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 Denali Commission Health Facility Project
BUSINESS PLAN TEMPLATE
Applicant Name

Community
______________________

Business Plan Submittal/Revision Date

The purpose of this Business Plan is to demonstrate:

1) That the Applicant has the financial and managerial ability to provide services and to sustain the facility.

2) That the Applicant has identified the services that will be provided in the new facility.  

Successful completion of this step and the Site Plan Checklist will lead the Applicant into the Facility Design and Construction process for a new or renovated facility.

Note – If the construction project is not started within 24 months after the Business Plan is approved, the Business Plan must be updated before Construction Funds can be awarded.

	Send an original plus 3 copies of your Business Plan to:      
Denali Commission                                                                

Attn:  Health Facilities Program                                            

510 “L” Street

Suite 410 
Anchorage, Alaska 99501

Send Additional copies to:
Your Technical Assistance (TA) Advisor(s) 
Please note that your Business Plan submission should be reviewed by your assigned TA Advisor prior to submission to the Denali Commission.

Please contact your TA Advisor directly if you have questions about the Business Plan.


Denali Commission
Alaska Primary Care

State of Alaska

Alaska Center

Association
         

Dept of Public Health
for Rural Health
Community Health/EMS
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Introduction

This Business Plan is the basic tool or template to be used by applicants seeking funds for Primary Care Facilities from the Denali Commission.  Applicants seeking funding for “Other Than” Primary Care Facilities may also be directed to complete this Business Plan, and in addition may be required to complete a module specific to their project or provide additional documentation.  Please contact the Denali Commission for further guidance.
PLEASE NOTE:  Applicants applying for funds for CONCEPTUAL PLANNING ONLY are required to complete Section 1 (Executive Summary) and Section 2 (Applicant Overview).  Please submit those sections to the Denali Commission address provided on page 1.

All other applicants must complete all sections.

The Business Plan has 2 parts:

This Microsoft Word document contains text boxes that will expand as you type your answers.  The Denali Commission suggests that the organization that provides services complete Section 3 – Market Analysis, Section 4 – Services, and Section 6 – Management and Personnel.  Some sections of the Microsoft Word document require attachments.  The attachments should be numbered according to the section of the business plan, and the order it appears within the section. For example, the first attachment for Section 3 would be numbered 3-A, the second attachment would be 3-B, etc.  Not all sections require attachments. 

The Two Excel Spreadsheets, the “Single Organization File” (SOF), and the “Multiple Organization File”  (MOF) are also included.  Following are the instructions for completing the SOF and MOF files:

If the applicant provides services and maintains the facility the applicant should:

· Complete ALL of the SOF file, and NOT complete any portion of the MOF file.
If the applicant maintains the facility, and another organization (e.g., a Regional Health Corporation) provides services:

· The Regional Health Corporation/Other Organization should complete ALL pages of the SOF EXCEPT page 10 (facility expense).
· The Organization maintaining the facility should complete ALL pages of the MOF file.

Every applicant will be assigned one or two Technical Assistance (TA) Advisors.  These Advisors are part of the Technical Assistance SubCommittee (TASC).  Other members of the TASC, who do not serve as Technical Assistance Advisors to applicants, serve as reviewers of submitted business plans.  The TASC meets on a monthly basis to discuss and take action on submitted business plans.  
TA Advisors serve as resources for applicants.  TA Advisors do not participate in the review process for those applicants they have assisted in the Business Plan preparation.  Because TA Advisors help applicants ensure they have met the requirements of this business plan format, applicants who work closely with their TA Advisors are more likely to have their applications processed in a timely manner by the Commission.

TASC members have extensive experience working within and for both Tribal and non-Tribal health systems.  Their subject matter expertise in areas such as finance, clinical and facility administration and community development and healthcare planning provide an invaluable resource for communities.  TASC members are currently providing technical assistance to more than fifty communities around the State, and have been working in that capacity for over two years.
While it is the sole responsibility of the applicant to submit a complete and accurate Business Plan, Commission Staff suggest that applicants submit their business plans to their TA Advisor(s) for review before officially submitting the application to the Denali Commission.

If you are a new applicant and have not been assigned – or contacted by – a TA Advisor, please contact Tessa Rinner or Joel Neimeyer, Denali Commission Health Facilities Program, at 271-1414, trinner@denali.gov or jneimeyer@denali.gov.
The Commission’s Health Facility Program includes three major stages: Conceptual Planning, Design, and Construction.  Applicants must complete one stage before moving into the next stage.

