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Eligibility:

This award will be a continuation of funds intended only for grantees previously awarded under Funding Opportunity Announcement PS08-803: Human Immundeficiency Virus (HIV) Prevention Projects for the Commonwealth of Puerto Rico (Category A) and the United States Virgin Islands (Category B).
Application Submission:

The CDC is required by the Department of Health and Human Services (HHS) to begin receiving applications through www.Grants.gov.  CDC strongly encourages Grantees to submit progress reports through www.Grants.gov. If you encounter any difficulties submitting your progress report through 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 Arthur Lusby, Grants Management Specialist, at (404) 639-8010.  For programmatic information, please contact your CDC Project Officer.
Reports must be submitted by March 13, 2009.  Late or incomplete applications may result in an enforcement action such as a delay in the award/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

· Do not exceed 10 pages (excluding appendices, excluding budget and support)  

· 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
6. Assurances of Compliance Form
Instructions for completing required contents of the application package:

1. Application for Federal Domestic Assistance-Short Organizational Form:
Download form from 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 interimFinancial 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.
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 provide the following: (1) name(s) of subcontractor; (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 Grants.gov. Select the “Budget Narrative form” and attach as a PDF file.
3. Indirect Cost Rate Agreement 

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.  
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. Attach the indirect cost rate agreement to the application through the “Mandatory Documents” section of the “Submit Application” page.  Select “Other Documents” and attach as a PDF file.
Program Guidance

PROGRESS REPORT (Project Narrative)

Directions: Please answer the following questions for your Interim Progress Report. 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: PROGRAM MODEL INFORMATION

Please answer the following questions for each program model you are currently implementing under PS08-803 funding.

1.  Please underline the program model(s) and public health strategies (PHS) for which you are currently funded. The following is a list of the possible program models and public health strategies:

A)  Diffusion of Evidence-Based Interventions (DEBIs)


Community Promise          

                  Focus on Youth 

                  Healthy Relationships 

                  Many Men, Many Voices (3MV)             

                  Modelo de Intervención Pscomédica (MIP)  

                  MPowerment            

                  Partnership for Health (PfH)             

                  Popular Opinion Leader  

                  Real AIDS Prevention Project (RAPP)            

                  RESPECT           

                  Safety Counts   

                  SISTA

                  Street Smart                

                  VOICES/VOCES

B)  Counseling, Testing, and Referral Services (CTR)

           
B1.       Rapid testing in non-clinical settings

                  B1.  Conventional (e.g., blood-draw, OraSure)

                  B2.  Partner Counseling and Referral Services (PS)

      

C)  Comprehensive Risk Counseling Services (CRCS)
C1.  CRCS for HIV-positive persons
  

C2.  CRCS for HIV-negative persons at very high risk for HIV

2. Is there a difference between the program model(s) you were funded to deliver and what you actually implemented during the reporting period of July 1, 2008 through December 31, 2008?  
If yes, please explain.

3. Is there a difference between the program model(s) up implemented during the reporting period of July 1, 2008 through December 31, 2008 and what you are planning to implement in program Year 2.

   If yes, please explain. 

SECTION II: HIV Counseling, Testing, and Referral Services (CTR)

Please complete this section if you are funded to implement CTR services.

1.   Does your agency have a marketing/recruitment strategy for CTR services for the following: 

A) HIV-positive clients?



                  If yes, please explain. 

B) High-risk negative clients?      


                  If yes, please explain.

2. Does your agency utilize client incentives for CTR services?  

         If yes, please identify which incentives are provided. 

         If no, explain the rationale for not offering incentives. 

3. Does your agency receive free supplemental OraQuick/OraSure kits from your local health department or other providers? 

          If yes, please specify the quantity and how often shipments are received (e.g., monthly, 

          quarterly, or as needed). 

4. Does your CTR program operate under a current CLIA waiver?  

         If yes, date of renewal? 

        If no, please explain. 

5. Please list all trainings received by CTR staff to include (See example in Appendix A.): 

               a.  Agency name

      b.  Name of staff

      c.  Type of training

      d.  Name of training provider

      e.  Date of completion

6.  If you are funded to implement CTR, please provide the following information for each      

       CTR test technology. (See example in Appendix A.) If you are not funded to implement  

       CTR, please go to Section IV.           

a. Agency name (identify the lead agency as well as the subcontractors)

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

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

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

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

f. Number of clients tested

g. Number of clients receiving post-test counseling

h. Number of clients testing positive

i. Number of new positives receiving post-test counseling

j. Number of clients testing HIV-negative

k. Seropositivity rate (%) for each test technology

Example of Seropositivity Rate Calculation: If during the reporting period July 1, 2008 through December 31, 2008, 900 OraQuick rapid tests were conducted, and 11 tests were newly-identified clients testing positive, then the seropositivity rate would equal 1.2% (11/900 = 0.012 x 100 = 1.2%).
CTR Referral Linkage

