State Use Only

Grant # ______________

NEBRASKA CRIME COMMISSION
2009 STATE JUVENILE JUSTICE COUNTY AID GRANT APPLICATION
APPLICANT INFORMATION

	1. Lead County:
The lead county must be the county that will receive and disburse the grant funds.
	Name:
	Telephone (        )     
Fax            (        )     

	2. Federal Employer ID # of      

    Applicant:
    The Federal Identification Number must be 
     the nine digit number of the applicant.                                                               
	     
	

	3. Address:

	     
                                               ( Please include last four digits of zip code)

	4. Project Title:     


	5. Project Director:
     (Receives all grant correspondence)
	Name:     

	Telephone(     )           

Fax           (     )                               

	
	Email:     


	
	Address:     
                                               ( Please include last four digits of zip code)

	6. Project Coordinator:
      (Contact Person)
	Name:     
	Telephone(     )                 

Fax           (     )      

	
	Email:     


	
	Address:     
                                               ( Please include last four digits of zip code)

	7. Fiscal Officer:
      (Cannot be Project Director, must be county staff)
	Name:     
	Telephone(     )                         

Fax           (     )      

	
	Email:     


	
	Address:     
                                               ( Please include last four digits of zip code)

	8.  County Board Chair:


	Name:     

	Telephone (     )                         

Fax            (     )     

	
	Email:     

	
	Address:     
                                              ( Please include last four digits of zip code)


	9. If application covers multiple counties, please list all participating counties:          
                              


	10.  Is program a model or best-practice program?     FORMCHECKBOX 
  Yes         FORMCHECKBOX 
NO

	If yes, program name and source (agency which promotes program):




	11. Type of Agency:

 FORMCHECKBOX 
 State Agency

 FORMCHECKBOX 
Unit of Local Government

 FORMCHECKBOX 
Private Non-Profit

 FORMCHECKBOX 
Native American Tribe or Organization

 FORMCHECKBOX 
Technology

 FORMCHECKBOX 
Other
	12. If Awarded, These Funds Will:

 FORMCHECKBOX 
Create New Service/Activity

 FORMCHECKBOX 
Enhance Existing Program

 FORMCHECKBOX 
Continue Existing Program

 FORMCHECKBOX 
Technology

 FORMCHECKBOX 
Other


	13.  Community Plan:

	 FORMCHECKBOX 

	YES
	 FORMCHECKBOX 

	NO
	Our community has an approved current Three Year Comprehensive Community Juvenile Justice Plan on file with the Crime Commission.

	Please list begin and end date of plan:




NEBRASKA CRIME COMMISSION

FINAL BUDGET SUMMARY
	Category
	Requested Amount
	Match Share
	Total Project Cost



	A. Personnel


	     
	     
	     

	B. Consultants/Contracts


	     
	     
	     


	C. Travel


	     
	     
	     

	D. Supplies/

Operating Expenses
	     
	     
	     

	E. Equipment


	     
	     
	     

	F. Other Costs


	     
	     
	     

	TOTAL AMOUNT


	     
	     
	     

	% Contribution


	     
	     
	     


CERTIFICATION: I hereby certify the information in this application is accurate                                 and, as the authorized official for the project, hereby agree to comply with all provisions of the grant program and all other applicable state and federal laws.
	Name of Authorized Official:     


	Title:     


	Address:     


	City, State, Zip:     


	Telephone:     


	Signature: 



	Date:     



(* NOTE: The authorized official would include: county board chair, mayor, city administrator, state agency director, chair or vice-chair of non-profit agency.

