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NORTH CENTRAL AREA AGENCY ON AGING, INC. (NCAAA) 

SFY 2027 APPLICATION FOR ALZHEIMER’S AIDE PROJECT 

A. IDENTIFYING INFORMATION

1. Name of Sponsoring Agency:_______________________________________________

Address:  _______________________________________________________________

Contact Person: ______________________ Email: _____________________________

Telephone:__________________________ Fax:_______________________________

2. Name and Address of Adult Day Care Center (ADC):

_______________________________________________________________________

_______________________________________________________________________

Contact Person: ______________________ Email: _____________________________

Telephone:__________________________ Fax:_______________________________

3. Center Type:

Medical Model ______ Social Model ______ 

Private non-profit_____ Municipal_____ Proprietary_____ 

4. Center Structure & Affiliations:

a. Affiliated with a nursing home/skilled nursing facility:
____ No ____ Yes (Specify SNF: _________________________________) 

b. Affiliated with a hospital:
____ No ____ Yes (Specify Hospital: ______________________________) 

c. Collocated with elderly services: ____ No ____ Yes

d. Freestanding: ____ No ____ Yes 

5. Are local zoning, licensing (e.g. kitchen services etc.), fire, and safety requirements being
met by the ADC?  Yes_____ No_____
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6. Is the facility handicapped accessible? Yes_____ No_____

7. How many days per week does the center operate? _________

8. What are the hours the ADC is open to clients?  _________________________________

9. How many clients can the ADC accommodate daily*?

Total number of clients_____ Number of Alzheimer clients_____ 

------------------------------------------------------------------------------------------------------------ 
* It is understood these figures are difficult to estimate.
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B. PROGRAM OPERATIONS

1. How many unduplicated clients do you serve per week? ______

2. What is the ratio of ADC clients to client care staff (exclusive of volunteers but including
Title V positions) on duty on premises at all times** of ADC operation? (Include
Alzheimer Aide in the ratio).

Client to Staff Ratio:  ________ Clients per ________ Client Care Staff

3. Is there a nurse on duty at all times? ______ On call? ______
RN? ______  LPN? ______  If necessary, provide an explanation below. 

__________________________________________________________________ 

Does the nurse supervise the aide funded under this grant? 
Yes______ No______ If not, who supervises?  (Title) 

________________________________________________ 
Credentials: ______________________________________ 

4. Is there a social worker on duty at the center at all times? ______
a. On call? ______ If not, explain hours:  _______________________ 

5. Are there written Policies and Procedures, including admission and discharge, related to
client care?   Yes____ No____

6. The funding legislation requires a physician’s diagnosis for client served under this grant.
a. The staff member responsible for obtaining and filing the physicians’ letter is:

(Title) __________________________________________

b. Letters are on file for all current clients served under this grant:
Yes_____ No_____

7. What arrangements have been made for distributing and storing participant’s medication?

8. List the amount and carrier of the ADC liability insurance
Amount: ____________________

Name of Carrier: ________________________________________________

------------------------------------------------------------------------------------------------------------ 
** This refers to all hours of operation. Do not use peak hours. 
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C. SERVICE PROFILE

1. Please describe the specific support services for family and/or other caregivers through
your program.  Indicate the frequency of support group meetings and the average
attendance during the past year.

2. Directions for Completing the Service Profile Chart (page 4):

Complete the Service Profile Chart, indicating the availability of services by doing the
following:

 Column I - Frequency:  For each service offered by the Center, indicate how often the service
is provided by placing a check mark under the appropriate category, i.e., daily, bi-weekly,
weekly, monthly, etc.

 Column II - by placing a check mark under the appropriate category (“Yes” or “No”),
indicate if the Center offers each service at an additional charge.

 Use an asterisk to indicate which of the services listed on the next page are provided by the
aide funded under this grant, and be sure to asterisk the service even if the aide helps another
staff member provide the service.



