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 NC DHHS Notice of Funding Availability

Reporting Form


DHHS Division/Office issuing this notice:   Office of Rural Health 

Date of this notice:   December 6, 2017 

Grant Applications will be accepted beginning February 1, 2018
Working Title of the funding program:   Community Health Grants

Purpose: Description of function of the program and reason why it was created: 

The Office of Rural Health is pleased to announce the availability of funds for Community Health Grant Program. These grants are supported through the North Carolina General Assembly.
The purpose of grants awarded under this program is to assure access to primary care and preventive care for vulnerable, underserved and medically indigent patients in the state.  Primary care safety-net organizations are eligible to apply for this funding to pay for patient care through a primary care access plan (Track A) or through a reimbursement model for eligible expenses (Track B). Applicants must select ONE track. Collaboration among safety-net and social support organizations is highly encouraged.  
Track A: Uninsured and underinsured residents are afforded access through the Primary Care Access Program.  This program helps residents of North Carolina, at or below 200% of Federal Poverty Levels who do not have primary health care coverage, access health care services. Visits are reimbursable for medically necessary, on-site, face-to-face provider encounters. 
Track B: The reimbursement model for eligible expenses may include payment for clinical staff, medical/office supplies and equipment, and capital.

Technical Assistance: Webinar: February 9, 2018  11:00 AM to 12:00 PM

https://attendee.gotowebinar.com/register/2309589432502259970
Informational Regional Meetings: 
Wednesday, December 6, 2017, 10:00 AM to 12:30 PM, NW AHEC Winston Salem.                                                       

Thursday, January 11, 2018, 10:00 AM to 12:30 PM, Gorges State Park, Sapphire, NC
Thursday, February 8, 2018 10:00 AM to 12:30 PM, Merchants Millpond State Park in Gatesville, NC.
Funding Availability:  

Requested funding will depend on available funds.  
Maximum Award Amount: 

Applicants may request up to $150,000 for 12 months of funding. 

Proposed Project Period or Contract Term 

July 1, 2018 – June 30, 2019
Eligibility: 

All primary care safety-net organizations that provide direct primary and preventive care and serve as a medical home care are eligible to apply.  This includes:  federally qualified health centers and look-alikes (FQHCs), free and charitable clinics, health departments, hospital-owned primary care clinics, rural health centers, school based and school linked health centers, AHEC clinics, and other community organizations that provide direct primary and preventative patient care to medically vulnerable populations, including the uninsured. Collaborations amongst safety-net groups is encouraged to support primary and preventive care.  
Eligible organizations that provide direct primary and preventive care may also use these funds to support any of the following:  health promotion, disease prevention, health maintenance, counseling, patient education, diagnosis, and treatment of acute and chronic illnesses in a variety of health care settings (care coordination/care management by a primary care entity, behavioral health, oral health, women’s health, maternal and child health that supports health care services in a primary care setting). 

As a condition of receiving a grant award, successful applicants must agree to: 

· Submit a monthly expense report in a specified format for reimbursement 
· Submit performance reports quarterly throughout the grant term

· Use an electronic financial software application (EXCEL spreadsheets are not acceptable formats)

· Document collaborations amongst safety net and social support organizations specifying distinct roles of each organization and designated fiscal organization. A Memorandum of Understanding (MOU) or teaming agreement, if available, is accepted as presumption of collaboration and may be attached to the application.
· Connect to NC HealthConnex by June 1, 2019*

*In 2015 North Carolina passed a law (NCGS 90-414.7) establishing the North Carolina Health Information Exchange Authority (NC HIEA) to oversee and administer the NC Health Information Exchange Network called NC HealthConnex. The use of NC HealthConnex promotes the access, exchange and analysis of health information to improve patient care and coordination of care. 
The law requires that: 

›
Hospitals as defined by G.S. 131E-176(3), physicians licensed to practice under Article 1 of Chapter 90 of the NC General Statutes, physician assistants as defined in 21 NCAC 32S .0201, and nurse practitioners as defined in 21 NCAC 36 .0801 who provide Medicaid services and who have an electronic health record system shall connect by June 1, 2018.

