Maryland Cancer Fund

Cancer Treatment Grant

Application Process
Maryland Department of Health & Mental Hygiene
Prevention and Health Promotion Administration

Center for Cancer Prevention and Control



Introduction

The Maryland Cancer Fund
(MCF) provides Cancer

Treatment Grants to eligible
organizations for uninsured, low-
Income Maryland residents.
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Who Can Apply

= Eligible Organizations are:

s Local Health Departments

« DHMH CCPC-funded
cancer screening programs
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el Who Can Apply (cont.)

= Eligible Patients:
= Are uninsured
= Are Maryland residents

= Have a family income less than 250% of the
federal poverty level (See http://aspe.hhs.qgov/
poverty/ for the current federal poverty guidelines)

= Have a finding of cancer or a suggestive finding of
cancer within 6 months of the application date

Prevention and Health Promotion Administration
August 2013
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Grant Awards

and Mental Hygiene

= Grant Awards are used to pay:

= MHIP* Costs
= For premiums, deductibles, coinsurance, copays

= Up to $15,000 for direct costs

» NOTE: it is currently required to apply for MHIP* for a patient who has
a confirmed cancer diagnosis when MHIP* is more cost effective and

the patient is MHIP* eligible.
= Direct Costs
= For cancer diagnosis and treatment
= Up to $20,000 for direct costs

= Indirect Cost
= For additional expenses
= Up to 7% of direct costs

*MHIP Standard enrollment ends 11/13/2013 with coverage ending 6/30/%(r)eilfe4nt'ion'\4rl1;jl IHF;;\'I-th I;grgéemr)glﬁ\dmmistraﬂon

& Federal+ coverage ends 12/31/2013. Further instructions TBA. August 2013
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and Mental Hygiene

A Grant Awards (cont.)

= Award Period

» 1 year

= Established in Standard Grant Agreement.
= Award Availability

= Funds are limited

x Contact MCF Coordinator BEFORE
submitting application

Prevention and Health Promotion Administration
August 2013
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Fund Availability

Deps
and Mental Hygiene

= MCF is funded solely by donations
= Donations are limited

s Grant Awards are awarded based on
donation levels

= If the applicant receives Cigarette Restitution
Funds (CRF) allocated for treatment of
targeted cancers, the CRF funds must be
exhausted or obligated prior to applying for
the MCF

Prevention and Health Promotion Administration
August 2013
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Application Process

Deps
and Mental Hygiene

1. Contact MCF Coordinator for fund availability
a. Call (410) 767-6213 or emaill
sandra.buie-gregory@maryland.gov

b. If funds are available, then you will receive a grant
number to continue (The application must be
received within 30 days: if not, the funds will be
released)

c. If funds are unavailable, then you will receive
further instructions

2. Complete MCF application
3. Submit signed Standard Grant Agreement

Prevention and Health Promotion Administration
August 2013
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Application Forms

1. Organization Application

2. Application Form
a. Copy of MHIP* Application, or
b. Non-MHIP Application

3. Proof of Income or Statement Certifying No
Income

4. Proof of Residency

*MHIP Standard enrollment ends 11/13/2013 with coverage ending 6/30/2014. MHIP+, Federal
& Federal+ coverage ends 12/31/2013. Further instructions TBA.

Prevention and Health Promotion Administration
August 2013
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and Mental Hygiene

e APPlication Forms (Cont.)

5. Physician Letter — Certification of Diagnosis
6. Cancer Treatment Plan and Budget

/. Certification

8. Consent Form

9. Fiscal Budget Forms (DHMH 432 A-H)

Prevention and Health Promotion Administration
August 2013
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el Organization Application

s Form DHMH 4682

= http://phpa.dhnmh.maryland.gov/cancer/
Documents/grants/Form_4682.pdf
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1. Organization Application -

MARYLAND

l'.l;q:]'.u artment of Health

and Mental Hygiene I O r m

CANCER FUND

Organization Application
(Please Type or Print Clearly)

Name of Conlact:

Name of Organization/Entity:
Address:

Phone Number;

Fax Number:

Email Address:

Name of Individual Patient Requiring Cancer Treatment:
Date of Birth:

Gender:

County of Residence:

Type & Stage of Cancer:

Please complete the following checklist for enclosures:

Completed treatment application: Non-MHIP Treatiment Application or
copy of Maryland Health Insurance Plan [MHIP| Application, along
with:
Proof of residency eligibility
Proof of annual fanmualy mcome or notarzed statement of no
income
Pliysician letter (on physician’s letterhead confirmung mdividual
diagnosed with cancer. treatment for cancer. or finding suggestive of
cancer. date of diagnosis or treatment. specialty. medical license
number)
Trearment Plan and Budget
Certification
Consent
Fiscal Budget Forms DHMH 432 A-H

Form DHMH 4682 (Revised 0331 2013)

Prevention and Health Promotion Administration
August 2013
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@ - 2a. Copy of MHIP* Application

s Found on MHIP’s* website

s http://www.marylandhealthinsurancepla
n.state.md.us/mhip/attachments/BRC66
00.pdf

*MHIP Standard enrollment ends 11/13/2013 with coverage ending 6/30/2014. MHIP+, Federal
& Federal+ coverage ends 12/31/2013. Further instructions TBA.