SFY 2027 State Alzheimer’s Aide Application Page 5 

C. SERVICE PROFILE CHART

INSTRUCTIONS: Check block as appropriate to indicate availability of service and place asterisk next to services provided by 
aide.  (See Directions on preceding page for details). 

SERVICE I. FREQUENCY II. SERVICE PROVIDED
AT ADDITIONAL

CHARGE 
Daily Bi-weekly Monthly Other Not Provided Yes No 

Counseling:  Individual 
Counseling:  Group 
Care Planning 
Progress Notes 
Services Referral 
Meals 
Special Diets 
Dietary Counseling 
Personal Hygiene 
ADL Assistance (walking, eating, toileting, 
grooming) 
Mental Health Assistance (milieu therapy, 
reality orientation, etc.) 
Therapeutic Recreation (physical activities, 
discussion groups, arts and hobbies, etc.) 
Therapeutic Recreation (intellectual 
activities) 
Outings 
Sedentary Activities 
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C. SERVICE PROFILE CHART (Continued)

INSTRUCTIONS: Check block as appropriate to indicate availability of service and place asterisk next to services provided by 
aide.  (See directions on Page 3 for details). 

SERVICE I. FREQUENCY II. SERVICE PROVIDED
AT ADDITIONAL

CHARGE 
Daily Bi-weekly Monthly Other Not Provided Yes No 

Personal Health / Hygiene Instruction 
Physical Assessment 
Physical Reassessment 
Health Status Monitoring 
Bath Service 
Nursing Care 
Transportation 
Physical Rehabilitation 
Support Group 
Counseling for Supporters 
Training for Supporters 
Other  (List) 
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D. SERVICE DATA

1. Our Adult Day Care Center was open ________ days this year from 2/01/2025 to 
1/31/2026.

2. Day Care Clients WITH Alzheimer’s Disease 
Current Year Projected Year 

02/01/25 – 01/31/26 07/01/26– 06/30/27 

a. Total number unduplicated*
Alzheimer Clients served. _______________ ______________ 

b. Total number of days of
service provided (sum of all
days of service provided to
Alzheimer clients at the
center).

_______________ ______________ 

c. Average Daily Attendance for
Alzheimer clients [Line 2.b
divided by number of days
center was open (Line 1
above).]

_______________ ______________ 

d. Average number of persons
who work with Alzheimer
clients daily.**

_______________ ______________ 

3. Day Care Clients WITHOUT Alzheimer’s Disease
Current Year Projected Year 

02/01/25 – 01/31/26 07/01/26– 06/30/27 

a. Total number of
unduplicated clients without
Alzheimer’s Disease

_______________ ______________ 

----------------------------------------------------------------------------------------------------------                   
* Refers to all Alzheimer-type clients who receive services under this grant.  Do not
count a client more than once no matter how many times the client has been served.

** Include regular volunteers, but not office workers, cooks, etc. 
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3. Day Care Clients WITHOUT Alzheimer’s Disease (continued)
Current Year Projected Year 

02/01/25 – 01/31/26 07/01/26 – 06/30/27 
b. Total number of days of

service actually provided to
clients without Alzheimer’s
Disease. _______________ _______________ 

c. Average Daily Attendance
[Line 3.b divided by
number of days the center
was open (Line 1]. _______________ _______________ 

d. Average number of persons
present daily who work
with clients. (Include
regular volunteers, but not
office workers, cooks, etc.) _______________ _______________ 

E. FOR CURRENT GRANTEES ONLY

1. What is the cost per service unit?  _________________________
Divide the total actual amount of State Alzheimer funding received from 07/01/24 
to 06/30/25 by the total number of service days provided to Alzheimer clients for 
02/01/25 to 01/31/26. 
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F. BUDGET FOR CURRENT FISCAL YEAR

Agency Budget for FY________ which starts from _____________ to ____________. 
1. a. Income 

Grants Cash In - Kind Total 
OAA Title IIIB  (Grants) 
OAA Title IIIC  (Meals) 
OAA Title V 
USDA Commodities 
Specify Other Grants 
  (e.g. town(s), foundations, etc.) 

