
[bookmark: _Toc240276440]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. Letters of Commitment or Statements of Support (if applicable)
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) 
1. [bookmark: _Toc240276441]
Cover Letter (4 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
· Brief history
· Current (last 3 years) services/programs provided in North Carolina
· How this proposed work fits within your entity mission
· Why the organization is well-positioned to successfully implement the proposed activities

Applicant Contacts 
Provide the following contact information for the Applicant organization. 
· Executive/Health Director
· Name:
· Phone Number:
· Email 
· Program Contact 
Provide the contact information for the individual who is most knowledgeable about the proposed program and program plan described in this application. This individual may be contacted at any time during the application review process by WICWS staff or application reviewers regarding the proposed project.

· Name:
· Title:
· Phone Number: 
· Email:

There is no page limit for the cover letter.
2. [bookmark: _Toc240276442]
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 #A425 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:

	o Public
	
	o Private Non-Profit
	
	o Local Health Department         o 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: _Toc240276443]Applicant’s Statement of Work












Section 1
Needs Assessment



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

Total Point Value:
22

Page Limit:
6 single-spaced
(excluding citation page)






1-1. Program Aim(s) and Evidence-Bases Strategy(ies) Selection (6 Points) 		
Provide a written description that includes which Program Aim(s) were selected and which evidence-based strategy(ies) (EBSs), and how the selections were made. At least one (1) Program Aim and at least one (1) EBS must be selected under each Program Aim. (Note: Community Health Centers can only apply for the Increase Contraceptive Access Program Aim.)
	
1-2. Need for the Selected EBS(s) (8 Points)							
Provide a written description for the need for each selected EBS. Include current, relevant data to support the need for each selected EBS, including agency-specific data. Qualitative data should also be included, if available.

1-3. Population to be served (6 Points)
Describe the specific population to be served within the county for each selected EBS. This description should include factors that have an impact on outcomes, such as race/ethnicity, age, educational level, income level, and housing. Please note that it is not sufficient to state that potential program participants are at “high risk.”

Citations (2 points)
Appropriate data sources must be cited in the Needs Assessment. One way this can be done is by using endnotes, with the citation list included on a separate page at the end of the Needs Assessment section.















Section 2
Program Plan



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

Total Point Value: 28


Page Limit:
8 single-spaced



2- 
2-1. Program Implementation (10 Points)
Describe how your agency will implement each selected evidence-based strategy (EBS). Include a detailed description of how your agency will establish, enhance, or expand services to implement the select strategy(ies). 
a. The proposed activities for each selected EBS;
b. Staff responsible for implementation, including their roles and responsibilities;
c. When, where, and how services will be delivered;
d. Priority population;
e. Anticipated number of individuals served. If you currently provide this service, how many individuals are you seeing currently and many additional individuals do you plan to serve with this funding.  

2-2. Performance Outcomes and Continuous Quality Improvement (6 Points)
Describe how your agency will achieve the required performance measure for each selected EBS.
a. How performance will be monitored and documented;
b. The process and frequency for reviewing program performance; 
c. How data will be used to improve services and achieve performance outcomes throughout the project period. 

2-3. Barriers and Mitigation Strategies (6 points) 		
Describe anticipated barriers that may affect implementation of the proposed strategy and performance outcomes. Describe how your agency will identify, monitor, and address these barriers throughout the project period.
Examples may include, but are not limited to: 
a. Staff turnover, advertising and outreach, participant recruitment and retention, transportation barriers, loss of contact with participants, appointment no-shows, referral completion challenges, language barriers, and limited access to services.

2-4. Community Engagement and Lived Experience (6 Points)
Describe how priority populations and/or individuals with lived experience have been or will be involved in the planning, implementation, and evaluation of each selected evidence-based strategy (EBS). 
a. Opportunities for individuals and community input; 
b. How feedback will be collected and incorporated into program improvement;
c. How engagement activities will help ensure services are responsive to community needs.
RFA # A425, Issued 09/17/2026 	Page 1 of 48
North Carolina Division of Public Health RFA v.5.14.2026

















Section 3
Data Collection, Evaluation, and Reporting 



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

Total Point Value:
16

Page Limit:
4 single-spaced




3- 
3-1. Program Data Collection and Management (4 Points) 		
Describe your agency’s plan for collecting and managing program data for each selected evidence-based strategy (EBS). 
a. Include the staff position(s) responsible for collecting and managing program data; 
b. How program data will be collected and tracked; 
c. How your agency will ensure data quality and accuracy; 
d. How participant/patient information will be maintained confidentially.

3-2. Program Reporting and Performance Monitoring (6 Points) 		
Describe your agency’s plan for submitting program reports and performance outcome measures. 
a. Include the staff position(s) responsible for preparing, reviewing, and submitting quarterly and annual reports;
b. How your agency will ensure reports are complete, accurate, and submitted by required deadlines; 
c. How program staff, supervisors, and/or agency leadership will review program data and performance outcomes throughout the project period;
d. How program data and performance outcomes will be used to inform continuous quality improvement and program decision-making.

