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Importance: High

Warmest Regards,

Candy Blair, Public Health Director

Collin County Health Care Services

Collin County Government

825 N. McDonald St. #130

McKinney, TX 75069

Ph: 972-548-5504

“To accomplish great things we must not only act, but also dream; not only plan, but also believe.”
Author Anatole France

Messages may be sent from a portable device to expedite communication. Please forgive typos
associated with such devices or human errors.

Need a COVID-19 Vaccine? Click Here!

b COVID-19

Our Mission is to Protect and Promote the Health of the People of Collin County-

CONFIDENTIAL DISCLAIMER-In accordance with the HIPAA (Health Insurance Portability and Accountability Act), this email/attachment
contains protected health information and is for the sole use of the intended recipient(s). Any unauthorized use, disclosure,
dissemination, or copying of this information is prohibited. If you receive this in error, please notify the sender immediately (or call 972-
548-4707) and delete the information from your computer. (U) Warning: This document contains FOR OFFICIAL USE ONLY information. It
contains information that may be exempt from public release under the Freedom of Information Act (5 U.S.C 552). It is to be controlled,
stored, handled, transmitted, distributed, and disposed of in a manner that will not result in the release of the information to the public,
the media, or other personnel who do not have a valid need-to-know.


mailto:cblair@co.collin.tx.us
mailto:edickey@co.collin.tx.us
mailto:cjimenez@co.collin.tx.us
https://dshs.texas.gov/covidvaccine/
https://www.google.com/url?sa=i&url=https%3A%2F%2Fdshs.texas.gov%2Fcovidvaccine%2F&psig=AOvVaw3sxDST7uOGxVmSEA4P_TGx&ust=1632319559811000&source=images&cd=vfe&ved=0CAYQjRxqFwoTCJjX9K-ekPMCFQAAAAAdAAAAABAD
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Contents

1)	Form A – Face Page and Instructions

2)	Program Contact Information Form 

3)	Project Service Delivery Plan 

4)	Quarterly and Final Performance Report and Instructions 

5)	Form I – Categorical Budget Summary and Detail





Contract documents are due to DSHS on or before February 28, 2023, by 5:00 p.m. via email to LocalPHTeam@dshs.texas.gov and cc Elma.Medina@dshs.texas.gov.



Please reference your entity’s name in the subject line of your email.

(Example: [Entity’s Name] FY24/25 RLSS/LPHS)





Please contact your contract manager at 512-776-2181 for questions and assistance in completing the FY24/25 RLSS/LPHS contract documents.

P.O. Box 149347 • Austin, Texas  78714-9347 • Phone: 888-963-7111 • TTY: 800-735-2989 • dshs.texas.gov
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FY 24/25 Local Public Health Services


FORM A - FACE PAGE


		RESPONDENT INFORMATION



		1)  LEGAL NAME:

		     



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

		

		



		

		     

     

     



		3)  PAYEE Mailing Address (if different from above):

		

		



		

		     

     

     



		4)  Federal Tax ID No. (9 digit), State of Texas Comptroller Vendor ID No. (14 digit) or if an individual, Social Security Number (9 digit) :  

		     



		*The vendor acknowledges, understands and agrees that the vendor'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.



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



		

		 FORMCHECKBOX 


		City

		 FORMCHECKBOX 


		Nonprofit Organization*

		 FORMCHECKBOX 


		Individual



		

		 FORMCHECKBOX 


		Regions/Counties/LHD

		 FORMCHECKBOX 


		For Profit Organization*

		 FORMCHECKBOX 


		FQHC



		

		 FORMCHECKBOX 


		Other Political Subdivision

		 FORMCHECKBOX 


		HUB Certified

		 FORMCHECKBOX 


		State Controlled Institution of Higher Learning



		

		 FORMCHECKBOX 


		State Agency

		 FORMCHECKBOX 


		Community-Based Organization

		 FORMCHECKBOX 


		Hospital



		

		 FORMCHECKBOX 


		Indian Tribe

		 FORMCHECKBOX 


		Minority Organization

		 FORMCHECKBOX 


		Private

		



		

		

		

		 FORMCHECKBOX 


		Faith-based Organization

		 FORMCHECKBOX 


		Other (specify):

		     

		



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

		     

		



		6)  COUNTIES OR REGION SERVED BY PROJECT:

		



		

		See attached County/Region list.



