COMMUNITY HEALTH INVESTMENTS 2016-2017, SOCIAL DETERMINANTS OF HEALTH I
Application Form
I. APPLICANT INFORMATION

Complete your application using the space provided.
County of Ventura Health Care Agency

1873

Name of Organization: _____________________________________________________Year Incorporated: ________
Not Applicable

Name of Fiscal Agent, if applicable: _________________________________________________________________
95-6000944

Tax ID Number (fiscal agent if using such): ______________________________
5851 Thille St., Suite #2

Street address (include fiscal agent if not the same): ____________________________________________________		
			
93003
Ventura, CA
City and State _________________________________________ 9-digit Zip code______________–________(Req.)
Name and title of President, Executive Director, or Chief Executive Officer
Johnson K. Gill

___________________________________________________________________________________________
805-677-5272

Telephone(s) _________________________________________________________________________________
johnson.gill@ventura.org

www.ventura.org

Email address ____________________________________Website _____________________________________
Name and title of project contact if different from above:
Erik Cho, MSHA, Manager, Population Health and Clinical Integration

___________________________________________________________________________________________
805-339-1168

Telephone(s) _________________________________________________________________________________
erik.cho@ventura.org

Email address ________________________________________________________________________________
Type of Organization:
Select one:

o
o
✔

501(c)(3)
Public or government entity

County Government

State type of entity _________________________________________

Oxnard Hypertension Outreach Project

Project Name ________________________________________________________________________________
Oxnard (zip code 93033)

Geographic Area(s) Served _____________________________________________________________________
Beneficiaries who are at risk, have undiagnosed, or have uncontrolled hypertension

Population(s) Served __________________________________________________________________________
23,235,342

$392,715.47

149,574.44

Organizational budget $ _______________ Project budget $ _______________ GCHP request $ _______________
Does your organization meet ALL the criteria outlined in the Request for Applications

✔
o

Yes

o
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II. SUMMARY OF REQUEST

Please note that no funds will be provided for direct medical services.
Check off the Social Determinant of Health that you propose to address. You must select one:
✔ Access to quality health care
Ao

