) WCMC Template Adobe-Forms-B1 1/1/2011

| .-

= GRANTS.GOV™ Grant Application Package
Opportunity Title: |Resear-:'_"_ Project Grant (Parent RO1) |
Offering Agency: |Na—at ional Institutes of Health | WGl Ao e L L by 2 e

be used to apply for the specific Federal funding
CFDA Number: opportunity referenced here.

CFDA Description: |

If the Federal funding opportunity listed is not
Opportunity Number: PA-10-067 the opportunity for which you want to apply,

- . - JER— close this application package by clicking on the
Competition ID: ADOBE-FORMS-B1 “Cancel" button at the top of this screen. You
Opportunity Open Date: 10/15/2010 will then need to locate the correct Federal
Opportunity Close Date: 0170772013 :::’dmgnog::sun"y. download its application

Agency Contact:

Grants Info

Grants Information

E-mail: GrantsInfolnih.gowv
Fhone: 301-435-0714

This opportunity is only open to organizations, applicants who are submitting grant applications on behalf of a company, state, local or
tribal government, academia, or other type of organization.

* Application Filing Name: | |
Mandatory Documents Move Form to Mandatory Documents for Submission
Complete §F424 (R & R)
Research And Related Other Prcject Informaticon
Research And Related Senior/Key Person Profile
Move Form to Project/Performance Site Location(s)
Delete PHS 398 Research Plan
PHS 3%8 Cover Page Supplement
PH5 398 Checklist
Optional Documents Move Formto  Optional Documents for Submission
SubmissionList  [Recearch & Related Budget
R & R Subaward Budget Attachment (s) Form

PHS Cover Letter

Mave Form to PHS 398 Modular Budget
Delete

Instructions

@ Enter a name for the application in the Application Filing Name field.

- This application can be completed in its entirety offline; however, you will need to login to the Grants.gov website during the submission process.

- You can save your application at any time by clicking the "Save" button at the top of your screen.

- The "Save & Submit" button will not be functional until all required data fields in the application are completed and you clicked on the "Check Package for Errors” button and
confirmed all data required data fields are completed.

@ Open and complete all of the documents listed in the "Mandatory Documents” box. Complete the SF-424 form first.

- It is recommended that the SF-424 form be the first form completed for the application package. Data entered on the SF-424 will populate data fields in other mandatory and
optional forms and the user cannot enter data in these fields.

- The forms listed in the "Mandatory Documents” box and "Optional Documents" may be predefined forms, such as SF-424, forms where a document needs to be attached,
such as the Project Narrative or a combination of both. "Mandatory Documents" are required for this application. "Optional Documents™ can be used to provide additional

support for this application or may be required for specific types of grant activity. Reference the application package instructions for more information regarding "Optional
Documents”,

- To open and complete a form, simply click on the form's name to select the item and then click on the == button. This will move the document to the appropriate "Documents
for Submission” box and the form will be automatically added to your application package. To view the form, scroll down the screen or select the form name and click on the
"Open Form" button to begin completing the required data fields. To remove a form/document from the "Documents for Submission” box, click the document name to select it,
and then click the <= button. This will return the form/document to the "Mandatory Documents” or "Optional Documents” box.

- All documents listed in the "Mandatory Documents” box must be moved to the "Mandatory Documents for Submission” box. When you open a required form, the fields which
must be completed are highlighted in yellow with a red border. Optional fields and completed fields are displayed in white. If you enter invalid or incomplete information in a
field, you will receive an error message.

@ Click the "Save & Submit” button to submit your application to Grants.gov.

- Once you have properly completed all required documents and attached any required or optional documentation, save the completed application by clicking on the "Save"
button.

- Click on the "Check Package for Errors” button to ensure that you have completed all required data fields. Correct any errors or if none are found, save the application
package.

- The "Save & Submit" button will become active; click on the "Save & Submit” button to begin the application submission process.

- You will be taken to the applicant login page to enter your Grants.gov username and password. Follow all onscreen instructions for submission.