Typically, when the Business Plan is approved, the project should be ready to move into the formal Facility Design stage.  (Please note that the Site Plan Checklist document must also be approved before moving to the Design stage). The Design stage will finalize site control issues, resolve any design issues, determine final project costs and produce architectural documents.  Construction is the final stage of this process.  
The TASC is comprised of the following members:

	Contact
	Phone 
	E-mail Address
	Organization

	Suzanne Niemi
	929-2732
	suzanne@alaskapca.org
	Alaska Primary Care Association

	Carolyn Gove
	276-4683
	carolyn@alaskapca.org
	Alaska Primary Care Association

	Marilyn Kasmar
	929-2722
	marilyn@alaskapca.org
	Alaska Primary Care Association

	Pat Carr
	465-8618
	pat_carr@health.state.ak.us
	State of Alaska, Department of Health and Social Services

	Noel Rea
	269-5024
	noel_rea@health.state.ak.us
	State of Alaska, Department of Health and Social Services

	Mark Millard
	465-8534
	mark_millard@health.state.ak.us
	State of Alaska, Department of Health and Social Services

	Beth Landon
	786-6589
	anbml@uaa.alaska.edu
	Alaska Center for Rural Health

	Mary Anaruk
	786-6589
	Shamaran1@aol.com
	Alaska Center for Rural Health

	Joel Neimeyer
	271-1459
	jneimeyer@denali.gov
	Denali Commission

	Tessa Rinner
	271-1624
	trinner@denali.gov
	Denali Commission


Business Plan Application

	Applicant Information

	Name of Applicant
	

	DUNS Number

Dun and Bradstreet (D&B)

Data Universal Numbering System
	(Contact Joel Neimeyer or Tessa Rinner at the Denali Commission for assistance)

	TIN Number

Taxpayer Identification Number
	(Contact Joel Neimeyer or Tessa Rinner at the Denali Commission for assistance)

	Community(ies) to be served:
	

	Descriptive Title of Proposal:
	

	Type of Application
	__ Primary Care            ___ Behavioral Health               ___ Hospital

__ Elderly Supportive Housing Services                         ___ Other

	Applicant Contacts



	*Signatures serve as notification that the Representative has reviewed the Business Plan. 

	Contact Person:

                                  Name:

Phone  and Fax :            

E-mail address:

Mailing address: 
	(The person who filled out the Business Plan and can answer questions about it)


	Health Care Services Rep
 Name:

Phone  and Fax :

E-mail address:
	(The representative of the organization that will be the primary provider of health care services)



	*Health Care Services Rep Signature:
	
	Date:

	Facility Representative 

Name:

Phone  and Fax :

E-mail address:
	(The person  responsible for facility operations & maintenance)



	*Facility Rep Signature:
	
	Date:

	Applicant Representative 

Name:

Phone  and Fax :

E-mail address:

Mailing Address: 
	(The person who can conduct business on behalf of the Applicant)



	*Applicant Rep Signature:
	
	Date:


Section 1
Executive Summary 

You must include a 1-2 page Executive Summary.  THIS SHOULD BE PREPARED AFTER ALL OTHER SECTIONS HAVE BEEN COMPLETED.  In the case of applicants for Conceptual Planning grants only, complete this section after you have completed Section 2.
“Tell Us Your Story”.

This is the most important section of the Business Plan.  Include everything you would cover in a 5- to 10 - minute interview.  Make it professional, complete and concise.  This should be a summary of the whole plan.  It brings all the other sections together to present the “big picture” on how you will manage this facility to make it sustainable.

Keep in mind that this is your opportunity to “sell” your vision for the project and to make your case that the proposed project is realistic, needed and sustainable, and improves the quality and accessibility of healthcare.
 Explain:

· who you are

· why you need this project
· how your proposal will meet the specific needs of your community

· how you will be able to maintain and support the new or expanded health care services described in your proposal, as well as the building itself (financially and otherwise) far into the future (30 years). 

Describe:

· who was involved in the development of this proposal 

· what level of support you have from community members, health care providers, and facility owners
· how soon the project will be construction-ready (including having secured the required community cost-share funding) 

· what project tasks are complete

· what remains to be done.  

	Executive Summary:




Section 2
Applicant & Community Overview  

A. Applicant Description

1. Provide a brief description of the Applicant’s organization.  Is your organization is publicly or privately owned?
	


2. If another organization is involved, describe the relationship between the Applicant and the Organization that is responsible for programs and services (salaries, supplies, equipment).  Discuss changes that will occur with the new facility. 

	


3. If another Organization is involved, describe the relationship between the Applicant and the Organization that is responsible for facility (building related) expenses and maintenance.  Discuss changes that will occur with the new facility.

	


B. Applicant Governance

Does a board or advisory council oversee the facility?  Include a list of Board Members.  Label as ATTACHMENT 2-A.









