Brazos Valley Council of Governments

FY 2011 Request for Proposals 

RFP# HIV100710


Narrative Forms

Housing Opportunities for Persons with AIDS (HOPWA), 

Ryan White Part B Service Delivery and 

HIV Health and Social Services

Proposals Due:  November 18, 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 

	
	
	
	
	


PROPOSAL TABLE OF CONTENTS AND CHECKLIST
	Legal Name of Applicant:
	         


	FORM
	Included?
	N/A
	Page #

	Face Page
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Proposal Checklist completed and included 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Program Contact Information completed and included
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Administrative Information
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Organizational Capacity and Experience
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	HOPWA SECTION:
	
	
	

	HOPWA Performance Measures 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	HOPWA Work Plan
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	HOPWA Project Sponsor Data Sheet
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Certification of Categorical Exclusion
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Categorical Budget Justification for HOPWA
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	RYAN WHITE SECTION:
	
	
	

	Ryan White and State Services Combined Work Plan
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Ryan White Categorical Budget Justification – TOTAL REQUEST by Funding Source
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Ryan White Categorical Budget Justifications – Request by Funding Source and  Service Category (one for each service category under Ryan White)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Ryan White Justification for Request for Equipment
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Ryan White Subcontractor Data Sheets and Fee-for-Service Forms, if applicable (may be turned in with application, but must be submitted no later than 15 days following the contract start date)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Ryan White Table 2: Subcontractor Data Sheet, Review Certification and Services Allocations
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	STATE SERVICES SECTION:
	
	
	

	Ryan White and State Services Combined Work Plan (if not applying for Ryan White, you should include the work plan in this section)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	State Services Categorical Budget Justification – TOTAL REQUEST by Funding Source
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	State Services Categorical Budget Justifications – Request by Funding Source and  Service Category (one for each service category under State Services)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	State Services Justification for Request for Equipment
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	State Services Subcontractor Data Sheets and Fee-for-Service Forms, if applicable (may be turned in with application, but must be submitted no later than 15 days following the contract start date)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	State Services Table 2: Subcontractor Data Sheet, Review Certification and Services Allocations
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	SIGNED ASSURANCES:
	
	
	

	HIV Contractor Assurances
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Nonprofit Board of Directors and Executive Director Assurances
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Contractor Assurance Regarding Pharmacy Notification
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Assurance of Compliance with CDC and DSHS Requirements for Contents of HIV/STD-Related Written Educational Materials
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Contractor Assurance Regarding HIV/STD Clinical Resources Division Standards for Clinical and Case Management Services
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Assurance of Compliance with Conflict of Interest Restrictions
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	HOPWA Assurances (if applying for HOPWA funds)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     


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:
	     


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


ORGANIZATIONAL CAPACITY AND EXPERIENCE
Respondent must provide a narrative description answering the questions below.  Respondents should leave the section headings and numbered questions in their response, exactly as shown below, inserting their responses below each question.  Respondents should answer each question completely, but succinctly, without adding any additional or unnecessary information.  A maximum of 15 additional pages may be attached if needed.

A.  Statement of Intent

1. What is respondent’s mission statement, and how does becoming an HIV service provider fit with the respondent’s mission?

B.  Historical Background

1. Describe the history of respondent organization and the types of services or activities in which the organization has participated. 

2. Has the respondent been under sanction from any funding source during the 24 months prior to issuance of this RFP? If there has been a sanction placed on the respondent since this date, provide details and the current status of sanctions.

3. Describe respondent’s relationship to other organizations within the HIV Service Delivery Area.  Specifically describe respondent’s linkages to health and social service agencies, including those that serve people with HIV/AIDS or those who are at risk for contracting HIV.  Include experience respondent has working with local medical providers.
C.  Program Background

1. Describe respondent’s current programs and activities that are relevant to fulfillment of the functions required by this RFP.  Discuss how the current structure of the agency is suited to carrying out the duties of an HIV Service Provider.

2. Describe respondent’s organizational structure, such as board of directors, officers, advisory councils or committees. Attach a current organizational chart showing proposed positions for this project.

