Trauma Grant Application
Step by Step Prc




Checklist and Form Instructions

A checklist is provided on the website to
help applicants track their progress in
completing the application.

Instructions are provided on the checklist
to help with each form.
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ARKANSAS DEPARTMENT OF HEALTH

Trauma EMS Grant Application

| AASTS Vendor Registration E:
15 v.=n:i"r numbst.
|| Required Information Form
O Geographic Coverage Area Form
[ Tllegal Tmmigrant Contractor

Disclosure Certification Form

2p
form once it h been s Lﬂ:mma:l J1:1 retum it
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AASIS Vendor Registrations Instructions
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Procursment’s websits

e ong) of updatz 2 Stare vendor
State Procursment.

should fax =2 W-% Form to Sheilz Kmslow at

fax requesting =n AASIS Number for grant purposes.
ur zgency, mailing zddress, and telephons number.

22 will no lengsr be required, unless vou choose to use the Office of State
to obtzin or updats vour vender mformation.




Vendor Registration (AASIS Number)

Each applicant must have a vendor
registration number. This is the number
issued in the AASIS System.

This number is obtained by faxing
information about your facility to Shelia
Kinslow. Fax Number: (501) 324-9311

Please include the facility’s complete
legal name, address, and Tax ID number
to be entered into the AASIS system by
faxing a cover letter and a w-9 form to
Sheila Kinslow.
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W-9 Form

A completed w-g form should be turned
in to Sheila Kinslow to receive an AASIS
number if a grantee does not already have
a number.

Special Note: Please include a w-9 with
your facility’s Tax ID number. Do not
send w-9 forms with personal social
security numbers on them.

Fom W'g Request for Taxpayer Give form fo the
Rex. ctabsr 2007) Identification Number and Certification requester. De aot
Dupertmart of s Treary .

Name (= =nown O your Income E remm,

Business name, If difiarant from abovs

[C] wimisa napisty company. Enter e tax

Check appropriste box: [ Individual/Sale propristor |:| Comporation [ Parinersnip

[ ofher (s8e restructions) »

entrty, .

Exempt
O papes

‘AGdress (Tumber. sirest, and apt or Sute na)

Print or type

FequEster's name and address (opbona]

iy, state. and ZIF code

Sae Specific Instructions on pags 2

List account numbaris) nere {optonal)

]EII Taxpayer Identification Number (TIN)

Enter your TIN in the appropriste bax. The TIN pravided must mich the name given on Line 1 ko avoid w
backup withholding. For individuals, this is your social security number (SSN). However, for a resident i i

afien, sole propristor, or disragarded entity, see the Part | nstructions on page 3. For other entities, t is

your employer identification number EIN). | you do not have a number, sse How to get a TIN on page 3. or

Note. if the account is in more than one name, see the chart on pags 4 for guidelines on whoss

number to enter.

Emplayer ientincation number

Certification

Undsr penalties of periury, | ceriify that

1. The number shown on this form is my comect taxpayer identification number for | am waiting for & number to be issuad to me), and
2. 1 am not subjact to backup withhokding becauss: (] | am exampt from backup withholding, or (b] | have not been notifid by the Intemal

Fievenue Service (IRS) that | am subject to backup withhoiding as a result of  failure to report all interest or dividends, or () the IRS has
notified me that | am no longer subject to backup withhalding,

4. lama LS. citizen or other LS. person {defined below).

Certification instructions. You must cross out item 2 above i you have been notified by the IS that you are currently subjsct to backup

withholding because you have failed to report all interest and dividends on your tax refum. For real estate transactions, item 2 doss not apply.

For mortgage interest paid, acquisition or ahandonment of secured property, cancallation of dabt, contributions to an individual retirement

amangement (IRA), and generally, payments other than interest and dividends, you are not required to sign the Certification, but you must

provide your comect TIN. See the insiructions on page 4.

Sign ot
Here U.5. person b

Date &

General Instructions
Saction references are to the Internal Revenue Code unless
otherwise noted.

Purpose of Form

A person who fs required to fils an information retum with the
IRS must obtain your cormect taxpayer idantification number (TIN)
to report, for example, income paid to you. real estate
transactions, mortgage interest you paid, acquisition or
abandonment of secured property, cancellation of debt, or
cantributions you made to an IRA.

