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FORM 1 

MCHB PROJECT BUDGET DETAILS FOR FY _______ 
1. MCHB GRANT AWARD AMOUNT $ 

2. UNOBLIGATED BALANCE $ 

3. MATCHING FUNDS

(Required:  Yes [  ]   No [  ]   If yes, amount)

$ 

A. Local funds $ 

B. State funds $ 

C. Program Income $ 

D. Applicant/Grantee Funds $ 

E. Other funds: $ 

4. OTHER PROJECT FUNDS (Not included in 3 above) $ 

A. Local funds $ 

B. State funds $ 

C. Program Income (Clinical or Other) $ 

D. Applicant/Grantee Funds (includes in-kind) $ 

E. Other funds (including private sector, e.g., Foundations) $ 

5. TOTAL PROJECT FUNDS  (Total lines 1 through 4) $ 

6. FEDERAL COLLABORATIVE FUNDS

(Source(s) of additional Federal funds contributing to the project)

$ 

A. Other MCHB Funds (Do not repeat grant funds from Line 1)

1) Special Projects of Regional and National Significance (SPRANS) $ 

2) Community Integrated Service Systems (CISS) $ 

3) State Systems Development Initiative (SSDI) $ 

4) Healthy Start $ 

5) Emergency Medical Services for Children (EMSC) $ 

6) Autism Collaboration, Accountability, Research, Education and Support Act $ 

7) Patient Protection and Affordable Care Act

8) Universal Newborn Hearing Screening

9) State Title V Block Grant $ 

10) Other: $ 

11) Other: $ 

12) Other: $ 

B. Other HRSA Funds

1) HIV/AIDS $ 

2) Primary Care $ 

3) Health Professions $ 

4) Other: $ 

5) Other: $ 

6) Other: $ 

C. Other Federal Funds

1) Center for Medicare and Medicaid Services (CMS) $ 

2) Supplemental Security Income (SSI) $ 

3) Agriculture (WIC/other) $ 

4) Administration for Children and Families (ACF) $ 

5) Centers for Disease Control and Prevention (CDC) $ 

6) Substance Abuse and Mental Health Services Administration (SAMHSA) $ 

7) National Institutes of Health (NIH) $ 

8) Education $ 

9) Bioterrorism

10) Other: $ 

11) Other: $ 

12) Other $ 



OMB Number:  0915-0298 

Expiration Date: 06/30/2022 

Attachment C | 4 

7. TOTAL COLLABORATIVE FEDERAL FUNDS $ 

INSTRUCTIONS FOR COMPLETION OF FORM 1 
MCH BUDGET DETAILS FOR FY ____ 

Line 1.  Enter the amount of the Federal MCHB grant award for this project. 

Line 2. Enter the amount of carryover (e.g., unobligated balance) from the previous year’s award, if any. New 

awards do not enter data in this field, since new awards will not have a carryover balance. 

Line 3. If matching funds are required for this grant program  list the amounts by source on lines 3A through 3E as 

appropriate.  Where appropriate, include the dollar value of in-kind contributions. 

Line 4. Enter the amount of other funds received for the project, by source on Lines 4A through 4E, specifying 

amounts from each source.  Also include the dollar value of in-kind contributions. 

Line 5. Displays the sum of lines 1 through 4. 

Line 6. Enter the amount of other Federal funds received on the appropriate lines (A.1 through C.12) other than the 

MCHB grant award for the project.  Such funds would include those from other Departments, other 

components of the Department of Health and Human Services, or other MCHB grants or contracts. 

Line 6C.1.  Enter only project funds from the Center for Medicare and Medicaid Services.  Exclude 

Medicaid reimbursement, which is considered Program Income and should be included on Line 3C or 4C. 

If lines 6A.8-10, 6B .4-6, or 6C.10-12 are utilized, specify the source(s) of the funds in the order of the 

amount provided, starting with the source of the most funds.  . 

Line 7. Displays the sum of lines in 6A.1 through 6C.12. 


