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ALLAHASSEE



                    

COMMUNITY HUMAN SERVICE PARTNERSHIP (CHSP) 
AFFIRMATION/CERTIFICATION STATEMENT 

We affirm that the agency provides direct human services to Tallahassee/Leon County residents.  Human services are those services provided directly to individuals or families experiencing difficulty in meeting their basic human needs including, but not limited to: physical survival (e.g., food, shelter, clothing, and maintenance of minimum income); adequate preparation and help in acquiring and sustaining employment; child and adult day care; social and counseling support services; assistance in treating or preventing specific pathologies (e.g., health care, mental health, substance abuse and services for the disabled); youth services, including education and character building support; and help in gaining access to available, appropriate services such as information and referral, transportation, and accessibility.

We affirm that the agency is governed by a local board of directors or a local advisory board.  Furthermore, the governing body of the agency provides appropriate leadership and oversight; thus, ensuring that the necessary internal controls are implemented to maintain the integrity of the agency.
If required by the funding source, the agency has its books and records audited on an annual basis by an independent certified public accountant who has no affiliation with the agency and whose examination is made in accordance with generally accepted auditing standards.  

We affirm that the board of directors has approved of the following policies that are being submitted as part of the 2012/13 CHSP Application: Fiscal Management (including a Dual Check Signing policy), Record Retention, and Conflict of Interest.

We affirm that this is our agency’s final version of the application for submission, and that this application is true and accurate. Any omission of information or data is intentional, and we acknowledge that any omission of required components, falsification or misrepresentation of this application may render the application incomplete and ineligible for consideration for funding by CHSP.
_____________________________________  
____________________________________
_____

Agency Director (print name)


Agency Director (signature)



Date

_____________________________________
____________________________________
_____


Agency Board President/Chair (print name)
Agency Board President/Chair (signature) 
Date
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COMMUNITY HUMAN SERVICE PARTNERSHIP (CHSP):  FORM ONE

	Organizational Information

	AGENCY’S LEGAL NAME:       

	AGENCY CONTACT PERSON:       

	STREET ADDRESS:       
	MAILING ADDRESS:      

	CITY:      
	STATE:      
	ZIP:      

	PHONE NUMBER: (           )      
	FAX NUMBER:  (          )      

	E-MAIL ADDRESS:      

	SITE VISIT ADDRESS:       


	FINANCIAL INFORMATION – Utilizing the agency’s fiscal year, please provide the agency’s total operating budget for the following fiscal years:

	Last Fiscal Year  (FY 2010/11 or calendar year 2011): 
	$      
	Current Fiscal Year  (FY 2011/12 or calendar year 2012) 
	$      


What      % of the total operating budget is an administrative/fundraising expense?  (If this figure is                                                                        above 25% of your total operating budget, attach a budget explanation)

	Community Human Service Partnership Allocation and Request Information

	Current (CHSP FY 2011/12) Allocation Amount
	Allocation Request (CHSP FY 2012/13)

	Program B:      
	Program B:      

	Program C:      
	Program C:      

	Program D:      
	Program D:      

	Program E:      
	Program E:      

	Program F:      
	Program F:      

	TOTAL Award:      
	TOTAL  Request:      


The following are the minimum legal requirements of the CHSP.  An agency must meet these criteria to qualify for funding:  

1. Your organization must be registered as a nonprofit corporation with the Florida Department of State pursuant to Chapter 617.  F.S. Registration      

2. Registration with the U. S. Department of Treasury, Section 501 (c) (3), Internal Revenue Service Code, for exempt status.  Tax Exempt #      


3. Registration with the Florida Department of Agriculture and Consumer Services, pursuant to Chapter 496. F.S. Registration #      

 FORMCHECKBOX 
 My organization is automatically excluded, pursuant to Section 496.403, F.S., 
4. If your organization has a physical presence in Florida, you must be registered with the Florida Department of Revenue pursuant to Chapter 212.08. F.S. State Sales Tax Exempt #      
· COMMUNITY HUMAN SERVICE PARTNERSHIP (CHSP):  FORM ONE CONTINUED
	Current Listing of Board Members and its Officers

