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***** WARNING: External Email. Do not click links or open attachments that are unsafe. *****

Good afternoon – You have been awarded funding from the CDC Public
Health Crisis Response (PHCR) Co-Ag:  Public Health Workforce.  The
funding is intended to establish, expand, train, and sustain the public
health workforce to support jurisdictional COVID-19 prevention,
preparedness, response, and recovery initiatives, including school-based
health programs.
 
Period of Performance:  July 1, 2021 – June 30, 2023
(Contract is effective upon execution – June 30, 2023)
 
Your allocation amount is: $1,250,000.00 and attached are the Project
Workplan and Budget templates you will need to complete. Your detailed
workplan and budgets will need to be submitted to DSHS for final review
by 5:00 pm on Wednesday, July 14, 2021. In consideration of
additional internal reviews and timelines to submit Grant information back
to CDC, extensions to the due date will be limited and considered only on
a case by case basis. Submit application packets to:
workforcecoag@dshs.texas.gov, cc Jennifer.Boggs@dshs.texas.gov
 
There are required Measures and Metrics that will need to be reported
quarterly (template will be provided):  

Financial expenditures
Number and type of staff hired
Diversity metrics of staff hired
Equity and inclusion activities
Equipment purchased
Trainings conducted

 
We have also attached a one-page fact sheet for your reference. 
 
If you have questions please email: Jennifer.boggs@dshs.texas.gov,
Lucia.Kelley@dshs.texas.gov and Jonah.Wilczynski@dshs.texas.gov
 
 
Thank you,
 
Jennifer Boggs, CTCM
Contract Specialist V

mailto:Jennifer.Boggs@dshs.texas.gov
mailto:cjimenez@co.collin.tx.us
mailto:Lucia.Kelley@dshs.texas.gov
mailto:workforcecoag@dshs.texas.gov
mailto:Jennifer.boggs@dshs.texas.gov
mailto:Lucia.Kelley@dshs.texas.gov

Face Page

		

				FY2022

				Contract Type: CPS/PH Workforce

				Applicant Information

		Legal Name of Applicant Agency:

		Mailing Address:

		Street / PO Box:

		City:

		Zip:

		Payee Name:

		Payee Mailing Address:

		Street / PO Box:

		City:

		Zip:

		State of Texas Comptroller Vendor ID #                    (9 digit + 3 digit mail code):

		DUNS # (9 digits required for subrecipient contractors):

		Type of Entity (Choose one)

		City:		Click on appropriate box

		County:

		Other Political Subdivision:

		Project Period

		Start Date:

		End Date:

		Counties Served

		County(ies) Served:

		Amount of Funding Allocated:



&CVersion 4-1-15



Contact Page

		CONTACT PERSON INFORMATION

		Legal Business Name:						0

		This form provides information about the appropriate contacts in the contractor's organization in addition to those on the FACE PAGE.  If any of the following information changes during the term of the contract, please send written notification to the Contract Management Unit.

		Health Director/CEO																Mailing Address (street, city, county, state, & zip):

		Phone:								Ext:

		Fax:

		E-mail:

		B-13/FSR Rep:																Mailing Address (street, city, county, state, & zip):

		Phone:								Ext:

		Fax:

		E-mail:

		PHEP (HAZARDS) Program Leader:																Mailing Address (street, city, county, state, & zip):

		Phone:								Ext:

		Fax:

		E-mail:

		SNS (CRI) Coordinator:																Mailing Address (street, city, county, state, & zip):

		Phone:								Ext:

		Fax:

		E-mail:

		Authorized Signatory for DocuSign																Mailing Address (street, city, county, state, & zip):

		Phone:								Ext:

		Fax:

		E-mail:

		Additional Authorized Signatory for DocuSign only if applicable (FFATA, Certs, etc)

		Phone:								Ext:

		Fax:

		E-mail:

		DocuSign "CC" Person

		Phone:								Ext:

		Fax:

		E-mail:

		Emergency Contact																Mailing Address (street, city, county, state, & zip):

		Cell Phone:								Ext:

		Fax:

		E-mail:



Adams,Jason (DSHS):
This is the person that sends in the B-13 and Support Documentation.



