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[bookmark: _Toc271189418][bookmark: _Toc273526683][bookmark: _Toc314582258][bookmark: _Toc314582507][bookmark: _Toc358795189]Attachment A:  RFA Checklist
	Applicant
Agency:
	

	
	Note:  Use this name for “(applicant agency)” as indicated for each application element below

	Application Element
	Format
	File Name
HAHSTA_HSG_FBHS02.17.16 (for copy submitted on Jump Drive No CD’s)

	Attachment J:  Application Receipt
	MS Word
	Attachment J:  Application Receipt (applicant agency) 
Note:  Attach one original and one copy of the Application Receipt – behind the Applicant Profile -- to the outside of the “original” Application Package only.

	Attachment C:  Applicant Profile
	MS Word
	Attachment C:  Applicant Profile (applicant agency)
Note:  Attach the Applicant Profile to the outside of each envelope

	Table of Contents
	MS Word
	Table of Contents (applicant agency)

	Abstract
	MS Word
	Abstract (applicant agency)

	Population(s) to be Served and Need
	MS Word
	Populations and Need  (applicant agency)

	Organizational Capacity
	MS Word
	Organization Capacity (applicant agency)

	Program Plan 
	MS Word
	Program Plan (service category) (applicant agency)

	Budget and Budget Narrative 
	MS Excel
	Budget and Budget Narrative (service category) (applicant agency)

	Attachment R:  Tables for Rate Calcuation 
	MS Excel
	Rate Calculation (service category) (applicant agency)

	Attachments

	· Attachment D:  Client Summary
	MS Word
	Attachment D  Client Summary (applicant agency)

	· Attachment E:  Linkages Summary
	MS Word
	Attachment E Linkages Summary (applicant agency)

	· Attachment F:  Other Sources of Funding Table
	MS Word
	Attachment F Sources of Funding (applicant agency)

	· Attachment M:  Capacity to Provide Culturally Competent Services
	MS Word
	Attachment M Cultural Competency (applicant agency)

	· Attachment N:  Medicaid Eligibility Chart (if applicable)
	MS Word
	Attachment N Medicaid Eligibility (applicant agency)

	· Attachment O:   Certification, Lobbying, et al.
	MS Word
	Attachment O:  Certifications (applicant agency)

	· Attachment P:  Federal Assurances (DOH) 
	MS Word
	Attachment P:  Assurances (DOH) (applicant agency)

	· Attachment Q:  DOH Statement of Certification
	MS Word
	Attachment Q:  Certifications (DOH) (applicant agency)


Notes:
· Applicants submit
· One original of the application package, marked “Original” on the outside of the envelope.
The original application package will have Attachment J:  Application Receipt (one original and one copy) attached to the outside of the original application package only.
· Three printed copies of the application package for which the applicant is applying.
· One copy of the application package on a jump drive marked “Jump Drive” on the outside of the envelope.
· Printed copies of the application package are on 8½ by 11-inch white paper, “Portrait” page orientation, double-spaced, one-sided, using a font size with no more than twelve characters per inch and with a minimum of one inch margins.  Applications that do not conform to these requirements will not be forwarded to the review panel.
· The application is unbound and submitted with rubber bands or binder clips only.
Assurance package submission checklist items:
· All Certifications, Licenses and Assurances all of the items listed on the Assurance Checklist, are complete and are included in the assurance package. 
· The two (2) sets of assurance packages are submitted with; one (1) marked “original” and one (1) marked “copy”.
· The assurances are submitted with two completed original assurance receipts. Assurance receipts should be affixed to the outside of the original envelope for submission to HAHSTA.
[bookmark: _Toc271189419][bookmark: _Toc273526684][bookmark: _Toc314582259][bookmark: _Toc314582508][bookmark: _Toc358795190]
Attachment B:  Assurances Checklist
	Applicant
Agency:
	


Certifications, Licenses and Assurances Required for
Submitting Application to RFA#_ HSG_FBHS02.17.16
Applicants are required to submit one copy of certifications, affidavits, and assurances in a sealed envelope.  The assurance checklist found below should be completed and placed in the envelope of each packet.  The outside of each envelope must be conspicuously marked as follows:
1. Assurances in response to RFA#_ HSG_FBHS02.17.16
2. Indicate whether content is “original” or “copy.”
ASSURANCE CHECKLIST

□ 1.    Signed DOH Assurances, Certifications and Mandatory Disclosures
· DOH Statement of Certification
· Certifications Regarding, Lobbying, Debarment and Suspension, Other Responsibility Matters, and Requirements for a Drug-Free Workplace  
· Federal Assurances