›
All other providers of Medicaid and state-funded services shall connect by June 1, 2019.
To meet the state’s mandate, a provider is “connected” when its clinical and demographic information are being sent to NC HealthConnex at least twice daily.” For further information, please see the HIEA website:  https://hiea.nc.gov
How to Apply:  

Applicants must submit the following:

1. Organizational Information and Signature Sheet 

2. Organizational Profile 

3. Summary of Evaluation Criteria and Baseline Data 

4. Grant Narrative

5. Budget

Deadline for Submission:   

Grant applications must be received electronically by the Office of Rural Health by March 16, 2018.  Only electronic copies will be accepted through the following link beginning February 1, 2018: 

https://ncruralhealth.az1.qualtrics.com/jfe/form/SV_26rduQf8OXuNhEV 
How to Obtain Further Information: 

Funding Agency Contact/Inquiry Information: 

· Ginny Ingram, Program Manager

· Phone: 919-527-6440

Email: ginny.ingram@dhhs.nc.gov
	Section
	Description

	General Information 
	RFA Title: Community Health Grants SFY 2019              
Opening Date: 2/1/2018
Closing Date: 3/16/2018
Funding Agency Name: Office of Rural Health
Funding Agency Address: 311 Ashe Avenue, Raleigh, NC, 27606
Funding Agency Contact/Inquiry Information: Ginny Ingram, 919-527-6440, ginny.ingram@dhhs.nc.gov   
Webinar: February 9, 2018 11:00 a.m. – 12:00 p.m.
https://attendee.gotowebinar.com/register/2309589432502259970
Informational Regional Meetings: 
Wednesday, December 6, 2017, 10:00 AM to 12:30 PM, NW AHEC Winston Salem.                                                       
Thursday, January 11, 2018, 10:00 AM to 12:30 PM, Gorges State Park, Sapphire, NC
Thursday, February 8, 2018 10:00 AM to 12:30 PM, Merchants Millpond State Park in Gatesville, NC.
Submission Instruction: 
Grant applications must be received via email to the Office of Rural Health by March 16, 2018. 
Only electronic copies will be accepted through the following link which will open 
February 1, 2018: 
https://ncruralhealth.az1.qualtrics.com/jfe/form/SV_26rduQf8OXuNhEV 
Applicants may request and receive up to $150,000 for this grant. 

Proposed Project Period or Contract Term: July 1, 2018 – June 30, 2019
Incomplete applications and applications not completed in accordance with the following instructions will not be reviewed. Questions regarding the grant application may be directed to Ginny Ingram by email at ginny.ingram@dhhs.nc.gov or 919-527-6440.



	RFA Description

Eligibility

	The purpose of grants awarded under this program is to assure access to primary care and preventive care for vulnerable, underserved and medically indigent patients in the state.  Primary care is defined as that care provided by physicians specifically trained for and skilled in comprehensive first contact and continuing care for persons with any undiagnosed sign, symptom, or health concern. There are providers of health care other than physicians who render some primary care services. Such providers may include nurse practitioners, physician assistants and some other health care providers. *American Association of Family Practice: http:www.aafp.org
Primary care safety-net organizations are eligible to apply for this funding to pay for patient care through a primary care access program (Track A) or through a reimbursement model for eligible expenses (Track B). Applicants must select ONE track. 
Track A: Uninsured and underinsured residents are afforded access through the Primary Care Access Program.  This program helps residents of North Carolina, at or below 200% of Federal Poverty Levels who do not have primary health care coverage, access health care services. Visits are reimbursable for medically necessary, on-site, face-to-face provider encounters.
Track B: The reimbursement model for eligible expenses may include payment for clinical staff, medical/office supplies and equipment, and capital.
All primary care safety-net organizations that provide direct patient care are eligible to apply.  This includes: federally qualified health centers and look-alikes (FQHCs), free and charitable clinics, public health departments, hospital-owned primary care clinics, rural health centers, school based and school linked health centers, AHEC clinics, and other community organizations that provide direct patient care to medically vulnerable populations, including the uninsured. In addition to direct medical care, primary care may include any of the following:  health promotion, disease prevention, health maintenance, counseling, patient education, diagnosis, and treatment of acute and chronic illnesses in a variety of health care settings (care coordination/care management by a primary care entity, behavioral health, oral health, women’s health, maternal and child health that supports health care services in a primary care setting). 
Note that under Session Law 2015-241, each provider that provides Medicaid services and has an electronic health record system, will be required to connect to the NC HIE by June 1, 2018 in order to receive state funds.    All other providers of Medicaid and state-funded services will be required to connect to the NC HIE by June 1, 2019.  


