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ATTACHMENT A:  STATEMENT OF WORK FISCAL YEAR 2014/15


Instructions: Please type your responses on the form provided. When completing this section, please use your 2014/15 CHSP application as a guide.


A.  List the Legal Name of the Agency exactly as listed with the Florida Division of 
Corporations; that is the same as the name used in the first paragraph and on the signature page of this Agreement:  

B.   List the Program Title: 

C.   Provide a Program Narrative for approved activity.  In the narrative, please include the    following information:

1. Define the specific target population (including the geographic area targeted such as Bond, Apalachee Ridge, Providence, Frenchtown, city-wide, county-wide, etc.) that your program will serve. State the number of unduplicated persons (persons served only once within a given fiscal year) that you plan to serve during FY 2014/15. 


2. Clearly, state the overall purpose, goal(s) and objectives of the program.


3. Provide a specific program description of services, products, etc., that will be provided by the Agency using City Grant Funds.	


	
4. Utilizing the form provided on the following page, complete a Program Timeline. Provide a list of major program tasks/activities or products that you plan to accomplish during the fiscal year 2014/15 and the anticipated completion dates. This schedule will be used as a monitoring and planning tool. 

     						
	Agency Name:  

	Program Title:  






	Tasks, Activities or Products 
(Please provide specific information such as the number of clients served; specific program activities, including the frequency of activities, etc.)
	Date of Anticipated Completion
	*Completion Status
(CITY USE ONLY)
	Comments
(CITY USE ONLY)

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	




*Completion Status (City Use Only)
ER = Exceeds Requirements
MR = Meets Requirements
OS = On Schedule
NI = Needs Improvement 
DMR = Did Not Meet Requirements


	ATTACHMENT B:  COLLABORATION PLAN FOR FY 2014/15

Please type your responses on the form provided. When completing this section, please use your 2014/15 CHSP application as a guide.

A. List the Legal Name of the Agency exactly as listed with the Florida Division of Corporations; that is the same as the name used in the first paragraph and on the signature page of this Agreement:  


B. Describe the specific types of collaborative approaches that your agency will use to increase its effectiveness in providing quality services and meeting stated program goals and objectives.  

C. Identify your agency’s collaborative partners, including community-based resources, and explain how you will work together to address the needs of the program’s target population.  

	Local Area Partners
	Description of Collaborative Efforts

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	





ATTACHMENT C: PROGRAM LOGIC MODEL FOR FY 2014/15


A. List the Legal Name of the Agency exactly as listed with the Florida Division of Corporations; that is the same as the name used in the first paragraph and on the signature page of this Agreement:  

B. On the form provided for the Program Logic Model complete the following sections:  

1. List Program Inputs: resources dedicated to or consumed by the program to meet its stated program goals and objectives such as staffing and funding.
2. List Program Activities: what the program does (types of activities) with the inputs to fulfill its mission such as mentoring and counseling.
3. List Program Outputs: the specific number of products or units of services provided by the program such as the number of classes and hours of service delivered.
4. List Program Outcomes: direct benefits for participants during and after involvement in the program such as improvements in reading skills or reduced recidivism rates for youth involved in the juvenile justice system. The program outcome is reported by the total number and percentage of participants achieving the defined outcome (objectives).  Specific numbers and percentages must be included in this section.



































ATTACHMENT C1: PROGRAM OUTCOME MEASUREMENT FRAMEWORK   FY 2014/15

Instructions: Please note that you can use the form included in your 2014/15 CHSP application. Please modify the form as needed.  For example, if the program received less funding than anticipated, you may need to modify this form accordingly.  As you complete this form, please be realistic in what your program can actually accomplish and measure, recognizing that some programs can only impact short-term objectives based on the length and intensity of the particular intervention.  Also, please remove the CHSP heading and ensure that the form is entitled Attachment C1: Program Outcome Measurement Framework.
       

