Children’s Special Health Care Services (CSHCS) Division
Competitive Application for Broad-Scope Early Intervention for Children with Visual Impairment Grant
19-Month Grant Cycle: FY 2016 (December 1, 2015-June 30, 2016) and FY 2017 (July 1, 2016-June 30, 2017)

The Indiana State Department of Health (ISDH), CSHCS Division is announcing a new COMPETITIVE grant funding opportunity for innovative approaches to addressing early intervention for visually impaired children ages 0-3 years of age.  This is a new grant application, and anyone with a project proposing to address needs in the early childhood visually impaired population is encouraged to apply.  This Grant Application Packet (GAP) has been specifically designed for the CSHCS Division and is integrated with the mission of ISDH: “To promote and provide essential public health services.”

APPLICATIONS MUST BE RECEIVED NO LATER THAN FRIDAY, NOVEMBER 20, 2015 AT 5:00PM EST

1. Submit application electronically to CSHCS at: MCHBusinessUnit@isdh.IN.gov
2. The application must be typed (Times New Roman, 12pt font) and double-spaced.  Each page must be numbered sequentially beginning with Form A, the Applicant Information page.
3. The narrative sections of the application must not exceed 30 double-spaced, typed pages.  Applications exceeding this limit will not be reviewed.
4. Appendices, excluding CVs, must not exceed 20 pages.  Appendices that serve only to extend the narrative portion of the application will not be accepted.
5. The application must follow the format and order presented in this guidance.  Applications that do not follow this format and order will not be reviewed.
6. All sections of the application must be submitted.  Applications missing any section will not be reviewed.

Questions regarding this grant application may be directed to the Maternal and Child Health Business Unit (MCHBusinessUnit@isdh.IN.gov) or Shirley Payne, MPH, CSHCS Director (spayne@isdh.in.gov / 317-233-7046). 
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Criteria for Eligibility
To be eligible, applicant organization must be a nonprofit entity (as defined by the IRS Tax Determination), health department, hospital, or other health care related entity proposing to address early intervention needs in children ages 0-3 years with visual impairment in Indiana.

Purpose of Grant
The purpose of this opportunity is to fund competitive grants for nonprofit organizations, local health departments, and health care entities within the State of Indiana to implement programs focused on addressing early intervention in children ages 0-3 years impacted by visual impairment.  Although the scope of this funding opportunity is broad, projects should focus on improving services related to visual impairment in young children and their families.  A training component for families must be included.  Children ages 0-3 served under this grant cannot be enrolled in First Steps.  

Applicants may request up to $121,250 per fiscal year for the 19-month grant cycle, for a total of $242,500.  Applicants selected to receive funding may be awarded a maximum of $242,500 for the 19-month grant cycle, but may receive less than this amount.  The grant cycle will begin on December 1, 2015, and end on June 30, 2017.  NOTE: Throughout this grant application packet, “FY 2016” refers to the 7-month period from December 1, 2015-June 30, 2016, while “FY 2017” refers to the entire fiscal year from July 1, 2016-June 30, 2017.  Please plan and budget accordingly.

Description of Required Services
NOTE:  Documentation of services administered must be provided upon request by the ISDH. Although the scope of this grant opportunity is intended to be broad in scope, and applicants may choose their own performance objectives.  Projects must be related to the following services and must include a training component for families:

1) Improving healthcare and service delivery for young children with visual impairment.  Possible examples include, but are not limited to:
a. Providing quality early intervention services to help support the success of the child at home, in the child care or school setting, or in the community setting
b. Ensuring children ages 0-3 years with visual impairment are being seen by a ophthalmologist 

2) Providing wraparound/care coordination services, including training to parents/caregivers, to increase the natural supports available in the child’s life.  Possible examples include, but are not limited to: 
a. Assisting the family in fully understand their child’s diagnosis
b. Helping the family know where to go for each identified need
c. Guiding the family to set goals related to their child and family needs
d. Providing services to ensure individuals return for follow-up visits
e. Providing or referring to appropriate social services

Services provided must be evidence-based and/or evidence-informed and focused on improving outcomes.  Applicants should justify the target population that they are aiming to serve in Indiana.  If project goals are not met, a work improvement plan may be enforced at the discretion of ISDH.  If the work improvement plan is unsuccessful within a specified timeframe, the grant may be terminated. 

