
[bookmark: _Toc229586784]APPLICATION
[bookmark: _Toc229586785]Application Checklist
The following items must be included in the application. Please assemble the application in the following order:
1. Cover Letter
2. Application Face Sheet
3. Applicant’s Statement of Work
4. Project Budget
Include a budget in the format provided.
5. Indirect Cost Rate Approval Letter (if applicable)
6. [bookmark: _Hlk177945924]Subcontractor/Subgrantee Information (if applicable)
7. Memorandum of Understanding/Letters of Commitment
8. IRS Letter Documenting Your Organization’s Tax Identification Number (public agencies)
or 
IRS Determination Letter Regarding Your Organization’s 501(c)(3) Tax‑exempt Status (private non-profits) 
9. Verification of 501(c)(3) Status Form (private non-profits) 
10. Attestation Form
1. [bookmark: _Toc229586786]
Cover Letter (3 points)
The application must include a cover letter, on the entity’s letterhead, signed and dated by an individual authorized to legally bind the Applicant. The letter must include:
· Legal name of the Applicant entity
· RFA number
· Applicant entity’s federal tax identification number
· Applicant entity’s Unique Entity Identifier (UEI)

Please address the following items in the letter: 
· Entity mission
· Current (last 3 years) services/programs provided in North Carolina
· How this proposed work fits within your entity mission
· Other funding sources used for family planning services

There is no page limit for the cover letter.
2. [bookmark: _Toc229586787]
Application Face Sheet
This form provides basic information about the applicant and the proposed project, including the signature of the individual authorized to sign “official documents” for the entity. This form is the application’s cover page. Signature affirms that the facts contained in the applicant’s response to RFA # A428 are truthful, and that the applicant is in compliance with the assurances and certifications that follow this form and acknowledges that continued compliance is a condition for the award of a contract. Please follow the instructions below.
	1. Legal Name of Entity:
2. Name of individual with Signature Authority:

	3. Mailing Address (include zip code+4):
4. Address to which checks will be mailed:

	5. Street Address: 

	6. Contract Administrator:
Name:
Title:
	Telephone Number:
Email Address

	7. Entity Status:

	 Public
	
	 Private Non-Profit
	
	 Local Health Department          Other. Explain:

	8. Entity Federal Tax ID Number: 
	9. Entity UEI: 

	10. Entity’s URL (website): 

	11. Entity’s Financial Reporting Year: 

	12. Current Service Delivery Areas (county(ies) and communities): 


	13. Proposed Area(s) To Be Served with Funding (county(ies) and communities): 


	14. Amount of Funding Requested: 

	The facts affirmed by me in this application are truthful and I warrant that the applicant is in compliance with the assurances and certifications contained in NC DHHS/DPH Assurances Certifications. I understand that the truthfulness of the facts affirmed herein and the continuing compliance with these requirements are conditions precedent to the award of a contract. The governing body of the applicant has duly authorized this document, and I am authorized to represent the applicant. “I certify to the best of my knowledge and belief that the information provided herein is true, complete, and accurate. I am aware that the provision of false, fictitious, or fraudulent information, or the omission of any material fact, may subject me to criminal, civil, or administrative consequences including, but not limited to violations of U.S. Code Title 18, Sections 2, 1001, 1343 and Title 31, Sections 3729-3730 and 3801-3812.”

	15. Signature of Authorized Representative:

	16. Date




3. [bookmark: _Toc229586788]Applicant’s Statement of Work


Section 1: Determination of Need and Local/County/Regional Services
Total Point Value: 
23
Page Limit: 
5

Do not delete the question headers. Please provide your response to each question under the heading.














