FY2012

Applicant Information

Legal Name of Applicant Agency/Contract #;
‘Mailing Address:

Street / PO Box:

Payee Name:

Payee 'Mailingv Address:
Street / PO

Z
State of Texas.Gomptroller Vendor 1D No (14 digit):

Type of Entity (Choose one)

Project Period

Counties Served

Amount of Funding Requested:

ASSURANCES
The facts affirmed by me in this application are truthful. | understand that the truthfulness of the facets affirmed

herein and the contintiing compliance with these requirements is a.condition precedent to the award of a contract.
This document has been duly authorized by the governing body of the apfilicant-and | {the:person signing below)
am authorized to represent the applicant. ‘

Signature of Authorized Representative
Typed Name of Authorized Representative
Title of Authorized Representative

Date of Submission

Authorized Representative Telephone Number
Authorized Representative E-mail Address



CONTACT PERSON INFORMATION

Legal Business Name: [Collin County

p-atdition o those on-the FACE PAGE. {Fany of the

This forin provides information aboul the approprialé contacts inlhe conliactor's organization ldliti :
‘thi Contract Managemen! Ui,

followifrg information changes during the term of the-contracl, please send written ROt

Executive Dirsetbr/GEO:




FORM I: BUDGET SUMMARY INSTRUCTIONS

DSHS Costs Only Budyeted on Detail Category Pages
An aceurate budget plan is essential to achieve the performance measures and work plan set out in the narrative
portion of the RFP, Be sure to refer to the appropriate sections in the RFP for program-spegcific allowable and
‘unallowable costs. On each detail category budget form, budget only those costs that you plan to bili to
DSHS. The total amounts budaeted on each detail budget category form will be automatically posted to the
respective budget category on “Ferm | - Budget Summary” under column # 2 "DSHS Funds Requested”. See
individual "Detailed Budget Category Forms” for definitions of the- cost that are to be budgeted in each category.
Enter-amount as whole dollars; round up:

Column 1: The total amount of funds budgeted from all funding sources for the DSHS project. The total of all
funding sources {Columns 2 - 8)for each budget category will be automatically totaled. Do not
enter amounts in Column (1) except for the amount of Program Income,

Columns 2 - 6: Enter the-amount of funding to be provided by each funding source for each "Cost Categoiy” in
columns 3 - 6.

Column 2: DSHS funds requested. (automatically posted from each detail budget category form)
Column 3: Federal funds awarded directly to respondent to be used on the DSHS project.
Column 4: Funds awarded o respondent from other state agencies to be used on the DSHS
project.

Column §: Funds provided by local governments (city, county, hospital districts, etc)

Coliumn 6: Funds from other sources. {respondents unrestricted fiinds including private
foundations, donations, fundraising, etc)

Program Income - Projected Earnings {line K): Enter in Column 1 the fotal estimated the .amount of program
income that is expected to be generated during the budget period. The amount budgeted incolumn 1 should be the
total program income that the project will generate. The proportionate share of program income will automatically
allocate to each funding source based on the percentage of funding.

DEFINITION; Program income is ‘defined as grdss income directly generated through a contract supported activity or
earned 4s a direct result of the contract agreement during the Program Attachment period. Refer to the instructions
section below for examples of pregram income. In summary, program income is revenue generated by virtue of the
existence of the program (activities funded under the DSHS Program Attachment).

Contractor must disburse (apply towards gross Program Attachment expenses) the DSHS ‘share of program income
before requestmg renmbursement

8L *&.L.‘“‘u j.':

Sale of items’ fabncs!ed or developed under the contracl supportad actndty‘
F‘awnents for contract suppoded services received from patzenls or third parties, aam as Medicaid, Title XX, insurance companies,

® ¢ B & ¢ e

Check Totals: Refer to the table below the buﬂget template table to verify that the amounts distributed
(“Distribution Total") in each budget category equals the *Budget Total” for each respective
category. Next, verify that the Qvefaﬂ ‘total of all distributions (Distribution Totals) equals the

~ Budget Total.




