Mental Health Promotion and Suicide Prevention Project Application for January – June 2016 Project Funding
Introduction:
The following packet contains information about a funding opportunity to support mental health and suicide prevention projects.  There are separate awards available for each project.  It is the Department of Social and Health Services/Division of Behavioral Health and Recovery’s (DSHS/DBHR) intention that selected projects will be sustained locally. 
Project Deliverables:
· Within 90 days of contract execution, conduct a minimum of one Youth Mental Health First Aid (YHMFA) training for each award received.  If an applicant receives both a Mental Health Promotion and a Suicide Prevention award, they will be required to provide two YMHFA trainings.  YMHFA trainings shall: 1) be delivered using certified YMHFA instructors; 2) involve a minimum of 15 participants [5 of whom must be coalition members], and; 3) be held in the community served by the coalition. 
Note: If an applicant receives both Mental Health Promotion and Suicide Prevention awards, the second required YMHFA training must be held before June 30, 2016.
· By January 31, 2016 a plan-to-plan must be submitted that provides timelines and processes for how the applicant(s) will develop their detailed implementation plan and budget.
· By March 31, 2015, submit a detailed implementation plan and final project budget – including the date that instruction of the selected programs is scheduled to start in local schools (if applicable) - is due;
· Begin implementation, with fidelity, the selected mental health promotion and suicide prevention programs identified in the implementation plan, as accepted by DBHR, no later than May 13, 2016;
· Coalition strategic plans, logic models and budgets shall be updated to reflect the additional mental health promotion and suicide prevention work, as necessary;
· Reporting of program activities shall be entered into the Performance Based Prevention System (PBPS) by the 15th of the month for the previous month’s activities; and,
· Community awareness of behavioral health issues and mental health promotion shall increase during the contract period as a result of media releases, news conferences, events, etc. A minimum of three (3) community awareness activities shall be implemented.
· These contracts are scheduled to terminate June 30, 2016, but may be extended depending on availability of resources.
Application Deadline: 
January 19, 2016 – submit completed face sheet and required letters as email attachments to Martha Williams, PRItraining@dshs.wa.gov.
Mental Health Promotion and Suicide Prevention Project Overview GoTo Webinar 
Because of the holiday season and vacation/schedule conflicts, we will be offering two different dates/times to participate in a virtual meeting for an overview of the mental health promotion and suicide prevention project funding opportunity.
Tuesday, December 29, 2015, 2 – 4 PM, 1.  To join the meeting, click on this link, https://global.gotomeeting.com/join/276255989. The telephone number for audio is (224) 501-3412. The access code/meeting identification number is 276-255-989.
Tuesday, January 5, 2016, 10 AM – Noon. 1.  To join the meeting, click on this link, https://global.gotomeeting.com/join/897747477. The telephone number for audio is (872) 240-3212. The access code/meeting 
Mental Health Promotion and Suicide Prevention Project Description
	Overall Purpose:

	Increase the capacity for delivery of effective mental health promotion and suicide prevention efforts – and actual delivery of services - in communities served by community coalitions. 

	Eligible Applicants:
	Eligible applicants include community substance abuse prevention, suicide prevention or health promotion coalitions or community based organizations providing services to support youth or communities.
Definitions:
“Coalition” – a formal arrangement for cooperation and collaboration between groups or sectors of a community. Each member group retains its individual identity, but all agree to work together toward a common goal of building a safe, healthy, and drug-free-community.
“Community-based organization” or “CBO” – a licensed and insured entity that has the potential to successfully serve youth and their families with selected program services. It may be a non-profit or faith-based organization.

	
Application Options
	Single site applications
A single community coalition or community based organization can apply to do either a mental health promotion or suicide prevention project, or can submit an application for both. 
If the application will lead to implementation of curriculum instruction work in local schools, the application will need to demonstrate support from the local school district and Educational Service District (ESD) serving the area. 
In applications from coalitions, the agency or entity serving as fiscal agent will also need to demonstrate its support for the application.
Multi-site applications – Multi-site applications will receive scoring priority.
Two or more (up to five) coalitions/community-based organizations can apply as a multi-site to implement the same program(s).  Multi-site application participants can either be totally separate organizations or individual members of a statewide or regional organization.
For multi-site applications that do not involve school-based curriculum instruction work, the participating coalitions will need to select one applicant organization.
ESDs will submit the applications – and serve as fiscal agent – for all multi-site applications that will lead to curriculum instruction in schools. In all such applications, local coalitions, school districts and ESDs will need to agree to use one selected program. All coalitions and local school districts will need to be within the service area of a single ESD. 

	Limitations:
	1) Applicant community coalitions or consortia may apply for the Mental Health Promotion and Suicide Prevention projects or just one of the projects.  If both projects are applied for, the application letters will need to be written to address the requirements for both single projects.
2) These are cost-reimbursement projects and there are no funds available for up-front costs.

	Funding:

	Grants will be awarded in two phases. Phase 1 = $5,000.00 for planning and delivery of a Youth Mental Health First Aid workshop. Phase 2 = increased contract to address approved implementation plan and budget.
Eighty-five percent (85%) of the total awarded funding must be spent on implementation of research-based programs identified in Appendix H. Up to 15% of the total awarded funding can be spent on Implementation of promising practices (Appendix I)
Coalitions/community-based organizations can apply for both research-based  and promising practices awards but they need to be separate applications.
1) There is $340,000 available to fund successful applications that use programs from the Research-based list (Appendix H).
Single applications
The maximum program budget will be a total of $20,000 per single application.  
Single community coalitions or community-based organizations can submit applications for support.  Each successful single applicant will be offered an initial Phase 1 contract of $5,000 for each successful application.  These funds are intended primarily to cover increased staff and operating costs associated with getting research-based programs and practices implemented as well as implementation of the first Youth Mental Health First Aid (YMHFA) training in the community.
Single applications may be funded up to an additional $15,000 in Phase 2. Except for the initial $5,000 award, expenditures for selected programs will be authorized only on a case-by-case basis until an implementation plan is accepted.
Complete single applications must contain all of the elements described in the single application template.
Multi-site applications
The maximum program budget for multi-site applications will be a total of $17,500 per community.  
In multi-site applications, the initial Phase 1 contract will be for $5,000 for each coalition or community-based organization involved in the application. 