□ 2. 	Current Business License, registration to transact business in the relevant jurisdiction
Department of Consumer and Regulatory Affairs (DCRA) (DCRA is for the DC based providers)
1100- 4th Street, S.W. Contact 202-442-4400
Or www.dcra.dc.gov

□ 3. 	Current Certificate of Clean Hands (formerly Certificate of Good Standing) DC Office of Tax & Revenue (OTR) (You can only apply for this on line. It takes at least 7 days but no more than 14 days)1101 4th Street SW 
Washington, DC 20024 
Contact Person: Rhonda Lycorish; Phone: (202) 442-6815

□ 4.   501 (C) (3) Certification.  For non-profit organizations
 
□ 5. 	List of Board of Directors, on letterhead, for current year, signed and dated by a certified official from the Board.(This Cannot be the Executive Director)

□ 6. 	All Applicable Medicaid Certifications

It is the Responsibility of the Applicant to determine the extent to which the services proposed are reimbursable by Medicaid in each relevant jurisdiction.  It is also the responsibility of the applicant to submit documentation of certification to bill and collect revenue from Medicaid in each jurisdiction which Medicaid reimbursement is available.
[bookmark: _Toc271189420][bookmark: _Toc273526685][bookmark: _Toc314582260][bookmark: _Toc314582509][bookmark: _Toc358795191]
Attachment C:  Applicant Profile
	Applicant
Agency:
	

	TYPE OF ORGANIZATION:
	____ Non-Profit Organization
	____ For-Profit Organization 
	____ Other

	DUNS NUMBER: 
	

	Tax ID #:
	

	Contact Person:
	

	Title:
	

	Street Address:
	

	City, State ZIP:
	

	Telephone:
	

	Fax:
	

	Email Address:
	

	Ward: 
	

	Organization Web-site:
	

	Names of Organization Officials
	

	Board Chair: 
	

	Board Treasurer:
	

	Chief Executive Officer:
	

	Chief Financial Officer: 
	



	Service Category(ies) Requesting 
(Check all that apply)
	Funding Requested

	· Category A:  Facility-Based Housing (Emergency)
	

	· Category B:  Facility-Based Housing (Transitional)
	

	· 
	

	· 
	

	TOTAL Requested
	


Signature of Authorized Official: __________________________________________


RFA#_ HSG_FBHS02.17.16	Page 1
[bookmark: _Toc271188273][bookmark: _Toc271189421][bookmark: _Toc358795192]Attachment D:  Client Summary
	Applicant:
	


Part 1:	Provide information about the people your organization served (“Current”) and the people your organization proposes to serve.
For “Current” clients, the form requests the number of clients served during the twelve months beginning October 1, 2014.  Your organization may use a different, recent twelve-month period for convenience and accuracy, and should change the dates on the form to indicate the time period.
For each data element requested for “Current” clients, provide the actual data if available, or an estimate if the data are not available.
	Part 1:  Summary of Clients

	
	Current
	Proposed

	
	Actual
	Estimate
	

	1. Number of unique clients your organization serves.  Include all clients (HIV-positive and HIV-negative) and all services.
	
	
	

	2. Number of unique clients with HIV your organization serves.  Include all services.
	
	
	

	3. Of the total in Question 2, how many clients were
	
	
	

	a. Male
	
	
	

	b. Female
	
	
	

	c. Transgender (Male  Female)
	
	
	

	d. Transgender (Female  Male)
	
	
	

	Total for Question 3
	
	
	

	4. Of the total in Question 2, how many clients were
	
	
	

	a. African American or Black
	
	
	

	b. White
	
	
	

	c. Asian 
	
	
	

	d. American Indian or Alaska Native
	
	
	

	e. Native Hawaiian or other Pacific Islander
	
	
	

	f. Unknown
	
	
	

	Total for Question 4
	
	
	

	5. Of the total in Question 2, how many clients were
	
	
	

	a. Hispanic
	
	
	

	b. Non-Hispanic
	
	
	

	c. Other
	
	
	

	d. Unknown
	
	
	

	Total for Question 5
	
	
	

	6. Of the total in Question 2, how many clients were
	
	
	

	a. Residents of Ward 1
	
	
	

	b. Residents of Ward 2
	
	
	

	c. Residents of Ward 3
	
	
	

	d. Residents of Ward 4
	
	
	

	e. Residents of Ward 5
	
	
	

	f. Residents of Ward 6
	
	
	

	g. Residents of Ward 7
	
	
	

	h. Residents of Ward 8
	
	
	

	i. Other or Unknown
	
	
	