FORM I: BUDGET SUMMARY (REQUIRED)

Legal Name of Respondent: ~ [Collin County ‘ , | |
Total DSHS Funds Direct Federal Other State Local Fundsng Other
Budget Categories Budget Requested Funds Agency Funds* | Sources (Mateh) Funds
(1) (2) . 3 {4 (5) _(6)
A, Personnel $378,080 ~$363,279] ' 314,801 ’
B.__Fringe Benefils $148737] $143,913] ' — L I $4,.824]
i $3,865 $3, 865! h o $0]
30 _$of 1 . $0
o g
4. Total (Sum efHandi) : $0 $0 $0
‘Pragram {ncome - $0 30

g Enter amounts

| Total
7l $148,737
$f s
$0] $o]

$0]

Check Totals For:

Giher B

[TOTAL FOR: [Distribution Totals _ $601,556/Budget Total '"’ " $601,559]

*Letter(s) of good standing that validate the respondent's programmatic, administrative, and financial capability must be placed after this form if
respondent receives any funding from state agencies other than DSHS related to this project. If the respondent is a state agency or institution
of higher education, létter(s) of good standing are not required. DO NOT include funding from other state agencies in column 4 or Federal
sources in column 3 that is not related to activities being funded by this DSHS project.

Revised: 7/6/2009




FORM I-1: PERSONNEL Budget Category Detail Form

Legal Name of Respondent: Collin Count : I
» “ » v Certification or | Total Average |Number Salary/Wages
F Vacant ‘ ; » License (Enter NA i Monthly of Requested for
E= tx,s{mg orp= Prgposed YIN : Justification FTE's| not required) SalarylWage | Months Project
— Coordinates PHEP grant dellverables & . | .

PHEM Coordinator (E) N |activities, supervises PHEP team 1 NA 7» $4,988~.41 ™" $52,378

|Performs PHEP activities including

PHEM Planner (E) N {special needs, first responder safety, 1 NA $3,045.79 12 $47,349

‘hospital coordination ,

-~ . " Tracks & maintains documentation for ’ - A .
Administrative Assistant, BT (E) N PHEP team 1. NA | | $3,210,97 12 $38,532
S . |Network & computing, redundant ' L veq - _ .

IT Speciatist (E) N: sommunigations 1 vNA $7.284.23 ‘12,_ $87,411

Co ., |Coordinates epidemiology services and o ‘ o , e e

Epidemiologist (E) N disease investigation 0.8 NA $6,312.00 12 $60,595

~ |Performs disease & contact

Epidemiology Analyst.(E) N |investigations, influenza surveillance, 1 NA $3,363.26 12 $40,359

rabies PEP distribution
e tmnt o Tracks & maintains documentation for . _

Administrative Assistant, Epi (E)‘ N Epidemiology team 1 NA 1 ‘$£>’>,(‘)54‘55 ~ 12 $36 655
50| -
$0
80
i$0.
$0

1 ) ) . y v _ %0
TOTAL FROM PERSONNEL SUPPLEMENTAL BUDGET SHEETS| 30]
| salaryWage Total $363,279]
; emize the elements of frlnge benefits i in the space below

FRINGE BENEFITS: FICAH 0,0765), Tnsurance Premiums {$765 for medical/dentaliRX and $4.95 for term life per month) Long Term Disabili lity

(salary x 0.0025), Short Term Disability $1 91/month, Long Term Care $15/month, Retirément {salary x 0.135 }, Supplement Death Benefit {(salary x .003),

Unemployment Insurance (salary x 0.001)

|  Fringe BenefitRate% 3962% |
Fringe Benefits Total - $143,913




FORM I-2: TRAVEL Budget Category Detail Form

Legal Name of Respondent: [Collin County ' ]
Description of ‘ - Loc;ation Number of:

Conference/Workshop Justification CitylState | Days/Employees Travel Costs

‘ L e . —— . e . . $6‘1'0

, e e . - _— 2 daysi Meals $195

Quarterly PHEP Contractor Meeting Contractor meeting conducted by DSHS Austin, TX omployee  |LodoRg | 3450

Other Cosis 590

; ~ Total $1.335]