B o Access to quality and affordable food options
C o Neighborhood and built environments
1. Organizational Background and Capacity to Address Selected Social Determinant of Health
State your organization’s overall mission and goals, and describe the current programs and activities most relevant to
the proposed project. Describe your organization’s experience and qualifications in addressing the selected social
determinant of health.
Maximum 2,960 characters
The Ventura County Health Care Agency's (VCHCA) mission is: "to provide comprehensive, cost-effective,
compassionate health care for our diverse community, especially those facing barriers, through an exceptional
workforce, education and forward thinking leadership." The VCHCA is a department within the Ventura County
government system that is a health system serving a low-income population through its county-wide network of 19
Federally Qualified Health Centers (FQHCs), two county-hosted One-Stop homeless centers, 12 California
state-licensed clinics, eight mental health clinics, six alcohol and drug clinics, two acute care hospitals (Designated
Public Hospitals), seven urgent care facilities, two public health clinics, Emergency Medical Services, and Medical
Examiner.
The Ambulatory Care Department's FQHC primary care clinics currently manage care for more than 107,000 Ventura
County residents who visit Ambulatory Care clinics at least 325,000 times each year. In 2016, approximately 67% of
the patients served at Ventura County’s FQHC clinics were Gold Coast Health Plan (GCHP) members. The County of
Ventura’s designation as a Community Health Center (CHC) grantee under the Health Resources Services and
Administration (HRSA) demonstrates its experience and qualifications to provide access to quality health care, the
selected social determinant of health for this project, for the most vulnerable county residents.
Access to screenings and specialty care services for Ventura County populations with high incidences of treatable
and preventable health conditions is critical to ensure that organizational goals are achieved. Specific to the Oxnard
Hypertension Outreach Project (OxHop) is the experience VCHCA has in preventing and treating chronic disease by
designing services that utilize evidence-based practices and that target high-prevalence community health disparities.
For example, the Diabetes Center for Excellence was established in 2010 at the Las Islas Family Medical Group
primary care clinic due to the high prevalence of diabetes among Ventura County residents, especially in South
Oxnard and Port Hueneme, and provides disease specific services (i.e., wound management, retinal screening,
insulin pump therapy, support groups). VCHCA utilizes standards of care for hypertension (HTN) that align with the
Centers for Disease Control and Prevention's Million Hearts Initiative.
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2. Targeted Geographic Area and Population: Does your proposed project target the diverse populations and
contribute to geographic equity in Ventura County?
Describe the geographic area(s) and population(s) that will benefit from the proposed effort. Provide available
demographic data when possible.
Maximum 3,906 characters
The targeted geographic area is Oxnard, specifically the 93033 zip code. This population has a high prevalence of
HTN and other preventable co-morbidities as compared to Ventura County and the rest of California (see Section 3).
The 93033 zip code's population experiences multiple social determinants of health that adversely affect chronic
disease prevalence and health outcomes.
The 93033 zip code is home to 83,057 residents, approximately 13,200 of whom are Medi-Cal beneficiaries assigned
to the VCHCA. The median age is 28.7 years as compared to 37.1 years for Ventura County. The residents are
predominantly young multicultural and multilingual married couples with children living in multigenerational
households in rented apartments or single family houses. The average household size is 4.81 persons, compared to
3.08 for Ventura County. Physical activity is focused on playing soccer or softball
(http://www.esri.com/data/esri_data/ziptapestry).
The race/ethnicities of residents in this zip code is 74.0% white, 8.2% Asian, 2.2% black, 2.1% American
Indian/Alaska Native, 10.3% some other race, and 2.8% two or more races; 82.5% are Hispanic or of Latin origin and
6.0% are white alone, not Hispanic or Latino, in comparison with 41.6% Hispanic or Latino and 47.0% white alone for
Ventura County. The language spoken at home by 80.0% of the population in the 93033 zip code is a language other
than English, and 42.3% speak English less than "very well." For Ventura County overall, 38.5% of the residents
speak a language other than English at home (American Factfinder, 2015).
Primary occupations are in the agricultural industry (21.6%), followed by educational services (13.5%), manufacturing
(13.3%), and retail (10.7%). Only 53.8% of the population aged 18 and older graduated high school and only 8.5%
have a bachelor's degree, compared to 83.1% high school graduates and 31.7% college graduates for Ventura
County. In 2015, the median household income was $54,002, with $15,843 per capita income, and the unemployment
rate was 10.4%. In comparison, the median Ventura County household income was $77,348, per capita income was
$33,435, and the unemployment rate was 8.6%. Poverty affects 19.8% of all residents and 29.8% of children under
age 18; 35.3% are below 200% of the federal poverty level. In comparison, 11.1% of the overall Ventura County
population live below the poverty level (American Factfinder, 2015).
The project targets the county's diverse population by focusing services in an area where there are a large
percentage of Hispanic residents, Medi-Cal beneficiaries, and persons facing barriers to care due to the social
determinants of health. Further, the project promotes geographic equity by expanding access to quality health care by
providing direct outreach and care coordination services where there is a greater prevalence of HTN as compared to
other Ventura County areas, indicating a gap in services for this population.
VCHCA has extensive experience in serving this target population at high risk for HTN. Quality health care services
are provided within this targeted area at the Las Islas Family Medical Group, which incorporates the Primary Care
Clinic, Women's Health Clinic, Diabetes Clinic, Urgent Care, and Orthopedic Clinic.
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3. Statement of Need and Alignment with GCHP Selected Priorities
Describe the needs, problems or issues to be addressed through the proposed project. Identify and describe in detail
the specific social determinant of health that you have selected to address, including available data on the incidence
of the problem in Ventura County. Explain specifically how the selected social determinant impacts the health status
of your targeted population and that of GCHP members. Provide specific data whenever possible to justify the need.
Explain how your proposal is aligned with GCHP’s Social Determinants of Health I funding priorities.
Maximum 3,720 characters
The primary social determinants of health being addressed by the Oxnard Hypertension Outreach Project include
cultural health beliefs and behaviors, language, and health literacy, along with other barriers to accessing health care.
Hispanic patients perceive less control over their health, experience more health care barriers, and demonstrate lower
rates of health literacy than other populations (https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4730414/). Many target
population residents are at risk, have HTN, and/or have uncontrolled HTN but are unaware of the dire health
consequences that result. Although health care services are available for treatment, multiple social determinants of
health are obstacles that prevent those who need services from accessing them. The project will address these social
determinants by ensuring that project services are provided in a culturally appropriate manner utilizing bilingual staff
and educational materials; residents will understand, through screening and health education, that they have a health
problem that needs to be addressed; and by providing support services, health care barriers and access gaps will be
diminished. The project aligns with GCHP's funding priorities because it will directly impact the population's access to
quality health care by connecting residents with HTN with needed care (i.e., individualized treatment plans,
pharmaceuticals, education, home support, nutritional support) through community outreach that will result in
improved health outcomes. Lack of access to quality health care impacts the target population of beneficiaries with
HTN by allowing uncontrolled HTN (>140/90) to impact cardiovascular disease (CVD) as well as cause
life-threatening damage to the arteries of the heart, brain, and kidneys
(http://www.mayoclinic.org/diseases-conditions/high-blood-pressure/in-depth/high-blood-pressure/art-20045868).
The population with HTN currently served by VCHCA in this zip code is 77.3% Hispanic and 22.7% non-Hispanic.
VCHCA's patients with HTN in this zip code total 4,285 residents, with an average age of 57.7. Among this
population, 56.4% have uncontrolled HTN (HRSA-UDS, 2016).
Among Hispanics, lack of HTN awareness and lack of effective blood pressure (BP) control are problematic, as are
higher incidence rates of HTN-related co-morbidities compared with non-Hispanic populations
