FRESNO COUNTY 2010-11 CAPIT/PSSFCBCAP RFP FACE PAGE

CHILD ABUSE PREVENTION, INTERVENTION AND TREATMENT SERVICES
Complete and attach to each copy of proposal (page 1 of 2)
	Identify proposed Service Component: :
	 FORMCHECKBOX 
 1. Services to Families 

 FORMCHECKBOX 
 2. Team Decision Making Community Representatives


	Applicant (Agency/Organization/Institution):
     
	Organizational Type:  
 FORMCHECKBOX 
 Non-Profit Organization
 FORMCHECKBOX 
 Educational Institution

	Program Name:
     
	

	Mailing Address:

     
	City:      
	Zip Code:
     
	County:
     

	Street Address: (Physical location required for official correspondence)

     
	City:     
	Zip Code:
     
	County:
     

	Primary Service Area 

     
	Secondary Service Area, if applicable     

	Executive Director:

     
	Telephone:      
	Email:      

	Type of Service Proposed:   
	 FORMCHECKBOX 
 Prevention/Intervention

 FORMCHECKBOX 
 Intervention/Treatment

 FORMCHECKBOX 
 Other (specify)

	Will the proposed project/services involve primary prevention services?:   FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No



	Identify proposed Service Component: 


	 FORMCHECKBOX 
 Services to Families 
Type:  
	 FORMCHECKBOX 
 Team Decision Making Community Representatives

	
	 FORMCHECKBOX 
Neighborhood-Based Services 

 FORMCHECKBOX 
Child Advocacy 

 FORMCHECKBOX 
Domestic Violence Prevention

 FORMCHECKBOX 
Other Family Preservation/Family Support Services (specify):       
 FORMCHECKBOX 
 (specify):       

	Will the proposed project/services address identified special areas of need?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
 (See below.  Please check all, as appropriate.)  

	Special Areas of Need:  
	 FORMCHECKBOX 
 General Neglect

 FORMCHECKBOX 
 At-risk Latinos/Hispanics 

 FORMCHECKBOX 
 Poverty

 FORMCHECKBOX 
 Unemployment in rural areas

 FORMCHECKBOX 
 Families without health insurance

 FORMCHECKBOX 
 Domestic violence

 FORMCHECKBOX 
 Abuse/neglect due to substance abuse

 FORMCHECKBOX 
 Child Sexual Abuse

 FORMCHECKBOX 
 Mental and/or emotional health needs of children
	 FORMCHECKBOX 
 Disproportionality - African-American/Native-American families

 FORMCHECKBOX 
 Disparity of Services - African-American/Native-American families

 FORMCHECKBOX 
 Rural communities

 FORMCHECKBOX 
 High Child Welfare participation/removal rates in one or more of the following        zip codes:  93706, 93702, 93727, 93705, 93726

 FORMCHECKBOX 
 Expansion of TDM Community Representative services

 FORMCHECKBOX 
 Referrals/linkages of families referred to CWS, but do not enter the system. 

 FORMCHECKBOX 
 Referrals/linkage of families exiting CWS by reunification to ensure continued       family stability


	Total Funding Requested: 
	$     
	
	Number of unduplicated families to be served annually 
	     


	PSSF
	$     
	
	
	

	    FORMCHECKBOX 
Family Support

    FORMCHECKBOX 
Family Preservation

    FORMCHECKBOX 
Time Limited Reunification
	
	
	

	CAPIT / CBCAP
	$     
	
	
	


	The undersigned confirms that the applicant meets the criteria described in the Request for Proposals; has provided accurate information regarding the program and services described in the application; and will meet the contractual requirements if awarded a contract with the County of Fresno.  

	Signature
	Title
	Date


	Proposal Summary (No more than ½ page) 
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