] Mileage $0

‘ » , , o $400

Public Health Preparedness Summit Con,fergnce for public health and emergency preparedness | Anaheim, | »5 da‘ysn L o $200

professionals CA employee  [Ledging $650

Gosk $110

$7,360

i 50

TOTAL FROM TRAVEL SUPPLEMENTAL CONFERENCE/WORKSHOP BUDGET SHEETS $0

Total for Conference I Workshop Travel

| Rait&lbF /672000




Number of Miteage
Justification Miles Miléage Reimbursement Rate Cost Other Costs Total
, (a) b) (a)+ (b}
Out of office meetings, seminars, exercises, training, ‘
including day travel within DFW metroplex. Will be| 2000 $0.555 $1,110 $50 $1,160
utilized by all PHEP funded staff. A
$0 $0
$0 $0
L
$0 $0
$0 $0|
$0 $0
$0f $0
‘TOTAL FROM TRAVEL SUPPLEMENTAL OTHER/LOCAL TRAVEL COSTS BUDGET SHEETS| $0

Other f Local Travel Costs:| $1,160

Total for Other / Local Travel

Conference/ Workshop Travel Costs: ’%»»2.‘7(!6

Indicate Policy Used:

Resporident's Travel Policy[Colin____|

[sitec ]
Total Travel Costs: $3,865 |

State of Texas Travel Policy |

Revised: 7/6/2009



FORM I-3: EQUIPMENT AND CONTROLLED ASSETS Budget Category
Detail Form ,
Legal Name of Respondent: - [Collin County ' . _ |

ltemize, describe and justify the list below. Attach complete specifications or a copy of the purchase order. See attached example for equipment definition and detailed .instructions to complete this
form.

Description of ltem . o | Purpose & Justification | Units |Cost Per Unit Total

eplen

“TOTAL FROM EQUIPMENT SUPPLEMENTAL BUDGET SHEETS| $0

Total Amount Requested for Equipment: i$0| |

Revised: 7/6/2009

SRR



FORM [-4: SUPPLIES Budget Category Detail Form

Legal Name of Respondent:

ltemize and describe-each supply item and provide an estimated quantity and cost (i.e. #of boxes & cost/box) if applicable. Provide a justification for each supply item. Costs may
be categorized by each general type (e.g., office, computer, medical, educational, etc.) See attached example for definition of supplies and detailed instructions to complete this form.

Description of ltem
[If applicable, provide estimated quantity and cost (i.e. # of boxés & tostibox)] Purpose & Justification

Office Supplies Clipboards, paper, wiiling Utensils, labels, oto. (approx. 375/F TE)|

Grant Program Supplies PPE, signage, computer software, etc. ) $739
Printing . _ - iBusiness cards for new Coordinator %35

TOTAL FROM SUPPLIES SUPPLEMENTAL BUDGET SHEETS $0

Total Amount Requested for Supplies: $2,299|

Revised: 7/6/2009

T —,




Legal Name of Respondent:

FORM 1-5: CONTRACTUAL Budget Category Detail Form

[Collin County

|

List contracts for services related to the scope of work that is to be provided by a third party. If a third party is not yet identified, describe the service fo be contracted anid show ¢o_ ntractors as “To Be

Named." Justification for any contract that delegates $100,000 or more of the scope of the project in the respondent’s funding

request, must be atiached behind this form.
METHUD OF ' S
‘ SCRIPTION OF SERVICES PAMENT | ot onths, | cyyuen r(:m
y Hourly, Unit, Lump ate. cate, lump Sum
Sum} amodint)
$0!
30
$0
______ $0
,,,,,,,, $0
$0
$0
,,,,,,,,, 0
$0
TOTAL FROM CONTRACTUAL SUPPLEMENTAL BUDGET SHEETS 30

Total Amount Requested for CONTRACTUAL:

Revised: 7/6/2009




FORM 1-6: OTHER Budget Category Detail Form

Legal Name of Respondent: |Collin County |
Description of Item
(If applicable; include quantity andicost/quantity (i.e. # of uriits & cost per unit)] Purpose & Justification Total Cost
ATT Wireless Cell Phone Cellular phone service (1 user, $33/month, 12 months) $444
ATT Wireless Treo Service |Phone/data service (5 users, $65/month, 12 months) $4,884
Conference Registration Fee Registration fees for Public Health Summit ($600/person) $600
Facility Rental Fee ‘ Facility rental fees associated with training classes/events $200
Language Line | Translation services for non-English speaking clients - $750
Outreach Annual budget for MRC recruitment and outreach materials, ‘
including multi-media advertising $703
Printing and Communication Materials Printing fee for SNS brochures & materials. 33,500
- Provide the preparedness/first responder staff with identifable
Public Health Responder Identification Clothing team shirts/jackets/hats to be used in exercise and drill activities
‘and in real time response events $175
Storage Space Annual lease (1592 sq ft for $12/sq ft) for response Kits and
' materials storage $19,104
TOTAL FROM OTHER SUPPLEMENTAL BUDGET SHEETS] $0|
Total Amount Requested for Other: $30,360]

Revised: 7/612009



FORM 1 - 7 Indirect Costs

Legal Name of Respondent:

Total amount of indirect costs allocable to the project: Amount: I o ) o ‘

Indirect costs are based on (mark the statement that is applicable): -

The respondent’s most recent indirect cost rate. approved by a federal cognizant :
agency. or state single audit coordinating agency. Expired rate agreements are not BASE:
acceptable. Attach a copy of the rate agréement to this form {(Form | - 7 Indirect)

- SPeCH
Fmancval Pracedures Manual (CFPM) Append:x A mist be subrmtted to DSHS \éixthin
60 days of the contract start date. The CFPM is-available on the following: infernet web
fink: http:/Awww.dshs.state.tx us/confracts!

GO TO PAGE 2 (below)

Page 2, FORMI-7 lﬁdil’ ect Costs » Revised: 7/6/2009




If using an central service or indirect cost rate, identify the types of costs that are included (being allocated) in the rate:

allocated as indirect costs and the meth gy tsed to gllocate these ec the space prov selow. The costs/methodolog alse be disclosed in
Part V-Indirect Cost nof st Allocation Plar | : ! direct costs,
the allocation methodology, and the allocation base:

Revised: 7/6/2009




SUPPLEMENTAL and-MATCH FORMS INSTRUCTIONS

The budget templates include a SUPPLEM

follow are intended to supplement cost reim
the primary budget template. The MATCH
required match will be utilized tolist detail i
The amounts on each supplemental templ tormatically | ,gt,ﬂate from-the templates and will be
inserted on the last line of the primary budg ) o
The amounts on each match template will atitoms any populate from the templates and will be
inserted in column labeled “Local Funding Sources (5)"

Ah and a MATCH page (one per budget category) that
‘ budgets when there are too many items to fit on
ﬁategory) are intended to record the

The SUPPLEMENTAL and MATCH budget tefmplates are:

Form I-1a Personnel Supplemental
Form |-2a Travel Supplemental
Form |-3a@ Equipment Supplemental
Form |-4a Supplies Supplemental
Form I-5a:Contractual Supplemental
Form [-6a Other Supplemental

Form I-1b Personnel Match
Form 1-2b Travel Match
Form 1-3b Equipment Match
Form [-4b Supplies Match
Form |-5b Contractual Match
Form i-6ba Other Match




FORM I|-1: PERSONNEL Budget Category Detail Form (Supplemental)

Legal Name of Respondent:

k= EXisting or ¥ = Froposed

[Collin County

Vacant
YIN

Justification

FTE's

Certification or
Licenseé {Enter NA'if
not required)

Total Average | Number| SalarylWages

Monthly of

Reguested for

Salary/Wage | Months Project

30

%0

$0

30

$0

$0

30

50

30

$0

50

$0

$0

30

SalaryWage Total

$0

Revised: 7/6/2009




FORM I-1: PERSONNEL Budget Category Detail Form (Match)

