[bookmark: _GoBack][image: dshs_logosm]Department of State Health Services – Family Planning FY16 Renewal
[bookmark: _Toc246831232][bookmark: _Toc263675707]FORM A: FACE PAGE
This form requests basic information about the contractor and project, including the signature of the authorized representative. The face page is the cover page of the proposal and must be completed in its entirety.  
	CONTRACTOR INFORMATION

	1)  LEGAL BUSINESS NAME:
	     

	2)  MAILING Address Information (include mailing address, street, city, county, state and zip code):
	Check if address change
	|_|

	
	     
     
     
     


	3)  PAYEE Name and Mailing Address (if different from above):
	Check if address change
	|_|

	
	     
     
     
     


	4)
	DUNS Number (9-digit):        
	[bookmark: Text253]5) Health Service Region (HSR):       

	6) Federal Tax ID No. (9 digit), State of Texas Comptroller Vendor ID No. (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.

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

	
	|_|
	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:
	     
	

	8)  BUDGET PERIOD:
	Start Date: 
	September 1, 2015
	End Date:
	August 31, 2016

	[bookmark: Text256]9) COUNTIES SERVED BY FAMILY PLANNING PROJECT: (complete Form A-Texas Counties)       

	10) DO ANY OF THE COUNTIES LISTED ABOVE DIFFER FROM COUNTIES LISTED IN THE CURRENT CONTRACT?  ☐ YES  ☐  NO

	[bookmark: Text254]11) IF YES TO #10, LIST DIFFERING COUNTIES:      
	12)  PRIMARY PLACE OF SERVICES PROVIDED:      

	[bookmark: Text255]13)  TOTAL FUNDING REQUESTED:      
	15)  FAMILY PLANNING (FP) PRIMARY CONTACT PERSON
[bookmark: Text145]      Name:         
[bookmark: Text146]      Phone:       
[bookmark: Text147]      Fax:           
      Email:        

	Fee for Service:     
	Categorical:      
	

	14)  PROJECTED EXPENDITURES 
	
	
	

	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)? **

          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..
	

	
	16)  FINANCIAL OFFICER

	
	
	Name:
Phone:
Fax:
Email:
	     
     
     

	The facts affirmed by me in this proposal are truthful and I warrant the contractor is in compliance with the assurances and certifications contained in APPENDIX A:  DSHS Assurances and Certifications.  I understand the truthfulness of the facts affirmed herein and the continuing compliance with these requirements are conditions precedent to the award of a contract.  This document has been duly authorized by the governing body of the contractor and I (the person signing below) am authorized to represent the contractor.

	17) AUTHORIZED REPRESENTATIVE
	  Check if change                     |_|
	18)  SIGNATURE OF AUTHORIZED REPRESENTATIVE

	
	Name:
Title:
Phone:
Fax:
Email:
	     
     
     
     
     
	

	
	
	
	19)  DATE 

	
	
	
	
	     


[bookmark: _Toc263675708]
FORM A: FACE PAGE INSTRUCTIONS

This form provides basic information about the contractor and the proposed project with the Department of State Health Services (DSHS), including the signature of the authorized representative. It is the cover page of the proposal and is required to be completed. Signature affirms the facts contained in the contractor’s response are truthful and the contractor is in compliance with the assurances and certifications contained in APPENDIX B: DSHS Assurances and Certifications, 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 contractor’s proposal.

1) LEGAL BUSINESS NAME - Enter the legal name of the contractor.

2) MAILING ADDRESS INFORMATION - Enter the contractor’s complete physical and mailing address, city, county, state, and zip code.
3) PAYEE NAME AND MAILING ADDRESS - Payee – Entity involved in a contractual relationship with contractor to receive  payment for services rendered by contractor 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 contractor. The PAYEE is the corporation, entity or vendor who will be receiving payments.
4) DUNS NUMBER – 9 digit Dun and Bradstreet Data Universal Numbering System (DUNS) number. This can be obtained at: http://fedgov.dnb.com/webform  
5) HEALTH SERVICE REGION (HSR) – Enter contractor’s HSR.
6) 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 contractor acknowledges, understands and agrees 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.
7) TYPE OF ENTITY -  Check the type of entity as defined by the Secretary of State at http://www.sos.state.tx.us/corp/businessstructure.shtml, http://www.sos.state.tx.us/corp/nonprofit_org.shtml, and/or the Texas State Comptroller at https://fmx.cpa.state.tx.us/fmx/pubs/tins/tinsguide/2009-04/TINS_Guide_0409.pdf. Check all other boxes that describe the entity. 