3. Describe respondent’s experience in handling and protecting confidential client information.

4. How does your agency involve clients, customers, or stakeholders in the decision-making processes?

5. Describe how your agency has used program data to improve program functioning.

6. Describe respondent’s experience and ability to provide HIV services to the entire geographic area that you are proposing to serve.

D.  Financial Capacity of Respondent

1. What is respondent’s current total operating budget?

2. What experience and expertise does respondent have in grants and contracts management? Provide a list of current grants and contracts respondent manages, including project periods for each.

3. What is respondent’s experience in submitting financial reports to funding sources?

4. Describe the financial management staff, including any financial management performed by volunteers and outside accountants.

5. What accounting software does respondent utilize and how well suited is it to fund accounting for multiple funding sources?

6. If your organization is a nonprofit agency, describe the role your Board of Directors takes in approving an annual agency budget, in approving grant application budgets, in monitoring agency expenditures compared to the budget, in approving budget amendments and variances, and in determining appropriate salary levels for the Executive Director.

7. If respondent is a nonprofit agency, describe the role of the Board of Directors in examining agency financial statements, in addressing financial concerns, and in raising funds for the respondent agency.

8. For both nonprofit and government agency respondents, describe the mechanisms and procedures in place to ensure that respondent is capable of submitting vouchers on a monthly basis to BVCOG for contract expenditures.

9. Describe the mechanisms in place to ensure that the respondent is capable of reimbursing subcontractors or fee-for-service providers rapidly after receipt of acceptable invoices or vouchers from those providers.

10. Describe the current and anticipated status of cash flow of respondent agency.

HOPWA  SECTION

HOPWA PERFORMANCE MEASURES 

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

a.     #     households to receive TBRA

b.     #     households to receive STRMU

c.     #     households to receive HOPWA-funded Supportive Services

d.     #     households to receive Permanent Housing Placement

HOPWA WORK PLAN
Respondents should leave the numbered questions in their response, exactly as shown below, inserting their responses below each question.  Respondents should answer each question completely, but succinctly, without adding any additional or unnecessary information.  A maximum of 3 pages may be used for this work plan.

1. Summarize the proposed services, population to be served, location (counties to be served), etc. Summarize the housing needs and all available housing resources in the proposed service area.  
2. Describe what resources your agency has to perform the project, and who will enroll clients into and manage the HOPWA program, including a description of the workforce you have or plan to have in place to perform these services (attach organizational chart).  
3.
Explain how the Project Sponsor will ensure appropriate documenting and tracking of client referrals in the Comprehensive Housing Plan.

HOPWA PROJECT SPONSOR DATA SHEET

	February 1   
	
	to  January 31   
	


INSTRUCTIONS:  The HOPWA Project Sponsor completes the Project Sponsor Data sheet and submits to BVCOG each year and as changes in Project Sponsor information and contract or budget amounts occur.  

	Administrative Agency

Brazos Valley Council of Governments
	Date Submitted

     
	Revision:

 FORMCHECKBOX 
 Yes                  FORMCHECKBOX 
 No

	Project Sponsor Agency Name

     
	Parent Company Name, if applicable
     

	Name and Title of Contact at Project Sponsor Agency
	     

	Email Address
	     

	Business Address
	     

	City, County, State, Zip, 
	     
	     
	     
	     

	Phone Number (with area codes) 
	     
	Fax Number (with area code)
	     

	Project Sponsor Employer Identification Number (EIN) or 

Tax Identification Number (TIN)
	     
	Project Sponsor DUN & Bradstreet Number (DUNs):


	     

	Project Sponsor North American Industry Classification System (NAICS) Code
	     
	Central Contractor Registration: Is the Project Sponsor CCR status currently active:

 FORMCHECKBOX 
 Yes                FORMCHECKBOX 
 No

	Congressional District of Business Location of Sponsor
	     

	Congressional District(s) of Primary Service Area(s)
	     

	Zip Code(s) of Primary Service Area(s)


	     

	City(ies) of Primary Service Area(s)
	     
	County(ies) of Primary Service Area
	     

	Total HOPWA contract amount for this Organization 
	     
	Method of Payment :

 FORMCHECKBOX 
 Unit Rate/Fee for Service

 FORMCHECKBOX 
 Cost Reimbursement

 FORMCHECKBOX 
 Other, specify_________________                          

	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

	Organization’s Website Address

     
	Does your organization maintain a waiting list policy?    

 FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 No

If yes, please attach a copy of the waiting list policy.


	Assurances:
I certify that this subcontractor has not:

	 FORMCHECKBOX 

	Been suspended by DSHS or is delinquent on a repayment agreement to DSHS;

	 FORMCHECKBOX 

	Had a contract terminated by DSHS for cause;

	 FORMCHECKBOX 

	Had a required license or certification revoked that is required to carry out the terms of the subcontract; and

	 FORMCHECKBOX 

	Voluntarily surrendered any license issued by DSHS within the past three (3) years.

	I certify that the following is in place:

	 FORMCHECKBOX 

	Subcontract is in writing, developed to be consistent with the DSHS contract, and signed by both parties;

	 FORMCHECKBOX 

	Programmatic and financial review of subcontractor is conducted in accordance with applicable Office of Management and Budget (OMB) circular;

	 FORMCHECKBOX 

	Procedures used to advertise and award these funds meet the minimum standards required by OMB;

	 FORMCHECKBOX 

	Subcontractor receives a written report of the results of all monitoring activities conducted; and

	 FORMCHECKBOX 

	Appropriate corrective action steps are taken when subcontractor is not in compliance with contract terms.


	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
	
	


AA Certifying Official Name and Title (Printed)
Date

Special Note:  Please note electronic submission is acceptable of this form.  The signature of Form A: face page certifies to all of the information indicated in the Project Sponsor Data sheet is true and accurate.

Certification of Categorical Exclusion (not subject to 58.5)

Determination of activities listed at 24 CFR 58.35(b)

May be subject to provisions of Sec 58.6, as applicable

Administrative Agency (Grant Recipient): 


Project Sponsor (Subrecipient):  


Project Name: Housing Opportunities for Persons with AIDS/HIV (HOPWA)


Project Description (Include all actions which are either geographically or functionally related):

Administration, supportive services, short term rent, mortgage and utility payments to prevent


 homelessness and tenant-based rental assistance for persons with AIDS/HIV


Location: 


Funding Source:State HOPWA grant    Funding Amount:

Grant Number: TX01F99


I hereby certify that the abovementioned project has been reviewed and determined to be a Categorically Excluded activity (not subject to 58.5) per 24 CFR 58.35(b) as follows:

	X
	1. Tenant-based rental assistance;

	X
	2. Supportive services including, but not limited to, health care, housing services, permanent housing placement, day care, nutritional services, short-term payments for rent/mortgage/utility costs, and assistance in gaining access to local, State, and Federal government benefits and services;

	
	3. Operating costs including maintenance, security, operation, utilities, furnishings, equipment, supplies, staff training and recruitment and other incidental costs;

	
	4. Economic development activities, including but not limited to, equipment purchase, inventory financing, interest subsidy, operating expenses and similar costs not associated with construction or expansion of existing operations;

	
	5. Activities to assist homebuyers to purchase existing dwelling units or dwelling units under construction, including closing costs and down payment assistance, interest buy downs, and similar activities that result in the transfer of title.

	
	6. Affordable housing pre-development costs including legal, consulting, developer and other costs related to obtaining site options, project financing, administrative costs and fees for loan commitments, zoning approvals, and other related activities which do not have a physical impact.

	
	7. Approval of supplemental assistance (including insurance or guarantee) to a project previously approved under this part, if the approval is made by the same responsible entity that conducted the environmental review on the original project and re-evaluation of the environmental findings is not required under Sec.  58.47.


If your project falls into any of the above categories, no Request for Release of Funds (RROF) is required, and no further environmental approval from HUD will be needed by the recipient for the draw-down of funds to carry out exempt activities and projects.  The responsible entity must maintain this document as a written record of the environmental review undertaken under this part for each project.

