT

	Subtotal Direct Costs
	 
	 $ 

	NOT APPLICABLE FOR THIS GRANT

	
	
	
	

	Indirect/Overhead (15% Maximum) Intended for Fiscal Agent

Or 10% Maximum if no Fiscal Agent
	 
	 $
	NOT APPLICABLE FOR THIS GRANT

	Total

	 
	 $
	 








ATTACHMENT G 

DBH RECEIPT

RFA Title: DC Home Health Benefit Initiative (HHI) for Individuals with Serious Mental Illness

RFA No.  DBH HHI073115

ATTACH TWO (2) COPIES OF THIS RECEIPT TO THE OUTSIDE OF THE ENVELOPE


The DC DEPARTMENT OF BEHAVIORAL HEALTH IS IN RECEIPT OF

______________________________________________________________________
(Contact Name/ Please Print Clearly)


______________________________________________________________________
(Organization Name)


______________________________________________________________________
(Address, City, State, Zip Code)


______________________________________________________________________
(Telephone/Facsimile/Email)

______________________________________________________________________
(Project Name)

$______________
(Budget Amount)


DBH USE ONLY:

Please Indicate Time: _______________________________________

ORIGINAL and _____________COPIES 

RECEIVED ON THIS DATE ____________________/__________/2015

			Received By: ______________________________________________ 

RFA No. DBH HHI073115

