Instructions for Downloading and Completing Forms

Upon opening the “All Forms” document: 
1. Choose “Save As” from the “File” drop-down menu.

2. Save the document to your desktop or flash drive or other equipment.  (You may keep the same document name or change it as you wish.)

3. Close out of the document after saving.
4. Re-open the document from where you saved the document on your compute or flash drive.

5. You may now work to complete the forms. 

To complete a form, click on the first gray box and type in your response. Hit the “Tab” key to move to the next gray box. You may keep hitting “Tab” to move you throughout the document to complete the form or click on each gray box individually. 

Note: The Word document for the forms have been locked for editing. This means that the only place that you can enter text is in the gray-shaded boxes. 

All forms have a limit to the number of characters that can be typed into the gray boxes. Should you run out of space for your response in the gray box, then you will need to edit your response. If you ensure that your responses are short but specific, you should have plenty of room to type within the gray boxes. 

Be sure to save your work often.

Form 1: Applicant Agency Information
APPLICANT AGENCY

Applicant Agency Name:      
Federal ID Number:      
Type of Agency:  FORMCHECKBOX 
Public     
 FORMCHECKBOX 
State      FORMCHECKBOX 
Local
 FORMCHECKBOX 
Private Non-profit

Mailing Address:      
City:      
State:      
Zip Code:      
Telephone Number: (     )       -      
Has this organization been a previous recipient of Indiana RESPECT Funding?  FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

      If “Yes”, please identify which funding has been received?  FORMCHECKBOX 
Federal funds      FORMCHECKBOX 
State funds      FORMCHECKBOX 
Both
Name of Chief Administrative Officer:      
Name of Official Custodian of Funds:      
Name of person authorized to make legal/contractual agreements for the applicant agency:      
Position/Title within Applicant Agency:      
Signature: 

PROPOSED PROJECT

Name of Project:      
Type of Curriculum:  FORMCHECKBOX 
Evidence-based      FORMCHECKBOX 
Self-developed      FORMCHECKBOX 
Existing, but adapted
County(ies) to be served:      
Proposed Number of Staff for Program Implementation:      
Estimated Number of Adolescents to be Served:      
PROJECT DIRECTOR

Name of Project Director:      
(The person whose name is listed for the project director is the individual who will receive all communication regarding this application.) 

Position/Title within Applicant Agency:      
Mailing Address:      
City:      
State:      
Zip Code:      
Telephone Number: (     )       -      
E-mail Address:      
Project Director Assurance: I agree to accept responsibility for the conduct of the project, provide the required reports and participate in any program evaluation if a grant is awarded as a result of this application. 

Signature:

BUDGET FOR FY10 & FY11
$      Personnel Costs (Sum of “line 1”) 

$      Other Operating Expenses (Sum of “lines 2-6”)   

$      Equipment (Sum of “line 7”)   

$      Total Amount Requested (May not exceed $47,000)
$      Total Matching Funds (Minimum of 35% of Total Amount Requested) 
Form 2: Medical Accuracy

SCIENCE-BASED PROGRAMS

If you choose to implement an approved evidence-based program, please read and sign below. 
Should a grantee want to use and purchase supplemental educational materials, the grantee must provide the State with a copy of such materials and wait for approval from the State before the materials are used during the implementation of any lesson or activity. 
Should a grantee want to develop new educational materials using program funds, the grantee must seek the approval of the State prior to printing. If the material proves to be medically accurate and approval is given to the grantee by the State, the grantee must then provide a final copy of the printed material for the State to keep on file. 

The undersigned has read and agrees to abide by the guidelines set forth regarding medical accuracy of content to be included in the chosen curriculum which will be implemented by the applicant agency and any supplemental materials that wish to be utilized or produced. 

Name of Project Director:      
Signature of Project Director:                                                               Date:       
SELF-DEVELOPED OR EXISTING CURRICULUM WITH ADAPTATIONS
If you choose to implement a self-developed curriculum or an existing curriculum with adaptations, please read and sign below.