	Allowable Costs
	Track A: Patient visits are reimbursable through Primary Care Access Program for medically necessary, on-site, face-to-face provider encounters at $100 per visit.
Track B: Reimbursement model for eligible expenses may include payment for clinical staff, medical/office supplies and equipment, and capital.

Applicants may request and receive up to $150,000 for this grant funding. 
Proposed Project Period or Contract Term: 7/1/2018 – 6/30/2019

	Application


	Applications will be reviewed and scored based on the following:

Grant Narrative: Overview of the Organization

10 Points

Grant Narrative: Community Need, Project Description, and Improved Access to Care

30 Points

Grant Narrative: Project Evaluation and Return on Investment

40 Points

Budget

10 Points

Collaboration: Preference for collaboration with community partners including other safety net providers such as hospitals, as well as social support providers such as Division of Social Services, local transportation groups, other safety net providers, community groups, etc.  
10 Points

Total Points Awarded

100 Points

The grant application should include the documents below in the order provided. You do not need to include the above instructions in your submission: 
Organizational Information and Signature Sheet 

Organizational Profile 

Summary of Evaluation Criteria and Baseline Data 

Grant Narrative
Budget


	Other Contractor Requirements
	In addition to the contents within this RFA, the contractor shall also adhere to the following:
Reports (quarterly and as requested)  
Monthly Reimbursements/Invoices (due by the 10th of each month)  
Use of an electronic financial software application (EXCEL is not an acceptable format)
Document collaborations amongst safety net and social support organizations specifying distinct    roles of each organization and designated fiscal organization or provide Memorandum of Understanding or teaming agreements if available. 



FY 2019 Community Health Grants Application

Grant Narrative
Overview of Organization                                                          ____________     
_____ 10 Points

1. Provide a brief description of your organization (750-character limit)
2. What have you achieved in the past year to advance your mission and improve your organization’s capacity? (750-character limit)
3. Do you provide comprehensive primary care services (e.g., preventive, primary, acute) at your location?


Yes


No

If yes, approximately how many hours per week do you offer these services?

o
1-10 hours/week

o
11-20 hours/week

o
21-30 hours/week

o
31-40 hours/week

o
41-50 hours/week

o
>50 hours/week

4. Describe how your organization serves as a medical home. Medical home can include school based health centers, public health departments that provide maternal and child health, as well as free and charitable clinics that provide primary and preventive care. PCMH is encouraged but not required. (500-character limit)
5. Do you provide prenatal care and/or delivery services?

Yes

No

      If yes, approximately how many hours per week do you offer these services?

o
1-10 hours/week

o
11-20 hours/week

o
21-30 hours/week

o
31-40 hours/week

o
41-50 hours/week

o
>50 hours/week

6. Do you provide dental services?


Yes


No

If yes, approximately how many hours per week do you offer these services?

o
1-10 hours/week

o
11-20 hours/week

o
21-30 hours/week

o
31-40 hours/week

o
41-50 hours/week

o
>50 hours/week

7. Do you provide behavioral health services (e.g., mental health or substance abuse)?

No

· Yes. Comprehensive services

Yes. Limited, such as screening, brief intervention and referral into treatment

If yes, approximately how many hours per week do you offer these services?

o
1-10 hours/week

o
11-20 hours/week

o
21-30 hours/week

o
31-40 hours/week

o
41-50 hours/week

o
>50 hours/week

8. Do you provide specialty services (e.g., endocrinology, gastroenterology, neurology, and cardiology)?

Yes 

    No

     
If yes, approximately how many hours per week do you offer these services?

o
1-10 hours/week

o
11-20 hours/week

o
21-30 hours/week

o
31-40 hours/week

o
41-50 hours/week

o
>50 hours/week

9. Does your clinic provide well woman care?


Yes


No


If yes, approximately how many hours per week do you offer these services?

o
1-10 hours/week

o
11-20 hours/week

o
21-30 hours/week

o
31-40 hours/week

o
41-50 hours/week

o
>50 hours/week

10. Does your clinic provide primary care for children?

Yes

No

If yes, approximately how many hours per week do you offer these services?

o
1-10 hours/week

o
11-20 hours/week

o
21-30 hours/week

o
31-40 hours/week

o
41-50 hours/week

o
>50 hours/week

11. Does your clinic have the capacity to accept new patients?


Yes


No

       
If no, is there a waiting list?
_________________

       
What is the average length of time for a new patient to be seen by a provider? __________