                            Category A - Personnel

	Position
	Annual Salary
	% Time Devoted
	Amount

Requested
	Match
	Subtotal
	Requested Fringe


	Match Fringe
	TOTAL

COSTS

	     
	$     
	     %
	$     
	$     
	$     
	$     
	$     
	$     

	     
	$     
	     %
	$     
	$     
	$     
	$     
	$     
	$     

	     
	$     
	     %
	$     
	$     
	$     
	$     
	$     
	$     

	     
	$     
	     %
	$     
	$     
	$     
	$     
	$     
	$     

	     
	$     
	     %
	$     
	$     
	$     
	$     
	$     
	$     

	     
	$     
	     %
	$     
	$     
	$     
	$     
	$     
	$     

	     
	$     
	     %
	$     
	$     
	$     
	$     
	$     
	$     

	     
	$     
	     %
	$     
	$     
	$     
	$     
	$     
	$     

	     
	$     
	     %
	$     
	$     
	$     
	$     
	$     
	$     

	     
	$     
	     %
	$     
	$     
	$     
	$     
	$     
	$     

	     
	$     
	     %
	$     
	$     
	$     
	$     
	$     
	$     

	

	Total Personnel Budget
	Amount

Requested
	Match
	Subtotal
	Fringe Requested
	Fringe Match
	TOTAL

COSTS

	
	$     

	$     

	$     
	$     

	$     
	$     


CATEGORY A – PERSONNEL NARRATIVE:

     
CATEGORY B – CONSULTANTS AND CONTRACTS

	1. PURPOSE:     

	2. TYPE OF CONSULTANT:     
	 FORMCHECKBOX 
Individual
	 FORMCHECKBOX 
Organization

	3. CONSULTANT FEES:     

	
	Rate
	# Hours
	Amount Requested
	Applicant’s Match
	Total Cost

	Preparation 

Fees      
	     
	     
	$     
	$     
	$     

	Presentation                                        Fees
	     
	     
	$     
	$     
	$     

	Travel Time

Fees
	     
	     
	$     
	$     
	$     

	Total
	     
	     
	$     
	$     
	$     


	4. TRAVEL EXPENSES:

	a. Mileage

	Total Miles
	     
	X .55
	$     
	$     
	$     


	b. Air Fare

	From
	     
	to
	     
	$     
	$     
	$     

	From
	     
	to
	     
	$     
	$     
	$     

	c. Meals

	# of days
	     
	X$     
	     
	$     
	$     
	$     

	# of days
	     
	X$     
	     
	$     
	$     
	$     

	d. Lodging
	
	
	
	
	
	

	# of nights
	     
	X$     
	     
	$     
	$     
	$     

	# of nights
	     
	X$     
	     
	$     
	$     
	$     

	e. Other Costs ( Must Also Be Explained in Budget Narrative)

	
	$     
	$     
	$     
	$     

	
	$     
	$     
	$     
	$     

	
	$     
	$     
	$     
	$     

	5. TOTAL COST:
	
	$     
	$     
	$     


CATEGORY B - CONSULTANTS AND CONTRACTS NARRATIVE:

     
CATEGORY C – TRAVEL EXPENSES

Note: If needed, please copy this form and complete for each travel purpose.

	1. Travel Purpose:     

	2. Type of Travel              FORMCHECKBOX 
 Local                        FORMCHECKBOX 
 In-State                       FORMCHECKBOX 
 Out-Of-State

	3. Position (s) which will be traveling for this purpose:

	     

	     

	     

	4. Cost Breakdown:

	
	Amount Requested
	Applicant’s Match
	Total Cost

	a. Mileage

	Total Miles
	     
	X  .55
	$     
	$     
	$     

	b. Air Fare

	From
	     
	to
	     
	$     
	$     
	$     

	From
	     
	to
	     
	$     
	$     
	$     

	c. Meals

	# of days
	     
	 X $     
	     
	$     
	$     
	$     

	# of days
	     
	 X $     
	     
	$     
	$     
	$     

	d. Lodging

	# of nights
	     
	 X $     
	     
	$     
	$     
	$     

	# of nights
	     
	 X $     
	     
	$     
	$     
	$     

	e. Other Costs (Must Also be Explained in Budget Narrative)

