2016-2017 ARKANSAS BETTER CHANCE (ABC) PROGRAM
APPLICATION COVER SHEET – PART A

Applications Due Thursday, March 31, 2016

Faxed copies will not be accepted. Submit electronically by email attached as Word document to the following email address: CopaSupport.MailAccount@dhs.arkansas.gov.

If unable to submit the application electronically, then three copies of the ABC Application must be hand delivered and 
received in the DHS Main office by Thursday, March 31, 2016. 
Please note: admittance into the DHS Main Office located at 700 Main Street, Little Rock, AR 72201 closes by 5:00 p.m. 
each business day.
	
Requesting grant funds to implement:                 Center-based   ☐      Home-visiting  ☐     Both  ☐    
Is this a new program?                                                              Yes ☐     No☐
If No, are you requesting expansion slots?                             Yes☐      No☐



AGENCY________________________			TAX IDENTIFICATION #___________________________ ADDRESS _______________________									
CITY ____________		 ZIP_____		COUNTY__________				
MAIN OFFICE CONTACT PERSON___________________________________					
TELEPHONE # __________			__		 FAX #  						
E-MAIL ADDRESS ________________________________________						

List ALL sites below that will serve ABC children.

	
ABC Site Name

	Requested # of Center Based Slots
	Requested  # of Home Visiting slots
	Age(s) of children to be served
	School District(s) Site Will Serve

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


	
* NOTE: A complete PART B form must be completed for each site that will serve ABC children                                           on behalf of the agency seeking funds *

Program’s Fiscal Year Beginning and Ending Dates: _______________________________________	

The Authorized Official, who signs this grant application, needs to be an officer of the agency/organization who has the authority to sign agreements and approve budgets.

I certify that the information in this application is correct to the best of my knowledge.  I have reviewed and approved the enclosed budget for my agency’s ABC program and will adhere to all guidelines set forth in this application.


SIGNATURE of Authorized Official____________________________________________DATE_________________


[Print] NAME/TITLE OF AUTHORIZED OFFICIAL ____________________________________________________	
2016-2017 ARKANSAS BETTER CHANCE PROGRAM
INDIVIDUAL SITE INFORMATION – PART B
	
* NOTE: A complete PART B form must be completed for each site that will serve ABC children                                          on behalf of the agency seeking funds *
	 	
	
	DIVISION USE ONLY
Satisfactory licensing history/Eligible for licensure?    Y ☐   N ☐         
Environmental Rating Scale scores:    ERS ____________    ITERS ___________    CLASS  _________ 
*NOTE: Applicants must have achieved Better Beginnings status.*
Better Beginnings certified?    Y ☐   N ☐           If yes, which level?      1 Star ☐     2 Stars ☐     3 Stars ☐



Site Name 	_____________									_______
Site Contact Name and Title________________________						_______
Physical Address	 ________________								_______
City ____				Zip ____			County ________			_______
Phone # 		_______			__________Fax #  	__					_______
Site Contact Email (REQUIRED) 	__________________________________________________		_______


CENTER-BASED PROGRAMS ONLY

	Site  License Number
	
	Licensing Capacity
	
	Center Hours of Operation
	




FACILITY TYPE AND LOCATION (Place an “X” next to each item in each column which applies to your site.)   )

☐  Public School District			☐ Located ON a public school campus
☐  Educational Cooperative	             ☐ Located OFF a public school campus
☐  College or University
☐  Community Based

CURRENT FUNDING SOURCES AND NUMBER OF SLOTS FOR THE SITE:                      

	Name of Funding Source:              
	Number of Slots per Funding Source:

	ABC                                             
	

	ABCSS
	

	CCDF 
	

	Endeavor Foundation
	

	PDG/ HQPP
	

	         Improvement   
	

	         Expansion
	

	Title One
	

	Tuition- Private Pay
	

	Other: Specify 
	

	Head Start
	







2016-2017 ARKANSAS BETTER CHANCE PROGRAM
STAFF QUALIFICATION FORM – PART C
Program Name:				                  Name of Site:
	
Name of Staff
	Position
	Educational Level
	Credentials
	Years of Experience
	Date of Hire

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


2016-2017 ARKANSAS BETTER CHANCE PROGRAM
CERTIFICATION PAGE – PART I

	ASSURANCES, CERTIFICATION AND SIGNATURE OF AUTHORIZED OFFICERS

	NAME OF PROGRAM
	


	
IMPORTANT—REQUIRED SIGNATURES

Please note who MUST sign this grant application on behalf of your agency:

· Public schools—Superintendent or Designee AND ABC Director/Coordinator
· Cooperative—Board President or Designee AND Early Childhood/ABC Coordinator
· Sole Proprietorship—Owner
· Partnership—ALL Partners
· Other Corporation—Board Chairperson and Director


	
By affixing my/our signature below, I/we agree to the following:
1. To operate an ABC program, if approved, according to all ABC requirements.
2. To operate the ABC program according to the ABC budget approved by DCCECE, ADE and the State Board of Education.
3. To notify the ABC staff of ANY change in program status, including staff changes, within 15 calendar days of the change.
4. To maintain a child care license, remain in substantial compliance with all licensing regulations and to notify the Child Care Licensing Unit of any changes in program status.
5. To maintain financial documentation of all ABC expenditures and keep such documentation on file for audits by DHS or Legislative Audit personnel.
6. To collaborate with local early childhood partners, including Head Start, school districts, private early childhood providers and Special Education, in order to provide seamless services and information to families and the community and to serve children in the most appropriate environments.  
7. To enter into specific partnership agreements with Head Start, if agency has not already done so, as required by the current Head Start reauthorization legislation.
8. To share aggregated pre-kindergarten outcomes data (Work Sampling) annually with local school districts.
9. To participate in longitudinal research.


	
CERTIFICATION:  Under penalty of perjury, I certify that I/we have the authority to apply for the ABC grant on behalf of the above named agency.  If approved, this agency shall implement the ABC program in accordance with all governing rules, regulations and procedures.  I understand that refusal to do so shall be grounds for termination of funding.  I understand that submission of any false or misleading information shall be grounds for termination of funding, as well as referral for criminal prosecution.  


	
	

	


	Signature of Authorized Officer
	Print Name
	Date

	
	

	


	Signature of Authorized Officer #2 
	Print Name
	Date



