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Proposition 1: Behavioral Health Continuum Infrastructure Program (BHCIP) 
Round 1: Launch Ready and Round 2: Unmet Needs Grant 

Letter of Support Request Form from San Francisco Department of Public Health 
_____________________________________________________________________________ 

Instructions to Request a Letter of Support 

Submit this completed form and draft Letter of Support to: BHCIP.BHS.contact@sfdph.org.  
SFDPH Behavioral Health Services (BHS) may contact you with questions or more information. Requests for 
letters of support must be submitted to SFDPH four weeks prior to the date needed. Late requests may not 
have sufficient time to be considered. The latest date to request a LOS for Round 1: Launch Ready is Friday, 
November 15 by 5pm PT. 

Receipt of a Letter of Support from SFDPH does not guarantee that the State will award grant funding for a 
project.  

Letter of Support Contact Information 

Entity Requesting 

Letter of Support 

Entity Address 

Date of Request Date Letter of 

Support Needed 

Are you submitting an application for 

Bond BHCIP? 

Round 1: Launch Ready or Round 2: 

Unmet Needs? 

Type of Entity: 

(Local government, Non-Profit, For-Profit)

Is your entity a contactor with SFDPH or 

City & County of SF? 

If YES, for what services and funding levels? 

Does your entity currently provide 

Medi-Cal behavioral health services? 

If YES, please describe. 

Is SFDPH a partner in this grant? 

Entity Contacts First & Last Name Title Email Phone 

Primary Contact 

Secondary Contact 

Other Contact 
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BHCIP Project Information 

Project Name 

Project Address 

Type of Service(s) 

State License Type 

Project Overview 

& Description 

Proposed New 

Capacity 

(# of new beds, 

treatment slots) 

Provide a brief 

summary of your 

operating business 

plan and expected 

level of Medi-Cal 

funding. 

(Can also attach) 

Total Project Cost $ Total BHCIP Round 1 

Grant Funding Requested 

$ 

Entities interested in seeking letters of support for Bond BHCIP Round 1: Launch Ready grant funding 
applications, as required by the RFA, will only receive a letter of support from SFDPH if the project aligns with 
State and local criteria and priorities, as specified in Sections A and B below.  

A. State Criteria and Priorities Alignment

Please review the State criteria and priorities outlined in the RFA – in Part Two: Project Requirements (pp. 5-
19) and 1.1 Introduction to the Grant Opportunity and State Priorities (p. 3), respectively.

☐ By checking this box, I agree that I have read the State criteria and priorities outlined and in RFA and

can commit to project alignment to all State criteria and at least one State priority.

☐ By checking this box, I commit to the State requirement to provide a sustainable business plan and

acknowledge that SFDPH does not have additional county-supported funds to support the project.

☐ By checking this box, I confirm that my organization is in good financial standing with the City and

County of San Francisco (i.e., not on elevated concern or red flag financial status with CCSF).

https://www.infrastructure.buildingcalhhs.com/wp-content/uploads/2024/07/bond_bhcip_round1_rfa_508.pdf
https://www.infrastructure.buildingcalhhs.com/wp-content/uploads/2024/07/bond_bhcip_round1_rfa_508.pdf
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B. SFDPH Priorities Alignment

To receive a letter of support, proposed projects must align with a majority of local priorities.

Directions: Please enter “Yes” or “No” for each item below. For each “Yes” item, please include a description 
of how the project aligns with the stated priority.  

SFDPH Priorities  

#  Priorities  Yes or No Brief Description, if yes 

B1.
Supports regional distribution of services, 
density of need, and Medi-Cal enrollment 
density.   

B2. Aligns with the goals of Mental Health SF 
and Treatment on Demand Act. 

B3. Aligns with SFDPH’s priorities for 
residential expansion (see Appendix). 

B4.
Project has a sustainable business plan and 
has identified sources to support on-going 
costs. 

B5.
Supports health equity to improve access 
to care across diverse communities within 
San Francisco. 

Signature 

    I, ___________________ certify that the information submitted in the request above is accurate and truthful. 

  Name of Authorized Official (Print First Name & Last Name) 

Signed: _____________________________      ________________________    _________________ 

Signature of Authorized Official   Title            Date 

Submit a draft Letter of Support and a completed, signed form above to BHCIP.BHS.contact@sfdph.org at 
least four weeks prior to the date needed. 

Please include the BHCIP Round # and Round Title as well as the name of the entity in the subject of the 
email. [Example: BHCIP Round 1: Launch Ready Grant (Name of Entity)].  

https://www.sf.gov/sites/default/files/2023-01/MHSF%20Ordinance.pdf
https://codelibrary.amlegal.com/codes/san_francisco/latest/sf_admin/0-0-0-47597#JD_19A.23
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Appendix. Behavioral Health Residential Care and Treatment Bed Analysis (February 2024) 

Source: Slides 13 and 14 from SFDPH’s February 2024 Bed Needs Analysis Hearing 

https://sfgov.legistar.com/View.ashx?M=F&ID=12694517&GUID=5CFC2D44-69D9-4F39-AC19-823BF447515F
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