	     
	$     
	$     
	$     
	$     

	     
	$     
	$     
	$     
	$     

	     
	$     
	$     
	$     
	$     


	5. TOTAL COST FOR THIS PURPOSE:
	$     
	$     
	$     


CATEGORY C - TRAVEL EXPENSES NARRATIVE:
     
CATEGORY D – SUPPLIES AND OPERATING EXPENSES

	1. SUPPLIES:

	Item
	Quantity
	Unit Price
	Amount Requested
	Applicant’s Match
	Total Cost

	     
	     
	$     
	$     
	$     
	$     

	     
	     
	$     
	$     
	$     
	$     

	     
	     
	$     
	$     
	$     
	$     

	     
	     
	$     
	$     
	$     
	$     

	     
	     
	$     
	$     
	$     
	$     

	SUPPLIES SUBTOTAL
	$     
	$     
	$     


	2. OPERATING EXPENSES – (Note Special Instructions):

	
	Rate(per month)
	Amount Requested
	Applicant’s Match
	Total Cost

	Rent – Equipment
	     
	$     
	$     
	$     

	Rent – Facilities
	     
	$     
	$     
	$     

	Telephone
	     
	$     
	$     
	$     

	Utilities
	     
	$     
	$     
	$     

	Auto Lease
	     
	$     
	$     
	$     

	Photo Copying
	     
	$     
	$     
	$     

	Printing
	     
	$     
	$     
	$     

	Non-consultant Contract Help
	     
	     
	     
	     

	Bookkeeping/Audit
	     
	$     
	$     
	$     

	Other:     
	     
	$     
	$     
	$     

	     
	     
	$     
	$     
	$     

	OPERATING EXPENSES SUBTOTAL
	$     
	$     
	$     


	TOTAL SUPPLY COST
	$     
	$     
	$     


CATEGORY D - SUPPLIES AND OPERATING EXPENSES NARRATIVE:

     
CATEGORY F – EQUIPMENT

	Section 1. Program Related

	Item
	Quantity
	Unit Price
	Amount

Requested
	Applicant’s Match
	Total Cost

	     
	     
	$     
	$     
	$     
	$     

	     
	     
	$     
	$     
	$     
	$     

	     
	     
	$     
	$     
	$     
	$     

	     
	     
	$     
	$     
	$     
	$     

	Subtotal
	$     
	$     
	$     


	Section 2. Office Related

	Item
	Quantity
	Unit Price
	Amount Requested
	Applicant’s Match
	Total Cost

	     
	     
	$     
	$     
	$     
	$     

	     
	     
	$     
	$     
	$     
	$     

	     
	     
	$     
	$     
	$     
	$     

	     
	     
	$     
	$     
	$     
	$     

	Subtotal
	$     
	$     
	$     


	Section 3. Household/Maintenance Related

	Item
	Quantity
	Unit Price
	Amount Requested
	Applicant’s Match
	Total Cost

	     
	     
	$     
	$     
	$     
	$     

	     
	     
	$     
	$     
	$     
	$     

	     
	     
	$     
	$     
	$     
	$     

	     
	     
	$     
	$     
	$     
	$     

	Subtotal
	$     
	$     
	$     


	Section 4. Total Equipment Expense

	
	Amount Requested
	Applicant’s Match
	Total Cost

	Total Equipment Expenses
	$     
	$     
	$     


CATEGORY F – EQUIPMENT NARRATIVE:

     
CATEGORY G – OTHER COSTS

	Description

	Item
	Amount Requested
	Applicant’s Match
	Total Cost

	     
	$     
	$     
	$     

	     
	$     
	$     
	$     

	     
	$     
	$     
	$     

	     
	$     
	$     
	$     

	     
	$     
	$     
	$     

	     
	$     
	$     
	$     

	     
	$     
	$     
	$     

	     
	$     
	$     
	$     


CATEGORY G - OTHER COSTS NARRATIVE:

     
COMMUNITY DESCRIPTION

(LIMIT 2 PAGES)
A. Complete the following table with the appropriate statistical data.  Data for the juvenile section can now be found on the OJJDP website at:  http://ojjdp.ncjrs.org/ojstatbb/index.html or the US Census website.

