Pennsylvania Department of Health - Bureau of Family Health

Attachment B

Pennsylvania Breastfeeding Awareness and Support Application

Proposed Budget

July 1, 2007 to June 30, 2008 
Applicant Information:
· Name of Applicant Agency _________________________________________________     

· FID or EIN number: ______________________________________________________

· Organization name on file with the PA. Dept. of State for the FID number (if different from 
name above)______________________________________________________________

· Mailing Address:__________________________________________________________ _______________________________________________________________________

· County(ies) where activities will take place:________________________________________________________________

· Contact Person: ___________________________________________________________

· Telephone Number: (______)____________ Fax Number: (______) __________________

· E-mail Address: ___________________________________________________________


Itemized Budget for 2007-2008: 

	Staff

	Activity
	staff name/title
	hours
	rate
	total cost

	
	
	
	
	$

	
	
	
	
	

	
	
	
	subtotal
	$


	Materials, teaching tools, equipment

	Item
	number
	unit cost
	total cost

	
	
	
	$

	
	
	
	

	
	
	subtotal
	$


	Travel (for trainers/speakers only)

	Activity/event
	staff name/title
	travel expense
	total cost

	
	
	
	$

	
	
	subtotal
	$


	Other (include expenses for advertising, printing) 
	
	
	

	Item
	number
	unit cost
	total cost

	
	
	
	$

	
	
	
	

	
	
	subtotal
	$


	
	TOTAL*
	$


                                                                                                                     (Round up to near dollar)
       *May not exceed $3,000

Budget Justification (complete only if needed)

▼Budget line number to coincide with budget line in the budget 

	#
	Additional Justification (if needed)

	1
	

	
	

	
	

	
	


Please submit one original and one copy of this Attachment.  One copy of any price quotes, estimates, catalog samples, or any other proof of cost for every item or piece of equipment requested for purchase should be submitted with application.

I agree to the terms of this application, including the commitment to abide by all Maternal and Child Health Block Grant provisions (Attachment D) and to supplying the Department with information about the breastfeeding status of all women who have benefited from the services and materials purchased even if this means supplying the information after the final invoice for reimbursement has been sent.

Authorized Signature/Date: ______________________________________________________________________________

Printed Name and Title:_________________________________________________________________________

Pennsylvania Department of Health - Bureau of Family Health

Attachment C

Pennsylvania Breastfeeding Awareness and Support Application

Proposed Budget
July 1, 2008 to June 30, 2009
Applicant Information:
· Name of Applicant Agency _________________________________________________     

· FID or EIN number: ______________________________________________________

· Organization name on file with the PA. Dept. of State for the FID number (if different from 
name above)______________________________________________________________

· Mailing Address:__________________________________________________________ _______________________________________________________________________

· County(ies) where activities will take place:________________________________________________________________

· Contact Person: ___________________________________________________________

· Telephone Number: (______)____________ Fax Number: (______) __________________

· E-mail Address: ___________________________________________________________


Itemized Budget for 2008-2009: 
	Staff

	Activity
	staff name/title
	hours
	rate
	total cost

	
	
	
	
	$

	
	
	
	
	

	
	
	
	subtotal
	$


	Materials, teaching tools, equipment

	Item
	number
	unit cost
	total cost

	
	
	
	$

	
	
	
	

	
	
	subtotal
	$


	Travel (for trainers/speakers only)

	Activity/event
	staff name/title
	travel expense
	total cost

	
	
	
	$

	
	
	subtotal
	$


	Other (include expenses for advertising, printing) 
	
	
	

	Item
	number
	unit cost
	total cost

	
	
	
	$

	
	
	
	

	
	
	subtotal
	$


	
	TOTAL*
	$


                                                                                                                     (Round up to near dollar)
       *May not exceed $3,000

Budget Justification (complete only if needed)
▼Budget line number to coincide with budget line in the budget 

	#
	Additional Justification (if needed)

	1
	

	
	

	
	

	
	


Please submit one original and one copy of this Attachment.  One copy of any price quotes, estimates, catalog samples, or any other proof of cost for every item or piece of equipment requested for purchase should be submitted with application.

I agree to the terms of this application, including the commitment to abide by all Maternal and Child Health Block Grant provisions (Attachment D) and to supplying the Department with information about the breastfeeding status of all women who have benefited from the services and materials purchased even if this means supplying the information after the final invoice for reimbursement has been sent.

Authorized Signature/Date: ______________________________________________________________________________

Printed Name and Title:_________________________________________________________________________

