FACE PAGE – Application for Financial Assistance
HIV Health and Social Services (State Services)
This form requests basic information about the applicant and project, including the signature of the authorized representative.  The face page is the cover page of the application and shall be completed in its entirety.   
RFP-HIV No. 012607
	APPLICANT INFORMATION

	1)  LEGAL NAME:
	     

	2)  MAILING Address Information (include mailing address, street, city, county, state and zip code):
	Check if address change
	 FORMCHECKBOX 


	
	     
     
     
     


	3)  PAYEE Mailing Address (if different from above):
	Check if address change
	 FORMCHECKBOX 


	
	     
     
     
     


	4)  Federal Tax ID No. (9 digit) or State of Texas Comptroller Vendor ID No. (14 digit):
	     

	5)  TYPE OF ENTITY (check all that apply):

	
	 FORMCHECKBOX 

	City
	 FORMCHECKBOX 

	Nonprofit Organization*
	 FORMCHECKBOX 

	Individual

	
	 FORMCHECKBOX 

	County
	 FORMCHECKBOX 

	For Profit Organization*
	 FORMCHECKBOX 

	State Controlled Institution of Higher Learning

	
	 FORMCHECKBOX 

	Other Political Subdivision
	 FORMCHECKBOX 

	HUB Certified
	 FORMCHECKBOX 

	Hospital

	
	 FORMCHECKBOX 

	State Agency
	 FORMCHECKBOX 

	Community-Based Organization
	 FORMCHECKBOX 

	Private

	
	 FORMCHECKBOX 

	Indian Tribe
	 FORMCHECKBOX 

	Minority Organization
	 FORMCHECKBOX 

	Other (specify):
	     
	

	*If incorporated, provide 10-digit charter number assigned by Secretary of State:
	     
	

	6)  PROPOSED CONTRACT PERIOD:
	Start Date: 
	     
	End Date:
	     

	7)  COUNTIES SERVED BY PROJECT:
	

	
	     


	8)  AMOUNT OF FUNDING REQUESTED: 
	     
	10)  PROJECT CONTACT PERSON

	9)  PROJECTED EXPENDITURES 
	
	
	
	Name:

Phone:

Fax:

E-mail:
	     
     
     
     

	Does applicant’s projected state or federal expenditures exceed $300,000 for applicant’s current fiscal year (excluding amount requested in line 8 above)? **

          Yes   FORMCHECKBOX 
          No   FORMCHECKBOX 

**Projected expenditures should include funding for all activities including “pass through” federal funds from all state agencies and non project-related TDH funds.
	
	
	

	
	
	
	

	
	11)  FINANCIAL OFFICER

	
	
	Name:

Phone:

Fax:

E-mail:
	     
     
     
     

	The facts affirmed by me in this application are truthful and I warrant that the applicant is in compliance with the assurances and certifications contained in APPENDIX A:  TDH Assurances and Certifications.  I understand that the truthfulness of the facts affirmed herein and the continuing compliance with these requirements are conditions precedent to the award of a contract.  This document has been duly authorized by the governing body of the applicant and I (the person signing below) am authorized to represent the applicant.

	12)  AUTHORIZED REPRESENTATIVE
	13)  SIGNATURE OF AUTHORIZED REPRESENTATIVE

	
	Name:

Phone:

Fax:

E-mail:
	     
     
     
     
	

	
	
	
	14)  DATE 

	
	
	
	
	


STATE SERVICES PERFORMANCE MEASURES

In the event a contract is renewed, applicant agrees that performance measures(s) will be used to assess, in part, the applicant’s effectiveness in providing the services described.  Address all of the requirements (see PERFORMANCE MEASURES Guidelines) associated with the services proposed in this application.  Attach additional pages if needed.

1. Applicant shall write at least one outcome measure and one output/process performance measure for each funded service in Table 1 of this application (SEE THE GUIDANCE DOCUMENT FOR EXAMPLES)  

2. Applicant shall write a minimum of three performance measures related to the quality of or access to the services to be provided as indicated on Table 1 of this application. 

