
     
 

 

RFP APPENDIX B: Fiscal  
Department of Social Services 
RFP#2023-018VF 

FINANCIAL INFORMATION 

Payee Name of Agency (if different than Legal Name)       

      
Financial Contact Person Name/Title 

      
Street Address/City/State/Zip 

      
Financial Contact Person Phone Number Financial Contact Person Email  

            
Agency's Fiscal Year (Start date - End date) 

      
Amount of Funding Request to ECDSS for this proposed contract 

      
FY of Request (Start date - End date) 

      
 

 

SUPPLEMENTARY APPLICATION INFORMATION 

 All applicants must provide one copy of the most current information as noted below.  If not available, the latest tax return 
may be submitted in lieu of the audit report and/or management letter.  These materials cannot be returned. 

• Most recent Audit report prepared by an independent CPA 

• Most recent Management Letter 

• Listing of Officers and Board of Directors 

        

V.  CERTIFICATION 

 The undersigned certifies that he or she is a principal officer of the applicant agency and has knowledge of, and certifies 

that the information contained herein is complete and accurate. 

 Furthermore, the undersigned certifies that the applicant sponsored programs, services and activities are available to 

the general public, advertised as such, and not subject to discrimination based on sex, race, creed, religion or national 

heritage. 

 

      _________________________________________________________ ______________ 
 SIGNATURE                                                                                                                      DATE 

_________________________________________________________ 

         NAME/TITLE 

 

  



     
 

 

Listing of Officers and Board of Directors 

      

Budget Narrative 
List other confirmed sources of funding for this program (foundation grants, public/government 
funding, earned income, contributions, etc.) 

      
List other pending funding sources to which you are applying for this program. 
      
Program’s cost per participant. 
      
Describe any fees charged to program participants. If fees are charged, describe the cost, purpose, 
and total anticipated income under other revenue sources. Please also include and explain the 
process to accept youth whose family cannot afford to pay the fee(s). Note: Documentation of a 
tiered payment/scholarship system for families experiencing economic hardship or who qualify for 
public assistance is required if fees are charged. This documentation should be included in your 
application. 
      
Percentage of grant request that will go toward direct programming. 
      

 Completed OCFS-5005 budget form included. 

 

  

https://ocfs.ny.gov/main/Forms/youth/OCFS-5005.dot


     
 

OCFS-5005 (Rev. 05/2012) FRONT 

NEW YORK STATE  
OFFICE OF CHILDREN AND FAMILY SERVICES 

PROGRAM BUDGET 

QYDS ID: 

 

            

FISCAL YEAR: 
 

        
AGENCY/MUNICIPALITY:       

PROGRAM TITLE:       FUND TYPE:       

FISCAL CONTACT INFORMATION: 

Include Name, Phone Number, E-mail address: 

      

PERSONAL SERVICES:       

POSITION TITLE RATE OF 
PAY 

BASIS 

(H, W, BW, SM) 

TOTAL OCFS PROGRAM AMOUNT (1) TOTAL OCFS FUNDS REQUESTED 
FOR THIS PROGRAM 

      $             $        

      $             $       

      $             $       

      $              $       

      $             $       

      $             $       

      $             $       

TOTAL SALARIES AND WAGES $       $       

TOTAL FRINGE BENEFITS $       $       

TOTAL PERSONAL SERVICES (1) $       $       
 

CONTRACTED SERVICES AND STIPENDS 

TYPE OF SERVICE OR CONSULTANT TITLE RATE OF 
PAY 

BASE 
(S,M,HR) 

TOTAL OCFS PROGRAM AMOUNT (1)  

      $             $        

      $             $        

      $                       

TOTAL CONTRACTED SERVICES (2) $       $       

 

 
TOTAL MAINTENANCE & OPERATION (3) $       $       

LIST EQUIPMENT TO BE PURCHASED OR RENTED: 

(UNIT COST OVER $500 AND LIFE EXPECTANCY OF OVER TWO YEARS) 

 
FACILITY REPAIRS  

PROGRAM SITE ADDRESS 
 

      $        

      $        

TOTAL FACILITY REPAIRS (4) $       $       
 

TOTAL OCFS PROGRAM AMOUNT        $  

+  TOTAL OCFS FUNDS 

REQUESTED 

$       
 

LIST OF OTHER FUNDING SOURCES $       REIMBURSABLE TOTAL 

       $       MUNICIPAL FUNDING 

       $       OTHER SOURCES 

 

* USE AN ASTERISK NEXT TO THE FIGURES LISTED TO IDENTIFY THOSE ITEMS FOR WHICH OCFS REIMBURSEMENT IS NOT BEING 
REQUESTED. 

USE (IK) TO IDENTIFY ONLY IN KIND SERVICES, EQUIPMENT, ETC DONATED TO PROGRAM, WHERE ALLOWED.  



     
 

 

 


