COVID-19 Parent Child Center Operational Relief Grant Application


Program Name: ________________________________________________________________  PCC Master Grant #: ______________ 
Program Mailing Address: _________________________________________  City: _______________	State: ______   Zip: ___________
Point of Contact Name: ____________________________  Phone #: ______________  Email Address: ___________________________


Section 1:  Revenue loss incurred and anticipated due to COVID-19 
Attach documentation on how you determined this loss, and how this loss is related to COVID-19.

	[bookmark: _Hlk39132225]
	March 2020
	April 2020
	May 2020
	June 2020
	July 2020
	August 2020
	September 2020
	October 2020

	
	Incurred
	Incurred
	Incurred
	Incurred
	Incurred
	Anticipated
	Anticipated
	Anticipated

	
Lost Revenue
	
$________

	
$________
	
$________
	
$________
	
$________
	
$________
	
$________
	
$________



Total revenue loss due to COVID-19 = $ _______________      Total revenue loss anticipated due to COVID-19 = $ _______________








Section 2: Expenses incurred/anticipated due to COVID-19:
Complete the table below to indicate the dollar amount in relief you are requesting for increased COVID-19-specific costs in each category. Documentation must be included in the application for all incurred expenses.

	Description
	Paid
	Anticipated
	Supporting Documentation

	Prevention Supplies
· Examples: cleaning supplies, Personal Protective Equipment (PPE) 

	
[bookmark: _Hlk39130908]$________
	
$_________
	Itemized list, and purpose of item with receipts and cost projections


	Structural Costs to Meet Healthcare Guidance
· Examples: adding sink outside.
	
$__________

	
$__________
	Itemized list, and purpose of item with receipts and cost projections


	Material Supports for Clients
· Examples: materials to limit the sharing of items.

	
$__________
	
$__________
	Itemized list with vendor, purpose of item, and cost per unit.

	Additional Staff Wages/Contractor Costs
· Examples: cleaning staff

	
$__________
	
$__________
	Itemized list with type of pay, staff names, position title, cost. (invoice)

	Other
· Provide any additional COVID-19-specific expenses here
	
$__________
	
$__________
	Itemized list with vendor, purpose of item, and cost per unit.

	Total Costs
Total all costs requested from above categories.
	
$__________
	
$__________

	




Section 3: Other Covid-19-Specific additional State, Federal, and/or Municipal Dollars Received: 
Check the appropriate box below to indicate receipt or anticipated receipt of additional funds that will be used for costs.

☐ I have received no other COVID-19-specific state, federal, and/or municipal dollars to offset these associated costs.
☐ I have received or can reasonably anticipate receiving other COVID-19-specific state, federal, and/or municipal dollars to support this work.  (You must list each fund amount in Other COVID-19-specific state, federal, and/or municipal dollars)

	Name of Program
Example: Restart Stipend
	Funding Source
	Received
	Anticipated or Requested

	
	
	
$__________

	$__________


	
	
	$__________
	
$__________


	
	
	$__________
	
$__________


	
	
	$__________
	
$__________


	
	
	$__________
	
$__________





Section 4: Attestations: 

☐ I certify that none of the funds requested above have been paid for by the other COVID-19-specific additional state, federal, and/or municipal dollars and that these are all expenses/losses that have been incurred or anticipated to be incurred and not paid for by COVID-19 programs.

☐ I have attached all supporting documentation to this application with this request.  Examples include caseload and revenue losses, receipts for expenses and invoices.

I declare that all information contained in this application is true, correct, and complete to the best of my knowledge, and that I am duly authorized to submit this application on behalf of the Provider.  I agree that all content included in this document is subject to an audit, and that I will produce documentation to support claims within thirty (30) days of a written request from the State.  I agree to allocate funds awarded to cover the COVID-19 specific expenses and losses of and will use a methodology agreed upon by the State of Vermont to determine allocations.  



 	 _________________________             __________________________________________         ____________________
  	 Signature/Title				       Printed Name	                                                                                 Date
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