AFA FUNDING FORM INSTRUCTIONS

Please follow the guidelines below for completing the AFA Funding Form.

	Agency Information (page 1)

	Agreement Number
	Enter the agreement number.

	Fiscal Year
	Choose the appropriate Fiscal Year (using drop-down arrow).

	Name of Program(s)
	Check the applicable program(s) box.

	Official Agency Name and Address
	Print or type the exact legal/official Agency name and address.  Name of Agency must be exactly the same wherever it is used throughout the application.  Enter the telephone number (including area code) for the Agency.

	Provider Number
	Indicate the Agency's Federal Employer ID number.

	Agency Director
	Provide all requested information for the Agency Director.

	Agency Fiscal Officer and Contact Person
	Provide all requested information for the Agency Fiscal Officer.  In addition, provide all requested information for the Fiscal Contact Person if different than the Fiscal Officer.

	Official Authorized to Commit Agency to an MCAH AFA
	Provide all requested information for the Official authorized to commit the Agency to an MCAH AFA.




	Designated Program Staff (page 2 & 3)

	Agreement Number
	Enter the agreement number.

	MCAH Director and Program Coordinators
	Provide all requested information for each of the program staff, if applicable.

	Policy Compliance and Certification (page 4)

	Agreement Number
	Enter the Agreement number.

	Policy and Compliance Certification
	Both the Official authorized to commit the Agency to a binding agreement and the Agency’s MCAH/Executive Director must read these statements and sign.  Type or print name, title, and date for each person.


 NOTE:
Original signatures are required - Signature Stamps are not acceptable.

Agreement Number:      





Fiscal Year:  FORMDROPDOWN 
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Agency Information

Name of Program(s):

 FORMCHECKBOX 
 MCAH     FORMCHECKBOX 
 BIH      FORMCHECKBOX 
 FIMR      FORMCHECKBOX 
 AFLP     FORMCHECKBOX 
 ASPPP     FORMCHECKBOX 
CIPP     FORMCHECKBOX 
SIDS   

Official Agency Name and Address:
Name:      



Address:      
City:       





Zip Code:      -     
Telephone:        -    
Fax:        -    
E-Mail Address:      
Provider Number:


Federal Employer ID #:       

Director:
Name:        



Title:      
Address:      
City:       





Zip Code:      -     
Telephone:        -    
Fax:        -    
E-Mail Address:      
Fiscal Officer and Budget/Invoice Contact Person:
Fiscal Officer Name:      



Title:       



Address:      
City:       





Zip Code:      -     
Telephone:        -    
Fax:        -    
E-Mail Address:      
Invoice Contact Person Name:      


Telephone:        -        
E-Mail Address:      




Fax:        -    
Budget Contact Person Name:      


Telephone:        -        

E-Mail Address:      




Fax:        -    
Official Authorized to Commit Agency to an MCAH AFA:

Name:        



Title:      
Address:      
City:       





Zip Code:      -     
Telephone:        -    
Fax:        -    
E-Mail Address:      
Agreement Number:      





Fiscal Year:  FORMDROPDOWN 
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Designated Program Staff
All program related information will be sent to the MCAH Director and/or AFLP Director.  Program Coordinators may receive information applicable to their individual program.

Director   FORMCHECKBOX 
 MCAH      FORMCHECKBOX 
 AFLP     FORMCHECKBOX 
 ASPPP 

Name:      



Address:      
City:      

Zip Code:      -     
Telephone:        -       Fax:        -       E-Mail Address:      
MCAH Coordinator 

Name:      



Address:      
City:      

Zip Code:      -     
Telephone:        -       Fax:        -       E-Mail Address:      
AFLP Coordinator 

Name:      



Address:      
City:      

Zip Code:      -     

Telephone:        -       Fax:        -       E-Mail Address:      
ASPPP Coordinator 

Name:      



Address:      
City:      

Zip Code:      -     

Telephone:        -       Fax:        -       E-Mail Address:      
Prenatal Services Coordinator (PSC)
Name:      



Address:      
City:      