Total 

b. Revenues 
Client Fees 
Per Diems 
    CCCI 
Other (specify)  

Total 

c. Provider Agency Resources 
Total 

2. Expenses Cash In - Kind Total 
Salaries 
Fringe Benefits 
Non-personnel Services 
        Rent 
        Utilities 
        Operating Expense (supplies, 
             postage, printing, telephone) 
Transportation 
Congregate Meals 
Food 
Professional Services (Legal,  
       Accounting, Auditing) 
Insurance 
Equipment 
Other  - Explain 

Total 
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3. Personnel/ Budget Explanation

* (Please note current staff assigned to Alzheimer’s clients.)

* Position FTE Cost (Salary & Fringe Benefits) 

Director ______ _____________________________ 

Secretary ______ _____________________________ 

Program Coordinator ______ _____________________________ 

Registered Nurse ______ _____________________________ 

L. P. N.   ______ _____________________________ 

Health Aide ______ _____________________________ 

Social Worker  ______ _____________________________ 

Therapist ______ _____________________________ 

Program Aide  ______ _____________________________ 

Volunteers  ______ _____________________________ 

Drivers ______ _____________________________ 

Cook  ______ _____________________________ 

Custodial/ Housekeeping ______ _____________________________ 

Other (Specify: __________) ______ _____________________________ 

4. Does the center have an annual audit done which covers all revenues and
expenses and identifies this funding separately? _____________

CPA Firm _______________________________________

Other (Specify) ___________________________________
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5. Aide Salary Explanation

a. Number of Aides Requested? ___________
Is this request for a new position or continued funding for current aide(s)? 
________________________ 

Aide 1 Aide 2 

Salary $____________ Per____ $____________ Per____ 

Hrs./Wk. Employed   ____________   ____________ 

Total Salary $____________ $____________ 

Fringe Benefits $____________ $____________ 

Total Request $____________ $____________ 

b. Is the proposed salary equal to the rate of current aide positions? _______
If not, explain.
___________________________________________________________

___________________________________________________________

___________________________________________________________

c. Is the salary of the proposed position specified under a binding personnel
agreement?  Yes______ No_______
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G. SUPPLEMENTAL INFORMATION

Complete this page if your Agency is a new applicant or if you have previously
answered one of these questions and a change has occurred since that time.  If you
are answering the question because of a change, indicate the date when the
question was previously answered.

1. Attach resume of current director and other professional staff.

2. Add (or attach) a job description for the Aide position.

3. Type/ Training Offered Alz. Aide Title/ Qualifications of Trainer

Initial Training______________ _________________________
(# of hours)  _________________________

On the Job__________________ _________________________ 
(how often) _________________________ 

In Service___________________ _________________________ 
(how often) _________________________ 

Other_______________________ _________________________ 
(type & frequency)  _________________________ 

Other_______________________ _________________________ 
(type & frequency)  _________________________ 

Other_______________________ _________________________ 
(type & frequency)  _________________________ 

4. Indicate procedures for client intake and eligibility determination.
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5. Describe the Agency’s capacity and experience to serve Alzheimer’s clients and
include information on the Center’s strengths in serving this population.
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SFY 2027 STATE ALZHEIMER’S AIDE PROJECT 

AGREEMENT 

1. Services to be Provided
The Adult Day Care Center agrees to provide adult day care services to participants 
with Alzheimer’s disease (AD) and/or related dementias.  Services will be 
provided in accordance with the terms specified in the 2026 - 2027 program 
application.

2. Record Keeping Requirements
A. The Adult Day Care Center will maintain records for each participant under 

this program which are sufficient to establish that each participant is medically 
documented with Alzheimer’s disease or a related dementia.  The records 
should include a daily attendance log that documents the service(s) delivered 
to AD participants.  Records should also include the participants’ plan of care 
and progress notes.