	Total for Question 6
	
	
	

	11. Of the total in Question 2, how many clients 
	
	
	

	a. Were ever AIDS-defined
	
	
	

	12. Of the total in Question 2, how many clients are taking ARV?
	
	
	

	a. Of clients in Question 12, the total number who have a CD4 greater than 500 (as of the last reporting period)
	
	
	

	b. Of clients in Question 12, the total number who have a CD4 from 200-500 (as of the last reporting period)
	
	
	

	c. Of clients in Question 12, the total number who have a CD4 count below 200 (as of the last reporting period)
	
	
	

	d. Of clients in Question 12, the total number who are virally suppressed (viral load below 200)
	
	
	

	13. What percentage of were lost to ambulatory outpatient medical care in the twelve month period?
	
	
	


Note:  Provide a brief narrative explanation of any use of “estimates,” along with a brief description of your organization’s plan to improve data collection and reporting.
	





RFA#_HAHSTA_FBHP07.06.15				 	7
[bookmark: _Toc271189422][bookmark: _Toc273526687][bookmark: _Toc314582262][bookmark: _Toc314582511][bookmark: _Toc358795193]Attachment E:  Linkages Summary
Instructions
1. Applicants must complete Attachment E to detail their ability to assure a continuum of care.   For all applicants that are awarded, the information on the attached table will be verified and monitored.
2. Applicants should pay particular attention to the specific linkage requirements noted for each service category in the service category descriptions section. If a linkage is not required, please indicate “NA” (for not applicable) in the space provided.
3. Applicants may use additional sheets to list linkages if necessary.
4. Column 1 lists the various service categories funded by HAHSTA.
5. In Column 2, applicants should place a check mark in the space provided if they provide or propose to provide that service directly.  If they do not provide the service directly, leave the space blank.
6. In Column 3, applicants should list both Ryan White funded and non-Ryan White funded organizations with whom they have collaborative agreements and linkages for the given service categories.
7. In column 4, the applicant should type “yes” or “no,” indicating whether or not there is an established Memorandum Of Understanding/Agreement (MOU/A) with the listed agency or individual.
8. In column 5, the applicant should type “yes” or “no,” indicating whether or not there is an established contract with the listed agency or individual. 
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Linkages Summary
	Applicant
Agency:
	

	Service Category
	Provide Directly
	Provide Through Linkage
(Name Organizations)
	Established MOU/A (Yes/No)
	Signed Contract
(Yes/No)

	1. Outpatient Ambulatory Medical Care
	
	
	
	

	2. AIDS Drug Assistance Program (ADAP)
	
	
	
	

	3. AIDS Pharmaceutical Assistance (local)
	
	
	
	

	4. Oral Health Care
	
	
	
	

	5. Early Intervention Services
	
	
	
	

	6. Health Insurance Premium and Cost Sharing
	
	
	
	

	7. Home Health Care
	
	
	
	

	8. Home and Community-Based Health Services
	
	
	
	

	9. Hospice Services
	
	
	
	

	10. Mental Health Services 
	
	
	
	

	11. Medical Nutrition Therapy
	
	
	
	

	12. Medical Case Management
	
	
	
	

	13. Substance Abuse Services 
	
	
	
	

	14. Case Management (non-Medical) 
	
	
	
	

	15. Childcare Services
	
	
	
	

	16. Pediatric Development Assessment and Early Intervention Services 
	
	
	
	

	17. Emergency Financial Assistance 
	
	
	
	

	18. Food Bank/Home Delivered Meals
	
	
	
	

	19. Health Education/Risk Reduction 
	
	
	
	

	20. Housing Services
	
	
	
	

	21. Legal Services
	
	
	
	

	22. Linguistic Services 
	
	
	
	

	23. Medical Transportation Services
	
	
	
	

	24. Outreach Services
	
	
	
	

	25. Permanency Planning
	
	
	
	

	26. Psychosocial Support Services
	
	
	
	

	27. Referral for Healthcare/supportive Services 
	
	
	
	

	28. Rehabilitation Services
	
	
	
	

	29. Respite Care
	
	
	
	

	30. Substance Abuse Services (residential) 
	
	
	
	

	31. Treatment Adherence Counseling
	
	
	
	



[bookmark: _Toc271189423][bookmark: _Toc273526688][bookmark: _Toc314582263][bookmark: _Toc314582512][bookmark: _Toc358795194]
Attachment F:  Other Sources of Funding

	Applicant
Agency:
	


Instructions:
Use Attachment F to provide information on the services provided by the applicant organization and the sources of funding that support those services.  The information used in Attachment E should be current and correct as of January 1, 2016.
In the first column, list each service category eligible for funding under this RFA that the applicant organization provided as of January 1, 2016.
For each service category, provide the annual, twelve-month funding used by the applicant organization to support each service category as of January 1, 2016.