7. Provide the following information regarding the referral of HIV-positive clients. (See example in Appendix A.)
a. Agency name (identify the lead agency as well as the subcontractors)

b. Total number of clients testing positive 

c. Number of HIV-positive clients referred to services

d. Number of reported positives offered PCRS

e. Number of HIV-positive clients who accepted PCRS

f. Type(s) of referrals made for HIV-positive clients

g. Number of HIV-positive clients referred to each service

h. Number of HIV-positive clients who successfully accessed services

8. Provide the following information regarding the referral of high-risk negative clients. (See example in Appendix A.)
a. Agency name (identify the lead agency as well as the subcontractors)

b. Number of high-risk clients testing negative

c. Number of high-risk negative clients referred to services

d. Type(s) of referrals made for high-risk negative clients

e. Number of high-risk negative clients referred to each service

f. Number of high-risk negative clients who successfully accessed services

9. Describe your agency’s strategy for tracking referrals of:

      A) HIV-positive clients 

   B) High-risk negative clients 

10. Please list all agencies with which you currently have MOAs/MOUs for referral services. (See example in Appendix A.)
a. Agency name (identify the lead agency as well as the subcontractors)

b. Key contact(s)

c. Referral services

d. Expiration date of MOAs/MOUs

11. Describe any barriers that impeded access to referral services and what steps were taken to overcome them.

12. Please provide the following information for CTR services.  Include the number of staff and type of job function (Outreach Worker, Program Coordinator, PEMS Coordinator, etc.)  (See example in Appendix C.)
a. Agency name (identify  the lead agency as well as the subcontractors)

b. Program model

c. Number of full-time employees (FTEs) and position titles

d. Percentage time and effort

e. Number of part-time employees and position titles

f. Number of consultants and position titles 

g. Number of volunteers and position titles

h. In-kind assistance (e.g., supplies, equipment)

CTR SMART Process Objectives

13. Provide the following information regarding meeting your SMART process objectives. (See Appendix E for a description of SMART process/outcome objectives.)
a. Agency name (identify the lead agency as well as the subcontractors)

b. CTR Services

c. List your SMART process objectives

d. Describe progress made toward each stated process objective for the reporting period

e. If a process objective was not met, please explain  

f. If a process objective was not met, please discuss strategy for improvement

CTR SMART Outcome Objectives
14. Please provide the following information regarding meeting your SMART outcome objectives. 

a. Agency name (identify the lead agency as well as the subcontractors)

b. CTR Services

c. List your SMART outcome objectives

d. Describe progress made toward each stated outcome objective for the reporting period

e. If a outcome objective was not met, please explain  

f. If a outcome objective was not met, please discuss strategy for improvement

15. Does your agency intend to make changes to the proposed process and outcome objectives    

      related to CTR services for Year 2?

          If yes, please explain in detail. 

SECTION III: PARTNER COUNSELING & REFERRAL SERVICES (PCRS)   

If your organization has implemented any element of PCRS, please complete this section. Please separate out program information by lead agency and its subcontractor(s). If your agency has not implemented elements of PCRS, you may go to Section V.

1. Was your organization funded by CDC to implement PCRS?  

 If yes, please explain in detail. 

2. Was your organization funded by another agency (other than CDC) to implement PCRS?  

  If yes, please explain in detail.

3. What elements of PCRS have been implemented by your organization? Please explain in  

       detail.

a. Elicitation

b. Notification

c. Testing

d. Referral

e. Interviews

f. Case management of clients

4.    What PCRS strategy does your organization use for reaching partners?  Please explain in    

       detail.

a. Client referral

    

b. Provider referral


c. Health department referral
    

          If your organization used a combination of referral approaches, please describe. 

5. Are you eliciting needle-sharing partners with persons testing positive? 

 If yes, please explain in detail.


6. Are plans developed with clients for reaching partners?  

If yes, please explain in detail.


7. Describe your organization’s protocol for addressing clients who refuse to provide information on sex/needle-sharing partners.  

8.   Provide the following PCRS information. Please separate out program information by lead agency and its subcontractor(s).
a. Number of HIV-positives reported

b. Number of positives offered PCRS

c. Number of positives who accepted the PCRS offer

d. Total number of partners elicited from clients

e. Total number of partners notified

f. Number of partners referred to CTR

g. Number of partners referred to other services and name of service

h. Number of partners tested

i. Number of partners who tested positive

j. Number of partners newly diagnosed positive

k. Number of partners previously diagnosed positive

l. Number of high-risk partners who tested negative

Staff Training

9. Please list all trainings received by PCRS staff to include: 

a. Agency name

b. Name of staff

c. Type of training

d. Name of training provider

e. Date of completion

If staff members have not received training thus far, please discuss in detail your plan for accessing required training. 