Legal Name of Respondent: [Collin County T ' ‘ ' ‘ |
Certificationor | Total Average | Number| Salary/Wages
‘Vacant Licensa (EnterNAY |  Monthly of Requested for
k= EXiSting of P'= Proposed YIN Justification FTE's notrequired) | SalaryiWage | Months Project
e Oversees Homeland Security T ,‘ (P 1 ,
MATCH - Homeland Security Director (E) N Department and PHEP team 0.07 NA $1A0.,333,~05! 12 $8,680
AATC ot . |Completes FSRs and maintains fiscal . i Y v =
MATCH - Aceountant | (E) N auditing documentation ‘ 0.07 A NA | $4,250.67 12 $3,571
MATCH - Buyer, IT, Other County Staff N  [Supports PHEP team _ 005 NA | $4,250.67 12| $2,550
' | __s0f
)

——

emize the elements of fringe benefits in the space below:
, Iy » , Insurance Premiums ($765 for medicalidental/RX and $4.95 for term life per month), Long Term Disability
(salary x 0.0025), Short Term Disability $1.91/month, Long Term Care $15/month, Retirement (salary x 0.135 ), Supplement Death Benefit (salary x .003),
Unemployment Insurance (safary x 0.001)

I — Fringe BeneftRate % — 3250% ]
Fringe Benefits Total - $4,824

Revised: 7/6/2009




FORM I-2: TRAV&L Budget Category Detail Form (Supplemental)

Legal Name of Respondent:

Description of
Conference/Workshop

Justification

“Location
{City, State)

Number of:
DaysfEmployees

Travel Costs

TWilcage

Airfare

{Meals

Todging

'Other Costs:

Total

$0}

Wieage

Airfare

Meals

Todging

1Other Costs

Tot’af

$0

Wileage

Airfare

Meals.

Lodging

Other Costs

Total

50l

" Misage

Airfare »

Meals

oG

Other Costs

~ Total

—

Mileage

Airfare.

Meals

Lodging

Other Costs

Total '

Total for Conference / Workshop Travél

Revised: 7/6/2009:



Number of Mileage
Justification Miles Mileage Reimbursement Rate Cost Other Costs Total
(@) L - (artp)

S

30 50

$0 : $0

$0 $0

$0 $0

$0 $0

$0 ' $0

$0 30

30 $0

$0 $0

Total for Other / Local Travel

Other / Local Travel Costs: 30 | Conference / Workshop Travel Costs:[ 0 |  Total Travel Costs:

Revised: 7/6/2009




FORM I-2: TRAVEL Budget Category Detail Form (Match)
Legal Name of Respondent: i ‘ -

Description of
Conference/Workshop

[Collin County

Justification

Location
(City, State)

Numbér of:

Days/Employees |

Travel Costs

[Mileage
Airfare

_ Meals
Lodging’
10ther Costs

Total| 30

Mileage
Aiffare
[Medls
B
- Other Costs.

Total $0
Vi » ‘
[ Airfare
Meals
Loaging
Other Costs

Total| $0

[Miteage
[Aitare
{Meals
|Todging
|Other Cosls

Total| £0

|Airfare
Meals
Lédging.‘
Other Costs

: T I

Total for Conference | Workshop Travel

Revised: 7/6/2009




Number of 1 Mileage
Justification Miles Miléage Reimbursement Rate Cost Other Costs Total
(a) (b} : {a} * (b}

$0 $0

$0 $0

$0 $0

$0 $0

50 | $0

$0| $0|

$0 $0

$0 $0

50 $0

Total for Other/ Local Travel
Other | Local Travel Costs:| 30 | Conference | Workshop Travel Costs:|___ 30| Total Travel Costs:  [___s0 ]

Revised: 7/6/2009




FORM I-3: EQUIPMENT AND CONTROLLED ASSETS Budget Category
~ Detail Form (Supplemental) )
Legal Name of Respondent: Collin County ’ |

itemize, describe and justify the list below, Attdeh:complete specifications or a copy of the purchase ordet. See attathed éxample fot equipment definition and detailed instructions to complete this
form.