Zip Code:      -     

Telephone:        -       Fax:        -       E-Mail Address:      
Agreement Number:      





Fiscal Year:  FORMDROPDOWN 

AFA FUNDING FORM
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Prenatal Care Guidance (PCG) Coordinator
Name:      



Address:      
City:      

Zip Code:      -     

Telephone:        -       Fax:        -       E-Mail Address:      
Black Infant Health (BIH) Coordinator
Name:      



Address:      
City:      

Zip Code:      -     

Telephone:        -       Fax:        -       E-Mail Address:      
Fetal Infant Mortality Review (FIMR) Coordinator
Name:      



Address:      
City:      

Zip Code:      -     

Telephone:        -       Fax:        -       E-Mail Address:      
Childhood Injury Pregnancy Prevention (CIPP) Program Coordinator

Name:      



Address:      
City:      

ZIP Code:      -     

Telephone:        -       Fax:        -       E-Mail Address:          

Sudden Infant Death Syndrome (SIDS) Program Coordinator

Name:      



Address:      
City:      

ZIP Code:      -     

Telephone:        -       Fax:        -       E-Mail Address:          
Agreement Number:      





Fiscal Year:  FORMDROPDOWN 


AFA FUNDING FORM
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Revised December 15, 2005

Policy Compliance and Certification
The undersigned hereby affirms that the statements contained in the Application for Funding Agreement (AFA) are true and complete to the best of the applicant's knowledge.

I certify that this Maternal, Child and Adolescent Health (MCAH) Program will comply with all applicable provisions of Article 1, Chapter 1, Part 2, Division 106 of the Health and Safety Code (commencing with section 123225), Chapters 7 and 8 of the Welfare and Institutions Code (commencing with Sections 14000 and 14200), and any applicable rules or regulations promulgated by DHS pursuant to this article and these Chapters.  I further certify that this MCAH Program will comply with the MCAH Policies and Procedures Manual, including but not limited to, Administration, Federal Financial Participation (FFP) Section.  I further certify that this MCAH Program will comply with all federal laws and regulations governing and regulating recipients of funds granted to states for medical assistance pursuant to Title XIX of the Social Security Act (42 U.S.C. section 1396 et seq.) and recipients of funds allotted to states for the Maternal and Child Health Service Block Grant pursuant to Title V of the Social Security Act (42 U.S.C. section 701 et seq.)  I further agree that this MCAH Program may be subject to all sanctions or other remedies applicable if this MCAH Program violates any of the above laws, regulations and policies with which it has certified it will comply.
	
	
	     

	Original Signature of Official authorized to commit the Agency to an MCAH AFA 
	
	Title

	     
	
	     

	Name (Type or Print)
	
	Date

	
	
	     

	Original Signature of the MCAH/Executive Director
	
	Title

	     
	
	     

	Name (Type or Print)
	
	Date


AFA MAILING INSTRUCTIONS 

Submit completed application in the order listed below, if applicable:

1. Annual Alternate-Year Funding Checklist

2. AFA Funding Form (4 pages) (signed)

3. Project Narrative Summary

4. Budget Summary Page(s), Detail Worksheets (signed)

5. Budget Justification Worksheets

6. Duty Statements

7. Job Specification(s)

8. Waiver Approval Letter(s), if applicable

9. Organizational Chart(s)

10. SOW(s)

11. Subcontract(s) Agreement Package

12. Annual Inventory list (DHS 1204)

13. CD containing electronic copy(s) of program budget(s) and SOW (only one electronic copy needed).  May be sent by e-mail. 

Send one original and two copies of the signed and dated AFA package to the address below:

Department of Health Services

Maternal, Child and Adolescent Health/Office of Family Planning Branch

Operations Section

Attn:  Contract Manager’s Name

MS 8305

P.O. Box 997420

Sacramento, CA  95899-7420

For overnight express mail use the following address:



Department of Health Services



Maternal, Child and Adolescent Health/Office of Family Planning Branch



Attn:  Contract Manager’s name



MS 8305



1615 Capitol Avenue, Suite 73.560



Sacramento, CA 95814-5015 