12. Is your organization currently connected to the NC HealthConnex (formerly the NC Health information Exchange)? Through which Electronic Health Record software?
Community Need, Project Description and Improved Access to Care                                        30 Points
Describe the population served by this grant proposal. Include the population’s healthcare needs, information on the incidence of poverty in the targeted community and other pertinent demographic data.  
Provide a description of how use of Community Health Grant funds will address the community need. Will this grant align with the Community Needs Assessment? (4,000-character limit)
* Provide citations/reference sources for all community demographics and health-status data. 
Project Evaluation and Return on Investment                                                                               40 Points
In addition to the required performance measures, describe how you will evaluate your organization’s influence on access to high quality of care.   At least one criterion should evaluate how the proposed use of funds affects the population and/or community need.  Discuss potential factors that could negatively affect your organization’s ability to reach your performance measure targets and describe how these factors might be mitigated.

Explain why the proposed funding is a good use of State funds.  Describe how you will use the mandatory performance measures to evaluate access to care and improvement of patient health. (1,500-character limit)
Collaboration ________________








  10 points__ 
Collaboration is defined as any effort, engaged in or proposed, that improves the overall health of the community through partnerships with a variety of organizations.  Collaboration must be explained in the narrative or with an MOU or teaming agreement. All collaborations should help ready organizations for Medicaid changes and have the ability to be monitored effectively by ORH.
Partnerships may include collaboration with organizations focused on social determinates of health.  Describe how you will collaborate on this project with other safety net providers such as hospitals, as well as social support providers such as Division of Social Services, local transportation groups, community groups, etc.  and/or how this will improve the coordination or patient care across multiple providers. If your agreement is unique and innovative, please describe. 

In the project narrative, document collaborations amongst safety net organizations specifying distinct roles of each organization and designated fiscal organization, or submit a completed Memorandum of Understanding (MOU), Memorandum of Agreement (MOA) or teaming agreement. (4,000-character limit)
Budget                                                                                                                                               10 Points

Track A: For PRIMARY CARE ACCESS PROGRAM Funding (Only):

Complete the following statement: 

“Approximately (enter number) PRIMARY CARE ACCESS PROGRAM encounters x $100 per encounter = $ [TOTAL AMOUNT OF AWARD]”
This is the only Budget requirement for Track A.
Track B: Reimbursement for eligible expenses

Complete Budget Template attached.
SFY 2019 Community Health Grants
                                               ORGANIZATION INFORMATION & SIGNATURE SHEET

	Organization Name:
	

	Organization EIN:
	      

	DUNS (if applicable):
	

	Mailing Address:
	

	Organization Fiscal Year:
	

	Organization Type: (check one)


	( FQHC ( Free and Charitable Clinic
( Health Department  ( AHEC Program
( Critical Access Hospital
( Rural Health Clinic  ( SBHC     

( Small/Rural Hospital                         ( Other (specify):


Do you provide primary care*?     (  Yes               (   No

*Primary care is defined as that care provided by physicians specifically trained for and skilled in comprehensive first contact and continuing care for persons with any undiagnosed sign, symptom, or health concern. There are providers of health care other than physicians who render some primary care services. Such providers may include nurse practitioners, physician assistants and some other health care providers. American Association of Family Practice: http://www.aafp.org 

	Total Amount of Grant Request:  $

	Primary County Served (where the grant will be utilized):
	

	Other Counties Served (if applicable):  
	


	Grant Contact Person: 
	

	Email: 
	
	Phone Number: 
	

	Fax Number: 
	

	Print Signatory Name:
	

	Signature 
	
	Date:
	

	Title:
	

	Organization Name:
	
	
	


SFY 2019 Community Health Grants 
Organizational Profile

Number of Service Delivery Sites (locations): ________________

Total FTEs (full time equivalent) of Staff Employed in the organization: ________________ (please refer to Appendix A for instructions on calculating number of FTEs)

Organization Clinical Staff Profile

	
	# of FTEs Employed

	Physician
	

	Nurse Practitioner
	

	Physician Assistant
	

	Certified Nurse Midwife
	

	Registered Nurse (RN)
	

	Licensed Practical Nurse (LPN)
	

	Medical Assistant (CMA, COA, etc.)
	