PCRS Referral Linkage

10. Provide the following information regarding PCRS partners of clients testing positive. Please separate out program information by lead agency and its subcontractor(s).
a. Agency name

b. Number of partners testing positive 

c. Number of positive partners referred to services 

d. Type(s) of referrals completed for partners testing positive

e. Number of positive partners referred to each service

f. Number of positive partners who successfully accessed services


11. Provide the following information regarding high-risk clients testing negative.  

a. Agency name

b. Number of high-risk partners testing negative 

c. Number of high-risk negative partners referred to services 

d. Type(s) of referrals completed for high-risk negative partners

e. Number of high-risk negative partners referred to each service

f. Number of high-risk negative partners who successfully accessed services


12. Please describe in detail your agency’s strategy for tracking referrals of clients enrolled in PCRS for the following clients:

A) HIV-positives

B) High-risk negatives

13. Describe any barriers that impeded access to referral services and what steps were taken to overcome them.

14. Please provide a listing of agencies with which you currently have MOAs/MOUs for PCRS.  (See example in Appendix B.)

a. Agency name

b. Name of key contact/phone number/e-mail address  

c. Referral services 

d. Expiration date of MOAs/MOUs


15. Please provide the following PCRS staffing information. Include the number of staff and type(s) of job functions (e.g., Outreach Worker, Program Coordinator, PEMS Coordinator, etc.). Please separate out program information by lead agency and its subcontractor(s).
a. Agency name

b. Number of full-time employees (FTEs) and position titles

c. Number of part-time employees and position titles

d. Number of consultants and position titles

e. Number of volunteers and position titles

f. In-kind assistance (e.g., supplies, equipment)

16. Describe your marketing/recruitment and retention strategies for PCRS. 

17. Does your agency provide client incentives for PCRS?

          If yes, please explain the rationale for offering incentives. 

18. Describe your process of conducting PCRS in collaboration with the local health department. 
PCRS SMART Process and Outcome Objectives 

19. Provide the following information regarding your PCRS SMART process objectives. Please separate out program information by lead agency and its subcontractor(s). (See Appendix E for a description of SMART process/outcome objectives.)

a. Agency name

b. List your SMART process objectives

c. Describe progress made toward each stated process objective for the reporting period

d. If process objectives were not met, please explain  

e. If process objectives were not met, discuss strategy for improvement

20. Provide the following information regarding your PCRS SMART outcome objectives.
a. Agency name

b. List your SMART outcome objectives

c. Describe progress made toward each stated process objective for the reporting period

d. If outcome objectives were not met, please explain  

e. If outcome objectives were not met, discuss strategy for improvement

21. Does your agency intend to make changes to the proposed process and outcome objectives related to CTR services for Year 2?

If yes, please explain in detail. 

SECTION IV: COMPREHENSIVE RISK COUNSELING SERVICES (CRCS)

1.   Please indicate if your Comprehensive Risk Counseling Services (CRCS) program incorporated programmatic changes and recommendations described in the Dear Colleague letter dated October 25, 2005.  Please separate out program information by lead agency and your subcontractor(s). (See Appendix C.)
a. Agency name

b. Does CRCS staff conduct case management if a client has been or can be referred to other case management services (e.g., Ryan White or Medicaid)? 

                  If yes, please explain in detail.

          c. Does CRCS staff refer clients to available case management and other services and    

              monitor clients’ use of these services?  

                   If yes, please explain in detail.

          d. Does CRCS staff provide case management or referrals if there is no existing case manager or referral system in place, or if a particular service is not covered by existing case management services?  

                   If yes, please explain in detail.

            f. Does CRCS staff work with other service providers and help with referrals and   

 coordination?  

                 If yes, please explain in detail. 

2. Describe your marketing/recruitment strategy for recruiting clients into CRCS: 

A) HIV-positives

B) High-risk negatives

3. Describe client incentives used for CRCS?  

          If none were used, please explain the rationale for not offering incentives. 

4. Please list all trainings received by CRCS staff to include:

a. Agency name

b. Name of staff

c. Type of training

d. Name of training provider

e. Date of completion

If staff members have not received training thus far, please discuss in detail your plan for accessing required training. 