Prevention and Health Promotion Administration
August 2013
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T 2b. Non-MHIP Application

and Mental Hygiene

= Form DHMH 4683

= http://phpa.dhnmh.maryland.gov/cancer/
Documents/grants/Form_4683.pdf

Prevention and Health Promotion Administration



2b. Non-MHIP Application -

9 CANCER FUND

Non-MHIP Application

PLEASE COMPLETE ALL AREAS OF THE APPLICATION, Pages 1-3
(If some areas do not apply. please mark “not applicable™ or “N/A™)

Instructions:

PAGE I

PAGE 2:

PAGE 3:

RESIDENCY ELIGIBILITY - The patient must provide proof of Maryland residency for 6
ths prior to the applic date. Please provide a copy of ONE of the following documents
displaying patient’s name AND current home address:
s Maryland Driver's License
s Maryland State Identification Card
* Lease or Renfal Agreement
*  Property Tax Bill
Motor Vehicle Registralion
Paycheck or Smb with Full Name and Home Address
Utiliry Bill
Voter Registration Card
W-2 Statement (issued not more than 12 months ago)

INSURANCE ELIGIBILITY — The patient may not have any health insurance at the time
of application and n uninsured during the time of service delivery.

ANNUAL FAMILY INCOME - The patient must have an annual family income of not more

than 250 percent of the federal poverty guidelines. Please list the total amount received from all
sourees of income before taxes are withheld.

FINANCIAL ELIGIBILITY

Please provide a copy of ONE of the Tollowing documents displaying patient’s name AND
current home address:
= Most Recent Pay Stubs — Must be for two pays in a row or two pays

e samwe month

*  Most recent income tax return

®  Most recent W2 form

»  Social Security Entitlement Letter — The Social Secunty Administration sends this by
mail each January. It lists the amount the patient will receive each month.

* Notarized Statement - If the patient is not working. this statement should state that the
patient is not working and does not have any income, or that the patient has not had any
income in the past 6 months, This is a legal document and must be stamped and signed
by a notary public. (See sample patient's statement DHMH Form 4685).

PATIENT AGREEMENT - Please read because the application is a legal d

The patient’s signature indicates: (1) the statements that the patient made are true: (2) the MCF has
the patient’s permission to verify the patient’s mformation provided: and (3) the orgamzation
applying on behalf of the patient has the patient’s permission to release information regarding the

patient’s medical. financial, and insurance information to in the MCF.

INFORMATION CONTAINED IN THIS APPLICATION IS CONFIDENTIAL

Form DHMH 4483 (Revised 03312013)

Non-MHIP Application
Maryland Cancer Fund

(Page 101 3)

PATIENT INFORMATION (Please tvpe or print clearly)

Name:
Last Furst MI
pateotzivm: [ /I VI sex: (] Male Marital: [ Separated
MM DD YYYY [ Femate [l Divorced
Ethnicity: ] Hispanic or Lating L] Married
Not Hispanic or Lating [] single/Naver Marriad

[ Unknown L] Widowed

Check all that apply:

Race: [ wiute
] Black or African Amenican
[] Asian
[] American Indian or Alaska Native

Fatient Currently Emploved: Oyes CIwe
If yes, place of employment

If emploved, how long?

Spouse Employved: % Yes D No

[ Mative Hawaiian or Other Pacific Islinder If yes. place of employment:

[ Other (Specify)

Home Address:

If employed, how long?

Number, Strest /| P.O Box

City/Town
Maryland Resident: [ Yes [ No

State Zip Code County of Residance

Home Phone: l

Work Phone: I exe: L]

Cell Phone: [ E-Mail:

EMERGENCY CONTACT

Name: Phune:l |I “ || ” ” ['l |I H ” |
Last Frst

Address:

Relationship to Patient: ] Spouse [ Parent
Cantact Person far Organization Applying:

Name:
Furst

INSURANCE ELIGIBILITY

Do you have any health insurance? [ Yes:

Form DHMH 4683 (Revised 03312003)

[lchtd [ Other (Specify)

enone: [ IO

Last

ation
2013
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2b. Non-MHIP Application —

Form (cont.)