 Name of Board/Council
    Programs and Services?


___ Yes   ___ No




    Facility Operations & Maintenance?
___ Yes   ___ No





C. Community Profile

1. Community Information

Identify the community(ies) to be served

	


Describe the geographic location of the community(ies):

Include a map of the community and surrounding region.  Label as ATTACHMENT 2-B.
	


Describe transportation to the community and within the community.  Include any particular travel challenges that affect your project.

	


Population statistics.  See www.dced.state.ak.us/cbd/commdb/CF_COMDB.htm
Population as of the 1990 census




Population as of the 2000 census




Most recent DCED certified population



Does your community have a significant seasonal change in population?










___ Yes    ___ No
If yes, explain the reason for the seasonal change (e.g. tourism, fishing, etc.) and provide an estimate of the seasonal population change:
	


Please read the Denali Commission Draft Investment Policy, available on the Commission’s website, www.denali.gov, “Policies”.  If your community has a population of 100 or less in either the 2002 Census or a more recent DCED certified census,  provide a separate addendum to this document responding to each of the Draft Investment Policy issues related to your community and/or project.  Please note that the Denali Commission may also require communities with populations greater than 100 to provide an addendum if there are issues with  the proposed project and/or community relating to the Draft Investment Policy.
                   Did you include an addendum regarding the Draft Investment Policy?  Yes____ No ____
2. Community Governance Organizations

Identify all governance organizations in your geographic area:

Community/City Council:








 

Borough Assembly or Council: 









Tribal Council:   










Regional Health Corporation: ____








Health Advisory Board: 






       ________
Other:
 










3. Community Involvement in Project

Identify the organizations involved in planning or applying for this project and describe their roles:

	


D. Community Health Care Services 

1. Describe your community’s current health care delivery system. (between ½ - 2 pages).  Including information about local health authority and local taxation to support health care services.
	


Are the following programs and services currently available in your community?

If not, How far must community members travel to access these services outside of your community?

	
	In your community
	
	Outside your community

	Programs and Services
	At your facility?

Yes / No
	At another facility?

Yes / No / N/A
	
	Location
	Travel Time or

Distance
	Via

(circle all that apply)

	Behavioral Health
	
	
	
	
	
	Road / Air / Water

	Dental Care
	
	
	
	
	
	Road / Air / Water

	Domestic Violence Program
	
	
	
	
	
	Road / Air / Water

	Domestic Violence Shelter
	
	
	
	
	
	Road / Air / Water

	Elder Care / Assisted Living
	
	
	
	
	
	Road / Air / Water

	EMT Services
	
	
	
	
	
	Road / Air / Water

	Hospital
	
	
	
	
	
	Road / Air / Water

	Primary Care 
	
	
	
	
	
	Road / Air / Water

	Other
	
	
	
	
	
	Road / Air / Water


Do any of these providers limit access to their services, (e.g., serve only IHS beneficiaries,  serve only those who are insured or have the ability to pay, do not accept Medicaid, or are open part-time, etc.)?
	


2. Local Providers/Competition

a) Is your organization the only provider of these services in your community?

 ___ Yes
___ No
b) Identify all health care organizations/providers in your community and describe the level of services they offer:

City or Borough: 







 



Tribal:   











Private: 











c) If there are providers of similar programs and services in the community who are not connected with the proposed project, explain how they will be affected by the new facility: 

	


d) Describe communication you have had with other local healthcare providers about your project:
	


e) Discuss any unresolved concerns between your organization and the other providers in your community.  Please explain:
	


Provide copies of letters of support from local healthcare providers.  Label as ATTACHMENT 2-H
3. Open Door Policy

The Denali Commission requires that all health care facilities that it funds be open to all who seek service and can pay for this service.  We recognize that some organizations are not set up to handle third-party billing (i.e., Medicaid/Medicare, and other insurance forms). At a minimum, however, we expect the clinic to provide health care services to anyone who can pay for those services.  All applicants must have appropriate and necessary resolutions and support letters to acknowledge their responsibility for compliance with this policy.  Your resolution (ATTACHMENT 2-G) must include a statement endorsing the Open Door Policy.

E. Community Health Care Planning

1. Overview of Community Planning Process

Has your community been involved in a planning process for health care services or facilities?   ___ Yes    ___ No
Who was involved in the planning process?  List participants and affiliations.

	


Are there minutes or any documentation of the planning process?

___ Yes    ___ No

If yes, Label as ATTACHMENT 2-D
If your community has a community plan, provide a copy of the portion of the plan that discusses the health care needs of the community.  Label as ATTACHMENT 2-E.  Please note that beginning in Federal Fiscal Year (FFY) 2005 the Denali Commission will require community planning documents prior to funding infrastructure development. 

