Request For Proposals 2010-11
Southwest/Piedmont HIV Care Consortium


Attachment 1

	2010-2011 Southwest/Piedmont HIV Care Consortium 
	Supplemental Funding Application Cover Page

	VDH Grant Number DDP-611-45416-09-CON-2

	In compliance with this request for proposals and to all the conditions imposed therein and hereby incorporated by reference, the undersigned agrees to furnish the goods/services in accordance with the attached signed proposal or as mutually agreed upon by subsequent negotiation.  This document shall serve is proof that this application is authorized by the governing or administrative body of the agency listed below.

	1.1 Agency:
	

	1.2 Tax ID #:  
	

	1.3Address:  
	

	1.4 Email:
	

	1.5 Phone:  
	

	1.6 Fax:  
	

	1.7 Proposed Coverage Area:


	

	1.8 Mission statement

of the organization/program

	

	1.9 Summary of

Proposed project:

(Limit 150 Words)


	

	1.10 Proposed Service Plan Summary

	Service Category
	Budget
	Number of Units
	Number of Clients

	
	$
	
	

	
	$
	
	

	
	$
	
	

	
	$
	
	

	
	$
	
	

	
	$
	
	

	
	$
	
	

	
	$
	
	

	
	$
	
	

	
	$
	
	

	Total:
	$
	
	

	1.11 Authorization of the Proposal

	Signature:  
	
	Date:
	

	Name:
	
	Title:
	

	The signature above certifies this proposed budget and all supporting paperwork are true and correct under the terms of the Supplemental Request For Proposals (RFP) issued by the Council of Community Services


Attachment 2:  Workplan Template
	Subcontractor Name:  


	Objective 1
	Provider Recruitment (funded with Ryan White Part B funds):
To secure MOUs with new service providers
	Third Party
	Key

Access
	Date to be
Completed

	Activity 1:
	
	Y/N
	Y/N
	

	Activity 2:
	
	Y/N
	Y/N
	

	Activity 3:
	
	Y/N
	Y/N
	

	Activity 4:
	
	Y/N
	Y/N
	

	Activity 5:
	
	Y/N
	Y/N
	

	Activity 6:
	
	Y/N
	Y/N
	

	Outcome:
	[SUBCONTRACTOR] will have recruited [X] new service providers.
	3/31/2009


	Objective 2
	Partner Recruitment (NOT funded with Ryan White Part B funds):
To secure MOUs with new community partners.
	Key
Access
	Date to be
Completed

	Activity 1:
	
	Y/N
	

	Activity 2:
	
	Y/N
	

	Activity 3:
	
	Y/N
	

	Activity 4:
	
	Y/N
	

	Activity 5:
	
	Y/N
	

	Activity 6:
	
	Y/N
	

	Outcome:
	[SUBCONTRACTOR] will have recruited [X] new community partners.
	3/31/2009


	Objective 3
	Policy & Procedure Development/Review:
To ensure policies and procedures are adequate and up to date.
	Date to be
Completed

	Activity 1:
	
	

	Activity 2:
	
	

	Activity 3:
	
	

	Activity 4:
	
	

	Activity 5:
	
	

	Activity 6:
	
	

	Outcome:
	[SUBCONTRACTOR] will have
	3/31/2009


	Objective 4
	Process for Client Input (for services provided):
To provide clients method(s) of input into the provision of Ryan White Part B services.
	Date to be
Completed

	Activity 1:
	
	

	Activity 2:
	
	

	Activity 3:
	
	

	Activity 4:
	
	

	Activity 5:
	
	

	Activity 6:
	
	

	Outcome:
	[SUBCONTRACTOR] will have
	3/31/2009


Attachment 2:  Workplan Template, Continued

	Objective 5
	Optional:  Additional Activities:
(Specify)
	Date to be
Completed

	Activity 1:
	
	

	Activity 2:
	
	

	Activity 3:
	
	

	Activity 4:
	
	

	Activity 5:
	
	

	Outcome:
	[SUBCONTRACTOR] will have
	3/31/2009


Attachment 3:  Service Plan with Budget Justification
	1.1 Agency Name
	

	1.2  Service Category
	

	1.3 Proposed Service Plan

	1.3.a Budget:
	$
	1.3.b Number of  Units:
	
	1.3.c Number of Clients:
	

	1.4 Description of the service:

	

