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	DEPARTMENT OF HEALTH SERVICES
STATE OF WISCONSIN
Division of Mental Health and Substance Abuse Services
Bureau of Prevention Treatment and Recovery

F-21276  (09/2008)

	AODA GRANT REAPPLICATION – APPLICATION SUMMARY

Completion of this form is voluntary. Failure to complete form may result in cancellation of the AODA Grant award.


	1. Project Category (from RFP)

     

	2. Local Project Title

     

	3. Name - Lead Applicant Agency

     
	Employer Identification Number (FEIN)

     

	   Street Address

     
	City

     
	State

  
	Zip Code

     

	4. Name – Project Director

     
	Telephone Number

     

	   Street Address

     
	City

     
	State

  
	Zip Code

     

	   Email Address

     
	Fax Number

     

	5. Name – Fiscal Agent

     
	Telephone Number

     

	   Street Address

     
	City

     
	State

  
	Zip Code

     

	6. Area to be Served

     
	DMHSAS Region Statewide

     

	   Counties and/or Tribes (list)

     

	7. Type of Agency (√ check one)
	

	
 FORMCHECKBOX 
 State
	 FORMCHECKBOX 
 Unit of Local Government—Specify: 
	     

	
 FORMCHECKBOX 
 Private, Non-Profit
	 FORMCHECKBOX 
 Private, For-Profit
	

	
 FORMCHECKBOX 
 Tribal Governing Body
	 FORMCHECKBOX 
 Other—Specify:
	     

	8. If project will be subcontracted or operated as a consortium, provide name(s) and address(es) of participating agencies.

     

	9. Performance site(s) where activities are to be conducted if different than the lead applicant agency site.

     

	10. Proposed Project Period Dates

	       From:
	     
	Through:
	     

	11. Budget Summary for Project Period (attach detailed narrative as per instructions)

	
a. Salaries
$
	     
	g. Consultant/Contractual
$
	     

	
b. Fringe
	     
	h. Training
	     

	
c. Equipment
	     
	i. Agency Personal Liability Insurance
	     

	
d. Operating Expenses
	     
	j. Advertising
	     

	
e. Supplies
	     
	k. Other
	     

	
f. Travel
	     
	l. TOTAL
$
	     

	12. Name/Title – Official Authorized to Commit Applicant Agency to this Contractual Agreement (Typed)

     
	Telephone Number

     

	SIGNATURE – Official Authorized to Commit Agency to Contractual Agreement
	Date Signed


	
	


	PROJECT NAME:
	     

	PROJECT PERIOD:
	     
	to
	     

	SERVICES TO BE PROVIDED - NARRATIVE

	1. Abstract: Provide a one-page narrative describing the proposed program, highlighting the main points of your services. Identify the anticipated number of clients to be served with the grant funds, anticipated number of therapeutic hours per client (group and/or individual) and projected quantifiable outcome measures to be used to determine achievement of program goals. Summarize anticipated workplan goals and outcomes by identifying the percentage of individuals who will show improvement by participating in your program. If child care is being funded please identify the anticipated number of children to be served.




	


	PROJECT NAME:
	     

	PROJECT PERIOD:
	     
	to
	     

	SERVICES TO BE PROVIDED – NARRATIVE (Cont’d)


2. Plan: Outline the plan proposed. Include the goal of the project under the sections below. List the major objectives, related activities, and timelines that are related to the stated goal. All goals must be measurable. Use additional pages if necessary.


A.
Goal:      
	Objectives
	Related Activities
	Timelines

	     
	     
	     



B.
Goal:      
	Objectives
	Related Activities
	Timelines

	     
	     
	     



C.
Goal:      
	Objectives
	Related Activities
	Timelines

	     
	     
	     



D.
Goal:      
	Objectives
	Related Activities
	Timelines
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