		7)  PROJECT CONTACT PERSON

		

		CHECK FUNDING APPLYING FOR:



		

Name:
     



Phone:
     



Fax:
     



E-mail:
     

		

		

		

		    LPHS



		$________________





		The facts affirmed by me in this application are truthful and I warrant that the applicant is in compliance with the assurances and certifications attached in FORM E, and will provide services in accordance with 25 Texas Administrative Code, §§37.51-37.65. This document has been duly authorized by the governing body of the applicant and I (the person signing below) am authorized to represent the applicant.



		8) AUTHORIZED REPRESENTATIVE (Person authorized to sign Contract)

		  

		9)  DATE 






		

		Name:


Title:


Phone:


Fax:


E-mail:

		     

     

     

     

     

		



		

		

		

		

		





GENERAL INSTRUCTIONS FOR THE FACE PAGE

This form provides basic information about the applicant and the proposed project with the Department of State Health Services (DSHS), including the name of the authorized representative.  It is the cover page of the proposal and is required to be completed.    DSHS Assurances and Certifications and acknowledges that continued compliance is a condition for the award of a contract.  Please follow the instructions below to complete the face page form and return with the applicant’s proposal.


1)
LEGAL NAME - Enter the legal name of the applicant.


2)
MAILING ADDRESS INFORMATION - Enter the applicant’s complete street and mailing address, city, county, state, and zip code.


3)  PAYEE MAILING ADDRESS - Payee – Entity involved in a contractual relationship with applicant to receive payment for services rendered by applicant and to maintain the accounting records for the contract; i.e., fiscal agent. Enter the PAYEE’s name and mailing address if PAYEE is different from the applicant. The PAYEE is the corporation, entity or vendor who will be receiving payments.


4)  FEDERAL TAX ID/STATE OF TEXAS COMPTROLLER VENDOR ID/SOCIAL SECURITY NUMBER - Enter the Federal Tax Identification Number (9-digit) or the Vendor Identification Number assigned by the Texas State Comptroller (14-digit). *The vendor acknowledges, understands and agrees that the vendor'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.


5)
TYPE OF ENTITY - The type of entity is defined by the Secretary of State and/or the Texas State Comptroller.  Check all appropriate boxes that apply.  



HUB is defined as a corporation, sole proprietorship, or joint venture formed for the purpose of making a profit in which at least 51% of all classes of the shares of stock or other equitable securities are owned by one or more persons who have been historically underutilized (economically disadvantaged) because of their identification as members of certain groups: Black American, Hispanic American, Asian Pacific American, Native American, and Women.  The HUB must be certified by the Texas Building and Procurement Commission or another entity.



MINORITY ORGANIZATION is defined as an organization in which the Board of Directors is made up of 50% racial or ethnic minority members. 



If a Non-Profit Corporation or For-Profit Corporation, provide the 10-digit charter number assigned by the Secretary of State.


6)
COUNTIES SERVED BY PROJECT - Enter the proposed counties or region to be served by the project.


7)
PROJECT CONTACT PERSON - Enter the name, phone, fax, and e-mail address of the person responsible for the proposed project.


8)
AUTHORIZED REPRESENTATIVE - Enter the name, title, phone, fax, and e-mail address of the person authorized to represent the applicant and authorized to sign contract.  Check the “Check if change” box if the authorized representative is different from previous submission to DSHS.


9)  DATE - Enter the date this form is completed.
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Program Contact Information Form 
Division for Regional and Local Health Operations 
FY24/25 Local Public Health Services

Contract Term: September 1, 2023, through August 31, 2025

[bookmark: Text94]Legal Name of Applicant:      	     

This form provides information about appropriate program contacts in the applicant’s organization. If any of the contact information changes during the term of the contract, please send written notification to the Regional and Local Health Service and Compliance Branch, Mail Code 1990, P.O. Box 149347, Austin, TX 78714 or email to LocalPHTeam@dshs.texas.gov.