Non-MHIP Application Non-MHIP Application
Maryland Cancer Fund Marviand Cancer Fund
{Page 2 0f 3) (Page 3 of 3}
ANNUAL FAMILY INCOME: The total received per year from all sources of income before taxes are withheld.
INCOME | FOROFFICE USEONLY | PATIENT AGREEMENT
(Please indicate meek. month ar year) DOCUMENTATION (Please read carefully before signing)
;:ﬂ,;':::ﬁ’;:mn_m_w 5 . B:[:.:-, eary fot Oves [N [NA I certify that all the illf()l‘l]lilﬁol! on tlas form 1s true, cun'e(:l and complete. I understand that
ol setivement benefits) E‘“‘ N : e any false statements would subject me to penalties under State law and would result in a
Spouse’s Income Week | Yearly Total : - seihility
(Betibes Socia Securiysdsmy | ) ] Mouk Oves O ONA denial of grant eligibility.
wther retirement benefits) CYewr |5 L —
Parents’ Income CIWeek ™ | Vearly Total s | E a [ e .
(Ifpatient i 2 dependent childon. | § . ] Mouth O¥e ON DNA I anlhgrln the Marvland Department of Health and Mental Hyg.n:-m. (:cmm for .CEIICCI )
paseuts come 1 refum) S;: : — e Swrveillance and Control, Maryland Cancer Fund (MCF) to verify any information provided
g F— [ Vearly T - . : - . : . .
Child Suppart $ . [ Monts ' Oves e CNa by me on this form. I will provide proof of any information on this form as required by the
OYesr |5 . Initial: MCF.

Foster Child Supplement CWeek | Yearly Total
M{HH&N:MMPE household | $ . L Mantt Oves [Me [CINA
Composition) OYer |3 : e 1 agree to allow the
Unemployment Insurance I Week | Yearly Total Fn Tt Nane of Organszation
Olpatient (spouse Cparent 5 . H :{M.,m ‘ ) AT Eﬂ\:; One  Owa o o . . )
Workman's Compensation [TWeek | Vearly Toml S ) to release the medical/financial/insurance information regarding my cancer treatment and
Llpatiest [rpouse [Ipasent § . £ il IR . Tad s E..‘.‘.‘Z 8D (B the Marvland Department of Health and Mental Hyeiene that administers the Marvland
Sacial Security Disability [ Week T Vearty Total Cancer Fund.
TInsurance Cldependent chitd $ . L tm R E’:‘:’ e WA
Clpatsesn [epowse [pasent bl . —
"ANmony [TWeek | Vearly Toml = ——

Y 5 . [ Monthy Yes Iy N/A
Opatsemt Clepouse Dlparent Ol Yeu 5 ) 2
TOTAL ANNUAL s . Signature of Patient or Pareat/Guardian Name of Contact Person for Organization Applying
FAMILY INCOME Pleace Prins or Type)
FINANCIAL ELIGIBILITY Name of Patient Addrass of Contact Parson
To deternune your financial eligibility for this program, we need to collect garding household comp and Plense:Prin o Type) (Flease Print or Type)
famil}' income, PROOF OF INCOME MUST BE ATTACHED — (Your most recent Incoms Tax Return is preferred  Otherwise,
provide your W-2 Forms, Social Securi ement Letter, a minimum of 2 pay stubs i a row or 2 pays m the same month, or -
a notanzed letter stating “No Income and No Employment” can be substituted). Date of Apphcation Offace Phone of Contact Person

FAMILY COMPOSITION

Please list the names and ages of all fanuly members within the houshold and ndicate their relationship to the patient. Include: N -
tient, spouse, financially dependent child(ren) and all other dependents listed on vour income tax return form. If the patient is a RETURN COMPLETED MCF APFLICATION TO:

child, include child, parent, foster parent, or guardian, sibling(s)

Marviand Cancer Fund
Marviand Department of Health and Mental Hygiene

LAST NAME FIRST NAME AGE RELATIONSHIF TO PATIENT 200WWest Preston Street, Room 306
1. Baltimore, Maryiang 21201
2.
3.
4. For questions, please call (#10) T67-6213
b
If there are more than five (5) family members within the honsehold, please continue the list on a separate sheet and attach.

INFORMATION CONTAINED IN THIS APPLICATION IS CONFIDENTIAL

Total number of people in family, including patint: D . g
Form DHMH 4683 (Revised 03/312013) Administration

Form DHMH 4683 (Revised 0331/2013) August 2013
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3. Proof of Income

and Mental Hygiene

= Proof of annual family:

= Most recent income tax return
= Most recent W-2 form

= Pay stubs for two consecutive pays or two pay within the
same month

= Social Security entitlement

NOTE: When a copy of the applicant’s most recent income tax
return is submitted as proof of income, the form must be signed;
or if filed electronically, the electronic filing verification form must
be attached.