Reporting Requirements
1) If applicable, for all children who receive direct (face-to-face) or indirect (telephone) services and consultations, the grantee(s) shall be expected to maintain a log, including but not limited to, the following information:
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· Child’s name
· Child’s DOB 
· Parent’s name and address
· PCP’s name and address
· Date and time of phone conversations
· Summary of phone conversation
· Date packets were mailed
· Name and address that packets were mailed to
· List of any additional information included in the packet
· Method of consultation
· Date and time of consultation
· Summary of consultation
· List of information provided to the parents
· Received completed evaluation


2) The grantee(s) shall be required to submit quarterly and annual reports on project status to the ISDH CSHCS Grant Consultant and/or CSHCS Director.
3) The grantee(s) shall be required to participate in quarterly site visits with the ISDH CSHCS Grant Consultant and/or CSHCS Director to discuss progress reports and resolve any outstanding issues or concerns.
4) The grantee(s) shall be prepared to provide documentation for auditing purposes as needed to ensure compliance with requirements outlined in the grant proposal. 
5) Applicants will be required to report the unduplicated number of individuals served each year.

Broad-Scope Early Intervention for Visually Impaired Children Grant Application Guidance

Grant applications must include each of the following sections in the order specified below.  Grant applications that are missing any of these sections or that do not follow this order might not be considered.

1. Applicant Information Page (Form A) 
This must be the first page of the proposal.  Complete all items on the page provided (Form A).  The project director and the person authorized to make legal and contractual agreements for the applicant agency must sign and date this document.  

2. Table of Contents (Created by applicant)
The table of contents must indicate the page where each section begins, including appendices.

3. Broad-Scope Early Intervention Services for Visually Impaired Children Proposal Narrative
A.  Summary (Created by applicant)
Begin this page with the Title of Project as stated on the Applicant Information Page.  The summary will provide the reviewer a succinct and clear overview of the proposal.  The summary should:
· Only relate to services and/or related data collection for children ages 0-3 years with visual impairment;
· Identify the problem(s) to be addressed;
· Succinctly state the objectives;
· Include an overview of solutions (methods);
· Emphasize previous accomplishments/progress related to the proposed project; and
· Indicate the percentage of the target population served by your project and the percentage of racial/ethnic minority clients among your clients served.
B.  Forms B-1 and B-2
All information on the Project Description Forms (Forms B-1 and B-2) must be completed.  This summary form with its narrative will become part of the grant agreement and will also be used as a fact sheet on the project.  Form B-2 requests specific information on each project site.  The following information should be included:
· Form B-1:  The Project Description must include problems to be addressed and a summary of the objectives and work plan.  Any other information relevant to the project may also be included, but this should be an abstract of the Project Summary described in Section A.  This may not exceed one page but may be single-spaced.
· Form B-2: The “Target population and estimated number to be served” is the number of clients to be served with this grant funding at that particular project site.  The “CSHCS Budget for site” is the estimated funding from this grant budgeted for the individual clinic or other site for this project.  The “Services Provided in CSHCS Budget Site” should include only those services provided with funding from this grant for this specific project.  (If your organization receives funding from another ISDH grant, please do not include those amounts in the “CSHCS Budget for Site” spaces.)  The “Other Services Provided at Site” section should include all services offered at the clinic or other site(s) other than services you are proposing to be funded by this project.  

4. Applicant Agency Description (Created by applicant)
NOTE:  Large organizations should write this description for the unit directly responsible for administration of the project.  This description of the sponsoring agency should:
· Include a brief history of the project;
· Identify strengths and specific accomplishments pertinent to this proposal;
· Include a discussion of the administrative structure of the organization within which the project will function, including an organization chart;
· Identify project locations and discuss how they will be an asset to the project; and
· Discuss the collaboration that will occur between the project and other organizations and healthcare providers.  The discussion should identify the role of other collaborative partners, how the collaborations will benefit the project, and how each collaborates with your project.  You may attach MOUs, MOAs, and letters of support.

5. Statement of Need  
Describe and document the specific problem(s) or need(s) to be addressed by the project.  Documentation may be provided by reference – do not include copies of source material. Documentation may include, but not limited to, current state and national data; research; and national, state, and local surveys; etc. 
Proposals to address problems that are not adequately supported with such data will not be considered.  The problems identified should:
· Clearly relate to the purpose of the applicant agency;
· Include only those problems that the applicant can impact;
· Be client/consumer focused;
· Be supported by data available from national and local sources (this evidence must show that the problem(s) or need(s) exist(s) in the community you are proposing to impact;
· Describe the target population(s) and numbers to be served and identify catchment areas (if applicable);
· Describe the system of care and how successfully the project fits into the system;
· Describe barriers to access to care and how those barriers will be addressed; and
· Address disparities if the county has significant minority populations and how disparities will be addressed.