(https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3624012/). Among VCHCA patients in the 93033 zip code, 45.2% of
the population has HTN compared to 23.7% of residents in Ventura County and 28.8% in California. Co-morbidities
often seen among hypertensive patients also aggravate the condition: a) 16.4% of 93033 VCHCA adult patients have
diabetes, compared to 7.1% of residents in Ventura County and 9.4% in California; b) 36.9% of 93033 VCHCA adult
patients are obese, compared to 23.7% of residents in Ventura County and 28% in California.
HTN is the most common risk factor for CVD, surpassing smoking, obesity, and diabetes mellitus, and is a significant
predictor of premature death and cardiovascular disability (https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3038918/).
The evidence-based strategies of the project will help abate the increasing number of HTN-related mortalities among
the Hispanic population through effective HTN treatment.
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4. Proposed Request
Explain in detail how you propose to address the particular social determinant impacting the heath of the targeted
population. Indicate why you have selected the proposed strategies and what evidence there is that shows that
implementation of the proposed approach will lead to improved health. Describe how the program will be implemented
over the 12-month grant period. Your proposal design must be sound and feasible.
Maximum 3,813 characters
The Oxnard Hypertension Outreach Project will impact community health by implementing focused intervention to
identify residents who are at risk for HTN, have undiagnosed HTN, and have uncontrolled HTN, and provide improved
access to quality health care services utilizing the following strategies:
COMMUNITY OUTREACH: Staff at the Las Islas Family Medical Group will screen for HTN. These screenings and
data collection from the Cerner EHR will identify a target population of those with a history of high BP and those
diagnosed with HTN. Three Community Health Workers (CHWs) will provide this target population with nutrition and
exercise education, health coaching, and referrals for health care and other community-based services. The outreach
focus will be to: 1) identify beneficiaries with undiagnosed and untreated HTN, 2) reduce/eliminate barriers to health
care access, 3) provide education to ensure that beneficiaries understand the importance of controlling HTN, and 4)
monitor beneficiaries with HTN in the community setting. Agencies that regularly partner with VCHCA for community
outreach will participate to ensure connections with the target population. This strategy was selected because
outreach programs that provide education and follow-up, along with pharmacologic intervention and lifestyle
modification counseling, show a reduced BP (http://onlinelibrary.wiley.com/doi/10.1111/j.1751-717.2012.00622.x/full).
HYPERTENSION CLINIC: Beneficiaries who have difficulty controlling their BP or other high-risk conditions will be
referred to the Hypertension Clinic. Beneficiaries will be provided focused attention on care management, including
written self-management plans and frequent follow-ups. A clinic medical director will implement high standards of care
and algorithms according to the Million Hearts Initiative. This HTN clinical champion will also educate clinical staff and
peers about these standards of care when treating high-risk beneficiaries. A dietitian will provide nutritional
counseling, evaluation, and individualized nutrition plans. A registered nurse will provide health screenings and
assessments, care coordination, HTN management information and counseling, medication reconciliation, exercise
information, and referrals to community resources. CHWs will be integrated in a team approach to provide
community-based care coordination to ensure that health referrals are being accessed. The comprehensive services
will encourage beneficiary accountability for managing their own hypertensive condition, with follow-ups and routine
check-ups to track improvements. This strategy was selected because implementing systematic approaches, HTN
control champions, and clinical guidelines result in improvements in HTN control
(https://millionhearts.hhs.gov/files/HTN_Change_Package.pdf).
HOME VISITS: Patients who are referred to the Hypertension Clinic will have at least one home visit by a CHW to
assess the beneficiary's living condition to identify any contributing factors, identify and mitigate barriers to accessing
health care, monitor BP readings, provide healthy eating education and assistance in complying with their nutrition
plan, develop and monitor the beneficiaries exercise plan, identify community resources for exercise options, evaluate
medication compliance, and provide any other needed community/health referrals. Those beneficiaries who have
recurrent BP control issues may have multiple visits to help mitigate their risk. This strategy was selected because
supplementing routine care with periodic home visits produced up to a 21% increase in BP control
(https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1650178/).
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5. Project Benchmarks
Describe your project goals, objectives, and outcomes. These must be specific, measurable and attainable. What will
success look like? (Must be consistent with attached Workplan).
Maximum 3,948 characters
Project success will be determined by the impact that the project's strategies have on community health, primarily by
demonstrating that the strategies result in improvements in BP readings, treatment plan compliance, and
self-management skills. Once the project is launched no later than the beginning of month 2 after the CHWs have
been hired and trained, the project will provide at least 11 months of services to the target population with no ramp up
needed. During this first month and continuing on during implementation during the project year, the Las Islas Family
Medical Group staff will identify beneficiaries to target as indicated by their recorded elevated or hypertensive BP. This
will ensure that those most at risk are targeted for services and referred to the Hypertension Clinic. The following
goals, objectives, and outcomes will drive the project's activities and quality improvement processes.
Goal 1: To connect the target population with quality health care services to treat HTN through outreach and care
coordination.
Objective 1.1-1.2: By 12/31/17, create a target population of at least 2,200 members, with recorded elevated or
hypertensive BP. By 6/30/18, maintain or expand the target population.
Outcome 1.1-1.2: By 12/31/17, at least 40% of target population will access health services for HTN control, measured
by CHW service records/EHRs. By 6/30/18, at least 60% of target population will access health services for HTN
control, measured by CHW service records/EHRs.
Goal 2: To reduce HTN levels in the target population.
Objective 2.1-2.2: By 12/31/17, at least 40% of participants will have a written HTN treatment plan, measured by
EHRs. By 6/30/18, at least 60% of participants will have a written HTN treatment plan.
Outcome 2.1-2.2: By 12/31/17, at least 10% of participants with uncontrolled HTN who access CHW services will
show HTN control (<140/90), measured by EHRs. By 6/30/18, at least 15% of participants with uncontrolled HTN who
access CHW services will show HTN control (<140/90), measured by EHRs.
Goal 3: To improve self-management skills among the target population.
Objective 3.1-3.2: By 12/31/17, at least 20% of participants will have at least one home visit by CHWs, measured by
CHW service records. By 6/30/18, at least 40% of participants will have at least one home visit by CHWs, measured
by CHW service records.
Objective 3.3-3.4: By 12/31/17, at least 40% of participants receive nutritional and/or exercise education, measured by
CHW service records/EHRs. By 6/30/18, at least 60% of participants with HTN will receive nutritional and/or exercise
education.
Outcome 3.1-3.2: By 12/31/17, at least 20% of participants will have improved self-management knowledge,
measured by follow-up surveys. By 6/30/18, at least 30% of participants will have improved self-management
knowledge.
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6. Collaborative Partners
Identify any collaborative partnerships that you have already established or that will be established for the successful
implementation of the proposed effort. Describe the roles and responsibilities of identified partners and how they will
contribute to the proposal.
Maximum 1,472 characters
VCHCA maintains an extensive partnership network with community-based organizations and other partners to
provide needed services and access to the target population. The following organizations will assist in the project
efforts by providing access to the target population members and by promoting HTN health screening events at their
location and providing space for the screenings: Ventura County Human Services Agency, Area Housing Authority,
FOODShare, Interface Children & Family Services, United Way, Ventura County Office of Education and Oxnard
school districts, First 5 Ventura County and Oxnard Neighborhoods for Learning, and Oxnard churches.
The Boys and Girls Club of Oxnard, Mexican Consulate, and the Mixteco Indigena Community Organizing Project
provided further evidence of this collaboration by providing Letters of Support demonstrating their commitment to the
project.
The Las Islas Medical Group has agreed to provide clinic time and space for the Hypertension Clinic, as
documented by the attached letter of support from Dr. Miguel Cervantes, Medical Director.

