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EXHIBIT I:
Project Work Plan (PWP)

	PEI EARLY CHILDHOOD PROGRAMS

	PROJECT WORK PLAN

	The Project Work Plan provides specific details of how services will be implemented under this Grant. The Project Work Plan is designed to be a flexible document that may be revised periodically over the Period of Performance. This flexibility allows the Grantee to propose minor revisions to services or operations to respond to changing context.  Revisions to the Project Work Plan must not change the overall scope of the project and must be approved by DFPS prior to implementation. DFPS reserves the right to make the final determination on any proposed revisions.  

	APPLICANT NAME:       

	GRANT AGREEMENT NUMBER: TBD

	PERIOD OF PERFORMANCE:       

	PRIMARY SERVICE DELIVERY COUNTY(IES): 
     
	SECONDARY COUNTY(IES): Areas that may be served on limited, as needed basis only.
     


	CONTACT INFORMATION 

At a minimum, provide information for the authorized representative, primary program contact and a primary fiscal contact.

	Contact
	Name
	Title
	Email
	Phone

	SIGNATORY
	
	
	
	

	PROGRAM
	
	
	
	

	FISCAL
	
	
	
	

	DATA
	
	
	
	

	COALITION
	
	
	
	

	MEDIA
	
	
	
	

	PUBLIC CONTACT INFORMATION

	AGENCY WEB ADDRESS:


	PUBLIC PHONE:


	PUBLIC EMAIL CONTACT:




	CORE SERVICE SUMMARY

Indicate the core program(s) provided, agencies, number of Families served annually and monthly, frequency and intended duration.

( Please remember that Annual Served and Average Monthly Served numbers should be based on Program Model, number of FTEs, FTE caseload size, and program duration.

	Service
	Agency Providing
	Annual Served*
	Average Monthly Served**
	Frequency
	Planned Duration
	Service Location

	Nurse-Family Partnership
	
	
	
	
	2 years
	Home visiting

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


*Indicate the number of Families that will be served annually. For NFP, the annual service number should be based on number of Nurse Home Visitors (NHV) and expected caseload per NHV.
**Indicate the number of Families that are anticipated to be served each month. For NFP, the monthly average should be based on number of NHVs and expected caseload per NHV.
	SUPPLEMENTAL OR SUPPORT SERVICE SUMMARY

For each PEI-funded supplemental service, complete the following.

	Service Type
	Program Model or modality, if applicable
	Agency Providing
	Annual Served*
	Frequency
	Planned Duration

	Example: Counseling
	Trauma-Informed Cognitive Behavior Therapy (CBT)
	Agency X
	40
	Weekly
	6 months

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


*Indicate the number of Families that will be served annually.
	Pandemic Related Contingencies

	Please indicate how Applicant organization will make determinations related to each of the following:

1) Converting to remote work and virtual services due to pandemic social distancing needs or restrictions.
2) Continuing remote work and virtual services due to pandemic social distancing needs or restrictions.
3) Returning to in-person work and service provision.

	


	PROJECT STRUCTURE & STAFFING

	Provide the following attachment(s):

	a) Agency organization chart for the lead agency that shows how the PEI-funded program fits into the overall structure. Please include names and titles for positions that will directly work on this project. 

b) If Subawards are used, please include a project chart that shows the reporting structure between the lead and the Subaward(s), as well as Subaward positions that will work on this project.

	Describe the staffing structure for the project and key staff positions. Include qualifications for administrator(s), supervisors, and direct service staff. Please indicate number of FTEs for each position.

	     

	Indicate any staffing modifications that will be put in place or utilized if for any reason services must shift to virtual or remote format.

	

	Indicate whether your organization staff may be subject to redeployment, furlough, or other modifications in staffing or scheduling due to public health crisis. Please provide relevant details.

	

	Describe supervision structure. Describe plans to provide administrative, clinical, and Reflective Supervision for staff. Please also include plans for remote supervision should Applicant continue or re-engage remote work. 

	     

	List the training or professional development your Program Staff and Subaward staff will receive as part of Applicant’s training plan. Include all relevant Program Model training. In addition to Evidence-Based Program training requirements, list any specialized trainings Applicant anticipates providing to direct service or supervisory staff (e.g. Trauma-Informed training, car seat safety, Cultural Humility, etc.). Please add additional rows as needed.

	Training/Professional Development Topic/Title
	Staff Roles Receiving
	Training Process
	Timeframe

	
	
	 FORMCHECKBOX 
  In-person by model

 FORMCHECKBOX 
  In-person consultant

 FORMCHECKBOX 
  By supervisor/staff

 FORMCHECKBOX 
  Webinar

 FORMCHECKBOX 
  Self-guided
	

	
	
	 FORMCHECKBOX 
  In-person by model

 FORMCHECKBOX 
  In-person consultant

 FORMCHECKBOX 
  By supervisor/staff

 FORMCHECKBOX 
  Webinar

 FORMCHECKBOX 
  Self-guided
	

	
	
	 FORMCHECKBOX 
  In-person by model

 FORMCHECKBOX 
  In-person consultant

 FORMCHECKBOX 
  By supervisor/staff

 FORMCHECKBOX 
  Webinar

 FORMCHECKBOX 
  Self-guided
	

	
	
	 FORMCHECKBOX 
  In-person by model

 FORMCHECKBOX 
  In-person consultant

 FORMCHECKBOX 
  By supervisor/staff

 FORMCHECKBOX 
  Webinar

 FORMCHECKBOX 
  Self-guided
	

	
	
	 FORMCHECKBOX 
  In-person by model

 FORMCHECKBOX 
  In-person consultant

 FORMCHECKBOX 
  By supervisor/staff

 FORMCHECKBOX 
  Webinar

 FORMCHECKBOX 
  Self-guided
	

	What is Applicant’s plan if, for any reason, training must shift to a virtual format or social distancing or local restrictions are in effect?    