B. The center will maintain fiscal records showing the amounts expended for the 
Alzheimer’s Aide grant.  These records will be kept in a manner which follows 
accepted accounting practices and will enable NCAAA to verify the amounts 
spent and that the funds were expended only on grant activities.

C. Funded Adult Day Centers must be serving individuals with a diagnosis of 
Alzheimer’s and related dementias, as defined by the National Institute on 
Aging as irreversible and deteriorating dementias that may include but are not 
limited to : Frontotemporal disorders, Lewy Body Dementia, Vascular 
Dementia/Vascular Cognitive Impairment, or Mixed Dementias.   Participants 
must have had a comprehensive medical evaluation that has ruled out unrelated 
conditions such as depression, TBI, alcoholism, and drug interactions.  Clients 
will be expected to have a physician with whom the center can work and who 
will certify by letter that he or she has done an appropriate medical work up 
and that the patient's diagnosis is an irreversible and deteriorating dementia as 
listed above. Documentation to that effect should be on file at the funded adult 
day center.

3. Reporting Requirements
A. The center will submit a final year-end service report listing the number of 

service days provided to AD participants and the number of unduplicated AD 
participants served (total/age 60+).  The center will also submit monitoring 
and/or statistical reports (as requested by NCAAA).

B. The center will submit a quarterly financial report of funds expended for 
salaries and fringe benefits under this grant. 
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C. Final financial and service program reports must be submitted within fifteen
(15) days after termination of the grant.

4. Terms of Payment
NCAAA will make quarterly reimbursements upon acceptance of fiscal reports
submitted by the Adult Day Care Center.  NCAAA reserves the right to withhold
grantee payments if acceptable progress reports, expenditure reports, etc. are not
received on a timely basis.

5. Compliance with State and Federal Laws, Conditions and Assurances
A. The Adult Day Care Center agrees to comply with any and all State and

Federal Equal Opportunity Employment and Non-Discrimination regulations.

B. The Adult Day Care Center agrees that funded centers will be required to
comply with all applicable federal and state laws regarding confidentiality,
including the requirements of the Health Insurance Portability and
Accountability Act of 1996 (“HIPAA”) and the associated regulations, 45
C.F.R. parts 160-164, as may be amended (the “Privacy Rule”) and 45 C.F.R.
Section 142.308(a)(2), as may be finalized and amended (the “Chain of Trust”
requirement).

C. The Adult Day Care Center agrees to abide by all here within specified
requirements and attached Conditions and Assurances.

