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Texas State of Office of Rural Health
 
2018 Rural Health Facility Capital Improvement Program (CIP)
 
Application 
APPLICATION CHECKLIST
The following items must be included in the application. If the application is found to be incomplete it will be disqualified without further consideration unless corrected as stated herein. Applicants whose applications have deficiencies will be given 10 business days to satisfy those deficiencies once notified. This checklist is provided to ensure an applicant includes all required documentation. 
REQUIRED:
· Certification of Patient Services Statistics and Financial Data (required)
· Certification of Matching Funds Documentation (required)
· Supporting Documentation of Project Costs(equipment quotes, construction estimates, etc.) (required) 
· Commitment Letters from Key Personnel (recommended)
DOCUMENTS THAT MAY BE REQUESTED:
The following documents do not have to be submitted with this application.  However, the State Office of Rural Health may request these documents at a later date if necessary.  
· Additional financial information
· Direct Deposit Form to arrange electronic deposit of grant payments.
 
SECTION A: APPLICANT INFORMATION 
(If different from above)
Is Applicant Delinquent on Any Federal Debt?
Type of Hospital:
Defined by Texas Government Code Sec. 487.301 
SECTION B: CONTACT PERSONNEL
Project Director Contact: (This person answers questions about the project/application.)
First
Last
Authorized Official: (This person is authorized to enter into legal agreements on behalf of the applicant.)
First
Last
SECTION C: CERTIFICATIONS
By signing below, Applicant:
         (1) Certifies all information provided in connection with this application is true and correct to the best of Applicant's knowledge;         (2) Acknowledges any misrepresentation or false statement made by Applicant, or an authorized agent of Applicant, in connection with this application, whether intentional or not, will constitute grounds for denial of this application;         (3) Acknowledges acceptance of funds in connection with this application acts as an acceptance of the authority of the Texas Department of Agriculture (TDA) and the State Auditor's Office (SAO) or any successor agency to conduct an investigation in connection with those funds, and Applicant further agrees to cooperate fully with TDA and/or SAO or its successor in the conduct of the audit or investigation, including allowing TDA and/or SAO to inspect Applicant's premises and providing all records requested;         (4) Acknowledges this application and any payments owed to Applicant in connection with this application may be reduced or denied because of Applicant's owing any debt to the State of Texas, and if Applicant is an individual, that this application and any payments owed to Applicant in connection with this application may be denied because of delinquency in payment of a guarantee student loan and for failure to pay child support; and         (5) By submission of this application, Applicant acknowledges as a condition of receipt of grant funds under this program the Applicant will be required to execute a grant agreement with the Texas Department of Agriculture, and further acknowledges that failure to timely execute the grant agreement will result in withdrawal of any grant funds awarded, and those funds will be redistributed to other qualified applicants in accordance with state law and TDA rules.
         Notice of Penalties:  The penalty for knowingly making false statements or false entries, or attempts to secure money through fraudulent means, may include fines and/or incarceration and/or forfeiture of funds under applicable state or federal law.         
This application becomes public record and is subject to disclosure. With few exceptions, you have the right to request and be informed about the information that the State of Texas collects about you.  You are entitled to receive and review the information upon request.  You also have the right to ask the state agency to correct any information that is determined to be incorrect.  (Reference: Texas Government Code, Sections 552.021, 552.023, and 559.004.)
Signature of Authorized Official
Print Name
Signature
Date
SECTION D: PROJECT NARRATIVE
Project Summary: The Project Summary is a brief overview that explains the type and purpose of the project, the proposed activities that will occur during the project, the need and the beneficiaries of the project, and the estimated total project cost including state and matching funds. (Follow the format exactly to receive all points for this criterion)          
Example: The ABC Hospital Capital Improvement Program Project is a patient care project.  The purpose of the project is to improve the delivery of care services in the surgery center with the purchase of an anesthesia monitoring system.  The monitoring system is needed for our anesthesiology department to detect signs of problems or distress of patients during surgery.  The beneficiaries of this CIP project are our surgery patients, anesthesiologists, and the hospital itself.  The estimated total cost of the CIP project is $50,000.  ABC Hospital is requesting $40,000 in CIP funds and will provide a 25% match of $10,000 for the project.
Problem(s) and/or Need(s): The Problem/Need section provides the detailed description of the problem and need that is to be addressed by the project.  Discussion should also address how the problem is impacting the hospital, hospital staff, patients, and/or members of the community.  Hospitals have enormous funding needs.  Explain why this project was chosen over other possible projects from your hospital to be funded by CIP.  Discuss the severity of the problem and/or need and why funding for this project is required immediately.  Explain the ramifications if this project is not funded. 
Project Description: The Project Description section provides the detailed description of the proposed solution to the stated problem or need.  Discussion should include a detailed description of the activity(ies) that will address the problem.  If applicable, information should be provided explaining why alternative solutions are not viable.  A general description of the estimated expenditures and purchases for the project should be addressed along with a discussion of selected vendors or contractors, if applicable. In addition, a discussion regarding the implementation of the project from the implementation phase to the final completion report should be addressed.   If applicable, the applicant should address how this project could serve as a model for other hospitals to implement (equipment proposed utilizes new technology, facility construction/remodel utilizes new approach, etc.).
Project Commitment: The Project Commitment section provides the detailed list of all hospital personnel who will be involved in the implementation of the project, their role, and commitment to the project.  If the project primarily benefits the hospital and certain departments, letters of commitment from the CEO, department heads, medical staff, and other healthcare professionals, etc. involved in the project should be included as attachments. Other letters of commitment may also be included as attachments.
SECTION E: BUDGET SUMMARY, NARRATIVE & JUSTIFICATION
CIP FUNDS REQUESTED
MATCHING FUNDS
TOTAL
*The CIP grant requires matching expenditures equal to or greater than 25% of the total grant amount (CIP Funds Requested.  For example, if you are requesting $75,000 you must contribute at least $18,750, showing a total project cost of $93,750.  A grant recipient will be held accountable for meeting the level of match proposed in its approved application.  Any reduction to that amount will cause a proportionate reduction in the grant award. 
Total Direct Costs:
D. Construction
C. Patient Transportation
B. Contract for Non-Medical Services
A. Equipment
COST CATEGORIES
Budget Summary
Definition of Cost Categories
· Equipment - non-expendable personal property with a unit cost of more than $5,000 and a useful life of more than one year.
· Contracts for non-medical services - includes, but is not limited to, contracts for designing, engineering, supervising, surveying, and other expenses incidental to the acquisition, construction or improvements of new hospitals.
· Patient transportation - includes, but is not limited to, contracts for patient transportation projects such as the purchase of ambulances.
· Construction - includes, but is not limited to, contracts for any construction of building on the hospital or outbuildings, remodel projects, additions, etc.
 