	Name
	Place of Employment and Occupation/Specialty Area
	Board Position/Title/Officers
	Date Joined Board

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


1. How many times does the Board meet each fiscal year? Of those meetings, how many times did the Board meet the quorum requirements?        
2. Please describe how your Board of Directors defines diversity and how it strives to achieve the agency’s diversity goals.       
3. Please describe how your board functions in reference to its committee structure (for example, does the board have an audit or fiscal accountability committee?), meeting frequency, and how it is structured to provide appropriate oversight and internal fiscal controls.           
· COMMUNITY HUMAN SERVICE PARTNERSHIP (CHSP):  FORM TWO
   Please complete the following grid concerning the composition of your consumers served during the last  

   fiscal year (FY 2010/11 or calendar year 2011).  In addition, please complete the grid listing the agency’s 
   current staff and Board of Directors.

	Organizational Representation

	1. BY RACE & ETHNICITY: (REPRESENT HUD RECOGNIZED CATEGORIES)
	Last Fiscal Year Client Composition 
(Number)
	Current Staff/
 F.T.E. (Number)
	Board of 
Directors (Number)
	

	White
	     
	     
	     
	

	Black or African American
	     
	     
	     
	

	Asian
	     
	     
	     
	

	American Indian or Alaskan Native
	     
	     
	     
	

	Hispanic / Latino
	     
	     
	     
	

	Other
	     
	     
	     
	

	total
	
	
	
	

	2. BY GENDER
	Last Fiscal Year Client Composition 
(Number)
	Current Staff/
 F.T.E. (Number)
	Board of 
Directors (Number)
	

	Male 
	     
	     
	     
	

	Female
	     
	     
	     
	

	TOTAL
	
	
	
	

	3. BY AGE
	Last Fiscal Year Client Composition 
(Number)
	Current Staff/
 F.T.E. (Number)
	Board of 
Directors (Number)
	

	Birth - 5
	     
	     
	     
	

	6-12
	     
	     
	     
	

	13-18
	     
	     
	     
	

	19-25
	     
	     
	     
	

	26-39
	     
	     
	     
	

	40-54
	     
	     
	     
	

	55 and above
	     
	     
	     
	

	No. of persons with disabilities
	     
	     
	     
	

	TOTAL
	     
	     
	     
	

	4. BY RESIDENCE
	Last Fiscal Year Client Composition 
(Number)
	Current Staff/
 F.T.E. (Number)
	Board of 
Directors (Number)
	

	Leon County
	     
	     
	     
	

	Franklin County
	     
	     
	     
	

	Gadsden County
	     
	     
	     
	

	Jefferson County
	     
	     
	     
	

	Wakulla County
	     
	     
	     
	

	Liberty County
	     
	     
	     
	

	Madison County
	     
	     
	     
	

	Taylor County
	     
	     
	     
	

	Other
	     
	     
	     
	

	TOTAL
	     
	     
	     
	


· COMMUNITY HUMAN SERVICE PARTNERSHIP (CHSP): FORM THREE
Narratives should be written in a concise manner.  Please make sure that your objectives are measurable.  If necessary, at a maximum, attach two additional pages.  

1. Please state the agency’s overall mission and purpose.      
2. Please identify goals and objectives accomplished during your last completed year (FY 2010/11 or calendar 
year 2011).          
3.   Please identify goals and objectives planned for your current fiscal year (FY 2011/12 or calendar year   

       2012).      
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  COMMUNITY HUMAN SERVICE PARTNERSHIP (CHSP):  FORM FOUR 
Resource Development and Fundraising Plans: List the agency’s resource development efforts, including grant writing and traditional fundraising strategies, utilized to generate funds to support the agency and its program delivery structure.  Report these funds (cash only) on the applicable Budget Worksheet. 
Outline fundraising and resource development plans for the current fiscal year (FY 2011/12 or calendar year 2012)

Fundraising and Resource Development Plans
	List Event or Other Activity
	Date of Event or Other Activity
	 Dollar Amount of Goal Set 
	Actual Amount Raised
	Dollar Amount Raised Last Year (FY 2010/11 or calendar year 2011) for the Same Event or Other Activity