Prevention and Health Promotion Administration
August 2013
17



- 3. Statement Certifying

MARYLAND |

Department of

No Income

= For patients with no income

= Notarized letter stating that the
iIndividual Is not working and has no
Income



3. Statement Certifying No

MARYLAND
l_J'E]‘.\I:i it 1t of Healt
and Mental Hygiene

STATE OF MARYLAND

DHMH

Maryland Department of Health and Mental Hygiene
Martin O Malley. Govemor — Anthany G, Brown, Lt Governor — Joshua M. Sharfstein M D Secretary

Prevention and Health Promotion Administration
Michelle Spencer, MS, Director
Denna Gugel, MHS, Deputy Director
Tlise I Marrazzo, RN, BSN, MPH, Acting Director, Matermal and Child Health Buseau
Deborah B. MeGruder, MPH. PMP, Disecte, Infectcus Disease Bureas

Chifford S. Mitchell, M3, MD, MPH, Director, Envirenmental Health Bureau
Dionald Shell, MD, MA, Director, Cancer and Chronic Divease Burean

s ing N
Marviand Cancer Fund — Cancer Treatment Grant

L . state that:

1 am not employed at this time and receive no unemployment compensation, support, or income of any kind. 1 live

with my (parents, friend, relative, etc.) and receive only room and board. [receive
Check all that applv:
Yes No Food Stamps
Yes No Cash Assistance Temporary Cash Assistance TEMA
Yes Mo Housing Allowance (voucher)
(Patient Signature) (Date)

Notary Acknowledgement

STATE OF MARYLAND )
) 85
1
on ., befare me, the undersizned, a Notary Public in and for said County/City and State,

persoually app 1 P y known to me or proved to me on the basis of
satisfactory evidence to be the person whose name is subscribed to the within instrament and acknowledged thar
he/she executed the same.

Subscribed and swomn to before me this day of .20
Witness my hand and official Seal

Motary Public in and for said County/City and State
Motary Public:
Doate:
My commission expires on

201 W Preston Street, Baltsmore, Maryland 21200 500N Calvert Steet, 5 Fl. Baltimuore, Maryland 21202

A10-767-6742 Fax 410-333.5995 AN0-TET-5227 « Fax 410-333-8333 = TDD for Disabled 410-133-4800

Toll Free 1-877-4MD-DHMH TTY for Disabled Toll Free 1-800-358-9001 » TTY for Disabled ) . L. )

Meybiad Ralay Scavice 1-00 725 2248 Meaybusd Babey Setvice 1500 153 2238 Prevention and Health Promotion Administration
e Sira- hatp:ffphpa dhmb. maryland gew

Form DHMH 4685 (Revased 03/31/2013) August 2013
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4. Proof of Residency

and Mental Hygiene

= Show residency for at least 6 months prior to the application
date

= Proof of current Maryland residency
= Maryland driver’s license or State identification card
= Lease or rental agreement
= Property tax bill
= Motor vehicle registration
= Pay check or stub with name and home address
= Utility bill
= \oter registration card
= W-2 Statement issued not more than 12 months ago

Prevention and Health Promotion Administration
August 2013
20
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5. Physician Letter

and Mental Hygiene

= A letter written by the patient’s physician
= On the physician’s letterhead

s Letter must:

= Confirm the individual’'s cancer diagnosis or the individual is
being treated for cancer or the individual has a finding
suggestive of cancer

= Confirm the dates of diagnosis or treatment

= Contain the physician’s full name, address, specialty and
medical license number

NOTE: When a current recipient of a Cancer Treatment Grant
IS diagnosed with or has a suggestive finding of a second
cancer, the organization administering the grant must seek
approval of coverage for the second cancer.

Prevention and Health Promotion Administration
August 2013
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MARYLAND

Department of Health
and Mental Hygien

5. Physician Letter - Form

(Insert Letterhead)

Physician Letter
Certification of Diagnosis

Date

Physician’s Full Name
Address

Specialty

Medical License Number

Dear Maryland Cancer Fund Coordinator:

This letter is to certify that

(Patient Name)
[ has been diagnosed with .on .
(Type of Cancer) (Date of Diagnosis)
OR
I 1s being treated for . and began treatment on :
(Type of Cancer) (Date of Treatment)
OR
U has a finding suggestive of and needs to obtain a cancer diagnosis.
(Type of Cancer)

Sumcerely.

Physician’s Signature

Prevention and Health Promotion Administration
August 2013
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T — 6. Cancer Treatment Plan and
Budget

t of Health

s Form DHMH 4684

= http://phpa.dhnmh.maryland.gov/cancer/
Documents/grants/Form_4684.pdf




6. Cancer Treatment Plan and

Budget - Form
4 CNCER PN

Cancer Treatment Plan and Budget

Name of Organization Entity applying for Grant:

Patient Name: Date of Burth:

Diagnosis: Date of Diagnosts:

Comments:

Treatment Plan from to Primary Treating Physician’s Name:
(date) (date)

Procedure and Frequency of Treatment | Date Anticipated | Estimated Costs Basis for casts
(Medicaid rate, HSCRC-regulated
rate, or MHIP rate)

Sub Total for Treatment
Indirect costs
(Maximom of 7%)

Total Requested
(Treatment + Indirect)

Fom DHMH 4684 (Revized 03312013)

'revention and Health Promotion Administration
August 2013
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““‘D /. Certification

and Mental Hygiene

= Form DHMH 4681

= http://phpa.dhnmh.maryland.gov/cancer/
Documents/grants/Form_4681.pdf




/. Certification - Form

and Mental Hygien

We, the Applicant and Grantee of the MCF Cancer Treatment Grant, further certify

i y d that:
aN Ek F [ ] N D “1 The patient meets the residency. insurance and income requirements

of the Maryland Cancer Fund program.