Budget Summary

												BUDGET SUMMARY (REQUIRED)

				Legal Name of Respondent:						0

		Budget Categories				Total				DSHS Funds		Direct Federal		Other State		Local Funding		Other

						Budget				Requested		Funds		Agency Funds*				Funds

						(1)				(2)		(3)		(4)		(5)		(6)

		A.		Personnel				$0		$0

		B.		Fringe Benefits				$0		$0

		C.		Travel				$0		$0

		D.		Equipment				$0		$0

		E.		Supplies				$0		$0

		F.		Contractual				$0		$0

		G.		Other		$		$0		$0

		H.		Total Direct Costs		$		$0		$0

		I.		Indirect Costs		$1,000.00		$0		$0

		J.		Total (Sum of H and I)		$		$0		$0

		NOTE:  The "Total Budget" amount for each Budget Category will have to be populated among the funding sources.  Enter amounts in whole dollars for (3), (4), & (6), if applicable.  After amounts have been entered for each funding source, verify that the "Distribution Total" below equals the respective amount under the "Total Budget" from column (1).

								Budget
Catetory		Distribution
Total		Budget
Total		Budget
Category		Distribution
Total		Budget
Total

		Check Totals For:						Personnel		$0		$0		Fringe Benefits		$0		$0

								Travel		$0		$0		Equipment		$0		$0

								Supplies		$0		$0		Contractual		$0		$0

								Other		$0		$0		Indirect Costs		$0		$0

		TOTAL FOR:						Distribution Totals				$0		Budget Total				$0



&RRevised: 04/14/2014



Personnel

		PERSONNEL Budget Category Detail Form

		Legal Name of Respondent:		0

		PERSONNEL		Vacant Y/N		Job Summary		FTEs		Certification or License (Enter NA if not required)		Estimated Monthly Salary/Wage		Number of Months		Salary/Wages Requested for Project

		Name + Functional Title

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

		TOTAL FROM PERSONNEL SUPPLEMENTAL SHEETS														$0

												SalaryWage Total				$0

		FRINGE BENEFITS		Itemize the elements of fringe benefits in the space below:

		Total Number of FTEs:		0.00						Fringe Benefit Rate %

										Fringe Benefits Total						$0





Travel

								TRAVEL Budget Category Detail Form

		Legal Name of Respondent:		0

		Conference / Workshop Travel Costs

		Description of		Justification						Location
City/State		Number of:				Travel Costs

		Conference/Workshop										Days & Employees

																Mileage

																Airfare

																Meals

																Lodging

																Other Costs

																Total		$0

																Mileage

																Airfare

																Meals

																Lodging

																Other Costs

																Total		$0

																Mileage		$0

																Airfare		$0

																Meals		$0

																Lodging		$0

																Other Costs		$0

																Total		$0

																Mileage		$0

																Airfare		$0

																Meals		$0

																Lodging		$0

																Other Costs		$0

																Total		$0

		TOTAL FROM TRAVEL SUPPLEMENTAL CONFERENCE/WORKSHOP BUDGET SHEETS																$0

												Total for Conference / Workshop Travel						$0

		Other / Local Travel Costs

		Justification				Number of Miles		Mileage Reimbursement Rate		Mileage		Other Costs

										Cost						Total

										(a)		(b)				(a) + (b)

										$0						$0

										$0						$0

										$0						$0

										$0						$0

										$0						$0

										$0						$0

										$0						$0

		TOTAL FROM TRAVEL SUPPLEMENTAL OTHER/LOCAL TRAVEL COSTS BUDGET SHEETS														$0

										Total for Other / Local Travel								$0

		Other / Local Travel Costs:		$0				Conference / Workshop Travel Costs:		$0				Total Travel Costs:				$0

				Indicate Policy Used:				Respondent's Travel Policy				State of Texas Travel Policy



&RRevised: 3/25/2014



Equipment

		EQUIPMENT AND CONTROLLED ASSETS Budget Category

		Detail Form

		Legal Name of Respondent:		0

		Itemize, describe and justify the list below.  Attach complete specifications or a copy of the purchase order/quote.

		Description of Item				Purpose & Justification		Number of Units		Cost Per Unit		Total Cost

												$0

												$0

												$0

												$0

												$0

												$0

												$0

												$0

												$0

												$0

												$0

												$0

												$0

												$0

												$0

												$0

												$0

		TOTAL FROM EQUIPMENT SUPPLEMENTAL BUDGET SHEETS										$0

		     				     		     				     

						Total Amount Requested for Equipment:						$0



&RRevised: 3/25/2014



Supplies

		SUPPLIES Budget Category Detail Form

		Legal Name of Respondent:		0

		Itemize 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.)