If your community plan specifically addresses your facility (current or new) or organization, please provide a copy of that portion of the plan.  Label as ATTACHMENT 2-F

If your organization has conducted a needs assessment as a part of a local health care planning process (within the last 2 or 3 years), or for this current project, please provide a copy of that needs assessment.  Label as ATTACHMENT 2-G.  
2. Outcome of Planning Process

Briefly state the problems or needs identified by any formal planning process or identified informally by the applicant.  Include the goals to be achieved.  What will you accomplish when this project is complete?
	


F. Applicant Resolution

The applicant organization must provide confirmation of approval and support of the proposal and acceptance of responsibility for the duties assigned in the proposal.

The resolution also establishes signatory authority for an appropriate individual who is authorized by the organization to conduct normal and usual business regarding this project.
The suggested format for the resolution may be adapted to the particular circumstances of the applicant, provided the new format correctly identifies the responsible participants and documents their commitment to the project.  
Please provide a signed original of the resolution adopted by the applicant organization. A sample resolution is provided on page 26 of this Business Plan.  Label as ATTACHMENT 2-H
Section 3
Market Analysis

G. Identification of Patient Population

1. Market Share

What is the most current DCED certified population? (from Section 2): 




Briefly (less than 1 page) describe what segment of the population currently uses your facility and why.  Include year-round and seasonal patients.  Discuss changes that will occur with the new facility.
	


2. Current Patient Visit Data

What is the total number of individuals seen in your facility in the past year?

 PATIENTS: 



(If a person comes to your facility five times over the course of the year, only count the patient once)

Explain variations between the total population and the number of patients.
	


How many patient visits occurred in the past year? 

            Local _________
            Itinerant _______                                                 
TOTAL VISITS:




Please indicate your definition of “visits” and your source of information.
	


Calculate the Average Number of Visits per Patient (Visits divided by Patients).

If your patient volume has a seasonal change of 25% or more, please explain the reason for the seasonal change and identify the months of change.

	


3. Budgeted/Projected Patient Visit Data

Please complete the Excel spreadsheet “Visits” page .  Be sure to state assumptions used to determine number of visits over a 3-year period.

H. Health Care Coverage (Insurance or Other) of Population 

1. Health Care Coverage of Patients

Complete the table below based on the available health care coverage of the patients served:  Please LIST number of PATIENTS, NOT VISITS

· Data may be obtained from clinic records or practice management systems

· If this information is not readily available, estimate the number and explain how you came up with the estimate. 

· Medicaid and Denali KidCare data can be obtained from the state Medicaid program.  

	Enrolled (Covered):
	Number of Patients
	Source of Data

	Indian Health Service (IHS), P.L. 93-638, or similar funding mechanisms
	
	

	Medicaid / Denali KidCare
	
	

	Medicare
	
	

	Commercial / Third-party insurance (private or public)
	
	

	Uninsured: Those without ability to access any type of insurance or medical assistance

*do not include IHS beneficiaries*
	
	

	TOTAL
	
	


*Please note: patient numbers may be duplicated since patients may have multiple sources of coverage* (e.g., an IHS beneficiary with commercial insurance, as well as Medicaid or Medicare).
2. Insurance Billing

Is insurance information obtained from patients who receive services and are claims sent to insurance companies?





___ Yes
___ No

If NO to either question, explain why not:

	


If YES, identify the organization that does the billing.  Are billing payments used to pay for operating expenses, either directly or indirectly?  Please explain:
	


3. Collection of Payments 

Are you able to collect payments for services rendered, either from patients or from insurance?




                             ___ Yes                   ___ No
Please explain:

	


Section 4
Services to be Provided

A. Hours of Operation

List the days of the week, times of day and months of the year that the facility will be open.  Discuss changes that will occur with the new facility.
	


B. Identification of Services 

(Be sure to include revenue and expenses in the budget for all services included)

1. Briefly describe any significant changes in services for consumers when the proposed facility is complete and programs are operational:
	


2. List of Services

Identify the services that will be provided in your facility.  This should reflect the needs, staffing, and space for equipment noted elsewhere in your Business Plan.