Certification For Non-MHIP applicants: We shall reimburse the provider(s). (or if

: . - " canres: we are a provider then we will accept) an amount not greater than the
As the Applicant and Grantee of the Maryland Cancer Fund (MCF) Cancer Medicaid or HSCRC- regulated rate (if applicable) for medical

Treatment Grant, we certify that the award will not be used to supplant any

e oo ST ! procedures performed.
existing funding for cancer treatment of this mdividual patient.

We will retain all records pertaining to this grant award for 3 vears
unless directed by the Maryland Department of Health & Mental
Hygiene to retain longer.

Organization Name:

Patient Name:

We will maintain, as confidential, all medical and financial
information pertaining to the patient. their treatment and his/her
fanuly.

We do not receive any other funding for payment and/or reimbursement for the
patient’s cancer treatment
(that 1is, either we do not receive any other funding for payment or
reimbursement for any cancer treatment activities OR we receive funding for
payment or reunbursement of cancer treatinent but that funding 1s expended
or obligated to other individuals for this Fiscal Year).

I certify that we are (check all that apply):

A Maryland Local Health Department
A cancer screening program funded by the Maryland Department of
Mental Health and Hygiene, Center for Cancer Prevention and
Control:
Breast/Cervical Cancer Program
Cigarette Restitution Fund
Baltimore City Centers for Disease Control and Prevention
Colorectal Screening Demonstration Program
Marvland Cancer Fund Cancer Early Detection/Secondary

We do receive other funding for payment and/or retmbursement for the
patient’s cancer treatment as listed below, but still request MCF funds:

Sotrce Title or Activity Amount Period for Activities

Prevention Grantee
Other:
Rationale for need for MCF Funds: et
Estimated costs of cancer freatment exceed available funding for
Payment Signature of Contact Date
| Other
Name of Contact (Print) Name of Organization
Form DHMH 4681 (Revised 03/3172013) Form DIMH 4681 (Revised 03312013) otion Administration

August 2013
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N 8. Consent

and Mental Hygiene

= Form DHMH 4686

= http://phpa.dhnmh.maryland.gov/cancer/
Documents/grants/form 4686.pdf

Prevention and Health Promotion Administration



TMASTAND 8. Consent - Form

and Mental Hyg

B CANCER FUND

Consent Form for Treatment
[Program] [Health Department]

The Maryland Department of Health and Mental Hygiene (DHMH) distributes grants for the
Maryland Cancer Fund to the [Program]. The funds for this program are provided by the
Maryland taxpayers who donate money through the state income tax check off system.

Yon must read, sign and date this form so that [Program| may pay for your [type of
cancer| treatment or diagnostic workup.

o I authonze doctors and other medical providers (mcluding laboratones and radiology
facilities) to give the results of my screening(s). laboratory test(s). surgical consultations.
biopsy(ies). cancer size and stage, treatment recommendations (if applicable), and/or
operations related to cancer screening, diagnosis, and treatment to the [Program]. |
further authorize doctors and other medical providers to give to the [Program]
information from my medical history about past cancer screenings, dingnoses, and
results. 1 also authorize the [Program] to share medical information with the DHMH.

* [understand that if [ am found to need more tests to diagnose a finding suggestive of
cancer identified during diagnostic services, the [Program] will pay for these tests using
the Maryland Cancer Fund — Cancer Treatment Grant.

s  Tunderstand that the [Program] will pay for future visits, tests. and procedures to treat
my [type of cancer] under the Maryland Cancer Fund - Cancer Treatment Grant funding
to the extent of available funds--$[amount of award)].

o [ understand that if  need additional tests or treatment that cost more than the $[amount
of award), the [Program] will not be able to pay for these services. A doctor, hospital,
or other care program may bill me for tests or weatment.

o  Tunderstand that the information I provide and the results of my [type of cancer] tests or
treatment will be kept confidential by the [Program| and the DHMH. Information will
be used for statistical. clinical. and program management purposes only. [ may inspect.
amend, and correct the information on my records. Information will not be disclosed
again to others except as allowed or required by Maryland or Federal law.

This consent form is valid for one vear from the date it is signed. I have read the about
statements and agree to them.

