Brazos Valley Council of Governments

2010-2011 Renewal Application


Application Narrative Forms

Housing Opportunities for Persons with AIDS (HOPWA), 
Ryan White Part B Service Delivery and 
HIV Health and Social Services
Renewal Applications for the 2010-2011 Contract Year

Applications Due:  January 15, 2010
FACE PAGE – Application for Financial Assistance

Ryan White Part B Service Delivery
HIV Health and Social Services (State Services)
Housing Opportunities for Persons with AIDS (HOPWA)

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.   

	APPLICANT INFORMATION

	1)  LEGAL NAME:
	     

	2)  MAILING Address Information (include mailing address, 

street, city, county, state and zip code):
	3)  PAYEE Mailing Address (if different from #2):

	
	     
     
     
	     
     
     

	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 

	Hospital

	
	 FORMCHECKBOX 

	Other Political Subdivision
	 FORMCHECKBOX 

	Community-Based Organization
	 FORMCHECKBOX 

	State Controlled Institution of Higher Learning

	
	 FORMCHECKBOX 

	State Agency
	 FORMCHECKBOX 

	HUB Certified
	 FORMCHECKBOX 

	Private

	
	 FORMCHECKBOX 

	Indian Tribe
	 FORMCHECKBOX 

	Minority Organization
	 FORMCHECKBOX 

	Other (specify)
	     
	

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

	6)  HIV SERVICE DELIVERY AREA:
	7) COUNTIES SERVED BY PROJECT:

	     
	     

	8)  FUNDING REQUESTED:
	

	Ryan White Part B Service Delivery (RWSD) - Total Funds Requested: $     
HIV Health and Social Services (State Services) - Total Funds Requested: $     
Housing Opportunities for Persons with AIDS (HOPWA) – Total Funds Requested: $     

	9)  PROJECT CONTACT PERSON
	10)  FINANCIAL OFFICER

	Name:

Title:

Phone:

Fax:

E-mail:
	     
     
     
     
     
	Name:

Title:

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 F:  DSHS 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.

	11)  AUTHORIZED REPRESENTATIVE
	12)  SIGNATURE OF AUTHORIZED REPRESENTATIVE

	
	Name:

Title

Phone:

Fax:

E-mail:
	     
     
     
     
     
	

	
	
	
	13)  DATE 

	
	
	
	
	


PROGRAM CONTACT INFORMATION

	Legal Name of Applicant:
	     


This form provides information about the appropriate program contacts in the applicant’s organization in addition to those on the FACE PAGE.  If any of the following information changes during the term of the contract, please notify the Brazos Valley Council of Governments, HIV Administrative Services program. 


	

	Executive Director:
	     
	
	Mailing Address (street, city, county, state, & zip):

	Title:
	     
	
	     
	

	Phone:
	     
	
	     
	

	Fax:
	     
	
	     
	

	E-mail:
	     
	
	     
	

	

	

	Project/Program Contact:
	     
	
	Mailing Address (street, city, county, state, & zip):

	Title:
	     
	
	     
	

	Phone:
	     
	
	     
	

	Fax:
	     
	
	     
	

	E-mail:
	     
	
	     
	

	

	

	Financial Reporting Contact:
	     
	
	Mailing Address (street, city, county, state, & zip):

	Title:
	     
	
	     
	

	Phone:
	     
	
	     
	

	Fax:
	     
	
	     
	

	E-mail:
	     
	
	     
	

	

	

	Data Reporting Contact:
	     
	
	Mailing Address (street, city, county, state, & zip):

	Title:
	     
	
	     
	

	Phone:
	     
	
	     
	

	Fax:
	     
	
	     
	

	E-mail:
	     
	
	     
	

	

	

	Board Chairperson:
	     
	
	Mailing Address (street, city, county, state, & zip):

	Title:
	     
	
	     
	

	Phone:
	     
	
	     
	

	Fax:
	     
	
	     
	

	E-mail:
	     
	
	     
	

	


ADMINISTRATIVE INFORMATION

This form provides information regarding identification and contract history of the respondent, executive management, project management, governing board members, and/or principal officers.  Respond to each request for information or provide the required supplemental document behind this form.  If responses require multiple pages, identify the supporting pages/documentation with the applicable request.  