These funds are intended primarily to cover increased staff and operating costs associated with getting research-based programs and practices implemented as well as implementation of the first Youth Mental Health First Aid (YMHFA) training in the community.
Multi-site implementation plans may be funded in Phase 2 up to an additional $12,500 per community, or $45,000 total, whichever is lower.  Except for the initial $5,000 award, expenditures for selected programs will be authorized only on a case-by-case basis until an implementation plan is accepted.
A multi-site application can seek funding for either Mental Health Promotion research-based programs or Suicide Prevention research-based programs or both. 
Complete multi-site applications must contain all of the elements described in the multi-site application template.
2) There is $60,000 available to fund successful applications that use programs from the Promising Approaches list (Appendix I).
Single applications
The maximum program budget for a promising practices award will be a total of $20,000 per single application.  
Single community coalitions or community-based organizations can submit applications for support.  Each successful single applicant will be offered an Phase 1 contract for $5,000 for each successful application.  These funds are intended primarily to cover increased staff and operating costs associated with getting research-based programs and practices implemented as well as implementation of the first Youth Mental Health First Aid (YMHFA) training in the community.
Single applications may be funded up to an additional $15,000 in Phase 2. Except for the initial $5,000 award, expenditures for selected programs will be authorized only on a case-by-case basis until an implementation plan is accepted.
Complete single applications must contain all of the elements described in the single application template.
Multi-site applications
Multi-site applications will not be accepted for promising practices.

	Eligible Expenses:
	1) Youth Mental Health First Aid - Costs for implementing training up to $2,000 (includes trainer and travel costs, meals, materials, and all other expenses associated with the training).  It is also acceptable to use these funds to train YMHFA facilitators who will provide training workshops for your community.


2) Implementation of selected research-based mental health promotion or suicide prevention programs or promising approaches for mental health promotion or suicide prevention – Allowable costs include: consulting with program developers to ensure “best fit”, training local instructors/facilitators to ensure program fidelity and associated travel costs, purchasing curriculum materials, and ongoing technical assistance from developers or other certified regional or state experts.
Funding awards are contingent upon an actual implementation of the selected program(s) by May 13, 2016.
It is acceptable to select and implement a new program from the list or to expand implementation of a program that is on the list that is presently being implemented in the local School District.
3) Substitute teacher costs can be paid from this funding but cannot exceed 10 percent of the total budget.
4) Personnel - Up to 20 percent of the total award can be used to support staff time to ensure effective planning and implementation of the selected program(s).
5) Admin: The fiscal agent can bill for up to 8 percent of the total contract amount for administering the project(s). 
Note: DBHR reserves the right to negotiate for project scope and funding.

	
Match:
	The letter from the coalition must demonstrate a minimum of 20 percent match of the awarded amount.  The match does not need to be cash, but applications that demonstrate cash match will receive scoring priority.  Costs associated with substitute teachers and other instructional staff can be considered cash match for this project.
The initial Phase 1 contract will be for $5,000, so a minimum of $1,000 in match will need to be demonstrated in the initial application from each applicant. A multi-site application on behalf of five organizations would need to demonstrate a minimum of $5,000 match.
For the Phase 2 award, the detailed budget will need to demonstrate a minimum of 20 percent match for the entire budget.

	Project Timeline:
	1) Planning for implementation should commence as soon as award announcements are made.
2) Projects may start billing for reimbursement of expenses as soon as a contract is fully executed.
3) Youth Mental Health First Aid training (YMHFA):  A YMHFA training must take place within 90 days of contract execution for a single project award – Mental Health Promotion or Suicide Prevention – the required YMHFA training must take place within 90 days of contract execution. 
For multiple awards, one YMHFA training shall be delivered within 90 days of contract execution and the other must be delivered before June 30, 2016. 
4) By January 31, 2016 a plan-to-plan must be submitted that provides timelines and processes for how the applicant(s) will develop their detailed implementation plan and budget.
5) By March 31, 2015, submit a detailed implementation plan and final project budget – including the date that instruction of the selected programs is scheduled to start in local schools (if applicable) - is due;
6) Implementation of the selected program(s) must begin before May 13, 2016.
7) Reporting of activities implemented through these projects shall be entered into the Performance Based Prevention System (PBPS) by the 15th of the month for the previous month’s services, unless otherwise noted. All contract deliverables must be completed by June 30, 2016.
8) Before August 31, 2016, all billings for reimbursement for project activities must be submitted.

	Selection Criteria:
	Only complete applications will be reviewed and scored. For the purposes of this project, a complete application is one that includes all required forms and letters and that completely answers each question.  Scoring for each project is further defined in Appendix D.

	Application Deadline:
	Application deadline is 5 PM, January 19, 2016.  Submit the completed registration form and required attachments to: Martha Williams at PRItraining@dshs.wa.gov.

	Overview webinars
	Because of the holiday season and vacation/schedule conflicts, we will be offering two different dates/times to participate in a webinar to provide an overview of the mental health promotion and suicide prevention project funding opportunity.
Tuesday, December 29, 2015, 2 – 4 PM, 1.  To join the meeting, click on this link, https://global.gotomeeting.com/join/276255989. The telephone number for audio is (224) 501-3412. The access code/meeting identification number is 276-255-989.
Tuesday, January 5, 2016, 10 AM – Noon. 1.  To join the meeting, click on this link, https://global.gotomeeting.com/join/897747477. The telephone number for audio is (872) 240-3212. The access code/meeting identification number is 897-747-477





Instructions for completing Request for Applications Face Sheet
1. Indicate whether this is a single application or multi-site application by either circling or underlining your response.
2. Indicate whether this is application will support school-based or community- or family-based services by either circling or underlining your response.
3. Indicate whether this application will use research-based programs or promising practices by either circling or underlining your response.
4. Indicate whether this application is for mental health promotion or suicide prevention funding, or both, by checking either - or both - boxes. 
The requirements for mental health promotion and suicide prevention grants appear below:
Mental health promotion - conducting Youth Mental Health First Aid training with coalition or community-based organization members and community members and implementing one of evidence-based programs or promising approaches for mental health promotion.
Suicide prevention - conducting Youth Mental Health First Aid training with coalition or community-based organization members and community members and implementing one of evidence-based programs or promising approaches for suicide prevention. Optional activities include:  training educational professionals in Networks for Life, training counselors in the community in suicide awareness and referral, and/or, implementing means access reduction training, lethal means restriction education and materials and support for emergency rooms and emergency service providers.
5. Provide information about the applicant organization.
The applicant organization will be the organization that submits the application to DBHR and that agrees to administer the contract if the application is funded.
For multi-site applications that will involve use of school-based curriculum, the applicant organization must be the ESD serving the local school districts involved in the application.
For multi-site applications focused on community- or family-based interventions, one of the coalition applicant organizations, community-based organizations, local school districts or the ESD could be the applicant organization.
6. Who is involved in the application?
Single applications that will focus on school-based curriculum instruction need one coalition or community based organization, one local school district and one ESD identified. Single applications focusing on community- or family-based services need one coalition or community-based organization identified.
Multi-site applications that will focus on school-based curriculum instruction need at least two (and not more than five) coalitions and/or community-based organizations, local school districts and one ESD that supports each of the local school districts. Multi-site applications focusing on community- or family-focused services, need to be at least two (and not more than five) coalitions and/or community-based organizations.