Date Name

Signature

Prevention and Health Promotion Administration

Form DHMH 4686 (Revised 033172013)

August 2013
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and Mental Hygiene

pErE 9. Fiscal Budget

= Form DHMH 432 A-H

s http://dhmh.maryland.gov/SitePages/sf
gacct.aspx




9. Fiscal Budget — Forms

DHMH 432 A, B, C

STATE OF MARYLAND
PROGRAM BUDGET
DEPARTMENT OF HEALTH AND MENTAL HYGIENE PROGRAM BUDGET
HUMAN SERVICES CONTRACT PROPOSAL ! } ESTIMATED PERFORMANCE MEASURES
PROGRAM ADMINISTRATION:
YT GRANT NUMBER: DATE SUBMITIED: S —— —
‘CONTRACT PERIOD: FISCAL YEAR: .
ORGANIZATION: - TPHONEE  HISCALYEAR: CONTRACT PERIOD: SUBMITTED:
STREET ADDRESS: ORGANIZATION FHONE NUMBER:
Address: CITY, STATE, COUNTY: 7IP: ADDRESS: P
PROGRAM TITLE:
: ; adi: PROGRAMTITLE:
Chy: State: 2p Code: CHARGEABLE SERVICES (Y/N) DHEMH PROVIDES 50% OR MORE OF FUNDING (Y/N)
Cantact Persan Telephane: FOR DHMEH USE ONLY
Mailing Address (if ather than shavn abave): OTHER DIRECT FUNDING. PERFORMANCE BUDGET YEAR
Federal Emplaver LD, Minority Enterpilse Yes No DHMH  SUPPLEMENTAL FEDATATE AL TOTAL
P —— L LINE ITEMS MAY FINDING ~ FUNDING  LOCAL& ~ OTHER  OTHER  PROGRAM MEASURE FY
Fiseal Year ar Pevlad for which Funds are Requested: NOT BE CHANGED REQUEST _ REDUCTION GOVT AGENCY FUNDING __ BUDGET_ ESTIMATE
SALARIES/SPECTAL PAYMENTS
Type of Service Ta Be Funded: FRINGE
Performance Measures Defail Afiached Yeu No CONSULTANTS
[EQUIPMENT
Areadurisdiction To Be Serviced: [PURCHASE OF SERVICE
Dagt the Organization Do Fundraisng: Yeu No [RENOVATION
Are any of the State supparted costs being used ta generate fundralsing dollars Yes No CONSTRUCTION
Type of Prapasal: New One-Time Only Renewnl Supplement [REAL PROPERTY PURCHASE
UTILITIES
B. Affirmations and Siguature of Certifying Official: (Mark Appropriate Box{es)) [RENT
B 10 the local liealdh officer las ot sigued below, A copy of this application was FooD
sent ta that official simultaneously with his submission [MEDICINES & DRUGS
B TR AT B R R
MEDICAL SUPPLIES
|OFFICE SUPPLIES
On behalf of the governing buard or ather executive auihority of the abave named TRANSPORTATIONTRAVEL
organization, I affirm that the information and estimates conveved in this application are [E—
e anid accurate fo ihe best of my knowledge.
MAINTENANCEREPAIRS
Signatue; Dale: [POSTAGE
[PRINTINGDUPLICATION
Name Printed or Typed: Title: STAFF DEVELOPMENT/
e : Sow— .
ROl Dot Rerewsd _ Aporsd_Disprovd_ Al AT
evien clal N ¢ i proved _ Disapprovel _ Atia
ewing Offic iguature L viewal _ App ppraval  Atached DERISING
Loca Health Offcr [[YSURANCE
[LEGAL/ACCOUNTING/AUDIT
| Advisary Coneil NAL DUES
OTHER
Lacal Gave. Auih, (ATTACH ITEMIZATION)
[ TOTAL DIRECT COSTS
Reglonal Directar INDIRECT COST
DHMH 432C (Feb. 1997)
- TOTAL COSTS
Ohe (Speils )
LESS: CLIENT FEES
D0, For DHMH Use Ouly [DHMH FUNDING .
DHMH 432B (Rev. Feb. 1037) ition
DHMH4¥2A (Rev, Feb, 1997) 013

30



9. Fiscal Budget — Forms

DHMH 432 D, E, F

ORGANUATION: SCHEDULE OF EQUIPMENT COSTS
ORGANIZATION: AWARD NUMBER: FISCAL YEAR
ATARDUNEER AL TER TOR DENH USE ONLY; Tt
FOR DEH USEOML; H[::'_[-‘):EG PSE%E#]
SCHEDVLE 0F SALARY COSTS SCHEDULE OF CONSULTANT COSTS LIST OF MISCELLANEQUS EQUIPMENT COSTING UNDER 5500 EACH
Ll SR 15T BELOW EACH EQUIPWENT ITEV COSTING GVER 5500
HIGHEST TOTAL TOTAL
GRADE | HOURS SALARY SALARY momssiona, | oeeree | mouney | tonse | omm | rrocan DESCRIPTION CLIENT
JORTITIEOR ooy | o0 | M| Terorsmvie | omm TOTL OrOFFICE | or REPLACEMENT
NAME OF CONSULTANT AREA HELD TATE | HOURS | COSTS BUDGET
CLASSITICATION mmersmoy | s | wax FINDING | PROGRANBUDGET
TOTAL/MUST EQUAL 528
DEME4EID RerFe ) 0TAL (MUSTEQUAL 625
DIV 428 [Rev. Feb. 197 TOTAL (MUST EQUAL 4328)