	1.5 Justification for the service:

	

	1.6 Reimbursement:

	1.6.a  Fee for Service:
	1.6.b  Salary Based Services:

	Item
	Cost
	X Units
	= Total
	Position
	Clients
	F.T.E.
	Salary

	
	$
	
	$
	
	
	
	$

	
	$
	
	$
	
	
	
	$

	
	$
	
	$
	
	
	
	$

	
	$
	
	$
	
	
	
	$

	
	$
	
	$
	
	
	
	$

	Admin Fee (10% maximum of total services):
	$
	Admin Fee (10% maximum of total salary):
	$

	Service fee (Specify):
	
	$
	Travel:
	
	Miles @ $0.50 each:
	$

	Total Service Cost:
	$
	Total Service Cost:
	$

	1.7 Justification of costs

	

	1.8 Collaborative Partners – Signed Memoranda of Understanding/Contracts

	Agency/Program Name
	Service(s) Provided by Agency/Program
	Date

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	1.9 Explanation if VDH Priority Service is not offered

	


Attachment 4:  
	VENDOR REFERENCE SHEET

	Note: The following information is required as part of your response to this solicitation. 

1. QUALIFICATIONS:  The vendor must have the full capability and capacity to satisfy all of the contractual requirements. 

2. YEARS IN OPERATION: Indicate the length of time you have been in business providing this type of service: 

                        ___________Years   _____________ Months

3. Indicate below a listing of at least four (4) current organizations with whom your agency has provided similar services or collaborated (preferably within the last year).  The Council of Community Services (CCS) should be included as a reference for any contracts held within the past two years.

	A.
	Organization:
	
	Contact:
	

	
	Phone:
	
	Fax:
	

	
	Project:
	
	Email:
	

	
	Dates of Service:
	

	

	B.
	Organization:
	
	Contact:
	

	
	Phone:
	
	Fax:
	

	
	Project:
	
	Email:
	

	
	Dates of Service:
	

	

	C.
	Organization:
	
	Contact:
	

	
	Phone:
	
	Fax:
	

	
	Project:
	
	Email:
	

	
	Dates of Service:
	

	

	D. 
	Organization:
	
	Contact:
	

	
	Phone:
	
	Fax:
	

	
	Project:
	
	Email:
	

	
	Dates of Service:
	

	

	I certify the accuracy of this information.

	
	Name:
	
	Phone:
	

	
	Signature:  
	
	Fax:
	

	
	Title:
	
	Email:
	

	
	Date:
	
	
	


Attachment 5:  Sample Memorandum of Understanding
	Southwest/Piedmont HIV Care Consortium Subcontractor Memorandum of Understanding Between

	AGENCY
	And
	SUBCONTRACTOR

	
	
	
	
	
	
	
	
	
	

	This agreement is entered into by AGENCY and SUBCONTRACTOR.  The parties agree to carry out the following activities:

	
	
	
	
	
	
	
	
	
	

	AGENCY agrees to provide the following services for Ryan White Part B eligible clients:

	
	1. 

	SUBCONTRACTOR agrees to provide the following services for Ryan White Part B eligible clients:

	
	1. 

	Terms of Partnership

	
	1. This partnership shall remain in effect from April 01, 2010 through March 31, 2011.

2. All services are subject to the availability of funds.

3. This partnership may be renewed annually upon the mutual agreement of the parties concerned.

4. Either party may void this partnership upon thirty (30) days written notice.

5. This partnership is contingent upon funding by the Virginia Department of Health.

	
	
	
	
	
	
	
	
	
	

	AGENCY
	
	SUBCONTRACTOR

	Physical

Address
	
	
	Physical

Address
	

	
	
	
	
	

	Authorized

Signature:
	
	
	Authorized

Signature:
	

	Name
	
	
	Name
	

	Title:
	
	
	Title:
	

	Date:
	
	
	Date:
	

	
	
	
	
	
	
	
	
	
	

	Subcontractor Use only:  Type of MOU (Check all that apply)

	 FORMCHECKBOX 
 Third party service provider (Paid w/RWPB)
	 FORMCHECKBOX 
 S/PHCC Subcontractor with shared clients
	 FORMCHECKBOX 
 Key access point into RWPB care
	 FORMCHECKBOX 
 Community partner agency (Unpaid w/RWPB)


3of 6