8) BUDGET PERIOD - Enter the budget period for this proposal. Budget period is defined in the RFP.

9) COUNTIES SERVED BY FAMILY PLANNING PROJECT - List the proposed counties served by the project and complete Form A-1: Texas Counties and Regions. For a county to be considered part of the contractor’s designated service area: 
· There must be a family planning clinic located in the county; or 
· Five percent of the family planning clinic population served in the previous 12 month period must have resided in the designated county. 

10) DO ANY OF THE COUNTIES LISTED DIFFER FROM COUNTIES LISTED IN THE CURRENT CONTRACT? - Check “yes” or “no.”

11) IF YES TO #10, LIST DIFFERING COUNTIES – List counties that differ from counties listed in current contract.

12) PRIMARY PLACE OF SERVICES PROVIDED – Enter the primary city, state, and 9-character zip code in which the family planning services will be performed. If the services will be performed in multiple places, list the information for the place that will receive the greatest benefit from these funds.  

13) TOTAL FUNDING REQUESTED - Enter the total amount of funding requested from DSHS for proposed project activities (not including possible renewals). This amount will include the fee-for-service funding (FFS) amount requested (on Form E), and, if applicable, the categorical funding amount requested (on Form E-1). The total funding amount requested must match either 1) the total FFS amount requested (if only requesting FFS funds), or 2) the sum of column (2) row J and column (3) row J from the BUDGET SUMMARY used for categorical budgets (if requesting both FFS and categorical funds).

14) PROJECTED EXPENDITURES - If contractor’s projected federal expenditures exceed $500,000 or its projected state expenditures exceed $500,000 for contractor’s current fiscal year, contractor must arrange for a financial compliance audit (Single Audit).

15) FAMILY PLANNING PRIMARY CONTACT PERSON - Enter the name, phone, fax, and email address of the person responsible for the proposed project.

16) FINANCIAL OFFICER - Enter the name, phone, fax, and email address of the person responsible for the financial aspects of the proposed project.

17) AUTHORIZED REPRESENTATIVE - Enter the name, title, phone, fax, and email address of the person authorized to represent the contractor. Check the “Check if change” box if the authorized representative is different from previous submission to DSHS.

18)    SIGNATURE OF AUTHORIZED REPRESENTATIVE - The person authorized to represent the contractor must sign in this blank.

19)    DATE - Enter the date the authorized representative signed this form.


FORM A-1:  Texas Counties and Regions
	Legal Business Name of Contractor: 
	     




COUNTIES SERVED BY FAMILY PLANNING (FP) PROJECT – This is the list provided for Item 9 of Form A: Face Page your counties to be served by the project. Please check  your appropriate counties and return.


	Counties
	
	R
	Counties
	
	R
	Counties
	
	R
	Counties
	
	R
	Counties
	
	R

	-A-
	
	
	Crosby
	|_|
	01
	Hays
	|_|
	07
	Martin
	|_|
	09
	Schleicher
	|_|
	09

	Anderson
	|_|
	4/5N
	Culberson
	|_|
	10
	Hemphill
	|_|
	01
	Mason
	|_|
	09
	Scurry
	|_|
	02

	Andrews
	|_|
	09
	-D-
	
	
	Henderson
	|_|
	4/5N
	Matagorda
	|_|
	6/5S
	Shackelford
	|_|
	02

	Angelina
	|_|
	4/5N
	Dallam
	|_|
	01
	Hidalgo
	|_|
	11
	Maverick
	|_|
	08
	Shelby
	|_|
	4/5N