[bookmark: _Toc314582264][bookmark: _Toc314582513][bookmark: _Toc314582580][bookmark: _Toc314582971][bookmark: _Toc352076614]Attachment F:  Other Sources of Funding as of January 1, 2016
	Applicant Agency:
	

	Service Category
	Ryan White CARE Act
	Other Federal
	Other

	
	Part A
	Part B
	Part C
	Part D
	CDC
	HOPWA
	Medicaid
	SAMHSA
	Veterans Admin
	Local or State
	Private

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	TOTAL
	
	
	
	
	
	
	
	
	
	
	

	I certify that this information is correct and complete for the applicant organization as of January 1, 2013

	
	
	
	

	Name
	Title
	Signature
	Date



[bookmark: _Toc271189425][bookmark: _Toc273526690][bookmark: _Toc314582266][bookmark: _Toc314582515][bookmark: _Toc358795195]Attachment H:  Budget and Budget Narratives

	Applicant
Agency:
	


All Applicants applying for services must use the HAHSTA approved budget form. The form is located and can be downloaded at the following website http://doh.dc.gov/doh/frames.asp?doc=/doh/lib/doh/services/administration_offices/hiv_aids/pdf/budget_format_attachment_mandatory.xls.There can not be any changes made to the format or content areas of the Excel workbook. Applicants must input budget projections for each project description submitted. 
[bookmark: _Toc271189426][bookmark: _Toc273526691][bookmark: _Toc314582267][bookmark: _Toc314582516][bookmark: _Toc358795196]Attachment I:  Notice of Intent to Apply
Please submit this Notice of Intent to Apply fax to Sherita Grant at Sherita.grant@dc.gov or 202/671-4860.  Notices will also be accepted at the pre-application conference. 
RFA#_ HSG_FBHS02.17.16
	Applicant Name
	

	Mailing Address
	

	City, State, Zip
	

	Contact Person Name and Title
	

	E-mail
	

	Phone
	


My organization intends to apply for the service categories listed under Request for Application RFA#_ HSG_FBHS02.17.16

I understand that the application package will include a Program Plan, Budget and Budget Narrative for each service category for which my organization applies.
	· Category A:  Facility-Based Housing (Emergency)

	· Category B:  Facility-Based Housing (Transitional)

	

	

	

	



			
Signature	Date

[bookmark: _Toc269463964][bookmark: _Toc358795197]Attachment J:  Application Receipt
RFA#_ HSG_FBHS02.17.16

Date/Time Stamp
	Applicant Name and Address
	

	Applicant Representative
	Name and Title
	

	
	Phone:
	
	Fax:
	

	
	E-Mail:
	

	Service Category
	Amount Requested

	Category A:  Facility-Based Housing (Emergency)
	$

	Category B:  Facility-Based Housing (Transitional)
	$

	
	

	
	

	TOTAL
	$


This certifies that one (1) “original,” three (3) printed copies and one copy on a jump drive the application and attachments were received by the District of Columbia Department of Health, HIV/AIDS, Hepatitis, STD and Tuberculosis Administration (HAHSTA)
Received by: ______________________________________________________
(Signature of DOH Staff)
AFFIX TO “ORIGINAL” APPLICATION PACKAGE(s)
[bookmark: _Toc358795198][bookmark: _Toc271189430][bookmark: _Toc273526695][bookmark: _Toc314582270][bookmark: _Toc314582519]
Attachment L:  Receipt for Assurances

	Applicant
Agency:
	


Date/Time Stamp:
Request for Application #HSG_FBHS02.17.16
Instructions:  Complete and sign the form below.  Submit the original and one copy of each document with the assurance package.
	Assurances

	1. Signed DOH and Federal Assurances, Certifications and Mandatory Disclosures
2. Current Business License, registration to transact business in the relevant jurisdiction
3. Current Certificate of Clean Hands (formerly Certificate of Good Standing) 
4. 501 (C) (3) Certification.  For non-profit organizations
5. List of Board of Directors, on letterhead, for current year, signed and dated by a certified official from the Board.(This Cannot be the Executive Director)
6. All Applicable Medicaid Certifications

