From: Powell, Lillie (DSHS)

To: Candy Blair; Christian Jimenez
Cc: Surita,Karen (DSHS)
Subject: STD/HIV-DIS - COLLIN COUNTY - $469,545.00 - NEW CONTRACT
Date: Monday, October 25, 2021 10:40:53 AM
Attachments: STD HIV-DIS Application.docx
Budaet .xIs

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

Good Morning,

The Texas Department of State Health Services (DSHS) Sexually
Transmitted Disease (STD) program is offering an opportunity for local
health departments to apply for funding for Disease Intervention Specialist
(DIS). You have been awarded $469,545.00 for the Contract period of
January 1, 2022 - August 31, 2022.

Please submit the following:

Complete Required Documents
1. STD/HIV-DIS Application

2. Excel Budget worksheet

Due Date

Please send completed forms to me and copy Karen Surita by November
4, 2021. If you cannot meet this deadline, please let me know and we
can work with you.

Thank You,

Lillie Powell, CTCM

Department of State Health Services (DSHS)
CHI/LIDS Contract Management Section (CMS)
1100 W. 49t Street, Tower Bldg.| MC: 1990 | Austin, TX 78756

Office Phone: 512-776-2665 | lillie.powell@dshs.texas.gov
**I am currently working remotely. Please contact me by email**


mailto:Lillie.Powell@dshs.texas.gov
mailto:cblair@co.collin.tx.us
mailto:cjimenez@co.collin.tx.us
mailto:Karen.Surita@dshs.texas.gov
mailto:lillie.powell@dshs.texas.gov

Department of State Health Services

FORM A FACE PAGE

		CONTRACTOR INFORMATION



		1)  LEGAL BUSINESS NAME:

		



		2)  MAILING Address Information (include mailing address, street, city, county, state and 9-digit zip code):

		Check if address change

		[bookmark: Check13]|_|



		

		



		3)  PAYEE Name and Mailing Address, including 9-digit zip code (if different from above):

		Check if address change

		|_|



		

		

     

     





		4)

		DUNS Number (9-digit) required if receiving federal funds:                         



		5) Federal Tax ID No. (9-digit), State of Texas Comptroller Vendor ID Number (14-digit) or Social Security Number (9-digit):  

		



		*The Contractor acknowledges, understands and agrees that the Contractor's choice to use a social security number as the vendor identification number for the contract, may result in the social security number being made public via state open records requests.



		6)  TYPE OF ENTITY (check all that apply):



		

		[bookmark: Check1]|_|

		City

		|_|

		Nonprofit Organization*

		|_|

		Individual



		

		|_|

		County

		|_|

		For Profit Organization*

		|_|

		Federally Qualified Health Centers



		

		|_|

		Other Political Subdivision

		|_|

		HUB Certified

		|_|

		State Controlled Institution of Higher Learning



		

		|_|

		State Agency

		|_|

		Community-Based Organization

		|_|

		Hospital



		

		|_|

		Indian Tribe

		|_|

		Minority Organization

		|_|

		Private

		



		

		

		

		|_|

		Faith Based (Nonprofit Org)

		|_|

		Other (specify):

		     

		



		*If incorporated, provide 10-digit charter number assigned by Secretary of State:

		     

		



		7)  PROPOSED BUDGET PERIOD:

		Start Date: 

		

		End Date:

		



		8)  COUNTIES SERVED BY PROJECT: 

		



		

		



		9)  AMOUNT OF FUNDING REQUESTED: 

		

		11)  PROJECT CONTACT PERSON



		10)  PROJECTED EXPENDITURES 

		

		

		

		Name:

Phone:

Fax:

Email:

		



		Does Contractor’s projected federal expenditures exceed $500,000, or its projected state expenditures exceed $500,000, for Contractor’s current fiscal year (excluding amount requested in line 9 above)? **



[bookmark: Check20]          Yes  |_|          No  |_|



**Projected expenditures should include anticipated expenditures under all federal grants including “pass through” federal funds from all state agencies, or all anticipated expenditures under state grants, as applicable.