3-3. Participant Satisfaction and Program Evaluation (6 Points) 		
For each selected evidence-based strategy (EBS), describe your agency’s plan for administering participant satisfaction surveys. 
a. Include the staff position(s) responsible for disseminating and/or administering participant satisfaction surveys;
b. How will participant feedback be collected and reviewed; 
c. How will participant feedback be used to improve program services and participant outcomes; 
d. Describe how participant/patient information will be kept confidential. 
e. Include the staff position(s) responsible for preparing and submitting the annual participant satisfaction survey summary.

































Section 4
Agency Ability



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

Total Point Value:
20

Page Limit:
6 single-spaced



4- 
4-1. Organizational Experience and Capacity (4 Points) 		
Describe your agency’s experience implementing reproductive health services (Program Aim A) and/or maternal and infant services (Program Aim B). Include your agency’s experience serving uninsured, underinsured, and historically underserved populations.
 
4-2. Fiscal and Grant Management (3 Points) 		
Describe your agency’s plan for managing grant funds. Include the staff position(s) responsible for: 
a. Budget management;
b. Purchasing and procurement;
c. Tracking program expenditures;
d. Preparing and submitting monthly expenditure reports;
e. Ensuring fiscal oversight and compliance with grant requirements.

4-3. Staffing, Recruitment, and Training (6 Points) 		
Describe your agency’s staffing plan for implementing each selected evidence-based strategy (EBS). 
Include: 
a. The staff position(s) responsible for implementing each selected EBS;
b. If staff are not currently in place, describe the process and anticipated timeline for recruitment, hiring, onboarding, and training;
c. Describe how your agency will address challenges related to recruitment, hiring, retention, and staff turnover;
d. Describe your agency's plan for ensuring staff complete required training for each selected EBS, including anticipated training timelines and how training costs will be supported through the proposed budget, if applicable.

4-4. Staffing Plan (4 Points) 		
Complete the table below for each staff position that will support implementation of the selected evidence-based strategy(ies). Include employee’s name if already hired, or if not hired list as vacant. Add additional rows as needed.
	Position Title
	Employee Name
	Full-Time Equivalency (FTE) 
	Evidence-Based Strategy

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



4-5. Workforce Stability and Representation (3 Points) 		
Describe your agency’s workforce over the past four (4) years. 
a. Calculate staff turnover using the following formula: 
Turnover Rate =

[# of employees who have left agency]

[total # of current employees]
x 100





b. Explain how your agency will promote workforce stability during the grant period;
c. Describe how your agency’s staff reflect the population(s) to be served (e.g., race, ethnicity, language, cultural competence, or other relevant characteristics).  
[bookmark: _Toc240276444]
4. Project Budget



Total Point Value:
7

Page Limit:
Not Applicable 

Insert Open Windows Budget Form

Guidelines below



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






Additional Funding Restrictions
All project budgets must adhere to these requirements:

Increased Access to Contraceptives: Funding from this RFA can be utilized to purchase contraceptive methods, pay for LARC insertions and removals, cover staff time, and other supplies needed for contraceptive services. Community health centers are only eligible to purchase LARCs and LARC associated costs regarding types of birth control methods. Funds could also support a community health worker assisting with increasing awareness of services.

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 following portion of the subaward: $50,000 to $150,000 per year (100% of the subaward).
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: _Toc240276445]
Indirect Cost Rate Approval Letter (if applicable)
6. [bookmark: _Toc240276446][bookmark: _Hlk177945958]
SubContractor/SubGrantee Information
[bookmark: _Hlk178016185][bookmark: _Hlk178016245]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. If the Applicant has no subcontractor and subgrantee, indicate that in the first line under “Name.” If the Applicant plans to have subcontractors or subgrantees but they are unknown at this time, that 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: _Toc240276447]Letters of Commitment (3 points)
Applicants shall include letters of commitment from partner organizations that are integral to the implementation and success of the proposed project. Letters should describe the partner organization’s role and commitment to supporting the proposed activities. 
Examples of partner organizations may include, but are not limited to: 
· Hospitals, Local Health Departments, and birthing facilities
· Obstetric, family medicine, pediatric, or behavioral health providers
· Federally Qualified Health Centers (FQHCs)
· Women, Infants, and Children (WIC) agencies
· Community-based organizations 
· Organizations providing childbirth education, lactation support, or postpartum services 
· Transportation providers
· Other organizations that will provide referrals, outreach, meeting space, satellite clinic space, care coordination, or other services that support implementation of the proposed project
Applicants are strongly encouraged to include letters of commitment from community partners that demonstrate collaboration and support for the proposed project. Letters should clearly describe how the partner will contribute to the delivery of reproductive health and/or maternal and infant health services, as applicable to the applicant's proposed program.
8. [bookmark: _Toc240276448]
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. 
9. [bookmark: _Toc240276449]
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)