	Licensed Clinical Social Worker or Psychologist
	


Patient Insurance Status in your Organization: Enter the number of unduplicated patients, by category, who are projected to be served during the project period.  Enter an estimated baseline value as of July 1, 2018, in Column A; an estimated target for the total number of patients who will be served by June 30, 2019 in Column B; and the projected net additional patients seen in Column C for each insurance status.
	
	Column A

Projected Baseline

as of

07/01/2018
	Column B

Projected Total Served

as of

06/30/2019
	Column C

Projected Net Additional Patients

Col B minus Col A

	None/Uninsured Patients 
	
	
	

	Medicaid 
	
	
	

	Children’s Health Insurance Program (CHIP)
	
	
	

	Medicare (including duals)
	
	
	

	Other public insurance (e.g. Tricare)
	
	
	

	Private Insurance (e.g. BCBS)
	
	
	

	Total Unduplicated Patients (sum of above)
	
	
	


SFY 2019 Community Health Grants

Organizational Profile

______________________________________________________________________________________        
Does your practice use a Social Determinants of Health Screening Tool?  
( Yes 

( No

If yes, what type of tool does your practice use?
a. Health Leads USA recommended screening tool    https://healthleadsusa.org/wp-content/uploads/2016/07/Health-Leads-Screening-Toolkit-July-2016.pdf
b. PRAPARE (Protocol for responding to and assessing patient’s assets, risks and experiences)  http://www.nachc.org/research-and-data/prapare/
c. THRIVE (Tool for Health and Resilience in Vulnerable Environments)  https://www.preventioninstitute.org/tools/thrive-tool-health-resilience-vulnerable-environments
d. Hunger VitalSign http://academicdepartments.musc.edu/ohp/SFSP/FINAL-Hunger-Vital-Sign-2-pager1.pdf
e. IHELLP (Income, Housing, Education, Legal Status, Literacy, and Personal Safety) https://www.aap.org/en-us/Documents/IHELLPPocketCard.pdf
f. WE-CARE Survey (Well-child care visit, Evaluation, Community resources, Advocacy, Referral, Education) https://www.aap.org/en-us/advocacy-and-policy/aap-health-initiatives/Screening/Pages/Screening-Tools.aspx
g. iScreen Social Screening Questionnaire  http://pediatrics.aappublications.org/content/pediatrics/suppl/2014/10/29/peds.2014-1439.DCSupplemental/peds.2014-1439SupplementaryData.pdf  http://pediatrics.aappublications.org/content/134/6/e1611
Other, please describe: _______________________
Evaluation Criteria
Complete the mandatory performance measures required for all applicants.  These measures will be reported quarterly.  
For each measure, you will need to include the following information:

· Data Source: where will you obtain the information you report for your performance measures?

· Collection Process and Calculation: what method will you use to collect the information?

· Collection Frequency: how often will you collect the information?

· Data Limitations: what may prevent you from obtaining data for your performance measures?

Evaluation Criteria
	Evaluation Criteria Primary and Preventive Care
	Baseline Values/Measures as of 07/01/2018
	Target to Be Reached

by 06/30/2019

	
	This is a projected value

	This is a projected target


	REQUIRED:  Output Measure

Number of face-to-face encounters 

Data Source: 

Collection Process and Calculation: 

Collection Frequency: MONTHLY

Data Limitations:


	
	

	REQUIRED:  Output Measure

Number of unduplicated patients served

Data Source:

Collection Process and Calculation:

Collection Frequency: QUARTERLY
Data Limitations:


	
	


Community Health Grants: General Care Applicants 

Controlling High Blood Pressure

	Measure
	Baseline Value as of 07/01/2018
	Target to be reached by 06/30/2019

	Patients 18-85 years old that had a medical visit during the contract period who were diagnosed with essential hypertension any time prior to 1/1/2018 (that is, hypertension was diagnosed six months prior to the end of this reporting period or earlier).

 (Denominator)
	
	

	Patient Population Exclusions
	Patients with evidence of end-stage renal disease (ESRD), dialysis, or renal transplant before or during the contract period, patients with a diagnosis of pregnancy.