7. Key Staff and Responsibilities
List key project staff and volunteers and describe their roles and responsibilities. Indicate their level of expertise in
addressing the identified social determinant of health.
Maximum 1,860 characters
Key project staff members who will ensure that the project is conducted in alignment with GCHP requirements and
priorities include the following existing staff. These staff members’ salaries and benefits are being contributed in-kind
to the project:
A qualified Hypertension Clinic Medical Director is to be named, ensuring that the clinic operations are conducted in
alignment with the standards of the Million Hearts Initiative and training clinical staff and peers in HTN standards of
care and algorithms to support treatment decisions. Erik Cho, VCHCA Population Health and Clinical Integration
Manager: Erik Cho oversees special projects. His role in the Oxnard Hypertension Outreach Project will be as Project
Director, ensuring that the project is developed and operationalized according to this proposal. Susan White Wood,
VCHCA Grants Manager: Susan White Wood will ensure compliance with the grant terms and conditions as well as
any reporting requirements. Elizabeth Galway, VCHCA Fiscal Manager: Elizabeth Galway will ensure that the grant
funding is managed and accounted for in project reporting.
These key staff will support/supervise the clinic registered nurse and dietitian provided through FQHC funding and
Medi-Cal reimbursements, and the three CHWs requested through GCHP grant funding.
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8. Potential Challenges
Identify any potential challenges that might be encountered in the course of implementing the proposed project and
describe how each of these challenges will be overcome.
Maximum 1,395 characters
The difficulty of achieving HTN control in the target population is a challenge, given the patients’ frequent
co-morbidities. This will be overcome by utilizing evidence-based strategies and guidelines for health care for HTN
(Million Hearts Initiative), combined with a more intensive outreach and care coordination model designed to improve
compliance with treatment plans, which have been shown to improve chronic disease outcomes (see Section 4).
Another potential challenge is finding CHWs who can help beneficiaries bridge social/cultural barriers and navigate
the health care system. To overcome this challenge, CHWs who will be hired will be bilingual in Spanish and
culturally competent. Project staff recruitment will be focused on finding CHWs who reside in the 93033 zip code by
enlisting the use of communication vehicles (i.e., bulletin boards, newsletters, social media) of partnering agencies in
the area. Barriers to healthy food is a significant challenge because not only are there a proliferation of fast food and
convenience store options, but some cultural food traditions among this population are unhealthy. This will be
overcome by nutrition education, counseling, cooking classes, and FOODShare bringing fresh produce to the clinic.

