COUNTY OF PASSAIC
DEPARTMENT OF HUMAN SERVICES

AWARD PACKAGE

County Grant Name:

County Grant Account #:

Provider Agency Name:




COUNTY OF PASSAIC
Department of Human Services

ANNEX A-1 - AGENCY SUMMARY SHEET

Provider Agency: Award #:
Mailing Address: Federal ID:
City, State, and Zip:
Organization Type: []Private Non-Profit [_]Private for Profit
[ ]Public/Government [ |Educational Institution
[ ] Other (Specify)
Agency Official: Title:
Mailing Address:
Telephone: Fax Number:

Email Address:

Name of Program:

Executive Summary:

All routine notices relevant to the operations of this program should be sent to the following
individual(s):

Name and Title:

Mailing Address:

Telephone: Fax Number:

Email Address:

Signature:

Printed Name: Title:

Date:




COUNTY OF PASSAIC
Department of Human Services

ANNEX A-2 - PROGRAM INFORMATION

Program Name:

Site Address:

City, State and Zip:

Site Phone Number:

Program Director/Coordinator:

Telephone #:

E-Mail:

Fax:

Service will be provided as follows (designate time):

From To

Sunday

Monday

Tuesday

Wednesday

Thursday

Friday

Saturday

Services will not be provided on the following occasions: (Ex. Holidays)
Date Occasion




COUNTY OF PASSAIC
Department of Human Services

ANNEX A-3 - PROGRAM NARRATIVE

Agency Name:

Program Name:

Section 1. Description of Applicant Agency

Section 2: Narrative Description of Program (attach additional pages as necessary)



COUNTY OF PASSAIC
Department of Human Services

ANNEX A-4 — Proposed Outputs
Agency Name:

Program Name:

Use this form to identify the anticipated number of people to be served and the modality. Some
examples can include psychiatry, individual, group or family therapy, case management, etc.

A. Service Type (example: meals, individual sessions, bus B. Anticipated number to be
pass, van trip, etc. served

Anticipated Impact #1:

Measurable Outcome # 1:

Measurable Outcome # 2:

Measurable Outcome # 3:

Evaluation Methods:

Anticipated Impact #2:

Measurable Outcome # 1:

Measurable Outcome # 2:

Measurable Outcome # 3:

Evaluation Methods:




COUNTY OF PASSAIC
Department of Human Services

ANNEX A-5 - BUDGET NARRATIVE

Agency Name:
Program Name:

Please provide narrative description and explanation of budget items. Explain how grant funding
will be utilized:



COUNTY OF PASSAIC
Department of Human Services

ANNEX C-1 - COUNTY REQUIREMENTS (Part 1 of 2)

Agency Name:

Program Name:

Award #; Award Period: From To

The County of Passaic is offering this award as a:

[ ]Fee for Service: MUST ATTACH ANNEX B-2 BUDGET
[ ]Cost Reimbursement (Deficit Cost): MUST ATTACH ANNEX B BUDGET Other

[_(Specify):

Reporting Requirements:

All fiscal and programmatic reports must be submitted via email to:
hsinvoices@passaiccountynj.org

Monthly level of service and fiscal reports shall be submitted to the county by the 5™ of each
month following the reporting period.


mailto:hsinvoices@passaiccountynj.org

COUNTY OF PASSAIC
Department of Human Services

ANNEX C-1 - COUNTY REQUIREMENTS (Part 2 of 2)

Agency Name:

Program Name:

Award #; Award Period: From To
Award Amount:

Advisory Committee Attendance:

As a condition of accepting this award from the County of Passaic Department of Human
Services your agency is required to have representation on, and comply with the attendance
requirements of the following advisory committees:

[[] Mental Health and Addiction Professional Advisory Board
Youth Services Commission

[_] Passaic County Interagency Council on Homelessness

[ ] County Alliance Steering Subcommittee

[ | Workforce Development Board

[ ] Multi-Disciplinary Team

[ | Children's Interagency Coordinating Council (CIACC)

|| Human Services Advisory Council (HSAC)

[_] other (Specify)

[ ] Not applicable

Other Reporting Requirements:

In addition to the county’s reporting requirements above, some grants require entry into a
database. The provider agency is responsible to secure and maintain access to the database and
to enter data according to each system’s requirements. The requirements of this award include
the provider agency to enter data into the following systems:

[ ] HMIS

[ ] CIMS

[ ] JAMS

[] SAGE

[ ] EMPOWR

[ ] Other (Specify)
[ ] Not applicable for this award



COUNTY OF PASSAIC
Department of Human Services

ANNEX C-2 — SPECIAL CONDITIONS

Agency Name:

Program Name:

Award #; Award Period: From To

There are no special conditions ( if checked, leave this page blank).

The following requirements or special conditions apply:




COUNTY OF PASSAIC
Department of Human Services

ANNEX D- PROGRAM SIGNATURES AND AGREEMENT

Agency Name:

Program Name:

Award #: Award Period: From To

The terms of this award agreement have been read and understood by the persons whose
signatures appear below.

Provider Agency Authorized Signature

Signature

Printed Name

Title

Date
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