	

	

	Assurances Delivered by
	
	

	
	(Please Print Name)
	Signature


This certifies that one (1) original plus one copy of the items listed above were delivered to the District of Columbia Department of Health
	Assurances Received by
	
	

	
	(Please Print Name)
	Signature


[bookmark: _Toc358795199]
Attachment M:  Capacity to Provide Culturally Competent Services
RFA#_ HSG_FBHS02.17.16

	Applicant
Agency:
	


Instructions
This table, in addition to the narrative project description, should describe an applicant’s ability to directly provide culturally appropriate services to clients or to provide culturally appropriate services through referral and linkage.
1. Attachment M should be completed for each application.
2. Include information on direct service staff only.  Do not include information on administrative support staff or management staff.
3. In Column 1, list the characteristics of your direct service staff for a given service category.  Use the “Other” row to indicate specific cultural characteristics such as sexual orientation, youth and adolescence, hemophilia, sign language interpretation, etc.
4. In Column 2, list the number of direct staff and percent of direct staff with that characteristic.
5. In Column 3, list the specific cultural skills those staff have i.e., languages they speak, targeted population they serve, etc.
6. In Column 4, list the consultants or linkages you use to enhance the availability of culturally appropriate services


[bookmark: _Toc314582271][bookmark: _Toc314582520][bookmark: _Toc314582587][bookmark: _Toc314582978][bookmark: _Toc352076644]Sample
Applicant Name:   Mental Health Community Based Organization, Inc.

	CHARACTERISTIC
	NUMBER / PERCENT
OF DIRECT SERVICE STAFF
	DESCRIPTION OF
CULTURAL SKILLS
	NAME OF CONSULTANTS AND LINKAGE ORGANIZATIONS

	Race / Ethnicity  (Please list)

African American
Latino
White




	

4 (100%)
	

· 25% of staff is bilingual (English/Spanish)
· 1 Staff member knows American Sign Language (ASL)
	
Linkage with ABC Health, Inc. for Latino clients.

Linkage with XYZ Clinic for gay/bisexual white males.

Linkage with QRS County Health Dept., Division of Mental Health Services.


	Gender  (Please List)

Male
Female




	

1 (25%)
3 (75%)
	
	



[bookmark: _Toc314582272][bookmark: _Toc314582521][bookmark: _Toc314582588][bookmark: _Toc314582979][bookmark: _Toc352076645]
ATTACHMENT M:  Capacity to Provide Culturally Competent Services 
[bookmark: _Toc314582273][bookmark: _Toc314582522][bookmark: _Toc314582589][bookmark: _Toc314582980][bookmark: _Toc352076646]Applicant Name: ______________________________________________________________
[bookmark: _Toc314582274][bookmark: _Toc314582523][bookmark: _Toc314582590][bookmark: _Toc314582981][bookmark: _Toc352076647]Service category: ____________________________________________________________

	CHARACTERISTIC
	NUMBER / PERCENT
OF DIRECT SERVICE STAFF
	DESCRIPTION OF
CULTURAL SKILLS
	NAME OF CONSULTANTS AND LINKAGE ORGANIZATIONS

	Race / Ethnicity  (Please list)









	


	
	









	Gender  (Please List)









	


	
	





[bookmark: _Toc271189431][bookmark: _Toc273526696][bookmark: _Toc314582275][bookmark: _Toc314582524][bookmark: _Toc358795200]Attachment N:  Medicaid Eligibility Chart
Organizations funded to provide one or more services that are reimbursable by Medicaid are required to
· Screen clients for Medicaid eligibility
· Assist clients to enroll in Medicaid
· Bill Medicaid for all Medicaid-included services provided to Medicaid-eligible clients
· Collect and report Medicaid revenue as “program income.”
This attachment is required only of applicants that include in their proposals a request for funding Substance Abuse Services within Category C:  Supportive Services.
Instructions
1. Column 1 lists the various service categories funded under this RFA
2. In Column 2 list the Medicaid number used by the organization to bill for Medicaid.  In the event of multiple provider numbers, list the number most frequently used.
3. In Column 3, indicate by “yes” or “no” whether the organizations is authorized to bill for the particular service category.
4. In Column 4, applicants should list the name of the Medicaid Managed Care Organizations (MCO) with which they participate for the particular service category.


