Centers for Disease Control and Prevention (CDC)

Procurement and Grants Office

Instructions for Preparing an Interim Progress Report (formerly “Continuation Application”)

National Center for HIV/AIDS, Viral Hepatitis,  STD, and TB Prevention (NCHHSTP)
Catalog of Federal Domestic Assistance (CFDA) Number: 93.939

Funding Opportunity Announcement (FOA) Number: PS06-61804CONT09
HIV Prevention Projects for Young Men of Color Who Have Sex with Men and Young Transgender Persons of Color 
Eligibility: 
This award will be a continuation of funds intended only for grantees previously awarded under PS06-618, Human Immunodeficiency Virus (HIV) Prevention Projects For Young Men of Color Who Have Sex with Men (YMCSM) and Young Transgender (YTG) Persons of Color.
Application Submission:
The CDC is required by the Department of Health and Human Services (HHS) to receive applications through    MACROBUTTON HtmlResAnchor www.Grants.gov
.  CDC strongly encourages grantees to submit progress reports through    MACROBUTTON HtmlResAnchor www.Grants.gov
.  CDC recommends that submittal of the progress reports to www.Grants.gov should be early to resolve any unanticipated difficulties prior to the deadline.  If you encounter any difficulties submitting your progress report through    MACROBUTTON HtmlResAnchor www.Grants.gov
, please contact CDC’s Technical Information Management Section at (770) 488-2700 prior to the submission deadline.  If you need further information regarding the application process, please contact your CDC grants management specialist or Cheryl Pressley at (770) 488-2834.  For programmatic information, please contact your CDC Project Officer.

Reports must be submitted by May 15, 2009.  Late or incomplete applications may result in an enforcement action such as a delay in the award and/or a reduction in funds.  CDC will only accept requests for a deadline extension on rare occasions; after adequate justification has been provided.

General Application Packet Tips:
· Properly label each item of the application packet.

· Each section should use 1.5 spacing with one-inch margins.

· Number all pages.

· Use a 12-point font.

· Where the instructions on the forms conflict with these instructions, follow these instructions

1. CDC requires the use of PDF format for ALL attachments.

2. Use of file formats other than PDF may result in the file being unreadable by CDC staff.

3. Directions for creating PDF files can be found on www.Grants.gov.

Checklist of required contents of application packet:  
1. Application for Federal Domestic Assistance-Short Organizational Form  
2. SF-424A Budget Information-Non-Construction Programs

3. Budget Justification

4. Indirect Cost Rate Agreement 

5. Project Narrative (Progress Report, MoU/MoA Agencies, Successes and Challenges Statement, General Comments Statement)

6. Implementation Plan
7. MoUs/MoAs
8. Assurance of Compliance Form
Instructions for completing required contents of the application package:

1. Application for Federal Domestic Assistance-Short Organizational Form:
Download form from    MACROBUTTON HtmlResAnchor www.Grants.gov
 and complete all sections.  
A. In addition to inserting the legal name of your organization in Block #5a, insert the CDC Award Number provided in the CDC Notice of Award.  Failure to provide your award number could cause delay in processing your application.
B. Please insert your organization’s business official information in Block #8.
SPECIAL NOTE:  Items 2, 3, and 4 should be attached to the application through the “Mandatory Documents” section of the “Grant Application” page.  Select “Other Attachments Form” and attach as a PDF file.
2. SF-424A Budget Information and Justification 

A. Download the form from www.grants.gov.  

B. Complete all applicable sections. 
C. Estimated Un-obligated

1.  Provide an estimate of anticipated un-obligated funds at the end of the current budget period.
2. If use of estimated un-obligated funds is requested in addition to funding for the next year, complete all columns in Section A of 424A and submit an interim Financial Status Report (FSR), Standard Form-269, available on the CDC internet at http://www.cdc.gov/od/pgo/forminfo.htm.
 

D. The estimated un-obligated balance should be realistic in order to be consistent with the annual FSR to be submitted following the end of the budget period. 

E. Based on the current rate of obligation, if it appears there will be un-obligated funds at the end of the current budget period, provide detailed actions that will be taken to obligate this amount. 

F. If it appears there will be insufficient funds, (1) provide detailed justification of the shortfall; and (2) list the actions taken to bring the obligations in line with the authorized funding level.