How to Calculate CIP Grant Amount & Matching Funds:
 
Total Project Cost is < $93,750: Calculate by:
 
Total Project Cost divided by 1.25 = CIP grant amount, remaining is matching funds
 
Example: Total Project Cost = $65,000
 
$65,000/1.25 = $52,000 (CIP Grant Amount) 
$65,000 - $52,000 = $13,000 (Matching Funds)
(Note: 25% of $52,000 (CIP grant amount) = $13,000 matching funds)
 
Total Project Cost is > $93,750: Calculate by:
 
Total Project Cost minus (-) $75,000 (maximum CIP grant amount) = Matching Funds
 
Example: Total Project Cost = $200,000
 
CIP Grant Amount = $75,000
$200,000 - $75,000 = $125,000 (Matching Funds) 
(Note: 25% of $75,000 = $18,750 Required Matching Funds.  The additional $106,250 contribution is needed as part of the total matching funds. ($18,750 + $106,250 = $125,000 total matching funds)
Budget Narrative & Justification 
Has or will this proposal be submitted for consideration for funding by any other state or federal agency? 
Budget Narrative and Justification
Provide clear, detailed information for each of the budget categories listed below. The budget narrative and justification should contain a detailed explanation of the equipment, non-medical services, patient transportation, and/or construction that will be funded during the project term. The total estimated expenditures showing the amount of CIP funds and Matching Funds that will be used to fund the category should be included in each category.  Vendor quotes, equipment quotes, and/or contractor estimates, etc.  MUST be included in an attachment section.  Equipment brochures, photos, and other documents may also be included, if applicable.
 
Example:
Equipment Total ($50,000)
CIP Funds ($40,000)
Matching Funds ($10,000)
 
Justification: The total cost for the equipment category is $50,000. ABC Hospital obtained an equipment quote from XYZ Healthcare Systems for the anesthesia monitoring system. This system was selected due to its specific features, warranty, and it clearly met our facility's specifications.  This vendor has excellent delivery service, support, and training.
SECTION F: HOSPITAL AND COMMUNITY INFORMATION
Project must demonstrate financial need, effective and efficient use of funds, and health care needs of the area.  Answer the following questions. 
1. What type of project are you requesting funding for? (Select only one)
a.
b.
c.
d.
2. Is the hospital designated as a critical access hospital?       
d.
c.
b.
a.
3. Select the reporting requirements in which the hospital participates. (“Participates” is defined as reporting for at least one-quarter of the year and/or TDA has a MBQIP form on file.) 
     Provide the following census statistics for the county: (https://www.census.gov/quickfacts/fact/table/TX/PST045216) 
c.
b.
a.
c.
b.
a.
5. Provide the following statistics regarding the hospital's patient service: 
c.
b.
a.
6. Provide the following information concerning the hospital's financials: 
e.
d.
7. Has the hospital received a Capital Improvement Program grant?
a. Facility not awarded in 2017 and not awarded in 2016      
b. Facility not awarded in 2017, awarded in 2016
c. Facility awarded in 2017, not awarded in 2016
d. Facility awarded in 2017, awarded in 2016
e. Facility awarded in 2017 and/or 2016, 2016 project never completed
ATTACHMENT SECTION
Certification of Patient Services and Financial Data (Required)
Certification of Matching Funds Documentation (Required)
Supporting Documentation of Project Costs (Quotes/Estimates) (Required)
Commitment Letters from Key Personnel (Recommended)
2018 Rural Health Facility Capital Improvement Program
 
Certification 
 
of
 
Patient Services Statistics and Financial Data
 
 
Applicant Hospital:         ___________________________________________________________
                           (Please print)
 
 
Authorized Official:          ___________________________________________________________
                           (Please print)
As the Authorized Official of the above referenced hospital, I hereby certify that the following information is correct, accurate, and based on the most recent data (audit, financials, etc.). 
  
Patient Services Statistics:
 
  
 
 
 
 
 
   
Financial Data:
 
 
 
 
 
 
 
                           
 
 
 
 
 
 
______________________________________
Signature of Authorized Official
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