UW School of Medicine and Public Health

 Oversight and Advisory Committee

Wisconsin Partnership Program

No Cost Extension Form
Guidelines:
The no cost extension policy states that grantees may request a one-time extension of the end date of the grant of up to twelve (12) months if additional time beyond the established end date is required to complete the original scope of work and grant funds remain.  The administrative staff will perform a review of the information provided on the attached form along with financial status report history, progress reports and other correspondence.  The no cost extension request of unspent grant funds must be spent on eligible costs related to the goals and objectives of the project as stated in the scope of work in the MOU and supported by documentation.  In addition, any unspent grant funds must be spent within the approved time frame as indicated on the attached form.
The no cost extension request must include the following information:

· Name of Community Partner (Applicant Agency), contact person, phone and email address

· Project title

· Project start date

· Project end date

· Total amount of grant funds spent inception-to-date

· Total no cost extension request of unspent grant funds

· No cost extension period of time for grant funds to be drawn down

· Summary of progress to date on the project goals and objectives

· Explanation of why a no cost extension is necessary, including assurance that the scope of work will not change. 

· Explanation of how the no cost extension of unspent grant funds would be spent by major budget category (salary, fringe benefits, travel, equipment, supplies, consultants, other)

· Estimated Financial Status Report (FSR) for the current contract year

Please use the attached form and send (electronically is acceptable) to the following address at least sixty (60) days prior to the end of the expiration date (period of agreement) specified in the MOU:

Submit this report electronically to:
wpp@hslc.wisc.edu
Also submit a signed hard copy to:
Wisconsin Partnership Program


Health Sciences Learning Center

750 Highland Avenue, Room 4230


Madison, WI 53705-2221
*-Acceptable electronic signatures includes: scanned or faxed signatures, or an electronic stamp.  There is no need to submit a hard copy by mail if an electronic signature is provided on the No Cost Extension Form.

University of Wisconsin School of Medicine and Public Health

Oversight and Advisory Committee

Wisconsin Partnership Program

No Cost Extension Form
GRANTEE
	Community Partner (Applicant Agency):
	

	Contact Person:
	
	Title:
	

	Address:
	
	Phone:
	

	Email Address:
	
	


PROJECT
	Project Title:
	

	Project Start Date:
	
	Project End Date:
	
	Total Grant Award:
	$

	Total WI Partnership Program Grant Expenditures – Inception to Project End Date **:
	$

	Total No Cost Extension Request of Unspent Grant Funds:
	$

	No Cost Extension Period (mm/dd/yy)
	FROM: 
	
	TO:
	
	


** Provide details (including any estimates through the original end date) on the Financial Status Report

SUMMARY OF PROGRESS TO DATE
Provide a summary describing the progress made to date on the goals and objectives of the project.  DO NOT exceed the space provided below using single-spaced, 11-point font.


NO COST EXTENSION REQUEST: Provide an explanation of why a no cost extension of unspent grant funds is necessary.  The explanation should provide assurance that the project’s originally approved scope of work will not change.  Also provide details of how unspent grant funds would be spent by major budget category (salary, fringe benefits, travel, equipment, supplies, consultants, other).  Include a copy of the estimated Financial Status Report (FSR) for the current contract year.

DO NOT exceed the page provided below using single-spaced, 11-point font.


By signing this form, the community partner and the fiscal agent (if applicable) attests that he/she are duly authorized to sign on behalf of the organization and the fiscal agent, respectively.  In addition, the community partner and the fiscal agent (if applicable) attest that the information provided on this form is accurate, complete and current.   
Signature below signifies agreement of all parties to the terms outlined above.  All other terms and conditions outlined in the Memorandum of Understanding remain unchanged.

	Community Partner (Applicant Agency): 

	

	Name:
	
	Date:
	

	Signature*:
	

	Title:
	


	Fiscal Agent (If Applicable):

	

	Name:
	
	Date:
	

	Signature*:
	

	Title:
	


	Academic Partner:

	

	Name:
	
	Date:
	

	Signature*:
	


* - Electronic signature is acceptable.  See guidelines for further details.

ACCEPTANCE:

	UW School of Medicine and Public Health– The Wisconsin Partnership Program

	

	No cost extension request:
	$
	

	No cost extension period (mm/dd/yy):
	FROM:
	
	TO:
	

	Name:
	Eileen M. Smith, Assistant Dean
	Date:
	

	Signature:
	

	OAC Approval Necessary:
	YES
	
	NO
	
	

	Date of OAC Meeting:
	
	

















