
ATTACHMENT 1

RFP PROPOSAL COVER PAGE

AND

AUTHORIZED SIGNATURES

Organization Name: __________________________________________________________________

Organization Fiscal Year End (day/month): _______________________________________________

Federal ID#: _________________________________________________________________________

DUNS #: ____________________________________________________________________________

Mailing Address: _____________________________________________________________________

Fax #: ______________________________________________________________________________

Telephone #: ________________________________________________________________________

Name of Contact Person: ______________________________________________________________

Title of Contact Person: _______________________________________________________________

Email of Contact Person: ______________________________________________________________

Phone # of Contact Person: ____________________________________________________________

Web Page: __________________________________________________________________________

Total Requested: $_________________________________

I hereby certify that I am an authorized representative of the organization and that to the
best of my knowledge:
● The data in this application is true and accurate.
● This document has been duly authorized by the governing body.
● The organization will be able to meet all of the minimum proposal requirements as

specified in the RFP.
● The organization will comply with the necessary certifications and assurances and

provide program services described in the proposal if a contract is awarded.

___________________________________________________________________________
Representative Name & Title
___________________________________________________________________________
Representative Name & Title









Attachment 4 – 2023 Executive Summary 

1 page summary of entire application.





EXPENSE CATEGORIES Expected Requesting Notes
Direct Staff Salary and Benefits 132,104.00                 95,859.00 
Supervisory Staff Salary and Benefits - - 
Supplies 280.00 145.00 
Communication 539.00 284.00 
Postage/Shipping/Printing - 
Travel/Mileage 192.00 (28.00) 
Conference, Meetings, Membership 630.00 330.00 
Equipment 390.00 205.00 
Insurance 422.00 222.00 
Depreciation 320.00 170.00 
Occupancy 4,098.00 1,608.00 
Misc.
Administrative 11,025.00 6,205.00 10.5% Admin Fee 

TOTAL 150,000$  105,000$  

Example Budget

Attachment 6



Attachment 6
Example 2 - 2023 Budget

Support and Revenue Committed Projected
Cash Contributions

74,852.36$   
90,000.00$    

In-kind Contributions
39,862.87$    

493.26$          
Total Support and Revenue 130,356.13$  74,852.36$   

Personnel Expenses Total Requested
Clinical Staff 92,684.46$    43,381.58$   
Clinical Staff Fringe & Taxes 32,838.45$    14,761.36$   

125,522.91$  58,142.94$   

Non-personnel Expenses
Communications 560.62$          232.94$         
Psychometric Testing Materials 8,117.52$       3,607.89$     
Supplies 1,848.83$       776.54$         
Printing 625.19$          263.10$         
Outreach 889.98$          629.87$         
Mileage 736.86$          363.00$         
Occupancy 10,378.06$    4,312.87$     
Training 5,818.94$       2,190.16$     
Postage 257.35$          108.30$         
Professional Liability Insurance 555.14$          243.93$         
Evaluation 663.79$          281.59$         
In-kind Expenses (Publishers) 493.26$          -$               

30,945.53$    13,010.18$   

Indirect Expenses
Administrative Staff 6,175.32$       2,529.72$     
Administrative Staff Fringe & Taxes 2,080.32$       781.76$         
Supplies 621.54$          387.76$         
In-kind Expenses (F&A) 39,862.87$    -$               

48,740.05$    3,699.24$     

Total Expenses 205,208.50$  74,852.36$   



Budget Narrative 

A. Personnel:

1. Level IV Clinician:

The need for 5 full time (30% Level of Effort/1.0 FTE) Level III Clinicians will be required for this project. Level IV Clinician: 

$50,400 x 30% (1.0 FTE) = $25,200 x 5 Level III Clinicians = $126,000 

2. Fringe:

Agency fringe rate is calculated at 31% 

Total staff salary required for the project x 31% 

$126,000 x .31 (31%) = $39,060 

Total Fringe: $39,060 

Personnel Total: $165,060 

B. Total Direct Expenses: $165,060

C. Indirect Rate (20%):

Agency  adjusted indirect rate for this project is 20%.$165,060 x .20 (20%) = $33,012

Total Indirect: $33,012

D. Total Project Expenses:  $165,060 + $33,012 = $198,072

Total Project Expenses: $198, 072

Attachment 6 Example Budget
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ATTACHMENT 8
JCCMHFB RFP - Application for Funds

Board of Directors Resolution

At the Board meeting on________________________________,

the Board of Directors of _________________________________________ approved submitting this application
form for the purposes of:

_______________________________________________________________________________________
Project Name Amount Requested Amount

_______________________________________________________________________________________
Project Name Amount Requested Amount

_______________________________________________________________________________________
Project Name Amount Requested Amount

Note: Exact dollars requested are not required. Amounts requested should be submitted as not-to-exceed figures.

The authorized individual(s) to enter into contractual arrangements with the Jefferson County
Community Mental Health Board is (are):

_______________________________________________________________________________________
Name Title

_______________________________________________________________________________________
Name Title

We, the undersigned, hereby certify that the statements made in this application are correct to the best of our
knowledge and belief, and we are authorized to sign this application on behalf of the applicant, and we shall
comply with the JCCMHFB guidelines, monitoring procedures, and formal contract provisions if our request
for funding is approved.

Respectfully submitted,

_______________________________________________________________________________________
By Date

, Board of Directors
Title

_______________________________________________________________________________________
Phone Number Email Address