	Measure Type
	Outcome

	Data Source
	

	Collection Process and Calculation
	

	Collection Frequency
	Quarterly

	Data Limitations
	


	Measure
	Baseline Value as of 07/01/2018
	Target to be reached by 06/30/2019

	Patients 18-85 years old who had a diagnosis of hypertension (who meet the population above) AND whose blood pressure was less than 140/90 mm HG (Numerator)

(Note that Adequate Control is defined as systolic blood pressure lower than 140 mm Hg and diastolic blood pressure lower than 90 mm Hg.)
	
	

	Measure Type
	Outcome

	Data Source
	

	Collection Process and Calculation
	

	Collection Frequency
	Quarterly

	Data Limitations
	


Community Health Grants: General Care Applicants

Diabetes: Hemoglobin A1c Poor Control
	Measure
	Baseline Value as of 07/01/2018
	Target to be reached by 06/30/2019

	Patients 18-75 years old with a medical visit during the contract period who have a diagnosis of Type 1 or Type 2 diabetes (Denominator)
	
	

	Patient Population Exclusions
	Patients with Gestational diabetes, steriod-induced diabetes, diagnosis of secondary diabetes due to another condition.  

	Measure Type
	Outcome

	Data Source
	

	Collection Process and Calculation
	

	Collection Frequency
	Quarterly

	Data Limitations
	


	Measure
	Baseline Value as of 07/01/2018
	Target to be reached by 06/30/2019

	Patients 18-75 with a diagnosis of Type 1 and Type 2 diabetes (who meet the population above) who met one of the following criterial

· thier most recent hemoglobin A1c level is greater than 9.0 percent OR 

· they had no test conducted during the contract period

OR

· their test result is missing (Numerator)
	
	

	Measure Type
	Outcome

	Data Source
	

	Collection Process and Calculation
	

	Collection Frequency
	Quarterly

	Data Limitations
	


Community Health Grants: General Care Applicants

Body Mass Index Screening and Follow -Up

	Measure
	Baseline Value as of 07/01/2018
	Target to be reached by 06/30/2019

	Patients who are 18 years of age or older with a medical visit during the contract period (Denominator)
	
	

	Exclusions
	Patients who are pregnant, visits where the patient is receiving palliative care, refuses measurement of height and/or weight, is in an urgent or emergent medical situation where time is of the essence and to delay treatment would jeopardize the patient’s health status, or there is any other reason documented in the medical record by the provider explaining why BMI measurement was not appropriate.

	Measure Type
	Quality / Process

	Data Source
	

	Collection Process and Calculation
	

	Collection Frequency
	Quarterly

	Data Limitations
	


	Measure
	Baseline Value as of 07/01/2018
	Target to be reached by 06/30/2019

	Patients (who meet the population above) with a documented BMI (not just height and weight) during their most recent visit or during the previous six months of the most recent visit, AND meet one of the following criteria:

· when the BMI is outside of normal parameters, a follow-up plan is documented during the visit or during the previous six months of the current visit 
OR 
· the documented BMI is within normal parameters
 (Numerator)
	
	

	Normal Parameters
	Age 18-64 years and BMI was greater than or equal to 18.5 and less than 25

Age 65 years and older and BMI was greater than or equal to 23 and less than 30

	Measure Type
	Quality / Process

	Data Source
	

	Collection Process and Calculation
	

	Collection Frequency
	Quarterly

	Data Limitations
	


Community Health Grants: General Care Applicants

Tobacco Use and Screening
	Measure
	Baseline Value as of 07/01/2018
	Target to be reached by 06/30/2019

	All patients aged 18 years and older seen for at least two visits or at least one preventive visit during the contract period

(Denominator)
	
	

	Measure Type
	Quality / Process

	Data Source
	

	Collection Process and Calculation
	

	Collection Frequency
	Quarterly

	Data Limitations
	


	Measure
	Baseline Value as of 0701/2018
	Target to be reached by 06/30/2019

	Patients (who meet the population above) who were screened for tobacco at least once in the last two years AND meet one of the following criteria:

· patient was screened for tobacco use, was identified as a tobacco user and received documented tobacco cessation intervention 

OR 

· patient was screened for tobacco and was not a tobacco user

 (Numerator)
(Note that this measure is meant to capture patients who are screened for tobacco use and offered cessation intervention if they are a tobacco user. A tobacco user who is screened and not offered cessation intervention would not be included.)
	