	Services
	Currently Offered (yes/no)
	To be offered w/this project (yes/no)
	Notes

	
	
	
	

	Primary Medical Care 
	 
	 
	 

	Dedicated Emergency/Trauma area
	 
	 
	 

	    Ambulance Services
	 
	 
	 

	Behavioral Health Services
	 
	 
	 

	WIC
	 
	 
	 

	Dental services
	 
	 
	 

	    On-site compressor and dental chair
	 
	 
	 

	Laboratory services
	 
	 
	 

	   CLIA waived testing
	
	
	

	   CLIA moderate testing
	
	
	

	   CLIA complex testing
	
	
	

	Radiology services
	
	
	

	   On-site X-Ray machine (fixed or portable)
	
	
	

	   Teleradiology/Digital X-Ray
	
	
	

	   Ultrasound
	
	
	

	   Mammography
	
	
	

	Pharmacy services:
	
	
	

	   Retail Pharmacy
	
	
	

	   Provider dispensary
	
	
	

	   TelePharmacy machine
	
	
	

	Tele-Health equipment
	
	
	

	Video conferencing equipment
	
	
	

	Other
	
	
	


3. How will the new facility improve the quality of Care provided to patients?

	


4. Potential for Increased Use of Programs and Services

Are there factors that will increase the demand for your services, (e.g., new development in the area, construction, tourism, etc.)?
Do you have plans to provide additional services that will increase the number of patients using your facility?

Please explain:

	


Section 5
Facility Size, Type and Location

A. Current Conditions

1. Current Facility Condition

If a Code and Conditions survey has been completed for your facility, copy the “Executive Summary” the “New Clinic Analysis,” and “Conclusions and Recommendations” sections and label as ATTACHMENT 5-A.  If those section titles are not found in your Code and Conditions survey please contact the Denali Commission.
Code & Condition surveys are available on-line at www.apcds.org.

· Click on the “Standard Reports” tab at the top of the page

· Click on “PDF Code and Conditions Survey Reports”

· Click on the community you need.
If a Code and Conditions survey was NOT done for your facility, describe your current facility—its condition, adequacy, suitability for continued use, and other pertinent information.  Include third-party documentation, (e.g., engineering studies, State Fire Marshall Report, etc.) if available. 

	


B. Site Selection

If your site has been selected or narrowed down to a few alternatives, include a site plan as ATTACHMENT 5-B
Have you selected a preferred site for the new facility?

___ Yes
___ No

If NO, skip ahead to Question C.

NOTE:  Applicants must complete a Site Plan Checklist. The Site Plan Checklist is separate from the Business Plan, and is approved by Alaska Native Tribal Health Consortium (ANTHC).
Describe the general location (not the legal description) of your new facility and the major factors involved in selecting the site.

	


Why is the site you selected the best for the project?  What factors were considered in site selection?

	


Indicate the status of your progress on the Site Plan Checklist:


___ 1) Site Plan Checklist not started

___ 2) Site Plan Checklist underway but not complete
___ 3) Site Plan Checklist complete and submitted

___ 4) Site Plan Checklist approved
C. Denali Commission Clinic Space Guidelines

The Denali Commission recommends the following clinic square footage based upon community size: 
Population:

<100

100-500
500-750
750+

 
or serving multiple communities

Primary Care

1,500 Sq Ft
2,000 Sq Ft
2,500 Sq Ft
user defined

Dedicated Dental **
     0

  360

   360

user defined

Dedicated

Behavioral Health**
      0

  220 

   320

user defined

TOTAL


1,500

2,580

3,180

user defined
· **Definitions for qualified dental care and behavioral health space are available on the Commission’s website (www.denali.gov).  Please refer to “Addendum No. 1 to the Notice of Funding Availability” for information on Dental and Behavioral Health space guidelines.

· Also check with the Commission for updated policies regarding funding above the minimum space guidelines for Small clinics and funding limitation on maximum space for Large clinics.  If the space for your project does not fall within these guidelines please contact the Commission.
· If your community has a population less than 750, but has on-site mid-level providers or physicians you may be eligible for additional space. Contact your Technical Assistance Advisor for guidance.


D. Facility Design

1. How many square feet are you planning?

These numbers must be the same as those on the Applicant Cost Share spreadsheet.
	Primary Care
	Dental Care
	Behavioral Health
	SUB-

TOTAL
	Multi-Use
	TOTAL

	
	
	
	
	
	


If your design is already underway, please include a basic floor plan and a furniture plan as ATTACHMENT 5-C

2. Mid-Level or Physician on Site?

Do you currently have a mid-level provider or physician(s) on site?
          ___ Yes
    ___ No

Do you plan/project to have a mid-level provider or physician(s) on site? ___  Yes     ___No
3. Appropriateness of Size, Design, & Cost

Discuss the appropriateness of the size, design, and cost of your proposed project for the service area you have identified.  Include information that shows that the proposed project is the most appropriate and cost-effective approach to address the identified need(s).

	


If your community has a population of 750 or less, do you intend to use the Denali Commission clinic prototype design?