NOTE: Administrative Information may be used in screening and/or evaluating proposals. 

	
Legal Name of Respondent:
	     


If there are no changes to any of the items below, check here and skip the next question in this section.   FORMCHECKBOX 

Identifying Information

	1.
	The respondent must  attach the following information:

	
	If a Governmental Entity
· Names (last, first, middle) and addresses for the officials who are authorized to enter into a contract on behalf of the respondent.

	
	

	
	If a Nonprofit or For profit Corporation
· Full names (last, first, middle), addresses, telephone numbers, titles and occupation of members of the Board of Directors or any other principal officers.  Indicate the office held by each member (e.g. chairperson, president, vice-president, treasurer, etc.).

· Full names (last, first, middle), and addresses for each partner, officer, and director as well as the full names and addresses for each person who owns five percent (5%) or more of the stock if respondent is a for-profit corporation.

	
	

	2.
	Is respondent a private, nonprofit organization?

	
	

	
	
	 FORMCHECKBOX 

	YES
	 FORMCHECKBOX 

	NO
	

	
	

	
	If YES, respondent must include evidence of its nonprofit status with the proposal.  Any one of the following is acceptable evidence.  Check the appropriate box for the attached evidence or complete the “Previously Filed” section, whichever is applicable.


	
	 FORMCHECKBOX 

	(a) 
A reference to the organization’s listing in the Internal Revenue Service’s (IRS’s) most recent list of tax-exempt organizations described in section 501(c)(3) of the IRS Code.

	
	
	

	
	 FORMCHECKBOX 

	(b)
A copy of a currently valid IRS exemption certificate.

	
	
	

	
	 FORMCHECKBOX 

	(c)
A statement from a State taxing body, State Attorney General, or other appropriate State official certifying that the respondent organization has a nonprofit status and that none of the net earnings accrue to any private shareholders or individuals.

	
	
	

	
	 FORMCHECKBOX 

	(d)
A certified copy of the organization’s certificate of incorporation or similar document if it clearly establishes the nonprofit status of the organization.

	
	
	

	
	 FORMCHECKBOX 

	(e)
Any of the above proof for a State or national parent organization, and a statement signed by the parent organization that the respondent organization is a local nonprofit affiliate.


ADMINISTRATIVE INFORMATION continued

Conflict of Interest and Contract History
The respondent must disclose any existing or potential conflict of interest relative to the performance of the requirements of this RFP.  Examples of potential conflicts include an existing or potential business or personal relationship between the respondent, its principal, or any affiliate or subcontractor, with BVCOG, DSHS, the Health and Human Services Commission, or any other entity or person involved in any way in any project that is the subject of this RFP.  Similarly, any existing or potential personal or business relationship between the respondent, the principals, or any affiliate or subcontractor, with any employee of BVCOG, DSHS, or the Health and Human Services Commission must be disclosed.  Any such relationship that might be perceived, or represented as a conflict, must be disclosed.  Failure to disclose any such relationship may be cause for contract termination or disqualification of the proposal. If, following a review of this information, it is determined by BVCOG that a conflict of interest exists the respondent may be disqualified from further consideration for the award of a contract. 

Pursuant to Texas Government Code Section 2155.004, a respondent is ineligible to receive an award under this RFP if the bid includes financial participation with the respondent by a person who received compensation from DSHS to participate in preparing the specifications or the RFP on which the bid is based.   

	1.
	Does anyone in the respondent organization have an existing or potential conflict of interest relative to the performance of the requirements of this RFP?

	
	

	
	
	 FORMCHECKBOX 

	YES
	 FORMCHECKBOX 

	NO
	

	
	

	
	If YES, detail any such relationship(s) that might be perceived or represented as a conflict.  (Attach no more than one additional page.)


	2.
	Will any person who received compensation from BVCOG for participating in the preparation of the specifications or documentation for this RFP participate financially with respondent as a result of an award under this RFP?

	
	

	
	
	 FORMCHECKBOX 

	YES
	 FORMCHECKBOX 

	NO
	

	
	

	
	If YES, indicate his/her name, social security number, job title, agency employed by, separation date, and reason for separation.


