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Equipment Purchase Application for Funding of Health Facilities Program Projects
	Send one copy of your  application to:

Denali Commission

Attn:  Health Facilities Program Manager
510 “L” Street

Suite 410 (Peterson Tower)

Anchorage, Alaska 99501
Additional information can be obtained from:
                                                           Tessa Rinner
Health Facilities Program Manager
Denali Commission

                                                                 (907) 271-1414
Fax (907) 271-1415

Toll free 1-888-480-4321
                                                                 trinner@denali.gov
                                                                 www.denali.gov
All applicants for Denali Commission Health Facilities Program Equipment Purchase should review and complete this application.  Applications are received by the Denali Commission throughout the fiscal year.

If you have any questions after reviewing this application consult with the Commission before proceeding.

When this application is completed in Word Format, the boxes for responses will expand to fit the space required.  While electronically prepared or typed applications are preferred, handwritten applications will be accepted.

When you have finished the document, go to the Table of Contents and press the “F9” key to update the entire table.
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I. Overview
The intent of Equipment Purchase funding is to fund the purchase of non-expendable medical equipment for health facilities. Equipment purchase funding is available for the purchase of non-expendable furniture and medical equipment that are required to provide essential primary care services in keeping with the primary care definition used by the Denali Commission Health Facilities Program.   For purposes of this application, essential primary care services include the following:  Basic EMS; preventive health screenings; other preventive health services; basic primary care; limited lab, pharmacy and radiology; patient case management; outreach, transportation and interpretation; community health; advanced EMS; on-site administration and support; as well as dental, mental health and substance abuse programs.  Eligible equipment includes, but is not limited to, computers, copiers, privacy curtains, modular office furniture, exam tables, mobile x-ray machines, dental operatories, and exam room furniture.
Cost share is required for Equipment Purchase projects.  Each application is required to fund a minimum % of the total project cost based upon the “distressed” status of the community.  To find the status of your community, go to www.denali.gov , click on the “Health Facilities” tab, click on the “Web Resources” tab, and then go to “Denali Commission Distressed Community Criteria 2005 Update”.  

The maximum amount of funding available for Equipment Purchase projects is $150,000 of which $25,000 can be used for design costs.   Projects are not limited in their total cost.  However, the Commission will only contribute up to $150,000 to the project.  Equipment requests for multiple sites should be submitted under 1 application; however, sub-project requests by site should not exceed $150,000 in Commission requested funding. The project must be completed within 12 months of notification of Award by the Commission

Any project that is estimated to cost more than $100,000 must have an approved Business Plan before the application is accepted and reviewed.  For projects with a total cost below $100,000 this application is required.  
II.  Health  Facility Project - Application Summary

Name of Applicant: 





Date Submitted: 



Is the Applicant an IRS 501(c)(3) not-for-profit?



___ Yes
___ No


Is the Applicant a public agency or unit of government?


___ Yes
___ No

If NO to both of these questions, contact the Denali Commission Health Facilities Program at 907-271-1414 to determine if your organization is eligible to apply for funding.

	Applicant Information

	Legal Name of Applicant:
	

	Mailing Address:


	

	Contact Person:

              Name:


              Title:

              Phone # and Fax #:

              E-mail address:
	(A person who filled out the application or who can answer questions about it)



	Summary of Project

	Title of Proposal:
	

	Brief 2-3 sentence description of project:


	

	Proposed Time Line
	_____ Start Date                      _____ Equipment  Installation End Date                         

	Cost Summary 



	Equipment Needs:


	

	Estimated Cost of Project:
(including installation, transportation, etc.)
	$

	Source of Estimate: 

	

	Authorized Representative of the Applicant



	Representative 

               Name:

               Title:

               Mailing Address:

               Phone # and Fax #:

               E-mail address:
	(A person who can conduct business on behalf of the applicant)



	Representative Signature:
	

	Date Signed:
	


III.    Community and Applicant Information 

   1. Community Profile

A. Community Information

1. Identify the community(ies) to be served

	


2. Describe the geographic location of the community(ies):

Include a map of the community and surrounding region.  Label as ATTACHMENT #1
	


3. Population as of the 2000 census




 
(See www.dced.state.ak.us/cbd/commdb/CF_COMDB.htm for these numbers)


4. Estimated population in the current year



5. Does your community have a seasonal change in population?                                                          






          ___ Yes    ___ No
Describe the seasonal change (e.g. tourism, fishing, etc).

	


How much does the population change?