__________________________________________________ 
Grantee Agency 

__________________________________________________ 
Name and Title of Authorized Person (Typed) 

__________________________________________________ __________________ 
Authorized Signature   Date  


	1 Name of Sponsoring Agency: 
	Address: 
	Contact Person: 
	Email: 
	Telephone: 
	Fax: 
	2 Name and Address of Adult Day Care Center ADC 1: 
	2 Name and Address of Adult Day Care Center ADC 2: 
	Contact Person_2: 
	Email_2: 
	Telephone_2: 
	Fax_2: 
	Medical Model: 
	Social Model: 
	Private nonprofit: 
	Municipal: 
	Proprietary: 
	Affiliated with a nursing homeskilled nursing facility: 
	No: 
	Yes Specify SNF: 
	b Affiliated with a hospital: 
	No_2: 
	Yes Specify Hospital: 
	Collocated with elderly services: 
	No_3: 
	d Freestanding: 
	No_4: 
	met by the ADC  Yes: 
	No_5: 
	6 Is the facility handicapped accessible Yes: 
	No_6: 
	7 How many days per week does the center operate: 
	8 What are the hours the ADC is open to clients: 
	Total number of clients: 
	Number of Alzheimer clients: 
	1 How many unduplicated clients do you serve per week: 
	Client to Staff Ratio: 
	Clients per: 
	3 Is there a nurse on duty at all times: 
	On call: 
	RN: 
	LPN: 
	If necessary provide an explanation below: 
	Yes: 
	No_7: 
	If not who supervises  Title: 
	Credentials: 
	4 Is there a social worker on duty at the center at all times: 
	On call_2: 
	If not explain hours: 
	client care  Yes: 
	No_8: 
	Title: 
	Yes_2: 
	No_9: 
	Amount: 
	Name of Carrier: 
	DailyCounseling  Individual: 
	BiweeklyCounseling  Individual: 
	MonthlyCounseling  Individual: 
	OtherCounseling  Individual: 
	Not ProvidedCounseling  Individual: 
	YesCounseling  Individual: 
	NoCounseling  Individual: 
	DailyCounseling  Group: 
	BiweeklyCounseling  Group: 
	MonthlyCounseling  Group: 
	OtherCounseling  Group: 
	Not ProvidedCounseling  Group: 
	YesCounseling  Group: 
	NoCounseling  Group: 
	DailyCare Planning: 
	BiweeklyCare Planning: 
	MonthlyCare Planning: 
	OtherCare Planning: 
	Not ProvidedCare Planning: 
	YesCare Planning: 
	NoCare Planning: 
	DailyProgress Notes: 
	BiweeklyProgress Notes: 
	MonthlyProgress Notes: 
	OtherProgress Notes: 
	Not ProvidedProgress Notes: 
	YesProgress Notes: 
	NoProgress Notes: 
	DailyServices Referral: 
	BiweeklyServices Referral: 
	MonthlyServices Referral: 
	OtherServices Referral: 
	Not ProvidedServices Referral: 
	YesServices Referral: 
	NoServices Referral: 
	DailyMeals: 
	BiweeklyMeals: 
	MonthlyMeals: 
	OtherMeals: 
	Not ProvidedMeals: 
	YesMeals: 
	NoMeals: 
	DailySpecial Diets: 
	BiweeklySpecial Diets: 
	MonthlySpecial Diets: 
	OtherSpecial Diets: 
	Not ProvidedSpecial Diets: 
	YesSpecial Diets: 
	NoSpecial Diets: 
	DailyDietary Counseling: 
	BiweeklyDietary Counseling: 
	MonthlyDietary Counseling: 
	OtherDietary Counseling: 
	Not ProvidedDietary Counseling: 
	YesDietary Counseling: 
	NoDietary Counseling: 
	DailyPersonal Hygiene: 
	BiweeklyPersonal Hygiene: 
	MonthlyPersonal Hygiene: 
	OtherPersonal Hygiene: 
	Not ProvidedPersonal Hygiene: 
	YesPersonal Hygiene: 
	NoPersonal Hygiene: 
	DailyADL Assistance walking eating toileting grooming: 
	BiweeklyADL Assistance walking eating toileting grooming: 
