ATTACHMENT A

PROPOSAL SUBMISSION REQUIREMENT CHECKLIST

Agency:  ________________________________________________________________________

Agency Signature: _______________________________

Date:______________________

Proposal should include the following components submitted in the following order:

A.   INTRODUCTORY PAGES

_____1.   Cover Page (see Attachment E – Sample Cover Page).

_____2.   Table of Contents

_____3.   Proposal Submission Requirements Checklist (A signed copy of this form) Attachment A
B.    SCORED NARRATIVE SECTION 

_____ 4.  Cover Letter 

_____ 5.  Introduction - Executive Summary (5 points)

_____ 6.  Project Understanding/Methodology/Project Management (55 points)

_____ 7.  Qualifications & Experience (25 points)

_____ 8.  Pricing (15 points)
C.   REQUIRED ATTACHMENTS
            9.  Attachment B - Vendors Reference Sheet 

_____ 10. Attachment C - Non-Collusion Affidavit (must be notorized)
_____ 11. Attachment D - Certification of Compliance with Section 3517.13 of the O.R.C.
_____ 12. Attachment F – Letter of Intent (Highly encouraged)
_____ 13. Attachment H – Sample Itemized Budget Narrative
_____ 14. Attachment I - Comprehensive Budget Request

_____ 15. Attachment J - Disclosure of Agency Funding

_____ 16. Attachment K - HIV/AIDS & Public Funds Disclosure

_____ 17.  Additional supporting attachments (Optional)
_____ 18.  Mission Statement

_____ 19.  Articles of Incorporation

_____ 20.  Proof of 501(c)(3) not-for-profit status from IRS or Secretary of State (if applicable)
_____ 21.  Current W-9

_____
22.  Audited Financial Statements (A133, Management Letter, and 990 if applicable)


_____ 23.  List of the Board of Trustees/Directors and senior staff
_____ 24.  Organizational Chart/Table of Organization - showing where proposed program/services 
and staffing fit in to include fiscal support
_____ 25.  Job descriptions of all program personnel, supervisors and fiscal support.

_____ 26.  +Resumes/bios and current licensure of all proposed program staff.

_____ 27.  Current accreditation or certification for services.   Examples include: JCAHO, COA,    CARF, CCCMHB, ODADAS
_____ 28.  Most recent Annual Report
ATTACHMENT B
VENDOR’S REFERENCE SHEET 

	INSTRUCTIONS:

List a minimum of three (3) organizations to whom you have provided like services to that being requested in the specification.  Provide all data requested below for each reference listed.  Use additional sheets if desired.

	ORGANIZATION'S NAME:

	CONTACT PERSON'S NAME:

	ORGANIZATION'S FULL ADDRESS:


	CONTACT PERSON'S TELEPHONE NUMBER:
DATE SERVICE(S) PROVIDED:


	SPECIFY THE SERVICES PROVIDED:


	


	ORGANIZATION'S NAME:

	CONTACT PERSON'S NAME:

	ORGANIZATION'S FULL ADDRESS:


	CONTACT PERSON'S TELEPHONE NUMBER:
DATE SERVICE(S) PROVIDED:


	SPECIFY THE SERVICES PROVIDED:


	


	ORGANIZATION'S NAME:

	CONTACT PERSON'S NAME:

	ORGANIZATION'S FULL ADDRESS:


	CONTACT PERSON'S TELEPHONE NUMBER:
DATE SERVICE(S) PROVIDED:

	SPECIFY THE SERVICES PROVIDED:________________________________________________________



ATTACHMENT C

NON-COLLUSION AFFIDAVIT

* THIS AFFIDAVIT MUST BE EXECUTED FOR THIS BID TO BE CONSIDERED

STATE OF OHIO


)

)
SS.