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	TOTALS
	     
	     
	     


                         

Grant Writing                                                                                         

	Name of Grant
	Date Applied
	Indicate Which of the Following
Dollar Amount   
	Indicate Which of the Following
Dollar Amount   
	Indicate Which of the Following
Grants Have Been Awarded in the Past & List the Amount of the Award 

	     
	     
	 FORMCHECKBOX 
 Applied  
	 FORMCHECKBOX 
 Awarded
	 FORMCHECKBOX 
 Yes  or  FORMCHECKBOX 
 No   $      

	     
	     
	 FORMCHECKBOX 
 Applied  
	 FORMCHECKBOX 
 Awarded
	 FORMCHECKBOX 
 Yes  or  FORMCHECKBOX 
 No   $      

	     
	     
	 FORMCHECKBOX 
 Applied  
	 FORMCHECKBOX 
 Awarded
	 FORMCHECKBOX 
 Yes  or  FORMCHECKBOX 
 No   $      

	     
	     
	 FORMCHECKBOX 
 Applied  
	 FORMCHECKBOX 
 Awarded
	 FORMCHECKBOX 
 Yes  or  FORMCHECKBOX 
 No   $      

	     
	     
	 FORMCHECKBOX 
 Applied  
	 FORMCHECKBOX 
 Awarded
	 FORMCHECKBOX 
 Yes  or  FORMCHECKBOX 
 No   $      

	     
	     
	 FORMCHECKBOX 
 Applied  
	 FORMCHECKBOX 
 Awarded
	 FORMCHECKBOX 
 Yes  or  FORMCHECKBOX 
 No   $      

	TOTALS
	$      
	$      
	$      


[image: image6.wmf] Insert Form 5A last fiscal year (FY 2010/11 or calendar year 2011) Budget Worksheet
[image: image7.wmf]Insert Form 5A current fiscal year (FY 2011/12 or calendar year 2012) Budget Worksheet
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Insert Form 5B Salary Information Worksheet 

COMMUNITY HUMAN SERVICE PARTNERSHIP (CHSP):  FORM SIX—PROGRAM SUMMARY

List the Preferred Team:      
(Complete FORM 6 for each program for which you are requesting funding.)
	AGENCY’S LEGAL NAME:      

	PROGRAM NAME:      

	PROGRAM  DIRECT SERVICE CATEGORY:      


	· SECTION I:  PROGRAM SPECIFIC INFORMATION


	A.  Program Funding Information

	CHSP 2011/12 Program Allocation 
	$      
	CHSP 2012/13 Program Request  
	$      


	B.  Program Resources

	
	Last Fiscal Year (2010/11 or 2011)
	Current Fiscal Year (2011/12 or 2012)
	Proposed Fiscal Year
(2012/13 or 2013)

	Total Budget
	     
	     
	     

	Total Staff (FTE)
	     
	     
	     

	Total In-Kind Contributions
	     
	     
	     

	Total Value of Volunteers

($21.36 per hour)
	     
	     
	     


	C. Program Client Composition  last completed fiscal year 

	By Race
	By Gender
	By Age

	1. White:      
2. Black/ African American:         

3. American Indian or Alaskan Native:        
4. Hispanic/Latino:       
5. Asian:       
6. Other:      
TOTAL:        

	1. Female:       

2. Male:           


TOTAL:          

	1. 0-5:                

2. 6-12:             

3. 13-18:         

4. 19-25:         

5. 26-39:         

6. 40-54:        

7. 55 and above:        

TOTAL:         


	7. 
	Persons with Disabilities
	8. 

	8. 
	1. Total Number of Persons with Disabilities:       
	9. 


	D. Program Cost 

	Mandatory:  Average Cost Per Client  
(Total program budget divided by the total number of clients served)
	Optional:  
Average Cost Per Unit of Service 
(If you provide a figure in this section, it is mandatory that you provide a description of how the unit of service was calculated.)