G. The proposed budget should be based on the federal funding level stated in the letter from CDC. 

H. In a separate narrative, provide a detailed, line-item budget justification of the funding amount requested to support the activities to be carried out with those funds.  Attach in the “Mandatory Documents” box under “Budget Narrative Attachment Form”.  Document needs to be in the PDF format.  Please list your total budget by Category funded (A or B).  Please submit separate budget allocations by funded interventions.
I.  The budget justification must be prepared in the general form, format, and to the level of detail as described in the CDC Budget Guidance.  The sample budget guidance is provided on CDC’s internet at: http://www.cdc.gov/od/pgo/funding/grantmain.htm.

J. For any new proposed subcontracts provide the information specified in the Budget Guidance.

K. When non-federal matching is required, provide a line-item list of non-Federal contributions including source, amount, and/or value of third party contributions proposed to meet a matching requirement.
L. Include the following information as part of the budget narrative as applicable:

· For any new proposed subcontracts or consultants, please provide the following: (1) name(s) of subcontractor or consultant; (2) method of selection (competitive or sole source—less than full competition must be justified); (3) period of performance: (4) description of activities; (5) itemized budget with narrative justification; and (6) method of accountability.

· Attach the budget information and justification to the application through the “Mandatory Documents” section of the “Submit Application Page” on www. Grants.gov. Select the “Budget Narrative form” and attach as a PDF file.
3.  Indirect Cost Rate Agreement:  (This is not applicable to grantees subject to OMB Guidance A-21 – Educational Institutions.  The rates stay the same as the first year award.)
a. If indirect costs are requested, include a copy of the current negotiated Federal indirect cost rate agreement or a cost allocation plan approval letter for those Grantees under such a plan. 

b. Clearly describe the method used to calculate indirect costs.  Make sure the method is consistent with the Indirect Cost Rate Agreement.  Show calculation as follows: 
$_______ Direct cost base x ___ % ID cost rate = $______ Total Indirect costs

c. To be entitled to use indirect cost rates, a rate agreement must be in effect at the start of the budget period.

d. If an Indirect Cost Rate Agreement is not in effect, indirect costs may be charged as direct if (1) this practice is consist with approved accounting practices; and (2) if the costs are adequately supported and justified.  Please see the Budget Guidelines (http://www.cdc.gov/od/pgo/funding/budgetguide.htm) for additional information. 

e. If applicable, attach in the “Mandatory Documents” box under “Other Attachments Form”.  Name document “Indirect Cost Rate”.
4.
Program Guidance
PROGRESS REPORT (Project Narrative)
Directions: Please answer the following questions for your Interim Progress Report.  The progress reporting period is from September 30, 2008 through March 30, 2009.  Please check the Category/Categories for which you are funded and the intervention(s) you provide for each Category (A or B).

Attach the Project Narrative to the application through the “Mandatory Documents” section of the “Submit Application Page” on Grants.gov.  Select “Project Narrative Attachment Form” and attach as a PDF file.
SECTION I:  DEBI Implementation (Categories A and B)
Instructions: Complete this section if you are funded for Category A high risk YMCSM (up to age 24 and their partners) or Category B for high risk YTG of Color (up to age 24 and their partners). If you are not funded for either A or B, indicate N/A and move to the next Section. 
1.  Which of the following Diffusion of Effective Behavioral Interventions (DEBIs) is your agency implementing under Category A or Category B?  Please list by Category.  (Popular Opinion Leader (POL), Together Learning Choices (TLC), MPowerment, Healthy Relationships, Safety Counts, SISTA, Street Smart, Many Men, Many Voices (3MV), Community Promise)
2.   Have there been any additional adaptations made to your program model since your last Annual Progress Report (APR)?  If yes, please explain.

3.   Did you access CBA to assist in your adaptation process? If yes, please explain.

4.   Please explain the evaluation activities that occurred during this reporting period. The focus should be to ensure that the continued needs of the target populations are being met.

5.    Please describe any changes made to the marketing/recruitment strategy implemented for your intervention(s) targeting the proposed target population (YMSM and YTG of color) since your last APR. 
6.   Since your last APR, have any staff members implementing the interventions received training? If yes, please explain.