COUNTY OF CUYAHOGA

)

                                                                                                      being first duly sworn, deposes and says that he/she is                                                                 of the party making the foregoing proposal:  that such proposal is genuine and not collusive or sham:  that said Respondent has not colluded, conspired, connived or agreed, directly or indirectly, with any contractor or person to put in a sham proposal, or that such other person shall refrain from bidding and has not in any manner, directly or indirectly, sought by agreement or collusion, or communication or conference, with any person, to fix the price of affiant or any other contractor, or to fix any overhead, profit or cost element of said price, or of that of any other contractor, or to secure any advantage against the Cuyahoga County Board of Health or any other persons interested in the proposed contract; and that all statements contained in said proposal are true; and  further that all statements contained in said proposal are true; and further that such contractor has not, directly or indirectly submitted this proposal, or contents thereof, or divulged information relative thereto to any association or to any member or agent thereof. 

_________________________________________________

AFFIANT

Sworn to and subscribed before me this                      day of                               2020.

____________________________________________________

NOTARY PUBLIC
ATTACHMENT D
CERTIFICATION OF COMPLIANCE WITH SECTION 3517.13 OF THE O.R.C.

RFP #2020-03
CONTRACTS AWARDED TO INDIVIDUAL, PARTNERSHIP, OTHER UNINCORPORATED BUSINESS,ASSOCIATION (INCLUDING A PROFESSIONAL ASSOCIATION ORGANIZED UNDER CHAPTER 1785), ESTATE, OR TRUST MUST CONTAIN THE FOLLOWING CERTIFICATION:

Any contract for goods or services costing more than five hundred dollars must contain a certification by the contracting entity (vendor) that all of the following persons are in compliance with 3517.13(1)(1), limiting campaign contributions to the holder of the public office having the ultimate responsibility for the award of the contract:

• THE INDIVIDUAL

• EACH PARTNER OR OWNER OF THE PARTNERSHIP OR UNINCORPORATED BUSINESS

• EACH SHAREHOLDER OF THE ASSOCIATION

• EACH ADMINISTRATOR OF THE ESTATE

• EACH EXECUTOR OF THE ESTATE

• EACH TRUSTEE OF THE TRUST

• EACH SPOUSE OF ANY OF THE PRECEEDING PERSONS

• EACH CHILD SEVEN YEARS TO SEVENTEEN YEARS OF AGE OF ANY OF THE PRECEEDING   PERSONS

• ANY COMBINATION OF THE PERSONS LISTED ABOVE

CONTRACTS A WARDED TO A CORPORATION OR BUSINESS TRUST (EXCEPT A  PROFESSIONAL ASSOCIATION ORGANIZED UNDER CHAPTER 1785) MUST CONTAIN THE FOLLOWING CERTIFICATION:

Any contract for goods or services costing more than five hundred dollars must contain a certification by the contracting entity (vendor) that all of the following persons are in compliance with 3517. 13(J)(1), limiting campaign contributions to the holder of the public office having the ultimate responsibility for the award of the contract:

• EACH OWNER OF MORE THAN TWENTY PER CENT OF THE CORPORATION OR BUSINESS TRUST

• EACH SPOUSE OF AN OWNER OF MORE THAN TWENTY PER CENT OF THE CORPORATION OR BUSINESS TRUST

• EACH CHILD SEVEN YEARS TO SEVENTEEN YEARS OF AGE OF AN OWNER OF MORE THAN TWENTY PER CENT OF THE CORPORATION OR BUSINESS TRUST

• ANY COMBINATION OF THE PERSONS LISTED ABOVE

It is hereby certified that all of the persons listed above are in compliance with section 3517.13(1)(1) or 3517.13(J)(1) of the Ohio Revised Code.

IF CONTRACTING ENTITY IS A NONPROFIT CORPORATION ESTABLISHED UNDER ORC CHAPTER 1702, THE UNDERSIGNED CERTIFIES THAT SECTIONS 3517.13(1)(1) AND 3517.13(J)(1) ARE NOT APPLICABLE TO THE CONTRACTING ENTITY.