Required Letters for Applications: 
If application is to support school-based services – all four of the following letters are required
· Community coalition and/or community-based organization letter (signed by the authorized signer for the organization). This letter template is found in Appendix A.
· Local school district (signed by the authorized contract signer for the district). This letter template is found in Appendix B.
· Educational Service District (signed by the authorized signer for the ESD). This letter template is found in Appendix C.
· Applicant organization (signed by the authorized signer for the organization). This letter template is found in Appendix D.
If application is to support community- or family-based services
· Community coalition and/or community-based organization letter (signed by the authorized signer for the organization). This letter template is found in Appendix A.
· Applicant organization (signed by the authorized signer for the organization). This letter template is found in Appendix D.
Note: The Request for Applications Face Sheet along with each of the specified letters must be submitted at the same time to be considered a complete application. 
Further, all applicable questions for each element of the application must be complete in order to be considered a complete application.


Mental Health Promotion and Suicide Prevention Applications

Application Face Sheet

1. Applicant Organization

The applicant organization submits the application and agrees to accept the contract associated with the project if the application is selected for funding.
· [bookmark: _GoBack]Applicant Organization Name:      
· Mailing Address:      
· Applicant Organization Authorized Signer Name:      
· Applicant Organization Authorized Signer Email:      
· Applicant Organization Authorized Signer Phone:      
· Applicant Organization Authorized Signer Signature:      
· DUNS Number for Applicant Organization:      
· 9-digit Zip Code for Applicant Organization:      
· State Vendor Number for Applicant Organization (If you currently do not have a State Vendor Number please follow the directions on Page 29 so you can secure one to submit with this package):      

2. Please indicate type of application:
|_| single application 
|_| multi-site application
3. This application will be supporting:
|_|  school-based programs 
|_| community- or family-based programs 
4. This application will support implementation of:
|_|  Researched based programs (Appendix H) 
|_| promising practices (Appendix I) 
5. This application is for funding for the following project(s). (Please check all that apply):
|_| Mental Health Promotion 
|_| Suicide Prevention 
6. Who is involved in the application? (Please list all participants in this application in the spaces below.)
Community coalition(s) or community-based organization(s)
	
	Name of coalition/community-based organization
	Contact person (if different than applicant organization)
	Letter included

	1
	     
	     
	[bookmark: Check4]Yes |_| No |_|

	2
	     
	     
	Yes |_| No |_|

	3
	     
	     
	Yes |_| No |_|

	4
	     
	     
	Yes |_| No |_|

	5
	     
	     
	Yes |_| No |_|


Local school districts (Required if application is to support school-based curriculum instruction)
	
	Name of local school district
	Contact person (if different than applicant organization)
	Letter included

	1
	     
	     
	Yes |_| No |_|

	2
	     
	     
	Yes |_| No |_|

	3
	     
	     
	Yes |_| No |_|

	4
	     
	     
	Yes |_| No |_|

	5
	     
	     
	Yes |_| No |_|


Educational Service District (ESD) (Required if application is to support school-based curriculum instruction)
	
	Name of Educational Service District (ESD)
	Contact person (if different than applicant organization)
	Letter included

	1
	     
	     
	Yes |_| No |_|





Mental Health Promotion and Suicide Prevention Request for Applications for January – June 2016 Project Funding

Mental Health Project Application Packet, November 2015	Page 31

Appendix A – Coalition/Community-based Organization template letter
Date
Martha Williams
Division of Behavioral Health and Recovery
P.O. Box 45330
Olympia, WA 98504-5330
RE: Application for funds
Dear Ms. Williams:
Please accept this letter of application for funding from the DBHR Mental Health Project from the _         (Name of coalition/community-based organization) that serves ___     _____ (Name of Community).
Questions (Responses to Questions A-G are required for all applications)
A. The coalition/community-based organization is / is not (Please circle or underline one) currently a participant in the Division of Behavioral Health and Recovery’s Community Prevention and Wellness Initiative (CPWI).
· Please identify the name and title of the individual from the coalition who will update the coalition strategic plan, logic model and budget to include these additional program implementation. (Note: In a multi-site application involving multiple CPWI coalitions, each CPWI coalition will need to respond to this question);
B. The coalition/community-based organization did / did not (Please circle or underline one) receive either Mental Health Promotion or Suicide Prevention funding from DBHR in the past year.
C. Statement of community need from __     ___ (Name of community). 
From the coalition or community-based organization’s viewpoint, the following information demonstrates community need for efforts to reduce behavioral health issues and their impact on the community and families.
In this section, please include information about:
· The community’s mental health and behavioral health needs based on elevated depression and/or suicide indicators as demonstrated through Healthy Youth Survey and other information demonstrating elevated mental health problems among the community’s youth. 
· Impacts of these issues that have been seen in the community and families. 
· Importance of accessing these funds for addressing the community’s behavioral health issues. 
· Local information about recent behavioral health-related incidents, including suicides.
D. Please identify funds and resources that will be leveraged at the local level to support and maintain the efforts, especially the required 20 percent match. In this application, the initial award for each applicant will be $5,000, so match of $1,000 must be demonstrated for each community coalition/community-based organization involved with the application.
E. Please list the partners involved to support this/these project(s) in the coalition’s community;
F. Please explain how the coalition, ESD, and School District will work together to implement three activities during the contract period to increase community awareness about behavioral health issues and mental health promotion;
· Please describe what mechanisms are in place (or will be developed) to ensure this will occur:
G. |_| Check here to indicate that you understand that payment of project billings will be contingent on timely and complete reporting of project activities in DBHR’s Performance Based Prevention System (PBPS).
Respond to Question H only if the funds from a successful application will go to support school-based programs:
H. |_| Check the box to demonstrate that the ____     ______ (Name of coalition/Community-based organization) will commit to coordinating with ____     ______ (Name of Educational Service District) and ___     _____ (Name of school district) to develop and submit a plan to plan document by January 31, 2015 and a detailed plan for implementing the selected program(s) by March 31, 2016. The implementation plan shall contain information about a process to collaboratively select programs to implement as well as a specific date when the selected program(s) will begin being implemented;
· Please describe what mechanisms are in place (or will be developed) to ensure this will occur.
Thank you for consideration of this application.
If you have any questions, or need additional information, please contact ___     ___ (Name of coalition/community-based organization contact person) at ___     ___ (Phone Number) or __     ______ (Email address).
Sincerely,

