Attachment 3

Cigarette Restitution Fund (CRF) Program


Cancer Prevention, Education, Screening and Treatment Program (CPEST)
Grant Application Instructions

FY 2016 (July 1, 2015 to June 30, 2016)
_____________ Health Department

I. Progress Report 
Each grantee must submit two progress reports due on the dates listed in the table below. Progress reports are not due with this grant application. Further instructions will be provided regarding their submission.
	FY 2016  Progress Report
	Time Period Covered
	Due Date to 

DHMH-CCPC

	Mid Year 
	July 1, 2015- December 31, 2015
	January 31, 2016

	End of Year
	January 1, 2016– June 30, 2016
	July 31, 2016


Each progress report should be submitted electronically via email and include the following as separate attachments:

1. Progress Report Narrative

2. Performance Measure (PM) Action Plan

3. Program Budget Summary Page (Update the Attachment 6A with current expenditures estimates)

Directions:  Please provide the following information for your FY 2016 grant application:

II.
Community Health Coalition
According to Section 13-1109 of the Cigarette Restitution Fund statute, before applying for the Local Public Health Cancer (CPEST) Grant, the local health officer must establish a community health coalition.   The local health officer may utilize an existing community coalition such as the county’s Local Health Initiative Coalition to ensure that the statute requirements listed below are met.  The local health officer must submit an attestation letter using the format provided in Attachment 4 that is signed and dated confirming that the requirements below have been met. 
Coalition Requirements

1. The membership of the community health coalition/sub-committee reflects the population demographics of the county and includes representatives of community-based groups familiar with the different communities and cultures existing in the county. 

2. The local community health coalition/sub-committee members have worked together to identify all existing publicly funded cancer prevention, education, screening and treatment programs addressing targeted cancers in the county, and have provided an evaluation of their effectiveness.

3. The local community health coalition/ sub-committee members have assisted   

in the development of a comprehensive plan for cancer prevention, education,                screening, and treatment in the county. 
Activities: Please provide responses to the following:
In table 1 below, please list current members of the community health coalition, and include member name, his or her race and ethnicity, their organizational affiliation, and the group(s) the individual represents in the community. (Use format and example shown below.) When the coalition is also used for tobacco programs, or for other, broader community health efforts, please provide the name and information for ONLY those members involved in CPEST program, and indicate the total CPEST membership number.  For Baltimore, Montgomery, and Prince George’s counties, identify the representatives from each major community hospital in your jurisdiction.  

	
	Table 1: Community Health Coalition

	Name of CHC Member
	Race (American Indian or Alaska Native, Asian, Black or African American, Native Hawaiian or other Pacific Islander, White, Refused or Unknown
	Ethnicity

(Hispanic or Latino, Non-Hispanic
	Organizational Affiliation
	Group Represented

	John Doe
	African American
	Non-Hispanic
	Associated Black Charities
	African American

	Maria Wolfe
	American Indian
	Hispanic
	CASA
	Latino Americans

	Jo Lee
	Asian
	Non-Hispanic
	KAGRO
	Asian


III.
Long and Short Term Goals and Action Plan
Long Term Goals: 




By December 31, 2016, reduce overall cancer mortality in Maryland to a rate of no more than 155.1 per 100,000 persons. (Age-adjusted to the 2000 U.S. standard population.)




By December 31, 2016, reduce disparities in overall cancer mortality between blacks and whites to a rate ratio of no more than 1.1. (Age-adjusted to the 2000 U.S. standard population.)
Short Term Goals:  Action Plan

Activities: Please provide responses to the following:
In table 2 below, please “declare” your program’s FY 2016 target cancers for education, screening, diagnostic, treatment, and patient navigation activities and services by checking the appropriate box. “Declaring” a cancer means that the local program selects a targeted cancer  and will screen, diagnose, treat, patient navigate and/or educate about that cancer. At this time, the focus for Patient Navigation Only clients in the CRF CPEST program will be for colorectal cancer.  Programs that use CRF funds to screen for breast and cervical cancer may select breast and/or cervix as targeted cancers for Patient Navigation. 