7. Current Budget Reporting Period Progress: Please provide a brief report addressing the following elements of each program objective (or activity) for each funded program model (please refer to Appendix A for a Sample Reporting Table):
a.) Name of the intervention

b.) Proposed Objective (s)
c.) Status of the objective (met, ongoing, or unmet)

d.) Major findings and the significance of those findings (a description of how those findings impact or contribute to the public health goal of preventing disease and illnesses).
e.) Barriers encountered and how they were addressed
f.) If applicable, include reasons why the goals/objectives were not met and a description of the assistance needed to resolve unmet goals/objectives. 
8.  Year 4 - New Budget Period Objectives and Activities:  Please list your proposed SMART process and outcome objectives for the continued implementation of your DEBI for the upcoming budget period (September 30, 2009 – September 29, 2010).  Does your agency propose any changes to your process and outcome objectives for Year 4?  If yes, please explain in detail.  These objectives must support the intent of the original Funding Opportunity Announcement (FOA).  Please refer to Appendix B for a Sample SMART Process and Outcome Objectives Table.
SECTION II:  Public Health Strategies Implementation (CTRS and CRCS)
(Categories A and B)
Instructions: Please complete the requested information for the Public Health Strategy (PHS) that your agency implemented during the reporting period.  Note: You must address counseling, testing, and referral services activities even if you are not funded to implement it.   
A. Counseling, Testing, and Referral Services (CTR)
1. Is your agency funded to conduct CTR?  
a.) If no, please describe how you currently ensure that your clients have access to CTR services. Then, indicate N/A for question #2 and move to the next sub-section.  
2. If your agency implemented CTR during the reporting period, please indicate the following: 
a.) Type of testing performed:  
· Routine testing of inmates, 
· Rapid testing in non-clinical settings, 
· Testing as part of regular medical care, 
· Conventional (e.g., blood draw, OraSure)
b.) Has the marketing/recruitment strategy implemented for CTR services targeting the proposed target population (YMSM and YTG of color) changed since your last APR? If yes, please explain. 
c.) Has the use of client incentives for CTR services changed since your last APR? If yes, please describe.  
d.) Did your agency receive free supplemental OraQuick/OraSure kits from your local health department or other providers during the reporting period?   If yes, please explain.
e.) Is your agency’s CLIA waiver current?  Please provide renewal date.  If it is not current, please describe how your program is providing CTR services and your plans for renewal.
f.) Please provide the following information for each test technology.  Please list the information by each lead agency, then by subcontractors if applicable (please refer to Appendix C for a Sample Reporting Table):     

· Agency name 

· Type of test technology used (e.g., OraQuick Advance, OraSure, whole blood)

· Transmission risk factors 

· Target population(s) served (include race, ethnicity, gender, age range)

· Venues where the test technology was used (e.g., on-site or off-site settings)

· Number of clients tested

· Number of clients receiving post-test counseling

· Number of clients testing positive

· Number of new positives receiving post-test counseling

· Seropositivity rate (%) for each test technology
· Number of positive individuals linked to care
Example of Seropositivity Rate Calculation: If during the reporting period your organization conducted 900 OraQuick  rapid tests of which 11 tests were newly-identified clients testing positive, then the seropositivity rate would equal 1.2% (11/900 = 0.012 x 100 = 1.2%).
3.
Year 4 - New Budget Period Objectives and Activities:  Please list your proposed SMART process and outcome objectives for CTR for the upcoming budget period (September 30, 2009 – September 29, 2010).  Does your agency propose any changes to your process and outcome objectives for Year 4?  If yes, please explain in detail.  These objectives must support the intent of the original Funding Opportunity Announcement (FOA).  Please refer to Appendix B for a Sample SMART Process and Outcome Objectives Table.
B.  Comprehensive Risk Counseling Services (CRCS)
1. Is your agency funded to conduct CRCS?  
a.) If no, please indicate N/A for question #2 below and move to the next sub-section.  
2.
If your agency is implementing Comprehensive Risk Counseling Services (CRCS) during the reporting period, please indicate the following (Please refer to Appendix D for a Sample Reporting Table):