Coalition Chair/Community-based Organization Name
Coalition/Community-based Organization Name

Appendix B – School District template letter
Date
Martha Williams
Division of Behavioral Health and Recovery
P.O. Box 45330
Olympia, WA 98504-5330
RE: Application for funds
Dear Ms. Williams:
Please accept this letter of application for funding from the Mental Health Project.
Questions (Responses to these questions are required if this application is for support of school-based programs or services)
A. Statement of concern from ____     ____ (Name of school district) school district’s viewpoint about behavioral health issues and mental health promotion in the district and community, their impact on the community’s schools and support from the ____     _____ School District to address those issues. 
In this section, please include information about:
· School district-specific behavioral health issues. 
· Efforts the district has undertaken to address these issues in the past and any future plans the district has for addressing the issues. 
· Indicate an understanding about how the behavioral health issues impact students and staff in the schools and the community in general. 
· Provide a statement of support for this project and how important the funding is to begin addressing the identified problems.
B. |_| Check here to indicate that the ___     ___ (Name of school district) agrees to play an active part in developing the plan-to-plan document due January 31, 2016 and the detailed implementation plan and budget due by March 31, 2016. 
· Please describe what mechanisms are in place (or will be developed) to ensure this will occur:
C. |_| Check here to indicate that the district agrees to commit to a specific date before May 13, 2016 to begin implementing the selected programs and that date will be included in the detailed implementation plan for this project.
D. |_| Check here to indicate that the ____     _____ (Name of school district) agrees to coordinate with other partners in this application to implement three activities during the contract period to increase community awareness about behavioral health issues and mental health promotion.
E. |_| Check here to indicate that you understand that payment of project billings will be contingent on timely and complete reporting of project activities in DBHR’s Performance Based Prevention System (PBPS).
Thank you for consideration of this application.
If you have any questions, or need additional information, please contact ____     ________ (Name of school district contact person) at ___     ______ (Phone Number) or ___     ______ (Email address).
Sincerely,

Name of School District authorized signer and title
School District Name



Appendix C – Educational Service District template letter
Date
Martha Williams
Division of Behavioral Health and Recovery
P.O. Box 45330
Olympia, WA 98504-5330
RE: Application for funds
Dear Ms. Williams:
Please accept this application for funding from the DBHR Mental Health Project.
Questions (Responses to these questions are required if this application is for support of school-based programs or services)
This is an individual application / part of a multi-site application. (Please circle one)
A. Statement of concern from viewpoint of ___     ___ Educational Service District (ESD) about behavioral health issues, impacts on the schools and community, and support from the ESD to address those issues. 
In this section, please include information about:
· Behavioral health issues, especially in the community or communities involved in this application.
· Describe efforts the ESD has undertaken to address these issues in the past and any future plans the district has for addressing the issues. 
· Indicate an understanding about how the behavioral health issues impact students and staff in the schools and the community in general. 
· Provide a statement of support for this project and how important the funding is to begin addressing the identified problems.
B. |_| Check here to indicate that the ____     ____ Educational Service District agrees to play an active part in developing the plan-to-plan document due January 31, 2016 and the detailed implementation plan and budget due 120 days following contract execution. 
· Please describe what mechanisms are in place (or will be developed) to ensure this will occur:
C. |_| Check here to indicate that the ESD will work with the other application partners to implement three activities during the contract period to increase community awareness about behavioral health issues and mental health promotion;
D. |_| Check here to indicate that you understand that payment of project billings will be contingent on timely and complete reporting of project activities in DBHR’s Performance Based Prevention System (PBPS).
Thank you for consideration of this application.
If you have any questions, or need additional information, please contact ____     ______ (Contact person for Educational Service District) at _____     _____ (Phone Number) or ____     ____ (Email address).
Sincerely,

Name of ESD authorized signer and title
Educational Service District Name



Appendix D – Applicant Organization template letter
Date
Martha Williams
Division of Behavioral Health and Recovery
P.O. Box 45330
Olympia, WA 98504-5330
RE: Application for funds
Dear Ms. Williams:
Please accept this letter of application for funding from the DBHR Mental Health Project.
Questions (Responses to each question is required)
|_| Check if the _____     ______ (Name of organization) agrees to be the applicant organization for this project, as requested by the ___     ____ (Name of coalition).
A. |_| Check here to indicate that you understand and agree that the maximum “admin” charge for this project is eight (8) percent of the total value of the contract and from that amount of funding your organization will provide – at a minimum - budget tracking, fiscal status reporting, and reimbursement billing for this project.
B. |_| Check here to indicate that you understand that this is a cost reimbursement contract and that there are no up-front funds available to support operation of the project.
C. |_| Check here to indicate that your organization is a governmental agency, school district or college, or that you have private not-for-profit status.
D. |_| Check here if your organization is currently in good standing with your other grant-funded projects.
E. |_| Check here if you have contracted with DBHR during the past two years.  If you have contracted with DBHR, but have made changes in who can sign contracts, please complete the “Contractor Update Form” in Appendix G and return it with the other application materials.
· If you have not been a contractor with DSHS within the past two years, please complete the New Contractor Intake forms found on Pages 25-28 and return with the application materials.
· If you have been a contractor with DSHS within the past two years, but have changes in your organization (especially with authorized signers), please complete the Contractor Update form on Page 31.
· You do not need to submit any additional information if you have been a contractor with DSHS within the past two years and nothing has changed in your organization.