3. Applicant shall provide at least one service to ( # ) of unduplicated clients during FY2007 (4/1/2007 – 8/31/07). 
CATEGORICAL BUDGET JUSTIFICATION

	STATE SERVICES TOTAL REQUEST (April 1, 2007 – August 31, 2007)
[Total budget for all State Services service categories combined]

Direct Costs

Administrative Costs

Total

A.  PERSONNEL
$________

$________

(TOTAL)
$________

$________

$________

$________

$________

$________

$________

$________

$________

$________

$________

$________

$________

$________

$________

$________

$________

$________

$________

$________

$________

B.  FRINGE BENEFITS
$________

$________

(TOTAL) 

$________

$________

$________

$________

$________

$________

$________

$________

$________

$________

$________

$________

C.  STAFF TRAVEL
$________

$________

(TOTAL)
$________

$________

$________

$________

$________

$________

D. EQUIPMENT
$________

$________

(TOTAL)
E.  SUPPLIES
$________

$________

(TOTAL)
$________

$________

$________

F.  CONTRACTUAL
$             0
$________

$________

$________

$________

$________

$________

$________

$________

$________

$________

$________

$________

$________

$________

$________

G. OTHER
$________

$________

(TOTAL) 

$________

$________
$________

$________

$________ 

$________

$________

$________

$________

$________

$________

$________

H. INDIRECT COSTS
$________

$________

(TOTAL) 

I. TOTALS 

* Total 
Direct


** Total 
Administrative

^ Total Budget

$________

$___________

$________



	


JUSTIFICATION FOR REQUEST FOR EQUIPMENT PURCHASES

Instructions:  Use one Justification form for each item listed on the Equipment List.  For equipment over $25,000, complete this form and the Justification for Equipment over $25,000. Attach copies of specifications and/or other pertinent documentation. For computer equipment, complete specifications must be attached.

Contractor Name:  


Scope of Work: 

Contract Number:
  Contract Term: 

Description of Equipment Requested (attach additional sheets if necessary and copies of specifications and/or other pertinent documentation):

ALL APPLICANTS MUST COMPLETE THIS SECTION:

(1) Does the cost include shipping and handling?

(2) Does the cost include a warranty?

(3) Does the cost include a maintenance agreement? Describe any special maintenance needs, service contracts, insurance, repair costs, etc. related to the proposed equipment.  How will these expenses be supported over time?

(4) Does the cost include training in the use of the equipment?

(5) Why is the equipment needed?  What is the purpose of the equipment? 

(6) Estimate the expected results of the equipment purchase.  Who will benefit and how?  

(7) How many clients will be served with the equipment?  

(8) What administrative or other activities will be accomplished as a result of the equipment purchase?

(9) Where will it be located?

(10) Who will use the equipment?  Is the necessary staff in place to support the proper use of the equipment (e.g., if a van is requested, is there funding already in place to pay for a driver)?   

(11) Will the equipment replace any existing equipment?  If so, please justify the replacement of existing equipment. 
(12) Will the equipment be purchased and owned by the administrative agency or by one of its current subcontractors?  

(13) Why is this equipment more appropriate than other alternatives considered or a less expensive piece of equipment? If the equipment has special or optional features, explain why they are necessary.
(14) If the equipment is a lease-to-purchase agreement, is a copy of the agreement attached?

(15) If the equipment is being leased with no option to buy, explain the benefit(s).

(16) If lease-purchase costs are spread across several funding sources, other than TDH, who are the other funding sources and what is their percent of funding?
(17) If equipment is for an Administrative Agency or its subcontractor, will the equipment be used to directly provide a prioritized client service?  If not, how will the equipment either indirectly support client services and/or support necessary administrative functions?  

CATEGORICAL BUDGET JUSTIFICATION BY SERVICE CATEGORY/SUBCATEGORY
STATE SERVICES (SS) SERVICE CATEGORY/SUBCATEGORY TITLE

		Direct Costs

	Administrative Costs

	Total


	A.  PERSONNEL
	$________

	$________

	(TOTAL)

		$________

	$________

	$________


		$________

	$________

	$________


		$________

	$________

	$________


		$________

	$________

	$________


		$________

	$________

	$________


		$________

	$________

	$________


		$________

	$________

	$________


	B.  FRINGE BENEFITS
	$________

	$________

	(TOTAL) 


		$________

$________

$________

$________

	$________

$________

$________

$________

	$________

$________

$________

$________


	C.  STAFF TRAVEL
	$________

	$________

	(TOTAL)

		$________

	$________

	$________


		$________

	$________

	$________


	D. EQUIPMENT
	$________

	$________

	(TOTAL)

	
	E.  SUPPLIES
	$________

	$________

	(TOTAL)

		$________

	$________

	$________


	F.  CONTRACTUAL
			$             0

		$________

$________

$________

$________

$________

	$________

$________

$________

$________

$________

	$________

$________

$________

$________

$________


	G. OTHER
	$________

	$________

	(TOTAL) 


		$________

$________
$________

$________

	$________ 

$________

$________

$________

	$________

$________

$________

$________


	H. INDIRECT COSTS
	$________

	$________

	(TOTAL) 


	
	I. TOTALS 
	
* Total 
Direct

	
** Total 
Administrative

	^ Total Budget


		$________

	$___________

	$________



	

	


DETAILED UNIT COST BY SERVICE CATEGORY/SUBCATEGORY
SS Service Category/Subcategory:    