		Description of Item
Provide estimated quantity and cost		Purpose & Justification		Total Cost

		TOTAL FROM SUPPLIES SUPPLEMENTAL BUDGET SHEETS				$0

		     		     		     

				Total Amount Requested for Supplies:		$0



&RRevised: 3/25/2014



Contractual

		CONTRACTUAL Budget Category Detail Form

		Legal Name of Respondent:		0

		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 contractors 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 attached behind this form.

		CONTRACTOR NAME              (Agency or Individual)		DESCRIPTION OF SERVICES  (Scope of Work)		Justification		METHOD OF PAYMENT   
(i.e., hourly, daily, weekly, monthly, quarterly, cost reimb., unit rate, lump sum)		# of Payments		RATE OF PAYMENT (i.e., hourly, daily, weekly, monthly, quarterly, cost reimb., unit rate, lump sum)		TOTAL COST

														$0

														$0

														$0

														$0

														$0

														$0

														$0

														$0

														$0

		TOTAL FROM CONTRACTUAL SUPPLEMENTAL BUDGET SHEETS												$0

								Total Amount Requested for CONTRACTUAL:						$0



&RRevised: 3/25/2014



Other Costs

		OTHER COSTS Budget Category Detail Form

		Legal Name of Respondent:		0

		Description of Item
Include quantity and cost/quantity		Purpose & Justification		Total Cost

		TOTAL FROM OTHER SUPPLEMENTAL BUDGET SHEETS				$0

		     		     		     

				Total Amount Requested for Other:		$0



&RRevised: 3/25/2014



Indirect Costs 

		Indirect Costs

								Legal Name of Respondent:		0

								Total amount of indirect costs allocable to the project:				Amount:

		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 acceptable.  Attach a copy of the rate agreement to this form (Form I - 7 Indirect)				RATE:
BASE:

														   

								Applies only to governmental entities. The respondent’s current central service cost rate or indirect cost rate.  Attach a copy of Certification of Cost Allocation Plan or Certification of Indirect Costs.  
Note: Governmental units with only a Central Service Cost Rate must also include the indirect cost of the governmental units department (i.e. Health Department).  In this case indirect costs will be comprised of central service costs (determined by applying the rate) and the indirect costs of the governmental department.  The allocation of indirect costs must be addressed in Part V - Indirect Cost Allocation of the Cost Allocation Plan that is submitted to DSHS.				RATE:
TYPE:
BASE:

								A cost allocation plan.  A cost allocation plan as specified in the DSHS Contractor's Financial Procedures Manual (CFPM), Appendix A  must be submitted to DSHS within 60 days of the contract start date.

		GO TO PAGE 2 (below)

		Page 2,   FORM I - 7 Indirect Costs

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

		Organizations that do not use an indirect cost rate and governmental entities with only a central service rate must identify the types of costs that will be allocated as indirect costs and the methodology used to allocate these costs in the space provided below.  The costs/methodology must also be disclosed in Part V-Indirect Cost Allocation of the Cost Allocation Plan that is submitted to DSHS.  Identify the types of costs that are being allocated as indirect costs, the allocation methodology, and the allocation base:



&RRevised: 3/25/2014



Supplemental  Instructio

		SUPPLEMENTAL  INSTRUCTIONS

		The budget templates include a SUPPLEMENTAL page  (one per budget category) that are intended to supplement cost reimbursement budgets when there are too many items to fit on the primary budget template.  

The amounts on each supplemental template will automatically populate from the templates and will be inserted on the last line of the primary budget template.

		The SUPPLEMENTAL budget templates are:

		Personnel Supplemental

		Travel Supplemental

		Equipment & Controlled Assets Supplemental

		Supplies Supplemental

		Contractual Supplemental

		Other Costs Supplemental





Personnel Supp

		PERSONNEL Budget Category Detail Form (Supplemental)

		Legal Name of Respondent:		0

		PERSONNEL		Vacant Y/N		Job Summary		FTEs		Certification or License (Enter NA if not required)		Estimated Monthly Salary/Wage		Number of Months		Salary/Wages Requested for Project

		Name + Functional Title

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

								0.00								$0

												SalaryWage Total				$0





Travel Supp

								TRAVEL Budget Category Detail Form (Supplemental)