Section 1
1-1. Location of services
a. Define the specific area that will be served with this program. (1 points)
b. Describe how the physical location of your clinic will ensure continued access to family planning services for clients in the service area. (2 points)

1-2. Based on the “Women in Need of Contraceptive Services” data available in Appendix A, how will your program meet the goal of reaching 10-15% of the women in need in the county(ies) you plan to serve? (6 points)

1-3. Sexually transmitted infections (STIs) 
STIs are on the rise across the United States, including North Carolina. Our Family Planning Program prioritizes chlamydia/gonorrhea testing for young individuals. How will your agency ensure that at least 85% of your family planning users aged 15-24 will be screened for chlamydia/gonorrhea? (3 points)

1-4. Barriers
a. What barriers to family planning services exist in your area (transportation, language, financial, available providers, confidentiality, etc.)? (2 points)

b. How will your program address the barriers identified above? (3 points)

1-5. Title X prioritizes services for low-income individuals. How will your agency ensure that at least 90% of your family planning clients are at or below 200% of the Federal poverty level? (2 points)


1-6. How will your agency:
a. ensure your program meets the reproductive health needs of your community? (2 points)
b. educate the larger community about your family planning services? (2 points)










Section 2: Capacity Statement/Sustainability
Total Point Value: 
42
Page Limit: 
7

Do not delete the question headers. Please provide your response to each question under the heading.
















Section 2
2-1. Describe evidence of the following:
a. Your agency’s qualifications to deliver family planning services (staff experience and training). (3 points)

b. Your agency’s: 
· successes, 
· challenges, and 
· lessons learned 
in providing reproductive health services over the last three years. (3 points)

2-2. [bookmark: _Hlk12788404]How is your clinic engaging:
a. Adolescents for reproductive health services? (1 point)

b. Males for reproductive health services? (1 point)

2-3. Contraceptive Methods:
Provide a description of the family planning services and contraceptive methods your agency plans to offer. Include a justification for any contraceptive method and/or family planning service (e.g., breast cancer screening, cervical cancer screening, etc.) that will not be available at your clinic(s). (4 points)
2-4. Confidential Services:
How will you promote confidential family planning services are available? (2 points)

2-5. How will your agency advertise family planning clinical services (e.g., website, social media, etc.)? (3 points)


2-6. How will your program increase access to Family Planning services (e.g., extended clinic hours, mobile services, telehealth, etc.)? (3 points)

2-7.     Describe the proposed staffing structure for providing family planning services to the priority population utilizing the chart below. (5 points) 
Include name, degree, credentials, and years of service for the Family Planning Clinic Coordinator who will ensure services are delivered to clients (if not currently providing these services, please give details and structure in narrative form of the new position that would be created and/or staffed through this funding) and full-time equivalency. Also include details regarding supervisory oversight, Medical Director, billing/coding staff, and budget staff. The %FTE devoted to family planning staff funded under this RFA should be included for all positions. Any other relevant details may be included in narrative form below the chart. Additional rows can be added as needed.

	Position
	Employee Name(s)
	Degree/
Credentials 
	# years in position 
	Number of staff supervised
	Full Time Equivalency (FTE)

	Family Planning Clinic Coordinator
	
	
	
	
	

	Clinical provider staff
	
	
	
	
	

	Medical Director
	
	
	
	
	

	Billing/Coding staff 
	
	
	
	
	

	Budget position
	
	
	
	
	



2-8. How are your agency staff reflective of the population your agency plans to serve (race/ethnicity/language)? (2 points)

2-9. Using the turnover rate formula below, provide the current level of staff turnover within your agency in the past year. (1 point)
Turnover Rate =

[# of employees who have left agency]

[total # of current employees]
x 100






a. Describe staff turnover and engagement within your agency. What measures does your agency have in place to mitigate turnover? (2 points)
b. Describe how your agency plans to continue to offer clinical services when/if a provider leaves your agency. (2 points)

2-10. Describe your agency’s familiarity with: 
a. SMART (specific, measurable, achievable, relevant, time-bound) goals (1 point)
b. Plan, Do, Study, Act (PDSA) framework (1 point)

2-11. Provide an example of a past Quality Improvement (QI) project your agency successfully implemented. (2 points)

2-12. Describe how your agency incorporates client feedback into its QI processes. 
a. Explain how client feedback is:
i. gathered, 
ii. evaluated, and 
iii. used to identify priorities for improvement or inform changes to services and care delivery. (3 points)
b. How is the impact of changes implemented based on client feedback measured? (1 point)
c. Please include a recent example. (2 points)



























Section 3: Program Plan
Total Point Value: 
27
Page Limit: 
6

Do not delete the question headers. Please provide your response to each question under the heading.















