Organization Information:
	     
	
	     

	Organization Name
	
	Tax ID

	[bookmark: Text1]     
	
	                                  Yes    No

	Executive Director/Principal
	
	[bookmark: Check1][bookmark: Check2]Minority Organization  |_|    |_|

	     
	
	Yes    No 

	Address 1
	
	Women Owned	|_|     |_|

	     
	
	     

	Address 2
	
	
	Corporate Status

	     
	
	     
	
	     

	City
	
	State
	
	Zip Code

	     
	
	     
	
	     

	Telephone Number
	
	Facsimile Number
	
	Website Address




Program Contacts:

	     
	
	     
	
	     
	
	     

	Name
	Title
	Telephone
	E-Mail

	     
	
	     
	
	     
	
	     

	Name
	Title
	Telephone
	E-Mail

	     
	
	     
	
	     
	
	     

	Name
	Title
	Telephone
	E-Mail

	     
	
	     
	
	     
	
	     

	Name
	Title
	Telephone
	E-Mail



Financial Contacts:

	     
	
	     
	
	     
	
	     

	Name
	Title
	Telephone
	E-Mail

	     
	
	     
	
	     
	
	     

	Name
	Title
	Telephone
	E-Mail

	     
	
	     
	
	     
	
	     

	Name
	Title
	Telephone
	E-Mail

	     
	
	     
	
	     
	
	     

	Name
	Title
	Telephone
	E-Mail



Service Category: 

	



Service Area(s):

	[bookmark: Check3]|_|Livingston County
	
	[bookmark: Check4]|_|Macomb County
	
	[bookmark: Check7]|_|Monroe County

	
	
	
	
	

	[bookmark: Check5]|_|Oakland County
	
	[bookmark: Check6]|_|Washtenaw County
	
	[bookmark: Check8]|_|St. Clair County







NARRATIVE
Organization History and Experience: Briefly describe organization’s history, experience, and qualifications for providing the proposed service. If applicant is a previous AAA 1-B contractor, describe organization's experience with serving older adults and/or caregivers, in meeting service levels; with serving minority, low income and/or Hispanic populations and reaching targeting and programmatic outcomes.



























Program Description: Briefly describe the proposed program. Identify how the program will uniquely benefit older adults and/or caregiver in the communities to be served; and how the program will address the particular needs within the communities to be served. Please be specific about how the proposed program will add value for the various stakeholders served by the aging network, including older adults, caregivers, and tax payers. Describe how you plan to serve the underserved/priority group that has been identified on the Targeting Plan(s). You may also consider serving one or more of the following groups: individuals with limited English proficiency; Hispanic populations; or Lesbian, Gay, Bi-Sexual, Transgender or Queer (LGBTQ) older adults.    
Program Need: Describe how your program meets a specific need in your service area and why your agency is the most qualified to provide the service.PROGRAM DESCRIPTION:








PROGRAM NEED:




















































Program Implementation: Describe the person centered procedures for the process of program implementation including referral activities, participant intake, and service delivery. See service standards for specific requirements.











































































Quality Assurance: Describe the procedures and criteria for measuring service quality and participant and/or caregiver satisfaction. Include the method of measurement, the specific measures, and a description of how the information will be used to improve and/or enhance service delivery and/or expand programming.  Attach a sample of the quality assurance instruments and/or recent outcome reports.
.



























Staffing: Describe the program supervision, staffing, credentials, roles, number of staff, number of FTE's, ratio of full-to-part-time staff; and where appropriate; include staff-to-participant ratio. Include information about if and how volunteers will be used to enhance and or expand the service. Attach organizational chart.  













































































FINANCIAL MANAGEMENT

Indicate the accounting system used by applicant organization:
	[bookmark: Check9]|_| Accrual

	[bookmark: Check10]|_| Modified Accrual

	[bookmark: Check11]|_| Cash



	[bookmark: Text5]     


Accounting Software:

Describe the person(s)/position(s) responsible for accounting/financial functions:
	     



Describe the applicant’s internal control policies.  Note that awardees will be required to produce written internal control policies.
	     



Describe the proposed procedure for assuring accuracy of unit reporting.
	     



Describe the policies/procedures for requesting donations/cost share.
	[bookmark: Text220]     



Describe the policies for equipment purchases and disposal.
	     



Area Agency on Aging 1-B
Request for Proposals for FY 2020 – 2022 – Community Liaison
Application for OAA Title III/State Funds and Application Checklist



Complete this checklist of Required Application Materials to verify all items are being submitted. 
Sign and date the form and include as the first page of your application.
I. Application
|_| 	Organization Information (Organization Name, Address, Program Contacts, etc.)

[bookmark: _GoBack]|_|	Narrative
|_|  Organization History and Experience
|_|  Program Description and Need
|_|  Program Implementation
|_|  Quality Assurance (include a sample tool or recent outcomes report)
|_|  Staffing and Organizational Chart

|_|  Financial Management

|_|  One-Year Targeting Plan(s)

II. Budget Documents
|_|  Social Services Budget Summary

|_|  Local Match Letter (Original)

|_|	Audited Financial Statement (If Applicable)

III. |_|  Letters of Support (Minimum of 2 Required)

IV. |_|	Articles of Incorporation

V. |_|  Subcontracting Request for Approval Form (If Applicable)

VI. |_|  Request of Waiver of Service Provision Standard Form (If Applicable)

Applicants Signature & Title:	

Date: 