___N/A    ___ Unknown    ___ Yes
___ No

If you have chosen a design that differs from the prototype clinic design and/or square footage recommendations, please explain:
	


4. Will the facility be multi-use?




___ Yes
___ No
Please Note:  “multi-use” facilities house both essential primary care services, (e.g., medical, dental, behavioral health, itinerant quarters) and non-clinic programs, (e.g., Tribal/City offices, Head Start, a Washeteria, etc).  If the clinic is a minor portion of a larger multi-use facility, or if the health portion of the multi-use is not primary care the applicant may apply for funding under the Commission’s Multi-Use Program.  The interior construction of the non-primary care portion of the multi-use space IS NOT funded under the Health Facilities Program.
If NO, skip ahead to the next question. 

If YES, what is the size of the multi-use space in square feet?
_________Square feet

Has the applicant applied for Denali Commission funding under the “Multi-Use Facility” program?






___ Yes
___ No

If YES, what is the status?

	


Identify the other tenants and/or programs that will share your facility and why you chose to combine the programs in one building:

	


Describe the advantages of joint occupancy (e.g., save money on utilities, administration, etc.). 

	


5. Facility Maintenance Plan

Describe how you will be able to afford to maintain the facility. This includes paying for utilities, janitorial services, and other expenses to keep the facility in good condition; reserve funds for repairs, etc.  

	


Describe the management of the facility (building), including the duties of any administrative employees who do not work in the clinic itself, but are primarily responsible for the operation and maintenance of the facility.
	


Will the building be covered by fire and liability insurance?








  

 ___ Yes
___ No

If YES, note the amount of coverage: $







(Note: the cost of this coverage should be included in the Facility Expense budget)

Section 6
Management & Personnel

A. Providers and Staff

1. Please complete the table below, then complete the Excel spreadsheet “Salary” pages for the positions listed below. 
	Position Titles
	Current Facility
	New Facility

	 
	# people
	 FTEs

Full-Time Equivalents
	# people
	 FTEs

Full-Time Equivalents

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	
	
	
	
	

	
	
	
	
	

	 
	 
	 
	 
	 

	 TOTALS
	 
	 
	 
	 


2. Itinerant Services provided at your facility

Complete the table listing itinerant personnel who provide services at your facility.  Include only those days spent directly working in the facility.  Insert additional rows into the table below.

	Type of Provider
	Sponsoring Organization
	Days per year that services are provided

	
	
	Current
	New

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


If you receive itinerant services have you included revenue and expense for services in the budget?
	


3. Staffing issues

Do you routinely or currently have unfilled positions for periods of 3 - 6 months or more?

___ Yes
___ No

Identify any staffing issues, (e.g., difficulty in recruiting and retaining personnel) and steps taken to resolve these problems.  Include issues specific to your community.

	


4. Organizational Chart

Please provide an organizational chart showing current clinical and administrative staff and lines of supervision.  If two or more organizations are involved in the clinic, provide a chart from each organization.  Indicate any changes in staffing patterns or supervision that will occur with this project.  Label as ATTACHMENT 6-A.
Section 7
External Relationships 

Describe the relationships among the partners responsible for the facility including:  the facility owner, local oversight or advisory body, and any other organizations involved in running the facility.  Discuss anticipated changes with the new facility.

	Name of Partner


	Relationship to the Clinic

	
	

	
	

	
	


Section 8

Financial Data

A. Explanation of Section

Use the Excel spreadsheet to complete your financial / budget data.
All applicants should complete the Business Plan spreadsheets (services & facilities).

If a separate organization is responsible for facility expenses, (e.g., the Regional Health Corporation is responsible for services and the Village is responsible for the facility), two separate spreadsheets must be completed:

· The organization responsible for services should complete the Business Plan spreadsheets EXCEPT FOR the facility page.
· The Facility organization should complete the Business Plan Facility spreadsheets.
B. Financial Support Resolution

If the budget includes revenues not directly generated by or specifically received for the facility, a resolution of financial support required.  Include as ATTACHMENT 8-A

For example, if an organization such as a Regional Health Corporation (RHC) receives grant funding or contract healthcare funding, and allocates funds to individual programs or facilities within its system, then those revenues will need to be shown either by the RHC, if it is an applicant and receives grants, or by local villages receiving grant funds from the RHC.
A sample resolution is included at the end of this document.

The figure provided in the resolution should be taken from the financial support resolution spreadsheet in the Excel documents.
The Two Excel Spreadsheets, the “Single Organization File” (SOF), and the “Multiple Organization File” are also included.  Following are the instructions for completing the SOF and MOF files:

If the applicant provides services and maintains the facility the applicant should:

· Complete ALL of the SOF file, and NOT complete any portion of the MOF file.