	


B. Community Background and Planning

1. Community Healthcare Background

Describe your community’s current health care delivery system. (between ½ - 2 pages)
	


2. Overview of Community Planning Process

   a.  Has your community been involved in a health facility planning process?
          ___ Yes    ___ No
   b.  Does the process address health care and social service needs?        

                                                                                                                   ___ Yes   ___ No
   c.  Who was involved in the planning process?  List participants and affiliations.

	


d. Are there minutes or any documentation of the planning process? 

                                                                                                               ___ Yes    ___ No

      If yes, Label as ATTACHMENT #2
If you have a community plan, provide a copy of the portion of the plan that discusses the health care needs of the community.  Label as ATTACHMENT #3 (We do not need copies of the full plan). 

If your community plan specifically addresses the health facility, provide a copy of that portion of the plan.  Label as ATTACHMENT #4.
C. IRS Authorization

Please provide a completed IRS Authorization Form.  Label as ATTACHMENT #5.
D. Need Statement 
Describe the need equipment purchase and what will you accomplish with this project? 

	


E. Community Governance Organizations

1.   Identify all governance organizations in your geographic area:

Community/City Council:








 

Borough Assembly or Council: 










Tribal Council:   










Regional Health Corp:
 









Other:
 











 2.       Identify the organizations involved in planning or applying for this project and describe  their role in the project or services:

	


F.      Health Care Services for Community Members

1.   Mark “X” if the following providers are in your community.

	
	In your community

	Provider Type
	At YOUR facility
	Itinerant


	At another facility in community 

	Community Health

Aide / Practitioner
	
	
	

	Emergency Medical Technicians
	
	
	

	Nurse Practitioner or

Physician Assistant
	
	
	

	Physician
	
	
	

	Dentist
	
	
	

	Mental Health Provider
	
	
	

	Rural Health
Counselor
	
	
	

	Substance Abuse/ Alcohol Treatment Programs
	
	
	

	Social Worker
	
	
	


a. Do any of these providers limit access to their services?  (e.g. serve only IHS beneficiaries, those who are insured, or have the ability to pay; do not accept Medicaid; or are open part-time, etc.)

	


b. Please describe how the non-expendable medical equipment will fit into the health delivery plan in your community.  
	


2.  Identify all health care organizations/providers in your geographic area:

                City or Borough: 







 


                 Tribal:   








______
                 Private: 










                 Other:   










2. Community Support

F. Relationships with Existing Providers

If there are health care providers (Dentist, Doctor, Physician Assistant/Nurse Practitioner, etc) in the community who are not connected with the proposed project, explain how they will be affected by this project.
	


Are there any unresolved concerns regarding competition between your health facility and other providers in the community? - Please explain:

	


Provide copies of letters of support from local health-care providers for the equipment purchase.  Label as ATTACHMENT #6.
3.  Governance and Authority

G. Governance

1. Does a board or advisory council oversee the health facility?
     

                                                                                                Name of Board/Council:
Health Care Programs and Services?
___ Yes   ___ No




    

Facility Operations & Maintenance?
___ Yes   ___ No






If YES to either response, please identify members of the board or council:

	Which Board?
	Name
	Title / Address

	___ Programs   ___Facility   ___Both
	
	

	___ Programs   ___Facility   ___Both
	
	

	___ Programs   ___Facility   ___Both
	
	

	___ Programs   ___Facility   ___Both
	
	

	___ Programs   ___Facility   ___Both
	
	

	___ Programs   ___Facility   ___Both
	
	

	___ Programs   ___Facility   ___Both
	
	

	___ Programs   ___Facility   ___Both
	
	


2. Are the health care services provided by an organization other than the Applicant? e.g. Regional Health Corp, contract with outside management company___ Yes
___ No

If yes, identify the organization. 