1. Proposed cost per unit:   


2. Number of units of services to be provided:   


3. Total cost of services:   


4. Proposed unit/units of service*:   


5. Number of unduplicated clients to be served:   


6. Breakdown of total costs and proposed unit cost:
	Direct Cost Items
	Total Cost
	Unit Cost

	1
	
	
	

	2
	
	
	

	3
	
	
	

	4
	
	
	

	5
	
	
	

	6
	
	
	

	7
	
	
	

	8
	
	
	

	9
	
	
	

	10
	
	
	

	11
	
	
	

	15
	TOTAL DIRECT COST
	
	


	Indirect/Administrative Cost Items**
	Total Cost
	Unit Cost

	1
	
	
	

	2
	
	
	

	3
	
	
	

	4
	
	
	

	5
	
	
	

	6
	
	
	

	7
	
	
	

	8
	
	
	

	9
	TOTAL INDIRECT COST
	
	


*
The unit of service must coincide with the most recent HIV Services Taxonomy for Data Collection from the 
Texas Department of State Health Services. 

**
Applicants must adhere to the 10% administrative cost cap (see “Administrative Costs” in Appendix A of this RFA).
TABLE 1:  Proposed Allocations by Service Category for each Agency for the 5-Month State Services Contract Period (April 1 – August 31, 2007)
BVCOG Subcontractor Name:   


HIV Service Delivery Area:    


Date of Service Delivery Plan:    


Instructions: Use this table to reflect the service priorities established as a result of your last needs assessment process.  Place the ranking number of each prioritized service in column 2 (available in the application guidance document). Use columns 3 and 4 to show your numerical objective for each priority.  In column 3 show the number of units to be provided and in column 4 show the number of persons to be served.  In column 5 state the budget amount requested for that service category that will go to direct services, in column 6 state the budget amount for that service category that will go to administrative costs, and in column 7 state the total budget amount for each service category.  In column 8 indicate what percentage of the total proposed Ryan White Title II award for your agency is allocated to that service category.

*{Table 1 must be completed for EACH AGENCY within the Administrative Agency’s area}*

	Services Category*
	Priority

Ranking
	Objective
	Budgeted Amount for Direct Services
	Budgeted Amount for Administrative Costs
	Total Budgeted Amount for Service Category
	% of Total Ryan White II Funding for Agency

	
	
	Units
	Unduplicated Clients
	
	
	
	

	Ambulatory/Outpatient Medical Care
	
	
	
	$
	$
	$
	

	Drug Reimbursement – Local/Consortium
	
	
	
	$
	$
	$
	

	Medical Case Management
	
	
	
	$
	$
	$
	

	Social Case Management
	
	
	
	$
	$
	$
	

	Oral Health Care
	
	
	
	$
	$
	$
	

	Mental Health Services
	
	
	
	$
	$
	$
	

	Substance Abuse Services – Outpatient
	
	
	
	$
	$
	$
	

	Transportation Services
	
	
	
	$
	$
	$
	

	Health Insurance
	
	
	
	$
	$
	$
	

	Food Bank/Home-Delivered Meals/Nutritional Supplements
	
	
	
	$
	$
	$
	

	TOTALS 
	
	
	
	$
	$
	$
	


*A Glossary of HIV-Related Service Categories is included in the Application Guidance document or, for specific guidance on HIV-related service categories, please go to the Health Resources Services Administration (HRSA) web site at www.hrsa.gov/hab.   
SUBCONTRACTOR DATA SHEET

  Contract Beginning Date                                            Contract Ending Date_________________

  Check source of funding:
 ____ Ryan White ____ State Services  ____ Early Intervention

  Subcontractor Name:___________________________________________________________

  Mail Address:
___________________________________________________________

  Street Address:          ___________________________________________________________

  City, State, Zip:
___________________________________________________________

  Phone Number:
__________________________  Fax Number:______________________

  E-mail address:
___________________________

  Executive Director:

______________________________________________________

  Contact Person & Title:
______________________________________________________

  Estimated Number of Persons to be Served: ___________________

  Services Categories to be provided:*_______________________________________________

*(Attach Table 1 if more than one service is to be provided)

CATEGORICAL BUDGET INFORMATION

Personnel:




$______________


Fringes:




$______________


Travel:





$______________


Equipment:




$______________


Supplies:




$______________


Contractual:




$______________


Other:





$______________



Total Direct Costs (DC):




$______________



Indirect Costs (IC):





$______________



Total Subcontract Amount (DC + IC):



$______________

IF THE CONTRACT IS FOR MORE THAN $25,000, ATTACH A CATEGORICAL BUDGET JUSTIFICATION FOR THE ABOVE ITEMS.
FEE-FOR- SERVICE/UNIT COST CONTRACT

If the subcontract is a fee-for-service or unit cost contract, provide the maximum amount that can be charged under the contract and attach the Fee-For-Service form.
 