Fiscal contact information (if different than the Request for Application Face Page):
Name of fiscal contact for this project:      
Fiscal contact mailing address:      
Fiscal contact telephone:      
Fiscal contact email:      
Thank you for consideration of this application.
If you have any questions, or need additional information, please contact _____     ________ (Contact person for applicant organization) at ____     _______ (Phone Number) or __     _______ (Email address).
Sincerely,
Name of Applicant Organization authorized signer and title
Applicant Organization Name


Appendix E – Scoring Criteria

Mental Health Promotion and Suicide Prevention Project Application Scoring
The Application Face Sheet shall be completed and submitted with the remainder of the requested information.  The letters from community coalitions, local school districts, Educational Service Districts and applicant organizations are expected to provide brief – yet complete – narrative answers to all questions.  
If applicant does not respond to any of the required questions, the application may be disqualified.  If applications score the same, and the number of applications exceeds the amount of funding available, preference will be given to complete applications with earlier submission dates and times.  DBHR reserves the right to follow up with applicants to obtain more information about the application. 
	Community Name (if individual application):      

	1. 
	Has the community received Mental Health Promotion or Suicide Prevention funding from DBHR in the past year? (Yes = 0 points, No = 5 Points) (For multi-site applications, these points will only be given if none of the organizations received this funding in the past year.)
	Yes |_|  No |_|

	2. 
	Is this a multi-site application? (Yes = 5 points, No = 0 points)
	Yes |_|  No |_|

	3. 
	Are required letters included?
For applications for community- or family-based services – letters from each coalition and/or community-based organization letter, applicant organization letter
For applications for school-based services – letters from each coalition and/or community-based organization, applicant organization, each local school district letter and Educational Service District letter 
 (Yes = 5 Points; No = 0 Points)
	Yes |_|  No |_|

	4. 
	Are responses provided to all required questions in each required letter?
	

	
	Coalition/Community-based Organization Letter (Items A-I)
(Yes = 5 Points; No = 0 Points)
	Yes |_|  No |_|

	
	Local School District (Items A-E)
(Yes = 5 Points; No = 0 Points)
	Yes |_|  No |_|

	
	Educational Service District (Items A-D)
(Yes = 5 Points; No = 0 Points)
	Yes |_|  No |_|

	
	Applicant organization (Items A-E)
(Yes = 5 Points; No = 0 Points) 
	Yes |_|  No |_|




	5. 
	Question H – If the application is for school-based programs or services is a response provided to this question? (Yes = 2 Points; No = 0 Points)
	Yes |_|  No |_|

	6. 

	
Use the scale to the right to indicate how completely community need is demonstrated in the Coalition/Community-based Organization letters, Item C). (For multi-site applications, maximum points will only be given if all of the letters completely address all of the required elements.)  

	
Some required elements are not demonstrated at all in the narrative(s) - 0
	
Some required elements are not completely demonstrated in the narrative - 3
	
All required elements are completely explained in the narrative(s) - 5

	7. 
	Is there financial need demonstrated for support of this project in the Coalition/Community-based Organization letter, Item C?  
(Yes = 5 Points; No = 0 Points)
	Yes |_|  No |_|

	8. 
	Use the scale to the right to describe how completely the applicant demonstrates the match requirement.  (Coalition/Community-based Organization letter, Item D). (For multi-site applications, maximum points will only be given if all of the letters completely address all of the required elements.)  
	
Less than 20% match is  demonstrated - 0
	
20 % match demonstrated BUT cash match makes up less than 50% of the total match - 3
	
20 % match demonstrated AND cash match makes up more than 50% of the total match - 5

	9. 
	Are community partnerships identified in the Coalition/Community-based Organization letter, Item E? 
(Yes = 5 Points; No = 0 Points)
	Yes |_|  No |_|

	10. 
	Use the scale to the right to indicate how completely the School District demonstrates an understanding of behavioral health issues in the district and the need to address them.  (School District letter, Item A) (For multi-site applications, maximum points will only be given if all of the letters completely address all of the required elements.)  
	Some required elements are not demonstrated at all in the narrative(s) - 0
	Some required elements are not completely demonstrated in the narrative - 3
	All required elements are completely explained in the narrative(s) - 5

	11. 


	Use the scale to the right to indicate how completely the Educational Service District (ESD) demonstrates an understanding of the importance of dealing with behavioral health issues.  (ESD letter, Item A) (For multi-site applications, maximum points will only be given if all of the letters completely address all of the required elements.)  
	Some required elements are not demonstrated at all in the narrative(s) - 0
	Some required elements are not completely demonstrated in the narrative - 3
	All required elements are completely explained in the narrative(s) - 5


Date and time application was submitted to DBHR: 				 		     
Total score, Items 1-11: ________


Appendix F - New Contractor Intake Forms
Forms can be found at: http://www.theathenaforum.org/sites/default/files/Contractor%20Intake%20Form%20for%20DSHS%20Contracts.doc 
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Appendix G – Existing Contractor Change Form


[bookmark: _MON_1511877831]SAMPLE

APPENDIX H - RESEARCH-BASED PROGRAMS FOR MENTAL HEALTH PROMOTION (10) AND AND SUICIDE PREVENTION (2) PROJECTS


RESEARCH-BASED PROGRAMS FOR MENTAL HEALTH PROMOTION (10) AND SUICIDE PREVENTION (2) PROJECTS
Index for list
· = Programs that have identified dual outcomes for mental health promotion and either general substance abuse prevention outcomes or marijuana-specific prevention outcomes
Mental Health Promotion
School-based interventions - Universal
· Good Behavior Game (GBG) * or PAX Good Behavior Game *
· Lions Quest Skills for Adolescence *
· New Beginnings Program 
· Positive Action * 
School-based Interventions - Indicated or Selective Programs
· Primary Project * 
Family-focused Interventions - Universal
· Guiding Good Choices *
· Incredible Years * 
· Parent Corps 
· Parenting Management Training - The Oregon Model (PMTO) 
· Strengthening Families Program: For Parents and Youth 10-14 (Iowa Version) *
Suicide Prevention
School-based – Universal
· Sources of Strength 
School-based – Selective and Indicated
· CAST (Coping and Support Training) * 

APPENDIX I - PROMISING PRACTICES FOR MENTAL HEALTH PROMOTION (5) AND SUICIDE PREVENTION PROJECTS (1)