If upon review of the curriculum the applicant agency is proposing to use for implementation, the State identifies any information that is medically inaccurate, the applicant agency must update or revise such information prior to receiving a grant award or contract. 

Should a grantee want to use and purchase supplemental educational materials, the grantee must provide the State with a copy of such materials and wait for approval from the State before the materials are used during the implementation of any lesson or activity. 
Should a grantee want to develop new educational materials using program funds, the grantee must seek the approval of the State prior to printing. If the material proves to be medically accurate and approval is given to the grantee by the State, the grantee must then provide a final copy of the printed material for the State to keep on file. 

The undersigned has read and agrees to abide by the guidelines set forth regarding medical accuracy of content to be included in the chosen curriculum which will be implemented by the applicant agency and any supplemental materials that wish to be utilized or produced. 

Printed Name of Project Director:      
Signature of Project Director:                                                                                  Date:       
Form 3: Logic Model

STEP ONE: Health Goal

1. Define your priority population.  Use descriptors such as age, sex, ethnicity, income level, area of residence, etc.
     
2. Where will your project be implemented? What specific locations?

     
3. Think about some of the key health issues or problems facing your target population.  Of these health problems, which are the most severe? critical? prevalent? 
     
4. Which of these health problems can be addressed by your organization given its mission/values?

     
5. Which of these health problems are not being adequately addressed by the community?
     
6. Convert the health problem into a health goal and write it below.  For example, if the health problem is "high rates of sexually transmitted infections among adolescents in Marion county”, then a possible health goal might be: Reduce sexually transmitted infections among adolescents in Marion county.

Form 4: Logic Model

STEP TWO: BEHAVIORS

1. What behaviors DIRECTLY cause or affect your health goal?
     
2. Which of these behaviors have the greatest causal impact upon the health goal?
     
3. Which behaviors are the most feasible to target given the resources at your disposal (e.g. staff time, staff expertise, funds, equipment, etc.)?
     
4. After you have chosen a behavior(s) for your logic model, write it below.  Review your behaviors and make sure they are worded in a "sufficiently precise" way.  For example, "reduce sexual risk taking" is not sufficiently precise.  "Increase condom use" and "delay onset of sexual intercourse" are examples of behaviors that are worded in a sufficiently precise way.



Form 5: Logic Model

STEP THREE: RISK AND PROTECTIVE FACTORS

Think about the youth in your community or the youth with whom you work. What are some of the risk factors they face—characteristics of their environment, community, family, school and personal characteristics (biological, psychological, cognitive)? What factors make life hard, challenging, and unsafe, etc. for these youth? Write these factors in the “Risk Factors” box below.
What are some of the protective factors that these youth have—characteristics of their environment, community, family, school and personal characteristics (biological, psychological, cognitive)? What factors help to make these youth resilient, safe, hopeful, etc.? Write these factors in the “Protective Factors” box below. 


Form 6: Logic Model

STEP FOUR: INTERVENTIONS
1. Which intervention approaches (policies and programs) are likely to have the greatest impact upon the risk and protective factors you selected in the previous worksheet?

     
2. What is the evidence of the effectiveness of the intervention approaches you have listed?

     
3. Once you have chosen an intervention approach, which intervention activities are powerful enough to markedly change each selected risk and protective factor?  What is the evidence for this?

     
4. Which of the proposed intervention activities are feasible given your organization's financial resources, staff capabilities, and political environment?

     
5. Describe in sufficient detail the intervention activities that you select to affect each of the risk and protective factors listed on the previous worksheet.  Who is the audience?  What is the setting?  How long will it take to implement?  Do you think this activity will affect any other important determinants simultaneously?  Which ones?

     
Form 7: Health and Wellness Standards

INDIANA ACADEMIC STANDARDS FOR HEALTH AND WELLNESS

Indiana RESPECT realizes the importance of these health and wellness standards and encourages all projects to address as many of the standards as possible through their curricular choice when serving the priority population of adolescents in grades 5-8. 