		

		

		



		

		

		

		



		

		12)  FINANCIAL OFFICER



		

		

		Name:

Phone:

Fax:

Email:

		



		13) AUTHORIZED REPRESENTATIVE

		Check if change   |_|

		14)  SIGNATURE OF AUTHORIZED REPRESENTATIVE



		

		Name:

Title:

Phone:

Fax:

Email:

		

		



		

		

		

		15)  DATE 



		

		

		

		

		     








FORM A-1 CONTACT PERSON INFORMATION



		Legal Business Name of Contractor:

		







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





		





		Contact:

		

		

		Mailing Address (incl. street, city, county, state, & zip):



		Title:

		

		

		

		



		Phone:

		

		

		

		

		



		Fax:

		

		

		

		



		Email:

		

		

		

		



		Designated Emergency Contact (required)



		



		Contact:

		

		

		Mailing Address (incl. street, city, county, state, & zip):



		Title:

		

		

		

		



		Phone:

		

		

		

		

		



		Fax:

		

		

		

		



		Email:

		

		

		     

		



		Executive Director / CEO (required)



		



		Contact:

		

		

		Mailing Address (incl. street, city, county, state, & zip):



		Title:

		

		

		

		



		Phone:

		

		

		

		

		



		Fax:

		

		

		

		



		Email:

		

		

		

		



		Project Manager / Coordinator (required)



		



		Contact:

		

		

		Mailing Address (incl. street, city, county, state, & zip):



		Title:

		

		

		

		



		Phone:

		

		

		

		

		



		Fax:

		

		

		

		



		Email:

		

		

		

		



		Secondary Contact Person  (required – must not be same as Project Manager / Coordinator)

This person will be contacted as the backup to the Project Manager / Coordinator for programmatic questions.



		



		Contact:

		

		

		Mailing Address (incl. street, city, county, state, & zip):



		Title:

		

		

		

		



		Phone:

		

		

		

		

		



		Fax:

		

		

		

		



		Email:

		

		

		

		



		





[bookmark: _Toc251931013][bookmark: _Toc211219757][bookmark: _Toc220913269]


FORM D:  PERFORMANCE MEASURES



The following performance measures will be used, in part, to assess Contractor’s effectiveness in providing services.



Syphilis Objectives



Ensure at least 85% of individuals newly diagnosed with early syphilis cases are interviewed for sex partners, suspects, and associates. 



Achieve a partner index of at least 2.0 for all interviews conducted on individuals newly diagnosed with early syphilis.  



Achieve a notification index of at least .75 for all partners initiated on an early syphilis interviews to ensure they are notified of the disease exposure.   



Ensure at least 60% of all partners initiated on an early syphilis interview are tested for syphilis.    



Achieve a treatment index of at least .75 for individuals newly diagnosed with early syphilis who are interviewed.  



HIV Objectives



Ensure at least 85% of reported new HIV cases are interviewed for partners, suspects, and associates. 



Ensure that 85% of all individuals interviewed who have been newly diagnosed with HIV successfully complete their first HIV medical appointment.  



Achieve a partner index of at least 2.0 of all for interviews conducted on individuals newly diagnosed with HIV.  



Achieve a notification index of at least .75 for all partners initiated on a new HIV interview to ensure they are notified of the disease exposure.   



Ensure at least 60% of all partner initiated on a new HIV interview are tested for HIV.  



Ensure all persons receiving Public Health Follow Up (PHFU) including initiated partners, those co-infected with a bacterial STD (e.g., syphilis, gonorrhea, and/or chlamydia) and/or individuals in the social-sexual network of an    identified HIV genotype cluster who have been previously diagnosed with HIV and who have been out of care for  more than six months, are re-engaged to establish HIV medical services.  



Contractor will provide the following STD clinical services:



At least ninety percent (90%) of clients who come in during normal operating hours to Contractor’s STD clinic(s) shall be examined, tested, and/or treated, as medically appropriate, the same day. 



Clients seeking STD diagnostic and/or treatment services in public STD clinics shall be medically managed according to contractor written protocols in compliance with DSHS HIV/STD Program Operating Procedures and Standards (http://www.DSHS.state.tx.us/hivstd/guidelines/default.htm) and the Centers for Disease Control and Prevention (CDC) STD Treatment Guidelines, 2015 (http://www.cdc.gov/std/tg2015/default.htm) or latest version.



Ensure individuals seeking STD diagnostic and/or treatment services in public STD clinics will be referred for pre-exposure prophylaxis (PrEP) services if at increased risk for HIV but currently HIV negative.  Individuals to be prioritized for PrEP referrals include:  MSM with rectal GC and/or syphilis, individuals who have an HIV+ partner, individuals in the social-sexual network of an identified HIV genotype cluster, and others at increased risk for HIV who could benefit from PrEP.  