Use Form W-0 only if you are a U.S. person (including &
resident alien], to provide your corrsct TIN to the person
requesting it {ihe requester) and, when applicable, to-

1. Cartify that tha TIN you are giving i camsct (or you ara
waiting for a number to be issued),

2. Certify that you are not subject to backup withholding, or

3. Clsim axemption from backup withholding i you are a U.S.
exempt payes. If applicable, you are slso certifying that as a

112 marean e allnsekle shars f ams nerdnerchin ineame feem

Definition of a U.S. person. For faderal tax purposes, you ars
considered a LS. person if you are

# An individual who is a U.S. citizen or U.S. resident alien,

® A partnership, corporation, company, or association created or
organized in the United States or undar the laws of the Unitad
States,

® An sstate (other than a foreign estate), or

® A domestic trust (as dafined in Regulations section
301.7701-7).

Special rules for partnerships. Partnerships that conduct a
trads or business in the United Statss are generally requirsd to
pay a withholding tax on any foreign partners’ share of income
from such business. Further, in certain cases where a Form W-2
has not been recsived, a partnership is required o presume that
a partner is a forsign person, and pay the withholding tax.
Thereiare, if you are a U.S. person that is a pariner in a
partnership conducting a trade or business in the United States,
provids Form W-8 1o the partnership to estsblish your U.S

status and avoid withholding on your share of parnership
income.




s

Each applicant must fill out a required
information form. This form is your facility’s
response to the grant proposal.

It is important to include complete
information on this form. Items from the
required information form will be typed
directly into the final grant packet.

Please be sure to include contact information
on the person who will be signing the grant.
While administrative staff may assist with
this process, the required information form
should have contact information on the
person who will be signing the final grant
document.

equired Information Form

Pleasz complats the information sequested below. This information will be uzad to develop the
zrant packst md as the azsmcizr solicitzd proposal. Plzass be zwes toamter the information 2= it
shows on the State’:s AASIS Vendor Information. If vou nesd assitancs complsting thiz form,
plasss contact ths ADH Trsema Saction 2t (501) 683-0707.

Vendor Information: [ Heepita [ EMS
Vendor Nama:
Vandor Numbar: Vandor Tax ID Number:
Physical Dielivery Addrazs:
Vendor City: Starz; Zip Coda + 4:
Vandor B.O. Baox:
Vander P.O. Box City: Starz; Zip Coda + 4:
“andor Fizcal Taar {honth) to {hlomth)
Vander sz O Nen-Profit O ForProfit O Covemment [0 Othar

Contact Information:

Applicants should indicata the contact parson who will sign the grant documentation when it iz
sant 1o tha aganoy

Nama: Titls: Phona Number: {| i)
E-Mail Addrazs:

Plazss indicats in the fislds below the geographic coverszs sres alphsbatically that vour agsnoy
oovan,

Geographic Coverage Area:

O staswice
& Ons Covnty:

& Multipls Countiss:



Geographic Coverage Area

The Section of Trauma would like to have
all of Arkansas covered by the trauma
system.

Please list whether the facility coverage is
statewide, county wide, or if your facility
covers multiple counties.

Special Note: Please alphabetize when
listing multiple county coverage.

Plezss complets the mformatios
grant packet and =5 the agencies

n requestsd below. This mformation will be used to develop the
solicited proposzl. Please be sure to enter the mformation =s it

shows on the Stzte’s AASIS Vendor Information.  If vou nsed zssistance completing this form,
plezse contact the ADH Traumsa Section at (301) 683-0707.

Vendor Nzme:

Vendor Number:

Physical Delivery Address
Wendor City:

Vendor P.O. Box:

WVender P.O. Box City:

Wendor Fiscal Tear

Vendor Information:

|

[ ] Vendor Tax ID Number: ||
|

[0 stme 0] ZipCode =400
|

[ state | ZpCode-41 |
[ (vonth) to [ (ulonth)

Vendorisz [ Non-Brofir, Ll EorReefit K Govemment [0 Other: [0

Applicznts should indicats the

sent to the agency:

Contact Information:

contzet person whe will sign the grant documentation when it is

Name: [ Tifle: [ Phone Number: )

E-Mail Address: [0

Plezse indicate in the fields below the geographic coverzge zres that vour sgency covers

O Statewide

[ Ons County: [ ]

.Mulu'ple Counties: -
|
|
|

Geographic Coverage Area:




A budget form must be completed by
each applicant.