Section 3
Please describe your plan to provide family planning services.
3-1. Number of unduplicated family planning clients you will serve each of the three years of the funding period (male and female). (2 points)
	Year
	Number of Females
	Number of Males
	Total

	1
	
	
	

	2
	
	
	

	3
	
	
	


	





3-2. How your agency proposes to provide client-centered contraceptive care? (2 points)

3-3. Description of your agency’s policy on verifying client income. (2 points)


3-4. Description of your plan for completing Media Review (Informational & Education) requirement:
a. Who will serve on the review committee and how will that be determined? (Include any plans to utilize existing agency teams, related programs, or community action teams and how individuals served will be included). (2 points)

b. How will the committee ensure that all information and education materials utilized are current, factual, medically accurate, and trauma-informed for the population? (2 points)

c. How will chosen educational materials address potential social drivers of health and assist clients in navigating their reproductive health choices? (2 points)

3-5. Description of your ability to accurately collect and report required encounter-level data to the Reproductive Health Branch, including (but not limited to) demographic data, lab data, and contraceptive method information. (3 points)

3-6. Please explain how your program will address the three Program Priorities. (3 points)
a. How will your program offer reproductive goals counseling to support informed decision-making?
b. How will your agency address body and health literacy through your program?
c. What steps will your agency implement to improve the current quality improvement work of your family planning program?

3-7. How will your agency assist clients interested in achieving pregnancy? (2 points)

3-8. Memoranda of Understanding (MOU)/Letters of Commitment (LOC) (5 points)

Using the chart provided, list where you will refer participants that have needs or require services beyond the scope of your project. Attach MOUs or LOC from all agencies who will accept referrals in Attachment A. If you will provide the service directly, please include that information and an MOU/LOC is not needed.
*A referral is defined as providing a client with the name, address, telephone number, and other relevant information (such as what services are offered, type of insurance accepted, etc.) for any service that your agency does not provide onsite. Referrals are intended to support continuity of care, and when feasible, referral agencies should be in close physical proximity to your agency.
	[bookmark: _Toc107487666]Referral Plan

	[bookmark: _Toc107487667]Description of Service
	
	[bookmark: _Toc107487668]MOU/LOC Attached?

	1. Primary Care
	a. [bookmark: _Toc107487669]Name of Agency/ies to Provide Service.


 


	[bookmark: _Toc107487670]☐   Yes
[bookmark: _Toc107487671]☐   No

	2. Mental Health Care
	a. [bookmark: _Toc107487672]Name of Agency/ies to Provide Service.




	[bookmark: _Toc107487673]☐   Yes
[bookmark: _Toc107487674]☐   No

	3. Sexual/ Dating/Intimate Partner Violence
	a. [bookmark: _Toc107487675]Name of Agency/ies to Provide Service.




	[bookmark: _Toc107487676]☐   Yes
[bookmark: _Toc107487677]☐   No

	4. Substance Use Services
	a. [bookmark: _Toc107487678]Name of Agency/ies to Provide Service.




	[bookmark: _Toc107487679]☐   Yes
[bookmark: _Toc107487680]☐   No

	5. Pregnancy Options   Counseling referrals (prenatal, adoption, termination)
	a. [bookmark: _Toc107487681]Name Agency/ies to Provide Service.




	[bookmark: _Toc107487682]☐   Yes
[bookmark: _Toc107487683]☐   No



3-9. Evaluating referral sources
How are referral sources evaluated to ensure they are meeting clients’ needs (include how often you are evaluating)? (2 points)
4. [bookmark: _Toc229586789]
Project Budget

Total Point Value: 5

Applicants must provide a budget and narrative justification for the following anticipated Grantee Award Period: 06/01/2027 – 05/31/2028.

Budget and Justification Form
Applicants must complete the Budget and Justification Form, which requires a line-item budget and narrative justification for the period of funding outlined above.
Budgets must align clearly with proposed activities and resources.
The Budget form and instructions on how to use the form will be posted along with this RFA and can be downloaded by the Applicant for editing.
 