Ensure individuals seeking STD diagnostic and/or treatment services in public STD clinics who have been previously diagnosed with HIV and who have been out of care for more than six (6) months, will be referred to a DIS or other linkage worker to ensure they are re-engaged into HIV medical care.  







Contractors will prepare and submit the following reports and narratives:



Narratives and progress reports on objectives, due semi-annually on September 30, 2022, in accordance with the Contract in a format provided by DSHS.  



Congenital Syphilis Case Investigation and Infant Syphilis Control Records (STD-126), will be entered into TB, HIV, STD Integrated System (THISIS) within thirty (30) calendar days after receipt of the initial serology report (either the mother's delivery blood OR the infant's serology results) by the local health department. Congenital Syphilis Cases identified through DSHS Central Office surveillance activities (e.g. – vital statistics match), jurisdictions will have (45) calendar days to enter into THISIS.


Texas Infertility Prevention Project data collected on systems supplied or approved by DSHS, according to a schedule approved by DSHS, for clinic patients who receive Infertility Prevention Project sentinel site services.  If contractor uses a comparable data collection system, contractor must establish a schedule with DSHS prior to data submission.



Contractors will annually renew and/or revise Partner Services procedures with HIV Prevention contractors for public health follow-up for persons identified with a STD or HIV , and persons within their socio-sexual network.



Contractor should also propose Performance Measures and reporting frequency of those measures.  Contractor proposed measures are subject to review and final approval by DSHS.








FORM E:  WORK PLAN



Applicant shall describe its plan for achieving the above objectives from Form D: Performance Measures.   



The plan shall include who will be responsible for core activities and key activities that will be undertaken to ensure objectives will be met:  





Describe activities to be performed for delivery of HIV/STD disease intervention, prevention and control services.





Describe specific activities to ensure the applicant will accomplish statewide and locally established objectives and program indicators. 





Describe how data is collected and tabulated, who will be responsible for data collection and reporting and how often data collection activities will occur.





Describe coordination with other health and human services providers in the project area that diagnose and treat STDs, including but not limited to: community based organizations, managed care organizations, jails, family planning clinics, emergency rooms, hospitals.





Describe any unmet needs in the project area and local plans to address them.






































[bookmark: _Toc220913272][bookmark: _Toc213238429]FORM J:  JUSTIFICATION FOR REQUEST OF EQUIPMENT PURCHASE



Use one (1) justification form for each item of equipment requested in the detailed equipment budget category.  Attach copies of specifications (not older than 30 days from the due date of the renewal application) and/or other pertinent documentation.  For computer equipment, complete specifications must be attached.  Refer to the Budget Intervention Summary document included as part of the renewal application for the minimum computer specifications.



All applications requesting fund for equipment must complete the following questions.  For any Yes/No questions listed below where the contractor answers “NO,” please provide a short explanation:



Name of Contractor:  



Scope of Work:  



Description of Equipment Requested:  

(attach additional pages, if necessary, and copies of specifications not older than 30 days and/or other pertinent documentation)



1) Does the cost include shipping and handling?  

2) Does the cost include a warranty?  

3) Does the cost include a maintenance agreement?  Describe any special maintenance needs, service contracts, insurance, repair costs, etc. related to the proposed equipment.  How will these expenses be supported over time?  

4) Does the cost include training in the use of equipment?  

5) Why is the equipment needed?  Describe the purpose of the equipment.  Estimate the expected results of the equipment purchase.  Describe who will benefit from the equipment purchase and how

6) How many clients will be served by the equipment?  

7) What administrative or other activities will be accomplished as a result of the equipment purchase?  

8) Where will the equipment be located in the facility?  

9) [bookmark: _GoBack]Who will use the equipment?  Is/Are the necessary staff(s) in place to support the proper use of the equipment (e.g. if a van is requested, is funding already in place to support a driver)?  

10) Will the equipment replace any existing equipment?  Will the equipment be purchased an owned by the administrative agency or by one of the agency’s current subcontractors?   

11) Why is the equipment more appropriate than other alternatives considered or a less expensive piece of equipment?  Describe any special or optional features the requested equipment has and why those features are necessary.  

12) If the equipment is a lease-to-purchase agreement, is a copy of the agreement attached?  

13) If the equipment is being leased with no option to buy, explain the benefit(s)?  