PROMISING PRACTICES FOR MENTAL HEALTH PROMOTION (5) AND SUICIDE PREVENTION PROJECTS (1)
Mental Health Promotion
School-based Interventions - Universal
· Early Risers (Skills for Success) * 
· Fourth R (Skills for Youth Relationships) * 
· Second Step * 
Community-based Intervention – Universal, Selective, Indicated
· Triple P (Positive Parenting Program)
Family-focused interventions – Universal, Selective
· Chicago Parenting Program 
Suicide Prevention
Community- based – Universal
· QPR (Question, Persuade, Refer) 
Mental Health Project Application Packet, November 2015	Page 35
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ooy Instructions

All New DSHS Contractors must:

+ Complete, sign and submit the Intake Form to the Department of Social and Health Services (DSHS)

+ Regster in the Statewide Payee Registration System. This system is maintained by the Washington State Department of
Enterprise Servces (DES) to process payments for all Washington state agencies. T register, follow the online instructions
at hitp:/ides.wa goviservices/ContractingPurchasing/Business/VendorPay/Pagesidefault aspx . You must complete this
step in orcer to be paid

Please do not return this DSHS Contractor Intake Form to DES; they will not process i

All Existing DSHS Contractors who have changed thei business name of business organization, o experienced other signifcant
changes, must

« Update their information n the Statewide Payee Registration System by following the instructions at
hifpides wa.oviservizes/ContractingPurchasing/Business/VendorPay/Pagesidefault asox
* Complete, sign and submit a new Contractor Intake form to the Department of Social and Health Services (DSHS).

‘Section One: Contractor Name/Business Organization
1. Contractor name.
+ For an Individual or Sole Proprietor, enter your name as shown on your Social Securiy card on the “Name” line. Sole.
Proprietors provide Last Name, First Name, Middle Name, and Suffx.
Other eniies. Enter your business name as shown on the legal document ereating the entiy.

2. Business Organization. Please mark oniy one.
+ Ifyou are & nonresident alien foreion person or & business entiy established in another sate or couniry, the IRS may require
Y0u to complete Form W-5.
+ Ifyou are & Non-proft Corporation or a Esith-Based Non-Profit Corporation attach a copy of your 501(c) status.
3. Taxpayer dentification Number (TIN).
+ Indiidual or Sole Proprietor - Ifyou are a sole propristor you may enter either your Social Secury Number (SSN), or i you have
one, your federal Employer Identifcation Number (EIN).
+ Other Business Enies - Enter the entit’s Employer Identiization Number (EIN). If the entity doss not have an EIN, enter the.
SSN of the owner of the business.
+ Resident alien - If you are a resident alien and you do ot have and are not eligble to get an SSN, your TIN is your IRS
individual taxpayer identifcation number (ITIN). Enter it n the SN box.
4. Default Reported, Fiscal Year, UBI Number, and Business License
+ Listany contracts that you have had with the state that have been terminated for default
+ Provide your fiscal year end date.
+ Provide your Washington State Uniform Business Identifier (UBI) Number.
+ Attach a copy of your State Master Business License. You may be exempt fom registering with the State of Washington
under certan circumstances. For more informaion review: hitp:/bls.dor.wa.gov/faalicense.aspx
Section Two: Contractor Primary Address Enter the primary adress information of your business. If ou are completing this form
Tor 2 new DSHS contract, and you want to provide a contract.speciftc address in addition to your primary one, please 60 50 n Section
Five.
Section Three: Contractor Ownership Check tnose that, in your opinion, apply (o your organization. If you have a certication
numoer, piease provide that aiso. For the defintion of microbusiness, miniousiness and small business, See RCW 38.26.010 (19), (20)
and 21)
Section Four: Contractor Contact Person(s) Enter the primary contact information, and job e, for your business. If you are.
Completing this form for a new DSHS coniract, and you want o provide a contract-specifc contact person other than your primary one,
please 6o 5o in Section Five.
Section Five: Additional Information
1. Contractor Additional Addresses. If applicable, provide additonal addresses used for DSHS Contracts.
2. Contractor Additional Staff. _If applcable, provide addioral taff information for DSHS Contracts. Additional staff may include
those who have authorfy to sign a DSHS coniract on behalf of the business, and are referred to as & Signatory.

Section Six: Contractor Cerffication You must sign, date, and retur this form before DSHS wil issue & coniract

DsHs 27043
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Section One: Contractor Name/Business Organization (DSHS staff enter on ACD Intake Detail screen)
SRR ST TR

7 BUSINESS ORGANZATION

3 Individual o Sole Proprietor [ General Partnership

&3 Non-Profit Corporation (Attach a copy of 501(c) status) [ Limited Liabilty Partnership (LLP)

0 For Profit Corporation [ Limited Liabity Limited Partnership (LLLP)

[0 Faith Based (FBO) Non-Profit Corporation [ Limited Liabilty Company, filng as a Corporation
[ Faith Based (FBO) Unincorporated [ Limited Liabilty Company, fling as a Partnership

O Governmental Entity [ Limited Liabilty Company, fling as a Sole Proprietor
[0 Foreign Person or Entity

If your business is NOT a sole proprietorship,
attach alist of the partners, members, directors, officers, and board members.
5 TAXPAYER IDENTIFIGATION NUMBER (TN}
Enter your TIN in the appropriate box

Social Security Number
Ener i 8 numbers,

« For individuals, this may be your Social Securty Number OR NODASHES)
(SSN) Employer Identification
Number {Enter 118 numbers,
« For other entites, itis your Employer Identification Number. NODASHES)

¥ DEFAULT REFORTED, FISGAL VEAR, USI NUWSER, AND BUSINESS LICENSE

Have you had any contract with the state terminated for default? [J Yes [ No

Ifyes, attach a list of terminated contracts with an explanation why each contract was terminated.

Is your fiscal year end the same as the calendar year (January 1 through December 31)? [ Yes [ No
Ifthe answer s no, what s your iscal year end date?

Whatis your Washington State Uniform Business Identifier (UBI) Number? (Entr 18 numbers, NO DASHES)
Attach a copy of your current Washington State Master Business License.