OMB Number: 4040-0001
Expiration Date: 06/30/2011

g’ ELIZ;TAII?IEEQFRE;ERAL ASSISTANCE 3. DATE RECEIVED BY STATE | State Application Identifier

1.* TYPE OF SUBMISSION 4. a. Federal Identifier |

|| Pre-application |X]|Application [ |Changed/Corrected Application b. Agency Routing Identifier

2. DATE SUBMITTED Applicant Identifier

5. APPLICANT INFORMATION * Organizational DUNS: (0602175020000 |

*Legal Name: (;can & Sanford I.Weill Medical College of Cornell University |

Department: |Re5earc'_“_ . Sponscred Programs ] Division: |Grant5 & Contracts |

* Street1: |130{) York Avenue

Street2: |T—sox a9 |

* City: |_\Iew York | County / paﬁﬁh:lNew York |
* State: | NY: New York | Province: | |
* Country: | USA: UNITED STATES *ZIP / Postal COd91|1UDES—4S(}5

Person to be contacted on matters involving this application

Prefix: * First Name: |Michelle Middle Name: |z . ]
" Last Name: |Le'w'is | Suffix: I:l

* Phone Number: ¢46-962-8250 | Fax Number: [s46-562-0531 |

Email: |g:'ar1tsand-:or1t racts@med.cornell.edu |

6. * EMPLOYER IDENTIFICATION (EIN) or (TIN):

13-1623978

7.* TYPE OF APPLICANT: 0O: Private Institution of Higher Education
Other (Specify): | |
Small Business Organization Type |_ Women Owned |_ Socially and Economically Disadvantaged
8. * TYPE OF APPLICATION: If Revision, mark appropriate box(es).
\:\ New D Resubmission DA. Increase Award D B. Decrease Award \:\C, Increase Duration | |D. Decrease Duration
" | Renewal | |Continuation | |Revision [ ] E. Other (Specify):| |
*Is this application being submitted to other agencies? [Yes| | No| || What other Agencies? | |
9. * NAME OF FEDERAL AGENCY: 10. CATALOG OF FEDERAL DOMESTIC ASSISTANCE NUMBER:l
National Institutes of Health | TITLE:

11. * DESCRIPTIVE TITLE OF APPLICANT'S PROJECT:

12. PROPOSED PROJECT: *13. CONGRESSIONAL DISTRICT OF APPLICANT
* Start Date * Ending Date

I | | I NY-014

14. PROJECT DIRECTOR/PRINCIPAL INVESTIGATOR CONTACT INFORMATION

Prefix: I:l * First Name: I I Middle Name: |
* Last Name: | | Suffix: I:|

Position/Title: | |

* Organization Name: |joan ¢ sanford I.Weill Medical College of Cornell Uni'-fersitj,!|

Department:l | Division: | |

* Street1: I I

Street2: | |

* City: | | County / Parish: | |

* State: | | Province‘.| |

* Country: | USA: UNITED STATES * ZIP [ Postal Code: | |
* Phone Number: | | Fax Number: | |

* Email: | |




SF 424 (R&R) ApPLICATION FOR FEDERAL ASSISTANCE Page 2

15. ESTIMATED PROJECT FUNDING 16.* 1S APPLICATION SUBJECT TO REVIEW BY STATE EXECUTIVE
ORDER 12372 PROCESS?

a. YES | | THIS PREAPPLICATION/APPLICATION WAS MADE
AVAILABLE TO THE STATE EXECUTIVE ORDER 12372
PROCESS FOR REVIEW ON:

DATE: |

a. Total Federal Funds Requested |

b. Total Non-Federal Funds |

¢. Total Federal & Non-Federal Funds I

b. NO [X| PROGRAM IS NOT COVERED BY E.O. 12372; OR

d. Estimated Program Income |

PROGRAM HAS NOT BEEN SELECTED BY STATE FOR
REVIEW

17. By signing this application, | certify (1) to the statements contained in the list of certifications* and (2) that the statements herein are
true, complete and accurate to the best of my knowledge. | also provide the required assurances * and agree to comply with any resulting
terms if | accept an award. | am aware that any false, fictitious. or fraudulent statements or claims may subject me to criminal, civil, or
administrative penalities. (U.S. Code, Title 18, Section 1001)