	MonthlyADL Assistance walking eating toileting grooming: 
	OtherADL Assistance walking eating toileting grooming: 
	Not ProvidedADL Assistance walking eating toileting grooming: 
	YesADL Assistance walking eating toileting grooming: 
	NoADL Assistance walking eating toileting grooming: 
	DailyMental Health Assistance milieu therapy reality orientation etc: 
	BiweeklyMental Health Assistance milieu therapy reality orientation etc: 
	MonthlyMental Health Assistance milieu therapy reality orientation etc: 
	OtherMental Health Assistance milieu therapy reality orientation etc: 
	Not ProvidedMental Health Assistance milieu therapy reality orientation etc: 
	YesMental Health Assistance milieu therapy reality orientation etc: 
	NoMental Health Assistance milieu therapy reality orientation etc: 
	DailyTherapeutic Recreation physical activities discussion groups arts and hobbies etc: 
	BiweeklyTherapeutic Recreation physical activities discussion groups arts and hobbies etc: 
	MonthlyTherapeutic Recreation physical activities discussion groups arts and hobbies etc: 
	OtherTherapeutic Recreation physical activities discussion groups arts and hobbies etc: 
	Not ProvidedTherapeutic Recreation physical activities discussion groups arts and hobbies etc: 
	YesTherapeutic Recreation physical activities discussion groups arts and hobbies etc: 
	NoTherapeutic Recreation physical activities discussion groups arts and hobbies etc: 
	DailyTherapeutic Recreation intellectual activities: 
	BiweeklyTherapeutic Recreation intellectual activities: 
	MonthlyTherapeutic Recreation intellectual activities: 
	OtherTherapeutic Recreation intellectual activities: 
	Not ProvidedTherapeutic Recreation intellectual activities: 
	YesTherapeutic Recreation intellectual activities: 
	NoTherapeutic Recreation intellectual activities: 
	DailyOutings: 
	BiweeklyOutings: 
	MonthlyOutings: 
	OtherOutings: 
	Not ProvidedOutings: 
	YesOutings: 
	NoOutings: 
	DailySedentary Activities: 
	BiweeklySedentary Activities: 
	MonthlySedentary Activities: 
	OtherSedentary Activities: 
	Not ProvidedSedentary Activities: 
	YesSedentary Activities: 
	NoSedentary Activities: 
	DailyPersonal Health  Hygiene Instruction: 
	BiweeklyPersonal Health  Hygiene Instruction: 
	MonthlyPersonal Health  Hygiene Instruction: 
	OtherPersonal Health  Hygiene Instruction: 
	Not ProvidedPersonal Health  Hygiene Instruction: 
	YesPersonal Health  Hygiene Instruction: 
	NoPersonal Health  Hygiene Instruction: 
	DailyPhysical Assessment: 
	BiweeklyPhysical Assessment: 
	MonthlyPhysical Assessment: 
	OtherPhysical Assessment: 
	Not ProvidedPhysical Assessment: 
	YesPhysical Assessment: 
	NoPhysical Assessment: 
	DailyPhysical Reassessment: 
	BiweeklyPhysical Reassessment: 
	MonthlyPhysical Reassessment: 
	OtherPhysical Reassessment: 
	Not ProvidedPhysical Reassessment: 
	YesPhysical Reassessment: 
	NoPhysical Reassessment: 
	DailyHealth Status Monitoring: 
	BiweeklyHealth Status Monitoring: 
	MonthlyHealth Status Monitoring: 
	OtherHealth Status Monitoring: 
	Not ProvidedHealth Status Monitoring: 
	YesHealth Status Monitoring: 
	NoHealth Status Monitoring: 
	DailyBath Service: 
	BiweeklyBath Service: 
	MonthlyBath Service: 
	OtherBath Service: 
	Not ProvidedBath Service: 
	YesBath Service: 