5. Provide the following information for CRCS:

a. Agency name

b. Number of clients enrolled in CRCS during the reporting period

c. Number of clients who successfully completed the planned number of sessions

d. The average time period within which clients successfully completed their planned number of sessions 

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

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

6. Please provide the following CRCS staffing information. Include the number of staff and type of job function (e.g., Outreach Worker, Program Coordinator, PEMS Coordinator, etc.).

a. Agency name

b. Number of full-time employees (FTEs) and position titles

c. Number of part-time employees and position titles

d. Number of consultants and position titles

e. Number of volunteers and position titles

f. In-kind assistance (e.g., supplies, equipment)

CRCS Referral Linkage

7. Provide the following information regarding HIV-positive clients enrolled in CRCS.

a. Agency name

b. Number of clients enrolled in CRCS

c. Number of HIV-positive clients referred to services

d. Type(s) of referrals made for HIV-positive clients

e. Number of HIV-positive clients referred to each service

f. Number of HIV-positive clients who successfully accessed services

8. Provide the following information regarding high-risk negative clients enrolled in CRCS.

a. Agency name

b. Number of clients enrolled in CRCS

c. Number of high risk negative clients referred to services

d. Type(s) of referrals made for HIV-positive clients

e. Number of high risk negative clients referred to each service

f. Number of high risk negative clients who successfully accessed services

9. Describe any barriers that impeded access to referral services and what steps were taken to overcome them.

10. Describe the strategy utilized for tracking CRCS client referrals. 

CRCS SMART Process Objectives 
11. Provide the following information regarding meeting your CRCS process objectives. (See Appendix E for a description of SMART process/outcome objectives.)

a. Agency name 

b. List your SMART process objectives

c. Describe progress made toward each stated process objective for the reporting period

d. If process objectives were not met, please explain  

e. If process objectives were not met, discuss strategy for improvement

CRCS SMART Outcome Objectives 

12. Please provide the following information regarding meeting your CRCS SMART outcome objectives. (See Appendix E for a description of SMART process/outcome objectives.)
a. Agency name 

b. List your SMART outcome objectives

c. Describe progress made toward each stated outcome objective for the reporting period

d. If outcome objectives were not met, please explain  

e. If outcome objectives were not met, discuss strategy for improvement

13. Does your agency intend to make changes to the proposed process and outcome objectives     
       related to CTR services for Year 2?

If yes, please explain in detail.

SECTION V: DEBI PROGRAM MODELS

1.  Provide the following information for each DEBI intervention you are funded to                                         

     implement, excluding CTR, PCRS, and CRCS.  Please report on all populations served.   

     Please list information separately for subcontractors. (See example in Appendix D.)

a. Lead agency name                                               

b. List the intervention/program model

c. Target population (include transmission risk, race, ethnicity, gender, age, geographical location)

d. Recruitment locations/venues

e. Number of sessions, waves, cycles, activities, encounters etc., conducted (if applicable)

f. Number of clients/participants enrolled during the reporting period

g. Number of clients/participants successfully completing required sessions

h. Key core activities (See Appendix D for a description of activities to be reported.)

i. Number of clients/participants completing key core activities

2. Did all staff members responsible for conducting the intervention receive the required training?

          If yes, please list all training completed for DEBI interventions/program models to    

          include the following information.

a. Agency name

b. Name of staff

c. Type of training

d. Name of training provider

e. Date of completion

          If no, please explain and discuss plan for accessing training.

DEBI Referral Linkage 

3. Provide the following information regarding the referral of partners of clients testing positive. Please separate out program information by lead agency and its subcontractor(s).
a. Agency name

b. Number of partners testing positive 

c. Number of positive partners referred to services 

d. Type(s) of referrals completed for partners testing positive

e. Number of positive partners referred to each service

f. Number of positive partners who successfully accessed services


4. Provide the following information regarding the referral of high-risk partners of clients testing negative.  

g. Agency name

h. Number of high-risk partners testing negative 

i. Number of high-risk negative partners referred to services 

j. Type(s) of referrals completed for high-risk negative partners

k. Number of high-risk negative partners referred to each service

a. Number of high-risk negative partners who successfully accessed services


5. Describe any barriers that impeded access to referral services and what steps were taken to overcome them. 

6. Did you make changes to the DEBI program model? (For example, compared to the original DEBI, did you change the target population, content of the curriculum, the number of times groups met, or location/venue for the intervention?) 

If yes, briefly explain changes. 

7. Please provide the following information for each DEBI program model. Include number and type of staff (Outreach Worker, Program Coordinator, PEMS Coordinator, etc.).

a. Agency name

b. Name of DEBI

c. Number of full-time employees (FTEs) and position titles
    

d. Number of part-time employees and position titles   

e. Number of consultants and position titles

f. Number of volunteers and position titles

g. In-kind assistance (e.g., supplies/equipment)


8. Does your agency have a DEBI program model marketing/recruitment strategy for the following:

A. HIV- positives?

         If yes, please explain and identify which DEBI. 

B. High-risk negatives?
If yes, please explain and identify which DEBI. 

9. Does your agency utilize client incentives for your funded intervention(s)? 

             If yes, please describe what type(s) of incentives were provided for each intervention.

             If no, please provide the rationale for not using incentives.