[X| *1agree

* The list of certifications and assurances, or an Internet site where you may obtain this list, is contained in the announcement or ag Y sp instr

18. SFLLL or other Explanatory Documentation
| | I Add Attachment I I Delete Attachment I | View Attachment I

19. Authorized Representative

Prefix: * First Name: |3 chelle Middle Name: |A |
* Last Name: |Lewi5 | Suffix: |:|

* Position/Title:

Director, Research & Sponsored Programs |

* Organization: |Joan & Sanford I.Weill Medical College of Cornell University |

Grants & Contracts

Department: |Research & Sponscred Programs | Division:

* Street1: |13OU York Avenue |

Street2: [Box 89 |

* City: |New York County / Parish: |yew vork |

* State: | NY: New York | Province: | |
* Country: | USA: UNITED STATES * ZIP / Postal Code: |1Do.55_4305

* Phone Number: ¢46-967-8250 Fax Number: [s16-967-0531 |

* Email: |grant.sandccntracts@med. cornell.edu

* Signature of Authorized Representative * Date Signed

| Completed on submission to Grants.gov | | Completed on submission to Grants.gowv

20. Pre-application H Add Attachment I l Delete Attachment I I View Attachment I




RESEARCH & RELATED Other Project Information

1. * Are Human Subjects Involved? ID Yes D No I
1.a If YES to Human Subjects

Is the Project Exempt from Federal regulations? |_| Yes |—\ No
If yes, check appropriate exemption number. D1 D2 :l 3 D 4 D 5 E 6
If no, is the IRB review Pending? E Yes \:\ No

IRB Approval Date: If YES to Human Subjects, please
Human Subject Assurance Number: | | enter 00000093 as the Human Subject
2.” Are Vertebrate Animals Used? || Yes " No | Agssurance Number.
2.a. |If YES to Vertebrate Animals If YES to Vertebrate Animals, please
Is the IACUC review Pending? | | Yes | |No enter A3290-01 as the Animal Welfare
IACUC Approval Date: | Assurance Number.

Animal Welfare Assurance Number |

3. * Is proprietary/privileged information included in the application? ID Yes D No I

4.a. " Does this project have an actual or potential impact on the environment? |D Yes D No I

4b. If yes, please explain:

4.c. If this project has an actual or potential impact on the environment, has an exemption been authorized or an environmental assessment (EA) or
environmental impact statement (EIS) been performed? |_| Yes |_| No

4.d. If yes, please explain: |

5. " Is the research performance site designated, or eligible to be designated, as a historic place? ||:| Yes \:| No |

5.a. If yes, please explain: |

6. * Does this project involve activities outside of the United States or partnerships with international collaborators? |D Yes D No |

6.a. If yes, identify countries:

6.b. Optional Explanation: |

7. * Project Summary/Abstract | I | Add Attachment I lDeIete Attachmeml I View Attachment I

8. * Project Narrative | | [_Add Attachment | [Delete Attachment | | View Attachment |

9. Bibliography & References Cited | | [[Add Attachment | [Delcte Attachment ] [ View Attachment |
10. Facilities & Other Resources | | [_Add Atachment | [Delete Atachment] [ view Atachment |
11. Equipment | | [_Add Attachment | [Delete Attachment ] [ View Attachment |

12. Other Attachments | Add Attachments I |Delcm Attachmcntsl |\fic:w Attachmcmsl :|




OMB Number: 4040-0001
Expiration Date: 06/30/2011

RESEARCH & RELATED Senior/Key Person Profile (Expanded)

PROFILE - Project Director/Principal Investigator

Prefix: :\ * First Name:l | Middle Name:l
* Last Name: | | Suffix: I:l

Position/Title: | Department: | |

Organization Name:|Joan & Sanford I.Weill Medical College of Cornell University |Division:|

* Street1: | |

Street2: | |
* City: County/ Parish:
I | I |

* State: | Province: | |

*Country: | USA: UNITED STATES * Zip / Postal Code:l |

* Phone Number:l I Fax Number: | |

* E-Mail:l I

Credential, e.g., agency Ic-gin:| |

* Project Role: |PD,.«PI | Other Project Role Category: | |

Degree Type: |

Degree Year: |

*Attach Biographical Sketch | I | Add Attachment I Delete Attachment VView Attachment