III. FISCAL INFORMATION

9. Please explain how you will programmatically and financially sustain this project. Identify any additional funds
raised in support of this effort. Indicate the sources of funds raised as well as the specific amounts. If there is
a funding gap, explain your plan to close that gap.
Maximum 1,860 characters
The project will be programmatically sustained by its integration into the Ambulatory Care Department's inventory of
services. The Hypertension Clinic and outreach services will be managed by the Clinic Medical Director in partnership
with FQHC Clinical Manager. Administratively, the project will be overseen by the Primary Care Medical Director,
Michelle Laba, MD, and Chief Operations Officer, Renee Higgins, MD. Project performance improvement and patient
care quality will be managed by Medical Director, Theresa Cho, MD.
The project will be financially sustained by integration into the VCHCA operating budget, FQHC grant funding,
Medi-Cal reimbursement for services, and fundraising efforts through local medical foundations/associations,
nonprofit grant-making foundations, and state and federal opportunities, such as future 1115 Waiver Whole Person
Care funding rounds.
Proposed funding for this application will be provided by in-kind contributions from the VCHCA 2017-2018 operating
budget ($50,947.45), and HRSA FQHC funding and Medi-Cal reimbursements for direct services for the operation of
the Hypertension Clinic and CHW management ($192,193.58). The GCHP funding will support the three CHW
salaries and fringe, and educational materials; the other funding will support the other staff and other direct and
indirect costs. This is expected to continue into future years of operation. No gaps in funding are anticipated for this
project due to the elevated need that places this clinic and outreach services as a VCHCA priority for this population.
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IV. EVALUATION