AMOUNT: $_____________

  Name of Administrative Agency:__________________________________________________

  Selection Process:__Competitive Bid__Sole Source__Single Source

  Minority Organization?*
________Yes  _________No

  Minority Provider?**
________Yes  _________No  

  Faith-based Organization?
________Yes  _________No

  HUB Certified?

________Yes  _________No

  Does your agency collect sliding-scale fees from clients?  
___Yes ___No

  Does your agency collect co-payments from clients?
___Yes ___No

*Organization in which the Board of Directors is made up of 50% racial or ethnic minority members.

**For the purposes of HRSA’s Consolidated List of Contracts report, an organization/agency must meet the following criteria to be considered a minority provider:

A. have a documented history of providing service to the targeted racial/ethnic minority community(ies) to be served; and

B. are located in or near the targeted racial/ethnic minority community they are intended to serve; and

C. have documented linkages to the targeted racial/ethnic minority populations, so that they can help close the gap in access to services for highly impacted communities of color; and 

D. provide services in a manner that is culturally and linguistically appropriate.

	FEE-FOR-SERVICE FORM 

	  1.  Name of Provider :___________________________________________________________

	  2.  Type of Service/Service Category:_________________________________________________________________

	  3.  Provide a Narrative Justification with sufficient detail to define how the fee-for-service or unit cost was established and the rationale for the number of clients proposed.  This narrative description should include the Who, What, Where, When and Why to justify the unit cost.



	  4.  Fee Charged Per Unit of Service:___________________________________________________

  5.  Number of Units to be Provided:___________________________________________________

  6.  Maximum Charges for this Contract:________________________________________________

	  7.  COMPIS Definition of the Unit of  Service:



	  8.  Unit Cost or Fee-for-Service reimbursement contracts MUST report: the precise unit cost, and the proportion of the unit cost represented by each of the object class categories listed below:*

Personnel:


                                 
Fringe Benefits:


                                 
Travel:



                                 
Equipment:


                                 
Supplies:


                                 
Contractual:


                                 
Other:



                                 
Indirect Costs:


                                 
TOTAL BUDGET:

                                 
Divided by # of Units of Service:
                                 
Equals Fee per Unit of Service:
                                 
   *NOTE:  The budget breakdown is NOT required for unit costs that use a Medicaid approved rate.  If you are using a

     Medicaid approved rate, check the box below:
  Medicaid Approved Rate Used


Rev. 6/18/01

CONTRACT/SUBCONTRACT REVIEW CERTIFICATION (CRC) FORM

GRANTEE NAME: 


CONTRACTOR/SUBCONTRACTOR NAME: 


CONTRACTOR ADDRESS (street, city, state, 9 digit zip code): 


CONTRACTOR 9 DIGIT Employer Identification Number (EIN): 
 

IS THE CONTRACTOR A MINORITY PROVIDER?*



FY 2005 STATE SERVICES AMOUNT AWARDED: 


DATE FUNDS AWARDED:  ___________

PURPOSE AND SCOPE OF CONTRACT (activities and services to be provided): Use ONLY the HRSA service categories. (Attach Table 1 showing categories and amounts budgeted for each category.)

________________________________________________________________________________________________________________________________________________________________________

Does the contractor/subcontractor provide direct client services as opposed to grant administration or program support services?_____________

A.
PROGRAM REVIEW: I certify that the purpose and scope of the contract has been reviewed and found to be in compliance with any existing policies of the Division of HIV Services, HIV/AIDS Bureau (HAB) in effect at the time this contract was executed.

Project Director (signature):                                                           Date: 




B.
ADMINISTRATIVE/FISCAL REVIEW

1. I certify that the procedures used to advertise and award these funds meet the minimum standards required by the Office of Management and Budget (OMB) in the following Circular (check one only).

         A-102 (Administrative requirements applicable to grants to State and local governments) codified by DHHS in 45 CFR Part 92.

          A-110 (Administrative requirements applicable to grants to Institutions of Higher Education, Hospitals, and Other Non-Profit Organizations) codified by DHHS in 45 CFR Part 74.

2. I certify that the costs have been determined allowable according to principles and standards established by OMB in the following Circulars (check one only).

         A-122, Cost Principles for Non-Profit Organizations.

         A-87, Cost Principles for State, Local, and Indian Tribal Governments

         A-21, Cost Principles for Educational Institutions.


  48 CFR Part 31, For-Profit Organizations

3. I certify that there are no mathematical errors in the budget of this contract.

Administrative/Budget Officer (Fiscal):
 DATE:


























1