	
Gender &


Ethnicity
	
Total Population of Grant Area

    Number                 % of total #
	Total Juvenile Population of Grant Area

   Number               % of total #

	Male
	     
	     
	     
	     

	Female
	     
	     
	     
	     

	White
	     
	     
	     
	     

	Black
	     
     
	     
	     
	     

	American Indian and Alaska Native
	     
	     
	     
	     

	Asian
	     
	     
	     
	     

	Native Hawaiian and other Pacific Islander
	     
	     
	     
	     

	Other
	     
	     
	     
	     

	Total
	     
	     
	     
	     

	Hispanic or Latino
	
	
	
	

	Hispanic or Latino
	     
	     
	     
	     

	Not Hispanic or Latino
	     
	     
	     
	     


Source of data:______________________________________________

B. Provide a brief focused overview of the community(s) where this project will take place.  Include information about the geographic location (i.e. part of the state, rural/urban, etc.),  how community stakeholders will collaborate on the project, and any other related unique community identifiers.
C. Briefly discuss Disproportionate Minority Contact (DMC) issues impacting your community.
      Discuss current programming in your community that addresses DMC.  (For information on           

      DMC go to http://mpg.dsgonline.com/dmc_default.aspx). 

D. Briefly discuss the current County Plan priority(s) addressed by the program(s)/strategy(s) proposed 
in this application. 
Program Description
(Limit 2 pages per strategy/program)

Please describe each program or strategy for which County Aid funds are being requested.  

Briefly include:  

A) Whether this project has previously been funded by County Aid funds or if it is a new project to be started with County Aid funds; 

B) Complete description of program operation to include:  referral process and source, intake procedure (including parental involvement), service provision/youth participation, and exit/completion of the program.  

C) Discuss duties of staff funded by County Aid funds.
Continuation Information
(Limit 2 pages)

	Previous Commission Funding for This Project
	
	

	 Grant Number:     
	Amount:     
	Year:     

	Grant Number:      
	Amount:     
	Year:     

	 Grant Number:     
	Amount:     
	Year:     

	Grant Number:      
	Amount:     
	Year:     


A.  For each year the project has been funded, up to 3 years, please complete the following table.  Explain any significant increases/decreases in numbers served.
	
	Dates 
	Dates
	Dates

	Youth Referred
	
	
	

	Youth Accepted into Program
	
	
	

	Youth Completed Program (unduplicated)
	
	
	

	Did not complete program, and why

A. New Law Violation

B. Drop Out

C. Moved

D. Other: _______


	
	
	

	RACE/ETHNICITY
	   
	
	

	White
	
	
	

	American Indian or Alaskan Native
	
	
	

	Black or African American
	
	
	

	Hawaiian or other Pacific Islander
	
	
	

	Hispanic
	
	
	

	Gender
	
	
	

	Male
	
	
	

	Female
	
	
	

	AGE
	
	
	

	10
	
	
	

	11
	
	
	

	12
	
	
	

	13
	
	
	

	14
	
	
	

	15
	
	
	

	16
	
	
	

	17
	
	
	


B.  Discuss (not list) a minimum of three major accomplishments of the program(s) over the past grant year.
C.  Discuss (do not list) any challenges/issues the project faced, how they were addressed and the results.   
D.  Have all quarterly activity and cash reports been submitted in a timely manner?  If there have been difficulties, explain why.  