	
	Table 2: Cancer Activities and Services

	Targeted Cancers
	Education
	Screening
	Diagnostic & Treatment
	Linkage to treatment
	Patient Navigation

	Colon and Rectum
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Breast
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Cervical
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Prostate
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Skin (melanoma)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Oral
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Lung and Bronchus
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	


Performance Measures:  

For each targeted cancer, state your estimated performance measures on the program budget (DHMH Form 4542C for local health departments, DHMH Form 432C for academic centers). Current version of both forms with instructions can be found at http://dhmh.maryland.gov/SitePages/sf_gacct.aspx. Guidance on setting appropriate performance measures are in Section XI. D of the Grant Narrative.
Education/Outreach Goals:
A. Identify and implement plans to educate health care professionals (HCP’s): 

      Activities: Please use provided attachment to provide responses to the following:

1. For colorectal cancer, use Table 3A in Attachment 3A to describe your local program’s planned efforts to train and collaborate with Health Care Professionals, contracted and non-contracted, and their staff in your jurisdiction to recommend and facilitate colon cancer screenings. Complete Attachment 3A. 
2. For all other targeted cancers, use Table 3A in Attachment 3A to describe your local program’s planned efforts to educate Health Care Professionals about your program and professional guidelines for screening, diagnosis and treatment. Complete Attachment 3A. 

Guidance - Table 3A (attached): List your program’s planned Health Care Professional activities for:  1) colorectal cancer and/or 2) other targeted cancer(s). 

· Enter activities as EDB Form 1 activities (i.e  direct contact via brief, group and individual sessions)

· Enter targeted outreach activities as EDB Form 2 activities (i.e. indirect outreach via distribution of articles, flyers or Minimal Elements) for each targeted cancer.  

· Be specific in terms of who (name or job title), what activities will be implemented, where activities are planned, and how they will be implemented.

· The description of activities should be consistent with stated performance measures in your 4542C budget sheet.  

Suggested educational materials include:

· Colorectal Cancer Minimal Elements, Health Officer Memo (HOM) #13-24.

· How to Increase Colorectal Cancer Screening Rates in Practice:  A Primary Care Clinician's Evidence-Based Toolbox and Guide by American Cancer Society.  Web link: http://www.cancer.org/acs/groups/content/documents/document/acspc-024588.pdf 

· Suggestions for Outreaching to Physician’s Offices: Health Care Professionals (HOM #04-21).

· Colorectal Cancer: Provider and Public Slide Sets (HOM #13-20). Use the slides for providers.

· Definitions for Common Conditions Found During a Routine Colonoscopy Procedure (HOM #13-08).  Exclude template letter.  
· Refer to H.O. Memo 15-09 for Patient Navigation education materials/templates for recall clients and health care professionals; e.g. provider and patient memos.

B. Identify and implement plans to educate the general public with information about screening for targeted cancers. 
Activities: Please use provided attachment to provide responses to the following:
1. Use Table 3B in Attachment 3A to describe planned efforts to educate the General Public about screening for each targeted cancer declared. Complete Attachment 3A. 
Guidance - Table 3B (attached): Enter your program’s planned General Public activities for:  1) colorectal cancer and 2) other targeted cancer(s). 

· Enter direct outreach activities as EDB Form 1 activities (i.e  direct contact via brief, group and individual sessions) 

· Enter targeted activities as EDB Form 2 targeted outreach activities (i.e. indirect outreach via distribution of articles, flyers or Minimal Elements) for each targeted cancer.  

· Be specific in terms of who (name or job title), what activities will be implemented, where activities are planned, and how they will be implemented. Avoid generic references in the description.
· The description of activities should be consistent with stated performance measures in your 4542C budget sheet.

Suggested educational materials include:
· March 2014 Colorectal Cancer Awareness Month Information Packet (HOM #14-05)
· Colorectal Cancer Minimal Elements, Health Officer Memo (HOM) #13-24.
· Colorectal Cancer: Provider and Public Slide Sets (HOM #13-20). Use the slides for providers.
· May 2014 Melanoma and Skin Cancer Awareness Month Information Packet (HOM #14-14).
· September 2013 Prostate Cancer Awareness Month Information Packet (HOM #13-29).
· Prostate Cancer Awareness General Education PowerPoint slides (HOM #13-13). 
The focus of cancer prevention messages for general public education should include the following that are excerpts from the General Prevention Guidelines for All Average Risk Adults from the American Cancer Society, the American Heart Association, and the American Diabetes Association (2014).  Web link:    http://www.everydaychoices.org/ 

· Shield yourself from tobacco.

· Fortify your health with a nutritious diet.