Number of
Description of ltem Purpose & Justification ~ Units | Cost Per Unit Total

Total Amount Requested for Equipment:

Revised: 7/6/2009




FORM I-3: EQUIPMENT AND CONTROLLED ASSETS Budget Category
. Detail Form (Match)
Legal Name of Respondent: |Collin County ’ |

ltemize, describe and justify the list below. Attach complete specifications or.a copy 6f the purchase order. See attathied example for equipmient definition. and detailed instructions to complete this
form.

Number of

Description of Item _ Purpose & Jusfification | Units |CostPerUnit]  Total

Total Amount Requested for Equipment: $0

Revised: 7/6/2009




FORM I-4: SUPPLIES Budget Category Detail Form (Supplemental)

Legal Name of Respondent: - [Collin County - _ ]

nemaze and describe each suaply ltem and prevzde an esttmated quantsty and cost {: e # of boxes & cost/box) if applicable, Provide ajustification for each stipply item. Costs may

LG8 »
Descnptnon of item
(It applicable, provide estimated quantity and cost (i.e. # of boxes & costbox)] Purpose & Justification Total Cost

Total Amount Requested for Supplies: $0

Revised: 7/6/2009




FORM I-4: SUPPLIES Budget Category Detail Form (Match)

Legal Name of Respondent: [Collin County - , , |
itemize and descnbe each supply’ liem and prowde an estlmatec% quantaty and cost (x e # of boxes & costibox) if applicable. Provide a justification for each supply item. Costs may
o - » . i al, et}
Descnptton of ltem
[if applicabfe, providé estimated quantity and cost (ie. # of boxes & costfbox)] Purpose & Justification ' Total Cost

Total Amount Requested for Supplies: » $0

Revised: 7/6/2008




FORM I-5: CONTRACTUAL Budget Category Detail Form (Supplemental)

Legal Name of Respondent:  |Collin County

List contracts for services related to the scope of work that is to be provided by a third party. If a third party is not.yet identified, describe the service to be contracted and show co

Named.” Justification for any contract that de

CONTRACTOR NAME DESCRIPTION OF SERVICES
(Agenty or Individual) (Scope of Work)

Justification

METHOP OF
PAYMENT (i
Monttily; Hourly, Unit;
| LumpSum)

i # of Months,
| Hours, Units,

etc.

RATE.OF
PAYMENT
(ie. hotirly rate,
unitrate, lump
sum.arount)

Total Amount Requested for CONTRACTUAL:

Revised: 7/6/2009



]

ntractors as "To Be

Revised: 7/6/2009



Legal Name of Respondent:

FORM I-5: CONTRACTUAL Budget Category Detail Form (Match)

lc-dﬂin County

List contracts for services related to the scope of work that is to be provided by a third party. If a third party is not yet identified, describe the service to be contracted and show co
Named." Justification for any contract that de

CONTRACTOR NAME
{Agency or Individual)

DESCRIPTION OF SERVICES
(Scope of Work)

Justification

METHOD OF
PAYMENT (ie.
Monthly, Hourly, Unit,
Lump Sum)

# of Months,
Hours, Units;
etc.

RATE OF
PAYMENT
(i.e. houdy-rate,
unit-rate, lump
st amount)

Total Amount Reguiested for CONTRACTUAL:

Revised: 7/6/2009



]

ntractors as “To Be

Revised: 7/6/2009



FORM 1-6: OTHER Budget Category Detail Form (Supplemental)

Legal Name of Respondent:

Description of Item

(If applicable; include quantity anid costiquantity (i.&. # of units & costunit] B Purpose & Justification ‘ Total Cost

Total Amount Requested for Other: $0

Revised: 7/6/2009




FORM I1-6: OTHER Budget Category Detail Form (Match)

Legal Name of R:espon’dént: |Collin County
Description of ltem
[If applicable, include quantity and costiquantity (i.e. # of units & costfunit] Purpose & Justification o ~ Total Cost
. o MRC volunteer training and events participation ($21.35/hour -
MATCH - Votunteer Activities calculated from independent Sector - for 1790 hours of service) $38 217
Total Amount Requested for Other:  $38,217

Revised: 7/6/2009