		Legal Name of Respondent:		0

		Conference / Workshop Travel Costs

		Description of		Justification						Location				Number of:		Travel Costs

		Conference/Workshop								(City, State)				Days & Employees

																Mileage		$0

																Airfare

																Meals

																Lodging

																Other Costs

																Total		$0

																Mileage

																Airfare

																Meals

																Lodging

																Other Costs

																Total		$0

																Mileage

																Airfare

																Meals

																Lodging

																Other Costs

																Total		$0

																Mileage

																Airfare

																Meals

																Lodging

																Other Costs

																Total		$0

																Mileage

																Airfare

																Meals

																Lodging

																Other Costs

																Total		$0

												Total for Conference / Workshop Travel						$0

		Other / Local Travel Costs

		Justification				Number of Miles		Mileage Reimbursement Rate		Mileage		Other Costs

										Cost						Total

										(a)		(b)				(a) + (b)

										$0						$0

										$0						$0

										$0						$0

										$0						$0

										$0						$0

										$0						$0

										$0						$0

										$0						$0

										$0						$0

										Total for Other / Local Travel								$0

		Other / Local Travel Costs:		$0				Conference / Workshop Travel Costs:		$0				Total Travel Costs:				$0



&RRevised: 3/25/2014



Equipment Supp

		EQUIPMENT AND CONTROLLED ASSETS Budget Category

		Detail Form (Supplemental)

		Legal Name of Respondent:		0

		Itemize, 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 Item				Purpose & Justification		Number of Units		Cost Per Unit		Total

												$0

												$0

												$0

												$0

												$0

												$0

												$0

												$0

												$0

												$0

												$0

												$0

												$0

												$0

												$0

												$0

												$0

												$0

		     				     		     				     

						Total Amount Requested for Equipment:						$0



&RRevised: 3/25/2014



Supplies Supp

		SUPPLIES Budget Category Detail Form (Supplemental)

		Legal Name of Respondent:		0

		Itemize 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 (i.e., office, computer, medical, client incentives, educational, etc.)

		Description of Item
[If applicable, provide estimated quantity and cost (i.e. # of boxes & cost/box)]		Purpose & Justification		Total Cost

						$0

		     		     		     

				Total Amount Requested for Supplies:		$0



&RRevised: 3/25/2014



Contractual Supp

		CONTRACTUAL Budget Category Detail Form (Supplemental)

		Legal Name of Respondent:		0

		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 contractors as “To Be Named.”  Justification for any contract that de

		CONTRACTOR NAME              (Agency or Individual)		DESCRIPTION OF SERVICES  (Scope of Work)		Justification		METHOD OF PAYMENT   
(i.e., hourly, daily, weekly, monthly, quarterly, cost reimb., unit rate, lump sum)		# of Months, Hours, Units, etc.		RATE OF PAYMENT (i.e., hourly, daily, weekly, monthly, quarterly, cost reimb., unit rate, lump sum)		TOTAL

														$0

														$0

														$0

														$0

														$0

														$0

														$0

														$0

														$0

														$0

								Total Amount Requested for CONTRACTUAL:						$0



&RRevised: 3/25/2014



Other Costs Supp

		OTHER COSTS Budget Category Detail Form (Supplemental)

		Legal Name of Respondent:		0

		Description of Item
[If applicable, include quantity and cost/quantity (i.e. # of units & cost/unit)]		Purpose & Justification		Total Cost

		     		     		     

				Total Amount Requested for Other:		$0



&RRevised: 3/25/2014






CDC Public Health Crisis Response Co-Ag:  Public Health Workforce

Instructions



Overview:  

This funding is intended to establish, expand, train, and sustain the state, tribal, local, and territorial (STLT) public health workforce to support jurisdictional COVID-19 prevention, preparedness, response, and recovery initiatives, including school-based health programs. Public health agencies are expected to use available funding to recruit, hire, and train personnel to address projected jurisdictional COVID-19 response needs to include hiring personnel to build capacity to address STLT public health priorities deriving from COVID-19. It is recommended that recipients use CDC’s Social Vulnerability Index data and tools to inform jurisdiction COVID-19 planning, response, and hiring strategies.



Recipients must submit a Project Narrative and Workplan and a Budget that describes their approach for addressing the allowable activities, including procuring sufficient personnel to meet jurisdictional response needs for the COVID-19 pandemic, prioritizing hard-to-reach communities, focusing efforts on diversity, equity, and inclusion in hiring and recruiting workers from the local communities they serve. Describe your approach to identifying workforce needs and the necessary skillsets at the local level. The summary of hiring goals should include mitigation plans to address challenges in meeting these goals. 