Narrative Justification for Expenses
A narrative justification must be included for every expense listed in the budget. Each justification should show how the amount on the line item budget was calculated, and it should be clear how the expense relates to the project. Ensure all subtotals equal the total amount entered on the row for that line item.

Travel Reimbursement Rates
Mileage reimbursement rates must be based on rates determined by the North Carolina Office of State Budget and Management (OSBM).  Because mileage rates fluctuate with the price of fuel, the OSBM will release the “Change in IRS Mileage Rate” memorandum to be found on OSBM’s website when there is a change in this rate.  The current state mileage reimbursement rate is $0.76 cents per mile.  
For other travel-related expenses, please refer to the current rates for travel and lodging reimbursement, presented in the chart below. NCDHHS will only reimburse for rates authorized in North Carolina Department of Health and Human Services Travel Policy. NCDHHS utilizes GSA State/City Standard Travel Per Diems as the maximum allowable statutory rate for meals and lodging (subsistence). The following is the current NCDHHS schedule which shall be used for reporting allowable subsistence expenses incurred while traveling on official state business:
Current Rates for Travel and Lodging
	Meals
	In State
	Out of State

	Breakfast
	$16.00
	$16.00

	Lunch
	$19.00
	$19.00

	Dinner
	$28.00
	$28.00

	Total Meals Per Diem Per Day
	$63.00
	$63.00

	Lodging (Maximum rate per person, excludes taxes and fees)
	$110.00 + taxes/fees
	$110.00 + taxes fees

	Total Travel Allowance Per Day
	$173.00
	$173.00

	Mileage
	$0.76 per mile/regardless of distance




Staff Development Costs
Applicants should include costs for registration to attend or to host trainings to support staff development in carrying out the services outlined in this RFA. Travel costs associated with attending or hosting trainings should be included under Contract Staff Travel and not exceed the travel reimbursement rates.

Supplies
Disposable or one-time-use medical supplies are considered supplies. Examples of medical supplies are as follows: intrauterine devices, contraceptive implants, contraceptive pills, condoms, exam gloves, etc.

Justification example: 10 Nexplanon’s @ $550/item = $5,500.

Additional Funding Restrictions
The maximum that can be expended on an equipment item, without prior approval from the RHB, is $2,000. An equipment item that exceeds $2,000 shall be approved by the RHB before the purchase can be made. Additionally, if an equipment item shall be used by multiple clinics (e.g., family planning, general clinic, maternal health, etc.), you must prorate the cost of that equipment item, and the narrative must include a detailed calculation which demonstrates how the agency prorates the equipment. 

Justification example: 1 shredder @ $1,500 each for nursing office staff to shred confidential client information. Cost divided between 3 different agency clinics: $1,500/3 = $500.

Indirect Cost
Indirect cost is the cost incurred for common or joint objectives which cannot be readily identified but are necessary to the operations of the organization, e.g., the cost of operating and maintaining facilities, depreciation, and administrative salaries. Indirect Cost may not exceed restrictions or limits placed on it by the funding source.

Per NC Session Law 2023-65: For Grantees, including nonprofit grantees, that (i) are receiving financial assistance and do not have a federally approved indirect cost rate from a federal agency or (ii) have a previously negotiated but expired rate, the Department may allow the grantee, in accordance with 2 C.F.R. § 200.332(a)(4) or 2 C.F.R. § 200.414(f), to use the de minimis rate of modified total direct costs. Alternatively, the grantee may negotiate or waive an indirect cost rate with the Department. If State or federal law or regulations establish a limitation on the amount of funds the grantee may use for administrative purposes, then that limitation controls, in accordance with 2 C.F.R. § 200.414(c)(3).
The funding source(s) of this RFA and its subsequent awards:

Has NO Indirect /Administrative Cost Restrictions)
Indirect cost is allowed on the portion of the sub-award.
Where the applicant has a Federal Negotiated Indirect Cost Rate (FNICR), the applicant entity may request up to the federally negotiated rate. The total modified direct cost identified in the applicant’s FNICR shall be applied. A copy of the FNICR must be included with the applicant’s budget. 
[bookmark: _Hlk177945848]If the applicant does not have an FNICR, then the applicant may claim the de minimis indirect cost rate of 15% with no additional documentation required, per the federal Uniform Guidance. 
The applicant may elect to claim a lesser portion of the allowed indirect cost rate. If claiming the de minimis or some portion thereof, it may not exceed the limit of the modified total direct costs in the proposed budget as defined by 2 CFR 200.1 “Modified Total Direct Cost (MTDC)”. Applicants must indicate in the budget narrative that they wish to use the de minimis rate, or some part thereof. Applicants who do not wish to claim any indirect cost must enter “No indirect cost requested” in the indirect cost line item of the budget narrative.