DHMHARZF (Rev, Feli, 1997)



m—my 9. Fiscal Budget — Forms

l'.h:]'.u.;u'n t of Health

i DHMH 432 G, H

PURCHASE OF SERVICE

Se—— — - ANTICIPATED SOURCES OF FUNDING
PERFORMANCE MEASURES DOLLARS

NUMBER UNITS PURCHASED
SERVICE VENDOR {e.g., HRS, VISITS, ETC.) DHMH TOTAL

SOURCES AMOUNT

DHMH AWARD
DHMH SUPPLEMENT
LOCAL GOV'T
OTHER AWARD - FED, STATE OR PRIVATE AGENCY (SPECIFY)
FEES
DHMH CLIENT FEE COLLECTIONS
OTHER CLIENT FEE COLLECTIONS
MEDICAID PAYMENTS
MEDICARE PAYMENTS
INSURANCE/PRIVATE
SSI
OTHER - IDENTIFY
FUNDRAISING/DONATIONS
UNITED CHARITIES
INTEREST

Total Funding (Must Equal Total Costs in Total Program Budget on
Budget Face Sheet

IN-KIND CONTRIBUTIONS (IDENTIFY) VALUE

[TOTAL CASH PLUS IN-KIND I

TOTAL AANNNANNNANNNNN AXNNANNNNNNNNNNRY
**Fotal must equal 4328

DHMH432H (Rev. Feb.1997)

on
MH432G (Feb. 1997
DHMH43IG (Feb, 1997) 13
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Too Application Process

and Mental Hygiene

3. Submit signed Standard Grant Agreement

Prevention and Health Promotion Administration
August 2013
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STANDARD GRANT
AGREEMENT

= Legal contract between DHMH &
Grantee

= Provides proposed award period and
award amount

= Schedule of fiscal reporting

= Signed by Health Officer & DHMH
= 3 copies
= Blue ink

zmx‘
MAR L*ND !

Department of Health
& . " e

llllllllll
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MMAIEAND Award Confirmation

depart
and Mental Hygiene

= Award Letter
= [0 Health Officer & Program Coordinator
= Terms and conditions
= Purchase Order

Prevention and Health Promotion Administration
August 2013
35
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AASIAD) Fiscal Reporting

depart
and Mental Hygiene

= Forms include:
= DHMH Form 437
= DHMH Form 438
= DHMH Form 440
= Final Comprehensive Report

Prevention and Health Promotion Administration
August 2013
36



Fiscal Reporting (cont.)

= Request for Payment
= Submit 437 & 438 quarterly



i |

MARYLAND

l_.]'u]‘.i' riment of Healt
and Mental Hygiene

Fiscal Reporting (cont.)

DEPARTMENT OF HEALTH AND MENTAL HYGIENE
HUMAN SERVICE AGREEMENTS
DHMH 435
INTERIM REPORT OF ACTUAL EXPENSES, RECEIPTS

:: :::ﬁ: i;;:'l“ D ETATE FRRAL TEAR « AND PERFORMANCE MEASURES
3 CITYSTATEZIP 9} CONTRACT AWARD #: SECTION L
4) PROJECT TITLE 1) VENDOR NAME ) CONTRACT AWARD#