14) If the lease-to-purchase costs are spread across several funding sources other than DSHS, describe the other funding sources and their percentage of funding.  
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General Instructions

		General Instructions for Completing Budget Forms
DSHS Costs Only Budgeted on Detail Category Pages

		(Examples and instructions for completing the Budget Category Detail Templates are in a separate Excel file located under Templates for Cost Reimbursement Budgets located at :   http://www.dshs.state.tx.us/grants/forms.shtm

		*		Enter the legal name of your organization in the space provided for "Legal Name of Respondent" on Form I -Budget Summary; doing so will populate the budget category detail templates with your organizations name.

		*		Complete each budget category detail template. Instructions for completing each budget category detail template are in a separate document. If a primary budget category detail template does not accommodate all items in your budget, use the respective supplemental budget template at the end of this workbook. The total of each supplemental category detail budget template will automatically populate to the last line of the respective primary budget category template.

		*		After you have completed each budget category detail form, go to Form I-Budget Summary and input other sources of funding manually (if any) in Columns 3 - 6 for each budget category.

		*		Refer to the table below the budget 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 overall total of all distributions ("Distribution Totals") equals the Budget Total.

		*		Enter the total amount of "Program Income" anticipated for this program in row "K" under the "Total Budget" column (1). The total program income budgeted will be automatically allocated to each funding source based on the percentage of funding of the total budget. Information on program income is available in the DSHS Contractors Financial Procedures Manual located at the following web site:  http://www.dshs.state.tx.us/contracts/



&L&F&R&P



Form I-Budget Summary

												FORM I: BUDGET SUMMARY (REQUIRED)

				Legal Name of Respondent:

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

						Budget				Requested		Funds		Agency Funds*		Sources		Funds

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

		A.		Personnel				$0		$0		$0		$0		$0		$0

		B.		Fringe Benefits				$0		$0		$0		$0		$0		$0

		C.		Travel				$0		$0		$0		$0		$0		$0

		D.		Equipment				$0		$0		$0		$0		$0		$0

		E.		Supplies				$0		$0		$0				$0		$0

		F.		Contractual				$0		$0		$0		$0		$0		$0

		G.		Other		$		$0		$0		$0		$0		$0		$0

		H.		Total Direct Costs		$		$0		$0		$0		$0		$0		$0

		I.		Indirect Costs		$		$0		$0		$0				$0		$0

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

		K.		Program Income - Projected Earnings		$		$0		$0		$0		$0		$0		$0

		NOTE:  The "Total Budget" amount for each Budget Category will have to be allocated (entered) manually among the funding sources.  Enter amounts in whole dollars.  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

		*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, letter(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.



&RRevised: April 2011



Form I - 1 Personnel

		FORM I-1: PERSONNEL Budget Category Detail Form

		Legal Name of Respondent:		0

		PERSONNEL		Vacant Y/N		Justification		FTE's		Certification or License (Enter NA if not required)		Total Average Monthly Salary/Wage		Number of Months		Salary/Wages Requested for Project

		Functional Title + Code

		E = Existing or P = Proposed

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

		TOTAL FROM PERSONNEL SUPPLEMENTAL BUDGET SHEETS														$0

												SalaryWage Total				$0

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

										Fringe Benefit Rate %

										Fringe Benefits Total						$0



&RRevised: 7/6/2009



Form I - 2 Travel

								FORM I-2: 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

																Airfare

																Meals

																Lodging

																Other Costs

																Total		$0

																Mileage		$0

																Airfare

																Meals

																Lodging

																Other Costs

																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: 7/6/2009



Form I - 3 Equipment

		FORM I-3: 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.  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

		TOTAL FROM EQUIPMENT SUPPLEMENTAL BUDGET SHEETS										$0

		     				     		     				     

						Total Amount Requested for Equipment:						$0



&RRevised: 7/6/2009



Form I - 4 Supplies

		FORM I-4: 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.)  See attached example for definition of supplies and detailed instructions to complete this form.

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

						$0

						$0

						$0

						$0

						$0

						$0

						$0

						$0

						$0

						$0

						$0

						$0

						$0

		TOTAL FROM SUPPLIES SUPPLEMENTAL BUDGET SHEETS				$0

		     		     		     

				Total Amount Requested for Supplies:		$0



&RRevised: 7/6/2009



Form I - 5 Contractual

		FORM I-5: 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., Monthly, Hourly, Unit, Lump Sum)		# of Months, Hours, Units, etc.		RATE OF PAYMENT (i.e., hourly rate, unit rate, lump sum amount)		TOTAL