The cells in the spreadsheet are set to
total each of the categories together. The
total amount should equal the funding
that your facility is eligible for.

Please figure the category amounts
carefully. It is possible to modify the
budget later, but it will save the applicant
time if they are comfortable with the
amounts in each category of the budget.

A short justification is required for each
budget line. This can be as simple as
stating that the equipment is being
purchased to provide care for trauma
patients.

Budget Form. . -

Total Grant Budget Form




Employment of lllegal Immigrants — Certification

by Bidder/Contractor

It is important to certify that facilities do
not employ illegal immigrants.

Each applicant can complete this process
online. Please be sure to print out the
screens and include proof of completion
with your grant application.

Applicants who are government
entities do not have to fill out this
form.

Tllegal Immigrant Contractor Disclosure Certification - Instructions

Emplovment of Illegal Immigrants — Certification by Bidder/Contractor

Vendor Name: This sheuld match the name submitted during the AASIS V. and T
Registration process.  This should match the name provide to the
Office CUrETEnt oid processing delays.

Contract Tvpe: Select Techmical General Servic
Bid Number: Leave Blank

Disclosure Statement: Answer the statement
E-mail Address: Lezve e-mail zddress of the person signing for the grant
Select Agency: Select Department of Health

ﬁ J_ucl ‘t:nn Om

the disclosurs sttememt  Submit dis print version of your disclosure stztement with the grant
zpplication,




Employment of lllegal Immigrants —

Certi
by Bidder/Contractor (Continued)

fication

Alkill&'-ls.gﬂ\" Agencies | Online Services | State Directory A+ | A-| Text| Print

m I Arkansas Department of
¢ Finance and Administration

Click to begin

Iiﬁ Welcome Guest-Login

DFA lilegal Immigrant Contractor Disclosure Certification Login

Agency Login Vendor Submit Disclosure Form

Username: |:| Are you a vendor and need to submit a disclosur
form?

- Submit Disclosure Form

Forget your password? Click here

Home Online Services Stay Informed Department of Finance and Administration
gfﬁcas License Plate Renewal [l RSS Feeds 1509 West 7th Street
Ciﬁ”ef:es Arkansas Taxpayer Access Point
— Arkansas Mator Carrier System SRS R T
- Income Tax Refund Inguiry Google Map

DFA Employees

Mews & Evente Child Support WebPay

Arkansas State Surplus
Child Support Employer Portal

Accessibility | Privacy | Security | Acceptable Use Copyright @ 2009 State of Arkansas. All Rights Reserved.



Employment of lllegal Immigrants — Certification
by Bidder/Contractor (Continued)

Select Technical

Iiﬁ Welcome Guest- Login Or General

DFA lllegal Immigrant Contractor Disclosure Certification Form SerVICES

Navigation : Home == Certification Form

Help

MNote: *Required fields are marked with an asterisk.

*Vendor Name: | /|

*Contract Type: Technical/General Senvices he
“Disclosure | do not employ or contract with any illegal immigrant(s).

Statement:

*E-mail Address: |

“Select Agency: [ v

Subcontractor Information for Procurement Web site,

ACA 19-11-105(e){1)(B), (&) (2). (&) (3)

If a contractor uses a subcontractor at the time of certification, the subcontractor shall certify in a manner
that does not viclate federal law in existence on January 1, 2007, that the subcontractor at the time of
certification, does not employ or contract with an illegal immigrant. A sub-contractor shall submit the
certification within thirty (20) days after the execution of the subceontract. The centracter shall maintain en
file the certification of the subcontractor throughout the duration of the term of the contract.

Hame Online Services Stay Informed Department of Finance and Administration



— Employment of lllegal Immigrants — Certification
by Bidder/Contractor (Continued)

& Contact Us | Live Held Mar1<

Iiﬁ Welcome Guest- Login

DFA lllegal Immigrant Contractor Disclosure Certification Form
Navigation : Home == Certification Form

Help

Note: *Required fields are marked with an asterisk.