By signing below the Responsible Entity certifies in writing that each activity or project is Categorically Excluded (not subject to 58.5) and meets the conditions specified for such determination per section 24 CFR 58.35(b).  Please keep a copy of this determination in your project files.
AA Certifying Official Name and Title (Printed)
Date

24 CFR 58.35(b) - ERR Document

12/04b Region V
Ryan White Service Delivery (RWSD) and

HIV Health and Social Services (State Services) Section

RYAN WHITE 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.  Respondents should leave the section headings and numbered questions in their response, exactly as shown below, inserting their responses below each question.  Respondents should answer each question completely, but succinctly, without adding any additional or unnecessary information. Applicant must include separate information for each funding source when appropriate.  A maximum of 15 pages may be used for this work plan.

1. Summarize the proposed services, population to be served, location (counties to be served), etc.  Describe what resources your agency has to perform the project, who will deliver services and how they will be delivered; include a description of the infrastructure available to achieve service delivery and policy-making activities, as well as a description of the workforce you have or plan to have in place to perform these services (attach organizational chart).  

2. Describe how services will be coordinated with other health and human services providers in the area (FQHCs, local health departments, etc.), how availability is maximized and duplication reduced or avoided.  Describe respondent’s linkages to non-Ryan White funded community support services. Describe how respondent’s referral system will be developed.  Describe any strategies you have for collaboration within the HIV service delivery area to standardize client eligibility. Describe how you will ensure other community agencies are aware of the services you provide, including what types of outreach activities you will implement to ensure community agencies know what you do, how to contact you, and how to refer clients for your services.

3. Describe your organization’s experience or capacity for billing third party payors (e.g., Medicaid, Medicare, private health insurance) for medical services, or for working directly with medical providers who bill third party payors.  Outline your agency’s plan for maximizing Ryan White and State Services funds by either billing third party payors or contracting with a provider who has that capacity.  Discuss your agency’s experience or plan/capacity to collect fees from clients for medical care.

4. Describe your agency’s plan for collecting HIV client-level data, including who will be responsible for data collection and entry.  Discuss how your agency will oversee and ensure data quality and how data quality will be integrated in your overall quality improvement activities.  Discuss how you will ensure physical and electronic data security.

5. Describe your agency’s internal Quality Management/Quality Improvement (QM/QI) process used to monitor services, identify quality issues, and make improvements.  Identify staff who participate in the QM process and who is responsible for overseeing the QM program.  If you do not currently have a QM/QI process in place, discuss your plan for developing this process.  Include in your answer a description or plan for incorporating the following elements:  description and role of the QM committee, process for monitoring and reporting outcomes, activities for identifying trends of needed improvement, annual review of the QM program, and process for addressing staff development needs identified through the QM program.  For additional information and technical assistance on Quality Management in Ryan White programs, please refer to Health Resources and Services Administration’s (HRSA) Quality Management Manual at http://hab.hrsa.gov/tools/QM/. 
6. To address the goals and objectives of the Central Texas HIV Planning Area Comprehensive HIV Services Plan (Appendix C), please respond to the following:

a. HRSA Defines someone as being out of care if they know they are HIV positive and have not had a physician visit for their HIV, a CD4 or Viral load test, or taken HIV medications in the past 12 months. How will the respondent agency work to identify those who are out of care and bring them into care?

b. Describe any existing linkages between your agency and any County, State, or Federal incarceration facilities in your service area, including any arrangements to link HIV/AIDS positive inmates from release to entry into care. Please describe how inmates are brought into care upon release into your service area. 

BUDGET FORMS AND TABLE 1

Budget forms are in Microsoft Excel format and must be downloaded at http://hiv.bvcog.org.   Please send an email to ccrowell@bvcog.org if you are unable to download the budget forms.

Please follow the instructions in the RFP guidance document when preparing your budgets.  Also see the RFP, as well as the Proposal Checklist, to determine which budget forms are needed for each funding source.  
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; 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.  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

CONTRACTOR ASSURANCES 
HIV CONTRACTOR ASSURANCES

1.  ADVOCATE AND PROMOTE

The applicant agency assures that it does not advocate or promote conduct that violates state law, in compliance with the HIV Services Act, Texas Health and Safety Code, Section 85.011, as follows:

"Grants may not be awarded to an entity or community organization that advocates or promotes conduct that violates state law.  This subsection does not prohibit the award of a grant to an entity or community organization that provides accurate information about ways to reduce the risk of exposure to or transmission of HIV."