Attach Current & Pending SUPPOI'tl | [ Add Attachment | | Delete Attachment | | View Attachment |

PROFILE - Senior/Key Person 1

Prefic| ] *FirstName: | Middle Name: |

Position/Title: | Department: | |

Organization Name:| ] Division:l

* Street1: |
Street2: | |
* City: | County/ Parish: | |

* State: _ | Province:| |

* Zip / Postal Code: | |

* Country: | USa: UNITED STATES

* Phone Nurnber:: | Fax Number: |

* E-Mail: | |

Credential, e.g., agency login: |

* Project Role: | | Other Project Role Category: |

Degree Type: | |

Degree Year: | |

*Attach Biographical Sketch | | Add Attachment | | Delete Attachment | | View Attachment |
Attach Current & Pending Support | | Add Attachment l I Delete Attachment I | View Attachment I
I Delete Entry l | Next Person I

To ensure proper performance of this form; after adding 20 additional Senior/ Key Persons; please save your application, close the Adobe
Reader, and reopen it.



OMB Number: 4040-0010

. . . Expiration Date: 08/31/2011
Project/Performance Site Location(s)

| am submitting an application as an individual, and not on behalf of a company, state,

Project/Performance Site Primary Location D local or tribal government, academia, or other type of organization.

OrganizationName:‘Joan & Sanford I.Weill Medical College of Cornell University

DUNS Number: |O602175020000 ‘

* Street1: ‘1300 York Avenue

Street2: ‘ |

* City: ‘New York ‘ County: ‘New York

* State: ‘NY: New York ‘

Province: ‘ ‘

*Country:‘USA: UNITED STATES ‘

" ZIP / Postal Code: |10065-4805 ‘ * Project/ Performance Site Congressional District: |[NY-014

u | am submitting an application as an individual, and not on behalf of a company, state,

Project/Performance Site Location 1
i local or tribal government, academia, or other type of organization.

Organization Name: l

DUNS Number: ‘ ‘

* Street1:

Street2:

* City: ‘ County: ‘

* State:

Province: ‘ ‘

* Country: ‘USA: UNITED STATES ‘

* ZIP / Postal Code: ‘ * Project/ Performance Site Congressional District:

Additional Location(s) | || Add Attachment | | Delste Attachment | [ View Attachment |




OMEB Mumber: 0925-0001

PHS 398 Research Plan

1. Application Type:

From SF 424 (R&R) Cover Page. The response provided on that page, regarding the type of application being submitted, is repeated for your

reference, as you attach the appropriate sections of the Research Plan.

*Type of Application:

| |New | |Resubmission | |Renewal | |Continuation | |Revision

2. Research Plan Attachments:

Please attach applicable sections of the research plan, below.

1. Introduction to Application |

| | Add Attachment l |Deir-_‘l.e ﬁ\.‘.lachl'nen:l | iew f\il.a.::hmentl

(for RESUBMISSION or REVISION only)