*Vendor Name: |

*Contract Type: |Tel:hn|ca|-’GeneraI Senvices v/

*Disclosure

| do not eqple#or contract with any illegal immigrant(s)

Statement:

*E-mail Address: |

*Select Agency: | Department of Health i

Subcentracter Information fer Procurement Web site,

ACA 19-11-105(e)(1)(B), (e} (2), (&) (3}

If a contractor uses a subcontractor at the time of certification, the subceontractor shall certify in a manner
that does not violate federal law in existence on January 1, 2007, that the subcontractor at the time of
certification, does not empleoy or contract with an illegal immigrant. A sub-contractor shall submit the
certification within thirty (30) days after the execution of the subcontract. The contracter shall maintain on
file the certification of the subcontractor throughout the duration of the term of the contract.

If you do not
Employee illegal
immigrants

Please be
Sure to select
Department of Health
on the agency drop
down menu

Be sure to press the
“Confirm and Submit
Button” on the next page
then print the document
to turn in with the
grant application



/

/ - e W\\,,

i% Complete Grant Packet i%

Once all of the documents are completed, please send
them by Fed Ex, UPS, or similar carrier to:

/

Arkansas Department of Health
Trauma Section
4815 West Markham, Slot 4
Little Rock, AR 72205-3867



Sub Grant Agreement Page

The application will be used to
create a grant packet. This
packet will be returned for
final signatures once it has
been processed.

When the packet is sent to the
ograntee by Fed Ex, UPS, or
similar carrier pages that
require signatures or spaces
that need to be filled out will
be tabbed.

Asreement = —

ARKANSAS DEPARTMENT OF HEALTH
SUB-GRANT AGREEMENT

XL Cerdficadon and Signature

A. Recipient Certification of Documentation: The Recipient certifies that all documentation presented to obtain this

sub-grantis true and complete. The Recipient agrees to notify the Department of any changesin this
documentation except whenthe Department has given specific written permission to waive such notification,

B. SIGNATURES:

Signature of Sub-Grant Recipient Authorized R

Signature of Recipient Authoriz resentative Date
Printed Name of Recipient Authorized Representative Title

In signing this document. I attest that T am authorized by the Board of Directors or other goveming
authority to sign this sub-grant on behalf of the Recipient. This sub-grant is effective on date specified
on page 1, but no earlier than the date signed by the last signing party.

Signature of ADH Agency Authorized Representative

Signature of ADH Agency Authorized Representative Date
Robert S. Bennett CFO
Printed Name of ADH Agency Authorized Representative Title

In signing this document, [ attest [ am exercising appropriate fiduciary authority in the commitment

of available resources to achieve program agency objectives.

Sign in
Blue Ink

Date



Contract and Grant Disclosure and Certification Form

Check “Yes” or “No” to
indicate if your facility will
subcontract with another

vendor to expend the grant
funding for you. If the answer

is “Yes” please list the
subcontractor’s name

For Individuals: Fill in
spaces if the person

flling out the grantisa——__ [ o [ 20 I
member of the General 3 e e |

Assembly, Constitutional
Officer, State Employee,
or if they serve on a state
board or commission.
Otherwise mark “None of
the Above Applies”

For a Vendor (Business):

d p B - O
Flll OUt thls Portlon lf a\gonsmmioﬂfﬂ Officer O
member of your TaTeBoard or Commissan |

O

management team/board
holds any of these
positions or mark “None
of the Above Applies”

CONTRACT AND GRANT D
Failure to complete all ofthe following information may resultin a delayin obtaining a c
SIS “CTOR: SUECONTRACTOR NAME
[ Yes [OONo

Please put an “X” in the
box for services

LOSURE AND CERTIFICATION FORM

ct,lease, purchase agreement, or grantaward with any Arkansas State Agency.

Services? _[]Both? _

TAXFAYER |D NAME [ ] Goods?

YOUR LAST NAME: FIRST NAME: M.