· Secure your wellbeing through physical activity 

· Fend off disease by seeing your doctor regularly.
2.  
List the names of outside agencies with whom you currently have executed contracts/grants for education and/or outreach and the amount of funding for each contract/grant.  Please list contract period(s).
3.  List the names of the outside agencies with whom you plan to have contracts/grants for education and/or outreach in FY 2015.
C. Identify and implement plans to educate minorities about screening for targeted cancers. 
Activities: Please provide responses to the following:
1.
Describe planned minority education and recruitment efforts to educate the General Public about screening for targeted cancers. 
· Discuss planned education and outreach activities through one to one contact, brief interaction, and group presentations that engage ethnic and racial minorities.
· Include specific information regarding translation and interpretation services. 
2. 
List the names of outside agencies with whom you currently have or plan to have contracts/grants for minority education and/or outreach in FY 2016.

D. 
Identify and implement plans to educate clients/enrollees about “Quit Line”.

Activities: Please provide responses to the following:
Describe plans that the program will identify and implement to educate clients/enrollees about the Smoking Cessation “Quit Line” and document education in the Client Database Core Demographic Screening Form (page 3 of 3 under “Provided literature/info. to client on dangers of tobacco use…”).  
Cancer Screening Goals:

A. Screening Eligibility Policies and Procedures 
Activities: Please provide responses to the following. Provide policies and procedures for sections A1 and A2 as an attachment.
1.  Provide the program’s policies and procedures regarding how eligibility for      each of the targeted cancers selected above is determined for the  following eligibility criteria below:   
a) Age/Age range: Patients <18 years of age are not eligible for the program.

b) Annual Household Income:  Family as defined by U.S. Internal Revenue Service in HOM #11-33. The maximum income level to be eligible to receive CRFP CPEST funded clinical services, screening, diagnosis and treatment, must not exceed 250% of the federal poverty level.

c) Insurance: Indicate whether your program will accept both uninsured or under insured as applicable. The Electronic Verification System (EVS) will be used to determine Medical Assistance coverage (1) at time of enrollment,(2) prior to the scheduled appointment time, (3) prior to any approved payments, and (4) if greater than 1 month has lapsed since last EVS.
d) Residency status: Indicate if accepting county residents only or if you plan to take other Maryland residents as funds permit.
e) Symptomatic Clients: These clients are defined as anyone with signs or symptoms suggestive of colorectal cancer, with a medical evaluation recommending further testing for CRC based on history, symptoms, physical exams, and results of current or prior CRC testing in accordance with Minimal Clinical Elements. If you enroll individuals symptomatic of colorectal cancer under this grant provide the program’s policies and procedures regarding eligibility when a symptomatic client is under the age of 50. 
f) Clients with Increased Risk Factors: If accepting clients with increased risk factors, ages 18, 19, or 20 years, consult with primary care provider and gastroenterologist regarding timing of initial screening and subsequent screenings in accordance with CRC Minimal Clinical Elements. 
2. If your program enrolls individuals for Patient Navigation Only services under this grant, describe how patient eligibility is determined for Patient Navigation Only clients. Refer to H.O. Memo 15-09. Indicate if the policy and procedure is different from your screening eligibility policy and procedures above.
B. Screening Methods. 


Activities: Please provide responses to the following:
Identify the routine screening method to be used for each targeted cancer. Alternate screening procedures (e.g. virtual colonoscopy, double-contract barium enema, Fecal Occult Blood Test, Sigmoidoscopy) may also be paid for, as requested for the referring physician and approved by the program. 
C. Screening of eligible persons, including minorities, for each targeted cancer being addressed using patient navigators, case managers and medical providers.
Activities: Please provide responses to the following. For sections C1 through C7, provide policies and procedures as an attachment to the grant application as appropriate.
1. List the names of the medical providers with whom you currently have signed contracts/grants to provide screening services under this grant. Also, indicate if you plan to continue or renew the contract/grant for FY16. Include any anticipated new contracts for FY16.
2. Identify the medical case manager for this program.  (This is the clinician who accepts responsibility and liability for medical decisions regarding the care and follow-up of persons screened through your program.)
3. Identify the service coordinator/administrative case manager for this program. (This is the person who consults with the medical case manager to determine the need for case management, and arranges for care and follow–up of the patients in your program.)