If the applicant maintains the facility, and another organization (e.g., a Regional Health Corporation) provides services:

· The Regional Health Corporation/Other Organization should complete pages 1-9 and 11-13 of the SOF file.

· The Organization maintaining the facility should complete page 10 (“Facility Expenses”) of the SOF file and complete ALL of the MOF file.

C. Facility Budgets

The two Excel Spreadsheets present an overall financial budget for the facility operations by combining:

· Projected Visits

· All revenue

· Programs and Services expenses

· Facility (operations & maintenance) expenses

The budget should indicate the overall sustainability of the proposed new facility, including both provision of services and maintenance of the facilities. 

There are 3 columns on the budget forms.  The first column is for financial information about the existing clinic.  The columns for “Year 1”and “Year 2” are for budgets for the new clinic.  
· Health Care Services Expense (Does not include expenses related to the facility itself).
· Facility Operations & Maintenance Expense (Does not include expenses related to the provision of care).
D. Financial Data

The Denali Commission will file “DOCUMENTS OF RECORD” for applicants so that common documents will not have to be filed with individual Business Plan applications.  The documents currently accepted include:
· Audited Financial Statements – must be supplied annually

· Regional Health Corporation Organizational Charts – must be supplied annually, or upon update

· Community Plans – must be supplied upon update
1. Current Year Financial Reports – Health Care Services

Provide a copy of the most recent year-end financial statements for the organization that will be paying for delivery of services (salary, supplies, etc).  Audited statements are preferred, however municipal certified statements from the State of Alaska are allowable.  Include the financial statements as ATTACHMENT 8-B
2. Current Year Financial Reports - Facility Operations & Maintenance

Provide a copy of the most recent year-end financial statements for the organization that will be paying the facility related expenses.  Audited statements are preferred.  Reports from QuickBooks or copies of bank statements may be accepted if financial statements are not available.  Include the financial statements as ATTACHMENT 8-C
3. Qualified Audit Opinion or Reportable Conditions

Do any of the financial statements include a qualified opinion or reportable conditions?

 ___ Yes
___ No

If YES, indicate current status.
	


E. Financial Opportunities

1. Revenue Improvement

Do you have plans to increase patient revenue or non-patient revenue?  Discuss your plans,  (e.g., revenue will be increased because: a) of an increase in services offered, b) you expect more people in the patient base, c) you will be billing for Medicare, Medicaid or other third party insurance, you are pursuing other grant funding, etc.).
	


2. Cost Control

What are your plans for controlling costs for the clinic?

	


Section 9
Estimated Project Cost / Cost Share

A. Estimated Project Cost 

Choose one of these options for estimating the cost for your project.  Label documentation as ATTACHMENT 9-A.
1. If you have a Code and Conditions Survey, you may attach a copy of the “New Clinic Analysis” section that shows the estimated cost.  If your project cost varies from the C&C survey, please explain in the box below.

-OR-

2. Work with your Regional Health Corporation Engineer, ANTHC Engineer or a private Architectural & Engineering firm to develop this estimate.  Attach a copy of their cost estimate.

Estimated Total Cost of your Project:      $                                            

                
Note: This $$ amount should be entered on the “Project Cost” worksheet in the Excel spreadsheet 

Source of estimate:

	


NOTE:  This calculation is an estimate and will change upon final construction cost calculations.  You must provide documents showing that you have the minimum cost share funding in hand before you can receive construction funding. 

1. Applicant Cost Share Calculations

Go to the Excel spreadsheet  - “Project Cost” tab for cost share calculations.
2. Source of Applicant Cost Share 

Go to the Excel spreadsheet  - “Cost Share” tab to list cost share sources.
Cash

Provide copies of supporting documentation for cost share (i.e. copies of agreements, written notification, etc.).  Label as ATTACHMENT 9-B.
Land Value
The value of land can only be used as cost share if the land is owned by the applicant.   A lease is treated as an in-kind donation and does not qualify for cost share status.  Please refer to the Commission’s lease policy for further information.
Explain the method used to estimate a value for the donated land, (e.g., a BIA valuation; a commercial real estate dealer’s appraisal or opinion letter; or recent valuation accepted for a similar lot in the community).  Attach documentation to support valuation as ATTACHMENT 9-C.
	


NOTE:  Check the Denali Commission website (www.denali.gov) for updated policies regarding standard rates to use for valuation of land in rural areas.

Land Improvements - Line C

In some cases the costs of improvements to the clinic site can be used as cost share. Examples include extension of utilities, site clearing, imported sand and gravel, and parking lots. 