	Aransas
	|_|
	11
	Dallas
	|_|
	03
	Hill
	|_|
	07
	McCulloch
	|_|
	09
	Sherman
	|_|
	01

	Archer
	|_|
	02
	Dawson
	|_|
	09
	Hockley
	|_|
	01
	McLennan
	|_|
	07
	Smith
	|_|
	4/5N

	Armstrong
	|_|
	01
	Deaf Smith
	|_|
	01
	Hood
	|_|
	03
	McMullen
	|_|
	11
	Somervell
	|_|
	03

	Atascosa
	|_|
	08
	Delta
	|_|
	4/5N
	Hopkins
	|_|
	4/5N
	Medina
	|_|
	08
	Starr
	|_|
	11

	Austin
	|_|
	6/5S
	Denton
	|_|
	03
	Houston
	|_|
	4/5N
	Menard
	|_|
	09
	Stephens
	|_|
	02

	-B-
	
	
	DeWitt
	|_|
	08
	Howard
	|_|
	09
	Midland
	|_|
	09
	Sterling
	|_|
	09

	Bailey
	|_|
	01
	Dickens
	|_|
	01
	Hudspeth 
	|_|
	10
	Milam
	|_|
	07
	Stonewall
	|_|
	02

	Bandera
	|_|
	08
	Dimmit
	|_|
	08
	Hunt
	|_|
	03
	Mills
	|_|
	07
	Sutton
	|_|
	09

	Bastrop
	|_|
	07
	Donley
	|_|
	01
	Hutchinson
	|_|
	01
	Mitchell
	|_|
	02
	Swisher
	|_|
	01

	Baylor
	|_|
	02
	Duval
	|_|
	11
	-I-
	
	
	Montague
	|_|
	02
	-T-
	
	

	Bee
	|_|
	11
	-E-
	
	
	Irion
	|_|
	09
	Montgomery
	|_|
	6/5S
	Tarrant
	|_|
	03

	Bell
	|_|
	07
	Eastland
	|_|
	02
	-J-
	
	
	Moore
	|_|
	01
	Taylor
	|_|
	02

	Bexar
	|_|
	08
	Ector
	|_|
	09
	Jack
	|_|
	02
	Morris
	|_|
	4/5N
	Terrell
	|_|
	09

	Blanco
	|_|
	07
	Edwards
	|_|
	08
	Jackson
	|_|
	08
	Motley
	|_|
	01
	Terry
	|_|
	01

	Borden
	|_|
	09
	Ellis
	|_|
	03
	Jasper
	|_|
	4/5N
	-N-
	
	
	Throckmorton
	|_|
	02

	Bosque
	|_|
	07
	El Paso
	|_|
	10
	Jeff Davis
	|_|
	10
	Nacogdoches
	|_|
	4/5N
	Titus
	|_|
	4/5N

	Bowie
	|_|
	4/5N
	Erath
	|_|
	03
	Jefferson
	|_|
	6/5S
	Navarro
	|_|
	03
	Tom Green
	|_|
	09

	Brazoria
	|_|
	6/5S
	-F-
	
	
	Jim Hogg
	|_|
	11
	Newton
	|_|
	4/5N
	Travis
	|_|
	07

	Brazos
	|_|
	07
	Falls
	|_|
	07
	Jim Wells
	|_|
	11
	Nolan
	|_|
	02
	Trinity
	|_|
	4/5N

	Brewster
	|_|
	10
	Fannin
	|_|
	03
	Johnson
	|_|
	03
	Nueces
	|_|
	11
	Tyler
	|_|
	4/5N

	Briscoe
	|_|
	01
	Fayette
	|_|
	07
	Jones
	|_|
	02
	-O-
	
	
	-U-
	
	

	Brooks
	|_|
	11
	Fisher
	|_|
	02
	-K-
	
	
	Ochiltree
	|_|
	01
	Upshur
	|_|
	4/5N

	Brown
	|_|
	02
	Floyd
	|_|
	01
	Karnes
	|_|
	08
	Oldham
	|_|
	01
	Upton
	|_|
	09

	Burleson
	|_|
	07
	Foard
	|_|
	02
	Kaufman
	|_|
	03
	Orange
	|_|
	6/5S
	Uvalde
	|_|
	08