4. Attach a copy of the consent/release of information form(s), with the appropriate modifications made, to be signed by the clients in your program for each type of cancer your program targets.  (Refer to HOM #15-07 for most current template provided.) 
5. Describe your program’s clinical process for: 

a) intake and referral of clients for screening 
b) tracking whether patients keep scheduled appointments

c) obtaining screening results  from providers; and, 
d) assuring clients are notified of the results of screening
6. 

If your program enrolls Patient Navigation only clients, describe your processes for:

a) assessment of clients’ barriers to screening

b) addressing client barriers to ensure linkage to screening

c) tracking whether patients keep scheduled appointments

d) obtaining screening results from providers

7. 
Describe the program’s quality assurance activities related to monitoring data entered into the CDB. Include the following information in your description:

a) Staff involved in the quality assurance review of clinical chart data prior to entry into the CDB?
b) Internal process for Quality Assurance and review of completed CDB data entry?
c) Staff responsible for running, maintaining copies and following up on the findings of the Client Database (CDB) Quality Assurance (QA) Reports.  
The CDB QA Reports are required to be run on a routine basis, at least quarterly: on or before September 30, December 31, March 31 and June 30 of each year.  
Diagnosis and Treatment Goals:

Activities: Please provide responses to the following:
A. Complete Attachment 9 regarding the program’s plan to use any portion of this grant award to pay for eligible clients’ treatment services.
B. Diagnosis and Treatment Patient Eligibility 

1. Diagnosis and Treatment eligibility criteria are based on the screening eligibility criteria your program provided in the Cancer Screening Goals section except diagnosis and treatment services require written documentation for age, annual household income, family size, insurance status, and residency in accordance with COMAR 10.14.06.01-07. State what source documents your program accepts for each eligibility criteria.
2. Programs shall develop written financial eligibility criteria for uninsured and underinsured individuals to receive treatment services funded by the CRFP program. Describe the written verification process utilized by your program to evaluate client eligibility for payment of diagnosis and treatment services. 

C. Linking to diagnosis/treatment services: Identify and implement plans to treat or link to diagnosis/treatment each individual screened under this grant that has a positive screening result. 
Activities: Please provide responses to the following. For all responses below (C1 to C5) provide Policies and Procedures as an attachment as applicable.
1. For underinsured and uninsured patients with a positive screening result for targeted or non-targeted cancers, describe how this grant will provide necessary treatment or linkages to treatment.  
· Specify if your program plans to pay for diagnosis and/or treatment services when anal cancer, lymphoma or carcinoids are diagnosed during colorectal cancer screening.
· Specify how your program will address diagnosis and treatment only patients not initially screened in your program.
2. Identify what diagnostic and treatment services will be provided (paid for) under this grant.
3. Describe how this grant will pay for, or link to, necessary care for complications that may occur during screening, diagnosis and/or treatment procedures?  For this grant, complications are considered treatment services, if you are not paying for treatment, provide your plan to address complications that need treatment?  

4. List the names of the medical providers with whom you currently have executed contracts/grants to provide diagnostic and treatment services, the type of service provided by each provider, and the rate (e.g., Medicaid  or HSCRC rate), that will be used to reimburse each provider. Also, indicate if you plan to continue or renew the contract/grant for FY16. Include any anticipated new contracts for FY16.
5. Briefly describe your follow-up and case management procedures to assure that each patient (Screening and Patient Navigation Only) with abnormal screening results get needed diagnostic and treatment services. 

IV.
Health Care Access and Reducing Health Disparities 
Activities: Please provide responses to the following:
A. List activities aimed to improve health care access. Describe how this grant will help increase availability of, and access to, health care services for uninsured individuals and medically underserved populations (i.e., provision of transportation, translation/interpretation services, etc.).  Include information regarding Limited English Proficiency (LEP) processes.
B. List activities aimed to reduce disparities. Describe how this grant will help to eliminate the greater incidence and higher morbidity rates for cancer in minority populations and rural areas. 

V.
Federally Qualified Health Centers (FQHCs) and Other Local Organizations
Activities: Please provide responses to the following:
A.  
Relationships with FQHCs and other local organizations.
1. Describe how consideration was given to include organizations in your grant, including FQHCs that have demonstrated a commitment to providing cancer prevention, education, screening and treatment services to uninsured individuals in the jurisdiction and a proven ability to do so. 
2. Briefly describe how your program interacts with these organizations.

VI.
Major Community Hospitals


Activities: Please provide responses to the following:
For Baltimore County only, describe how the major community hospitals included in the community health coalition will be used to achieve the short and long-term goals of this grant.