6. SMART Objectives and Supporting Activities  
This grant application is intended to be broad in scope.  Rather than assigning mandatory performance measures, the CSHCS Division is requiring applicants to develop their own outcomes-based performance objectives relevant to their proposed projects.  Performance objectives created by the applicant should be SMART.  SMART is an acronym popular in the field of public health that stands for Specific, Measurable, Achievable, Relevant, and Time-based.  Applications must create at least one SMART performance objective that can be used to measure the progress of the proposed project in quarterly and annual performance reports.

For illustration purposes, let’s say I am an experienced runner and I have a general goal of maintaining my fitness this summer.  An example of a SMART objective would be: “I will jog at least twenty miles per week at a pace of 10 minute miles or faster between June 28, 2015 and August 29, 2015 for a total of at least 180 miles during this 9-week timeframe.” This goal is: 
· Specific: The SMART objective states “who” will be jogging (me), and jogging is defined (“a pace of 10 minute miles or faster”) 
· Measurable: “twenty miles per week” and “a total of 180 miles” are each quantities that can be measured
· Attainable:  Twenty miles per week is reasonable for an experienced runner; the goal is not to jog 180 miles per week
· Relevant: It has to do with the general goal of maintaining fitness over the summer 
· Time-based: There are clear start and end dates (June 28, 2015 and August 29, 2015).   

SMART goals for this project must relate to this funding opportunity and the goals and abilities of the applicant.

Applicants should also describe all activities that will be involved in supporting the goals of the project and achieving the SMART objectives.  These supporting activities must reflect a comprehensive plan to achieve the SMART objectives.  
For each supporting activity described, the applicant must also indicate: a method to measure and document the progress of the activity, what documentation will be used, and what staff position will be responsible for implementing, measuring, and documenting that activity.  

All grantees are required to collect data to monitor progress on each SMART objective and supporting activity.  This data must be submitted to ISDH in Quarterly and Annual Performance Reports for FY 2016 and FY 2017.  (In the Quarterly and Annual Performance Reports, applicants will be expected to list the supporting activities for each SMART objective as outlined in the grant application, and state the activity’s status (initiated, ongoing, completed, or other; if other, please elaborate), the staff member responsible for completing the activity, and how progress on this activity is documented, and any comments or adjustments to supporting activities.)   

The ISDH CSHCS Grant Consultant and/or CSHCS Director will make contact with the grantee(s) in-person or by phone quarterly to monitor progress, discuss submitted reports, and to provide technical assistance.  If goals are not met, a work improvement plan may be enforced at the discretion of ISDH.  If a work improvement plan is enforced and is unsuccessful within a specified timeframe, the grant may be terminated. 

7. Evaluation Plan 
NOTE: This should be a separate narrative section. Evaluation methods reflected in the SMART Objectives and Supporting Activities section should be included in the overall Evaluation Plan.  This section should have two parts:
1) An evaluation plan to determine whether the evidence-based interventions and activities are having an impact on SMART objectives and general goals.  Please discuss the methodology for measuring achievement of activities, including intermediate (e.g. monthly, quarterly) measures of activities as well as assessment at the end of the funding period.  An effective evaluation requires that:
· Project-specific activities to meet objectives are clear, measurable, and related to improving health outcomes;
· Plan explains how evaluation methods reflected in the SMART Objectives and Supporting Activities section will be incorporated into the project evaluation;
· Staff member(s) responsible for the evaluation is/are identified;
· Plan explains what data will be collected and how it will be collected;
· Plan lists how and to whom data will be reported;
· Appropriate methods are used to determine whether measurable objectives and supporting activities are on target for being met; and
· If activities and objectives are identified as off-target during an intermediate or year-end evaluation and improvement is necessary to meet goals, staff member(s) responsible for revisiting activities to make changes which may lead to improved outcomes is/are identified.

2) A quality assurance evaluation plan to ensure that services are performed well.  Please discuss:
· Methods used to evaluate quality assurance (e.g. chart audits, patient surveys, presentation evaluations (including a copy of the presentation evaluation), observation); and
· Methods used to address identified quality assurance problems.

8. Staff  
List all staff that will work on the project. For each staff member, include name, job title, primary duties, and number of hours per week. NOTE: The number of staff hours in this list should agree with the staff hours total on the Budget Summary page.  Describe the relevant education, training, and work experience of the staff that will enable them to successfully develop, implement, and evaluate the project.  Copies of current professional licenses and certifications must be on file at the organization. In this section you must show that:
· Staff is qualified to operate proposed program;
· Staffing is adequate; and
· Job descriptions and curriculum vitae (CVs) of key staff are included as an appendix.