2. Specific Aims |

| | Add Mtachmen.tl |[TJ&=|ELH A'.Tat:hl'nen:l | View Anan_:l‘nrleml

3. *Research Strategy |

I | Add Attachment I |[,'Jeleb.=: I-‘\ltar;l'lmen:l | View Auachmer:[l

4. Inclusion Enroliment Report |

| | Add Aﬂachmentl [Delete Atiachmeant] | View Attachment |

5. Progress Report Publication List |

| | Add Aﬁachmentl |Delste ﬂll;‘u:l]r‘nenzj [ View Attachment |

Human Subjects Sections

6. Protection of Human Subjects |

| | Add Attachm‘erttl |Deli-_‘-te: Aﬁauhmerul | View .ﬂ,t‘rar_;hmc:rul

7. Inclusion of Women and Minorities |

| | Add A!‘lachmentl |Dea’t‘:[e ;\‘.lanzl*.rnen'.l | View Allaz:hn'leml

8. Targeted/Planned Enrollment Table |

| | Add Attachment I |Def_ete ﬂ\:‘tachment_l | View Attachment l

9. Inclusion of Children |

| | Add Aﬂachmentl |Delr:zr.s f\':tachmer‘.:l | View f-\ltachmeml

Other Research Plan Sections

10. Vertebrate Animals |

| | Add Attachment I |[.'Jl=_"r.':ts.-? Attachment] | View Aftachment|

11. Select Agent Research |

| | Add Aﬂachmentl |Delnte ﬂ.!'[achmer'n:l | View Allat:hnml'nl

12. Multiple PD/PI] Leadership Plan |

| I Add Attachment I IDelete A{Lacnmer!t] | View Allacnn'uentl

13. Consortium/Contractual Arrangements |

| | Add Attachment | |Dc|c-te Attacnmeratl | View Altar_‘nmcn'.l

14. Letters of Support |

| I Add Attachment I | Delete Attachment] | View Attachment |

15. Resource Sharing Plan(s) |

| [ Add Attachment | [Delete Attachment] [ View Attachment |

16. Appendix Add Attachments l |Ren~.r_\w_- .»"-\nae;hmentsl | View Attachments l




PHS 398 Cover Page Supplement OMB Number: 0925-0001

1. Project Director / Principal Investigator (PD/PI)

Prefix: | | * First Name: I_ I
Middle Name: _|

* Last Name: |

Suffix:

2. Human Subjects

Clinical Trial? | INo [ |Yes

* Agency-Defined Phase Il Clinical Trial? |_’ No |_ Yes

3. Applicant Organization Contact

Person to be contacted on matters involving this application

Prefix: Ms . | * First Name: |Michelle

Middle Name: |n. |

* Last Name: |Lewis
Suffix: | |
* Phone Number: 646-962-8290 Fax Number: |646-962-0531 |

Email: |gra:tsandccntracts@med. cornell.edu |

*Title: Director, Research & Sponscored Programs

* Street1: ‘1300 York Avenue
Street2: |3<}x 89
* City: ‘New York ‘

County/Parish: |Mmr York |

* State: | NY: New York
Province: l |

* Country: |US?\: UNITED STATES * Zip / Postal Code: 10065-4805




PHS 398 Cover Page Supplement

4. Human Embryonic Stem Cells

* Does the proposed project involve human embryonic stem cells? |—\ No |— Yes

If the proposed project involves human embryonic stem cells, list below the registration number of the
specific cell line(s) from the following list: http://stemcells.nih.goviresearch/registry/. Or, if a specific
stem cell line cannot be referenced at this time, please check the box indicating that one from the
registry will be used:

Cell Line(s): || Specific stem cell line cannot be referenced at this time. One from the registry will be used.




Close Form | Print Page

PHS 398 Checklist

OMB Number: 0925-0001

1. Application Type:

From SF 424 (R&R) Cover Page. The responses provided on the R&R cover page are repeated here for your reference, as you answer
the questions that are specific to the PHS398.

* Type of Application:

|D New D Resubmission DRanewaI D Continuation El Revision I

Federal Identifier: | |

2. Change of Investigator / Change of Institution Questions

j Change of principal investigator / program director

Name of former principal investigator / program director:

Prefix: |
* First Name:
Middle Name: |

* Last Name:
Suffix: |

j Change of Grantee Institution

* Name of former institution:

3. Inventions and Patents (For renewal applications only)

*Inventions and Patents:  Yes| | No|[ |

If the answer is "Yes" then please answer the following:

* Previously Reported: Yes [ | No|[ |




4. * Program Income

Is program income anticipated during the periods for which the grant support is requested?

[ ]ves L

If you checked "yes" above (indicating that program income is anticipated), then use the format below to reflect the amount and
source(s). Otherwise, leave this section blank.

*Budget Period *Anticipated Amount ($) *Source(s)

5. * Disclosure Permission Statement

If this application does not result in an award, is the Government permitted to disclose the title of your proposed project, and the name,
address, telephone number and e-mail address of the official signing for the applicant organization, to organizations that may be
interested in contacting you for further information (e.g., possible collaborations, investment)?

| |Yes | |No




[ ] (g+v) syouag abuu4 pue sabem ‘Aiejes [ejoL

(paysanbay spund) {g-v} 196png Q3.1v13Y4 ® HOYY3S3Y

|auuosiad 48yl JaquinN |ejo |

($) peysenbay spund , (§) siyeusg

abung ,

() Arejeg
pajsanbay .