A). List the Legal Name of the Agency exactly as listed with the Florida Division of 
Corporations; that is the same as the name used in the first paragraph and on the 
signature page of this Agreement:  


B). On the form provided for the Outcome Measurement Framework complete the following  sections:  

1) List Program Outcomes: benefits for participants during and after their participation in the program (sequentially, first list short term, intermediate, and then long term outcomes).
2) List Specific Indicators:  positive indicators that demonstrate that the program is benefiting its participants (specify indicators for your program outcomes by identifying the specific, observable accomplishments or changes that will tell you whether each outcome has been achieved).  Ask yourself how can you tell if the outcome has been achieved.  What does the outcome look like when it occurs?  Successful indicators include graduation from high school, reduction in school suspensions.  Indicators must be observable and measurable.
3) State Data Source: type of data source that will be utilized to measure the effectiveness of the program (for example, report cards, testing scores, survey results, discipline records, trained observers, etc.).  As you consider a potential data source, ask yourself if it is reasonable to believe that the data source will provide useful, reliable information related to the specific outcome.
4) Method of Collection: explain what method you will utilize to collect the information, such as how you will obtain the data (including frequency), the type of data collection instruments you will use, and procedures addressing how the instruments will be used.  Areas of consideration include the purchase costs of the assessment instruments, the usefulness of the data to assist program managers in making program improvements, and the credibility of the data collected.  The choice of a data collection method may represent a trade-off between cost, response rate, time required to obtain the data, and other factors.


ATTACHMENT D:  METHOD AND AMOUNT OF COMPENSATION

1.  List the Legal Name of the Agency exactly as listed with the Florida Division of Corporations; that is the same as the name used in the first paragraph and on the signature page of this Agreement:  

2.  Total amount of Change for Change funds awarded:   $____________

3.  Budget for Change for Change Funds.  (Please Note:  This budget should be based on the budget projections provided in the CHSP application or modified as appropriate if the Agency was not allocated the full funding request.  Also, each cost category must be specified - “other” is not allowed as a cost category.)   

	PROGRAM BUDGET COST CATEGORIES
	BUDGET AMOUNT 
	PROVIDE A DETAILED BUDGET NARRATIVE 

	Personnel
	
	

	Professional Fees
	
	

	Printing & Copying
	
	

	Occupancy/Utilities/Phones/Networks
	
	

	Materials/Supplies/Postage
	
	

	Equipment Rental, Maintenance, Purchase
	
	

	Travel/Workshops/Training
	
	

	Business Incorporation Services
	
	

	Direct Client Assistance
	
	

	Bonding/Liability Insurance
	
	

	Collaborative Partnership Activities
	
	

	Capacity Building (i.e., UPHS, INIE)
	
	

	Other/Specify:  
	
	

	TOTAL BUDGET
	
	




4.  Please describe the anticipated schedule for reimbursement based on Agency needs and conditions approved upon by the City and the Agency:  The Agency is requesting quarterly reimbursements upon submission of appropriate fiscal and programmatic documentation. 




	ATTACHMENT D1:  2014/15 VENDOR INFORMATION/W-9 FORMS


Note:  A completed W-9 form must be attached to process this application.
This is not an application to be placed on the City's vendor list to receive solicitations. If you have any questions, please contact Procurement Services at (850) 891-8280.
	Select One:
	[bookmark: Check23]New Vendor |_|
	Change of Information to Existing Vendor |_|

	Legal Name of Company:
	

	Website URL:
	

	Mailing
Address:


	Street 1: 

	
	Street 2:

	
	City:  
	State:  FL
	Zip:  

	Payment Remittance Address: 

	Street 1: 

	
	Street 2:

	
	City:  
	State:  
	Zip:  

	Primary Contact
Person:


	Name:  

	
	Phone Number:  (850) 
	Fax Number:  (850) 

	
	Email Address: 

	Contract Management
Contact:

	Name:   

	
	Phone Number:  (850) 
	Fax Number:  (850) 

	
	Email Address: 

	VENDOR CERTIFICATION:  I certify that the above information is accurate and complete.
Signature ______________________________________	Date_________________
 Complete W-9 Form and submit with application



	FOR CITY OF TALLAHASSEE USE ONLY:

	Date
Recvd:
	Date
Entered:
	Entered
By:
	Vendor ID:

	SELECT ONE:
	Withholding |_|
	Temporary One-Time Only Vendor |_|









[image: SY01265_]	PLEASE INSERT THE AGENCY’S W-9 FORM
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