a.) Has the population served changed since your last APR? If yes, please explain (e.g., CRCS for HIV-positive persons, CRCS for HIV-negative persons, NOT funded to conduct CRCS).
b.) How many clients were screened for CRCS activities during the reporting period? 
c.) How many clients were enrolled in CRCS activities during the reporting period?
d.) How many clients successfully completed the required sessions?  If clients did not successfully complete their planned number of sessions, please discuss strategies to improve retention.
e.) How many individualized risk reduction prevention plans were developed during the reporting period?  Please summarize the most common measurable risk reduction objectives that were included in the individualized plans developed during the reporting period.
f.) Describe how you ensure the coordination of client’s support services with other case management programs and that referrals were accessed. Describe how you ensured that case management efforts/services were not duplicated (e.g., Ryan White HIV/AIDS Treatment Modernization Act case management).  
g.) Describe the progress made with the following CRCS activities: ongoing monitoring and reassessment of client needs and progress made; discharge planning for clients when they attain or can maintain behavior change goals; development and implementation of protocols to classify clients as “active,” “inactive,” or “discharged”; and development and implementation of guidelines to readmit (or re-enroll) clients who needed new or additional risk-reduction support.

h.) Please describe the marketing/recruitment strategy implemented for CRCS services targeting the proposed target population (YMSM and YTG of color) during the reporting period. 
i.) If client incentives were used for CRCS services, please describe. 
3.
Year 4 - New Budget Period Proposed Objectives and Activities:  Please list your proposed SMART process and outcome objectives for CRCS for the upcoming budget period (September 30, 2009 – September 29, 2010).  Does your agency propose any changes to your process and outcome objectives for Year 4?  If yes, please explain in detail.  These objectives must support the intent of the original Funding Opportunity Announcement (FOA).  Please refer to Appendix B for a Sample SMART Process and Outcome Objectives Table.
SECTION III:  Required Activities (Categories A, and B)
Instructions: Please indicate if your agency is still compliant with the required activities listed below.  If you indicate “no” or if anything has changed since your APR, please explain. (NOTE: You will be required to report in greater detail on each of these in your Annual Progress Report.)
a.) Is your agency implementing a recruitment strategy to reach persons at greatest risk for HIV acquisition or transmission (e.g., social networking component)?  The program must seek input from the target population on selecting the recruitment strategy and determining the use of incentives.
b.) Has your agency established a baseline for annual target levels and goals of performance (five year for Categories A and B) for each program performance indicator identified by CDC?  (NOTE: The existing performance indicators are currently under review. CDC will provide the final indicators and associated resources at a future date.) 

c.) Has your agency collected process evaluation and outcome monitoring data for your program? (Note: CDC requires this data to be reported to the Program Evaluation and Monitoring System.)

d.) Has your agency convened and maintained a local youth advisory board of your target population to assist you with programmatic decision-making? Note: The youth advisory board must be used throughout the project period to ensure your services are responsive to the needs of the target population. 

e.) Does your agency have ongoing linkages established for high-risk individuals to medical care and other relevant social services, including HIV testing, STD screening, housing programs, mental health services, legal services, and other venues as appropriate?

f.) Does your agency maintain an active referral system for individuals living with HIV to prevention services, medical care and Ryan White service providers (including screening for STDs, Tuberculosis, and Hepatitis)?

g.) Does your agency maintain an active referral system for individuals at high-risk for HIV infection to other appropriate HIV prevention services (as identified) if they are outside of your program’s scope (e.g., CRCS)?

h.) Does your agency maintain an active referral system for individuals living with HIV infection to Partner Services (formerly PCRS)?

i.) Does your agency maintain an active collaborative and participatory relationship with the HIV prevention community planning group?  (NOTE: Membership in the CPG is not required and is determined by the group’s bylaws and selection criteria.)

j.) Does your agency maintain an active formal collaborative relationship with local AIDS Service Organizations (ASO) and other relevant health care providers who provide care services to persons living with HIV/AIDS?

k.) Does your agency maintain an active formal agreement, such as a Memorandum of Agreement (MOA), with each agency that you make referrals to or collaborate with to provide services to persons identified through the program?

l.) Does your agency continue to identify and address the capacity building needs (including organizational and programmatic infrastructure) of your program and plans to participate in mandatory CDC-sponsored training?

m.) Has your agency hired staff that has a history or experience and can demonstrate proven effectiveness in working with the target population for the past 12 months?

n.) Has your agency complied with all relevant laws and regulations regarding the use of staff persons under the age of 18 (either paid or volunteer) when gaining entrance into adult establishments/environments? 