	


For all the following sections, please ALSO indicate any modifications that will be put in place or strategies that will be used if services, outreach and recruitment, and other program efforts must shift to virtual or remote format at any point. 
	PROGRAMMING & SERVICE DELIVERY

Please briefly describe how services will be implemented under this Grant.

	For each section, please ALSO indicate any modifications that will be put in place or strategies or innovations that will be used if services, outreach, and other efforts must shift to virtual or remote format at any point.

	Describe outreach and recruitment strategies and plans. Include plans to reach and engage Families demonstrating Priority Characteristics and ensuring equitable access to programming.

	     


	Describe the procedures and processes for Intake, including how the Family’s individual eligibility will be assessed.  Include information on any screening and assessment instruments Applicant will use to determine eligibility, needs, and strengths.

	     


	Briefly describe the goal setting process Applicant will utilize for Participants including how goals are identified, documented, and tracked over time.

	     

	List any screening and assessment tools that will be utilized during the course of services (e.g. depression screen, parent observation, etc.) Indicate if required by Program Model, agency, etc. Describe how assessments will be conducted and any modifications if they must be conducted virtually.

	     


	For any supplemental or support service Applicant will provide (aside from basic needs support which is referred to below), please describe eligibility (including whether Participants must also be enrolled in an Evidence-Based or Promising Practice Program to qualify for the service) and provide detail on services and service delivery.

	     


	If Applicant will provide basic needs assistance, please describe the process for administering including the types of basic needs support to be made available, how Families are assessed or selected to receive support, and the amount(s) anticipated to be available per Family.

	     


	Please describe family engagement and retention plans. If incentives will be used to support family engagement, describe plans for incentives, including types of incentives to be used, relevance, and at what points of program involvement they will be distributed.

	     


	Describe how Families are referred to other needed services when Participants could benefit from additional services or supports. Include how Referrals to other services or service providers are documented, tracked, and supported.

	     


	Describe case or service activity documentation system(s), processes, and procedures. Include a description of how case documentation is maintained and utilized to support Participant services as well as information that will be required in Participant records and case or service activity notes.

	     


	Describe how Applicant will determine service completion for program Participants, as well as processes and procedures for case closure and any follow-up.

	     


	MODEL FIDELITY

Please briefly describe how all funded Evidence-Based Programs will be implemented with fidelity to the Program Model.

	Describe the process Applicant will use to ensure implementation with fidelity including frequency and type of contact that you will have with the Nurse Family Partnership National Service Office (NFPNSO).

	     


	For each Evidence-Based Program proposed, describe any variations from the Evidence-Based Program that has been approved by NFPNSO. Please indicate all modifications or adaptations approved for virtual or remote service delivery.

	     



	PROGRAM PROMOTION & PARTNERSHIPS
Please detail outreach and networking efforts to support Participant success.

	Please describe efforts to establish or maintain partnerships in the community to benefit Participants, conduct outreach, and support Families in meeting needs. 

	     



	EVENTS & INITIATIVES

Please elaborate on all additional work that will be funded under this Grant. 

	Please list any planned events or initiatives with major dates below. This could include public awareness campaigns, referral system development, texting services, community events, EDI, community education, etc. Add lines as needed. Detail can be provided in the narrative field that follows.

	Event or Initiative
	Begin Date
	End Date
	Audience/ Stakeholders
	Purpose

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Please provide any additional detail on these major initiatives, projects, and events. Describe how this work will be implemented and assessed for impact. Please indicate whether any would be modified or cancelled should social distancing or local restrictions be in effect.

	


	COMMUNITY COALITION

Please answer the following for the primary community coalition that Applicant will work with under this Grant.

	COALITION NAME:       

	ROLE (Please select one):   FORMCHECKBOX 
  Coalition Lead Agency      FORMCHECKBOX 
  Coalition participant

	COUNTY(IES) COVERED:       

	PRIORITIZED GOALS
Please list the top 3-5 prioritized issues that Applicant’s community coalition is addressing (i.e. access to transportation).

	     


	KEY ACTIVITIES

Please list the key activities that Applicant’s coalition will focus on for the Period of Performance.

	     


	Please indicate any plans to continue coalition work virtually if needed.

	


	DATA & DATA USE
Please briefly describe the quality assurance processes that will be utilized for this Grant

	Outside of PEI or Evidence-Based Program Model requirements, please list any additional Outcomes Applicant or Applicant’s Subawards will measure.

	     


	Describe how Applicant will use data to identify ongoing Participant or community needs and inform ongoing program improvement. 

	     


	Describe Applicant’s quality control procedures to ensure the accuracy and timeliness of data entry for all services provided, including the staff position(s) responsible for data entry, training, quality assurance, and analysis.

	     



	SUBAWARD MANAGEMENT & MONITORING

If applicable, please describe how Applicant will ensure quality and compliance for any partner agencies.

	Describe how Applicant will perform ongoing management of your Subawards to ensure compliance with Grant requirements and quality in service or program delivery. Include plans for orientation, training, support, communication, and monitoring.

	     


	Please indicate how Applicant will ensure fiscal compliance including timely billing, allowability, necessity, reasonableness and allocability of expenses.

	     



	 Record of Project Work Plan Changes (if awarded) 

	Change #
	Date Approved
	Summary of change
	Approved By
	Budget Change Required (Y/N)

	1
	     
	     
	     
	     

	2
	     
	     
	     
	     

	3


	     
	     
	     
	     

	4
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	7
	     
	     
	     
	     

	8
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