2.  CONFIDENTIALITY

The applicant agency and its employees or subcontractors, if applicable, provide assurance to the Texas Department of State Health Services (DSHS) that confidentiality of all records shall be maintained.  No information obtained in connection with the examination, care, or provision of programs or services to any person with HIV shall be disclosed without the individual's consent, except as may be required by law, such as for the reporting of communicable diseases.  Information may be disclosed in statistical or other summary form, but only if the identity of the individuals diagnosed or provided care is not disclosed.

We are aware that the Health and Safety Code, §81.103, provides for both civil and criminal penalties against anyone who violates the confidentiality of persons protected under the law.  Furthermore, all employees and volunteers who provide direct client care services or handle direct care records wherein they may be informed of a client's HIV status or any other information related to the client's care, are required to sign a statement of confidentiality assuring compliance with the law.  An entity that does not adopt a confidentiality policy as required by law is not eligible to receive state funds until the policy is developed and implemented.

3.  CONFLICT OF INTEREST

The applicant agency and its employees or subcontractors, if applicable, provide assurance to the Texas Department of State Health Services (DSHS) that no person who is an employee, agent, consultant, officer, board member, or elected or appointed official of this agency, and, therefore, in a position to obtain a financial interest or benefit from an activity, or an interest in any contract, subcontract, or agreement with respect thereto, or the proceeds there under, either for himself or herself or for those with whom he or she has family or business ties, during his or her tenure or for one year thereafter shall participate in the decision making process or use inside information with regard to such activity.  Furthermore, ​​​​this agency will adopt procedural rules which require the affected person to withdraw from his or her functions and responsibilities or the decision-making process with respect to the specific assisted activity from which they would derive benefit.

4. TUBERCULOSIS COLLABORATION

The applicant agency assures the DSHS that it maintains collaborative efforts with local Tuberculosis (TB) Control programs in order to insure that HIV and TB treatment and prevention services are provided to persons at risk of HIV and TB.

5. DRUG-FREE WORKPLACE REQUIREMENTS

The undersigned (authorized official signing for the applicant organization) certifies that it will provide a drug-free workplace in accordance with 45 CFR Part 76 by:

(a)
Publishing a statement notifying employees that the unlawful manufacture, distribution, dispensing, possession 
or use of a controlled substance is prohibited in the grantee's workplace and specifying the actions that will be 
taken against employees for violation of such prohibition;

(b)
Establishing a drug-free awareness program to inform employees about-

(18) The dangers of drug abuse in the workplace;

(19) The grantee's policy of maintaining a drug-free workplace;

(20) Any available drug counseling, rehabilitation, and employee assistance programs; and

(c)
The penalties that may be imposed upon employees for drug abuse violations occurring in the workplace;

(1) Making it a requirement that each employee to be engaged in the performance of the grant be given a copy of the statement required by paragraph (a) above;

(2) Notifying the employee in the statement required by paragraph (a), above, that, as a condition of employment under the grant, the employee will:

a. Abide by the terms of the statement; and 

b. Notify the employer of any criminal drug statute conviction for a 

c. violation occurring in the workplace no later that five days after such conviction;

(d)
Notifying the agency within ten days after receiving notice under subparagraph (d)(2), above, from an 
employee or otherwise receiving actual notice of such conviction;


(e)
Taking one of the following actions, within 30 days of receiving notice under subparagraph (d)(2), above, 
with 
respect to any employee who is so convicted:

(1)
Taking appropriate personnel action against such an employee, up to and including termination; or

(2) 
Requiring such employee to participate satisfactorily in a drug abuse assistance or rehabilitation program approved for such purposes by a Federal, State, or local health, law enforcement, or other appropriate agency;

(f)
Making a good faith effort to continue to maintain a drug free workplace through implementation 
of 
paragraphs (a), (b), (c), (d), (e), and (f), above.

6. POLICIES OF THE HIV/STD COMPREHENSIVE SERVICES BRANCH

The applicant agency assures the DSHS that it will abide by all policies of the HIV/STD Comprehensive Services Branch that apply to the programs being provided. A list of policies applicable to all HIV and STD contractors is provided at the Branch website at http://www.dshs.state.tx.us/hivstd/policy/default.shtm. 