	NoBath Service: 
	DailyNursing Care: 
	BiweeklyNursing Care: 
	MonthlyNursing Care: 
	OtherNursing Care: 
	Not ProvidedNursing Care: 
	YesNursing Care: 
	NoNursing Care: 
	DailyTransportation: 
	BiweeklyTransportation: 
	MonthlyTransportation: 
	OtherTransportation: 
	Not ProvidedTransportation: 
	YesTransportation: 
	NoTransportation: 
	DailyPhysical Rehabilitation: 
	BiweeklyPhysical Rehabilitation: 
	MonthlyPhysical Rehabilitation: 
	OtherPhysical Rehabilitation: 
	Not ProvidedPhysical Rehabilitation: 
	YesPhysical Rehabilitation: 
	NoPhysical Rehabilitation: 
	DailySupport Group: 
	BiweeklySupport Group: 
	MonthlySupport Group: 
	OtherSupport Group: 
	Not ProvidedSupport Group: 
	YesSupport Group: 
	NoSupport Group: 
	DailyCounseling for Supporters: 
	BiweeklyCounseling for Supporters: 
	MonthlyCounseling for Supporters: 
	OtherCounseling for Supporters: 
	Not ProvidedCounseling for Supporters: 
	YesCounseling for Supporters: 
	NoCounseling for Supporters: 
	DailyTraining for Supporters: 
	BiweeklyTraining for Supporters: 
	MonthlyTraining for Supporters: 
	OtherTraining for Supporters: 
	Not ProvidedTraining for Supporters: 
	YesTraining for Supporters: 
	NoTraining for Supporters: 
	DailyOther  List: 
	BiweeklyOther  List: 
	MonthlyOther  List: 
	OtherOther  List: 
	Not ProvidedOther  List: 
	YesOther  List: 
	NoOther  List: 
	Other  ListRow1: 
	DailyRow13: 
	BiweeklyRow13: 
	MonthlyRow13: 
	OtherRow13: 
	Not ProvidedRow13: 
	YesRow13: 
	NoRow13: 
	Other  ListRow2: 
	DailyRow14: 
	BiweeklyRow14: 
	MonthlyRow14: 
	OtherRow14: 
	Not ProvidedRow14: 
	YesRow14: 
	NoRow14: 
	Other  ListRow3: 
	DailyRow15: 
	BiweeklyRow15: 
	MonthlyRow15: 
	OtherRow15: 
	Not ProvidedRow15: 
	YesRow15: 
	NoRow15: 
	Other  ListRow4: 
	DailyRow16: 
	BiweeklyRow16: 
	MonthlyRow16: 
	OtherRow16: 
	Not ProvidedRow16: 
	YesRow16: 
	NoRow16: 
	Other  ListRow5: 
	DailyRow17: 
	BiweeklyRow17: 
	MonthlyRow17: 
	OtherRow17: 
	Not ProvidedRow17: 
	YesRow17: 
	NoRow17: 
	Other  ListRow6: 
	DailyRow18: 
	BiweeklyRow18: 
	MonthlyRow18: 
	OtherRow18: 
	Not ProvidedRow18: 
	YesRow18: 
	NoRow18: 
	1 Our Adult Day Care Center was open: 
	Alzheimer Clients served: 
	undefined_2: 
	undefined_3: 
	undefined_4: 
	undefined_5: 
	undefined_6: 
	who work with Alzheimer: 
	undefined_7: 
	unduplicated clients without: 
	undefined_8: 
	Refers to all Alzheimertype clients who receive services under this grant  Do not: 
	undefined_9: 
	undefined_10: 
	undefined_11: 
	undefined_12: 
	office workers cooks etc: 
	undefined_13: 
	1 What is the cost per service unit: 
	which starts from: 
	to: 
	undefined_14: 
	CashOAA Title IIIB  Grants: 
	In KindOAA Title IIIB  Grants: 
	TotalOAA Title IIIB  Grants: 
	CashOAA Title IIIC  Meals: 
	In KindOAA Title IIIC  Meals: 
	TotalOAA Title IIIC  Meals: 
	CashOAA Title V: 
	In KindOAA Title V: 
	TotalOAA Title V: 
	CashUSDA Commodities: 
	In KindUSDA Commodities: 
	TotalUSDA Commodities: 
	Specify Other Grants eg towns foundations etcRow1: 
	CashRow6: 
	In KindRow6: 
	TotalRow6: 
	CashTotal: 
	In KindTotal: 
	TotalTotal: 
	CashRevenues: 
	In KindRevenues: 
	TotalRevenues: 
	CashClient Fees: 
	In KindClient Fees: 
	TotalClient Fees: 
	CashPer Diems CCCI: 
	In KindPer Diems CCCI: 
