Attachment B

	FULL PROPOSAL FOR FY2014 OFFICE OF RURAL HEALTH FUNDS

Submission to Office of Rural Health (ORH) Must Be Complete By COB April 18, 2014.

Please fill out this form completely.  Instructions (in blue) should be deleted, but all items must be addressed for the application to be reviewed.  This must be submitted in Microsoft Word format.

	Rural Expansion of Specialty Care Access Network-Extension for Community Healthcare Outcomes (SCAN-ECHO)
Contact Information

Project Lead:
VISN:

Email:

Facility Name/City/State:
VAST Station #: 

VISN Rural Consultant (VRC): 
Participating sites (up to 10): Include VAST Station Numbers and Facility Names for all participating facilities.  If no VAST station number, include facility name and location.  PLEASE NOTE:  Participating facilities MUST serve a minimum of 50% rural/highly rural Veterans
VAST Station Number

Facility Name/Location

SCAN-ECHO Specialty Care Area of Participation
_____________________________________________________________________________________

Medical Center Director’s Letter of Support for Project (attachment or embedded* document/email)
Medical Center Director’s Letter of Support should include a commitment that at least one participating provider will attend 75% of sessions and that all participating providers will participate in the formal evaluation conducted by Quality Enhancement Research Initiative (QUERI).

VISN Director’s Letter of Support for Project (attachment or embedded* document/email)

Submissions must be endorsed by the Participating Facility Director(s) and the VISN Director.  Proposals are submitted to the ORH Knowledge Management System by the VRC.  VRCs also must upload a single document listing the titles and file names of all SCAN-ECHO proposals for the VISN. Submissions must be complete by COB April 18, 2014.
*To embed a file, select Insert/Object/Create from file, then browse for file and select the option ‘Display as Icon’.

	I. List of Participating Providers
Provider Name

Credential(s)

VAST Station #

Facility Name

II. Statement of Need.  Discuss selection of disease module including 1) Prevalence of disease in patient panel, 2) examining past records to determine which specialty care service is most often referred for fee-care, 3) primary provider interest, 4) volume and  categories of specialty consults, 5) evaluating specific medication use, and/or 6) other.
III. Program Management:  Discuss how clinical coordinator will be used to support the project and how they will gather and manage project data. Discuss how participating PCP’s time will be covered, plan for training other members of PACT team on specialty care topic, plan for patients to be referred to SCAN –ECHO trained PCP, plan for identifying patients for case presentation, plan for collecting basic program.
IV. Budget Discussion:   Discuss in detail any space renovations, Clinical Video Telehealth (CVT) equipment, specialty care medical equipment required for SCAN-ECHO implementation, and the qualifications required of any FTEE to be funded.  Note:  any funded CVT equipment must be approved by the VHA’s Office of Telehealth Services.  



Required Tables
Number of Veterans impacted. (Data may be obtained from VSSC Enrollment Cube)
	Facilities Impacted

(VAST Station # and facility name)
	Total Number of Veterans Enrolled in Catchment Area
	Total Number of Rural and Highly Rural Veterans Enrolled in Catchment Area
	Expected Number of Veterans that will be Served by this Project in FY14

	
	
	
	Total Veterans 
	Rural and Highly Rural Veterans

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Detailed Budget Request:   List each FTEE, including current staff to be reassigned and new staff to be hired, and completely specify equipment and services.  For all equipment, include model numbers and names.
	Item
	MS
	MSC
	MF
	Comments

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Total
	
	
	
	Grand Total:  