EVALUATION
	ACTIVITY
	DOCUMENTATION
	KEY INDICATORS

	Entry Point
	
	

	     
	     
	     

	     
	     
	     

	     
	     
	     

	Intake
	
	

	     
	     
	     

	     
	     
	     

	     
	     
	     

	Assessment
	
	

	     
	     
	     

	     
	     
	     

	     
	     
	     

	Service Provision
	
	

	     
	     
	     

	     
	     
	     

	     
	     
	     

	Exit from Program
	
	

	     
	     
	     

	     
	     
	     

	     
	     
	     


MEMORANDUMS OF UNDERSTANDING
For counties applying as a group, a current copy of a MOU signed by the county board chair confirming each county’s commitment to  pool their County Aid Funds to accomplish the afore mentioned project(s) is required.

REQUIRED FORMS

The County Board Chair must read and sign the following forms:  1) Certification Regarding Drug-Free Workplace Requirements; 2) EEOP Short Form.

CERTIFICATION REGARDING DRUG-FREE WORKPLACE REQUIREMENTS
The subgrantee certifies that it will or will continue to provide a drug-free workplace by:

(1) Publishing a statement notifying employees that the unlawful manufacture, distribution, dispensing, possession or use of a controlled substance is prohibited in the subgrantee=s workplace and specifying the actions that will be taken against employees for violation of such prohibition;

(2) Establishing an ongoing drug-free awareness program to inform employees about:

(2) The dangers of drug abuse in the workplace;

(2) The subgrantee=s policy of maintaining a drug-free workplace;

(2) Any available drug counseling, rehabilitation, and employee assistance programs; and

(2) The penalties that may be imposed upon employees for drug abuse violations occurring in the workplace.

(3) Notifying the employee in the statement that the employee will:

(3) Abide by the terms of the statement; and

(3) Notify the employer in writing of his or her conviction for a violation of a criminal drug statute occurring in the workplace no later than five calendar days after such conviction;

The subgrantee shall notify the Crime Commission in writing of any conviction for a violation of a criminal drug statute occurring in the workplace no later than five calendar days after such conviction.

The subgrantee certifies that it will take one or more of the following actions within 30 calendar days of receiving notice of the convictions:

(1) Taking appropriate personnel action against such an employee, up to and including termination, consistent with the requirements of the Rehabilitation Act of 1973, as amended; or

(2) Requiring such employee to participate satisfactorily in a drug abuse assistance or rehabilitation program approved for such purposes by a Federal, State or local health, law enforcement, or other appropriate agency;

The subgrantee certifies that it will make a good faith effort to continue to maintain a drug-free workplace.

Organization Name and Address:

_________________________________________________________________

Typed Name and Title of Authorized Representative

_________________________________________________________________

Signature
Date

_________________________________________________________________
EEOP SHORT FORM
STEP 1:
INTRODUCTORY INFORMATION
Grant Title:

Grantee Name:

Address:



Contact Person:

Tel.:

Grant Number:


Award Amount:

Date and effective duration of EEOP:

Policy Statement:


CERTIFICATION (EEOP ON FILE)
A.
I,                                 [agency executive officer], certify that the                                                                            [agency] has formulated an Equal Employment Opportunity Plan in accordance with 28 CFR 42.301, et. seq., subpart E, that it has been signed into effect by the proper agency authority and disseminated to all employees, and that it is on file in the Office of                                                               [name],                                                                                                [address],                                    [title], for review or audit by officials of the cognizant State planning agency or the Office for Civil Rights, Office of Justice Programs as required by relevant laws and regulations.

	
	
	

	[signature]

	
	  [date]


===================================================================


CERTIFICATION (NO EEOP REQUIRED)
B.
I HEREBY CERTIFY THAT THE FUNDED AGENCY HAS LESS THAN 50 EMPLOYEES AND THEREFORE IS NOT REQUIRED TO MAINTAIN AN EEOP, PURSUANT TO 28 CFR 42.301, ET. SEQ.

	
	
	

	[signature]

	
	  [date]


OMB Approval No. 1121-0140

Expiration Date: 12/31/98

Revised 9/20/98