VII.
Inventory of Publicly Funded Cancer Programs

Activities: Please provide the information below by completing Attachment 5. 
Provide an updated inventory of publicly funded cancer programs (see Attachment 5 and Instructions).  Include the amount of funding (Federal, State, and/or County) being spent on any of the targeted cancers for FY 2014, the number of persons educated, screened and treated in FY 2014, and an evaluation of each program.  

Additional pages containing evaluation data on any of the programs listed may be attached to the inventory. Please remember to include an evaluation of the program on each inventory page.

VIII.
Base Year Funding Requirement

Activities: Please provide the information below by completing Attachment 4. 
The inventory of publicly funded cancer programs should list the amount of county funds that are being spent on each targeted cancer.  Note: A Cigarette Restitution Fund Program public health grant may not be used to supplant a county’s base year cancer funding amount and existing funds for cancer prevention, education, screening and treatment programs related to the targeted cancers.
· Use Attachment 4 to provide the base year cancer funding expenditures for FY 2000 (the base year) and for FY 2014. List your county appropriation, if any, for FY 2016.

· Provide written assurance that the Cigarette Restitution Fund Program public health grant will not be used to supplant the county’s base year cancer funding amount using the format in the attestation letter referenced in Attachment 4.

IX.
Persons/Organizations Receiving Funding in FY 2014
Activities: Please provide the information below by providing the requested attachment. 
Section 13-1109 (D) (7) of the Cigarette Restitution Fund statute states that the comprehensive plan for cancer prevention, education, screening and treatment shall, “each year after the first year of funding, identify all persons who received money under the local public health cancer grant in the prior year and state the amount of money that was received by each person under the grant.”  In order to comply with this statutory requirement, please provide an itemized report of all FY 2014 expenditures for any individual person (including employees), vendor, or sub vendors.

To assist local health departments that use FMIS, the following three reports will be provided by DHMH.
· Cancer Journal entries associated with FC01N, FC02N, and FC03N, and

· Cancer Expenditures; a listing of all vendors paid through FMIS that are associated with the same projects.

· Annual Fiscal Year Salary Report by Project-identifies employees paid by the same project. 

The journal entry reports will help you identify vendors or employees that need to be included in your report that is not reflected on the expenditure and salary reports.

The Cigarette Restitution Fund Programs Unit of DHMH’s Center for Cancer Prevention and Control (CCPC) has distributed the first two reports. The Salary report is sent to the Local Health Department directly by DHMH Fiscal Services.  
List the name of the person/organization/vendor and the amount of funds received by that entity in FY 2014.  Use the following format to provide your information as “Attachment 10” of your grant application.  

	COUNTY HEALTH DEPARTMENT

	PERSONS AND ORGANIZATIONS THAT RECEIVED FY 2014 

	CIGARETTE RESTITUTION FUND  

	CANCER, PREVENTION, EDUCATION, SCREENING, AND TREATMENT PROGRAM FUNDS

	Salaries Total
	FC01N
	FC02N
	FC03N
	TOTAL

	State/County Employee Names
	$0.00
	$0.00
	$0.00
	$0.00

	State/County Employee Names
	$0.00
	$0.00
	$0.00
	$0.00

	Special Payments Employee Names
	$0.00
	$0.00
	$0.00
	$0.00

	Special Payments Employee Names
	$0.00
	$0.00
	$0.00
	$0.00

	Salaries Total
	$0.00
	$0.00
	$0.00
	$0.00

	Vendors (Who received the check)
	FC01N
	FC02N
	FC03N
	TOTAL

	Employee Names
	$0.00
	$0.00
	$0.00
	$0.00

	Indirect Costs (Health Department) 
	$0.00
	$0.00
	$0.00
	$0.00

	Interpretation/Translation 
	$0.00
	$0.00
	$0.00
	$0.00

	Office/Temporary Staffing
	$0.00
	$0.00
	$0.00
	$0.00

	Office Depot
	$0.00
	$0.00
	$0.00
	$0.00

	Contractors
	$0.00
	$0.00
	$0.00
	$0.00

	Postage (United States Postal Service)
	$0.00
	$0.00
	$0.00
	$0.00

	Printing (i.e. Minute Man)
	$0.00
	$0.00
	$0.00
	$0.00

	Office Supply Company
	$0.00
	$0.00
	$0.00
	$0.00

	Taxi Company
	$0.00
	$0.00
	$0.00
	$0.00

	Vendors Total
	$0.00
	$0.00
	$0.00
	$0.00

	Grand Total
	$0.00
	$0.00
	$0.00
	$0.00


X. 
Subcontractor Requirements for FY 2015 
Activities: Please provide the documentation described in A – F. This information is only needed if it has not already been provided to DHMH-CCPC.