· Are these laws and curfews clearly outlined in your agency’s required safety protocols?  

· Are these internal policies in compliance with local/state laws and reporting  requirements regarding sexual assault, rape, abuse or other illegal sexual activity with a minor?  

· Have effective training practices and implementation of policies/protocols occurred within the first 6 months of funding?

o.) Has your agency submitted any newly developed public information resources and materials to the CDC National Prevention Information Network (NPIN) so that they can be incorporated into the current database for access by other organizations and agencies? NPIN can be accessed through the following link: http://www.cdcnpin.org/scripts/index.asp.  

p.) Has your agency adhered to CDC policies for securing prior approval for CDC-sponsored conferences?  (If you plan to hold a conference, you must send a copy of the agenda to CDC's Grants Management Office for approval at least six weeks in advance.)
q.) Will your agency use materials that will include the name or logo of either CDC or the Department of Health and Human Services (HHS)?  If yes, did you send a copy of the proposed material to CDC's Grants Management Office for approval at least six weeks in advance of its use?
SECTION IV:  Additional Activities (Categories A and B)
Instructions: Please indicate if your agency is addressing the additional activities listed below.  If you indicate “no” or if anything has changed since your APR, please explain. (NOTE: You will be required to report in greater detail on each of these in your Annual Progress Report.)
a.) Do your program activities seek to address barriers to HIV prevention and focus on issues of stigma and discrimination based on infection status, race, sexual orientation, or gender identity (e.g., social marketing campaigns)?   

b.) Does your program develop leadership and/or other skills among the target population to encourage effective participation in the Community Planning process or on the Ryan White Council, or to make useful contributions to the success of the organization, health department, or other grantee activities?  These activities also help build skills to avoid HIV risk behaviors.

c.) Are your program activities located in a structure that is safe and easily accessible for the target population (e.g., drop-in centers, safe space)?

d.) Does your program seek to provide the target population with the aptitudes (i.e., knowledge, motivation, and skills) needed to make choices that reduce risk to themselves and others?
Section V:  Key Organizational Changes (Category A and B) 
1. Describe any key organizational changes that have occurred since your last Annual Progress Report.  Key changes include, but are not limited to, changes in board composition, key staff (e.g., administrative [Executive Director] and program [Program Manager]), and agency location. If no changes were made, please state “no changes made”.
2. If key organizational/staff changes did occur, did they receive prior approval from PGO and your Project Officer (PO)? (Indicate N/A if no changes occurred)


a. If no, please discuss why prior approval was not received from PGO and your PO. 
3. Are there any program staff vacancies?
a.) If yes, please list the position(s) and explain why.  Discuss your plan for filling the vacancy/vacancies, include target dates for completion.  
SECTION VI:  Capacity Building Assistance (CBA) (Category A and B) 
1.
Did you access Capacity Building Assistance during this reporting period?  

a.) If yes, please describe the type of assistance received and the name(s) of the CBA provider(s).

2.
Were you satisfied with the assistance provided?  (Indicate N/A if CBA not accessed)


a.)
If no, please explain (be specific). 

3.
Does your agency propose to access Capacity Building Assistance in Year 4? 

a.) If yes, please explain in detail.

SECTION VII:  Staff Training (Category A and B)
1.
Have the staff members responsible for conducting program services completed the required training for the funded Program Models (e.g., DEBI) and Public Health Strategy (e.g., CTR or CRCS)?
a.) Category A: (Yes or No)
Have there been any changes since your last APR? 

If there have been changes, please explain.
b.) Category B:  (Yes or No)
Have there been any changes since your last APR? 

If there have been changes, please explain.
SECTION VIII: General Comments
Instructions: Please provide your response to the following:

1. Did your agency experience any “lessons learned” regarding program planning and implementation within the reporting period? Please state “Yes” or “No”.
a.) If yes, please explain. 