10. Describe your process of referring clients to services and tracking them. 

11. Describe innovative DEBI practices you have implemented.  

DEBI Program Models SMART Process and Outcome Objectives 
12. Provide the following information regarding meeting your SMART process objectives for each DEBI program model. (See Appendix E for a description of SMART process/outcome objectives.)
a. Agency name

b. DEBI program model

c. List your SMART process objectives

d. Discuss progress made toward progress objectives for the reporting period

e. If a process objective was not met, explain

f. If a process objective was not met, discuss strategy for improvement.

13. Provide the following information regarding meeting your SMART outcome objectives for each DEBI program model. (See Appendix E for a description of SMART process/outcome objectives.)
a. Agency name

b. DEBI program model

c. List your SMART outcome objectives

d. Discuss progress made toward outcome objectives for the reporting period

e. If a outcome objective was not met, explain

f. If an outcome objective was not met, discuss strategy for improvement
14. Does your agency intend to make changes to the proposed process and outcome objectives    

      related to CTR    services for Year 2?

If yes, please explain in detail.

SECTION VI: COMMUNITY PLANNING

1. Have you been involved in Community Planning Group activities during the reporting period?  Please indicate yes or no.

        If yes, provide the following information:  

A) Describe specific activities your program has been involved in (participation on subcommittees, attendance at scheduled meetings, overview of 08-803 funded activities, etc.). 

B) Identify your agency’s staff who participated in community planning activities (Project Coordinator, Health Educator, Outreach Worker, etc.).  

            If no, explain why and discuss plans for involvement. 

2. Does your agency propose any changes to your involvement in community planning for Year 2?  Please indicate yes or no.

     If yes, please explain in detail. 

SECTION VII: MONITORING AND EVALUATION

1. Describe your activities for monitoring the fidelity of the core elements of the intervention(s) you are implementing. 

2. Do you have access to an evaluator?  

          If yes, is the person on staff, or is he/she contracted to provide services? 

          If yes, please provide a description of evaluation projects that have been completed or are    

          ongoing.  

3. Has there been a change to staff responsible for PEMS in your agency during the reporting period? 

          If yes, please identify staff: 

4. Have appropriate staff requested and received digital certificates and PEMS training?  

5. During this reporting period, did you make changes to:

A)  Intervention protocols?  

      If yes, please explain changes. 

B)  Quality assurance plans?  

                   If yes, please explain changes. 

6. Does your agency propose any changes to monitoring and evaluation in Year 2? 

If yes, please explain in detail.

SECTION VIII: DATA COLLECTION

1. Describe your process for collecting data, for example, development of data forms/tools. 

2. Provide an update to your plan for collecting data required for PEMS. 

SECTION IX: BOARD GOVERNANCE/KEY PERSONNEL

1.   Describe any key organizational changes that have occurred since the start of the funding period. 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.”

SECTION X: CAPACITY BUILDING ASSISTANCE

1. Did your agency access CBA services during this reporting period? 

      
If yes, please provide the following:

a. Types of assistance received 

b. Name(s) of provider(s)

2. Were you satisfied with the assistance provided?

          If no, please explain (be specific).

3. What Capacity Building Assistance in Year 2 does your agency propose to access?

SECTION XI: SUCCESSES AND CHALLENGES

1. Describe, by intervention, any successes you have had during this reporting period. 

2. Describe, by intervention, any challenges you have had during this reporting period. 

SECTION XII: GENERAL COMMENTS

1. Where there any lessons learned during the reporting period? 


       If yes, please explain.

2. Does your agency engage the target population in the implementation, delivery, and evaluation of funded intervention(s) (e.g., convening peer advisory groups, focus groups, key informant interviews)? 


      If yes, describe your process. 


      If no, please explain. 

3. Please describe innovative practices for funded interventions you have implemented.  
Section XIII:  Assurance of Compliance 
Instructions:  Submit the following completed form for all materials used or proposed for use during the period July 1, 2008 through June 30, 2009. 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

“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.

	 SEQ CHAPTER \h \r 1[image: image1.wmf]                                     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 

(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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APPENDICES

Appendix A 

CTR Chart Examples

Staff Training:

Example for listing multiple subcontractors and their employees.