In order to comply with requirement of the Division of Grant and Local Health Accounting, please provide a copy of:

A.  
Executed Purchase of Service/non-fee-for-service agreements and/or grants with sub vendors for FY 2015. (Do not include copies of contracts for clinical services that will be reimbursed on a fee- for-service basis.)

B.  
Line item budgets for each sub vendor and/or grantees for FY 2015 and award numbers 

C.  
Performance measures for each sub vendor agreement and/or grants for FY 2015.
D.  
Documentation of the budget review process for each sub vendor and/or grantees such as notes of meeting with the sub vendor regarding review of budgets, etc. for FY 2015.

E.  
Attestation letter from the Health Officer regarding the Comprehensive Review of Subcontractor Budgets for CRFP CPEST Program.  (Refer to FY2015 Conditions of Award)

F.  
Submit copies of signed contracts with Maryland Health Services Cost Review Commission (MHSCRC) regulated facilities within 30 days of execution of an agreement. (Do not include copies of signed contracts for clinical services that will be reimbursed on a fee-for-service basis other than contracts with the MHSCRC regulated facilities.)
If this information is not available at the time of your grant submission, the “Condition of Awards” states that the information should be provided within 30 days after the execution of each purchase of service agreement.

XI.
Budget for FY 2016, Budget Narrative, and Performance Measures
Activities: Please provide documents described in A – D.
A. Prepare a separate budget for each of the three cost centers utilizing electronic forms DHMH 4542A through K, (February 2014). 
There are three cost centers for this grant:  FC01N (Non-clinical services), FC02N (Clinical services), and FC03N (Administrative costs).  Please note that due to a 2005 legislative requirement, at least 60% of your total award must be budgeted under FC02N and administrative costs may not exceed 7% of your total program budget for FY 2016. Additionally, programs are limited to using no more than 15% of the total FC01N budget for marketing, advertising, and educational supplies (reference Appendix 1).  
B. Prepare a Budget Summary Sheet for all three cost centers combined utilizing form DHMH 4542A, May 1999 in Attachment 6A; see Attachment 6B for instructions. 
C. Provide a Budget Justification Narrative for each cost center as shown in Attachments 7A, 7B, and 7C Budget Justification.  Description of specific job responsibilities should relate to the activities described in the grant narrative, and other duties as assigned and relevant.  Note:  Staff and activities in the grant plan should align with staff and activities listed in the budget narrative.
D. Develop Performance Measures (PMs) and Estimates for the Award Period for DHMH Form pms4542C (for Local Health Departments) or DHMH Form 432C (for Academic Centers). 
1. Select PMs for each “declared” targeted cancer and for each audience for which you are educating as indicated in your Short Term Goals in section III.  Use the Table 6 below to determine which PM’s are required for declared cancers. 
	Table 6: Performance Measures (PM) Required for Declared Cancers

	If you are:

	Screening, Providing Patient Navigation,  and Educating
	Educating without Screening or Providing Patient Navigation

	Clinical PM(s):   Required
	Clinical PM(s):  Not required

	     -Screened using CRF Funding
	Education PMs: 

	     -Patient Navigation Only
	   EDB Form 1 PM Required for General Public

	Education PMs:
	   EDB Form 1 PM Optional for HCPs*

	   EDB Form 1 PM Required for General Public
	   EDB Form 2 PM Required for General Public

	   EDB Form 1 PM Required for HCPs
	   EDB Form 2 PM Optional for HCPs*

	   EDB Form 2 PM Optional for General Public*
	   EDB Form 1 and 2 PM Optional for Trainers/Educators*

	   EDB Form 2 PM Optional for HCPs*
	   

	   EDB Form 1 and 2 PM Optional for 

                      Trainers/Educators*
	   

	*Optional means PM is not always required unless activities are included in grant. .  Note:  If activities are planned and/or appear on-going, PMs are recommended.