ADDRESSING THE STANDARDS
The eight health and wellness standards for grades 5-8 are outlined below. Please provide a brief description of lessons, activities, handouts, skits, etc. included in your curricula that allows you to address the standards. It is not required that you address each standard using your curriculum. Provide information for the standards that are applicable to your chosen curriculum. 

Standard 1: Students will comprehend concepts related to health promotion and disease prevention to enhance health. 
     
Standard 2: Students will analyze the influence of family, peers, culture, media, technology and other factors on health behaviors. 
     
Standard 3: Students will demonstrate the ability to access valid information and products and services to enhance health. 
     
Standard 4: Students will demonstrate the ability to use interpersonal communication skills to enhance health and avoid or reduce health risks. 
     
Standard 5: Students will demonstrate the ability to use decision-making skills to enhance health. 
     
Standard 6: Students will demonstrate the ability to use goal-setting skills to enhance health. 
     
Standard 7: Students will demonstrate the ability to practice health-enhancing behaviors and avoid or reduce health risks. 
     
Standard 8: Students will demonstrate the ability to advocate for personal, family and community health. 
     
Form 8: Work Plan (Process Objectives)
FIRST BUDGET PERIOD (3/1/10-6/30/10)

Using the spaces below, please indicate at least two (and no more than five) process objectives that will be addressed during the first budget period. Please provide as many process objectives that are applicable to the successful implementation of your proposed project. Place checks in the boxes corresponding to the month(s) in which the process objectives will be met. 

	
	March 2010
	April 2010
	May 2010
	June 2010

	Process Objective 1:       


	 
	 
	 
	 

	Process Objective 2:      

	 
	 
	 
	 

	Process Objective 3:      

	 
	 
	 
	 

	Process Objective 4:      

	 
	 
	 
	 

	Process Objective 5:      

	 
	 
	 
	 


Form 8: Work Plan (Process Objectives)
SECOND BUDGET PERIOD (7/1/10-6/30/11)

Using the spaces below, please indicate at least two (and no more than five) process objectives that will be addressed during each quarter of the second budget period. Please provide as many process objectives that are applicable to the successful implementation of the proposed project. Place checks in the boxes corresponding to the month(s) in which the process objectives will be met. 

	
	July 2010
	August 2010
	September 2010

	Process Objective 1:       


	 
	 
	 

	Process Objective 2:      

	 
	 
	 

	Process Objective 3:      

	 
	 
	 

	Process Objective 4:      

	 
	 
	 

	Process Objective 5:      

	 
	 

	 


	
	October 2010
	November

2010
	December

2010

	Process Objective 1:       


	 
	 
	 

	Process Objective 2:      

	 
	 
	 

	Process Objective 3:      

	 
	 
	 

	Process Objective 4:      

	 
	 
	 

	Process Objective 5:      

	 
	 
	 


	
	January

2011
	February

2011
	March

2011

	Process Objective 1:       


	 
	 
	 

	Process Objective 2:      

	 
	 
	 

	Process Objective 3:      

	 
	 
	 

	Process Objective 4:      

	 
	 
	 

	Process Objective 5:      

	 
	 
	 


	
	April 

 2011
	May

2011
	June

2011

	Process Objective 1:       


	 
	 
	 

	Process Objective 2:      

	 
	 
	 

	Process Objective 3:      

	 
	 
	 

	Process Objective 4:      

	 
	 
	 

	Process Objective 5:      

	 
	 
	 


Form 9: Evaluation Assurance
Assurance is needed that each applicant will be able to implement the curriculum fully and administer the pre-post test to all participants, especially if providing education in the school setting. The information below must be completed, including signatures, for each location in which you will be implementing your project. You may duplicate this form as necessary. 

Name of Applicant Agency:      
Name of Project Director:      
Location of Project Implementation (Name of Entity):      
Mailing Address:      
City:      


State:      

Zip Code:      
Telephone Number: (     )       -      
Contact Person at Project Implementation Site:      
Position/Title:      
I,     , of                    , give my approval for       to provide programming to students/adolescents. 