SUJUO SYJUOI SUIUOW

‘wng

"pesy

‘led

|eous|D/|E1U.)8I08S
sjuapnig syenpelbiespun

Sjusphig sjenpelo
S8)eI00SSY [B10}00( Jsod

INHnn

ajoy joaloug . |auuosiad
JO JaquInp ,

|auuosiad Jayi0 ‘g

_ JUBLULIENY MBIA __ JUBWL2ERY 8l8leq __ JUBWU2ENY PPY _ _

:suos.tad Aay| Joluasg [euoiippy

| uosiag feyijsolues jeroL

a|l} paysepe ay) U] suosiad A3y Jojuag ||e Joy pajsanbal spund (o]

I | I | L]

I | I | I |

_
_
_
|
_
_
[
|

|
_
|
|
|
_
_
_

_
__ __ __ __ __ _
Ta/ad]| I I I I |

() paysanbay spung ,

($) syyouag
abuuy ,

| LOZ/0€/90 :@)eQ uoneldx3
1L 000-0%0¥ JequnN ginNo

($) Asejes
poysanbay ,

SUJUOIY SYIUOR SYIUOI

‘wng

‘PeY

ed

($) fuejes aseg

ajoy 1osfold Xiyng aweN jse , aWweN 9IpPIN  BwEeN S , xyaid

uosiad Kayjjiolueg v

L pouediebpng [ |iseapua.[  |ieeaves.

_ TeSTpPSH TTTeM™T pACIUERS 3 umOﬁ_ :uonjeziuebiQ jo sweu ssjug

wniposuon/piemeqng H_ 198l01d _M :adA] jebpng ,
_ oooomomﬁmomo_ ‘SNNA TVNOILVZINYOHO -

} AOI3d 139an9g ‘9’8 V NOILLO3S - 139AN9 A31V13Y ® HOYVISIY



Close Form |

RESEARCH & RELATED BUDGET - SECTION C, D, & E, BUDGET PERIOD 1
* ORGANIZATIONAL DUNS: 05021750 : |

* Budget Type: |X Project :| Subaward/Consortium

EnternameofOrganization:| 't & Sanford I.Welll Medir ;|

* Start Date: I:l* End Date: : Budget Period 1

C. Equipment Description

List items and dollar amount for each item exceeding $5,000

Equipment item * Funds Requested ($)

© 0 =N ;A W N =

|
|
|
‘|
| |
|
|
|
|
10.|

11. Total funds requested for all equipment listed in the attached file |

|
|
|
|
|
|
| |
|
|
|
|
|

Total Equipment |

Additional Equipment: | | | Add Attachment Il Delete Attachment ” View Attachment I

D. Travel Funds Requested ($)

1. Domestic Travel Costs ( Incl. Canada, Mexico and U.S. Possessions) | |

2. Foreign Travel Costs | |
Total Travel Cost | |

E. Participant/Trainee Support Costs Funds Requested ($)
1. Tuition/Fees/Health Insurance | |
2. Stipends | |
3. Travel | |
4. Subsistence | |
5. Other | | ] |

I |

|:| Number of Participants/Trainees Total Participant/Trainee Support Costs

RESEARCH & RELATED Budget {C-E} (Funds Requested)



Close Form |

RESEARCH & RELATED BUDGET - SECTION F-K, BUDGET PERIOD 1
“ ORGANIZATIONAL DUNS: | £02175020( |
* Budget Type: ?| Project |— Subaward/Consortium

Enter name of Organization: | Sa 7 Medica |

* Start Date: I:’* End Date: I:I Budget Period 1

F. Other Direct Costs Funds Requested ($)

Materials and Supplies

Publication Costs

Consultant Services

ADP/Computer Services

Equipment or Facility Rental/User Fees

Alterations and Renovations

L B NS s Rk BN S

|
l
|
[
Subawards/Consortium/Contractual Costs |
|
|
|
|
|

Total Other Direct Costs | |

G. Direct Costs Funds Requested ($)
Total Direct Costs (A thru F) | |

H. Indirect Costs Indirect Cost  Indirect Cost

Indirect Cost Type Rate (%) Base ($) * Funds Requested ($)