2.  Complete PMs in Attachments 8A Clinical Performance Measures and 8B Educational Performance Measures for the PMs that you choose to include.  
3.  Complete DHMH Form pms4542C in the Performance Measures column with the PMs selected.  
4.  Ensure that your PMs are consistent with information in your CPEST budget, Budget Narrative and planned activities in the grant narrative.  For example: 
· Determine whether your PMs are consistent with your Short Term Goals and activities for education and screening by each type of cancer and each type of audience stated in your grant narrative and budget justification. 
· Determine whether your planned activities require funding, and if so, include them in your budget.  If you plan activities that are no-cost to your program, you may include them in your grant narrative and your PMs; however, state in the grant that they will not be part of the budget because they are “no-cost” or in-kind.
5.  Completing the PM column Estimates for the Award Period on form DHMH pms4542C (for Local Health Departments)  
· Clinical Performance Measures:

· Your program is not required to utilize a 3 year average to determine the FY16 Clinical performance measures for Screening and Patient Navigation. CCPC will provide programs data in a separate document summarizing recent clinical performance measures for FY13, FY14, and FY15.  This will be sent separately from grant instructions.
· For Screening and Patient Navigation clinical performance measures, your program is asked to make an appropriate determination of what is achievable.

· Along with the review of data on program outcomes for previous years, review your program’s planned program activities to determine how activities may impact clinical performance measures.
· Education and Outreach Performance Measures: 

· Review CCPC-provided Education and Outreach 3-year average for the most recent completed 3 year PMs and their ranges. This will be sent separately from grant instructions.
· Ranges are formulated ±10% for education PMs.

· There will be fewer years if 3 years of data are not available. 
· Review planned program activities to determine what activities the programs will be undertaking, and whether the program will do more or less this grant year. Consider whether additional outreach activities are needed to reach additional uninsured individuals (screening) or insured individuals (patient navigation).

· Following your review, choose one of the following two options:
a) 
Set your PM Estimate for the Award Period to be within the average/range provided OR  
b) 

State a different PM Estimate for the Award Period AND give the rationale for being outside of the range provided.   Flag the measure/estimate with an asterisk in the Estimate for Award Period and write your rationale directly below your stated PM (see Example in Table 7 below).
	Table 7.  Example of a Screening PM and Estimate For Award Period with documented Rationale for being outside of the 3-year average/range on DHMH pms4542C or DHMH 432C

	Performance Measure
	Estimate For Award Period

	*Number of individuals in the general public educated about Colorectal cancer (Form 1)

*<Rationale for difference from 3-year average/range> 

*Number of individuals educated was increased due to two additional employee and hospital health fairs planned.
	3,000*

	​​​​​​​​​​​​​​​​​​​​​​​​​*Number of individuals targeted/reached for colorectal cancer (Form 2)

*<Rationale for difference from 3-year average/range> 

*Number of individuals targeted/reached was decreased due to budget cut in advertising.
	150,000*


XII.
 Subcontractor Requirements for FY 2016 
Activities: Please provide the documentation described in A – F as it becomes available during FY 2016.

During FY 2016, please provide the following: 
A.  
Executed Purchase of Service/non-fee-for-service agreements and/or grants with sub vendors for FY 2016. 
B.   
Line item budgets for each sub vendor and/or grantees for FY 2015 and award numbers 
C.   
Performance measures for each sub vendor agreements and/or grants with sub vendors for FY 2016.
D.  
Documentation of the budget review process for each sub vendor and/or grantee such as notes of meetings with the sub vendor and/or grantees regarding review of budgets, etc. for FY 2016. 
E.  
Attestation letter from the Health Officer regarding the Comprehensive Review of Subcontractor Budgets for CRFP CPEST Program.  (Refer to FY 2016 Conditions of Award)  If this information is not available at the time of your grant submission, please provide the information within 30 days after the execution of each sub vendor and/or grantee purchase of service agreement.
F.  
Submit copies of signed contracts with Maryland Health Services Cost Review Commission (MHSCRC) regulated facilities within 30 days of execution of an agreement. (Do not include copies of signed contracts for clinical services that will be reimbursed on a fee-for-service basis other than contracts with the MHSCRC regulated facilities.)
XIII. Data Base and Utilization of Screening Forms 

Activities: Please provide responses to the following:
Check as appropriate:
 FORMCHECKBOX 
 Your program uses the Client Data Base (CDB) for data entry.   

 FORMCHECKBOX 
 Your program uses the CaST System for breast and cervical cancer data entry.       
                    