___________________________________

_____________________________________

PRINTED NAME 





TITLE

___________________________________

_____________________________________

SIGNATURE 






DATE
ATTACHMENT E

SAMPLE PROPOSAL COVER PAGE
(Use this as the format for preparing the proposal Cover Page)

ENDING THE HIV EPIDEMIC: A PLAN FOR AMERICA-

RYAN WHITE HIV/AIDS PROGRAM PARTS A AND B
RFP  #  2020-03
PROPOSAL FOR PROJECTS
Proposed Project #1 __________________________________Projected Clients Served______
S.M.A.R.T. Objective/Outcome____________________________________________________

Budget Requested:

Proposed Project #2___________________________________Projected Clients Served______
S.M.A.R.T Objective/Outcome_____________________________________________________

Budget Requested:

Proposed Project #3___________________________________Projected Clients Served______

S.M.A.R.T. Objective/Outcome_____________________________________________________

Budget Requested:

Proposed Project #4___________________________________Projected Clients Served______

S.M.A.R.T. Objective/Outcome_____________________________________________________
Budget Requested: 

Agency Name

Agency Street Address

Agency City, State, Zip Code

CEO/Executive Director: ___________________________________________

Board President: __________________________________________________

Individual who will sign contract: ____________________________________

Agency EIN:  _____________________________________________________

Agency accounting basis:  __________________________________________

Proposal Contact: _________________________________

Phone Number: ___________________________________

E-Mail Address:___________________________________
ATTACHMENT F
NOTICE OF INTENT TO APPLY FOR FUNDING 

CUYAHOGA COUNTY BOARD OF HEALTH 

RYAN WHITE HIV/AIDS PART A PROGRAM 

PROGRAM TITLE: Ending the HIV Epidemic: A Plan for America —

Ryan White HIV/AIDS Program Parts A and B

ALL INFORMATION REQUESTED MUST BE COMPLETED

DUE DATE: 06/18/2020. Please submit to  bidquestions@ccbh.net
Type of Applicant

□ Hospital

□ Community-Based Organization
□ Federally Qualified Health Centers 

□ Higher Education
□ AIDS Service Organization 

□ Other: _________________________

Applicant Agency/Organization: ___________________________________________________________

Federal Tax Identification Number: ________________________________________________________

Applicant Agency Address: _______________________________________________________________

Agency Contact Name and Job Title: _______________________________________________________

Telephone: ________________________ Email Address: ______________________________________

Please indicate the Ending the HIV Epidemic projects that your agency intends to apply for (check all that apply):

□ Implement a Data to Care program with a focus on bringing clients into Medical Care with an RX to Care expansion (Agency must be a Part-A funded provider that can draw viral load tests)

□ Intensive Behavioral Health Medical Case Management (MCM) at Ryan White Part A Medical providers Sites (Agency must be a Part-A funded MCM provider that can draw viral load tests)

□ Medical Transportation program for non-virally suppressed clients to medical appointments (Agency must be a Part-A funded medical transportation provider that can draw viral load tests)

□ Transition providers to Rapid Start Protocol (Agency must be a Part-A funded provider that can draw viral load tests)

___________________________________________
_______________________________________

Agency Head (Print Name)



Agency Head (Signature) 

ATTACHMENT G
BUDGET GUIDANCE INFORMATION

FEE SCHEDULE OR COST REIMBURSEMENT

Use this chart to determine which forms will be necessary to complete your requested budget. 

Attachment H is required for all services requesting funding.   For some services an approved itemized fee schedule may be submitted to establish reimbursement rates. 