	Burnet
	|_|
	07
	Fort Bend
	|_|
	06
	Kendall
	|_|
	08
	-P-
	
	
	-V-
	
	

	-C-
	
	
	Franklin
	|_|
	4/5N
	Kenedy
	|_|
	11
	Palo Pinto
	|_|
	03
	Val Verde
	|_|
	08

	Caldwell
	|_|
	07
	Freestone
	|_|
	07
	Kent
	|_|
	02
	Panola
	|_|
	4/5N
	Van Zandt
	|_|
	4/5N

	Calhoun
	|_|
	08
	Frio
	|_|
	08
	Kerr
	|_|
	08
	Parker
	|_|
	03
	Victoria
	|_|
	08

	Callahan
	|_|
	02
	-G-
	
	
	Kimble
	|_|
	09
	Parmer
	|_|
	01
	-W-
	
	

	Cameron
	|_|
	11
	Gaines
	|_|
	09
	King
	|_|
	01
	Pecos
	|_|
	09
	Walker
	|_|
	6/5S

	Camp
	|_|
	4/5N
	Galveston
	|_|
	6/5S
	Kinney
	|_|
	08
	Polk
	|_|
	4/5N
	Waller
	|_|
	6/5S

	Carson
	|_|
	01
	Garza
	|_|
	01
	Kleberg
	|_|
	11
	Potter
	|_|
	01
	Ward
	|_|
	09

	Cass
	|_|
	4/5N
	Gillespie
	|_|
	08
	Knox
	|_|
	02
	Presidio
	|_|
	10
	Washington
	|_|
	07

	Castro
	|_|
	01
	Glasscock
	|_|
	09
	-L-
	
	
	-R-
	
	
	Webb
	|_|
	11

	Chambers
	|_|
	6/5S
	Goliad
	|_|
	08
	Lamar
	|_|
	4/5N
	Rains
	|_|
	4/5N
	Wharton
	|_|
	6/5S

	Cherokee
	|_|
	4/5N
	Gonzales
	|_|
	08
	Lamb
	|_|
	01
	Randall
	|_|
	01
	Wheeler
	|_|
	01

	Childress
	|_|
	01
	Gray
	|_|
	01
	Lampasas
	|_|
	07
	Reagan
	|_|
	09
	Wichita
	|_|
	02

	Clay
	|_|
	02
	Grayson
	|_|
	03
	La Salle
	|_|
	08
	Real
	|_|
	08
	Wilbarger
	|_|
	02

	Cochran
	|_|
	01
	Gregg
	|_|
	4/5N
	Lavaca
	|_|
	08
	Red River
	|_|
	4/5N
	Willacy
	|_|
	11

	Coke
	|_|
	09
	Grimes
	|_|
	07
	Lee
	|_|
	07
	Reeves
	|_|
	09
	Williamson
	|_|
	07

	Coleman
	|_|
	02
	Guadalupe
	|_|
	08
	Leon
	|_|
	07
	Refugio
	|_|
	11
	Wilson
	|_|
	08

	Collin
	|_|
	03
	-H-
	
	
	Liberty
	|_|
	6/5S
	Roberts
	|_|
	01
	Winkler
	|_|
	09

	Collingsworth
	|_|
	01
	Hale
	|_|
	01
	Limestone
	|_|
	07
	Robertson
	|_|
	07
	Wise
	|_|
	03

	Colorado
	|_|
	6/5S
	Hall
	|_|
	01
	Lipscomb
	|_|
	01
	Rockwall
	|_|
	03
	Wood
	|_|
	4/5N

	Comal
	|_|
	08
	Hamilton
	|_|
	07
	Live Oak
	|_|
	11
	Runnels
	|_|
	02
	-Y-
	
	

	Comanche
	|_|
	02
	Hansford
	|_|
	01
	Llano
	|_|
	07
	Rusk
	|_|
	4/5N
	Yoakum
	|_|
	01