The CDB and CaST Forms should NOT be modified unless prior approval is granted by CCPC.

If your program utilizes the CDB or CaST for data entry, please check only one box for each category. (Provide a copy of the document when requested.)

Core
 FORMCHECKBOX 

Yes, our program utilizes the CDB form(s) Core Demographic Screening Form when collecting data from the clients as provided in: HOM #15-10 dated April 20, 2015, DHMH 4625 Rev 04/20/15, pages 1-3.
 FORMCHECKBOX 

No, our program has modified the above CDB form(s). (Please provide copy.)

 FORMCHECKBOX 

No paper forms are used. The program staff does direct data entry.
Colorectal
 FORMCHECKBOX 

Yes; our program utilizes the CDB form(s):

-Colorectal Cancer (CRC) Screening Form per HOM # 05-10 dated 
April 20, 2015 DHMH 4625 Rev 04/20/15, pages 1-4; 
-CRC Post Screening Form per HOM #05-10 dated April 20, 2015, DHMH 4628 Rev 04/20/15, pages 1-2
 FORMCHECKBOX 

No, our program has modified the above CDB form(s). (Please provide copy)
 FORMCHECKBOX 

No paper forms are used. The program staff does direct data entry.
Other Targeted Cancers (Prostate, Oral, Skin)
 FORMCHECKBOX 

Yes; our program utilizes the CDB screening form(s) for the Targeted Cancers--Prostate, Oral, and Skin Cancer, per HOM #08-31 dated August 26, 2008:

-Prostate Cancer Screening Form, DHMH 4630 Rev 07/17/2008, pages 1-3
-Oral Cancer Screening Form, DHMH 4632 Rev 07/17/2008, pages 1-3
-Skin Cancer Screening Form, DHMH 4634 Rev 07/17/2008, pages 1-3
 FORMCHECKBOX 

No; our program has modified CDB screening form(s) provided in HO memo #08-31 for the Targeted Cancers--Prostate, Oral and Skin Cancer. (Please provide copy)
 FORMCHECKBOX 

No paper forms are used. The program staff does direct data entry.
Breast and Cervical

 FORMCHECKBOX 

Yes; our program utilizes the forms provided by the BCCP Program.

 FORMCHECKBOX 

No; our program has modified forms provided by the BCCP Program.  (Please provide copy)
XIV.    Confirm that the Cigarette Restitution Fund Program is credited as the source of funding for all education, outreach and advertising materials.

 FORMCHECKBOX 
 Yes, our program utilizes the following notice to credit the Maryland CRFP program as a source of funding for education, outreach and advertising materials. “The Program is funded by the Maryland Cigarette Restitution Fund Program.”

  FORMCHECKBOX 
 Yes, our program uses an alternate statement to credit the CRFP as a source of funding as follows: _________________________________________________
      _________________________________________________
XIV. Budget Modification
The “Local Health Department Funding System Manual” and included electronic forms are to be used when submitting a budget modification. All budget modifications are due to the CCPC CRF office no later than March 15, 2016. Include the updates to the following documents with your Budget Modification Submission:
· Attachment 6A Budget Summary Page
· Program Budget Sheets 4542A-H

· Applicable Budget Justification Narratives for FC01N, FC02N, and FC03N.

The local health department must submit a budget modification when a controlled line item in a previously approved budget is exceeded by greater than10% or $5,000.  Controlled line items for funds received from the CRFP are:  

1)  the total of salaries, consultants, special payments payroll and fringe costs,

2)  equipment,

3)  purchase of service, 

4)  renovation,

5)  construction,

6)  real property purchase and 

7)  third party income, including fee collections.

Non-budgeted line items require budget modification at $5,000 or greater.  

Also, a budget modification is required if a condition occurs which has been specified by the program administration in the funding agreement mandating the submission of a budget modification.

XV.    Liquidation of FY 2015 Encumbered/Accrued Funds
Activities: Please provide responses to the following:
                  Check the appropriate response: 

	 FORMCHECKBOX 

	Yes, our program has or anticipates unliquidated encumbered and/or accrued FY15 program funds in the amount of $________________.

  

	 FORMCHECKBOX 

	No, our program does not anticipate any encumbered and/or accrued FY 15 program funds. 



By the end of FY 2015, any unliquidated FY 2014 encumbered/accrued program funds must be returned to DHMH. Review the program’s Conditions of Award for further information.
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