5. [bookmark: _Toc229586790]
Indirect Cost Rate Approval Letter (if applicable)
6. [bookmark: _Toc229586791][bookmark: _Hlk177945958]
SubContractor/SubGrantee Information
In accordance with 09 N.C. Administrative Code 03M.0703, Required Contract Provisions, the Applicant must provide the required information for every subcontractor and subgrantee included in the Project Budget. 

[bookmark: _Hlk178016185][bookmark: _Hlk178016245]If the Applicant has no subcontractor and subgrantee, indicate “N/A” in the first line under “Name.” If the Applicant plans to have subcontractors or subgrantees but they are unknown at this time, “To Be Determined” must be indicated in the first line under “Name” for as many as are planned. When they are known, this information shall be submitted to the Division for review prior to the Applicant contracting with the entity. Attach additional pages as necessary.

NOTE: If awarded federal pass-through funds, subgrantees must certify to the Applicant whenever applying for funds, requesting payment, and submitting financial reports:
“I certify to the best of my knowledge and belief that the information provided herein is true, complete, and accurate. I am aware that the provision of false, fictitious, or fraudulent information, or the omission of any material fact, may subject me to criminal, civil, or administrative consequences including, but not limited to violations of U.S. Code Title 18, Sections 2, 1001, 1343 and Title 31, Sections 3729-3730 and 3801-3812.”

SubContractor/SubGrantee Name:  
Position Title (if applicable):  
EIN or Tax ID:  
Street Address or PO Box:  
City, State and ZIP Code:  
Contact Name:  
Contact Email:  
Contact Telephone:  
Fiscal Year End Date (for organizations):  
Is this organization functioning as a pass-through entity “SubGrantee” of the Applicant?  
Is this organization functioning as a vendor “SubContractor” of the Applicant?  

SubContractor/SubGrantee Name:  
Position Title (if applicable):  
EIN or Tax ID:  
Street Address or PO Box:  
City, State and ZIP Code:  
Contact Name:  
Contact Email:  
Contact Telephone:  
Fiscal Year End Date (for organizations):  
Is this organization functioning as a pass-through entity “SubGrantee” of the Applicant?  
Is this organization functioning as a vendor “SubContractor” of the Applicant?  


7. [bookmark: _Toc229586792]Memoranda of Understanding/Letters of Commitment

Memoranda of Understanding (MOUs) or Letters of commitment should be included from any agency or community organization where your agency will refer clients that have needs or require services beyond the scope of your project as listed in Section 3.8.











































8. IRS Letter

Public Agencies:
Provide a copy of a letter from the IRS which documents your organization’s tax identification number. The organization’s name and address on the letter must match your current organization’s name and address.
Private Non-profits:
Provide a copy of an IRS determination letter which states that your organization has been granted exemption from federal income tax under section 501(c)(3) of the Internal Revenue Code. The organization’s name and address on the letter must match your current organization’s name and address.
This IRS determination letter can also satisfy the documentation requirement of your organization’s tax identification number. 


[bookmark: _Toc229586794] 
9. Verification of 501(c)(3) Status Form
IRS Tax Exemption Verification Form (Annual)

I, _________________________, hereby state that I am ___________________________ of 
	(Printed Name)							(Title)
_____________________________________ (“Organization”), and by that authority duly given
    (Legal Name of Organization)
and as the act and deed of the Organization, state that the Organization’s status continues to be designated as 501(c)(3) pursuant to U.S. Internal Revenue Code, and the documentation on file with the North Carolina Department of Health and Human Services is current and accurate.