[bookmark: _Toc314582276][bookmark: _Toc314582525][bookmark: _Toc314582592][bookmark: _Toc314582983][bookmark: _Toc352076649]Attachment N:  Medicaid Eligibility 


	Applicant
Agency:
	



	Service Category
	Medicaid Number
	Authorized to Bill for Services
(Yes / No)
	MCO Participation

	Substance Abuse Services
	
	
	


[bookmark: _Toc271189432][bookmark: _Toc273526697]

[bookmark: _Toc358795205]Attachment R:  Tables for Rate Calculation
Step 1.	
	
	

	Component
	Amount

	Occupancy
	

	Rent
	$

	Mortgage
	$

	Depreciation
	$

	Utilities
	$

	Facility Maintenance & Repairs
	$

	Housing Supplies (bedding and linens)
	$

	Furniture repair, depreciation, replacement
	

	Purchase or Replacement
	$

	Repair and Maintenance
	$

	Security
	$

	Facility Cost
	$


Step 2.
	
	
	

	Component
	Square Footage
	Proportion

	Housing Space
	
	

	Client Private Space
	
	%

	Shared Living Space
	
	%

	Shared Dining Space
	
	%

	Shared Kitchen Space
	
	%

	Shared Laundry Space
	
	%

	Other
	
	%

	Housing Space (Subtotal)
	
	%

	Non Housing Space
	
	%

	Administrative
	
	%

	Staff Office
	
	%

	Supportive Services
	
	%

	Other
	
	%

	Non Housing Space (Subtotal)
	
	%

	Facility Space Total
	
	%



Step 3.	
	
	
	
	

	
	Facility Cost
	Housing Space (Subtotal) Proportion
	Facility-Based Housing Cost

	Note
	Calculated in Step 1
	Calculated in Step 2
	Multiply Facility Cost by Facility-Based Housing Proportion

	Example
	$160,000
	75%
	$120,000

	
	$  
	%
	$  


Step 4.
	
	
	
	

	
	Facility-Based Housing Cost
	Housing Slots
	Minimum Rate

	Note
	Calculated in Step 3
	
	Divide Facility-Based Housing Cost by Housing Slots

	Example
	$120,000
	10
	Per Year:  $12,000 
Per Month:  $1,000
Per Night:  $33.33

	
	$  
	
	Per Year:  $ 
Per Month:  $
Per Night:  $


Step 6.
	
	
	
	

	
	Minimum Rate
	Capacity Adjustment
	Adjusted Rate

	Note:
	Calculated in Step 4
	See above 
	Divide Minimum Rate by 90%, Multiply by 100%

	Example:
	$  33.33
	90%
	$ 37.03

	
	
	
	