		DIRECTOR:



		Contact:

		[bookmark: Text50]     

		

		Mailing Address (street, city, county, state and zip code):



		Title:

		[bookmark: Text46]     

		

		[bookmark: Text61]     

		



		Phone:

		[bookmark: Text47]     

		

		[bookmark: Text62]     

		



		Fax:

		[bookmark: Text48]     

		

		[bookmark: Text63]     

		



		Email:

		[bookmark: Text49]     

		

		[bookmark: Text64]     

		



		



		FINANCIAL MANAGER:





		Contact:

		[bookmark: Text51]     

		

		Mailing Address (street, city, county, state and zip code):



		Title:

		[bookmark: Text52]     

		

		[bookmark: Text65]     

		



		Phone:

		[bookmark: Text53]     

		

		[bookmark: Text66]     

		



		Fax:

		[bookmark: Text54]     

		

		[bookmark: Text67]     

		



		Email:

		[bookmark: Text55]     

		

		[bookmark: Text68]     

		



		



		CONTRACT COORDINATOR:





		Contact:

		[bookmark: Text56]     

		

		Mailing Address (street, city, county, state and zip code):



		Title:

		[bookmark: Text57]     

		

		[bookmark: Text69]     

		



		Phone:

		[bookmark: Text58]     

		

		[bookmark: Text70]     

		



		Fax:

		[bookmark: Text59]     

		

		[bookmark: Text71]     

		



		Email:

		[bookmark: Text60]     

		

		[bookmark: Text72]     

		



		



		ADDITIONAL STAFF:



		Contact:

		[bookmark: Text73]     

		

		Mailing Address (street, city, county, state and zip code):



		Title:

		[bookmark: Text74]     

		

		[bookmark: Text87]     

		



		Phone:

		[bookmark: Text75]     

		

		[bookmark: Text88]     

		



		Fax:

		[bookmark: Text76]     

		

		[bookmark: Text89]     

		



		Email:

		[bookmark: Text77]     

		

		[bookmark: Text90]     

		



		



		ADDITIONAL STAFF:



		Contact:

		[bookmark: Text78]     

		

		Mailing Address (street, city, county, state and zip code):



		Title:

		[bookmark: Text79]     

		

		[bookmark: Text83]     

		



		Phone:

		[bookmark: Text80]     

		

		[bookmark: Text84]     

		



		Fax:

		[bookmark: Text81]     

		

		[bookmark: Text85]     

		



		Email:

		[bookmark: Text82]     

		

		[bookmark: Text86]     
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Project Service Delivery Plan 
FY24/25 Request for Local Public Health Services Funds



[bookmark: Text1]Local Health Entity:      

Contract Term: September 1, 2023, through August 31, 2025

Indicate in this plan how requested Local Public Health Services (LPHS) contract funds will be used to address a public health issue through essential public health services. The plan should include a brief description of the public health issue(s) or public health program to be addressed by LPHS funded staff and include measurable objective(s) and activities for addressing the issue. List only public health issues/programs, objectives and activities conducted and supported by LPHS funded staff. List at least one objective and subsequent required information for each public health issue or public health program that will be addressed with these contract funds. 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. Complete the table below for each public health issue or public health program addressed by LPHS funded staff. (Make additional copies of the table as needed.)

		Public Health Issue: Briefly describe the public health issue to be addressed. Number issues if more than one issue will be addressed.

[bookmark: Text2]     





		Essential Public Health Service(s): List the EPHS(s) that will be provided or supported with LPHS contract funds.

[bookmark: Text3]     





		Objective(s): List at least one measurable objective to be achieved with resources funded through this contract. Number all objectives to match issue being addressed. Ex: 1.1, 1.2, 2.1, 2.2, etc.

[bookmark: Text4]     





		Performance Measure: List the performance measure that will be used to determine if the objective has been met. List a performance measure for each objective listed above.

[bookmark: Text5]     





		Activities 
List the activities conducted to meet the proposed objective. Use numbering system to designate match between issues/programs and objectives.