	$     
	$     


	E.  Targeted Neighborhoods, Homeless, and the Percentage of Clients Served (Totals must equal

100%)

	NOTE: Zip codes only

	32301         
	32307          

	32302          
	32308          

	32303         
	32309           

	32304         
	32310          

	32305         
	32311          

	32306          
	32312          

	Other         
	   


	**List Number of Homeless Served
	     


    (**In accordance with the Department of Housing and Urban Development, a homeless individual is:  1) an individual who lacks a fixed,   

   regular,  and adequate nighttime residence, and includes a subset for an individual who resided in an emergency shelter or a place not meant for 
   human habitation and who is exiting an institution where he or she temporarily resided; 2) Individuals and families who will imminently lose their 
   




























































































































primary  nighttime residence; 3) Unaccompanied youth and families with children and youth who are defined as homeless under other federal   

       statutes who  do not otherwise qualify as homeless under this definition; 4) Individuals and families who are fleeing, or are attempting to flee, 
   domestic violence,  dating violence, sexual assault, stalking, or other dangerous or life-threatening conditions that relate to violence against the 
   individual or a family member.)
	· SECTION II:  PROGRAM DESCRIPTION


	A.  Define the Program’s Target Population


The target population is the specific population of people whom a particular program or practice is designated to serve or reach.
1. Please define the specific target population and, if applicable, the geographic service area you propose to serve. Please state the actual or estimated number of unduplicated clients you propose to serve annually, as well as provide demographic information.       
2. If applicable, please explain how this program will serve low to moderate-income persons. 

          

	B.  Documentation of Need/Problem Statement


The documentation of need or problem statement is a key element of the proposal. This section should be a clear, concise, well-supported statement of the need/problem to be addressed with grant funding. Applicants should utilize local needs assessment data that clearly illustrates the problem. Documentation of need may come from a variety of qualitative and quantitative sources. The quantitative data could come from local data or trend analyses. The information should be both factual and directly related to the need/problem that the agency proposes to address. Overall, provide a statement that documents the needs/problems that the program proposes to address and, ultimately, substantiate the need for the program.

1. Define the target population’s need(s) or social problem(s) that your program proposes to address. Describe the nature of the problem and the extent of the need (e.g., current prevalence rates or incidence data).  All data sources relied upon should be noted, and the use of local data is strongly encouraged.      
2. Justify the need for this program in reference to the program’s target population and the community.  If available, provide avoided cost data (costs that can be avoided if your program successfully intervenes) or other measures of savings attributable to your program. All data sources relied upon should be noted, and the use of local data is strongly encouraged.       
C.  Overall Program Summary (Program Delivery Structure)

This section should clearly portray what happens to a client from the point of entry into the program to program closure or termination. This section describes what types of activities will be provided by the program to address the target population’s defined need or social problem. Describe in detail the activities that will take place in order to achieve desired program outcomes, which are presented in the programs Outcome Data Collection Table and Measurement Framework.  
1. Clearly state the purpose, goal(s) and objectives of the program.      


2. Specifically, describe how the program will be implemented. Concisely describe the program,
including types of services provided, how frequently services are provided, how and by whom (staff, volunteers, etc.) services are provided, location of services, and any fees or eligibility requirements for clients, etc.  Please be specific in describing how the program is designed and operated.       
D.  Justification of Program Delivery Structure

This factor provides a rationale for why the program delivery structure is the best approach for addressing the needs of the program’s target population. 

1. Explain why the program delivery structure chosen for this program is preferable to any possible alternatives in regards to effectively meeting the needs of the program’s target population. If this program is designed based on a research/evidence-based model or a best practice model (i.e., a method or technique that has consistently shown results superior to those achieved with other means, and that is used as a benchmark), please explain.           
E.  Describe Outreach Methods and Collaborative Strategies

      How will you ensure that people who need the services actually participate in the program?   