2. Does your agency engage the target population in the implementation, delivery, and evaluation of the funded intervention(s) (For example, convening peer advisory groups, focus groups, key informant interviews)? Please state “Yes” or “No”.
a.) If yes, describe your process.

b.) If no, please explain. 
SECTION IX:  Memoranda of Agreement (MOAs)
Instructions: If there have been changes or new MOAs/MOUs established since your APR, please provide the following information:  (Note: If no changes or new MOAs/MOUs have been established, then please indicate N/A and move to the next section.)
a.) Agency Name: 
b.) Key Contact(s): 
c.) Type of Referral Service(s): 

d.) Expiration of MOA/MOU: 
e.) Attached Copy: 
SECTION X: Assurance of Compliance
Instructions: Submit the following completed form for all materials used during the period September 30, 2008 through March 30, 2009. (This form must be completed and returned. If NOT APPLICABLE, indicate “N/A” on the form, sign and return.) Attach the Assurance of Compliance Form to the application through the “Mandatory Documents” section of the “Submit Application Page” on Grants.gov.  Select “Other Documents Form” and attach as a PDF file.
a.) “Assurance of Compliance with the Requirements for Contents of AIDS-Related Written Materials” (CDC 0.1113).   Please see http://www.cdc.gov/od/pgo/forms/hiv.htm for instructions on completing the Assurance of Compliance Form.
For a copy of the Assurance of Compliance Form, refer to Appendix E.
APPENDICES

Appendix A

Current Budget Reporting Period Progress:
	Current Budget Reporting

Period Progress:


	Lead Agency Name
     

 FORMTEXT 
     

 FORMTEXT 
     
[Enter name here]
	Subcontractor Name

     

 FORMTEXT 
     

 FORMTEXT 
     
[Enter name here]
	Subcontractor Name

     

 FORMTEXT 
     

 FORMTEXT 
     
[Enter name here]


	Name of the intervention
	     
	     
	     

	Proposed Objective
	     
	     
	     

	Status (met, ongoing, or unmet)
	     
	     
	     

	Major findings and the significance of those findings (a description of how those findings impact or contribute to the public health goal of preventing disease and illnesses.)
	     
	     
	     

	Barriers encountered and how they were addressed
	     
	     
	     

	If applicable, include reasons that goals/objectives were not met and a discussion of assistance needed to resolve them.
	     
	     
	     


Appendix B
Intervention SMART Process Objectives 
Complete the chart below to detail information regarding your proposed Intervention SMART Process Objectives for program year 3; list the information by each agency (primary and subcontractors). (See Appendix A for a description of SMART Process Objectives).  See Appendix C for examples of how to complete the charts. 

Definition of SMART Process Objectives: SMART Process Objectives address what needs to happen (what “processes” need to take place) in order for HIV prevention outcomes to occur and for outcome objectives to be met. SMART process objectives identify specific activities to be completed by specific dates, such as number of clients screened for an intervention, number of clients to complete the intervention, and number of staff trainings that will occur. Objectives must be specific, measurable, appropriate, realistic, and time-phased. There should be at least one objective on the number of clients expected to participate in the intervention. 
	Required for 

Categories A and B
	Lead Agency Name
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
[Enter name here]
	Subcontractor Name

     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
[Enter name here]
	Subcontractor Name

     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
[Enter name here]

	Name of Intervention
	     
	     
	     

	List your SMART Process Objectives
	     
	     
	     


Intervention SMART Outcome Objectives 
Complete the chart below to detail information regarding your proposed SMART Outcome Objectives for program year 3; list the information by each agency (primary and subcontractors). (See Appendix A for a description of SMART Process Objectives.).  See Appendix C for examples of how to complete the charts. 

Definition of SMART Outcome Objectives: SMART Outcome Objectives identify what the program hopes to achieve through its SMART process objectives. Outcomes usually relate to the behavior changes we want clients to experience, such as an increase in correct and consistent condom use as measured by pre- and post-tests. In addition to behavior change, outcomes can also address the number of referrals kept by clients or the number of clients who learn their HIV status. Similar to process objectives, outcome objectives must be specific, measurable, appropriate, realistic, and time-phased. Agencies are encouraged to monitor the outcomes of all interventions so that we can learn whether they are effective in reducing behaviors that place persons at risk of transmitting or acquiring HIV. Outcome monitoring data are useful for designing new interventions, as well as revising existing interventions, because we can learn what works with various target populations. The collection and analysis of outcome monitoring data should be considered an important management activity.

