Tampa Bay Health & Medical Preparedness Coalition

 Funding Project Submission Form
(Note: To check boxes below please double-click on desired box)
	Project Title


	(Enter a few words that generally describe the project.  Use action words like Develop, Enhance, Build, Test, etc.)


	Requesting Group


	(Enter the name of your Standing Committee)
	Requesting Agency: (if applicable)

(Enter your agency, facility, entity name)

	Point of Contact (REQUIRED - include name, address, phone #, and e-mail address)
	(Provide detailed contact information for 2 or 3 people inside your organization who know about this project.  We need names, phone numbers, cell numbers, AND email addresses for each person.)
	Project Phase: (check as appropriate)
New Project -                                        FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

NEW - Sustains Existing Capability -   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
NEW - Builds / Enhances Capability -  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

(Double click on the appropriate boxes)

	Funding Category (check or circle appropriate option) 
	 FORMCHECKBOX 
 Training / Education

 FORMCHECKBOX 
 Supplies / Equipment
(Double click on the appropriate boxes)
	 FORMCHECKBOX 
 Exercise

 FORMCHECKBOX 
 Other (provide details below)

	Funding Requested (be as detailed as possible)
	(Provide the overall cost of the project without taxes but including shipping costs.  )

	Project Description & Details

	Project Description (be as detailed as possible)


	(Enter any product details here.  Example, if the project involves purchasing 5 of this item and 7 of another item explain those details here.  Also, include a clear description of the item including catalog numbers, item numbers, model numbers, or any other details that would specifically identify what you need.  Details about a specific vendor would also be included here.
Lastly, we MUST have a legitimate quote from a vendor attached to your project submission package.  Screen shots or print-outs of a website are not acceptable.  Pricing from vendors like Amazon or other similar websites are not acceptable because their pricing and product availability changes far too much.  Don’t be concerned about a vendor’s quote expiring before we make a purchase.  The Coalition will deal with that issue ourselves.


	Quantity: (How many do you need?)
	Unit Cost: (Show a breakdown of the cost of each item here.)  

	Total Cost: (provide a total cost here)

	NEW – TBHMPC Identified Risk & Gap: (be specific, attach supporting documents as needed, refer to TBHMPC Risk & Gap Analysis for details, must be tied directly and clearly to an identified Risk or Gap)

	(Your project MUST relate directly to one of the Gaps shown below.  A narrative of how your project relates to these gaps would go into the following section.)  
FY2024-2025 Risks / Hazards:
1. Hurricane / Tropical Storm
2. Staffing Shortages

3. Highly Acute Infectious Disease Outbreak

4. Cyber Attack or IT Failure
5. Severe Weather / Tornado

6. Flooding & Flash Floods
7. Pandemic / Epidemic / Disease Outbreak
8. Active Assailant/Shooter
9. Mass Electrical / Utility Failure
10. Mass Casualty Incident (Trauma)
FY2024-2025 Gaps
1. Healthcare Staffing and Retention
2. Evacuation and Shelter Support
3. Communications Planning and Equipment
FY2022-2023 Gaps (Continued)

4. Healthcare Mental Health & Resiliency

5. Infectious Disease Control and Response

6. Mass Casualty Incident Response (including Decontamination)
7. Cyber Security Preparedness
8. Medical Surge Equipment and Supplies 

9. Mass Fatality Planning and Response

10. Radiation Incident Planning and Response 


	Gap Analysis Details: (REQUIRED - include specific gap analysis item or risk area addressed by this funding project)

	(Describe in detail how your project relates to at least one of the gaps shown above.  You can reference multiple gaps if appropriate.  However, avoid long dissertations.  Brevity actually gets more results.)



	NEW - Impact: (REQUIRED - check all that apply, enter County if applicable, enter name of benefiting agency if applicable)
	State-wide  FORMCHECKBOX 
   Region-wide  FORMCHECKBOX 
    County-wide  FORMCHECKBOX 
 Which County? ______________________
Municipality  FORMCHECKBOX 
   Which municipality? _____________________

Single agency / facility / entity & name ____________________________________________

(Double click on as many of the above boxes as appropriate.  Then provide the County, Municipality, organization that would benefit from this project.  However, checking every box only prompts more scrutiny and critical review of your project.)  

	Project Priority & Justification: (include specifics on the level of priority your local committee has placed on this project and why)

	(Provide a paragraph or so justifying why this project is needed and how much priority it deserves in comparison to other funding projects.  Again, avoid lengthy dissertations in favor of brevity.  Your County Standing Committee will determine the final priority of your projects and others submitted in the same cycle.)