T
	ATTACHMENT O:   APPLICANT / GRANTEE ASSURANCES, CERTIFICATIONS & DISCLOSURES


his section includes certifications, assurances and disclosures made by the authorized representative of the Applicant/Grantee organization.  These assurances and certifications reflect requirements for recipients of local and pass-through federal funding.
A. 	Applicant/Grantee Representations
1. The Applicant/Grantee has provided the individuals, by name, title, address, and phone number who are authorized to negotiate with the Department of Health on behalf of the organization; 
2. The Applicant/Grantee is able to maintain adequate files and records and can and will meet all reporting requirements;
3. All fiscal records are kept in accordance with Generally Accepted Accounting Principles (GAAP) and account for all funds, tangible assets, revenue, and expenditures whatsoever; all fiscal records are accurate, complete and current at all times; and these records will be made available for audit and inspection as required;
4. The Applicant/Grantee is current on payment of all federal and District taxes, including Unemployment Insurance taxes and Workers’ Compensation premiums. This statement of certification shall be accompanied by a certificate from the District of Columbia OTR stating that the entity has complied with the filing requirements of District of Columbia tax laws and is current on all payment obligations to the District of Columbia, or is in compliance with any payment agreement with the Office of Tax and Revenue; (attach)
5. The Applicant/Grantee has the administrative and financial capability to provide and manage the proposed services and ensure an adequate administrative, performance and audit trail; 
6. If required by DOH, the Applicant/Grantee is able to secure a bond, in an amount not less than the total amount of the funds awarded, against losses of money and other property caused by a fraudulent or dishonest act committed by Applicant/Grantee or any of its employees, board members, officers, partners, shareholders, or trainees;
7. The Applicant/Grantee is not proposed for debarment or presently debarred, suspended, or declared ineligible, as required by Executive Order 12549, “Debarment and Suspension,” and implemented by 2 CFR 180, for prospective participants in primary covered transactions and is not proposed for debarment or presently debarred as a result of any actions by the District of Columbia Contract Appeals Board, the Office of Contracting and Procurement, or any other District contract regulating Agency; 
8. The Applicant/Grantee either has the financial resources and technical expertise necessary for the production, construction, equipment and facilities adequate to perform the grant or subgrant, or the ability to obtain them;
9. The Applicant/Grantee has the ability to comply with the required or proposed delivery or performance schedule, taking into consideration all existing and reasonably expected commercial and governmental business commitments;
10. The Applicant/Grantee has a satisfactory record of performing similar activities as detailed in the award or, if the grant award is intended to encourage the development and support of organizations without significant previous experience, has otherwise established that it has the skills and resources necessary to perform the services required by this Grant.
11. The Applicant/Grantee has a satisfactory record of integrity and business ethics;
12. The Applicant/Grantee either has the necessary organization, experience, accounting and  operational controls, and technical skills to implement the grant, or the ability to obtain them;
13. The Applicant/Grantee is in compliance with the applicable District licensing and tax laws and regulations;
14. The Applicant/Grantee is in compliance with the Drug-Free Workplace Act and any regulations promulgated thereunder; and
15. The Applicant/Grantee meets all other qualifications and eligibility criteria necessary to receive an award; and
16. The Applicant/Grantee agrees to indemnify, defend and hold harmless the Government of the District of Columbia and its authorized officers, employees, agents and volunteers from any and all claims, actions, losses, damages, and/or liability arising out of or related to this grant including the acts, errors or omissions of any person and for any costs or expenses incurred by the District on account of any claim therefrom, except where such indemnification is prohibited by law. 
B. 	Federal Assurances and Certifications
The Applicant/Grantee shall comply with all applicable District and federal statutes and regulations, including, but not limited to, the following:     
1. The Americans with Disabilities Act of 1990, Pub. L. 101-336, July 26, 1990; 104 Stat. 327 (42 U.S.C. 12101 et seq.);
2. Rehabilitation Act of 1973, Pub. L. 93-112, Sept. 26, 1973; 87 Stat. 355 (29 U.S.C. 701 et seq.);
3. The Hatch Act, ch. 314, 24 Stat. 440 (7 U.S.C. 361a et seq.);
4. The Fair Labor Standards Act, ch. 676, 52 Stat. 1060 (29 U.S.C.201 et seq.);
5. The Clean Air Act (Subgrants over $100,000), Pub. L. 108-201, February 24, 2004; 42 USC ch. 85 et.seq.);
6. The Occupational Safety and Health Act of 1970, Pub. L. 91-596, Dec. 29, 1970; 84 Stat. 1590 (26 U.S.C. 651 et.seq.);
7. The Hobbs Act (Anti-Corruption), ch. 537, 60 Stat. 420 (see 18 U.S.C. § 1951);
8. Equal Pay Act of 1963, Pub. L. 88-38, June 10, 1963; 77 Stat.56 (29 U.S.C. 201);
9. Age Discrimination Act of 1975, Pub. L. 94-135, Nov. 28, 1975; 89 Stat. 728 (42 U.S.C. 6101  et. seq.);
10. Age Discrimination in Employment Act, Pub. L. 90-202, Dec. 15, 1967; 81 Stat. 602 (29  U.S.C. 621 et. seq.);
11. Military Selective Service Act of 1973;
12. Title IX of the Education Amendments of 1972, Pub. L. 92-318, June 23, 1972; 86 Stat. 235,  (20 U.S.C. 1001);
13. Immigration Reform and Control Act of 1986, Pub. L. 99-603, Nov 6, 1986; 100 Stat. 3359,  (8 U.S.C. 1101);
14. Executive Order 12459 (Debarment, Suspension and Exclusion);
15. Medical Leave Act of 1993, Pub. L. 103-3, Feb. 5, 1993, 107 Stat. 6 (5 U.S.C. 6381 et seq.);
16. Drug Free Workplace Act of 1988, Pub. L. 100-690, 102 Stat. 4304 (41 U.S.C.) to include the following requirements:
1) Publish a statement notifying employees that the unlawful manufacture, distribution, dispensing, possession or use of a controlled substance is prohibited in the Applicant/Grantee's workplace and specifying the actions that will be taken against employees for violations of such prohibition;