The chart below defines which how services reimbursement can be outlined in the Itemized Budget Narrative Form (Attachment H) and if an agency would like to use an established fee schedule this must be submitted as well which services require that a current fee schedule be submitted with the proposal. During the grant year, a contracted sub-recipient may submit a written request to add additional services to an existing fee schedule, which if approved by the grantee will not require a formal contract amendment. For services covered by Medicaid, providers may choose to submit a current Medicaid Rate fee schedule instead of calculating a unit cost for that service.  Please ensure no administrative costs are included in fee schedules.  This is to avoid duplication of requesting administrative costs.
	Projects
	Fee Schedule
	Cost Reimbursement

	
	
	

	Implement a Data to Care program with a focus on bringing clients into Medical Care with an RX to Care expansion in future years.
	No
	Yes

	Intensive Behavioral Health MCM at Ryan White Part A Medical providers Sites
	Yes
	Yes

	Medical Transportation program for non-virally suppressed clients to medical appointments
	No
	Yes

	Transition providers to Rapid Start Protocol
	Yes
	Yes


*Project proposals must be submitted for reimbursement based on option identified above options falling outside of the scope will not be considered for funding.
BUDGET GUIDANCE INFORMATION 

Refer to this page when calculating your costs for Attachment H.

A.
Agency administrative costs will be considered for funding under the various categories of the budget format at a level not to exceed 10% of total direct costs at any time during the grant year.  Administrative costs must be identified as such within the budget.  The more detail the better in the itemized budget narrative for example names for utility or service providers to match billing.  Cost allocation plan must be approved by the Board.  This rule is subject to guidance received from HRSA.

B.
Non-personnel and administrative costs in agencies currently receiving 3rd party reimbursement must be strongly justified, and will be compared to those of other proposals.

C.
Program coordinator will be considered for funding only if their primary focus is to coordinate a service requested under this proposal.  Funds may not be used to subsidize the time of current program coordinators with multiple functions.

D.
The Board may negotiate the funding of parts of a proposal if other parts can be funded more efficiently through different providers.  The Board may also require an applicant to make appropriate linkages with other agencies and programs in order to receive funding.

E.
Funds cannot be used to supplant or replace local or state funds that the agency receives or funds allocated to it for the provision of services to individuals with HIV/AIDS. 

F.
The Sub-Recipient agrees that no funds it receives under this agreement will be used to make payments for any item of service to the extent that payment has been made or could reasonably be expected to be made by another third party benefits program or by an entity that provides services on a prepaid basis.

G.
Funds cannot be used to purchase or improve land, purchase or construct buildings or purchase vehicles. 

H.
Mileage reimbursement is allowable as a part of the total cost calculation only for services requiring travel and must be justified and in accordance with contracting agency’s policy.
I. 
At  no time can a person time exceed one (1) FTE in this grant or in any combination of this grant and funding from any other funding source. The appropriations requested should reflect the amount of work directly related by the project for each staff member as it pertains to the Ending the HIV Epidemic program.  Time and effort must align with funds requested.
ATTACHMENT H  -  SAMPLE ITEMIZED BUDGET NARRATIVE
PART A ENDING THE HIV EPIDEMIC BUDGET NARRATIVE– EXAMPLE 

COMMUNITY CARES CENTER 

PERSONNEL

A.  Salaries and Fringe

Salary









Total: $54,750.00

	Position/Title/Name
	Description
	FTE
	 Amount 
	Budget Request

	Health Educator TBD
	Coordination of program requirements/community contact
	50%
	$32,000.00
	$16,000.00 

	Jose Pierce, Outreach Coordinator
	Completes all testing
	100%
	$32,000.00
	$32,000.00 

	Tim Brown, Program Coordinator
	Oversight program objectives and reporting
	15%
	      $45,000.00
	$6,750.00 

	 
	
	
	
	 

	 
	 TOTAL PERSONNEL: 
	 
	 
	$54,750.00


B.  Fringe Benefits




              
  
Total: $ 14,560.05 

Fringe benefits are computed at a approximate rate of 26.5% of total salaries. Fringe Benefits for staff including health insurance, payroll taxes, workers compensation, unemployment and retirement plan.

