

APPENDIX 2
EXHIBIT 1
ORGANIZATIONAL NARRATIVE

ORGANIZATION NAME: 	Click here to enter text.
ALL questions must be answered
1. Describe the type of organization (i.e., for-profit, not-for-profit, LLC, corporation, senior center, community action, health department, etc.) applying to serve as the legally-responsible sponsor of this grant.
	Click here to enter text.
1. Describe your agency service area (county/counties – identify any areas of the county not served).
	Click here to enter text.
1. List all services or programs currently offered by your agency/organization regardless of whether they are funded by AAA7.
	Click here to enter text.
1. Describe the organization’s experience in administering public funds.
	Click here to enter text.
1. Given the limits of federal funding, how has your organization obtained local financial and community support for your services?
	Click here to enter text.
1. Does your agency currently meet requirements for United Way, Community Block Grant or Title XX funds? If no, explain. 
Click here to enter text.

Do you receive any of these funds? 
Click here to enter text.

What services do they fund? 
Click here to enter text.

Explain if these funds have been lost and why.
	Click here to enter text.
1. If local cash is provided in full or in part by local levy funds, provide the following information: 
1. yearly amount of levy revenues by dollar and millage amount; Click here to enter text.
b) time span covered by the levy; Click here to enter text.
c) next expiration date-month and year; Click here to enter text.
d) plans for renewal, if any.
	Click here to enter text.
1. Does your organization have experience in GAP (General Accounting Procedures) for fiscal management? Explain. 
Click here to enter text.

If no, what accounting method do you utilize?
	Click here to enter text.
1. Describe specific efforts to be made by the applicant to increase usage of your agency services by: 

a) geographically-isolated elders; 
Click here to enter text.

b) minority elders; 
Click here to enter text.

c) low-income elders;  
Click here to enter text.

d) elders with limited English-speaking ability.
	Click here to enter text.

1. Describe efforts to provide outreach and communicate aging services information to older adults who are lesbian, gay, bisexual or transgender (LGBT).
	Click here to enter text.
1. Describe efforts to provide outreach and communicate aging services information to older adults who are Holocaust survivors.

Click here to enter text.

1. What is your total operating budget for this fiscal year? Click here to enter text.

1. What are your primary sources for funds, and how are they proportioned in the budget?
	Click here to enter text.
1. Describe any future plans for expansion or anticipated change in service delivery.
	Click here to enter text.


APPENDIX 2
EXHIBIT 2

ORGANIZATIONAL CHART
Show below, or attach a copy, of your Agency Organizational Chart as it relates to your application.


APPENDIX 2
EXHIBIT 3

GOVERNING BOARD
Please list name and address and answer each demographic category. (Demographics are not mutually exclusive.) See demographic definitions in Appendix. 
If you attach a list it must include the listed demographics shown below.
(If more space is needed, use your Tab key on the last ‘square’ and additional lines will be added.)
	

Name/Address/Office
	
Age 60+? (Y/N)
	
Participant in Services? (Y/N)
	
Community Leader? (Y/N)
	

Minority? (Y/N)
	
Term Expiration Date

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	





APPENDIX 2
EXHIBIT 4

ARTICLES OF INCORPORATION 

Please enclose a copy of your Articles of Incorporation.


APPENDIX 2
EXHIBIT 5

CERTIFICATE OF CONTINUING EXISTENCE

Please enclose a copy of your Certificate of Continuing Existence.


APPENDIX 2
EXHIBIT 6


CERTIFICATION OF ORGANIZATIONAL DOCUMENTATION

The applicant organization hereby verifies that the following documentation is on file for review by the Area Agency on Aging District 7, Inc., in accordance with the Ohio Department of Aging Conditions of Participation:

Please “X” all that apply:

	
	Corporate By-Laws

	
	Worker’s Compensation Certificate

	
	Bond Certificate and list of individuals who are bonded by the agency

	
	Medicare/Medicaid Provider Agreement Letters, if applicable

	
	If the agency is for-profit, a copy of the latest tax return – 1120
If the agency is non-for-profit, a copy of the last tax return – 990

	
	Personnel Policy and Procedure Manual

	
	Affirmative Action/Equal Opportunity Plan

	
	Program/Operational Policy and Procedure Manual

	
	Job Descriptions

	
	Documented training(s) for positions related to service delivery






	

	


Signature of Authorized Representative						Date


							


APPENDIX 2
EXHIBIT 7

MINORITY AGENCY CERTIFICATION
(complete ONLY if applicable)
(This information is required by ODA and does not affect the status of the proposal)


Name of Agency/Organization:	Click here to enter text.

Mailing Address:	Click here to enter text.

City, State, Zip:	Click here to enter text.


The above-identified Agency or Organization certifies that it is a minority organization based upon meeting the following criteria (check one):


☐ 1. Private Profit-Making Agency/Organization

☐ a. An organization whose sole ownership, or 50.1%, of whose stock is held by minorities.

☐ b. A partnership with at least 50% of the interest in the partnership controlled by a minority individual.

	The ownership is as follows:	Click here to enter text.

☐ 2. Non-Profit Agency/Organization (public or private)

☐a. The make-up of the board of directors/policy-making body is at least 50.1% Minority, AND

☐b. The total staff is at least 50% minority.

	

	


Signature of President or Chairman of the Board/Owner/Partner			Date


Name of Signatory:	Click here to enter text.

Title of Signatory:	Click here to enter text. 

APPENDIX 2
EXHIBIT 8

PROOF OF INSURANCE

Please enclose a copy of the page of your Insurance Policy which shows commercial liability coverage in the minimum amount of $1,000,000 (one million).

Please DO NOT attach the entire insurance policy.


APPENDIX 2
EXHIBIT 9

POLICY/PROCEDURE FOR FILING INSURANCE CLAIMS

Please include your written policy, instructions and forms  which you provide to consumers that explains to them how they can file an insurance claim.



APPENDIX 2
EXHIBIT 10

GRIEVANCE POLICY
Please enclose a copy of your organization’s Grievance Policy. Include all forms utilized in this process.


APPENDIX 2
EXHIBIT 11

EMERGENCY PREPAREDNESS PLAN
Please enclose a copy of your organization’s Emergency Preparedness Plan.




APPENDIX 2
EXHIBIT 12

DOCUMENTATION REGARDING DEBARMENT
Access your organization’s information on the following websites and attach copies of the results as this exhibit.
1) Ohio Inspector General site:

http://exclusions.oig.hhs.gov

2) System for Award Management site:
https://www.sam.gov	
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