	Signature of Authorized Certifying Official


	   Title

	Date



	Legal Name of Applicant Organization




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 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 BVCOG.

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 the Brazos Valley Council of Governments, 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 forwarded to the Brazos Valley Council of Governments, no later than 45 days after the meeting in which the form was discussed.

K.
If a contract is executed with the Brazos Valley Council of Governments and the nonprofit organization has not received any funding from BVCOG or 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.

	
	
	

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


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

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




ASSURANCE OF COMPLIANCE WITH CDC AND DSHS REQUIREMENTS FOR CONTENTS OF HIV/STD-RELATED WRITTEN EDUCATIONAL MATERIALS, PICTORIALS, AUDIOVISUALS, QUESTIONNAIRES, SURVEY INSTRUMENTS, AND EDUCATIONAL SESSIONS

The applicant agency certifies that its Project Director and Authorized Business Official:

have received a copy of the Requirements for Contents of AIDS-Related Written Materials, Pictorials, Audiovisuals, Questionnaires, Survey Instruments, and Educational Sessions in Centers for Disease Control Assistance Programs, dated June, 1992, and its Preface, and DSHS HIV/STD Policy 500.005, Contractor Review of HIV/AIDS and STD Written and/or Pictorial Materials Intended for Public Use; 

have read them; 

accept them; 

agree to comply with all particulars and specifications set forth; 

agree to comply with all specifications, INCLUDING THOSE SET FORTH during the program year;

agree that all specified materials shall be submitted to the local program materials review panel and subject to the CDC and DSHS guidelines set forth;  and

agree to ensure that the local program materials review panel shall reasonably reflect the views of the entire community it serves, not just those of any one population, and that all panelists shall read and abide by all CDC and DSHS guidelines for materials review panels.

If you do not use HIV/STD-related educational materials outlined in the CDC and DSHS guidelines, or if you only use materials developed by CDC and/or DSHS, you do not need to convene a local panel.  Please circle one of the following statements and sign/date this page.

1. I certify that this program does not use HIV/STD educational materials outlined in the CDC and DSHS guidelines.

2. I certify that this program only uses HIV/STD educational materials developed by CDC and/or DSHS.

If you do use HIV/STD-related educational materials outlined in the CDC and DSHS guidelines, please attach a page listing the name, occupation, affiliation, gender, race/ethnicity, mailing address, phone number and e-mail (if applicable) of all proposed local panel members and sign/date below.  You must have at least five members on your panel and one member must be an employee of the local health department.

Applicant Agency

Signature of Authorized Official 




Date                            

Assurance Regarding HIV/STD Clinical Resources Division Standards for 
Clinical and Case Management Services

This agency assures the Department of State Health Services that it will comply with HIV/STD Clinical Resources Division Standards for Clinical and Case Management Services (Standards) as promulgated by the HIV/STD Comprehensive Services Branch.  The Standards are available at http://www.dshs.state.tx.us/hivstd/clinical/case_mgt.shtm

	Signature of Authorized Certifying Official


	Title

	Date



	Legal Name of Organization




ASSURANCE OF COMPLIANCE

WITH

CONFLICT OF INTEREST RESTRICTIONS

The    
 and its employees or subcontractors, if applicable, provide assurance to the Texas Department of State Health Services that:

No person who is an employee, agent, consultant, officer, or elected or appointed official of          
, and therefore in a position to obtain financial interest or benefit from an activity, or an interest in any contract, subcontract, or agreement with respect thereto, or the proceeds there under, either for himself or herself or for those with whom he or she has family or business ties, during his or her tenure or for one year thereafter shall participate in the decision making process or use inside information with regard to such activity.

Furthermore,    
 has adopted procedural rules which require the affected person to withdraw from his or her functions and responsibilities or the decision-making process with respect to the specific assisted activity from which they would derive benefit.

Signature of Project Director
Date

Signature of Authorized Business Official
Date

HOPWA ASSURANCES

By signing below, Project Sponsors assure the following activities will 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 Sponsors 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


























� 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.