ADDRESS

CITY: STATE ZIP CODE: COUNTRY:USA

AS A CONDITION OF OBTAINING. EXTENDING. AMENDING. OR RENEWING A CONTE\CT. LEASE. PURCHASE AGREEMENT.
OR GRANT AWARD WITH ANY ARKANSAS STATE AGENCY. THE FOLLOWING INFORMATION MUST BE DISCLOSED:

| For Individuals™

Indicate belowif: you, your spouse or the brather, sister, parent, orchild of you or yourspouse is a current orfommer: member ofthe General Assembly, Constitutional Officer, State Board or Commission
Member, or State Employee:

Positi

h What is the personis) name and how are they related to you?
W ? (5] Y ¥
of Job He:I__d ForHaw Long? [i.e., Jane Q. Public, spouse, John Q. Public, Jr., child, ete.]

12 ] I-I“ '.\'.I:‘-“-' Perzon's Mame(s) Relation

General Assembly

Constitutional Officer

State Board or Commission
lMember

Oojo(ojo
ojo(ojlo

State Emploves

[ None of the above applies

| For a Vendor (Business)* ‘

Indicate belowif any ofthe following persors, current orformer, hold any position of control or hold any ownershipinterest of 10% ar greater inthe entity: member ofthe General Assembly, Constitutional
Officer, State Board or Commission Member, State Employee, or the spouse, brother, sister, parent, or child of a member ofthe General Assembly, Constitutional Officer, State Board or Commission
Member, or State Employee. Posifion of control means the powerto direct the purchasing p olicies orinfluence the management ofthe entity.

-t L . Whatis the person(sjname andwhat is his/her % of ownership interest and/or
] | W ? v
Position Hald Mark () Name of Position of Jab Held ForHow Long? what is hisiher position of contral?

osition He — - =p = From i P N ) Ownership Position of
MMIYY | MMYY ersons Name(s) Interest (%) Control

Curent |Former

General Assembly

A

Member /

OoOoo

State Emploves /

L] None of the above applies /

7/
Please remember to fill out the Percentage % of
ownership interest for any members listed



Contract and Grant Disclosure and Certification Form — Page 2

Contractand GrantDisclosure and Certification Form

If the grantee is using a
subcontractor to fulfill
the obligations of this
~or Temewing a contract with a stare agency I agree as follows: grant, they must have

0 any agreement with any subcontractor, prior or subsequent to the contract date, | will require the subcontractorrtF them fill outa Contract

a CONTRACT AND GRANT DISCLOSURE AND CERTIFICATION FORM. Subcontractor shall mean any person or entity with whom | enter a
whereby | assign or otherwise delegate to the person or entity, for consideration, all, or any part, of the performance required of me and Grant Disclosure
terms of my contract with the state agency. - g

and Certification Form
as well.

Failure to make any disclosure required by Governor’s Executive Order 38-04, or any violation of any rule, regulation, or policy adopted pursuant to
that Order, shall be a material breach of the terms of this contract. _Any contractor, whether an individual or entity, who fails to v
disclosure or who vielates any rule, regulation, or policy shall be subject to all legal remedies availab

As an additional condition of obtaining.

2. lwillinclude the following language as a part of any agreement with a subcontractor:

lation, or policy adopted
1e reguired disclosure or who

Failure to make any disclosure requived by Governor's Executive Order 98-04, or an
pursuant to 1 E d E

VI OQ"&SQ’?I Fuir

3. No later than ten (10) days after entering into any agreement with a subcontractor, whether prior or subsequent to the contract date, | will mail a
copy of the CONTRACT AND GRANT DISCLOSURE AND CERTIFICATION FORM completed by the subcontractor and a statement containing the dollar
amount of the subcontract to the state agency.

A signature in Blue Ink,

I certify under penalty of perjury. to the best of my knowledge and belief, all of the ab xnmr correct and Title ) and Date are
that | agree to the subcontractor disclosure conditio - . «
required. The “Contact

Signature (7 Title Date

Person” may be the same
Vendor Contact Person (— Te Fhone No. as the person Signing the
form.

Agency Use only
Agency Agency Arkansas Depatment  Agency Contact 201- Contract
Number 0645 MName  of Health Contact Person _Sherry Gibson  PhoneMo.  661-2569  orGrant Mo.




