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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)

	     



UNIT COST
	Unit of Service for this proposal as defined in the RFP (e.g.: participant):
	Youth participant

	Number of units to be served
	     

	Cost per unit of service for this proposal (county funding + in-kind)/# units:
	     



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.

	     

	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.  The budget is to list the total budget for the program (Total OCFS Program Amount) and then the portion of the total costs requested to be funded through Summer Primetime (Total OCFS Funds Requested). 



CERTIFICATION
The undersigned certifies that they are 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                                                                                                   NAME/TITLE                                                                          DATE
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OCFS - 5005   (Rev.  05 /20 1 2 ) 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 W AGES   $              $             

TOTAL FRINGE BENEFITS   $              $             

TOTAL PERSONAL SERVICES (1)   $              $             

 

CONTRACTED SERVICES AND STIPENDS  

TYPE OF SERVICE OR CONSULTANT T ITLE   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 FUNDIN G  

             $              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 P ROGRAM, WHERE ALLOWED.  
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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.


OCFS-5005 (Rev. 05/2012) REVERSE


PROGRAM BUDGET INSTRUCTIONS


REFER TO FISCAL POLICIES AND PROCEDURES MANUAL FOR RESTRICTIONS


QYDS ID – NUMBER ASSIGNED BY SYSTEM                                                                  

FISCAL YEAR-INDICATE YEAR FOR WHICH FUNDS ARE BEING REQUESTED


AGENCY/MUNICIPALITY-COUNTY, CITY, VILLAGE, AN INDIAN RESERVATION OR SCHOOL DISTRICT (IF APPROVED) THAT IS APPLYING FOR STATE AID


PROGRAM TITLE-NAME OF PROGRAM RECEIVING FUNDING


FISCAL CONTACT INFORMATION-PERSONS TO CONTACT FOR QUESTIONS ON BUDGETING-CLAIMING AND VOUCHERING FOR THIS PROGRAM

PERSONAL SERVICES


		POSITION TITLE

		RATE OF PAY

		BASIS


(H, W, BW, SM)

		TOTAL OCFS PROGRAM AMOUNT*

		TOTAL FUNDS REQUESTED FOR THIS  PROGRAM



		1

		2

		3

		4

		





1. LIST THE TITLE OF THE POSITION AS IT WILL BE CLAIMED


2. ENTER THE RATE OF PAYMENT AS IT IS ON THE  PAYROLL, E.G. $100, $500, $5. (enter the highest rate for each title)


3. INDICATE THE SALARY BASIS AS IT IS ACTUALLY PAID, e.g. Hourly (H), Weekly (W), Biweekly (BW), Semimonthly(SM)


4. ENTER THE GROSS AMOUNT OF THIS PAYROLL LINE. Use an asterisk if OCFS reimbursement is not being requested.


5. ENTER THE TOTAL OF THIS COLUMN.


6. ENTER THE TOTAL AMOUNT FOR WHICH OCFS REIMBURSEMENT IS BEING REQUESTED. YDDP/RHYA – DO NOT USE


		TOTAL SALARIES AND WAGES

		5

		6



		TOTAL FRINGE BENEFITS

		7

		8





7. ENTER THE TOTAL OF FRINGE BENEFITS BUDGETED FOR THIS PROGRAM. YDDP – CONTRACT AGENCIES ONLY


8. ENTER THE AMOUNT FOR WHICH OCFS REIMBURSEMENT IS BEING REQUESTED.


MOST PROGRAMS ARE LIMITED TO 25%. YDDP/RHYA – DO NOT USE

CONTRACTED SERVICES AND STIPENDS


		TYPE OF SERVICE OR CONSULTANT TITLE

		RATE

		PAYMENT BASIS

		TOTAL PROGRAM AMOUNT*



		9

		10

		11

		12





9. ENTER TYPE OR TITLE OF SERVICES, e.g. Accounting Firm, Speaker. 


10. INDICATE RATE OF PAY             


11. INDICATE PAYMENT BASIS e.g. Session (S), Monthly (M)


12. ENTER THE TOTAL COST FOR EACH LINE


		TOTAL CONTRACTED SERVICES (2)

		13

		14





13. ENTER THE TOTAL OF THIS COLUMN


14. ENTER THE AMOUNT FOR WHICH OCFS REIMBURSEMENT IS BEING REQUESTED. YDDP/RHYA – DO NOT USE


		TOTAL MAINTENANCE & OPERATION (3)

		15

		16





15. ENTER THE AMOUNT BUDGETED IN TOTAL FOR THIS PROGRAM.


16. ENTER THE AMOUNT FOR WHICH OCFS REIMBURSEMENT IS BEING REQUESTED. YDDP/RHYA – DO NOT USE


LIST IN THE SPACE PROVIDED, EQUIPMENT PURCHASES AND RENTALS PLANNED FOR PROGRAM YEAR


FACILITY REPAIRS


		PROGRAM SITE

		

		

		

		

		



		17

		18

		





17. LIST EACH PROGRAM ADDRESS FOR WHICH FACILITY REPAIRS ARE BEING PLANNED


18. ENTER AMOUNT FOR EACH PROGRAM SITE. YDDP LIMIT - $500 PER SITE


		TOTAL FACILITY REPAIRS (4)

		19

		20





19. ENTER THE TOTAL OF THIS COLUMN


20. ENTER THE AMOUNT FOR WHICH REIMBURSEMENT IS BEING REQUESTED. YDDP/RHYA – DO NOT USE


		TOTAL OCFS PROGRAM AMOUNT

		

		



		Total ocfs funds requested

		

		21





		LIST OTHER FUNDING SOURCES



		

		

		22

		REIMBURSEABLE TOTAL



		

		

		23

		MUNICIPAL FUNDING



		

		

		24

		OTHER SOURCES





21. THIS AMOUNT SHOULD AGREE TO THE AMOUNT BEING REQUESTED FOR THIS PROGRAM.


22. THIS IS THE TOTAL OF BOX 21 LESS ASTERISKED ITEMS


23. ENTER TOTAL AMOUNT BEING PROVIDED TOWARDS THIS PROGRAM BY MUNICIPALITY


24. ENTER TOTAL AMOUNT BEING PROVIDED TOWARDS THIS PROGRAM BY OTHER SOURCES


