THRESHOLD CHECKLIST FOR 

FY 2011 CDC MICROENTERPRISE BUSINESS
DEVELOPMENT PROGRAM APPLICATION

	CDC Applicants:


	
	

	Copy of 501.C.3. Incorporation Certificate
	 FORMCHECKBOX 

	

	
	
	

	Certificate of Incorporation with Secretary of State for Two Years
	 FORMCHECKBOX 

	

	
	
	

	List of Board Members with LMI Members identified
	 FORMCHECKBOX 

	

	
	
	

	Audited Financial Statement from most recent audit and/or last year’s tax return
	 FORMCHECKBOX 

	

	
	
	
	

	Authorizing Resolution from Board of Directors
	
	 FORMCHECKBOX 

	

	
	
	
	

	Information Profile
	
	 FORMCHECKBOX 

	

	
	
	
	

	Tables:
	
	
	

	
	Table I:
	Past Performance
	 FORMCHECKBOX 

	

	
	Table II:
	Budget Summary
	 FORMCHECKBOX 

	

	
	Table III:
	Administration Budget
	 FORMCHECKBOX 

	

	
	

	Resumes of Key Staff and Non-Staff Personnel
	 FORMCHECKBOX 

	

	
	
	

	Commitment Letters from other Agencies/Organizations providing funding and/or
	 FORMCHECKBOX 

	

	In-kind services
	
	

	
	
	


FY 2011 CDC MICROENTERPRISE BUSINESS DEVELOPMENT PROGRAM

INFORMATION PROFILE

	1.
	REQUESTED GRANT AMOUNT:
	
	4.
	LEGAL APPLICANT/RECIPIENT:

	
	
	
	

	
	
	Name:
	

	
	
	Address:
	

	CDC:
	$
	
	
	City:
	

	
	
	
	State:
	
	Zip:  
	

	2.
	LEGAL APPLICANT/RECIPIENT CERTIFIES THAT:
	
	CEO Name:
	

	
	
	
	CEO Title:
	

	To the best of my knowledge and belief, data contained in the application are true and correct.  This document has been duly authorized by the governing body of the applicant to comply with the required assurances if the assistance is approved.
	
	CEO Tele. No.:
	

	
	
	E-mail Address:__________________________



	
	
	5.
	ADMINISTERING AGENCY:

	
	
	

	
	
	Contact Person:
	

	
	
	Title:
	

	
	
	Agency:
	

	A. CERTIFYING REPRESENTATIVE:
	
	Address:
	

	
	
	City:
	

	
	
	State:
	
	Zip  
	

	
	Signature
	
	Telephone:
	

	
	
	
	E-mail Address:__________________________



	
	
	
	6.
	APPLICATION PREPARATION:

	
	Typed Name
	
	
	same as above or

	
	
	
	

	
	
	
	Name:
	

	
	
	
	Agency:
	

	
	Title
	
	Address:
	

	
	
	City:
	

	B.
	ORDINANCE/RESOLUTION:
	
	State:
	
	Zip  
	

	
	
	
	
	Telephone:
	

	
	#
	
	
	E-mail Address:__________________________


	
	Date:
	
	
	

	
	(Attach a copy behind this sheet)
	
	

	
	
	

	C.
	FEDERAL TAX ID:
	
	

	
	
	

	
	
	
	

	
	
	

	3.
	LEGISLATIVE REPRESENTATIVES
	
	

	
	NAME/DISTRICT NUMBER:
	
	

	
	
	

	State Rep.:
	
	/
	
	
	

	
	
	/
	
	
	

	
	
	

	State Senator:
	
	/
	
	
	

	
	
	/
	
	
	

	
	
	

	U.S. Rep.:
	
	/
	
	
	

	
	
	/
	
	
	


	FY 2011 CDC MICROENTERPRISE BUSINESS DEVELOPMENT PROGRAM

TABLE I

PAST PERFORMANCE



	
	Program Year
	Program Year
	Program Year
	Program Year
	Total

	
	projected/actual*
	projected/actual*
	projected/actual*
	projected/actual*
	

	
	20___
	20___
	20___
	20___
	20___ to 20___

	Training
	
	
	
	
	

	Total Enrolled (classroom)
	
	
	
	
	

	Total Completed (classroom)
	
	
	
	
	

	Technical Assistance Consultations
	
	
	
	
	

	Other _________________________
	
	
	
	
	

	
	
	
	
	
	

	Lending**
	
	
	
	
	

	Number of Loans/Loan Guarantees
	
	
	
	
	

	Average Loan Size
	
	
	
	
	

	Average Rate
	
	
	
	
	

	Average Term
	
	
	
	
	

	Total amount loaned
	
	
	
	
	

	Loans repaid in full (# and $ amount)
	
	
	
	
	

	Loans delinquent (# and $ amount)
	
	
	
	
	

	Loans in default (# and $ amount)
	
	
	
	
	

	Number of business starts
	
	
	
	
	

	Number of business expansions
	
	
	
	
	

	Number of businesses still operating
	
	
	
	
	

	Jobs Created/Retained (FTE)
	
	
	
	
	

	Other _________________________
	
	
	
	
	

	Other __________________________
	
	
	
	
	

	Other __________________________
	
	
	
	
	


*Please explain any difference between projected and actual outcomes.