Explain the method used to estimate the value of land improvements. Attach documentation to support valuation as ATTACHMENT 9-D

	


Checklist of application materials

Check all attachments that are included.  If not applicable, mark as “N/A”

_____
Completed Business Plan document

_____
ATTACHMENT 2-A

List of Board Members

_____
ATTACHMENT 2-B

Map of community and surrounding region

_____
ATTACHMENT 2-C

Letters of Support from local providers 

_____
ATTACHMENT 2-D

Documentation of community planning

_____
ATTACHMENT 2-E

Community Planning documents regarding health care needs

_____
ATTACHMENT 2-F

Community Planning documents regarding facility

_____
ATTACHMENT 2-G

Community Needs Assessment documents 

_____
ATTACHMENT 2-H

Applicant Resolution

_____
Photos
 which will assist

            in understanding your 
            project.  Limited to no 
more than 5 photos.






.  

_____
ATTACHMENT 5-A

Code and Conditions “Executive Summary” & “Conclusions 




and Recommendations” sections 

_____
ATTACHMENT 5-B

Site Plan

_____
ATTACHMENT 5-C

Basic Floor Plan and Furniture Plan

_____
ATTACHMENT 6-A

Organization Chart



 

_____
ATTACHMENT 8-A

Resolution of Financial Support

_____
ATTACHMENT 8-B

Financial Statements – Programs and Services

_____
ATTACHMENT 8-C

Financial Statements - Facility

_____
ATTACHMENT 9-A

Project Cost Estimate 

_____
ATTACHMENT 9-B

Documents verifying cost share - Cash

_____
ATTACHMENT 9-C

Documents verifying cost share - Land

_____
ATTACHMENT 9-D

Documents verifying cost share – Land Improvements

_____
Budget Forms 

ATTACHMENT 2-H
Authority to Participate and Commitment to Operate

RESOLUTION NUMBER __________ 


A RESOLUTION of the **1 _________________________________authorizing participation in the Denali Commission Rural Primary Health Care Facilities RFP and committing to clinic operation. 

WHEREAS, the Council/Board of Directors of **1 ________________________ wishes to provide a Community Health Clinic for the community of ___________ ______________________ (hereinafter the “Council” and the “Community”); 

WHEREAS, the Council wishes to participate in the Denali Commission Rural Primary Health Care Facilities RFP; and

NOW, THEREFORE, BE IT RESOLVED THAT the Council endorses the Community’s proposal to the Denali Commission’s Rural Primary Health Care Facilities RFP and commits to sustaining the facility and the health care program to be offered within it. 

BE IT FURTHER RESOLVED THAT the Council commits to fulfilling the responsibilities and duties assigned to the Council in the proposal. 

BE IT FURTHER RESOLVED THAT the Council commits to an “Open-Door” Policy that assures the clinic will provide service to all who seek and can pay for such services.
BE IT FURTHER RESOLVED THAT the **2 _____________________ of the Council is hereby authorized to negotiate and execute any and all documents required for granting and managing funds on behalf of this organization. 

The **2 _______________________ is also authorized to execute subsequent amendments to said grant agreement to provide for adjustments to the project within the scope of services or tasks, based upon the needs of the project. 

 PASSED AND APPROVED BY THE __________________________________

on _____________________, ________. 

IN WITNESS THERETO: 


By: ___________________________ Attest: _________________________

Signature and Title 

1 Insert name of organization that is submitting the application
2 Insert title of person responsible for project oversight, usually the Council President or entity CEO

List Board Member Names or Attach List as ATTACHMENT ____

___________________










___________________










___________________










Sample Resolution 

ATTACHMENT 8-A
Resolution of Financial Support

RESOLUTION NUMBER __________ 

 A RESOLUTION of the **1 _________________________________ confirming an intent to provide funding for the ______________ Clinic.

 

WHEREAS, the Council/Board of Directors of **1 ________________________ (hereinafter the “Applicant”) wishes to provide a Health Care Clinic in the community of ________________ , and 

WHEREAS, the Applicant wishes to participate in the Denali Commission Rural Primary Health Care Facilities Program, and

WHEREAS, the Denali Commission requires that construction projects are sustainable in the long term (defined as 30 years), and

WHEREAS, the Business Plan of the clinic includes revenues that are not directly generated by or specifically received by the clinic, and

WHEREAS, the Applicant receives grant funding or contract healthcare funding, and allocate funds to the __________ clinic.

NOW, THEREFORE, BE IT RESOLVED THAT the Applicant’s intent is to allocate funding for the ___________ clinic as generally outlined in the Business Plan to assure sustainability for the facility and for services provided for a period of at least 30 years.  
 PASSED AND APPROVED BY THE __________________________________

on _____________________, ________. 

IN WITNESS THERETO: 


By: ___________________________ Attest: _________________________

Signature and Title 

1 Insert name of organization that is submitting the application
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