9. Facilities  
Describe the facilities that will house project services.  In this section you must address the following and demonstrate that:
· Facilities are adequate to house the proposed program;
· Facilities are accessible for individuals with disabilities in accordance with the Americans with Disabilities Act of 1990;
· Facilities will be smoke-free at all times; and
· Hours of operation are posted and visible from outside the facility.  (Include evening and weekend hours to increase service accessibility and indicate hours of operation at each site on Form B-2.)  

10. Cultural Competence  
Applicants must include a statement certifying children ages 0-3 years receive care and services that is culturally and linguistically appropriate (attends to racial, ethnic, religious and language domains) and how this will be addressed. 



11. Endorsements
Each application must include at least three letters of support from or memoranda of understanding (MOU) with relevant agencies.  Letters of support and MOUs must demonstrate a commitment to collaboration between the applicant agency and other relevant community organizations.  Letters of support must be current and from organizations able to effectively coordinate programs and services with the applicant agency.  MOUs must clearly delineate the roles and responsibilities of the involved parties in the delivery of community-based health care.  

12. Budget
Budget forms are included as a separate Microsoft Excel workbook and are to be completed and submitted with this Grant Application Packet.  See page 9 for more information on how to complete the budget forms. 

FORM A 
BROAD-SCOPE EARLY INTERVENTION FOR VISUALLY IMPAIRED CHILDREN
GRANT APPLICATION
FY 2016 & FY 2017

Title of Project: 					 	Federal I.D. #:

Medicaid Provider Number (if applicable):					

FY 2016 CSHCS Amount Requested (7-month period from December 1, 2015-June 30, 2016): $				

FY 2017 CSHCS Amount Requested (12-month period from July 1, 2016-June 30, 2017): $				

Legal Agency / Organization Name:


Street					City						Zip Code


Phone					FAX						  E-Mail Address



Project Director (type name)				Phone				  E-Mail Address


Board President/Chairperson (type name)		Phone


Project Medical Director if applicable (type name)	Phone



Agency CEO or Official Custodian of Funds		Title				Phone
		(Type name)


Signature of Project Director*				Date		


Signature of person authorized to make legal		Title					Date
and contractual agreement for the applicant agency*


Are you registered with the Secretary of State?**		Yes			No

*Because applications are submitted electronically, signatures may be included by either: 1) printing this page, signing it, scanning it back in as a PDF, and submitting the PDF with the application, or 2) pasting in an electronic signature (which MUST be an actual signature; typed names will NOT be accepted)

**All arms of local and State government are registered with the Secretary of State. Applicants must be registered with the Secretary of State to be considered for funding


FORM B-1
FY 2016 & FY 2017
Project Description

	Project Name:
	Project Number:

	Address:
	City, State, Zip

	Telephone Number:
	Fax Number:
	E-Mail Address:

	Counties Served:

	Type of Organization:
	State  
	Local  
	Private Non-Profit  

	
Requested Funds:  $_________________  (Amount should reflect total for FY 2016 + total for FY 2017)

	Sponsoring Agency:

	Summarize identified needs from the needs assessment section. Include only those needs the project will address.

	Summarize Objectives from Performance Measures tables. (Each identified need above should be addressed with an Objective.)





FY 2016 & FY 2017	                                                              FORM B-2 

	CSHCS Project Name:
	Project Number:
	# Clinic Sites

	Project Site Address:



	Project Site Schedule (days & times):
	CSHCS Budget for Site:

	Counties Served:



	Services Provided in CSHCS Budget for site:

	Target Population and estimated number to be served with CSHCS funds:


	Other services provided at site (non-CSHCS):

	Project Site Address:



	Project Site Schedule (days & times):
	CSHCS Budget for Site:

	Counties Served:



	Services Provided in CSHCS Budget for site:

	Target Population and estimated number to be served with CSHCS funds:


	Other services provided at site (non-CSHCS):

	Project Site Address:



	Project Site Schedule (days & times):
	CSHCS Budget for Site:

	Counties Served:



	Services Provided in CSHCS Budget for site:

	Target Population and estimated number to be served with CSHCS funds:


	Other services provided at site (non-CSHCS):

	Project Site Address:



	Project Site Schedule (days & times):
	CSHCS Budget for Site:

	Counties Served:



	Services Provided in CSHCS Budget for site:

	Target Population and estimated number to be served with CSHCS funds:


	Other services provided at site (non-CSHCS):

	Project Site Address:



	Project Site Schedule (days & times):
	CSHCS Budget for Site:

	Counties Served:


	Services Provided in CSHCS Budget for site:

	Target Population and estimated number to be served with CSHCS funds:


	Other services provided at site (non-CSHCS):





Budget Instructions

Review all materials and instructions before beginning to complete your budget.  If you have any questions relative to completing your project’s budget, contact:

Heather Mcmanamon				HeMcmanamon@isdh.in.gov			317-233-8462

Completing the Budget Forms
Budget Forms are attached as a separate Microsoft Excel workbook; this is to be completed and submitted as an Excel workbook along with your application.  Do NOT substitute a different format.  The budget is an estimate of what the project will cost.  Remember: all amounts should be rounded to the nearest penny.  Please complete the information about your organization at the top of the Summary tab.  The tables at the bottom will automatically populate the totals for each category in each fiscal year when you fill in the information on Schedule A and Schedule B.  Do NOT change any of the formulas already populated in the totals columns.  Create separate budgets for Fiscal Year (FY) 2016 and FY 2017 using the appropriate tabs for each worksheet; do NOT combine budget information for FY 2016 and FY 2017.  Budget must correlate with project duration.
· For this project, FY 2016 is the 7-month period that runs from December 1, 2015 through June 30, 2016  
· FY 2017 is the 12-month period that runs from July 1, 2016 through June 30, 2017. 

Please check for consistency among all budget information.  Projects do not need to include matching funds.  See next page for a list of account codes to be used when filling out budget forms.  Be sure to demonstrate that:
· All expenses are directly related to the project.
· The relationship between the budget and project objectives is clear.
· The time commitment to the project is identified for major staff categories and is adequate to accomplish project objectives.

Schedule A:  For each individual staff member, provide the name of the staff member and their title or role in the project. Each staff member must be listed by name. Each staff member’s hourly rate, hours per week, and weeks per year should be entered, and the Annual CSHCS Salary column will automatically calculate.  Common fringe categories have been given, but please only fill in the Fringe based on what is used by each staff member.  The Annual Fringe Benefits for each staff member will calculate automatically.  Staff information in Schedule A must include staff name, title/role, hourly rate, hours per week worked on the project, and weeks per year worked on the project.  All staff listed in the budget must be included in the Staff listing as indicated in Section 8 (page 5).

Schedule B:  Typical contractual service categories have been provided as guide.  List each contract, general categories of supplies (office supplies, medical supplies, etc.), travel by staff members, rent/utilities, communication, and other expenditures in the appropriate section. Formulas have already been entered into the total column for each section.  In-state travel information must include miles, mileage reimbursement rate, and reason for travel.  Travel reimbursement must be calculated for each staff member who will be reimbursed and may not exceed state rates ($0.40 per mile, $26 per day per diem, and $79 plus tax per night of lodging).  Please be aware that indirect costs are not allowed as a set amount or percentage of the agreement.  Any indirect costs such as rent, utilities, etc. should be listed out as separate line items.  

Non-Allowable Expenditures
The following examples may NOT be claimed as project costs and may NOT be paid for with CSHCS Funds:
1. 
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2. Construction of buildings, building renovations;
3. Depreciation of existing buildings or equipment;
4. Contributions, gifts, donations;
5. Entertainment, food;
6. Automobile purchase/ rental;
7. Internet and other financial costs;
8. Costs for in-hospital patient care;
9. Fines and penalties;
10. Fees for health services;
11. Accounting expenses for government agencies;
12. Bad debts;
13. Contingency funds;
14. Executive expenses (car rental, car phone, entertainment);
15. Fundraising expenses;
16. Legal fees;
17. Legislative lobbying;
18. Equipment;
19. Out-of-state travel;
20. Dues to societies, organizations, or federations; and
21. Incentives 

Account Codes

	111.000 Physicians

	Clinical Geneticist
	Medical Geneticist
	Pediatrician

	Family Practice Physician
	OB/GYN
	Resident/ Intern

	General Family Physician
	Other Physician
	Neonatologist

	Genetic Fellow
	
	

	111.150 Dentists/ Hygienists

	Dental Assistant
	Dental Hygienist
	Dentist

	111.200 Other Service Providers

	Audiologist
	Genetic Counselor (M.S.)
	Psychologist

	Child Development Specialist
	Health Educator/ Teacher
	Psychometrist

	Community Educator
	Outreach Worker
	Speech Pathologist

	Community Health Worker
	Physical Therapist
	Occupational Therapist

	Family Planning Counselor
	Physician Assistant
	

	111.350 Care Coordination

	Licensed Clinical Social Worker(L.C.S.W.)
	Registered Dietician
	Social Worker (M.S.W.)