	3.
	Has any member of respondent’s executive management, project management, governing board or principal officers been employed by the State of Texas 24 months prior to the proposal due date?

	
	

	
	
	 FORMCHECKBOX 

	YES
	 FORMCHECKBOX 

	NO
	

	
	

	
	If YES, indicate his/her name, social security number, job title, agency employed by, separation date, and reason for separation.


	4.
	Has respondent had a contract with BVCOG or DSHS within the past 24 months?

	
	

	
	
	 FORMCHECKBOX 

	YES
	 FORMCHECKBOX 

	NO
	
	

	
	


	
	If YES, indicate the contract number(s):


	BVCOG or DSHS Contract Number(s)

	     
	     

	     
	     

	     
	     

	     
	     


	5.
	Is respondent or any member of respondent’s executive management, project management, board members or principal officers:

	
	•
Delinquent on any state, federal or other debt;

•
Affiliated with an organization which is delinquent on any state, federal or other debt; or

•
In default on an agreed repayment schedule with any funding organization?

	
	
	 FORMCHECKBOX 

	YES
	 FORMCHECKBOX 

	NO
	

	
	If YES, please explain.  (Attach no more than one additional page.)


	6.
	Has the respondent had a contract suspended or terminated prior to expiration of contract or not been renewed under an optional renewal by any local, state, or federal department or agency or non-profit entity?

	
	
	 FORMCHECKBOX 

	YES
	 FORMCHECKBOX 

	NO
	

	
	If YES, indicate the reason for such action that includes the name and contact information of the local, state, or federal department or agency, the date of the contract and a contract reference number, and provide copies of any and all decisions or orders related to the suspension, termination, or non-renewal by the contracting entitty. 


Additional Information for Non-Profit Agencies

Non-profit applicants must be able to demonstrate fiscal solvency.  Applicants shall submit a copy of the organization’s most recent audited balance sheet with management letters and audit notes, and a statement of income and expenses.  If the applicant does not have an audited  balance sheet and statement of income and expenses, the applicant must attach the most recent unaudited balance sheet and statement of income and expenses, and explain why audited documents are not available (Attach no more than one additional page).  BVCOG will evaluate the financial statements and may, at its sole discretion, reject the proposal on the grounds of the applicant’s financial capability.

	1.
	Are required financial statements attached?

	
	
	 FORMCHECKBOX 

	YES
	 FORMCHECKBOX 

	NO
	


	2.
	Does the applicant have personnel policies approved by the governing body which address essential issues of personnel management?

	
	
	 FORMCHECKBOX 

	YES
	 FORMCHECKBOX 

	NO
	


	3.
	Does the applicant contract with or employ the services of a CPA, accountant, bookkeeping service or trained financial manager other than the Executive Director?

	
	
	 FORMCHECKBOX 

	YES
	 FORMCHECKBOX 

	NO
	


If the applicant is a nonprofit entity, respond to the following:

	a.
	Applicant has an active, involved board as demonstrated by bylaws, regular meetings with sufficient attendance, minutes, and clear definition of role?

	
	
	 FORMCHECKBOX 

	YES
	 FORMCHECKBOX 

	NO
	


	b.
	Board membership includes diverse community representation?

	
	
	 FORMCHECKBOX 

	YES
	 FORMCHECKBOX 

	NO
	


	c.
	Board membership includes diverse skills?

	
	
	 FORMCHECKBOX 

	YES
	 FORMCHECKBOX 

	NO
	


	d.
	Applicant maintains Directors and Officers insurance?

	
	
	 FORMCHECKBOX 

	YES
	 FORMCHECKBOX 

	NO
	


	e.
	Applicant has a Board policy and procedures manual?

	
	
	 FORMCHECKBOX 

	YES
	 FORMCHECKBOX 

	NO
	


	f.
	Applicant provides orientation and training on board member responsibilities to new members?

	
	
	 FORMCHECKBOX 

	YES
	 FORMCHECKBOX 

	NO
	


g.
What date did the applicant’s Board of Directors adopt the current operating budget of the agency?


     
	h.
	Applicant must attach a copy of the Board minutes for the meeting in which the operating budget was adopted.  Are the minutes attached?