	Agency Name 


	Name of Staff
	Type of Training


	Name of training Provider
	Date of Completion

	Lead Agency (type your agency’s name here) Agency 1
	(1) John Smith

(2)  Nancy Johnson
	(1) Rapid Testing for Program Managers 

(2) Fundamentals of HIV Prevention Counseling 
	(1) CDC

(2) Health Department
	(1) 10/08/06

(2) 12/25/06

	Subcontractor(s) (type subcontractor’s name here)
(A) First Example Subcontractor
(B) Second Example Subcontractor


	(A) (1) James Johnson

(A) (2) Aaron Aaronson

(B) (1) Keri Kelly

(B) (2) Matt Matson
	(A) (1) Rapid Testing for Program Managers 

(A) (2) Health Communications 
(B) (1) Fundamentals of HIV Prevention Counseling 

(B) (2) Rapid Testing for Program Managers 
	(A) (1) Health Department

(A) (2) Health Department
(B) (1) CDC

(B) (2) Health Department


	(A) (1) 01/05/07

(A) (2) 02/08/07
(B) (1) 01/08/07

(B) (2) 03/27/07




If you are funded to implement CTR, please provide the following information for each CTR test technology.  

Example of Seropositivity Rate Calculation: If during the reporting period July 1, 2008 through December 31, 2008, 900 OraQuick rapid tests were conducted, and 11 tests were newly-identified clients testing positive, then the seropositivity rate would equal 1.2% (11/900 = 0.012 x 100 = 1.2%).
	Agency Name
	Type of test technology used (e.g., OraQuick, 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
	Number of clients testing 

positive


	Number  of new positives receiving post-test counseling


	Number of clients testing HIV negative
	Seropositivity

rate (%) 

(for each test  

technology) 

	Welcome All Family Center
	OraQuick Advance
	Unprotected anal sex
	African-American YMSM
	Local gay bars, mobile unit, pride events
	900


	885


	11


	11


	889


	1.2%

	Happy People, Inc.
	OraSure
	Heterosexual
	Hispanic/Latino females
	Housing development
	 300
	 250
	50
	50
	 250
	16.7%

	
	Total
	
	
	
	1200
	 1135
	 61
	61   
	 1139
	 5.1%


CTR Referral Linkage

Provide the following information regarding the referral of HIV-positive clients:

	Agency Name
	Total number of clients referred to services 
	Number of HIV-positive clients referred to services
	Number of reported positives offered PCRS
	Number of HIV-positive clients who accepted PCRS
	Types of referrals made for HIV-positive clients


	Number of HIV-positive clients referred to each service
	Number of HIV-positive clients who successfully accessed services

	Example Agency
	11
	11
	11
	8
	Ryan White Case Management
	11
	9

	
	PCRS
	11
	7

	
	CRCS
	11
	5

	
	Housing
	5
	5

	
	Mental Health
	4
	2

	
	Substance Abuse
	6
	0


Provide the following information regarding the referral of high-risk negative clients:

	Agency Name
	Total number of clients referred to services 
	Number of HIV-positive clients referred to services
	Number of reported positives offered PCRS
	Number of HIV-positive clients who accepted PCRS
	Types of referrals made for HIV-positive clients


	Number of HIV-positive clients referred to each service
	Number of HIV-positive clients who successfully accessed services

	Example Agency
	110
	85
	85
	70
	CRCS
	60
	50

	
	Housing 
	35
	25

	
	Mental Health 
	56
	20

	
	Substance Abuse
	70
	30

	
	Many Men, Many Voices
	55
	40

	
	SISTA
	30
	25


Please provide the following information for CTR services. Include number of staff and type of job function (Outreach Worker, Program Coordinator, PEMS Coordinator, etc.) 

	Agency Name
	Program Model
	Number of  full-time employees (FTEs) and position titles
	Percentage time and effort
	Number of 

part-time employees and position titles
	Number of 

consultants and position titles
	Number of 

volunteers and position titles
	In-kind assistance (e.g. supplies, equipment)

	Example Agency
	Rapid Testing in non-clinical settings
	1 HIV  Prevention Coordinator 

3 Outreach Workers
	100%

50%
	1 Counselor
	 None
	1 Administrative Assistant
	5 cases latex condoms

2 computers

 


Provide the following information regarding meeting your SMART process objectives. (Please utilize this example as a template for completing the SMART outcomes objectives table also.)

	Agency Name
	CTR Services
	List your SMART process objectives
	Describe progress made toward each stated process objective for the reporting period

	Lead Agency (type your agency’s name here) 

Example Agency
	Rapid Testing
	By the end of June 30, 2009, HIV services will be conducted, both on and off site, reaching 1,200 YMSM of color.

By the end of June 30, 2009, HIV rapid testing will be conducted in non-clinical settings, testing 75 transgender women of color.
	As of May 31, 2009, the agency has conducted rapid testing both on and offsite, testing a total of 1,350 YMSM of color.

As of May 31, 2009, the agency has conducted a total of 15 HIV rapid tests for transgender women. Process objective not met.

	Subcontractor(s) (type subcontractor’s name here)

 (A) Example Subcontractor 1

	(A) Rapid Testing

	(A) By June 30, 2009, a total of 1,000 tests will be provided to Hispanic/Latino women.


	(A) As of May 31, 2009, the subcontractor has tested 1,214 Hispanic/Latino women with the use of HIV rapid testing technology. Objective met.