	


H. Applicant Resolution

The applicant organization must provide confirmation of their approval and support of the proposal and their acceptance of responsibility for the duties assigned to them in the proposal.
The signed forms also establish signatory authority for an appropriate official to conduct normal and usual business regarding the project.

The suggested format may be adapted to the particular circumstances of health facility owners and operators, provided the new formats correctly identify the responsible participants and document their commitment to the project.

Provide a resolution from the organization that is applying for the funding. A sample resolution is provided.  Label as ATTACHMENT #7
IV. Facility Issues
1. Clinic Ownership

 Please indicate the status of the health facility and site ownership where the non-expendable  medical equipment will be used:
_____
You own the clinic facility and the site

_____
You own the clinic facility and lease the site

_____
You lease the clinic facility and lease the site

Additional requirements for improvements to Leased Facilities:

The owner of the facility itself is eligible to apply if the owner is a non-profit 501(c)(3) organization or public agency.  The health care services can be provided by contract to a private health care practitioner, by a non-profit health organization, or a combination of these approaches.

The Commission requires a commitment that the Repaired or Renovated health care facilities will be used for a period of 30 years.  Any applicant who leases clinic space shall address this requirement.

_____
Other: (please explain) 







 

Attach documentation of site control (deed or 30-year lease) as ATTACHMENT # 8
2. Current Facility Condition

If a Code and Conditions survey has been completed for your facility, copy the “Executive Summary” and the “Conclusions and Recommendations” sections and label as ATTACHMENT #9. Completed Code and Conditions Surveys (C&CS) for the primary care program are available for selected communities online through the Denali Commission Project Database. Please access C&CS by using the Search for Project Tool. Choose the appropriate community and the completed C&CS can be found under the Attachments Tab.  
If a Code and Conditions survey was NOT done for your facility, describe your current facility—its condition, adequacy, suitability for continued use, and other pertinent information.  Include third-party documentation if available. Label as ATTACHMENT #9. 
	


3. Utilities

Is your health facility served with piped water and sewer?
___ Yes
___ No

If NO, is the health facility served with a flush-n-haul system?
___ Yes
___ N0

If the health facility  is not served with piped water and sewer or flush-n-haul, explain why and indicate how sewer and water concerns will be handled in the new facility.

	


II. Project Cost
1. Provide a detailed list of the non-expendable medical equipment needed.  This document must include the base cost of the equipment, as well as estimated costs of installation and costs of transportation of the equipment.  Label as ATTACHEMENT #10.
Estimated Total Cost of your Project:      $                                                                      
 Source of estimate:

	


2.  Please describe the process through which the equipment requested was priced against other options.  Include available documentation of this process. Label as ATTACHMENT #11.
	


III. Applicant Cost Share – Calculation and Sources 

Each applicant is required to fund a minimum % based upon the “distressed” status of the community.  To find the status of your community, go to www.denali.gov , click on the “Health Facilities” tab, click on the “Web Resources” tab, and then go to “Denali Commission Distressed Community Criteria 2005 Update”.  

Cost Share Calculation

	Line #
	Description
	Source
	Amount

	1
	Estimated Project Cost
	Question “1” above
	 $

	2
	Community Status ***  Circle the correct classification
	Distressed Community Criteria and Surrogate Standard***
	Distressed

Non-Distressed

	3
	Maximum  Percentage of Denali Commission Funding
	Distressed = 80%

Non-Distressed = 50%
	%

	4
	
	Multiply Line (1) x Line (3)
	 $

	5
	Maximum amount funded for  Equipment Purchase projects
	
	 $  150,000

	
	
	
	

	6
	MAXIMUM AMOUNT OF FUNDING FROM THE DENALI COMMISSION FOR THIS PROJECT
	Lower of line 4 or

Line 5
	

	
	
	
	

	7
	MINIMUM AMOUNT DUE FROM THE APPLICANT 
	Line (1) minus Line (6)
	 $

	
	
	
	

	8
	Cash to be provided by the Applicant (in the bank, loan approval, grant approval, etc)
	
	 $

	11
	TOTAL KNOWN FUNDING FROM THE APPLICANT
	Add Lines (6) + (7) + (8)
	 $

	
	