	Licensed Social Worker (L.S.W.)
	Social Worker (B.S.W.)
	Registered Nurse

	Physician
	
	

	111.400 Nurses

	Clinic Coordinator
	Licensed Midwife
	Pediatric Nurse Practitioner

	Community Health Nurse
	Licensed Practical Nurse
	Registered Nurse

	Family Planning Nurse Practitioner
	Other Nurse
	School Nurse Practitioner

	Family Practice Nurse Practitioner
	Other Nurse Practitioner
	OB/GYN Nurse Practitioner

	111.600 Social Service Providers

	Caseworker
	Counselor (M.S.)
	Social Worker (M.S.W.)

	Licensed Clinical Social Worker(L.C.S.W.)
	Social Worker (B.S.W.)
	Counselor

	Licensed Social Worker (L.S.W.)
	
	

	111.700 Nutritionists/ Dietitians

	Dietitian (R.D. Eligible)
	Registered Dietitian
	Nutritionist (Master’s Degree)

	Nutrition Educator
	
	

	111.800 Medical/ Dental Project Director

	Dental Director
	Medical Director
	Project Director

	111.825 Project Coordinator

	111.850 Other Administration

	Accountant/ Finance/ Bookkeeper
	Data Entry Clerk
	Nurse Aid

	Administrator/ General Manager
	Evaluator
	Other Administration

	Clinic Aide
	Laboratory Assistant
	Programmer/ Systems Analyst

	Clinic Coordinator (Administration)
	Laboratory Technician
	Secretary/ Clerk/ Medical Record

	Communications Coordinator
	Maintenance/ Housekeeping
	Genetic Associate/ Assistant

	115.000 Fringe Benefits

	200.000 Contractual Services

	Insurance and Bonding (insurance premiums for fire, theft, liability, fidelity bonds, etc.; malpractice insurance premiums cannot be paid with grant funds)
	Equipment Leases
	Licensing

	
	Maintenance Agreements
	

	200.700 Travel

	Conference Registrations
	In-State Staff Travel
	

	200.800 Rental and Utilities

	Janitorial Services
	Utilities
	Rental of Space

	200.850 Communications

	Postage (including UPS)
	Publications
	Subscriptions

	Printing Costs
	Reports
	Telephone

	200.900 Other Expenditures

	Approved items not otherwise classified above

	Consultants

	Individuals not directly employed by your organization, but with whom you want to contract to perform services under this grant.  (If you are contracting with an organization for services, you should list the organization under 200.00 Contractual Services.)




Appendix A
							Definitions


Blindness and Visual Impairment

· According to the Social Security Administration, blindness is defined as:

Statutory blindness is blindness as defined in sections 216(i)(1) and 1614(a)(2) of the Social Security Act (Act).

a. The Act defines blindness as central visual acuity of 20/200 or less in the better eye with the use of a correcting lens. We use your best-corrected central visual acuity for distance in the better eye when we determine if this definition is met. (For visual acuity testing requirements, see 2.00A5.) 

b. The Act also provides that an eye that has a visual field limitation such that the widest diameter of the visual field subtends an angle no greater than 20 degrees is considered as having a central visual acuity of 20/200 or less. (For visual field testing requirements, see 2.00A6.)

c. You have statutory blindness only if your visual disorder meets the criteria of 2.02 or 2.03A. You do not have statutory blindness if your visual disorder medically equals the criteria of 2.02 or 2.03A or meets or medically equals the criteria of 2.03B, 2.03C, 2.04A, or 2.04B because your disability is based on criteria other than those in the statutory definition of blindness. 

http://www.ssa.gov/disability/professionals/bluebook/2.00-SpecialSensesandSpeech-Adult.htm



