


Pennsylvania Department of Health 
Pennsylvania Department of Human Services 
CMP Project Application

Project Proposal 
Licensed Nursing Facility Grant Program

This is an application for grant money derived from Medicaid Civil Money Penalty (CMP Funds).  

Proposed Guidelines for Applicants
· Licensed nursing facilities must be the applicantsand the primary recipients of the funds. 
· Special Focus Facilities are not eligible to apply. 
· Project funds will be issued by the Department of Human Services.

Grants are available only for quality improvement initiatives that are outside the scope of normal facility operations and cannot be used to fund goods or services that the applicant already offers or is required to provide by state or federal law or regulation. Grants shall not be used to assist the facility with achieving compliance, approval of a plan of correction for cited deficiencies or for capital improvements, except for technology improvements.

The departments are interested in supporting a variety of projects that enhance the quality of life and care for residents of Pennsylvania nursing care facilities. Projects of varying complexity will be considered.

Proposals for projects that require facilities to collaborate with other facilities or other stakeholders are encouraged.  

For collaborative projects, applicants must provide evidence that collaborating entities are:
· Qualified and capable of carrying out responsibilities described in the application
· Not in conflict of interest with any other entity involved in the project or benefitting from the project

Project funds may be used as matching funds. 

Project budgets should include funds to support travel to Harrisburg for one project representative to attend a one-day meeting yearly.

Civil Monetary Penalties (CMPs) are imposed by the federal Center for Medicare and Medicaid Services (CMS) and the Department of Welfare as recommended by the Department of Health when the department finds long term care facilities to be in violation of CMS Conditions of Participation. CMP funds will support these projects, at a maximum award of $50,000 per project.

[bookmark: _GoBack]The departments expect to make this grant program available in calendar year 2014, and will be reviewing applications twice a year.   There will be a maximum of five awards per review period for a potential total of 10 awards per year. The submission deadline for the first review period is March 31, 2015 and the submission for the second review period is September 30, 2015.  

Instructions:
1. The project must be clearly defined, including time frames and a detailed budget.
2. The request shall be submitted electronically to RA-PWHELPPROVOP@pa.gov. 
3. In the subject line, write enter CMP Grant Request.
4. Requests will not be accepted via mail or fax.
5. Requests shall include a cover letter addressed to the evaluation committee.
6. All pages shall be numbered and limited to 10 pages, including appendices and the actual project proposal application.

Any persons or groups requesting funding or representatives who are in situations where a conflict of interest exists must disqualify themselves from making recommendations.
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Pennsylvania Department of Human Services
CMP Project Application


	Applicant Information

	Name of Organization:

	Email Address:
	
	Phone:

	Mailing Address:

	City:
	State:
	ZIP Code:

	Name of project contact:
	
	

	Address of project contact:

	City:
	State:
	ZIP Code:

	Phone:
	Email Address:
	

	Nursing Facility applicants (May have multiple)

	Name of facility and number of licensed beds:                                               License number and type (regular or provisional):                   
Promise number:         

	Address:
	Administrator Name:

	Phone:
	E-mail:
	Fax:

	City:
	State:
	ZIP Code:

	Date of last recertification survey:

	Highest scope/severity determination on last survey: 

	

	

	Have you paid your assessment?

	Do you owe money to any commonwealth entity?

	

	Name of facility and number of licensed beds: 

	License number and type (regular or provisional):                           
Promise number: 

	Address:

	Phone:
	Phone:

	City:
	City:
	City:

	Date of last recertification survey:

	Highest scope/severity determination on last survey: 

	

	

	Have you paid your assessment?

	Do you owe monies to any  commonwealth entity?

	

	Name of facility and number of licensed beds:

	License number and type (regular or provisional) :                          Promise number:  

	Address:
	Address:
	Address:

	Phone:

	City:
	City:

	Date of last recertification survey:

	Highest scope/severity determination on last survey: 

	

	

	Have you paid your assessment?

	Do you owe money to any commonwealth entity? 

	

	

	PROJECT TITLE

	1. Title:

	2. Purpose and summary.  Explain the purpose and provide a project summary.

	3. Expected outcomes. Provide a sort description of the intended outcomes, deliverables, and sustainability.

	4. Co-funding.  Are there funds being obtained for this project from other sources?

	5. If you answered yes to #4, please indicate the source and the amount being contributed.

	6. Explain how the information from the project will be gathered and evaluated.

	7. What is the anticipated duration of the project?

	8. Results. Provide a description of the methods by which the project results will be assessed, including specific measures.

	9. Benefits. Provide a brief description of how the project will benefit nursing facility residents.

	10. Non-supplanting. Provide a brief description of the manner in which the project will not supplant existing responsibilities of the nursing care facility to meet the existing Medicare/Medicaid, licensure requirements or other statutory and regulatory requirements.

	

	Professionals and Other staff

	Name:

	Address:
	Relationship (contractor, subcontractor, etc.).

	Phone:
	E-mail:
	Fax:

	City:
	State:
	ZIP Code:

	Position:
	
	

	

	Name:

	Address:
	Relationship (contractor, subcontractor, etc.).

	Phone:
	E-mail:
	Fax:

	City:
	State:
	ZIP Code:

	Position:
	
	

	

	Name:

	Address:
	Relationship (contractor, subcontractor, etc.).

	Phone:
	E-mail:
	Fax:

	City:
	State:
	ZIP Code:

	Position:
	
	

	funding

	Provide the specific amount of CMP funds to be used for this project, the time period of such use, and an estimate of any non-CMP funds that any other entity expects to be contributed to the project.

	Amount:
	Source:

	Amount:
	Source:

	Amount:
	Source:

	signature

	Signature of applicant:
	Date
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