														$0

														$0

														$0

														$0

														$0

														$0

														$0

														$0

														$0

		TOTAL FROM CONTRACTUAL SUPPLEMENTAL BUDGET SHEETS												$0

								Total Amount Requested for CONTRACTUAL:						$0



&RRevised: 7/6/2009



Form I - 6 Other

		FORM I-6: OTHER Budget Category Detail Form

		Legal Name of Respondent:		0

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

						$0

						$0

						$0

						$0

						$0

						$0

						$0

						$0

		TOTAL FROM OTHER SUPPLEMENTAL BUDGET SHEETS				$0

		     		     		     

				Total Amount Requested for Other:		$0



&RRevised: 7/6/2009



Form I-7 Indirect Costs 

		FORM I - 7 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 based on a rate proposal prepared in accordance with OMB Circular A-87.  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.  The CFPM is available on the following internet web link: http://www.dshs.state.tx.us/contracts/

		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: 7/6/2009



Supplemental Forms Instructions

		SUPPLEMENTAL FORMS INSTRUCTIONS

		The budget templates (two per budget category) that follow are intended to supplement cost reimbursement budgets when there are too many items to fit on the primary budget template.  Applicants that have utilized all the lines on the primary budget template must use the supplemental templates to list detail information for the respective budget category.  For example, after all the lines on the primary budget template for Personnel (tab labled Form I - 1 Personnel) have been used, go to the supplemental template labled "Form I - 1a Personnel Supp” and if all the lines are used on this template, go to the next template labled "Form I - 1b Personnel".  The amounts on each supplemental template will automatically total and the total from both templates will automatically be inserted on the last line of the primary budget template. 
                       
The supplemental budget templates are:

		-Form I-1 Personnel Supplemental

                        -Form I-2 Travel Supplemental

                        -Form I-3 Equipment Supplemental

                        -Form I-4 Supplies Supplemental

                        -Form I-5 Contractual Supplemental

                        -Form I-6 Other Supplemental



&RRevised: 7/6/2009



Form I - 1a  Personnel Supp

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

		Legal Name of Respondent:		0

		PERSONNEL		Vacant Y/N		Justification		FTE's		Certification or License (Enter NA if not required)		Total Average Monthly Salary/Wage		Number of Months		Salary/Wages Requested for Project

		Functional Title + Code

		E = Existing or P = Proposed

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

												SalaryWage Total				$0



&RRevised: 7/6/2009



Form I - 1b  Personnel Supp 

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

		Legal Name of Respondent:		0

		PERSONNEL		Vacant Y/N		Justification		FTE's		Certification or License (Enter NA if not required)		Total Average Monthly Salary/Wage		Number of Months		Salary/Wages Requested for Project

		Functional Title + Code

		E = Existing or P = Proposed

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

																$0

												SalaryWage Total				$0



&RRevised: 7/6/2009



Form I - 2a Travel Supp

								FORM I-2: 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

																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: 7/6/2009



Form I - 2b Travel Supp

								FORM I-2: 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

																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: 7/6/2009



Form I - 3a  Equipment Supp

		FORM I-3: 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: 7/6/2009



Form I - 3b Equipment Supp

		FORM I-3: 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: 7/6/2009



Form I - 4a Supplies Supp

		FORM I-4: 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

		     		     		     

				Total Amount Requested for Supplies:		$0



&RRevised: 7/6/2009



Form I - 4b Supplies Supp

		FORM I-4: 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

		     		     		     

				Total Amount Requested for Supplies:		$0



&RRevised: 7/6/2009



Form I - 5a Contractual Supp

		FORM I-5: 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 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. Monthly, Hourly, Unit, Lump Sum)		# of Months, Hours, Units, etc.		RATE OF PAYMENT
(i.e. hourly rate, unit rate, lump sum amount)		TOTAL

														$0

														$0

														$0

														$0

														$0

														$0

														$0

														$0

														$0

														$0

								Total Amount Requested for CONTRACTUAL:						$0



&RRevised: 7/6/2009



Form I - 5b Contractual Supp

		FORM I-5: 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 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. Monthly, Hourly, Unit, Lump Sum)		# of Months, Hours, Units, etc.		RATE OF PAYMENT
(i.e. hourly rate, unit rate, lump sum amount)		TOTAL

														$0

														$0

														$0

														$0

														$0

														$0

														$0

														$0

														$0

														$0

								Total Amount Requested for CONTRACTUAL:						$0



&RRevised: 7/6/2009



Form I - 6a Other Supp

		FORM I-6: OTHER 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: 7/6/2009



Form I - 6b Other Supp

		FORM I-6: OTHER 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: 7/6/2009