	If a process/outcome objective was not met, please explain and discuss strategy for improvement
	Example Agency: In order to reach goal of testing 75 transgender women in the next reporting period, the agency has hired two transgender outreach workers who are gatekeepers in the transgender community, and we have secured an MOA with two additional clubs where transgender women hang out to set up non-clinical rapid testing on location. 


Appendix B

PCRS Chart Examples

Provide the following PCRS information. 

	Number of HIV-positives reported for PCRS
	Number of positives offered PCRS
	Number of positives who accepted PCRS offer
	Total number of partners elicited from clients
	Total number of partners notified
	Number of partners referred to CTR
	Number of partners referred to other services and name of service
	Number of partners tested
	Number of partners  who tested positive
	Number of partners newly diagnosed
	Number of partners previously diagnosed positive
	Number of high- risk partners who tested negative

	600
	600
	500
	300
	300
	222
	(1) 78 - Drug Treatment

(2) 20 - Housing
	300
	100
	75
	25
	200


Staff Training

	Agency Name 


	Name of Staff
	Type of Training


	Training Provider
	 Date of Completion

	Example: Lead Agency (type your agency’s name here) Example Agency
	(1) John Legend 

(2) Michael Jackson
	(1) PCRS

(2) Fundamentals of HIV Prevention Counseling
	(1) CDC

(2) Health Department
	(1) 10/08/06

(2) 12/25/06


PCRS Referral Linkage

Provide the following information regarding PCRS partners of clients testing positive.  

	Agency Name
	Number of partners testing positive 
	Number of positive partners referred to services
	Type(s) of referrals completed for partners testing positive (Please provide agency names)
	Number of positive partners referred to each service
	Number of positive partners who successfully accessed services

	Example: Lead Agency (type your agency’s name here) Example Agency
	22
	22
	PCRS – Example Agency
	10
	8


Provide the following information regarding high-risk partners of clients testing negative.  

	Agency Name
	Number of high-risk partners testing negative  
	Number of high-risk negative partners referred to services
	Type(s) of referrals completed for high-risk negative partners (Please provide agency names)
	Number of high-risk negative partners referred to each service
	Number of high-risk negative partners who successfully accessed services

	Example: Lead Agency (type your agency’s name here) Example Agency
	110
	85
	CRCS - Example Agency
	60


	50




Please provide the following information for PCRS. Include the number of staff and type(s) of job functions (Outreach Worker, Program Coordinator, PEMS Coordinator, etc.) 

	Agency Name
	PCRS
	Number of 

full-time employees (FTEs) and position titles
	Number of 

part-time employees and position titles
	Number of 

consultants and position titles
	Number of 

volunteers and position titles


	In-kind assistance (e.g. supplies, equipment)

	Example: Lead Agency (type your agency’s name here) Example Agency
	Rapid Testing
	1 Program Coordinator
	1 Counselor
	0
	1 Data Manager
	5 boxes of condoms


Appendix C

CRCS Chart Examples

Please indicate which, if any, Comprehensive Risk Counseling Services (CRCS) recommendations that were existing program policies/procedures or were implemented as a response to the recent programmatic changes described in the Dear Colleague letter dated October 25, 2005.

	Agency Name
	CRCS staff does not conduct case management if client has been or can be referred to other case management services (e.g., Ryan White or Medicaid) 
	CRCS staff refers clients to available case management and other services and monitors clients’ use of these services
	CRCS staff provides case management or referrals if there is no existing case manager or referral system, or if a particular service is not covered by existing case management services
	CRCS staff works with other service providers and helps with referrals and coordination 



	Example: Lead Agency (type your agency’s name here) Example Agency
	Existing policy implemented 2004 
	New policy

implemented 2006
	Did not implement

Ryan White case management is provided to HIV-positive clients 
	Existing policy implemented 2005


CRCS Training

	Agency Name 


	Name of Staff
	Type of Training

(Please identify trained staff by name)
	Training Provider
	Date of Completion

	Example: Lead Agency (type your agency’s name here) Example Agency
	(1) Beyonce’ Carter

(2) Jessie Jackson
	(1) CRCS

(2) Fundamentals of Interviewing 
	(1) Dallas Prevention Training Center

(2) NMAC
	(1) 10/08/06

(2) 12/25/06


Provide the following information for CRCS.

	Agency Name
	Number of clients enrolled in CRCS during  reporting period
	Number of clients who successfully completed the planned number of sessions
	The average time period for clients to successfully complete their planned number of sessions 
	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

	Example: Lead Agency (type your agency’s name here) Example Agency
	500
	350
	3 months
	(1) Transportation

(2) Deceased

(3) Follow-up
	Discussion


Please provide the following information for funded CRCS. Include the number of staff and type of job function (Outreach Worker, Program Coordinator, PEMS Coordinator, etc.).