	Concho
	|_|
	09
	Hardeman
	|_|
	02
	Loving
	|_|
	09
	-S-
	
	
	Young
	|_|
	02

	Cooke
	|_|
	03
	Hardin
	|_|
	05
	Lubbock
	|_|
	01
	Sabine
	|_|
	4/5N
	-Z-
	
	

	Coryell
	|_|
	07
	Harris
	|_|
	6/5S
	Lynn
	|_|
	01
	San Augustine
	|_|
	4/5N
	Zapata
	|_|
	11

	Cottle
	|_|
	02
	Harrison
	|_|
	4/5N
	-M-
	
	
	San Jacinto
	|_|
	4/5N
	Zavala
	|_|
	08

	Crane
	|_|
	09
	Hartley
	|_|
	01
	Madison
	|_|
	07
	San Patricio
	|_|
	11
	
	
	

	Crockett
	|_|
	09
	Haskell
	|_|
	02
	Marion
	|_|
	4/5N
	San Saba
	|_|
	07
	
	
	





FORM B: 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 FORM A: FACE PAGE. Complete all information for all contacts within your agency. Mark N/A if a contact does not apply to your agency. *All phone numbers should be a direct line to the designated individual.* If any of the following information changes during the term of the contract, the contractor must provide written notification to the Performance Management Unit via the assigned Contract Manager.

*Please ensure that each clinic form contains current and accurate information.*

	Contacts

	

	Billing Contact
	Executive Director

	Last Name:
	     
	Last Name:
	     

	First Name:
	     
	First Name:
	     

	Salutation:
	     
	Salutation:
	     

	Title:
	     
	Title:
	     

	Email:
	     
	Email:
	     

	Phone:
	     
	Phone:
	     

	

	Financial Director
	Medical Director

	Last Name:
	     
	Last Name:
	     

	First Name:
	     
	First Name:
	     

	Salutation:
	     
	Salutation:
	     

	Title:
	     
	Title:
	     

	Email:
	     
	Email:
	     

	Phone:
	     
	Phone:
	     

	

	Primary Program Contact
	Quality Assurance Contact

	Last Name:
	     
	Last Name:
	     

	First Name:
	     
	First Name:
	     

	Salutation:
	     
	Salutation:
	     

	Title:
	     
	Title:
	     

	Email:
	     
	Email:
	     

	Phone:
	     
	Phone:
	     






FORM C: DSHS FAMILY PLANNING (FP) CLINIC SITES INSTRUCTIONS  

Complete a separate clinic form for each clinic site that will provide family planning services supported by renewed FY2016 DSHS Family Planning (FP) funds. DSHS uses information provided on the clinic forms to update DSHS websites and the Family and Community Health Services (FCHS) Clinic Locator.

*Please ensure that each clinic form contains current and accurate information.*

	HEADER INFORMATION:
	

	Legal Name of Contractor
	Contractor’s legal name.

	Clinic Site # ___ of ___
	Example: Clinic Site #1 of 5 for the first clinic site out of five clinic sites, Clinic Site #2 of 5 for the second clinic site of five, etc.

	CLINIC SITE INFORMATION:

	Clinic Name
	State the name of the clinic as it will appear on the FCHS Clinic Locator. The name should be recognizable to clients.

	Street Address
	Physical address of clinic. (Do Not Enter a P.O. Box)

	Suite
	Indicate clinic suite number, if applicable.

	City/County/Zip Code
	City, county and zip code of clinic.

	HSR
	Health Service Region where clinic is located.

	Clinic APPOINTMENT Phone #
	Phone number to make an appointment at clinic.

	Clinic PRIMARY Phone #
	Primary phone number for the clinic site.

	Fax
	Fax number for the clinic.

	Service Area
	List counties served by that specific clinic site, NOT all counties served by the whole project. For a county to be considered part of a clinic’s designated service area: (1) There must be a clinic located in the county; or (2) Five percent of the clinic population served in the previous 12 month period must have resided in the county.   Note: Counties served by all clinics must match counties listed on Form A-1: Texas Counties and Regions.