	
	
	 FORMCHECKBOX 

	YES
	 FORMCHECKBOX 

	NO
	


	Signature of Authorized Official


	Title



	Typed Name of Authorized Representative


	Date


HOPWA  SECTION

HOPWA PERFORMANCE MEASURES 

Provide the following HOPWA services to the target number of households:

a. Number of households to receive  TBRA

b. Number of households to receive  STRMU

c. Number of households to receive HOPWA-funded Supportive Services

d. Number of households to receive Permanent Housing Placement

Only the above performance measures listed are required for this contract.  Any measures submitted that do not follow the format above will be returned to the applicant for revision.

HOPWA WORK PLAN QUESTIONS

Applicant shall describe its plan for service delivery to the population in the proposed service area(s) and include time lines for accomplishments.  The work plan shall address the needs and the problems identified in the community assessment for improving health status (available at http://hiv.bvcog.org).  


Applicant shall describe its plan for service delivery to the population in each of the proposed service area(s) and include time lines for accomplishments.  The work plan shall address any changes to the needs and the problems identified in the community assessment for improving health status.  The plan shall:

1. Summarize the housing needs and all available housing resources in the proposed service area.  Discuss whether the current allocation to your service area is adequate to meet the housing need.  Provide a justification for why you believe the allocation is or is not adequate.  Include data from pervious years in your justification.  

2.
Explain how the Project Sponsor will ensure appropriate documenting and tracking of client referrals in the Comprehensive Housing Plan.

3. 
Describe how the Project Sponsor will maintain and track separate waiting lists for clients needing Tenant Based Rental Assistance (TBRA) and Short-Term Rent, Mortgage and/or Utility Assistance (STRMU) using the following criteria: 

TBRA -- number of clients who:

a) Are HIV Positive;

b) Are Income Eligible (as defined in the DSHS HOPWA Manual located at   



    http://www.dshs.state.tx.us/hivstd/fieldops/hopwa.shtm);    

c) Are unable to receive rental assistance due to insufficient HOPWA funds.

 

STRMU -- number of clients who:

a) Are HIV Positive;

b) Are Income Eligible (as defined in the DSHS HOPWA Manual located at 

http://www.dshs.state.tx.us/hivstd/fieldops/hopwa.shtm);  



c)  Are the owner or named occupant on the lease/rental agreement/utility bill.

d) Already in housing and have a short-term emergency situation that may put the client at risk of becoming homeless; and
e) Are unable to receive emergency assistance due to insufficient HOPWA funds.

HOPWA PROJECT SPONSOR DATA SHEET

Project Year February 1, 2010 to January 31, 2011

INSTRUCTIONS:  The Project Sponsor Data sheet must be completed with the HOPWA renewal application and as changes in contract or budget amounts occur.  Do not leave areas blank.  Enter N/A if not applicable.

	Administrative Agency
	
	Date
Date Submitted
	

	Project Sponsor 
	

	Street address


	
	City, 

State, Zip
	

	Mailing address


	
	City, 

State, Zip
	

	Phone
	
	Fax
	

	Contact Person
	
	Email
	

	Employer Identification Number (EIN) or Tax Identification Number (TIN)
	
	DUN & Bradstreet Number (DUNS) if applicable
	

	Congressional District of Business Location of Project Sponsor
	
	Congressional District(s) of Primary Service Area(s)
	

	Zip Code(s) of Primary Service Area(s)
	
	City(ies) and County(ies) of Primary Service Area(s)
	

	Is the sponsor a nonprofit organization?
	 FORMCHECKBOX 
 Yes           FORMCHECKBOX 
  No

If yes, is sponsor faith-based organization?         FORMCHECKBOX 
 Yes           FORMCHECKBOX 
  No

If yes, is sponsor grassroots organization?           FORMCHECKBOX 
 Yes           FORMCHECKBOX 
  No

	Select all that apply to the project sponsor
	 FORMCHECKBOX 
 Minority Organization

 FORMCHECKBOX 
 Minority Provider

 FORMCHECKBOX 
 Historically Underutilized Business (HUB) Certified

	Selection process for project sponsor
	 FORMCHECKBOX 
 Competitive RFP

 FORMCHECKBOX 
 Sole source

 FORMCHECKBOX 
 Single Source


	Program Activity
	Amount Budgeted for Project Period
	Goals for Project Period

	
	