Progress and Fiscal Reports will be required every six months. Progress reports must include status in meeting hiring goals. Fiscal reports must summarize progress in obligating and spending the allotted funds. 



Measures and Metrics: 

• Progress toward meeting hiring goals including types of staff hired and the general roles they hold. Recipients must report these data for all staff, including those hired by subrecipients. 

• Recipients should develop approximate goals and metrics regarding diversity of staff hired and equity and inclusion activities, and report on their progress against those measures.



Period of Performance: 

July 1, 2021 – June 30, 2023 (2-year budget period) 

Contracts are effective upon execution through 6/30/2023



Deadline for submission: 

[bookmark: _Hlk75177129][bookmark: _GoBack]Monday, July 14, 2021.  Submit application packets to: workforcecoag@dshs.texas.gov, cc Jennifer.Boggs@dshs.texas.gov 



For questions, please email workforcecoag@dshs.texas.gov for assistance.
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CDC Public Health Crisis Response Co-Ag:  Public Health Workforce

Request for Funding



PROJECT NARRATIVE AND WORKPLAN



		 Project #: (DSHS use only)





		Project Lead/Point of Contact

Name:  _________________________________

Email:  _________________________________

Phone #:  _______________________________





		Project Title:   





		Amount of Funds Requested:

$______________________





		Expected Impact (geography/population/other): 







		Partners Coordinating With: 

· 





		Workplan - Provide a plan that describes in detail, how your entity will accomplish all activities proposed for this project.  Include key staff, experience, and resources available to complete the project.  The plan must also describe a clear method for evaluating the services that will be provided, including identification of a specific evaluation standard, as well as recommendations or plans for improving essential public health services delivery based on the results of the evaluation. (Initiation, Implementation and Evaluation of Project): 

















		Milestones/Tasks/Activities to include Proposed Timeline for each Activity: 

· 















		Health Equity - Identify metrics to address Diversity, Equity, and Inclusion (DEI) in hiring. 

· Hiring staff 

· Diversity, Equity, and Inclusion (DEI) relevant training

· Establish a health equity team to focus on hiring a workforce that represents the diversity in the communities being served









		Proposed Staff to be Hired:  

# of Administrative Support staff:	



# of Professional or Clinical staff: 



# of Disease Investigation staff: 



# of School Health staff:  	

	

# of Program Management staff:	



** Provide general job descriptions for positions in budget template **



** Provide an Organization Chart highlighting the new positions **









Provide Mitigation Plans to Address Challenges in Meeting Hiring Goals:  









[bookmark: _GoBack]
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COVID-19 Crisis Cooperative Agreement

Performance Period:  July 1, 2021 – June 30, 2023



[bookmark: _Hlk73630967]Goal of funds: To establish, expand, train, and sustain the public health workforce to support COVID-19 prevention, preparedness, response, and recovery initiatives. Activities and costs must be tied to the COVID-19 response and/or gaps analyses or after-action reviews (AARs).

Funding may be used to hire personnel for permanent full- or part-time staff, temporary or term-limited staff, fellows, interns, and contracted employees.



Allowable Costs:

1. Wages/benefits, for recruiting, hiring, and training of individuals required to prevent, prepare for, and respond to COVID–19 such as:



· Professional or clinical staff

· Disease investigation staff 

· Program staff 

· Administrative staff 



2. Equipment and office supplies to support expanded workforce



3. Travel and training



Excluded items/not allowed costs



· Major renovations or construction

· Clinical/medical supplies

· Warehouse costs

· Vehicles (mobile medical clinics)

· Tuition reimbursement 

· Furniture and/or cubical 

· Clothing to include uniforms and scrubs 

· Food



Metrics/Reporting Requirements: 

· Financial expenditures (quarterly reporting)

· Number and type of staff hired

· Diversity metrics of staff hired 

· [bookmark: _GoBack]Equity and inclusion activities 

· Equipment purchased

· Trainings conducted



Contract Management Section (CMS)
Department of State Health Services
P.O. Box 149347
Austin, TX 78714-9347
(512)776-3967 (Direct)
(512)776-7391 (Fax)
Jennifer.Boggs@dshs.texas.gov
 
 
Thank you,
 
Jennifer Boggs, CTCM
Contract Specialist V
Contract Management Section (CMS)
Department of State Health Services
P.O. Box 149347
Austin, TX 78714-9347
(512)776-3967 (Direct)
(512)776-7391 (Fax)
Jennifer.Boggs@dshs.texas.gov
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