Washington State Association RFP Packet

SUBMISSION FORM

(program year xxxx-xxxx)

COVER PAGE

Program Name:      
Organization Name:      
Primary Contact Name:      
Name and Title of Head of Organization:      
Mailing Address:       

City:      





State:      


Zip:      
Telephone:      




Fax:      
Primary Contact E-Mail:      
Web Site Address:       

Primary Program Service (Check Only One): 

 FORMCHECKBOX 
 Early Care/Education
  
 FORMCHECKBOX 
 Home Visiting Services  

 FORMCHECKBOX 
 Parent Education / Training
 FORMCHECKBOX 
 Parents Support / Mentoring Services

 FORMCHECKBOX 
 (OTHER SERVICE ?)

Adjunct Program Service(s): 

 FORMCHECKBOX 
 Early Care/Education
  
 FORMCHECKBOX 
 Home Visiting Services  

 FORMCHECKBOX 
 Parent Education / Training
 FORMCHECKBOX 
 Parents Support / Mentoring Services

 FORMCHECKBOX 
 (OTHER SERVICE ?)

Population(s) to be Served (Choose no more than X):

 FORMCHECKBOX 
 Low Income Families
 FORMCHECKBOX 
 Refugee/Immigrant Families
 FORMCHECKBOX 
Teen Parents

 FORMCHECKBOX 
 Special Needs Families
 FORMCHECKBOX 
 Tribal Communities

 FORMCHECKBOX 
 Single Parents

 FORMCHECKBOX 
 Homeless Families

 FORMCHECKBOX 
 Latino/Hispanic Families

 FORMCHECKBOX 
 African American Families

 FORMCHECKBOX 
 Families w/Children 0-3
 FORMCHECKBOX 
 Asian/Pacific Islander Families

 FORMCHECKBOX 
 Fathers


 FORMCHECKBOX 
 Other (Please Specify):       


APPLICATION NARRATIVE 
(X-page maximum including references)

I. Project Description: 

(Provide a clear and appropriate picture of services and activities that will be delivered to families. Please make sure the service dosage is clear – frequency, intensity and duration.)

II. How does this project relate to child abuse and neglect prevention
?

(Identify theory or research supporting program design and provide citations for references. If you are implementing an evidence-based model, please include citations specific to that model.)

III. Primary Family Support Goal of Project (Select One):

 FORMCHECKBOX 
 Positive Nurturing and Attachment Behaviors
 FORMCHECKBOX 
 Knowledge of Child Development

 FORMCHECKBOX 
 Non-punitive Discipline and Guidance Skills
 FORMCHECKBOX 
 Responsive Social Support Network

 FORMCHECKBOX 
 Stress Management



 FORMCHECKBOX 
 Effective Problem Solving Skills

 FORMCHECKBOX 
 Effective Communication Skills


 FORMCHECKBOX 
 Family Life /Self-Sufficiency Skills

 FORMCHECKBOX 
 OTHER GOAL




 FORMCHECKBOX 
 OTHER GOAL

IV. Protective Factors Framework

(Describe how your program will address and foster each of the protective factors)

Knowledge of Parenting and Child Development

Parental Resilience

Social Connections

Fostering Social and Emotional Development of Children

Concrete Support in Times of Need

V. Projected first year outputs:                                                                                                      

(Include number of families, parents and children to be served by each activity.)

VI. Description of your organization:

(Include agency’s experience in providing child abuse and neglect prevention services and working with the target population.  Please note any history of previous WCPCAN funding).

VI. Capacity to Deliver Program:

(Discuss elements of program capacity including plans for personnel and volunteers, recruitment of program participants, collaboration and other resources).

YEAR ONE BUDGET SUMMARY PAGE

SUMMARY OF PROJECT INCOME

	
	
	
	Dollar Amount

	Expected Matching Funds
	1) Applicant Agency
	1a) Cash Contribution
	

	
	
	1b) Project Fees
	

	
	2) In-Kind
	2a) Donated 

      Capital/Equipment/Supplies
	

	
	
	2b) Donated Professional     

      Services
	

	
	3) Grants
	3a) 

3b)
	

	
	4) Private Cash    

    Donations
	
	

	Sub-Total (must be at least 25% of TOTAL INCOME)
	

	Request
	

	TOTAL INCOME
	


Please indicate all sources of cash and in-kind resources for funding of the proposed project.

Please Note: The sub-total must be at least 25% of the total income.
Do not include unpaid volunteers as in-kind. 

Total income and expenses must balance and show a direct relationship. 

SUMMARY OF PROJECT EXPENSES

	
	Dollar Amount

	A. Personnel
	

	B. Supplies
	

	C. Other services & charges
	

	D. Equipment & capital
	

	E. Travel
	

	F. Contracted services
	

	G.  Indirect

(max. 10% of CCF, max. 15% of total)
	

	TOTAL EXPENSES
	


The application is due at the YOUR UNITED WAY office by 4:00pm, MONTH, DAY, YEAR.  Late applications will not be considered.  

Submit six copies by mail to:

YOUR CONTACT PERSON

YOUR UNITED WAY

YOUR STREET ADDRESS

CITY, STATE, #####

� DO we want something like this?





1