MTDC

P WN =

Total Indirect Costs | |

Cognizant Federal Agency |T:-H HS, Robert 1. Aarcnson, 212-261-2069 |
{Agency Name, POC Name, and POC Phone Number)

I. Total Direct and Indirect Costs Funds Requested ($)
Total Direct and Indirect Institutional Costs (G + H) ]

J. Fee Funds Requested ($)

K. * Budget Justificationl I | Add Attachment I | Delete Attachment I I View Attachment I
(Only attach one file.)

RESEARCH & RELATED Budget {F-K} (Funds Requested)



RESEARCH & RELATED BUDGET - Cumulative Budget

Totals ($)

Section A, Senior/Key Person | |

Section B, Other Personnel | |

Total Number Other Personnel | |
Total Salary, Wages and Fringe Benefits (A+B) | |

Section C, Equipment | |

Section D, Travel | |

1. Domestic | |

2. Foreign | |

Section E, Participant/Trainee Support Costs |

. Tuition/Fees/Health Insurance

. Stipends

. Other

1
2
3
4. Subsistence
5
6

|
|
. Travel |
|
|
|

. Number of Participants/Trainees

Section F, Other Direct Costs |

Materials and Supplies

Publication Costs

Consultant Services

ADP/Computer Services

Equipment or Facility Rental/User Fees

Alterations and Renovations

Other 1

© o0 N o g k0N =

Other 2
10, Other 3

|
|
|
|
Subawards/Consortium/Contractual Costs |
|
|
|
|
|

Section G, Direct Costs (A thru F) |
Section H, Indirect Costs |
Section I, Total Direct and Indirect Costs (G + H) |
Section J, Fee |




R&R SUBAWARD BUDGET ATTACHMENT(S) FORM

OMB Number: 4040-0001
Expiration Date: 06/30/2011

Instructions: On this form, you will attach the R&R Subaward Budget files for your grant application. Complete the subawardee budget(s) in
accordance with the R&R budget instructions. Please remember that any files you attach must be a PDF document.

| Click here to extract the R&R Subaward Budget Attachment l

Important: Please attach your subawardee budget file(s) with the file name of the subawardee organization. Each file name must be unique.

1) Please attach Attachment 1 |

Add Attachment

Delete Attachment

View Altachment

2) Please attach Attachment 2

Add Attachment

Deleta Attachmaeant

View Attachment

3) Please attach Attachment 3

Add Attachment

Delete Attachment

View Altachment

4) Please attach Attachment 4

Add Attachment

Delete Attachment

View Attachment

5) Please attach Attachment 5

Add Attachment

Delete Attachment

View Aftachmenl

6) Please attach Attachment 6

Add Attachment

Delete Attachmeant

View Attachment

7) Please attach Attachment 7

Add Attachment

Delete Attachment

View Altachment

8) Please attach Attachment 8

Add Attachment

Delete Attachment

View Attachment

9) Please attach Attachment 9

Add Attachment

Delete Attachment

View Aftachment

10) Please attach Attachment 10 |

Add Attachment

Delete Attachment

View Attachment




PHS Cover Letter

OMB Numbers: 0925-0001
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PHS 398 Modular Budget, Periods 1 and 2

OMB Number: 0925-0001

Budget Period: 1

samome |

End Date:

A. Direct Costs

* Direct Cost less Consortium F&A

Consortium F&A

* Total Direct Costs

* Funds Requested ($)

B. Indirect Costs Indirect Cost  Indirect Cost

Indirect Cost Type Rate (%) Base ($) * Funds Requested ($)
1, liroc | I
2 [ [ |
3. L [ |
4. Ll [ |
CanizanlAgency (Agency Name, POC Name and Phone Number)|Robert I. Aaronson

Department of Health & Human Services
Federal Plaza, Foom 41-122
New York, NY 10278
212-261-2069 or 212-264-2088