	

	Measure Type
	Quality / Process

	Data Source
	

	Collection Process and Calculation
	

	Collection Frequency
	Quarterly

	Data Limitations
	


School Based Health Center Applicants
Weight Assessment and Counseling for Nutrition and Physical Activity
	Measure
	Baseline Value as of 07/01/2018
	Target to be reached by 06/30/2019

	Patients 3-17 years old with at least one medical visit during the past year (7/1/2016-6/30/2017). Patients must have been seen by the health center prior to their 18th birthday. (Denominator)
	
	

	Exclusions
	Patients who have a diagnosis of pregnancy during the contract period

	Measure Type
	Quality / Process

	Data Source
	

	Collection Process and Calculation
	

	Collection Frequency
	Quarterly

	Data Limitations
	


	Measure
	Baseline Value as of 07/01/2018
	Target to be reached by 06/30/2019

	Patients (who meet the population above) who had their BMI percentile (not just BMI or height and weight) documented during the contract period AND who had documentation of counseling for nutrition AND who had documentation of counseling for physical activity. (Numerator)
	
	

	Measure Type
	Quality / Process

	Data Source
	

	Collection Process and Calculation
	

	Collection Frequency
	Quarterly

	Data Limitations
	


School Based Health Center Applicants
Tobacco Use and Help with Quitting Among Adolescents
	Measure
	Baseline Value as of 07/01/2018
	Target to be reached by 06/30/2019

	Patients, age 12 to 20 years, with a medical visit during the contract period  (Denominator)
	
	

	Measure Type
	Quality

	Data Source
	

	Collection Process and Calculation
	

	Collection Frequency
	Quarterly

	Data Limitations
	


	Measure
	Baseline Value as of 07/01/2018
	Target to be reached by 06/30/2019

	Patients age 12 to 20 years (who meet the population above) who meet one of the following criteria:

· Tobacco use status was documented and patient was not a tobacco user

OR

· Tobacco use status was documented and patient was identified as a tobacco user and patient received cessation counseling

 (Numerator)

* This measure is meant to capture adolescent patients who are screened for tobacco use and offered cessation intervention if they are a tobacco user. A tobacco user who is screened and not offered cessation counseling would not be included.
	
	

	Data Source
	

	Collection Process and Calculation
	

	Collection Frequency
	Quarterly

	Data Limitations
	


School Based Health Center Applicants
Screening for Clinical Depression and Follow Up Plan
	Measure
	Baseline Value as of 07/01/2018
	Target to be reached by 06/30/2019

	Patients 12 years and older with at least one medical visit in the contract period. (Denominator)
	
	

	Exclusions
	Patients who refuse to participate, who are in urgent or emergent situations, patients whose functional capacity or motivation to improve affects the accuracy of results, patients with an active diagnosis for depression or a diagnosis of bipolar disorder.

	Measure Type
	Quality

	Data Source
	

	Collection Process and Calculation
	

	Collection Frequency
	Quarterly

	Data Limitations
	


	Measure
	Baseline Value as of 07/01/2018
	Target to be reached by 06/30/2019

	Patients screened for clinical depression (who meet the population above) on the date of the visit using an age-appropriate standardized tool AND meet one of the following criteria:

· Screened for depression and found to be negative for clinical depression

OR

· Screened for clinical depression and found to be positive for clinical depression and a follow-up plan is documented on the date of the positive screen

 (Numerator)
	
	

	Inclusion
	Patients who received a standardized depression screening test that was negative or that was positive and had a follow-up plan documented

	Data Source
	

	Collection Process and Calculation
	Quarterly

	Collection Frequency
	

	Data Limitations
	


Dental Clinic Applicants
Children with Dental Varnishing Procedures

	Measure
	Baseline Value as of 07/01/2018
	Target to be reached by 06/30/2019

	Number of children who are dental patients who received a dental varnishing 
	
	

	Measure Type
	Quality / Process

	Data Source
	

	Collection Process and Calculation
	

	Collection Frequency
	Quarterly

	Data Limitations
	


Dental Sealants for Children

	Measure
	Baseline Value as of 07/01/2018
	Target to be reached by 06/30/2019

	Number of children, age 6-9 years old, who had a dental visit (with the health center or with another dental provider through a paid referral) in the contract period that included an oral assessment or comprehensive or periodic oral evaluation visit AND are at moderate to high risk for caries.  (Denominator)
	
	