	Contact Person
	Name of contact person for that clinic site.

	Pharmacy License #
	Current pharmacy license number for the clinic.

	Class
	Indicate class of pharmacy license (e.g., class D, A, etc.)

	TPI#
	Texas Provider Identifier # for the clinic, or date application submitted. Enter the TPI# that the clinic will use to bill TMHP for DSHS Family Planning Services. The TPI# for each clinic site should be unique.

	NPI#
	National Provider Identifier # for the clinic, or date application submitted. 

	Subcontractor Site
	Indicate whether or not the clinic site is a subcontractor site.

	Mobile Site
	Indicate whether or not the clinic site is a mobile site.

	CLINIC HOURS AND SERVICES:

	Hours of Operation
	List the operating hours of each clinic site for each day of the week by morning (e.g., 8am – 12pm), afternoon (12pm – 5pm), and evening hours (after 5pm). Indicate days of the week when the clinic is closed (e.g., Tuesday – closed).

	Monthly # of Clinics
	List the total number of clinics each month by the day of the week (e.g., Monday – 4 clinics/month; Tuesday – 0 clinics/month, etc.).

	Total Hours/Month
	List the total number of hours of operation per month for the clinic site.

	Total Monthly # of Clinics
	Total proposed number of family planning clinics each month by day of week.



FORM C: DSHS FAMILY PLANNING (FP) CLINIC SITES


	Legal Business Name of Contractor: 
	[bookmark: Text177]     
	Clinic Site # __ of ___



CLINIC SITE INFORMATION: Complete this form for EACH clinic site that will provide DSHS Family Planning services beginning September 1, 2015. Information provided in the below table will be displayed on the FCHS Clinic Locator – www.txclinics.com. 

*Please ensure that all information is accurate.*


	Clinic Name:
	     

	Street Address:
	     
	Suite:
	     

	City:
	     
	County:
	     
	Zip Code:
	     
	HSR:
	     

	Clinic APPOINTMENT Phone #:
	     

	Clinic PRIMARY Phone #:
	     
	Fax:
	     

	Service Area (counties to be served by this clinic site):
	     

	

	Contact Person:
	     

	Pharmacy License #:
	     
	Class:
	     
	TPI#:
	     
	NPI #:
	     

	Pharmacy Waiver:
	|_|
	Yes
	|_|
	No
	
	

	Subcontractor Site:
	|_|
	Yes
	|_|
	No
	
	

	Mobile Site:
	|_|
	Yes
	|_|
	No
	
	


	

CLINIC HOURS	
	DAY
	HOURS OF OPERATION
	# MONTHLY CLINICS

	
	Morning
	Afternoon
	Evening (after 5pm)
	

	
	From
	To
	From
	To
	From
	To
	

	MONDAY
	
	
	
	
	
	
	

	TUESDAY
	
	
	
	
	
	
	

	WEDNESDAY
	
	
	
	
	
	
	

	THURSDAY
	
	
	
	
	
	
	

	FRIDAY
	
	
	
	
	
	
	

	SATURDAY
	
	
	
	
	
	
	

	SUNDAY
	
	
	
	
	
	
	

	TOTAL HRS/MONTH
	
	
	
	

	
	TOTAL CLINICS/MONTH
	





FORM D: SERVICES PROFILE TABLE 


	Legal Business Name of Contractor:
	     



Fill out this form for each clinic site for which a Family Planning Clinic Site Form (Form C) was completed. Indicate how each supply or service is provided to clients. If a supply or service will not be provided, an explanation should be included. No supply or service items should be left blank without an explanation

Note:  All FDA-approved methods of contraception must be made available to the client, either directly or by referral to another provider of contraceptive services, at no fee or at the same discounted fee that would be charged if the method or service were provided on-site.

Contractors should offer the full range of available methods on-site. At a minimum, the following services must be available to clients on-site:

· Anti-infectives for the treatment of STIs/STDs;
· Barrier methods and spermicides;
· Injectable hormonal contraceptive;
· Oral contraceptives;
· Sexual abstinence education and counseling;
· Transdermal hormonal contraceptive (patch) and/or vaginal hormonal contraceptive (ring).