	TotalPer Diems CCCI: 
	CashOther specify: 
	In KindOther specify: 
	TotalOther specify: 
	Other specifyRow1: 
	CashRow13: 
	In KindRow13: 
	TotalRow13: 
	CashTotal_2: 
	In KindTotal_2: 
	TotalTotal_2: 
	CashProvider Agency Resources: 
	In KindProvider Agency Resources: 
	TotalProvider Agency Resources: 
	CashTotal_3: 
	In KindTotal_3: 
	TotalTotal_3: 
	CashSalaries: 
	In KindSalaries: 
	TotalSalaries: 
	CashFringe Benefits: 
	In KindFringe Benefits: 
	TotalFringe Benefits: 
	CashNonpersonnel Services: 
	In KindNonpersonnel Services: 
	TotalNonpersonnel Services: 
	CashRent: 
	In KindRent: 
	TotalRent: 
	CashUtilities: 
	In KindUtilities: 
	TotalUtilities: 
	CashOperating Expense supplies postage printing telephone: 
	In KindOperating Expense supplies postage printing telephone: 
	TotalOperating Expense supplies postage printing telephone: 
	CashTransportation: 
	In KindTransportation: 
	TotalTransportation: 
	CashCongregate Meals: 
	In KindCongregate Meals: 
	TotalCongregate Meals: 
	CashFood: 
	In KindFood: 
	TotalFood: 
	CashProfessional Services Legal Accounting Auditing: 
	In KindProfessional Services Legal Accounting Auditing: 
	TotalProfessional Services Legal Accounting Auditing: 
	CashInsurance: 
	In KindInsurance: 
	TotalInsurance: 
	CashEquipment: 
	In KindEquipment: 
	TotalEquipment: 
	CashOther Explain: 
	In KindOther Explain: 
	TotalOther Explain: 
	Other ExplainRow1: 
	CashRow14: 
	In KindRow14: 
	TotalRow14: 
	CashTotal_4: 
	In KindTotal_4: 
	TotalTotal_4: 
	FTE 1: 
	FTE 2: 
	Program Coordinator 1: 
	Program Coordinator 2: 
	Program Coordinator 3: 
	Program Coordinator 4: 
	Program Coordinator 5: 
	Program Coordinator 6: 
	Program Coordinator 7: 
	Program Coordinator 8: 
	Program Coordinator 9: 
	Program Coordinator 10: 
	Custodial Housekeeping: 
	Other Specify: 
	undefined_16: 
	Cost Salary  Fringe Benefits 1: 
	Cost Salary  Fringe Benefits 2: 
	Cost Salary  Fringe Benefits 3: 
	Cost Salary  Fringe Benefits 4: 
	Cost Salary  Fringe Benefits 5: 
	Cost Salary  Fringe Benefits 6: 
	Cost Salary  Fringe Benefits 7: 
	Cost Salary  Fringe Benefits 8: 
	Cost Salary  Fringe Benefits 9: 
	Cost Salary  Fringe Benefits 10: 
	Cost Salary  Fringe Benefits 11: 
	Cost Salary  Fringe Benefits 12: 
	Cost Salary  Fringe Benefits 13: 
	Cost Salary  Fringe Benefits 14: 
	expenses and identifies this funding separately: 
	CPA Firm: 
	Other Specify_2: 
	Number of Aides Requested: 
	Is this request for a new position or continued funding for current aides: 
	Per: 
	undefined_17: 
	HrsWk Employed: 
	1: 
	2: 
	Per_2: 
	undefined_18: 
	undefined_19: 
	undefined_20: 
	undefined_21: 
	undefined_22: 
	undefined_23: 
	Is the proposed salary equal to the rate of current aide positions: 
	If not explain 1: 
	If not explain 2: 
	If not explain 3: 
	agreement  Yes: 
	No_10: 
	Initial Training: 
	Title Qualifications of Trainer: 
	On the Job: 
	of hours 1: 
	of hours 2: 
	In Service: 
	1_2: 
	2_2: 
	Other: 
	1_3: 
	2_3: 
	Other_2: 
	1_4: 
	2_4: 
	Other_3: 
	1_5: 
	2_5: 
	undefined_24: 
	4 Indicate procedures for client intake and eligibility determination: 
	undefined_25: 
	undefined_26: 
	Grantee Agency: 
	Name and Title of Authorized Person Typed: 
	Date: 
	Text1: 
	Text2: 
	Storing participant medication: 


