Attachment 7A - APPLICATION FOR PROGRAM SUPPORT

CONGREGATE DINING PROGRAM (GOLDEN DINERS)
Please complete the application below.  New onsite applicants that are selected pursuant to this RFP will have a 6 month probationary period within which the daily average participation must meet or exceed 30 participants. If this criteria is not met, the contract is subject to termination after the 6 month period.
1.
Complete Legal Title of the Agency:

_________________________________________________
2.
Agency Main Office Address & Contact Information:


Address: 
___________________________________



____________________________________

Phone Number:
_______________________

Fax Number:

_______________________

Email Address:
_______________________
3.
Type of Agency (place check in appropriate blanks)
Public Agency


For Profit Agency

           

Not-for-Profit Agency

Faith based 




Other (specify)_________________
4.
Agency’s Federal Employer Identification Number:

_________________________________
5.
President of Agency 






6.
Person Authorized to Sign for Agency* (print)

_____________________________
__________________
Name





Title

*If different than Item 5, attach a letter of authorization signed by   the President.

7.
Director on site







8.










Signature (Person in Item 5)



Date

9.
LOCATION OF PROPOSED CONGREGATE DINING SITE

Name







Address






     


________________________________
Community Area






10.
LIST THREE (3) CLOSEST CONGREGATE DINING SITES (GOLDEN DINERS SITES). (See attached list or visit www.cityofchicago.org/fss for list of City’s Congregate Dining sites 
11.
DESCRIBE THE ADMINISTRATIVE STRUCTURE OF YOUR AGENCY.

Attach to this application the following:  A) Table of Organization for the entire agency; and B) A list of the Board of Directors, if applicable.

12.
DESCRIBE THE ASSIGNMENT OF STAFF TO BE PROVIDED BY THE APPLICANT FOR SUPERVISION OF THE PROPOSED CONGREGATE DINING SITE. Include the name of the individual who will be responsible for the on site supervision of the program.  Also, include a back-up personnel list.

13.
LIST VOLUNTEER ASSIGNMENTS TO BE PROVIDED BY THE APPLICANT FOR THE PROPOSED CONGREGATE DINING SITE. 

14.
DESCRIBE THE APPLICANT’S PLANS FOR MAINTENANCE, CLEANING AND SANITATION OF THE SITE.  
15.
LIST THE RECREATIONAL, EXERCISE OR EDUCATIONAL, PROGRAMS AVAILABLE AT THE SITE FOR SENIORS. 

16. 
DESCRIBE THE OUTREACH PLAN THROUGH WHICH THE AGENCY WILL INFORM SENIORS ABOUT THE PROGRAM AND ATTRACT THEM TO ATTEND THE SITE.   
17.
SPACE AND EQUIPMENT AVAILABLE

Space Available
Kitchen Area:
Size 

FT. X 

FT. = 


Square feet

Dining Area:

Size 

FT. X 

FT. = 


Square feet

Equipment Available

Stove:
Yes


No


Refrigerator
Yes


No


Tables:
Size


No.


Size


No.


Chairs
No.


Locked Storage Area:

Yes


No



18.
APPLICANT AGENCY RESOURCES TO BE COMMITTED TO THE OPERATION OF CONGREGATE DINING SITE (Please indicate whether staff time contributed for supervision and/or outreach is funded by private or public funds.  If public funds, specify source of support).

Space:

Total sq. ft. allocated to congregate dining site 

 X monthly rental per sq. ft. 

$

 = $


Supervision:
Number of staff hours 
 X cost per hour $

 = $


Funding:
Private




Public


Source:










Outreach:
Number of staff hours 
 X cost per hour $

 = $



Funding:
Private



Public


Source:










TOTAL ANNUAL CONTRIBUTION
$


19.
ATTACH SITE PARTICIPANT LIST TO APPLICATION. (A minimum of 75 committed participants must be ready to support the site and participate on a regular basis.) 
Enter the number of days that the meals will be served each week: _________
Estimated number of seniors to be served each day:



Are there specific ethnic or minority groups who will be served?  Yes
    No


If YES, please describe:
























                                    






20.    LIST NAMES OF VOLUNTEERS OR STAFF WHO WILL SERVE THE FOOD:


_______________________________

_________________________________


_______________________________

_________________________________
21.
PLEASE INDICATE IF ANY OF THE INDIVIDUALS WHO WILL BE SERVING THE 
FOOD HAVE A CURRENT FOOD SERVICE SANITATION CERTIFICATE ISSUED BY 
THE CHICAGO HEALTH DEPARTMENT.  If none, then indicate the agency’s plan to enroll 

staff and/or volunteers in a food certification class.
22.
AGENCY EXPERIENCE

A.)
Describe the applicant agency(s experience with the community. 

B.)
Describe other community-based programs with which the applicant agency has been or is involved.

23.
SERVICE REFERENCES
List at least five (5) agencies/organizations for which applicant agency has provided services and/or coordinated with the provision of services.  Include the name and address of the agency, along with the name and phone number of a contact person who will provide a reference for the agency.

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________


____________________________________________________________________

____________________________________________________________________

24.
Applying Agency must be in compliance with Section 504 of the Rehabilitation Act of 
1973.  The Program Accessibility Self-Evaluation must be completed. 

25.
PLEASE INCLUDE WITH THIS APPLICATION THE FOLLOWING:

· A letter indicating who is authorized to sign agreements with this Department on behalf of the applicant agency.

· Certificates of current personal liability and property damage insurance.
· A letter or statement from the IRS indicating the applicant agency’s Federal Identification Number.
· Participant list. A minimum of 75 participants must be committed to attending the dining site on a regular basis (3 or more days a week) in order for the site to be considered.

------------------------------------------------------------------------------------------------------------------------------
For Office Use Only:


___________________________________________________________

_____Approved

Executive Director, Chicago Area Agency on Aging
Date


____Denied

Revised 01/05