If you do not have a Washington State Master Business License, explain below why you are exempt from registering
your business with the State of Washington. (See page 1 for information on exemptions )

Soction Two: Contractor Primary Address (DSHS staff enter on ACD Intake Detail screen)
“CONTRAGTOR PRINARY ADDRESS (NUVBER. STREET. AND APARTIENT OR SUTE NUVBER)

T, STATE AND 2P CO0E

EWAIL ADDRESS “COUNTY WHERE PRIVIARY ADDRESS 1S (FOR OUT-OF STATE GONTRAGTORS)
FHONE NUVBER (WOLUGE AREA CODE] FAXNOWBER (NELUDE AREA CODE]

DSHS 27043 (REV. 05/2013)
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Section Three: Contractor Ownership Type

(DSHS staff enter, as applicable, on ACD Intake Detail screen)

n your opinion, do you consider your business fo be one or | If your business is Certfied by Washington State's Office
more of the following? Ifso, please check the boxes that of Minority and Women Owned Business Enterprises.
apply. (OMWBE) hitp/www omwbe wa.gov, or Department of
ves mo | Veterans Afairs (DVA), enter the certifcation number.

Disadvantaged Business Enterprise (5=

Woman Owned Business Enterprise oo

Minority Owned Business Enterprise oo

Veteran Ouned Business Enterprise 0og

Community Based Organization oo

Microbusiness go

Minibusiness go

‘Small Business aao
Section Four: Contractor Primary Confact Person (DSHS staff enter on ACD Intake Detall screen]
Primary contact person s a(n):

[0 Owner [ Officer or Board Member [ Partner [J Staff Member [ Elected Official

[ Other (please identiy)

(DSHS staff enter as applicable on ACD)

Is the primary contact person authorized to sign contracts? OYes ONo

PRIARY CONTAGT NAVE AND 108 TITE PFONE NOWEER (GLUDE AREA CGDE)

FAX NOVBER (WCLUDE AREA GODE] PRINARY CONTAGT EVATL ADDRESS

PAGER NUNEER (NGLUDE ARER CO0E “CELLULAR FHONE NUVEER (WGLUDE AREA COET

(DSHS staff entor on Intake Detai

= Sub Information Summary screens)

T ADDITIONAL CONTRAGTOR ADDRESSES:

IF YOU HAVE MORE THAN TWO ADDITIONAL ADDRESSES, YOU NAY ATTACH

A LISTING OF ADDITIONAL ADDRESSES.

AORESS “ADOTIONAL ADDRESS (NUWBER, STREET. AND APARTITENT O SUTTE NUWBER]
pESCRPTION

[ Billing address

[ Facilty address | 7Y STATE ADZP GO0

O Mailing address

FHONE NUVBER (WOLUGE AREA CODE]

[¢ )

“COUNTY WHERE PRIVIARY ADDRESS 1S (FOR OUT-OF STATE GONTRAGTORS)

FAXNOVBER (NGLUBE

[¢ )

AREACTODE

EWAIL ADDRESS

FDORESS
DESCRIPTION

[ Billing address

“ADDITIONAL ADDRESS (NUMBER, STREET. AND APARTMENT OR SUITE NUMBER)

[ Faciity address | 7Y STATE ABZF GO0E

O Mailing address

FHONE NUVBER (WOLUGE AREA CODE]

“COUNTY WHERE PRIVIARY ADDRESS 1S (FOR OUT-OF STATE GONTRAGTORS)

FAXNOWBER (NELUDE AREA CODE] EWAIL ADDRESS
DSHS 27043 (REV. 05/2013)
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2 ADDITIONAL STAFF: [F YOU HAVE WORE THAN TWO ADDITIONAL STAFF (LISTED BELOW), WHO ARE ALSO RELEVANT TO YOUR,
DSHS CONTRACTS, PLEASE PROVIDE INFORMATION ABOUT THOSE STAFF ON A SEPARATE PAGE.

“Addftional staf person i a(n)
(O Officer or Board Member [ Partner [ Staff Member [ Elected Official

[ Other (please identiy) (DSHS staff enter as applcable on ACD)
Is the additional staff authorized to sign contracts? OYes ONo
Is the additional staff a contact for DSHS contracts? OYes ONo
“ADOTIONAL STAFF NAIE PRONE NOWEER (WGLUDE AREA CGDE)
[¢ )
FAX NUMBER (NGLUDE AREA CODE) “ADDITIONAL STAFF EWAIL ADDRESS
( )
PAGER NUNEER (NGLUDE AREA CODE) "CELLULAR PHONE NUVEER (NCLUDE AREA GODE)
( ) ( )

‘Additional staf person s a(n):
(O Officer or Board Member [ Partner [ Staff Member [ Elected Official

[ Other (please identiy) (DSHS staff enter as applcable on ACD)
Is the additional staff authorized to sign contracts? OYes ONo
Is the additional staff a contact for DSHS contracts? OYes ONo
“ADOTIONAL STAFF NAIE PFONE NOWEER (GLUGE AREA CODE)

[¢ )

FAX NUMBER (NGLUDE AREA CODE) “ADDITIONAL STAFF EWAIL ADDRESS
( )
PAGER NUNEER (NGLUDE AREA CODE) "CELLULAR PHONE NUVEER (NCLUDE AREA GODE)
( ) ( )
Section Six: Contractor Certification (DSHS staff enter on ACD Intake Detail as Intake Form Date)

You must sign, date, and return this form.

1 certify, under penalty of perjury as provided by the laws of the State of Washington, that all of the foregoing
statements are true and correct, and that | will notify DSHS of any changes in any statement.

SIGNATURE BATE PRINTED NAWE

e

'ATTACHED SUPPORTING DOCUMENTATION CHECKLIST
O Copy of your W-3 - Request or Taxpayer Identfcation Number and Certification
Copy of statement showing non-profit 501(c) status (i appiicable)
List of partners, members, directors, officers, and board members (not applicable to sole propritors)
Copy of your Washington State Master Business License or proof of exemption
List of any contracts you have had with the state that have been terminated for default, including a brief
‘explanation (if applcable)
List of Addtional Addresses (if applcable)
List of Additional Staff (f applicable)
Copy of your Certfcate of Insurance (if appiicable)

=]
g
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o
=]
g
a

REV. 052013)




image5.png
o Registration

Washington State

e RS TRATn
3 CHANGE 0 EXOSTING REGITRATION - <6 e o o e i
C

ity

-y iy
L
e cuisieme SO S

oo o s g





image6.emf
   Contractor Information Update (for existing DSHS contractors)  

Section One:   This section is for existing Contractors to  provide  current information as applicable.  