	Required for 

Categories A and B
	Lead Agency Name
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
[Enter name here]
	Subcontractor Name

     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
[Enter name here]
	Subcontractor Name

     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
[Enter name here]

	Name of Intervention

	     
	     
	     

	List your SMART Outcome Objectives
	     
	     
	     


Appendix C
CTRS: Please provide the following information for each test technology.  Please list the information by each lead agency, then by subcontractors if applicable:     

	Required for 

Categories A and B 
	Lead Agency Name
     
[Enter name here]
	Subcontractor Name

     
[Enter name here]
	Subcontractor Name

     
[Enter name here]
	TOTALS

	Type of test technology used (e.g., OraQuick Advance, OraSure,  whole blood)
	     
	     
	     
	

	Transmission risk factors (e.g., male to male sexual contact, unsafe IDU)
	     
	     
	     
	

	Target population(s) served (include race, ethnicity, gender, age)
	     
	     
	     
	

	Venues where the test technology is used (e.g., mobile unit, health fair, bars, agency)
	     
	     
	     
	

	Number of clients  tested
	     
	     
	     
	     

	Number of clients receiving  post-test counseling
	     
	     
	     
	     

	Total number of newly identified confirmed positive test
	     
	     
	     
	     

	Number  of new positives receiving post-test counseling
	     
	     
	     
	     

	Number of clients testing HIV- negative
	     
	     
	     
	     

	Seropositivity rate (%) (for each test technology)
	     
	     
	     
	     

	Number of new positives linked to care.
	
	
	
	


Appendix D
CRCS: Please provide the following information for each activity.  Please list the information by each lead agency, then by subcontractors if applicable:     

	Required for 

Categories A and B 
	Lead Agency Name
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
[Enter name here]
	Subcontractor Name

     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
[Enter name here]
	Subcontractor Name

     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
[Enter name here]

	Population served during the reporting period. 
	     
	     
	     

	Number of clients screened for CRCS activities during reporting period.
	     
	     
	     

	Number of clients enrolled in CRCS activities during this reporting period.
	     
	     
	     

	Number of clients who successfully completed their required sessions.
	     
	     
	     

	Number of individualized risk reduction prevention plans developed during the reporting period.
	     
	     
	     

	Please list all reasons why clients did not successfully complete their planned number of sessions.
	     
	     
	     

	If clients did not successfully complete their planned number of sessions, please discuss strategies to improve retention.
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ASSURANCE OF COMPLIANCE

with the
“REQUIREMENTS FOR CONTENTS OF AIDS-RELATED WRITTEN MATERIALS, PICTORIALS, AUDIOVISUALS, QUESTIONNAIRES, SURVEY INSTRUMENTS, AND EDUCATIONAL SESSIONS IN CENTERS FOR DISEASE CONTROL AND PREVENTION (CDC) ASSISTANCE  PROGRAMS”
By signing and submitting this form, we agree to comply with the specifications set forth in the “Requirements for Contents of AIDS-Related Written Materials, Pictorials, Audiovisuals, Questionnaires, Survey Instruments, and Educational Sessions in Centers for Disease Control and Prevention (CDC) Assistance Programs,” as revised June 15, 1992, 57 Federal Register 26742.

We agree that all written materials, audiovisual materials, pictorials, questionnaires, survey instruments, proposed group educational sessions, educational curricula and like materials will be submitted to a Program Review Panel.  The Panel shall be composed of no less than five (5) persons representing a reasonable cross-section of the general population; but which is not drawn predominantly from the intended audience. (See additional requirements in attached contents guidelines, especially paragraph 2.c. (1)(b), regarding composition of Panel.)

The Program Review Panel, guided by the CDC Basic Principles (set forth in 57 Federal Register 26742), will review and approve all applicable materials prior to their distribution and use in any activities funded in any part with CDC assistance funds.

Following are the names, occupations, and organizational affiliations of the proposed panel members: (If panel has more members than can be shown here, please indicate additional members on the reverse side.)

	NAME
	OCCUPATION
	AFFILIATION

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 


	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 


	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 


	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 


	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

(Health Department Representative)

	Applicant/Grantee Name:

 FORMDROPDOWN 

	Grant Number (If Known):

 FORMDROPDOWN 


	Signature: Project Director


	Signature: Authorized Business Official

	Date:

 FORMDROPDOWN 

	Date:

 FORMDROPDOWN 
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