	
	

	12
	Balance

- If the amount is greater than zero, project has identified adequate funding;

- If the amount is less than zero, project requires additional funding in this amount
	Line (11) minus Line  (7)
	 $


           *Note: The following are considered for cost share match purposes within the Health Facilities Program:  

 1.  Value of owned land (this does not include the value of leased land), based on fair market value by independent assessment 

2.  Land improvements (gravel, excavation, etc.) recently completed that are directly related to the project in question 

3.  Value of in-kind project management if the applicant can document what the cost of procuring professional services would have been 

                                                                                                                                                                                                                                                                                                               The following are NOT considered as sources of cost share match:

1.  Use of equipment/value of equipment 

2.  Labor 

3.  Administrative functions/activities or time 
IV. Cash Funding Summary

Identify the cost share amounts to be provided by you and by funding partners.   Insert rows in the table if necessary.

	Source:
	Description
	Amount
	Status*

	
	
	$
	

	
	
	$
	

	
	
	$
	

	
	TOTAL
	$
	


*Indicate “Status” by selecting one of the following options:  

(1) Funds have been secured and are in your bank account.

(2) Funds have not been received, but a funding agreement has been signed and executed.

(3) You have received written notification that funds have been approved.

(4) You have applied for funds and are waiting for funding approval.

(5) You are in the process of applying for funds

(6) You have not yet applied for additional funding.  

Provide copies of supporting documentation (i.e. copies of agreements, written notification, etc.).  Label as ATTACHMENT #12.
V. Checklist of Application Materials

Please note that all documents submitted will be retained by the Denali Commission and will not be returned to the applicant.
_____
ATTACHMENT #1

Map of community and surrounding region

_____
ATTACHMENT #2

Documentation of community planning

_____
ATTACHMENT #3

Community Planning documents regarding health care                                                             




needs

_____
ATTACHMENT #4

Community Planning documents regarding health   




facility needs


_____   ATTACHMENT #5                    Completed IRS Authorization Form
_____
ATTACHMENT #6

Letters of Support from local healthcare providers

_____
ATTACHMENT #7

Community Resolution

_____
ATTACHMENT #8

Site Control documents

_____
ATTACHMENT #9
             Code and Conditions Survey 

_____  ATTACHMENT  #10                  Cost Estimate documents

_____
ATTACHMENT #11

Equipment pricing documents

_____
ATTACHMENT #12

 Documents verifying cost share

ATTACHMENT #7

Authority to Participate and Commitment to Operate

RESOLUTION NUMBER __________ 


A RESOLUTION of the **1 _________________________________authorizing participation in the Denali Commission Health Facilities program. 
WHEREAS, the Council/Board of Directors of **1 ________________________ wishes to provide non-expendable medical equipment for the community of ___________ ______________________ (hereinafter the “Council” and the “Community”); 

WHEREAS, the Council wishes to participate in the Denali Commission Health Facilities program; and
NOW, THEREFORE, BE IT RESOLVED THAT the Council endorses the Community’s proposal to the Denali Commission Health Facilities Program and commits to sustaining the project. 
BE IT FURTHER RESOLVED THAT the Council commits to fulfilling the responsibilities and duties assigned to the Council in the proposal. 
BE IT FURTHER RESOLVED THAT the Council commits to an “open-door” policy that assures the health facility and equipment will provide service to all who seek and can pay for such services.
BE IT FURTHER RESOLVED THAT the **2 _____________________ of the Council is hereby authorized to negotiate and execute any and all documents required for granting and managing funds on behalf of this organization. 

The **2 _______________________ is also authorized to execute subsequent amendments to said grant agreement to provide for adjustments to the project within the scope of services or tasks, based upon the needs of the project. 
 PASSED AND APPROVED BY THE __________________________________

on _____________________. 
IN WITNESS THERETO: 
By: ___________________________ Attest: _________________________

Signature and Title 
1 Insert name of organization that is submitting the application    

2 Insert title of person responsible for project oversight, usually the Council President or entity CEO