[bookmark: Text7]     



		Evaluation and Improvement Plan 
List the standard and describe how it is used to evaluate the activities conducted. This can be a local, state or federal guideline.



[bookmark: Text8]     

  

		Deliverable 
Describe the tangible evidence that the activity was completed.





[bookmark: Text6]     








The following EXAMPLE of a Project Service Delivery Plan is offered as a guide for completing the table above to address your specific public health issue(s).  

		Public Health Issue: Briefly describe the public health issue to be addressed. Number issues if more than one issue will be addressed.



The local community lacks an accurate assessment of the local public health system in order to strategically plan and improve the essential public health services provided in the community.



		Essential Public Health Service(s): List the EPHS(s) that will be provided or supported with LPHS contract funds.



EPHS (9) Evaluate effectiveness, accessibility and quality of personal and population-based health services.Example Table





		Objective(s): List at least one measurable objective to be achieved with resources funded through this contract. Number all objectives to match issue being addressed. Ex: 1.1, 1.2, 2.1, 2.2, etc.



Objective 1.1 By the end of Quarter 2 FY18, all LHD’s funded through LPHS contract dollars will have conducted the CDC National Public Health Performance Standards Local Public Health System Performance Assessment Instrument (LPHSPAI). 



		Performance Measure: List the performance measure that will be used to determine if the objective has been met. List a performance measure for each objective listed above.



Performance Measure – Based on LPHSPAI results, local health departments will submit a draft Service Delivery Plan to be completed by end of 3rd Quarter FY18.



		Activities 
List the activities conducted to meet the proposed objective. Use numbering system to designate match between issues/programs and objectives.



1.1.1 Participate in training offered by the state. 

1.1.2 Identify necessary partners who will take part in conducting the LPHSPAI instrument.

1.1.3 Conduct LPHSPAI with identified partners.

1.1.4 Submit LPHSPAI data to the CDC for processing.

1.1.5 Gather CDC generated report on local assessment.

		Evaluation and Improvement Plan 
List the standard and describe how it is used to evaluate the activities conducted.



1.1.1 LHDs will plan and implement the LPHSPAI instrument in the designated communities no later than March 31, 2018.

1.1.2 LPHSPAI results will be incorporated into the FY18 Service Delivery Plans.

		Deliverable 
Describe the tangible evidence that the activity was completed.



1.1.1 LPHSPAI data analysis report will be obtained from CDC.
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Quarterly Performance Report

FY24/25 Local Public Health Services Funds
Project Service Delivery Plan

Contract Term: September 1, 2023, through August 31, 2025

		Local Health Entity:  

[bookmark: Text2]     

		Contact: 

[bookmark: Text3]     

		Contact Phone:

[bookmark: Text4]     



		Address:  Include city, state and zip code   

[bookmark: Text5]      



		Contact Email: 

[bookmark: Text6]     



		Date:

[bookmark: Text7]     





Quarterly reports must be completed and submitted by the dates shown below. Complete the report table by providing the status of contract activities, identifying barriers to completing the activities, and listing deliverables associated with work plan activities. Reporting is cumulative and submitted by the due dates indicated below to the DSHS LPHS Contract Team at LocalPHTeam@dshs.texas.gov. For further technical support, please contact the Block Grant Coordinator, Laura Bianco, at 512-963-0389 or at LPHSAssistance@dshs.texas.gov, or contact the DSHS Contract Management Unit Contract Manager at 
512-776-2181. Please note that the Quarter 4 Report must also include the Final Report with information to document results from the evaluation of services and a plan for improving the services. 

This report is designed to “tab” through the items to complete all the sections. Select the appropriate gray box to indicate the correct reporting quarter.

		[bookmark: _Hlk124329533]

		Reporting Periods

		Report Due Date



		|_|  Quarter 1

		September 1 – November 30 

		December 31 



		|_|  Quarter 2

		December 1 – February 28

		March 31 



		|_|  Quarter 3

		March 1 – May 31 

		June 30  



		|_|  Quarter 4/Final Report

		June 1 – August 31 (for Quarter 4)
September 1 – August 31 (for Final)  

		September 30 



		



		Public Health Issue(s): Briefly describe the public health issue to be addressed. For each issue, identify the corresponding Essential Public Health Service (EPHS) (see https://www.cdc.gov/publichealthgateway/publichealthservices/essentialhealthservices.html). Number issues if more than one issue is addressed.