	Agency Name
	Number of full-time employees (FTEs) and position titles
	Number of 

part-time employees and position titles
	Number of 

consultants and position titles
	Number of 

volunteers and position titles
	In-kind assistance

(e.g., supplies, equipment)

	Example: Lead Agency (type your agency’s name here) 

Example Agency
	3 Outreach Workers
	1 Health Educator
	5 Data Analysts
	1 Data Manager
	5 laptops




CRCS Referral Linkage - HIV positive clients
	Agency Name
	Number of clients enrolled in CRCS
	Number of HIV-positive clients referred to services
	Type(s) of referrals made for HIV-positive clients (Please provide agency names)
	Number of HIV-positive clients referred to each service
	Number of HIV-positive clients who successfully accessed services

	Example: Lead Agency (type your agency’s name here)

 Example Agency
	11
	11


	Substance abuse – Example Agency


	4


	6




CRCS Referral Linkage – High-risk negative clients

	Agency Name
	Number of clients enrolled in CRCS
	Number of high-risk negative clients referred to services
	Type(s) of referrals made for high-risk negative clients (Please provide agency names)
	Number of high-risk negative clients referred to each service
	Number of high-risk negative clients who successfully accessed services

	Example: Lead Agency (type your agency’s name here) 

Example Agency
	20
	20
	Housing – Example Agency
	10
	10


Appendix D

DEBI Program Model Chart Examples

Provide the following information for each DEBI intervention you are funded to implement, excluding CTR, PCRS, and CRCS. 

Please report on all populations served.

	Agency Name
	List the Intervention/ Program Model 
	Target population (include transmission risk, race, ethnicity, gender, age, geographical location)
	Recruitment locations/

venues
	Number of  session(s), waves, cycles, activities, encounters, etc., conducted (if applicable)
	Number of clients/

participants enrolled during the reporting period
	Number of clients/

participants successfully completing required sessions
	Key core activities


	Number of clients/

participants completing key core activities

	Help Us Help You
	Many Men, Many Voices
	Urban African- American MSM ages 21-50 engaging in unsafe anal sex
	Gay bars, internet chat sites, bath houses, etc.
	8 cycles of 6 sessions 
	96 (12 participants per session x 8 sessions)
	90 participants


	Not Applicable


	Not Applicable

	
	Community PROMISE 
	Rural Hispanic/ Latino migrant workers between the age of 20-45 who engage in unsafe sex
	Local hang-outs, recovery houses, transitional housing, etc.
	850 encounters
	
	
	Ongoing recruitment and training of peer advocates

Role model stories developed 

Role model stories distributed
	25 peer advocates recruited and trained

5 role model stories developed 

400 role model stories distributed


Key Core Activities Associated with DEBI Program Models

	DEBI Program Model
	Key Core Activities

	Section A

	Community PROMISE
	· Peer advocates trained

· Role model stories developed

· Number of times role model stories distributed

	MPowerment
	· Unique individuals completing M-Groups

· Unique individuals who serve as core group members

· Unique individuals facilitating formal outreach events

	Popular Opinion Leader (POL)
	· POLs trained

· POL conversations

· Organizations in community network

	RAPP
	· Peer volunteers trained

· Role model stories developed

· Role model stories distributed

· Stage-based encounters

· Participants who attended safer sex gatherings

· Participants in HIV presentations

	Safety Counts
	· Clients attending group sessions

· Clients completing individual counseling sessions

· Clients attending social events

	Section B - Note: Key Core Activities are not being requested for interventions in Section B.

	Partnership for Health
	

	SISTA
	· 

	Many Men, Many Voices 
	· 

	Holistic Harm Reduction/Holistic Health Recovery Program
	· 

	Healthy Relationships
	· 

	Street Smart
	· 

	VOICES/VOCES
	· 


Appendix E

Description of SMART Process and Outcome 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. 

Examples of SMART Process Objectives:
· By June 30, 2009, 75 high-risk MSM will be identified for Popular Opinion Leader training.

· By June 30, 2009, 65 HIV-positive clients will be identified and successfully recruited for CRCS.

· By June 30, 2009, HIV counseling and testing staff will administer rapid tests in community settings to at least 3,500 high-risk clients.

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.

Examples of SMART Outcome Objectives:

· At least 90% of clients enrolled in SISTA during the July 1, 2008 through June 30, 2009 reporting period will attend and complete all five sessions.

· By June 30, 2009, at least 85% of the high-risk clients living with HIV in the agency’s CRCS program will have met at least 90% of the objectives in their individual prevention plans.

· By June 30, 2009, the agency will achieve a seroprevalence of 2.5%, or 100 newly-identified confirmed HIV-positive tests.
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