Certification Regarding Lobbying

Asreement =

|Anachmem: |3 |Acticn New

Sign in

Each grantee must certify
This certification is a material representation of fact upon which reliance was placed when thisl Blue Inl(

whether they employ a
. o transaction was made or entered into. Submission of this certification is a prerequisite £
prOfeSSIOnal IObbylst Or pay a entering into this transaction imposed by Section 1352, Title 31, US. Co wPerson who fails to
file the required certification shall be subject to a civil penal.aé ess than $10.000 and not more
group to lobby for their facility.

than $100.000 for each such failure.

Signature of Authorized Recipient Representative Date

Please be sure to fill out all
spaces on these forms.

Name of Recipient Agency

Trauma Hospital Sustaining Grant —

Title of Grant Program

Spaces left blank or improperly
filled out can delay the e
processing of the grant packet. e -

Title of Grant Program

Title of Grant Program

Title of Grant Program



Please

The second page of the

Certification Regarding ot o DA mark N/A

(Ses reverse for public burden disclosure) .
Lobbying form provides spaces e —— in each of

) o e g these

for the grantee to indicate I e T I B tdif
i | s ez . post-zwz Tear _ quattsr

lobbying activities. empe i —

ress of Reporting Entity: 5. IfReporting Entity in No. 45 Subawardee, your

_Tiﬂ;: if Known: S - facility
If the grantee does not lobby;, does not

they Can pUt N/A in eaCh Of [3 I(e:d:l%ﬂDep:||':n11)enlr.-’-\;e:‘c\wr = 7. Ifduel:glPloglnLD‘\:lm:,f[){:::lr'lpzon lObby
these bOXeS. CFDA Number, fapplicable:

5. Federal Action Number, i mown: ¢ Award Amount. i mown:
]

10, a. Name and Address of Lobbying b. Individuals Performing Services (ncluding addrass if

Please Note: do not put N/A SR tetrane s | e e 0

in one box and scratch through

the rest. It is important to Tl p— < Al

e = N N Sign in

indicate that each box does not : I P —

a 1 tO the facilit iu;co;m; sl Jentoanu];};a]t_\o_not e than e — Blue Inl(
pp y Y' Federal Use Onky a“;hm ie;tmeuiI}Mdgm} ; and fill

out




The second page of the
Certification Regarding
Lobbying form provides spaces
for the grantee to indicate
lobbying activities.

If the grantee does not lobby;,
they can put N/A in each of
these boxes.

Please do not put N/A in one
box and scratch through the
rest. It is important to indicate
that each box does not apply to
the facility.

This
space

should be

used to
list the
name of
your
facility.

Additional
~Jspace to
list
lobbying
activities




It is important to read through
the four pages of the Business
Associate Agreement before
signing in blue ink.

Once the grantee has
completed the review, signed
and dated the document, it is
important to return the entire
original packet to the Trauma
Section.

Once received and reviewed, a
purchase order will be created
which will allow the grantee to
invoice for grant funding.

Agrament =
Attzmem= | 4 | Acion | New ]

{2) Immadiately tamminats thiz Azrsomant and the contract betwemm the ADH and inass Associats if Businass

Sign in
Blue Ink

Date

p—

= of Busina:z Azzociastz Authorizad Faprasantative Dtz

Printzd I7ams of Businasz Azzocistz Authorized Faprsantative Titla

Signaturs ADH Program Avthorized Fosprazamtative Dtz —
Robert 5. Bennatt CFO

Drintad 7ams of ADH Program Auvthorizad Faprasamativa Titla

[As<001 Fe10) 4of4




— e /

/ i% Signed Grant Packet i%

Once all of the documents are signed and completed,
please send them by Fed Ex, UPS, or similar carrier to:

Arkansas Department of Health
Trauma Section
4815 West Markham, Slot 4
Little Rock, AR 72205-3867



~—— Reimbursement Request/Invoice

After the grant packet is
reviewed a purchase order and
fully executed copy of the grant
will be sent to the grantee.

Following the receipt of the
purchase order, the grantee can
expend funds and send in
request(s) for reimbursement
on the state form.

The best practice is to spend all
of the funding before sending
in a request for
reimbursement. If this is not
possible the grantee can send
in a request once per month.