     



		Objective(s): List the measurable objective(s) to be achieved by using resources funded through this contract. Number all objectives to match issue/EPHS being addressed. Ex: 1.1, 1.2, 2.1, 2.2, etc. 



     



		

Local Health Department:        



		

		Activity

List each activity conducted to meet the objective. Use a numbering system to match objectives with issues.

		Status of Activity
Provide the status of each activity for the reporting quarter.

		Barriers to Conducting Activities and Strategies to Overcome Barriers

List any problems or barriers encountered that impacted your ability to conduct or complete the activity. Then, describe what strategies you used/are using to address these barriers. 

		Deliverables

List the deliverable that provides tangible evidence the activity was completed. (Quarter 4 only)



		Quarter 1

		     

		     

		       

		     



		Success Stories

Optional

		Briefly describe an LHD success story highlighting an event or situation that occurred resulting from efforts funded through LPHS Contract funds.

     



		Beginning with the Quarter 2 Report, incorporate improvement activities listed in the Project Service Delivery Plan. Please specify if these improvement activities will replace or amend any of the activities listed in the Quarter 1 Report.



		Quarter 2

		     

		     

		     

		     



		Success Stories

Optional

		Briefly describe an LHD success story highlighting an event or situation that occurred resulting from efforts funded through LPHS Contract funds.

     



		Quarter 3

		     

		     

		     

		     





		Success Stories

Optional

		Briefly describe an LHD success story highlighting an event or situation that occurred resulting from efforts funded through LPHS Contract funds.

     



		Quarter 4

		     



		     

		     

		     





		Products

Required

(Quarter 4 only)

		Were there any products (publications, conferences, etc.) that came from activities funded through LPHS Contract funds in any quarter? If yes, briefly describe the products created using LPHS Contract funds and provide any links to access the products:

     





		Success Stories

Optional

		Briefly describe an LHD success story highlighting an event or situation that occurred resulting from efforts funded through LPHS Contract funds.

     







[image: ]







P.O. Box 149347 • Austin, Texas  78714-9347 • Phone: 888-963-7111 • TTY: 800-735-2989 • dshs.texas.gov

Final Performance Report

FY24/25 Local Public Health Services Funds
Project Service Delivery Plan



		
FINAL REPORT



		Local Health Department:        



		The information requested below should be completed and submitted ONLY with the Quarter 4 Report after the project period is completed. Duplicate the table below as needed for each objective listed in the FY24/25 Project Service Delivery Plan.



		Objective 

List each objective outlined in the Project Service Delivery Plan.  

[bookmark: Text37]     

		Status 

Document whether the objective was achieved.

[bookmark: Text38]     

		Comments 

Provide an explanation if objective was not met.



[bookmark: Text39]     



		Evaluation Results and Improvement Plan 

Describe the findings from the evaluation of the project. List activities that will be conducted during the next contract term to improve the essential public health services or meet the objective. Also, include a plan for improving or amending activities for objectives that were not met during this contract term.

Evaluation Standard:

[bookmark: Text33]     

Evaluation Activities:

[bookmark: Text34]     

Results/Findings:

[bookmark: Text35]     

Improvement Plan:

[bookmark: Text36]     
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INSTRUCTIONS FOR THE QUARTERLY PERFORMANCE REPORT TEMPLATE

Please review the FY24/25 Quarterly Performance Report Template, as we have made changes to account for new staff and to better align with CDC reporting requirements.   

As stated in the Statement of Work, you are required to submit four quarterly performance reports and one final performance report per grant year. Each report should describe progress made toward achieving objectives contained in the approved Project Service Delivery Plan. The following EXAMPLE of a quarterly report is offered as a guide for completing the table contained in the Quarterly Performance Report Template.