	Measure Type
	Quality / Process

	Data Source
	

	Collection Process and Calculation
	

	Collection Frequency
	Quarterly

	Data Limitations
	

	Measure
	Baseline Value as of 07/01/2018
	Target to be reached by 06/30/2019

	Children (who meet the population above) who received a sealant on a permanent first molar tooth during the contract period (Numerator)
	
	

	Exclusions
	Children for whom all first permanent molars are non-sealable (i.e., molars are either decayed, filled, currently sealed or unerupted/missing)

	Measure Type
	Quality / Process

	Data Source
	

	Collection Process and Calculation
	

	Collection Frequency
	Quarterly

	Data Limitations
	


Maternal Care Applicants
	
	Measure 
	Baseline Value as of 07/01/2018                 
	Target to be reached by 06/30/2019

	
	Number of FTEs supported
	
	

	
	Measure Type
	Input

	
	Data Source
	Grantee reports quarterly using survey (Qualtrics).

	
	Collection Process and Calculation
	Number of FTEs supported by Community Health grants.  

* Baseline FTEs are captured in RFA at start of contract.  Actual FTEs are captured via Survey at end of Q4.

	
	Collection Frequency
	Annually   

	
	Preferred Trend
	Maintain

	
	Data Limitations
	


	
	Measure 
	

	
	Number of patients served
	

	
	Measure Type
	Output

	
	Data Source
	Grantee reports quarterly using survey (Qualtrics).

	
	Collection Process and Calculation
	Number of unduplicated patients served.  Patients are individuals who have at least one visit during the reporting period.  (Note that the baseline numbers reported reflect the patient population that was seen at the site over the last 12 months.)

	
	Collection Frequency
	Quarterly

	
	Preferred Trend
	Maintain or Increase (as indicated in contract)

	
	Data Limitations
	


	
	Measure 
	Baseline Value as of 07/01/2018                 
	Target to be reached by 06/30/2019

	
	Access to Prenatal Care: First Prenatal Visit in 1st Trimester

Percentage of prenatal care patients who entered prenatal care during their first trimester.
	
	

	
	Measure Type
	Quality (Process)

	
	Data Source
	Grantee reports quarterly using survey (Qualtrics).

	
	Collection Process and Calculation
	Denominator:  Total number of women (of any age) seen for prenatal care during the reporting period. 

Numerator:  Number of women beginning prenatal care at the health center, including referral provider or with another health center, during their first trimester.

*Note that prenatal care is considered to have begun at the time the patient had her first visit with a physician or NP, PA, or CNM provider who inititates prenatal care with a complete prenatal exam.  (Most woman will have one or more interactions with the health center prior to that for their pregnancy test, other lab tests, dispensing vitamins, and/or taking a health history.  These interactions do not count as the start of prenatal care.)

* Note that in those rare instance where a woman receives prenatal care services for two separate pregnancies in the same reporting period, she is to be counted twice.

	
	Collection Frequency
	Quarterly

	
	Preferred Trend
	Maintain or Increase 

	
	Data Limitations
	


Appendix A:  Table for proper conversion of hours to Full Time Equivalent (FTE)

	# of FTEs
	Conversion
	Logic when staff sustained from grant >1.00 FTE

Add 1.00 to fraction of part time.

Example: if there is a part time staff working 10 hours a week in addition to one full time, that converts to 

1.00+.25=1.25 FTE

Hint: for staff working odd number of hours (e.g., 3 hours per week) round up to next level or, in this case, to 

4 hours=.10FTE. 

	2 hours/week
	.05 FTE
	

	4 hours/week
	.10 FTE
	

	6 hours/week
	.15 FTE
	

	8 hours/week
	.20 FTE
	

	10 hours/week
	.25 FTE
	

	12 weeks/week
	.30 FTE
	

	14 hours/week
	.35 FTE
	

	16 hours/week
	.40 FTE
	

	18 hours/week
	.45 FTE
	

	20 hours/week
	.50 FTE
	

	22 weeks/week
	.55 FTE
	

	24 hours/week
	.60 FTE
	

	26 hours/week
	.65 FTE
	

	28 hours/week
	.70 FTE
	

	30 hours/week
	.75 FTE
	

	32 hours/week
	.80 FTE
	

	34 hours/week
	.85 FTE
	

	36 hours/week
	.90 FTE
	

	38 hours/week
	.95 FTE
	

	40 hours/week
	1.00 FTE
	


Summary of Request – Provide a brief, one to two sentences, description of your request. (500-character limit)
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