1. Describe how the target population will be identified, recruited, and retained.  In addition, describe the types of collaborative methods utilized to implement the program and meet the needs of the program’s target population.      
F.  Identification of Unmet Needs

      Many factors can influence the agency’s ability to effectively implement a program. 
1. Please identify what factors may hinder (challenge) the program’s ability to meet the needs of its target population?      
G.  Budget Information:  Justification for CHSP Funding Request

1. Budget Justification: If CHSP funds will be utilized as matching dollars to secure state or federal funds, provide specific funding information, including the name of the particular grant or fund and the matching requirements.       
2. If the agency is requesting an increase in funding for the program (compared to the 2011/12 CHSP program allocation), provide a specific rationale regarding the reason(s) for requesting a funding increase.       
Page 16 of 19
1. Utilizing the chart below, please provide a specific budget that outlines how the CHSP funding request will be used to support the activities of the program. Only include the CHSP funding request in the chart below.  
	CHSP 2012/13 Program Budget Request (only include CHSP funds)

	Budget Cost Categories
	Amount


	Narrative



	Compensation and Benefits
	     
	     

	Professional fees
	     
	     

	Occupancy/Utilities/Phones/Networks
	     
	     

	Supplies/Postage
	     
	     

	Equipment Rental, Maintenance, Purchase
	     
	     

	Meeting Costs/Travel/Transportation
	     
	     

	Staff/Board Development and Recruitment
	     
	     

	Awards/Grants/Direct Assistance
	     
	     

	Bonding/Liability/Directors Insurance
	     
	     

	Payment to Local/State/National
	     
	     

	Other:  Please List Specific Category
	     
	     

	TOTAL CHSP FUNDS BUDGETED
	$      
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SECTION III:  PROGRAM EVALUATION/PARTICIPANT OUTCOMES (DIRECT BENEFITS TO INDIVIDUALS and/or FAMILIES SERVED BY THE PROGRAM)

A.  A Narrative Description of the Program Impact/Outcome Results for last fiscal year  (FY 2010/11 or calendar year 2011)

Highlight program accomplishments in regards to impact on the program’s target population and/or impact on the community. Use this section as an opportunity to showcase the program’s achievements.  It is important to note that this section should directly relate to your Outcome Measurement Framework and, in particular, the program’s Outcome Data Collection Table. Specifically, explain how the program directly benefitted its participants.  This section allows the agency an opportunity to provide additional narrative information that complements the Outcome Data Collection Table below.         
B. Outcome Data Collection Table 

Utilizing your program’s Outcome Measurement Framework from LAST YEAR (FY 2010/11 or calendar year 2011), please list at least one short-term, one intermediate, and one long-term program outcome indicator; and provide the corresponding outcome findings (achievements) for each outcome listed. Please focus on the most important outcomes that demonstrate the importance and effectiveness of the program (direct client benefits only). It is important to note that the indicators listed in the chart above must be measurable and include actual client numbers that correspond with the percentages.
	List Program Name:      

	Check the Reporting Period Covered:       FY 2010/11 or      calendar year 2011

	Program Outcome Indicators

(Positive, measurable outcome indicators that demonstrate how the program is benefiting its participants)
	Program Outcome Findings (Accomplishments) for Each Indicator
(Please be specific and provide measurable data, including the number of clients referenced)

	1.      
	     

	2.      
	     

	3.      
	     

	4.      
	     

	5.      
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	C.  FY 2012/13 OUTCOME MEASUREMENT FRAMEWORK

	AGENCY’S LEGAL NAME:      

	PROGRAM NAME:      

	OUTCOMES 
(Short-term, intermediate & long-term outcomes)
	MEASURABLE INDICATORS(S)
(Positive indicators that demonstrate the program is benefiting its participants)
(May be more than one per outcome)
	DATA SOURCE
(Type of data source utilized to measure the effectiveness of the program)
	DATA COLLECTION METHOD
(Explain what method(s) will be utilized to collect program participant data)
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SECTION IV:  Agency Audit/Management Letter and 990 Attachments

Please attach your agency’s most current audit report, including the management letter and all written responses/correspondence applicable to the audit.  In addition, please attach the agency’s most recent 990.
1) If your agency is not required to obtain an audit, please check the accompanying box and provide a justification:   FORMCHECKBOX 
 

           Audit explanation:       

2.  If your agency does not have a current (completed within the last 12 months) audit, provide an explanation below:
	     


3.  If your agency does not have a current (completed within the last 12 months) 990, provide an explanation below:

	     


SPECIAL INSTRUCTIONS:  If your agency was granted an extension for filing the 990, attach documentation that the extension was filed (IRS 8868) and granted. 
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