I understand that the penalty for perjury is a Class F Felony in North Carolina pursuant to N.C. Gen. Stat. § 14-209, and that other state laws, including N.C. Gen. Stat. § 143C-10-1, and federal laws may also apply for making perjured and/or false statements or misrepresentations.
I declare under penalty of perjury that the foregoing is true and correct. Executed on this the _____ day of ___________, 20_______.

___________________________________
(Signature)


10.   Attestation Form

By completing and signing this form you are attesting that the information provided reflects the policies and procedures your organization will meet if awarded funding under North Carolina DHHS, Division of Public Health RFA A428 Family Planning Services.
All information in this attestation is subject to validation. Additional supporting documentation may be required and requested if awarded funding.

Agency Name:    __________________________________________________________

___All clients are offered client-centered, high-quality, voluntary reproductive health care. Client-centered care is care that is respectful of, and responsive to, individual client preferences, needs, and values. Client values guide all clinical decisions.

___Family Planning services must be provided without subjecting individuals to any coercion to accept services, or to employ or not to employ any particular methods of contraception, including continuing use of any particular contraceptive device.

___Written policies clearly indicate that none of the Title X funds will be used in programs where abortion is a method of family planning. Title X prohibits agencies receiving funding perform, promote, or support abortion as a method of family planning.

___Clients whose family income is at or below 100% of current Federal Poverty Level (FPL) will not be charged for services.

___Clients whose family income is 101%-250% of current FPL will be charged in accordance with a schedule of discounts. These clients shall not pay more in co-payments or additional fees than they would otherwise pay when the schedule of discounts is applied.

___Clients whose family income is greater than 250% of FPL shall be charged in accordance with a schedule of fees designed to recover the reasonable cost of providing services.

___Unless offering primary care services to the entire community, including Family Planning clients, a Memoranda of Understanding (MOU) with another agency that can provide primary care services for Family Planning clients is on file.

___Registered nurses and/or providers (physicians and advanced practice) offer pregnant clients the opportunity to be provided information and counseling regarding the following pregnancy options, unless the client indicates that the individual does not want information on one or more options: pregnancy termination; prenatal care and delivery; and infant care, foster care, or adoption.

___Adolescent clients are encouraged to involve family members in their care where family involvement would not impinge on clients’ health. Adolescent clients will be counseled on how to resist attempts to coerce minors into engaging in sexual activities.

___Opportunities are available for community education, participation, and engagement to achieve community understanding of the objectives of the program; inform the community of the availability of Family Planning services; and promote continued participation in the project by individuals to whom family planning services may be beneficial.

___A quality improvement process which includes review of at least one aspect of improving clinical services and a description of steps taken by the Family Planning clinic in response to those findings is completed annually.

___An Advisory Committee will review and approve all print and electronic informational and educational materials developed or made available under the project prior to their distribution, to assure that the materials are suitable for the community to which they are to be made available.
 
___Initial data entry related to clinic site(s) will be submitted in the OPA Clinic Locator database and shall be reviewed/updated at least annually, or more frequently if clinic sites and/or clinical services undergo relevant changes.

___A Patient Experience survey, created and analyzed by the state, is distributed to every non-pregnant client seen in the Family Planning clinic throughout the year.
 
 ___An Electronic Health Record system accurately collects and organizes data for program reporting as required by Title X. This reporting system accurately identifies Title X encounters as well as collects and generates monthly encounter-level data to include all required Title X data points. 

___All local program income is submitted quarterly to the state to account for all funding needed to provide family planning services.

___Onsite monitoring visits will occur once during the grant cycle (in year 1, 2, or 3). Monitoring visits include a review of audited charts, clinic walk-through, client visit observations (a preventive visit and a pregnancy test visit), a review of policies/procedures/protocols and standing orders, and an assessment of billing and coding. A pre-monitoring visit from state staff is optional to assist with preparation.

___All other Title X requirements will be followed while receiving funding. Agency will work with NCDHHS to meet requirements.

Name of person completing form: _______________________________________________

Title of person completing form: ________________________________________________

Signature:                                 _________________________________________________

Date:                                         _________________________________________________