Health Educator – TBD
(Part-Time Employee)      1 FTE 50% on Prevention Grant  


This position will provide direct services to prevention services for 2 counties in conjunction to coordination with local jails and prisons and youth Detention Centers.  He/She will assist with the completion of all required program components and reports.  This team member is on the prevention 50% of the time and the other 50% is on the local HOPWA grant.

Outreach  Coordinator – Jose Pierce




                                   
        This position will be responsible for all counseling testing and referral service requirements in the community.  

Program Coordinator – Tim Brown
(Part-Time Employee)


    
                   This position will be responsible for monitoring grants outcomes, program reporting to CCBH.

Responsible for providing program coordination 15% of the time this team member’s other time is divided between 50% Ryan White Care coordination and 35% HOPWA coordination.  

Total Personnel Cost






                          $69,310.05

OTHER DIRECT COSTS  

Maintenance/Lease

· Liability Insurance






                                  

The agency’s annual insurance cost in 2019 was $10,000 and we anticipate a 5 percent increase in 2020.  The estimated annual cost in 2020 is $10,500.  A cost allocation plan is in place and this grant will be charged 5% of the annual cost.  Total charged $525.00.
· Postage










Agency cost for mailing billings and general patient communications.                              

Agency cost for shipping and handling of supplies. $250.00
· Copier - The lease for the copier/fax is based on the amount of copies each program makes and each program is assigned a four digit code.  The annual lease is estimated to be $2,500 annually and 5% is the share being charged according to the cost allocation plan to this program based on actual copies made in 2019.   $125.00
Supplies









                

Office supplies budgeted at $650.00 for the year are needed for general operation of the program such as binder clips, copy paper, highlighters, labels, markers, pens, portfolios, pencils, message pads, rubber bands, adding machine tape, staplers, staples, binders, file folders, tape and desk trays. Training materials will be developed and used by the investigators to train patrol officers how to preserve crime scene evidence.  


Travel/Training 










In State









Health Educator  







 

This person will travel to 6 meetings, approximately 5 times each per year, to participate meetings and trainings with CCBH.    

   20 miles per meeting x .57.5 cents a mile x 5 meetings = $57.50 

       Total In-State = $57.50

Links:

OBM Travel:  http://obm.ohio.gov/TravelRule/
GSA:  http://www.gsa.gov/portal/content/104877
Utilities/Phone Services

· Cell Phone
             

· Service for 1 agency owned cell phones used by Outreach Coordinator at $66.70/month times 11 months = $733.70

                         

Total Other Direct Costs





                       $2,341.20

EQUIPMENT

Laptop Computer



                                       
1 Laptop @ 1,500 each are to support the Health Educator. The laptops would enhance the ability of the team member to have a virtual location to meet the program needs of working in the field.    

Total Equipment Cost







$1,500.00




                         

Total Request for 2020 Ending the HIV Epidemic

      

$73,151.25

ATTACHMENT I  
COMPRHENSIVE BUDGET REQUEST

A Comprehensive Budget Request Form must be completed by all applicants. 

Agency: ______________________________________________________________________


	
	Cost Reimbursement Requested Total
	Fee Schedule         Requested Total
	Total Request

	Proposed Project #1 

(Insert name of project)
	
	
	

	Proposed Project #2 

(Insert name of project)
	
	
	

	Proposed Project #3 

(Insert name of project)
	
	
	

	Proposed Project #4 

(Insert name of project)
	
	
	

	Total
	$
	$
	$


ATTACHMENT J 

DISCLOSURE OF AGENCY FUNDING SOURCES AS IT RELATES TO HIV PROGRAMMING
Agency:  ________________________________________________________________________

Agency Fiscal Year:   ______________________________________________________________

A:  Total Agency Budget- (current fiscal year):   $______________________________________

	
	PART A
	PART B
	HOPWA
	CITY

COUNTY, STATE /FED
	ALL OTHER
	TOTAL BUDGET

	Personnel
	
	
	