#) TELEPHONE XUMBER

) DIRECTOR'S NAME 19) REQUESTING PFERIOD: 1) VEXNDOKR ADDHRESS 10) STATE FISCAL YEAR
O
By my vignatwrs, I sttt thai thiv information iv carrect, that the requesied payment s jut %) CITVETATEZIP ) REPORTPERIOD __TO__
and carvect and that paymant for the same servicespariad have not baow raquested proviowsly.
4) PROJECT TITLE By my signature, [ attest that the informan
11) SIGNATURE
(Bhse ki) DATE
£) TELEFHONE NUMEER containgd is corTect, that payment requested s just
PART A Award - Human Service Agreement
1 &) CONTACT PERSON and corvect and that payment has not been
Ameent of Homan Services Awasd 1)
7) DIRECTOR'S NAME requested previsusly.
Amownt of C5A Adunstrative Award ]
8 FEDERAL EMPLOYER ID 12) SIGNATURE
I T P BLUE INK. DATE
Y __ SECTION IL SECTIONIIT
Athamar of Foman Survioss Awird Ricquser 5 SUMMARY OF EXPENDITURES SUMMARY OF RECEIPTS
Amcunt of C5A Administrative Request 3 AFPROVTD ACTUAL VARIANCE SOURCE OF ACTUAL DPEA
LINE ITENS MAY TOTAL PROGRAM | EXPEND, THRU DR FUNDS RECEIPTS ONLY
Total Payment Request s NOT BE CHANGED. RUDGET (OVER)
Juiehiy
PART €. DMH SUBPROVIDER BUDGET REVIEW ATTESTATION (FOR DEMI USE OXLY) LM PRIV P 9.00) - orHER STATE
Aili, of thé DEMH Budgate FRINGE ﬂ.m LOCAL GOVT.
included i the purchase of service ling ifem in the HMH provider budget for fhi3 kuman CONSULTANTS .00  DIRECT FEDERAL
arvice agr [ TPAENT 00| FUNDEASING
PURCHASE OF SERVICE 00| UNITED CHARITIES
RINOVATION 00|  peTERCST
DHMH Funding 0.00) ;
=TS TS LONSTRUCTION . CARRVOVER.
Dste REAL PROPERTY FURCHASE 0.00]  roopsTAMPS
UTILITIES 0.00] oTHIR SPECIG
NOTE: The above artestanion iz required bafore any imveics, after and including the Octebariquarterly ) REST 0.00] CLIEXT FEES-
ar November (bi-marthly) vendar invaice, can be paid by the Division of Program Cost and Analyais FOOD 0.00]  FREVATE PAY
MEDICINES & DRUGS 0.00] wEDiCAm
[ PART D. DIMH PAYMENT (FOR DHMHE USE ONLY) MEDECAL SUFTLIEY 0.00)  MEDICARE
OFFICE SUPPLIES 0.00] povRacE
Amoust of Human Servsces Fayment § TRANSPORTTRAVEL 00 s
HOUSERILFDNG .00 OTHIR SFLCITY
Amount of C5A Admznstrative Payusest $ AAINTENANC D REPAIRS .00
Tend p POSTAGE .00/
L fpproves Teyment s PRINTINGDUPLICATION. 0.00] ToTa [}
Approved By STAFT DEVELOPMENT/
TRAINING SECTIONTIV. PERFORAANCE MEASURES
Date CLIENT ACTIVITIES
ADVERTISING FERFORMANCE BIDGET YTD THEU
Niotes: LEGALACCOUNTING AUDIT 0.00 AEASURE ESTDATE
OTHER 0.00]
TOTAL DIRFCT COSTS 0.00 0.00 0.00
INDIRECT COST 0.00]
TOTAL 0.00] 0.00] 0.00]

DHMH 437 [Revised August 2001)

DIDMH 458 (REY. August 241)

nistration
just 2013
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Fiscal Reporting (cont.)

= Annual Report - 440 closes grant

= Final Comprehensive Report — Provides
summary of grant activity

= Submit 60 days after grant end date



Iscal Reporting (cont.)

and Mental Hygiene

DEPARTMENT &F HEALTH AND MENTAL HYGIENE
HUMAN SERVICE AGREEMENTS
ANMLAL REPORT (DHMH 440}

SECTION!,
RN B . .
FetALTE : MCF Final Comprehensive Report
AWARD PERIOD! []
TOTAL DI ANAGD: 0 —— T-10-00/FHA-000/MO0P00000
. Type of Cancer:
SECTHON I DATE:
m 200, [ [ ] SECTION il Stage of cancer at Diagnosis:
SUMMARY OF EXPENDITURES SUMMARY OF RECEIPTS
Firal Pppevved Age:
Liree Hewm Tirkal Priogrians At Musd DA e
o Bt oty | @_m“"’"‘“ -] oty
| ey
| e Sime Race:
P oy Gender:
;_.husmim County:
===
et e s : Amount of Funds Expended: (Provide a brief description of the expenditures.)
=1
o
S Briefl Summary of Treat Received: (Provide a brief description of the treatment
o provided.)
T
=N e
Dfewcincty
;l.:':.:‘:. Combines SECTION IV
o ana
2 rmuranas & Tiie HECONCILIATION [DPTA Use Only)
Hfavenang T 0%
e — PR—— e
imotsespae ecta
[T pepract Sarea, 34 Oty § To Corsngency fund
2] sananee
3| ammare Marmenaroe.
T Marterares
Mlsnnsepeg
Wlindewct T
@] atnasury S DPCA Action:
Attty (B
AlfPering
N
ey g
AifFo
] o r—
5[.,.:.,,...
P Asies.
4 fEsrgute gt
)00 Egupment
[ Laugment
"E.rw :
& frurance DATE:
Y
ofon fos e
Pp— n Administration

August 2013
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TR, Wawa Gift Cards

= $10 Wawa gift cards for patients to be
used for transportation to and from
medical appointments

= Submit request to MCF Coordinator

Prevention and Health Promotion Administration
August 2013
41



WD QUESTIONS?

and Mental Hygiene

MCF Coordinator
Sandra Gregory
(410) 767-6213
sandra.buie-gregory@maryland.gov

Prevention and Health Promotion Administration
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Prevention and
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Administration

http://phpa.dhnmh.maryland.qgov
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