The award period should match the start
and end dates on the purchase order

o L 1 W
W ANSAS DEPARTMENT OF HEALTH
UBGRANTEE PAYMENT REQUEST FORM
AW ARD PERIOD: |ﬁGEHCY CENTERIERANCH ISEC
AWARD AMOUNT- |cFDa s CFDA TITLE]
Fequest Period: ELM. [Tax 1D #):
Subgrantes Mame: Telephone #:
Pailing Address:
M Serect Address ik Stake Zip
Budget Requested | APPROYED Previous Ezpenditures Total Remaining
Categories Budget BUDGET Ezpenditures This Period | Expenditures Budget
Feqular Salary
Fringe
Travel
ME O
Other (bring Forward
from Page 2]
Sub-Total
“Capital

Indirect Cost

Collected Fees

Total

Must includs sll proposed ¢qui acquiziticns ol Form.
CASH RECONCILIATION [This award only) SUMMARY
+Collected Fees to date [if applicable):| $ - +Subgrant Sward: $0.00)
+Fieceived Funds to date: 0.00 | Advanced Funds (IF approved): i3 Amount of this
+Frior Funds requested not received: 0.00 | Frevious Expenditures k3 - Request
Total Expenditures 0.00 | -Total Disbursed & on Hand: .00
Expenditures thi ir perind (Ame. OF Fo quert] 3 0.00 | Remaining Award Prior to Request: | &
Total Funds Disbursed & on Hand: 0.00 | Remaining Award after request: + - +
On behalf of the subgrantee listed abawe, | certify that the items for which payment iz claimed were Furnizhed under the authority of the law and in

accardancs with the kerms of our arant with the Arkanzas Dicpartment of Hoalth and that the charges are reasonable, proper, and thiz claim has nat boen

paid in Full.

Signature:

Diate:

Printed Mame & Title:

Con

tact Phone #:

ARKANSAS DEPARTMENT of HEALTH PERSONMEL USE ONMLY

YENDOR #: OUTLINE AGREEMENT #:
PO & GOODS RECEIPT #:
DIRECT DEPOSIT O VES m] o

REYIEWED & APPROYED BY:

Signature:

Diate:

Printed Mame & Title:

Con

tact Phone #:




m”sement Request/Invoice

Please enter the Award Amount in dollars

and cents - For example: $12,740.00

ARKANSASDEPARTMENT QF HEALTH
SUBGRANTEE PAYMENT REQUEST FORM
The Request
Period should
be the start date
on the purchase  puguspuios EIN.(Ta410 8
gr dertill thed . SubgrapleetTame; Telephone #:
ateyou send in o \
q Address:
the request /_ww Gy N\ Sha Zip

X

The Subgrantee Name should match the
name in the state vendor (AASIS) system




1 i

%

eimbursement Request/

The Requested Budget and the Approved

Budget should match the amount listed in

the purchase ord

Xand final g<nt copy

budget

Categories
Reqular Salary

Strest Addvops

Gite

Sk

Requested
Budget

Fringe

Travel

ME&D

Other [bring forward
from Fage Z]

Sub-Total

*Capital

Indirgct Cost

Collected Fees

Previous

Ezpenditures

Ezpenditures
This Period

Total
Ezpenditures

Remaining

Budget

If the grantee is only requesting a portion of the grant
under Expenditures This Period, then there should be
figures in the Remaining Budget column

Invoice

The Expenditures
This Period can be
for the total grant
award or a portion
of the grant award



~—Reimbursement Request/Inv

The second page of the Reimbursement  [em.1zz g 30

Re quest/Invoice wasn’t used during ARKANSAS DEPARTMENT of HEALTH PERSONNEL USE ONLY
. i z YENDOR - OUTLINE AGREEMENT &:
previous grant years. This page will be — P —
used now to list budget Categories that ABOYE IS FOR ARKANSAS DEPARTMENT of HEALTH PERSONNEL USE ONLY
. . Budget Requested | APPROYED Previous Ezpenditures Tortal Remaining
are nOt llSted on the flrSt page- Categories Budget BUDGET Exzpenditures | This Period | Expenditures Budget

The grantee should type in the /

Budget Category and then they will
follow the same procedure of filling
out the Requested Budget, Approved
Budget and Expenditures This Period.