Please  complete the table below.      Please   complete   your contact name, address, or name of p erson authorized to sign DSHS contracts,  and  enter those updates in the right column.       If you need to update other information on record, you  must   complete a new Contractor Intake Form.   Contact the person who sent you this form .      If you need to update your   self - reported or certified status as a Women Owned Business Enterprise (WBE), Minority Owned Business Enterprise (MBE),  Disadvantaged Business Enterprise (DBE), Community - Based Organization (CBO), or Faith Based Organization (FBO), you  must   complete a new   Contractor  Intake Form.   Contact the person who sent you this form .  

Information Description  Contractor Information  

Contractor Name:             

Business Organization:             

TIN or SSN:             

Contracts Terminated for Default:             

Fiscal Year End:             

UBI Number:             

Primary Contact Name:             

Pr imary Address:             

Name of Person who signs DSHS Contracts:             

Section Two:   Address and/or Staff.  This section allows you to add an address and/or staff person for this DSHS Contract.  

   Is the primary address listed above   the address DSHS should use for this contract?     Yes        No   (If your answer is yes, proceed to next bullet.  If your answer is no, provide the address for this contract on Page 2.)       Is the primary contact name listed abov e the person DSHS should contact for this contract?     Yes        No   (If your answer is yes, proceed to next bullet.   If your answer is no, provide the contact person for this contract on Page  2.)       Will the person who signs D SHS contracts listed above be signing this DSHS contract?      Yes        No   (If your answer is yes, proceed to Section Three.  If your answer is no, provide the name of the person who will sign this co ntract on Page 2.)    

Sec tion  Three :   Information Update Authorization  

Please insert today’s date (             )   as the date you updated your contractor information. Please insert your name and title    (             ,               ) as the person authorized to update your contractor information.   E - mail or fax your completed form to the person wh o sent you this form .    
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Contractor Information Update (for existing DSHS contractors)



		Section One:
This section is for existing Contractors to provide current information as applicable.



		Please complete the table below.

· Please complete your contact name, address, or name of person authorized to sign DSHS contracts, and enter those updates in the right column. 


· If you need to update other information on record, you must complete a new Contractor Intake Form.  Contact the person who sent you this form.


· If you need to update your self-reported or certified status as a Women Owned Business Enterprise (WBE), Minority Owned Business Enterprise (MBE), Disadvantaged Business Enterprise (DBE), Community-Based Organization (CBO), or Faith Based Organization (FBO), you must complete a new Contractor Intake Form.  Contact the person who sent you this form.



		Information Description

		Contractor Information



		Contractor Name:

		     



		Business Organization:

		     



		TIN or SSN:

		     



		Contracts Terminated for Default:

		     



		Fiscal Year End:

		     



		UBI Number:

		     



		Primary Contact Name:

		     



		Primary Address:

		     



		Name of Person who signs DSHS Contracts:

		     



		Section Two:
Address and/or Staff.  This section allows you to add an address and/or staff person for this DSHS Contract.



		· Is the primary address listed above the address DSHS should use for this contract?
 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No


(If your answer is yes, proceed to next bullet.  If your answer is no, provide the address for this contract on Page 2.) 


· Is the primary contact name listed above the person DSHS should contact for this contract?
 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No


(If your answer is yes, proceed to next bullet.   If your answer is no, provide the contact person for this contract on Page 2.) 


· Will the person who signs DSHS contracts listed above be signing this DSHS contract? 
 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No


(If your answer is yes, proceed to Section Three.  If your answer is no, provide the name of the person who will sign this contract on Page 2.)  



		Section Three:
Information Update Authorization



		Please insert today’s date (     
) as the date you updated your contractor information. Please insert your name and title 
(     
,      
) as the person authorized to update your contractor information.

E-mail or fax your completed form to the person who sent you this form.  





		Address DSHS should use for this Contract 
(If you have additional addresses for this Contract, attach a listing of additional addresses.)



		 FORMCHECKBOX 
  Billing Address     


 FORMCHECKBOX 
  Facility Address    


 FORMCHECKBOX 
  Mailing Address

		ADDRESS FOR THIS CONTRACT (NUMBER, STREET, AND APARTMENT OR SUITE NUMBER)
     



		

		CITY, STATE, AND ZIP CODE


     



		PHONE NUMBER (INCLUDE AREA CODE)


(     )      

		COUNTY WHERE ADDRESS IS (FOR OUT-OF-STATE CONTRACTORS)


     



		FAX NUMBER (INCLUDE AREA CODE)


(     )      

		EMAIL ADDRESS


     



		Contact Person DSHS should use for this Contract 
(If you have additional contact persons for this Contract, attach a listing of additional contact persons.)



		Contact person for this Contract is a(n):



 FORMCHECKBOX 
  Officer or Board Member      FORMCHECKBOX 
  Partner      FORMCHECKBOX 
  Staff Member      FORMCHECKBOX 
  Elected Official



 FORMCHECKBOX 
  Other (please identify)      
 (DSHS staff enter as applicable on ACD)


Is the contact person authorized to sign contracts?
 FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No


Is the contact person a contact for this DSHS contract?
 FORMCHECKBOX 
  Yes
  



		CONTACT PERSON’S NAME


     

		CONTACT PERSON’S EMAIL ADDRESS


     



		PHONE NUMBER (INCLUDE AREA CODE)


(     )      

		FAX NUMBER (INCLUDE AREA CODE)


(     )      

		PAGER NUMBER (INCLUDE AREA CODE)


(     )      

		CELLULAR PHONE NUMBER (INCLUDE AREA CODE)


(     )      



		Person who will be signing this Contract 
(If the contact person entered above will also sign this Contract, you don’t need to enter their information again.)



		Person authorized to sign this Contract is a(n):



 FORMCHECKBOX 
  Officer or Board Member      FORMCHECKBOX 
  Partner      FORMCHECKBOX 
  Staff Member      FORMCHECKBOX 
  Elected Official



 FORMCHECKBOX 
  Other (please identify)      
 (DSHS staff enter as applicable on ACD)


Is person authorized to sign this contract?
 FORMCHECKBOX 
  Yes     


Is person a contact for this DSHS contract?
 FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No



		CONTACT PERSON’S NAME


     

		CONTACT PERSON’S EMAIL ADDRESS


     



		PHONE NUMBER (INCLUDE AREA CODE)


(     )      

		FAX NUMBER (INCLUDE AREA CODE)


(     )      

		PAGER NUMBER (INCLUDE AREA CODE)


(     )      

		CELLULAR PHONE NUMBER (INCLUDE AREA CODE)


(     )      
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