		



		Public Health Issue(s): Briefly describe the public health issue to be addressed. For each issue, identify the corresponding Essential Public Health Service (EPHS) (see https://www.cdc.gov/publichealthgateway/publichealthservices/essentialhealthservices.html)[footnoteRef:1]. Number issues if more than one issue is addressed. [1:  NEW for this report: Please note there is a request to identify an EPHS for each public health issue to be addressed. Collecting this information will assist with DSHS’s required reporting to CDC.] 


1. The local community lacks an accurate assessment of the local public health system in order to strategically plan and improve the essential public health services provided in the community. 
EPHS (9): Improve and innovate public health functions through ongoing evaluation, research, and continuous quality improvement.

2. The local community is not provided information that would reduce health risk and improve public health. 
EPHS (3): Communicate effectively to inform and educate people about health, factors that influence it, and how to improve it.



		Objective(s): List the measurable objective(s) to be achieved by using resources funded through this contract. Number all objectives to match issue/EPHS being addressed. Ex: 1.1, 1.2, 2.1, 2.2, etc. 

1.1. By the end of Quarter 2, all LHDs funded through LPHS contract dollars will have conducted the CDC National Public Health Performance Standards Local Public Health System Performance Assessment Instrument (LPHSPAI).

2.1. By the end of Quarter 2, the LHE will develop and disseminate accessible health information and resources, including through collaboration with local partners.

2.2. By the end of Quarter 1, the LHE will use appropriate communications channels (e.g., social media, radio, television, to effectively reach the intended populations.   



		

Local Health Department:        



		

		Activity

List each activity conducted to meet the objective. Use a numbering system to match objectives with issues.

		Status of Activity
Provide the status of each activity for the reporting quarter.

		Barriers to Conducting Activities and Strategies to Overcome Barriers[footnoteRef:2] [2:  Please note that we have requested additional information in this column. Since CDC requires DSHS to report on strategies used to overcome barriers to conducting activities during the reporting period, we ask that if you list any barriers that you also explain how you overcame those barriers.] 


List any problems or barriers encountered that impacted your ability to conduct or complete the activity. Then, describe what strategies you used/are using to address these barriers. 

		Deliverables

List the deliverable that provides tangible evidence the activity was completed. (Quarter 4 only)



		Quarter 1

		1.1.1. Participate in training offered by the state.


1.1.2. Identify necessary partners who will take part in conducting LPHSPAI.


2.1.1. Develop an educational handbook on outbreaks for health care facilities.


2.1.2. Develop and provide health promotion programs and disease reporting among underinsured, uninsured, and non-English speaking communities. 


2.2.1. Make the educational handbook on outbreaks and other educational materials publicly available on our web site.


2.2.2. Use social media and twitter to advertise upcoming education/awareness events.

		1.1.1. All staff are enrolled in the state training to take place next quarter.


1.1.2. Complete.


2.1.1. Developed the educational handbook and plan to disseminate them in 8 local health care facilities by the end of next quarter.  


2.1.2. In progress. 


2.2.1. Complete. We have a link to educational resources on the homepage of our web site. 


2.2.2. Utilized a community needs assessment to schedule education/awareness events and advertised the events via social media and twitter. 

		1.1.1. None.


1.1.2. None.


2.1.1. There’s a possibility not all 8 facilities will participate, in which case we will continue to reach out to more facilities.   


2.1.2. We don’t have staff who speak Mandarin but are looking to hire a Mandarin speaker to reach that population.


2.2.1. None.


2.2.2. None.

		     



		Success Stories

Optional

		Briefly describe an LHD success story highlighting an event or situation that occurred resulting from efforts funded through LPHS Contract funds.





		Beginning with the Quarter 2 Report, incorporate improvement activities listed in the Project Service Delivery Plan. Please specify if these improvement activities will replace or amend any of the activities listed in the Quarter 1 Report.



		Quarter 2

		     

		     

		     

		     



		Success Stories

Optional

		Briefly describe an LHD success story highlighting an event or situation that occurred resulting from efforts funded through LPHS Contract funds.

     



		Quarter 3

		     

		     

		     

		     





		Success Stories

Optional

		Briefly describe an LHD success story highlighting an event or situation that occurred resulting from efforts funded through LPHS Contract funds.