	
	
	

	Fringe
	
	
	
	
	
	

	Administration
	
	
	
	
	
	

	Equipment
	
	
	
	
	
	

	Supplies
	
	
	
	
	
	

	Contractual
	
	
	
	
	
	

	Other
	
	
	
	
	
	

	Total Costs
	
	
	
	
	
	


ATTACHMENT K 
HIV/AIDS SERVICES & PUBLIC FUNDING DISCLOSURE

Agency:  ________________________________________________________________________

B:  All programs serving persons with HIV/AIDS

	Program
	Services
	Total FTE’s
	# Persons Served
	Funding Source
	Service

Period
	Total

Funding Amount

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


C:  Public Funds/Contracts with City, County, State, Federal Government

	Program
	Services
	Total FTE’s
	# Persons Served
	Funding Source
	Service

Period
	Total

Funding Amount

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


ATTACHMENT L
RFP EVALUATION FORM  

Agency: _________________________________________________________
Projects:  _______________________________________________  

Reviewer:  _______________________________________________________
Total Score: _____________________________________________
	CRITERIA 


	POINT VALUE
	SCORE
	COMMENTS

	1. Cover Letter and Introduction-Executive Summary  

· Is there a concise description of the agency?

· Is there a concise description of the proposed service?

· Does the agency have experience with this service and/or population?

· Does proposal identify target population to be served, number served, and total budget? 

· Does the proposal provide an overview of the applicants unique approach to providing services? 


	5
	
	

	2.  Project Understanding/Methodology/Project Management
· Does the proposed project description meet, in full or in part, the requests of the Ending the Epidemic RFP?  

· Does proposal identify specific priority population(s) - including demographics, percentage breakdowns?

· A description of plans to implement proposed services- goals to be achieved including number of clients to be served and anticipated units of service to be provided with timelines 
· A description of how this service provided at your agency is going to improve a client overall health outcomes. Identify unique service delivery if applicable.
· A summary of agency’s quality management program including viral load suppression initiatives.
· A description of SMART objectives/outcomes for each project.  This should also include how the agency will measure the objectives and outcomes.

· Description of how data is collected and tracked in CAREWare and in agency’s CQM program to improve health outcomes.
	55
	
	(Each proposed project must its own separate section for Project Understanding/Methodology/Project Management; 5 page limit per project)

	5.Qualifications and Experience   
Prior Experience and Organizational Capacity
· A history of service to persons with HIV/AIDS.

· Services to priority populations including, MSM, African Americans/Hispanics/Latino Men who have sex with men (MSM), and Youth (age 13-24). 

· A history of partnerships and/or coordination with other community providers.

· Describe the agency’s efforts to achieve cultural and linguistic competence (e.g., identify ongoing and current staff training(s) & bilingual staff).

· Description of existing HIV service collaboration with other institutions in the community, and efforts or plans to build capacity for service to underserved communities including minorities, women, infants, children, and youth.

· Describe the agency’s ability to report data in CAREWare by unit of service, unduplicated counts of persons served, and client demographic data as required by the Ending the Epidemic funding


· Describe the organization’s fiscal capability to record and invoice services as required for payment in a timely manner.

· Describe the agency’s Customer Service policies including client rights, grievance procedures and client satisfaction surveys. 

· Indicate whether or not the organization or any individuals working on the project has a possible conflict of interest.  
	25
	
	

	6.  Pricing   (Including Attachment G – Itemized Budget Narrative)

· Is budget data complete and accurate?

· Is cost fair and reasonable? (cost per client/cost per units of service)

· Is unit of service clearly identified and consistent with Part A service definition?

· Are units per client, units per month, and units per year realistic?

· Do staffing patterns match services proposed?

· Does agency have fiscal capacity to invoice accurately and timely? 

· Do 100% of funds requested directly support Ending the Epidemic projects? (required)


	15
	
	A separate Pricing must be completed per project requesting funding.




14