    (Name of Contact Person)    (Organization Name)                                    (Name of Applicant Agency)
I acknowledge that I have received a copy of the evaluation to be administered to all participants (students/adolescents). I give permission to       to administer such an evaluation at      . 






          (Name of Applicant Agency)


         (Organization Name)
Signature:

Date: 

Form 10: Project Staff 

(Form may not exceed one page per staff.)

STAFF INFORMATION

Name (First and Last):      
Title/Position within Applicant Agency:      
EDUCATION

Degree or Certification:      


Year Obtained:     
Institution Name and Location:      
Degree or Certification:      


Year Obtained:     
Institution Name and Location:      
Degree or Certification:      


Year Obtained:     
Institution Name and Location:      
EMPLOYMENT

How long have you been employed with the applicant agency?      
Please list in reverse chronological order (begin with current) previous employment and experience and its relation to teaching sexuality education. Please only identify your last three employers/experiences. 

Name of Employer:      
Dates of Employment (Start and End):      
Job Title/Responsibilities:      
Name of Employer:      
Dates of Employment (Start and End):      
Job Title/Responsibilities:      
Name of Employer:      
Dates of Employment (Start and End):      
Job Title/Responsibilities:      
Provide a brief job description for this staff as it relates to the proposed Indiana RESPECT project.      
Provide a brief statement of how past education and both past and current employment quality you for your position in regard to the implementation of the proposed Indiana RESPECT project.      
Form 11: Applicant Agency Revenue

AGENCY INFORMATION

Name of Applicant Agency:      
Federal ID Number:      
Type of Agency:  FORMCHECKBOX 
Public     
 FORMCHECKBOX 
State      FORMCHECKBOX 
Local
 FORMCHECKBOX 
Private Non-profit

Has this organization been a previous recipient of Indiana RESPECT Funding?  FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

      If “Yes”, please identify which funding has been received?  FORMCHECKBOX 
Federal funds      FORMCHECKBOX 
State funds      FORMCHECKBOX 
Both

FY2010 FUNDING SOURCES

Use this section to identify anticipated funding to the applicant agency during the first budget period, March 1, 2010 through June 30, 2010. In the spaces provided below, please list ALL sources of funding and the anticipated dollar amount to be received from that source. An example is provided below. 

Source of Funding: 




Amount Anticipated to Receive: 

Example: United Way




$12,000.00

     






$      
     






$      
     






$      
     






$      
     






$      
     






$      
     






$      
     






$      
     






$      
     






$      
FY2011 FUNDING SOURCES

Use this section to identify anticipated funding to the applicant agency during the second budget period, July 1, 2010 through June 30, 2011. In the spaces provided below, please list ALL sources of funding and the anticipated dollar amount to be received from that source. An example is provided below. 

Source of Funding: 




Amount Anticipated to Receive: 

Example: United Way




$15,000.00

     






$      
     






$      
     






$      
     






$      
     






$      
     






$      
     






$      
     






$      
     






$      
     






$      
Form 12: Budget FY2010

AGENCY INFORMATION

Name of Applicant Agency:      
Type of Agency:  FORMCHECKBOX 
Public     
 FORMCHECKBOX 
State      FORMCHECKBOX 
Local
 FORMCHECKBOX 
Private Non-profit

Has this organization been a previous recipient of Indiana RESPECT Funding?  FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

      If “Yes”, please identify which funding has been received?  FORMCHECKBOX 
Federal funds      FORMCHECKBOX 
State funds      FORMCHECKBOX 
Both

BUDGET FOR FY2010

Use this section to identify the proposed project’s budget for the first budget period, March 1, 2010 through June 30, 2010. The “ISDH Request Amount” for the first budget period may not exceed $12,000. Please note that the “Total Project Cost” should equal the sum of the “ISDH Request Amount” column and the “Matching Funds” column. 