**Numbers should reflect loans made during that program year.

	FY 2011 CDC MICROENTERPRISE BUSINESS DEVELOPMENT PROGRAM

TABLE II

BUDGET SUMMARY



	Activity Name
	Total

Cost
	CDC

State
	Other

Funds
	Sources of

Funds
	Outcomes

	Direct Loans
	
	
	
	
	
	

	Working Capital Loans
	
	
	
	
	
	

	Subtotal  
	
	
	
	
	

	Training/Technical Assistance
	
	
	
	
	
	

	Administration
	
	
	
	
	
	

	
	Total  
	
	
	
	
	


	FY 2011 CDC MICROENTERPRISE BUSINESS DEVELOPMENT PROGRAM

TABLE III

ADMINISTRATION BUDGET



	Expense
	Employee
	Rate

per

Hour
	Hours

per

Week
	Total

Weeks
	Total

Cost
	CDC

State
	Other

Funds
	Source of

Funds

	Position/Name
	
	
	
	
	
	
	
	

	Position/Name
	
	
	
	
	
	
	
	

	Position/Name
	
	
	
	
	
	
	
	

	Position/Name
	
	
	
	
	
	
	
	

	Position/Name
	
	
	
	
	
	
	
	

	Position/Name
	
	
	
	
	
	
	
	

	Fringe Benefits
	
	
	
	
	
	
	
	

	Rent/Utilities
	
	
	
	
	
	
	
	

	Office Equipment
	
	
	
	
	
	
	
	

	Travel
	
	
	
	
	
	
	
	

	Training
	
	
	
	
	
	
	
	

	Other (specify)
	
	
	
	
	
	
	
	

	Other (specify)
	
	
	
	
	
	
	
	

	TOTAL
	
	
	
	
	
	
	
	


Exhibit 8c

Office of Housing and Community Partnerships

Ohio Small Cities Community Development Block Grant Program

Job Benefit Verification Employee Certification

Your current/perspective employer, which appears below, is the recipient of financial assistance through the federally funded Ohio Community Development Block Grant (CDBG) Small Cities Program.  As a result of the assistance received, the business must   provide data on job creation and/or retention. This information is not part of the interview process and will not be considered for hiring purposes.  This information is, however, subject to verification by authorized government officials.

A. Name of Employer: ______________________________________________________________________

   Address of Employer: ____________________________________________________________________

   Name of Employee: _____________________________________________________________________

B. Race, Ethnicity, Gender and Disability Status.

Please mark only one of the following race classifications:



_____ White   




Multi-Racial:

_____ Black/African American


____ Black/African American & White

_____ American Indian/Alaska Native

____ American Indian/Alaska Native & White

_____ Asian 




____ Asian & White

_____ Native Hawaiian/Other Pacific Islander
____ American Indian/Alaska Native & Black/African American





____ Other Multi-Racial

Please check “Yes” or “No”:


Please check all that apply:


Hispanic or Latino: Yes: _____  No: _____
Male: _____    Female: _____  Female Head of Household: ____

 





Disabled: _____


C. Job Title and Description: _________________________________________________________________

Date Employed (mo./day/yr.): ____/____/____
Check one:
Full-Time: _____  



Part-Time: _____  (less than 35 hours per week)

D. Circle your household size & one income range in the corresponding row that represents your household income for the previous 12 months:

	Household Size
	Income Range (30%)
	Income Range (50%)
	Income Range (80%) 
	Income Range (NL)

	1 person
	
	
	
	

	2 person
	
	
	
	

	3 person
	
	
	
	

	4 person
	
	
	
	

	5 person
	
	
	
	

	6 person
	
	
	
	

	7 person
	
	
	
	

	8 persons or more
	
	
	
	


E. Employee Signature: __________________________________________________  Date: ___/____/_______

=======================   Do Not Write Below This Line – For Office Use Only    =============================

County:______________________    FY: ________




LMI Qualified Y: _____  N: _____