Indirect Cost Rate Agreement Date

Total Indirect Costs | |

C. Total Direct and Indirect Costs (A + B)

Funds Requested ($)| I

Budget Period: 2

A. Direct Costs

* Direct Cost less

Consortium F&A
Consortium F&A

* Total Direct Costs

__* Funds Requested (§)

B. Indirect Costs

Indirect Cost

Indirect Cost

Indirect Cost Type Rate (%) Base ($) * Funds Reguested ($)
1. |mTDC | ” |I
2 L] |
3. Ll |
4. Ll |

Cognizant Agency (Agency Name, POC Name and Phone Number)

Indirect Cost Rate Agreement Date

Robert I. Aaronson
Department of Health & Human Services
Federal Plaza, Room 41-122
MNew York, NY 10278
212-261-2069 or 212-264-2088

Total Indirect Costs |

C. Total Direct and Indirect Costs (A + B)

Funds Requested ($) I I




PHS 398 Modular Budget, Periods 3 and 4

Budget Period: 3

A. Direct Costs

* Funds Requested ($)

* Direct Cost less Consortium F&A

Consortium F&A

* Total Direct Costs

* Funds Requested ($)

B. Indirect Costs Indirect Cost  Indirect Cost
Indirect Cost Type Rate (%) Base ($)

1. |MTDC | I I

. ] |

g ] |

4 | |

Cognizant Agency (Agency Name, POC Name and Phone Number)

Indirect Cost Rate Agreement Date [06/24/2070

Fobert I. Aaronson

Department of Health & Human Services
Federal Plaza, Room 41-122

New York, NY 10278

212-261-2069 or 212-264-2088

Total Indirect Costs |

C. Total Direct and Indirect Costs (A + B)

Funds Requested ($) I

Budget Period: 4

A. Direct Costs

* Funds Regquested ($)

* Direct Cost less Consortium F&A

Consortium F&A

* Total Direct Costsl |

B. Indirect Costs

Indirect Cost Indirect Cost
Indirect Cost Type Rate (%) Base ($) * Funds Requested ($)
! fproc | | I
2 [l | |
3 L H |
4. L | |
Cognizant Agency (Agency Name, POC Name and Phone Number) |pobert T. Raronson

Indirect Cost Rate Agreement Date

Department of Health & Human Services
Federazl Plaza, Room 41-122

New York, NY 10278

212-261-2069% or 212-264-2088

Total Indirect Costs |

C. Total Direct and Indirect Costs (A + B)

Funds Requested ($) |




PHS 398 Modular Budget, Periods 5 and Cumulative

Budget Period: 5

A. Direct Costs

* Funds Requested (§)

* Direct Cost less Consortium F&A

Consortium F&A

* Total Direct Costs

B. Indirect Costs Indirect Cost  Indirect Cost

1.

4.

c

Indirect Cost Rate Agreement Date Total Indirect Costs |

Indirect Cost Type Rate (%) Base ($) * Funds Requested ($)

MTDC | ” ]I

[l |

ognizant Agency (Agency Name, POC Name and Phone Number) |Robert I. Aaronson

Department of Health & Human Services
Federal Plaza, Room 41-122

New York, NY 10278

212-261-2069 or 212-264-2088

C. Total Direct and Indirect Costs (A + B) Funds Requested ($) |

Cumulative Budget Information

1. Total Costs, Entire Project Period

*Section A, Total Direct Cost less Consortium F&A for Entire Project Period $ |

|
Section A, Total Consortium F&A for Entire Project Period $ | |
*Section A, Total Direct Costs for Entire Project Period $ | l
*Section B, Total Indirect Costs for Entire Project Period $ [ |
*Section C, Total Direct and Indirect Costs (A+B) for Entire Project Period ~ § | |

2. Budget Justifications

Personnel Justification ‘ ‘ | Add Attachment I | Delete x\:tachmertl I View Attachment I

Consortium Justification ‘ ‘ | Add Attachment I Delete Attachment
Additional Narrative Justiﬁcation‘ ‘ | Add Attachment | Delete Attachment

View Attachment

View Attachment