Total



 Reimby

eimbursement Request/

The total of the amounts on page two of the
form should be entered in the “Other”
category on the first page of the form.

. Bud%t
l:ito!n $

Stigethddess

Gite

Requested | APPROYED

Reqular Salary \

Previous

Ezpenditures

Fringe

\
Travel \
M&D

Other [bring forward
from Fage Z]

¥

Sub-Total

*Capital

Indirgct Cost

Collected Fees

The Requested Budget, Approved Budget, Expenditures
This Period, Total Expenditures, and Remaining Budget
should be filled out in “Other” on page one if amounts are
entered on page two

Invoice

Ezpenditures
Ezpenditures




If a grantee is requesting the entire grant
amount, there should not be any figures
listed in the Remaining Award after
request box.

Reimbursement Request/Invoice

If figures are entered

CASH RECONCILIATION [This award only])

correctly in all of the
columns, the Amount

«Collected Fees to date [if applicable):| - +Subgrant $0.00]

«FReceived Funds to date; fila g oved]: i Amount of this Of this Request
+Priot Funds requested not received: 0.00 | Previous Expenditures % - Request . .
Total Expenditures 0.00 | .Total Disbursed & on Hand: N\ 0.00 should be filled in
Expendituros thir period [Sme. OF Feguert): 0,00 | Remaining Sweard Prior to Heqmsb% automatlcally

Total Funds Disbursed & on Hand: 0.00 | Remaining Award after request: 3 $ k -

On behalf of the subgrantes listed abowe, | cortify that the items For which payment iz claimed were furnizhed under the authority of the law and in
aeoordunas with the terms of cur grant with the Arkunsas Department of Heolth and thot the charges wre reasennble, propar, and this cluim has sot boen

paid in Full.

Sigrature: S——

Date:

Please be sure to

sign in Blue Ink,

Printed Mame & Title: Contact Phone I:|
ARKANSAS DEPARTMENT of HEALTH PERSONNEL USE

date, include a
~— printed name and

YENDOR #: OUTLINE AGREEMENT #:
PO &: G0D0DDS RECEIPT #:
DIRECT DEPOSIT O TES O NG

title along with a

REYIEVED & APPROYED BY:

phone number on

Sigriature:

Dhate:

these lines.

Printed Mame & Title:

Contact Phone #:

This section is for Arkansas Department of
Health Personnel Use Only



Each grantee must complete a
closeout form each year to
closeout their trauma grant.

The approved budget amounts
and the total amount invoiced
should be entered. Since the
sustaining grants are based on
reimbursement, these amounts
might be below the budgeted

Closeout Form

The grant period should match the start
and end dates on, the purchase order

Grant Pertod:

Sub-grantee Nzme:

Mailing Address:

Citv:

State:

Zip Code:

EIN I=1DD3

AASRTS Vendor
Number:

Instructions: Plezse list the zmount of
spproved budget column below.
smount for the grant. Any

The total zmeunt invoic
additionzl expenditures may be described i the narrativ:

the grant zward broken down by catsgories m the

2d cannot exceed the 1.1.‘r red budgat

figure. Please do not exceed
the budget amounts on this
page of the closeout form.

Budget Categorie PP Total
Budget Invoiced

Personnsl 3 5
Trzmmg 5 5
Operztions S 5
Facilies Equipment B B

Total 3 5|

ADH Use Only

Date Revigwad:

Date Approvad:

Date Scanmed:

Dazte Input m Datzbase:

Other:

Initizls:

[ ised 3/31/2011)



The narrative report should
describe the amounts e | |
expended on the service’s
trauma program during the
grant year. This amount may
exceed the budget of the grant.

Please be sure to provide a
printed name, date, signature in

Blue Ink, and a phone number\

\:..e

Signature (must use blue ink)

-

J
Phone Numher

TS — Sub-Grant 01 (Revised 3/31/2011)




i% Completed Grant Year i%

Once the closeout form is completed and all invoices
and proof of expenditures are attached, please send
them to:

Arkansas Department of Health
Trauma Section
4815 West Markham, Slot 4
Little Rock, AR 72205-3867

e —————

Once this process is complete, your service has
finished the grant year and is ready for the next
funding period.
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