· According to the World Health Organization (WHO):
There are 4 levels of visual function, according to the International Classification of Diseases -10 (Update and Revision 2006): 
· normal vision
· moderate visual impairment
· severe visual impairment
· blindness
Moderate visual impairment combined with severe visual impairment are grouped under the term “low vision”:  low vision taken together with blindness represents all visual impairment.
	The World Health Organization uses the following classifications of visual impairment. When the vision in the better 	eye with best possible glasses correction is:
· 20/30 to 20/60 is considered mild vision loss, or near-normal vision 
· 20/70 to 20/160 is considered moderate visual impairment, or moderate low vision
· 20/200 to 20/400 is considered severe visual impairment, or severe low vision
· 20/500 to 20/1,000 is considered profound visual impairment, or profound low vision
· less than 20/1,000 is considered near-total visual impairment, or near total blindness
· no light perception is considered total visual impairment, or total blindness

http://www.aoa.org/patients-and-public/caring-for-your-vision/low-vision?sso=y



Care Coordination

Goals for Care Coordination include the following activities (Care Coordination for “Early Evaluation Hub” Families:  Hub and CareShare for Kids Partnership; McAllister, JA, 2015):
· Establish trusting and respectful relationships with each family
· Assist the family to fully understand their child’s diagnosis
· Help the family know where to go for each identified need
· Guide the family to set goals related to their child and family needs
· Provide system navigation support to ensure that treatment interventions, educational, and financial resources are fully identified and maximized
· Encourage the family to maintain a usual source of local primary care
[image: Antonelli Exec Summary Figure]
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Resources


· SMART Objectives: www.cdc.gov/phin/communities/resourcekit/tools/evaluate/smart_objectives.html

· Data Resource Center for Child & Adolescent Health: www.childhealthdata.org

· National Center for Medical Home Implementation: http://www.medicalhomeinfo.org/

· National Standards for Systems of Care for CYSHCN: http://www.amchp.org/AboutAMCHP/Newsletters/member-briefs/Documents/Standards%20Charts%20FINAL.pdf
· Antonelli, R., McAllister, J.W., & Popp, J. (2009).  Making care coordination a critical component of the pediatric health system:  a multidisciplinary framework.  The Commonwealth Fund; pub. no. 1277.

· World Health Organization, Visual Impairment and Blindness:  http://www.who.int/topics/blindness/en/

· Healthy People 2020, Vision:  https://www.healthypeople.gov/2020/topics-objectives/topic/vision
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Appendix C
)INDIANA STATE DEPARTMENT OF HEALTH
CHILDREN’S SPECIAL HEALTH CARE SERVICES
BROAD-SCOPE EARLY INTERVENTION FOR VISUALLY IMPAIRED GRANT APPLICATION 
SCORING TOOL

FY 2016 & FY 2017 CSHCS Application Review Score:  _______________________________
						
  Applicant Agency: 	____________________________________________________________
  Project Title:		____________________________________________________________
  Reviewer:		____________________________________________________________
  Date of Review	____________________________________________________________

Content Assessment

1.0 Applicant Information – Form A is complete 
Includes all of the following elements:
	|_|  YES   |_|  NO	Title of Project
	|_|  YES   |_|  NO	Federal I.D. #
	|_|  YES   |_|  NO	Medicaid Provider # (if applicable)
	|_|  YES   |_|  NO	Funds requested FY 2016 & FY 2017
	|_|  YES   |_|  NO	Complete sponsoring agency data
	|_|  YES   |_|  NO	Project Director signature
	|_|  YES   |_|  NO	Authorized legal signature

1.0 Score:_______
(3 points maximum)
2.0 Table of Contents
|_|  YES   |_|  NO	Table indicates the pages where each section begins, including appendices.

3.0	CSHCS Proposal Narrative 
3.1	Project Summary includes all of the following elements (3.1 = 10 points max.)
____	Relates to visually impaired services and/or related data collection only
____	Identifies problem(s) to be addressed
____	Objectives are stated and clearly align with the objectives of this grant opportunity
____	Overview of solutions (methods) is provided and it is clear how grantee will address both the identified problems and stated objectives
____	Accomplishments and progress made towards previously identified objectives and outcomes (if applicable) are emphasized
____	The percentage of the target population served by the project is indicated
____	The percentage of racial/ ethnic minority clients among clients served is indicated
3.2	Form B (3.2 = 5 points max.)
· Project Description (B-1)
____	Problems to be addressed are identified and align with this grant opportunity
____	Objectives and workplan are summarized and clearly align with the problems to be addressed
· Clinic (or Other) Site information (B-2)
____	Project locations are identified
____	Target population and numbers to be served by site are identified
____	CSHCS and Non-CSHCS budget information per site is included
Comments:

3.0 Score:_______
(16 points maximum)


4.0	Applicant Agency Description
Includes all of the following elements:
4.1 Description of sponsoring agency
____	Brief history is included
____	Strengths and specific accomplishments pertinent to this proposal are identified
____	Administrative structure is described and organization chart is included
____	Project locations and how they will be an asset to this project are identified
4.2 Discussion of proposer’s role in community and local collaboration (MOUs and MOAs attached if not previously submitted)
____	Identifies the role of collaborative partners, specifies how each will collaborate with the organization, and makes clear how the collaborations will benefit the project
Comments:

4.0 Score:_______
(5 points maximum)

5.0	Statement of Need
	____	Need is clearly identified for the catchment area of the project
	____	Relates to purpose of applicant agency
____	Problem(s)/need(s) identified are ones that applicant can impact
____	Client/consumer focused
____	Supported by statistical data available on ISDH website and local sources.  Data indicates the problem(s) or need(s) exist in the community
	____	Target populations/catchment areas are identified
	____	Describes systems of care and how they will be an attribute to the project
	____	Barriers to care are described and a description of how they will be addressed is included and plausible
____	Racial/ethnic disparities that impact access to care are described and a description of how they will be addressed is included and plausible
Comments:

5.0 Score:_______
(20 points maximum)

6.0 SMART Objectives and Supporting Activities
	____	Performance objectives are appropriate and SMART
____	Appropriate supporting activities are included
____	Appropriate measures, documentation, and staff responsible for measuring activities are included
Comments:
6.0 Score:_______
(12 points maximum)

7.0	Evaluation Plan Narrative
____	Project-specific objectives are measurable and related to improving health outcomes
____	Plan explains how evaluation methods reflected in the SMART objectives will be incorporated into the project evaluation
____	Staff responsible for the evaluation is identified
____	What data will be collected and how it will be collected are identified
____	How and to whom data will be reported are identified
____	Appropriate methods are used to determine whether measurable activities and objectives are on target for being met
____	If activities and objectives are identified as not on-target during an intermediate or year-end evaluation and improvement is necessary to meet goals, the person who is responsible for revisiting activities to make changes which may lead to improved outcomes is identified
____	Methods used to evaluate quality assurance (e.g. chart audits, client surveys, presentation evaluations, observation) are described
____	Methods used to address identified quality assurance problems are identified

Comments:

7.0 Score:_______
(16 points maximum)

8.0	Staff
	____	Staff is qualified to operate proposed program
	____	Staffing is adequate
	____	Job description and curriculum vitae of key staff are included as an appendix

Comments:

8.0 Score:_______
(5 points maximum)

9.0	Facilities
	____	Description makes it clear that facilities are adequate to house the proposed program
	____	Facilities are accessible for individuals with disabilities
	____	Facilities will be smoke-free at all times
	____	Hours of operation are posted and visible from outside the facility

Comments:

9.0 Score:_______
(4 points maximum)

10.0	Cultural Competence
____	Statement regarding culturally and linguistically appropriate services and how this will addressed in this project

Comments:
10.0 Score:_______
									   (2 points maximum)
11.0	Endorsements
____	Endorsements are from organizations able to effectively coordinate programs and services with applicant agency
____	Memoranda of Understanding (MOU) clearly delineate the roles and responsibilities of the involved parties in the delivery of community-based health care
____	At least three letters of support and/or MOUs are included
____	All endorsements and/or MOUs are current

Comments:

11.0 Score:_______
(5 points maximum)

12.0	Budget –Reviewed by Primary and Secondary Reviewers
	____	Relationship between budget and project objectives is clear
	____	All expenses are directly related to project
____	Time commitment to project is identified for major staff categories and is adequate to accomplish project objectives
Comments:

12.0 Score:_______
(8 points maximum)

12.1	Budget Forms
____	Budget is complete for each year
____	Each budget item listed in Schedules A and B is admissible under ISDH standards
	____	Budget correlates with project duration
____	Budget items are listed under appropriate sections
____	No indirect costs – all costs are broken out as line items

Comments:

12.1 Score:_______
(4 points maximum)

TOTAL SCORE (To be calculated by Business Management staff):_______
(100 points maximum)

*This document is an adaptation of an instrument by Dr. Wendell F. McBurney, Dean, Research and Sponsored Programs, Indiana University-Purdue University at Indianapolis.  Dr. McBurney has granted permission of use of this adaptation.
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Figure 1. A Framework for High-Performing Pediatric Care Coordination

Pediatric care coordination is a patient- and familycentered, assessment.diiven, team-based actvity
designed to meet the needs of children and yotith whils enhancing the caregiving capabilies of families
Care coordination addresses iterrelated medical, social, developmental, behavioral, educational, and
financial needs to achieve optimal health and weliness outcomes.
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