	# of Households to be Served

	STRMU
	
	

	TBRA
	
	

	Supportive Services

	
	

	Permanent Housing Placement
	
	

	Administration
	
	

	Total
	
	


PHP APPLICATION FORM

Instructions:  If a Project Sponsor wishes to provide Permanent Housing Placement (PHP) for reasonable security deposits (not to exceed the amount equal to 2 months of rent) and costs for related application fees and credit checks, the Project Sponsor must complete the information below and provide a justification for requesting PHP and submit to the AA.  The Administrative Agency must electronically submit the Application for PHP on behalf of the Project Sponsor to DSHS.  The Project Sponsor and AA must receive technical assistance from DSHS COS, receive final DSHS approval for PHP, comply with DSHS accounting guidelines, and the AA must submit a revised Project Sponsor Data Sheet to DSHS.

	DSHS HOPWA

Application for Permanent Housing Placement (PHP)

	AA Name, Contact, Phone
	Project Sponsor Name

Contact, and Phone
	Project Year
	$ Amount for PHP
	Number of clients to be served by PHP

	
	
	
	
	

	Justification for request:



	For DSHS Use Only

	Received by Field Ops
	COS to enter Names and title of TA participants at the AA and Project Sponsor level:
	The program shall ensure AA submits the following documents to the program and CMU after final approval:

	Date
	Recipient’s Name and Signature
	
	Revised Project Sponsor Data Sheet

	
	
	
	

	Received by COS
	
	

	
	
	
	

	Approved by COS
	DSHS Comments:

	
	
	

	Final DSHS Approval
	

	
	
	


FORM H:  HIV HOPWA ASSURANCES

Project Sponsors must assure the following activities take place:

1. 100% of clients receiving HOPWA housing assistance shall receive case management services.

2. All HOPWA clients shall have a comprehensive housing plan that includes periodic contact with a case manager/benefits counselor and a primary care physician.

3.  Project Sponsor’s shall document local demand for housing needs beyond their current capacity and have a written policy that outlines the agency’s response to such demand.  The documentation of local demand for housing needs is to be done through the use of waiting lists that are to be updated every six (6) months indicating the date persons were added and removed.

	Signature of Authorized Certifying Official
	Title

	Date

	Legal Name of Applicant Organization


Ryan White Service Delivery (RWSD) and

HIV Health and Social Services (State Services) Section

RWSD AND STATE SERVICES WORK PLAN

Applicant shall describe its plan for service delivery to the population in the proposed service area(s) and include time lines for accomplishments.  The work plan shall address the needs and the problems identified in the community assessment for improving health status (available at http://hiv.bvcog.org).  


Applicant shall describe its plan for service delivery to the population in each of the proposed service area(s) and include time lines for accomplishments.  The work plan shall address any changes to the needs and the problems identified in the community assessment for improving health status.  The plan shall:

1. For each budgeted category, summarize current and projected client needs, whether the current allocations are sufficient to meet the needs, and whether there are currently any limitations on the services provided due to funding (e.g., you have clients with needs for complicated dental procedures, but you are only able to pay for preventative care and minor procedures).  Also discuss projected needs over the upcoming year for currently funded or unfunded categories and any needs that are currently unmet for clients.
2. Describe your agency’s plan for more fully integrating quality management into daily activities.
3. Describe 3 improvements that your agency plans to make over the next year.  They do not have to be grant specific, they can be changes to agency infrastructure, improvements in access points to local resources, etc.  Include areas you want to focus on such as client retention, increasing follow up rates, and any agency subservices you plan to add or remove.  

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:  


 
Funding Source: 

 
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 IF REQUESTING EQUIPMENT:
(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?  