2) Establish a drug-free awareness program to inform employees about: 
a. The dangers of drug abuse in the workplace;
b. The Applicant/Grantee's policy of maintaining a drug-free workplace;
c. Any available drug counseling, rehabilitation, and employee assistance programs; and
d. The penalties that may be imposed upon employees for drug abuse violations occurring in the workplace; and 
(3)	Provide all employees engaged in performance of the grant with a copy of the statement required by the law; 
17. Assurance of Nondiscrimination and Equal Opportunity, found in 29 CFR 34.20;
18. District of Columbia Human Rights Act of 1977 (D.C. Official Code § 2-1401.01 et  seq.);
19. Title VI of the Civil Rights Act of 1964;
20. District of Columbia Language Access Act of 2004, DC Law 15 - 414 (D.C. Official Code § 2-1931 et seq.);
21.  Lobbying Disclosure Act of 1995, Pub. L. 104-65, Dec 19, 1995; 109 Stat. 693, (31 U.S.C. 1352); and
22. Child and Youth, Safety and Health Omnibus Amendment Act of 2004, effective April 13, 2005 (D.C. Law §15-353; D.C. Official Code § 4-1501.01 et  seq.)(CYSHA). In accordance with the CYSHA any person who may, pursuant to the grant, potentially work directly with any child (meaning a person younger than age thirteen (13)), or any youth (meaning a person between the ages of thirteen (13) and seventeen (17) years, inclusive) shall complete a background check that meets the requirements of the District's Department of Human Resources and HIPAA.

C.	Mandatory Disclosures
1. The Applicant/Grantee certifies that the information disclosed in the table below is true at the time of submission of the application for funding and at the time of award if funded.  If the information changes, the Grantee shall notify the Grant Administrator within 24 hours of the change in status. A duly authorized representative must sign the disclosure certification  
2. Applicant/Grantee Mandatory Disclosures 
	A. Per OMB 2 CFR §200.501– any recipient that expends $750,000 or more in federal funds within the recipient’s last fiscal, must have an annual audit conducted by a third – party.  In the Applicant/Grantee’s last fiscal year, were you required to conduct a third-party audit?
	
	YES

	B. 
	
	NO

	C. Covered Entity Disclosure During the two-year period preceding the execution of the attached Agreement, were any principals or key personnel of the Applicant/Grantee / Recipient organization or any of its agents who will participate directly, extensively and substantially in the request for funding (i.e. application), pre-award negotiation or the administration or management of the funding, nor any agent of the above,  is or will be a candidate for public office or a contributor to a campaign of a person who is a candidate for public office, as prohibited by local law.
	
	YES

	D. 
	
	NO

	E. Executive Compensation: For an award issued at $25,000 or above, do Applicant/Grantee’s top five executives  do not receive more than 80% of their annual gross revenues from the federal government, Applicant/Grantee’s revenues are greater than $25 million dollars annually AND compensation information is not already available through reporting to the Security and Exchange Commission.
If No, the Applicant, if funded shall provide the names and salaries of the top five executives, per the requirements of the Federal Funding Accountability and Transparency Act – P.L. 109-282.
	
	YES

	F. 
	
	NO


	G. The Applicant/Grantee organization has a federally-negotiated Indirect Cost Rate Agreement.   If yes, insert issue date for the IDCR: ___________ If yes, insert the name of the cognizant federal agency? _____________
	
	YES

	H. 
	
	NO

	I. No key personnel or agent of the Applicant/Grantee organization who will participate directly, extensively and substantially in the request for funding (i.e. application), pre-award negotiation or the administration or management of the funding is currently in violation of federal and local criminal laws involving fraud, bribery or gratuity violations potentially affecting the DOH award.
	
	YES

	J. 
	
	NO


ACCEPTANCE OF ASSURANCES, CERTIFICATIONS AND DISCLOSURES
I am authorized to submit this application for funding and if considered for funding by DOH, to negotiate and accept terms of Agreement on behalf of the Applicant/Grantee organization; and

I have read and accept the terms, requirements and conditions outlined in all sections of the RFA, and understand that the acceptance will be incorporated by reference into any agreements with the Department of Health, if funded; and    

I, as the authorized representative of the Grantee organization, certify that to the best of my knowledge the information disclosed in the Table: Mandatory Disclosures is accurate and true as of the date of the submission of the application for funding or at the time of issuance of award, whichever is the latter.

	Sign:
	
	Date:

	NAME: INSERT NAME
	TITLE:  INSERT TITLE
	  

	AGENCY NAME:  




