APPENDIX ‘A’
	Service Learning Programs
Workscope


	Contractor Name:
	
	Contract ID#:
	

	Contractor Address:
	Street:
	
	City:
	
	Zip Code:
	

	Executive Director:
	
	Telephone:
	

	Email:
	
	Fax:
	

	Program Director:
	
	Telephone:
	

	Email:
	
	Fax:
	

	Fiscal Officer:
	
	Telephone:
	

	Email:
	
	Fax:
	

	
	

	Beacon/OST Site:
	
	Beacon Contract # __________
	
	OST Contract # __________
	
	

	Site Name:
	

	Site Address:
	Street:
	
	City:
	
	Zip Code:
	

	
	
	
	
	
	
	
	
	

	Site Type:
	
	NYC Public School
	
	Other School
	
	
	NYCHA site
	
	Community Center

	
	
	
	
	
	
	
	



	Community District:
	
	
	Enrollment: _______
	
	

	Program Duration:
	
	
	
	
	

	
	
	School Year (October to June)
	
	School Year & Summer (October  to August) 
	


	Program Start Date:
	
	
	
	Does your program run by cycles:  Yes  No

	Number of participants served each cycle:
	
	
	
	Start Dates of Cycles: 
	

	Length of Program Cycles:
	
	
	
	Number of Cycles:
	

	
	
	
	
	

	TACB Provider:
	
	TASC
	
	PASE


	Staffing Plan

Include all staff utilized for Service Learning.  Indicate Staff title, the amount of staff in that title, the % of their time dedicated to Service Learning, whether they are paid and their role in the program.  This plan should mirror the staffing plan in your Budget.   


	Title
	# of Staff in Title
	% of time
	Paid
Y/N
	Role 



	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	




	Program Mission:
Please provide your CBO’s mission statement, and if different the mission statement of your program.  

Answers the question: What is my long term vision or goal for children, adults, or families in my community? 




	Community Served and Target Population:

Please describe the community which your Service Learning program serves and your program’s target population. 

 Please also include a needs assessment of the population.  

Answers the questions: Why and how do I know my community needs a Service Learning Program?

What are the factors, issues, or problems that my program is trying to eliminate?

Program Objectives/Strategies:

Please provide a description of your programs objectives and strategies.  

Answers the questions: What are the broad category of services or approaches that my program provides?

How does my program strategy/objective address community needs?
Partnership/Linkages

Please list and describe the breadth and diversity of linkages that you have in place for your site including Health Care linkages, School Linkages, and community Partner linkages.   Please speak specifically about how you will integrate and encourage lessons on health, mental health and sexual health within your programming.  Please provide contact information for each of your linkages.

Linkage Type:  

Provider/Organization : 

Address: 
Contact Name:
Contact Title:  
Phone Number: 

Fax Number
Email Address: 

Description of Linkage:

Linkage Type:  

Provider/Organization : 

Address: 
Contact Name:
Contact Title:  
Phone Number: 

Fax Number
Email Address: 

Description of Linkage:

Linkage Type:  

Provider/Organization : 

Address: 
Contact Name:
Contact Title:  
Phone Number: 

Fax Number
Email Address: 

Description of Linkage:




Program Activities Schedule
Please complete the grid below about all planned activities.  Additionally, please submit a sample program schedule.
	Program Activity
	Category

Action Hours/Structure Learning
	Description
	First Day of Activity
	Last day of Activity
	Days of the week
	Time

	
	
	
	
	
	
	

	

	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	