10. Describe how you will evaluate the success of the proposed project. Describe what measures and metrics will
be used to demonstrate that you successfully achieved the project objectives and outcomes (must be
consistent with attached Workplan).
Maximum 1,504 characters
The success of the proposed project will be determined by the impact that it has on population health improvements in
the targeted population. This success will be measured by a process and outcome evaluation that will be quantified
and described to GCHP in its bi-annual project progress reports using the GCHP forms provided, which will also
include reporting on the fiscal use of funds. The process evaluation will determine if the project was developed and
implemented as described in this application, how the project was received by the target population and project staff,
what barriers occurred during project activity delivery, and how data was used to improve project quality. The outcome
evaluation will look specifically if the goals, objectives, and outcomes were achieved, and the degree to which they
were achieved. Six-month and 1-year objectives and outcomes were proposed to align with reporting requirements.
The measures and metrics that will be used to demonstrate success will include: 1) EHRs showing access to care and
service units, treatment plan activity, and health outcomes; 2) CHW records showing screening results, referrals,
home visit services, and education delivered; and 3) pre-post surveys showing improved HTN condition awareness
and self-management methods. Other measures used to evaluate success in the process evaluation will include
training reviews, patient satisfaction surveys, and Plan-Do-Study-Act (PDSA) process reports.

V. STRATEGIC BENEFIT TO GCHP MEMBERS

11. Please explain how the proposed effort will benefit GCHP members directly. Estimate the number of GCHP
members that might benefit from your efforts.
Maximum 1,504 characters
The total adult population (ages 18+) that VCHCA currently serves in the 93033 zip code is 9,486 persons. Among
these are 6,104 GCHP beneficiaries (64.3%). Other GCHP members will directly benefit by: 1) being screened for
HTN; 2) being educated about HTN, including the need for a healthy lifestyle (diet and exercise), HTN prevention, and
HTN management; 3) being referred for quality health care services that are specifically designed to address this
chronic condition using best practices; 4) developing a HTN treatment plan with a physician; 5) developing a nutrition
plan; 6) being provided care coordination and follow-up by CHWs; and 7) being provided home visits that will reduce
barriers to access to health care, improve patient health literacy, and motivate beneficiaries to be compliant with their
treatment plan.
It is estimated that the CHWs will work with the target population of 2,200 GCHP beneficiaries with elevated or
hypertensive BP living in the 93033 zip code during the project period. Among these reached by the CHWs, 60% of
beneficiaries will have a HTN written treatment plan, and 15% of these patients with uncontrolled HTN will show HTN
control (<140/90). Outreach and education will also be provided to the community beyond the target population, many
of whom are anticipated to be GCHP beneficiaries.
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12. Specifically outline any type(s) of public recognition that GCHP will receive if your project is funded that are not
already listed in the Acknowledgment checklist (Attachment C).
Maximum 651 characters
GCHP will be acknowledged on educational materials, literature/brochures, and the Hypertension Clinic website that
will be created for the program. GCHP's crucial involvement in the project will also be acknowledged at VCHCA
program evaluation and quality improvement process meetings and conferences, as well as in related literature and
documents.

VI. ORGANIZATIONAL FINANCIAL/LEGAL/LICENSURE

13. Please list any current or previous (within five years) pending material litigation brought against your
organization.
Maximum 558 characters
There is no current or previous pending material litigation against VCHCA.

14. If your organization is tax-exempt, please list any pending or prior allegations or actions questioning or
challenging propriety of tax-exempt status.
Maximum 558 characters
The County of Ventura is a local government agency. Proof of tax status is available upon request. There are no
pending or prior allegations or actions questioning or challenging propriety of VCHCA's tax-exempt status.

VII. AUTHORIZING GRANT AGREEMENT SIGNATOR SIGNATURE
Johnson K. Gill

Print Name and Title of Grant Agreement Signator ______________________________________________________
805-677-5272

johnson.gill@ventura.org

Grant Agreement Signator’s Phone Number ____________________________ Email __________________________
Grant Agreement Signator’s Signature _______________________________________________________________
4/26/17 (see original signature in shipped copies)

Date __________________________________________
All hard copy and electronic documents are due on or before Monday, May 1, 2017 at 4 p.m.
See Request for Applications (RFA) document for submittal guidelines and informational call.
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