SUBCONTRACTOR DATA SHEET

  Contract Beginning Date   
  Contract Ending Date 

  Check source of funding:
 FORMCHECKBOX 
  Ryan White 
 FORMCHECKBOX 
  State Services  

  Subcontractor Name: 

  Subcontractor 9-digit EIN:  

  Mailing 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: 

CATEGORICAL BUDGET INFORMATION

Personnel:
$ 


Fringe: 
$ 



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 BVCOG Contractor:  

  Selection Process:      Competitive Bid       Sole Source       Single Source

  Minority Organization?*
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

  Minority Provider?**
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

  Faith-based Organization?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

  HUB Certified?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

  Does your agency collect sliding-scale fees from clients?  
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

  Does your agency collect co-payments from clients?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 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; 
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.  Funding Source:    FORMCHECKBOX 
  Ryan White 
 FORMCHECKBOX 
  State Services  

	  3.  Primary and Secondary 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.  Definition of the Unit of Service (Consistent with the current DSHS HIV Services Taxonomy):



	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:    FORMCHECKBOX 
  Medicaid Approved Rate Used



Rev. 6/18/01

FORM I:  NONPROFIT BOARD OF DIRECTORS AND EXECUTIVE DIRECTOR ASSURANCES FORM

If the applicant is a nonprofit organization, this form must be completed (state or other governmental agencies are not required to complete this form).  The purpose of the form is to inform nonprofit board members and officers of the responsibilities and administrative oversight requirements of nonprofit applicants intending to or contracting with Department of State Health Services (DSHS).


	     

	     

	     

	     


(Name & Address Of Organization)

The persons signing on behalf of the above named organization certify that they are duly authorized to sign this Assurances form on behalf of the organization.  The undersigned acknowledge and affirm:

A.
That an annual budget has been approved for each contract with DSHS.

B.
The Board of Directors convenes on a regularly scheduled basis (no less than quarterly) to discuss the operations of the organization.

C.
Actual revenue and expenses are compared with the approved budget, variances are noted, and corrective action taken as needed (with Board approval).

D.
Timely and accurate financial statements are presented by the designated financial officer on a regular basis to the board.

E.
That the Board of Directors will ensure that any required financial reports and forms, whether federal or state, are filed on a current and timely basis.

F.
Adequate internal controls are in place to ensure fiscal integrity and accountability and to safeguard assets.

G.
The Treasurer of the Board has been fully informed of his or her responsibilities as Treasurer.

H.
The Board has Audit and/or Finance Committees that convene regularly and communicate effectively with the Board Treasurer and other Board members in understanding and responding to financial developments.

I.
The organization observes Generally Accepted Accounting Principles when preparing financial statements and fund accounting practices are observed to ensure integrity among specific contracts or grants.

J.
If a contract is executed with DSHS, this form will be discussed in detail at the next official Board meeting and that notes of the discussion and a signed copy of this form will be included in the minutes of the meeting.  A copy of the minutes will be kept at the organization and be available for inspection by DSHS staff.

K. If a contract is executed with the DSHS and the nonprofit organization has not received any funding from DSHS for the past 24 months, the Legal and Fiscal Responsibilities for Nonprofit Board of Directors Video and Guide will be viewed and a signed “tear-out” sheet will be completed and filed by each board member with the nonprofit organization no later than 45 days after contract execution.  Newly appointed/elected board members will comply with these requirements no more than 45 days after taking office. All tear-out sheets will be available for inspection by DSHS staff.

L. The organization will administer any contract executed with the DSHS in accordance with applicable federal statutes and regulations, including federal grant requirements applicable to funding sources, Uniform Grant Management Standards issued by the Governor’s Office, applicable Office of Management and Budget Circulars, applicable Code of Federal Regulations, and provisions of the contract document.

	
	
	

	*Chairman of the Board Signature/Date
	
	*President or Executive Director Signature/Date


*If the signed original of this form has been provided to BVCOG during the calendar year and the officers signing the document have not changed, a copy of the signed form will be accepted. 

FORM J:  CONTRACTOR ASSURANCE REGARDING PHARMACY NOTIFICATION

To ensure that pharmacies providing prescriptions to HIV services clients do not fill medications on deceased clients, the applicant agency provides assurance to the Department of State Health Services that it will notify the client's pharmacy when a client dies.

	Signature of Authorized Certifying Official


	Title


	Date

	Legal Name of Organization




























� Minority Organization is one whose Board of Directors is made up of 50% racial or ethnic minority members.


� Minority provider is defined as:


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


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


has 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 provides services in a manner that is culturally and linguistically appropriate.


� Includes Supportive Services provided in conjunction and not in conjunction with HOPWA housing assistance.
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