	NEW - Hazard Focus Area

(check all that apply)
	Disease Outbreak  FORMCHECKBOX 
         Terrorism  FORMCHECKBOX 
       Hurricane / Tropical Storm  FORMCHECKBOX 

Mass Casualty Incidents  FORMCHECKBOX 
       Mass Population Surge  FORMCHECKBOX 

(Double click on the appropriate boxes)

	NEW - Hazard Capability, Priority, and Objectives

(REQUIRED - enter as many as apply; refer to FDOH Strategic Priorities and Preparedness Activities, July 2017 – June 2022 for the details)

	(Include at least one of the following Capabilities and their related Objectives exactly as shown below.  No need to describe this relationship further.  Those details should be in either the “Gap Analysis Details” or the “Project Priority & Justification” sections above.  While some projects can relate to more than one Capability or Objective, including all of these in your submission is not recommended.  It only prompts reviewers to look closer at your project submission.  Be selective and specific.)
· Capability 1: Foundation for Health Care and Medical Readiness

· Objective 1.1: Establish and operationalize a health care coalition (RESERVED for Coalitions only)
· Objective 1.2: Identify risks and needs (RESERVED for Coalitions only)
· Objective 1.3: Develop a health care coalition preparedness plan (RESERVED for Coalitions only)
· Objective 1.4: Train and prepare the health care and medical workforce

· Objective 1.5: Ensure preparedness is sustainable (RESERVED for Coalitions only)
· Capability 2: Health Care and Medical Response Coordination

· Objective 2.1: Develop and coordinate health care organization and health care coalition response plans

· Objective 2.2: Utilize information sharing procedures and platforms

· Objective 2.3: Coordinate response strategy, resources, and communications

· Capability 3: Continuity of Health Care Service Delivery

· Objective 3.1: Identify essential functions for health care delivery

· Objective 3.2: Plan for continuity of operations

· Objective 3.3: Maintain access to non-personnel resources during an emergency

· Objective 3.4: Develop strategies to protect health care information systems and networks

· Objective 3.5: Protect responders' safety and health

· Objective 3.6: Plan for and coordinate health care evacuation and relocation plans

· Objective 3.7: Coordinate health care delivery system recovery

· Capability 4: Medical Surge (is a national priority)
· Objective 4.1: Plan for medical surge

· Objective 4.2: Respond to Medical Surge


	NEW – Health & Medical Capabilities

(REQUIRED – Check all that apply)
	 FORMCHECKBOX 
 Continuity of Operations      FORMCHECKBOX 
 Emergency Operations Coordination

 FORMCHECKBOX 
 Information Sharing             FORMCHECKBOX 
 Medical Surge

 FORMCHECKBOX 
 Mass Fatality                       FORMCHECKBOX 
 Other (please specify below) 

(Double click on the appropriate boxes, as it relates to the above capability. Check as many as needed but don’t click them all.)

	Additional Information: (provide other details as warranted)


	(Enter any additional information here that isn’t included above.)

	Submitting Agency / Committee signature:
(REQUIRED - attach meeting minutes showing local committee review and approval)
(REQUIRED – Attach a W-9 Form for your organization)
(REQUIRED – Attach any product or vendor quotes with shipping information)
	Printed Committee Leader Name: (This must be the Chairperson of your Standing Committee)
Signature:  
Committee Approval Date: _________________ (When was this project reviewed and approved by the Standing Committee?)
Submission Date: _____________________ (When was this project submitted to our Fiduciary Agent?)
(Also, see yellow highlighted items to the left.  The following sections are completed by other groups as the project is reviewed, vetted, and approved.)


	Review & Prioritization: (attach meeting minutes to justify entries in this section)
	Date project reviewed and prioritized by Planning Advisory Group; _____________________

Executive Board approval?    FORMCHECKBOX 
 Yes        FORMCHECKBOX 
  No     Date of meeting; ___________________

Rejection reason (only needed if project is not approved); _____________________________



	Tampa Bay HMPC Fiduciary Agent Use Only
	Does this project meet Grant Guidance?          FORMCHECKBOX 
  Yes           FORMCHECKBOX 
   No
Funding Source: __________________________________________________

Leadership Signature: _____________________________________________

Leadership Signature Date: _____________________________


Fiduciary Agent Use Only:  (Include notes below on project activities, steps, and spending actions.  Use additional pages as needed.