     



		Quarter 4

		     



		     

		     

		     





		Success Stories

Optional

		Briefly describe an LHD success story highlighting an event or situation that occurred resulting from efforts funded through LPHS Contract funds.

     



		Products[footnoteRef:3] [3:  NEW for Quarter 4, please list any products funded through RLSS/LPHS Contract funds during any of the four quarters. Examples include print materials, conferences, web-based materials, newsletters, etc. This is a requirement for DSHS’s reporting to CDC.] 


Required

(Quarter 4 only)

		Were there any products (publications, conferences, etc.) that came from activities funded through LPHS Contract funds in any quarter? If yes, briefly describe the products created using LPHS Contract funds and provide any links to access the products:
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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		$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		$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 %						0.00%

										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

																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

						$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

						$0

						$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:		$0

		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:
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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




COVID-19





From: Medina,Elma (DSHS) [mailto:ElIma.Medina@dshs.texas.gov]

Sent: Friday, February 10, 2023 4:51 PM

To: Candy Blair <cblair@co.collin.tx.us>

Cc: Taylor Burton <tburton@co.collin.tx.us>; Candice Akins <cakins@co.collin.tx.us>
Subject: Collin County Health Care Services_FY24/25 RLSS/LPHS

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

Dear Ms. Blair:
Re: Collin County Health Care Services-RLSS/LPHS

This letter is to notify you of your award for the FY24/25 Regional and
Local Services System/Local Public Health Services (RLSS/LPHS)
contract in the amount of $43,278.00. This amount is for a two-year
contract term.

The total allocation amount for FY24 (09/01/2023 through 08/31/2024) is
$21,639.00
The total allocation amount for FY25 (09/01/2024 through 08/31/2025) is
$21,639.00

The total amount of this Contract will not exceed $43,278.00.

The renewal forms, instructions, sample forms and budget forms are
enclosed. For assistance in completing the renewal packet, please contact
Elma Medina at 512-776-2181.

Please submit the FY24/25 RLSS/LPHS renewal documents via
email to by Tuesday, February 28,
2023, 5:00 p.m. (Please reference your entity’s name and FY24/25 in
the subject line, example: [Local Entity’s name], FY24/25 RLSS/LPHS.)

The enclosed renewal documents include:

e fForm A Face Page

e Program Contact Information Form

e Exhibit A - Project Service Delivery Plan reflecting the Public Health
Issue(s) needing to be addressed: Essential Public Health Service(s) to
be provided: Measurable Objective(s); and, Performance Measures(s),
Activities, Evaluation/Improvement Plan, and Deliverables. Note: A
Service Delivery Plan must be completed for each public health issue or
public health program addressed by LPHS funded staff.

o Template - Quarterly and Final Performance Report FY24/25 LPHS
Funds Project Service Delivery Plan with Instructions.


mailto:LocalPHTeam@dshs.texas.gov

e (Categorical Budget Forms

RLSS/LPHS contracts are based on expected state appropriations funding
levels and are contingent on continued availability of funding. Therefore,
the Texas Department of State Health Services Regional and Local Health
Services will process contracts with state appropriated funds allocated for
FY24 and FY25. Adjustments to contracts may be necessary depending on
the final budget appropriation of state and federal funds.

Sincerely,

Elma Medina, CTCM,

Contract Manager,

Regional and Local Health Services and Compliance Branch
Enclosures

Best Regards,
Elma Medina

Elma Medina, CTCM | Contract Manager

Regional and Local Health Operations

Contract Management Section, T-502.7, MC 1990
Department of State Health Services

P.O. Box 149347,

Austin, Texas 78714-9347

@R Office: 512-776-2181|Fax: 512-776-7391
Email: elma.medina@dshs.texas.gov

TEXAS
5 Healthand Human | TexasDepartment of State
- _;ﬂ Services Health Services

Due to the current corona virus pandemic, | am working remotely . | do have full access to
all systems. Email is best to contact me. Should you contact me by phone, please leave your name,
number, and a brief message, and your call will be returned as soon as possible. Thank you for your understanding.
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