Category



ISDH Request Amount
  Matching Funds
  Total Project Cost
1. Personnel (including fringe)
$      


  $      

  $      
2. Consumable Supplies

$      


  $      

  $      
3. Travel (including mileage,  

registration fees and per diem)
$      


  $      

  $      
4. Rental and Utilities


$      


  $      

  $      
5. Consultant and Contractual 

Services



$      


  $      

  $      
6. Other Expenditures


$      


  $      

  $      
7. Equipment



$      


  $      

  $      
TOTAL :



$      


  $      

  $      
	FORM 13: Budget Narrative FY2010

	Use this form ONLY for the first budget period (3/1/10 – 6/30/10).

	Justification for first budget period

	Category:
	Description and Justification:
	Calculations:
	Matching Funds:
	ISDH Request Amount:

	Example: 
	Hire 1 staff to implement curriculum 
	Personnel= $/hr X hrs/ week

Fringe= salary X fringe rate
	Amount to be covered by Matching Funds
	Total to be charged to ISDH

	1. Personnel (including fringes)


	     

	     

	     

	     

	Other Operating Expenses:
	
	
	
	

	2. Consumable Supplies


	     
	     
	     
	     

	3. Travel (includes mileage, per diem, registration fees)


	     
	     
	     
	     

	4. Rental and Utilities (includes telephone)


	     
	     
	     
	     

	5. Consultant and Contractual Services


	     
	     
	     
	     

	6. Other Expenditures


	     
	     
	     
	     

	7. Equipment


	     
	     
	     
	     

	Total Budget:
	     
	     
	     
	     


Form 14: Budget FY2011

AGENCY INFORMATION

Name of Applicant Agency:      
Type of Agency:  FORMCHECKBOX 
Public     
 FORMCHECKBOX 
State      FORMCHECKBOX 
Local
 FORMCHECKBOX 
Private Non-profit

Has this organization been a previous recipient of Indiana RESPECT Funding?  FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

      If “Yes”, please identify which funding has been received?  FORMCHECKBOX 
Federal funds      FORMCHECKBOX 
State funds      FORMCHECKBOX 
Both

BUDGET FOR FY2011

Use this section to identify the proposed project’s budget for the second budget period, July 1, 2010 through June 30, 2011. The “ISDH Request Amount” for the second budget period may not exceed $35,000. Please note that the “Total Project Cost” should equal the sum of the “ISDH Request Amount” column and the “Matching Funds” column. 

Category



ISDH Request Amount
  Matching Funds
  Total Project Cost
1. Personnel (including fringe)
$      


  $      

  $      
2. Consumable Supplies

$      


  $      

  $      
3. Travel (including mileage,  

registration fees and per diem)
$      


  $      

  $      
4. Rental and Utilities


$      


  $      

  $      
5. Consultant and Contractual 

Services



$      


  $      

  $      
6. Other Expenditures


$      


  $      

  $      
7. Equipment



$      


  $      

  $      
TOTAL :



$      


  $      

  $      
	Form 15: Budget Narrative FY2011

	Use this form ONLY for the second budget period (7/1/10 – 6/30/11).

	Justification for second budget period

	Category:
	Description and Justification:
	Calculations:
	Matching Funds:
	ISDH Request Amount:

	Example: 
	Hire 1 staff to implement curriculum 
	Personnel= $/hr X hrs/ week

Fringe= salary X fringe rate
	Amount to be covered by Matching Funds
	Total to be charged to ISDH

	1. Personnel (including fringes)


	     

	     

	     

	     

	Other Operating Expenses:
	
	
	
	

	2. Consumable Supplies


	     
	     
	     
	     

	3. Travel (includes mileage, per diem, registration fees)


	     
	     
	     
	     

	4. Rental and Utilities (includes telephone)


	     
	     
	     
	     

	5. Consultant and Contractual Services


	     
	     
	     
	     

	6. Other Expenditures


	     
	     
	     
	     

	7. Equipment


	     
	     
	     
	     

	Total Budget:
	     
	     
	     
	     


























Protective Factors (+)











Risk Factors (-)
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