	[bookmark: Text178]Clinic Name:      
	Clinic Site # __ of ___



	Supply or Service
	Provided
On-Site
	Not Provided 
	Provided Through Referrals
	Referral  Provider Name & Location

	Informed Consent
	
	
	
	

	History
	
	
	
	

	Physical Assessment
	
	
	
	

	Lab Testing
	
	
	
	

	Pap Test
	
	
	
	

	Client Education/Counseling
	
	
	
	

	Pregnancy Diagnosis / Counseling
	
	
	
	

	STI/STD Testing
	
	
	
	

	STI/STD Treatment
	
	
	
	

	Male Physical Examinations
	
	
	
	

	HIV Testing
	
	
	
	

	Level I Infertility Services
	
	
	
	

	Minor GYN Problems
	
	
	
	

	Health Promotion / Disease Prevention
	
	
	
	

	Special GYN Procedures
	
	
	
	

	Emergency Contraceptive Pills (ECP)
	
	
	
	

	Female sterilization (counseling provided, consent signed, scheduling & payment for procedure, even if procedure done elsewhere)
	
	
	
	

	Intrauterine Contraception (IUD/IUS)
	
	
	
	

	Hormonal Implant (Nexplanon™)
	
	
	
	

	Medroxyprogesterone Acetate (DMPA/Depo)
	
	
	
	

	Oral Contraceptives (providing a client with a prescription does not meet the definition of “on-site”)
	
	
	
	

	Transdermal Hormonal Contraceptive (Patch)* 
	
	
	
	

	Vaginal Hormonal Contraceptive (Ring)*
	
	
	
	

	Diaphragm and/or Cervical Cap
	
	
	
	

	Contraceptive Sponge
	
	
	
	

	Female Condoms
	
	
	
	

	Spermicidal Methods or Products
	
	
	
	

	Natural Family Planning Instruction
	
	
	
	

	Abstinence Education
	
	
	
	

	Male sterilization (counseling provided, consent signed, scheduling & payment for procedure, even if procedure done elsewhere)
	
	
	
	

	Male Condoms
	
	
	
	

	[bookmark: Text179]Other Methods (please describe)      
	
	
	
	


*At least one of these two methods (patch/ring) must be provided on-site; the other may be provided by referral.

Additional services that are not family planning services and are not funded by this renewal application, but are closely related to family planning:
	Supply or Service
	Provided
On-site
	Not Provided 
	Provided Through Referrals
	Referral Provider Name & Location

	Prenatal / Perinatal Care
	
	
	
	

	Adult Cervical Dysplasia
	
	
	
	

	Adoptions
	
	
	
	

	Services for Peri-/Postmenopausal Women
	
	
	
	

	Immunizations
	
	
	
	



[bookmark: _Toc532876943][bookmark: _Toc536350884][bookmark: _Toc536414991][bookmark: _Toc536696289][bookmark: _Toc536697421][bookmark: _Toc88378359][bookmark: _Toc211219765]FORM E: PERFORMANCE MEASURES

	Legal Business Name of Contractor:
	     




	Definitions

	Family Planning Performance Measures:
	The estimated total number of unduplicated family planning clients to whom the agency will provide family planning clinical services at DSHS FP funded clinic sites.

	Family Planning Clinical Service
	A documented, face-to-face contact between a client and a family planning staff member that takes place in a contractor clinic site for the purpose of providing family planning and related preventive health services to female and male clients who want to avoid unintended pregnancies or achieve intended pregnancies. Laboratory tests, in and of themselves, do not constitute a clinical service unless there is also contact between a client and a family planning staff member that includes a physical exam or family planning counseling or education. Client visits only to pick up supplies are excluded.




In the event a contract is awarded, contractor agrees that DSHS will use performance measures to assess, in part, the contractor’s effectiveness in providing the services described. Contractors must propose target levels of performance for each performance measure in the renewal application that corresponds to the contractor’s type of funding request. The proposed target levels of performance and reporting frequency will be negotiated and agreed upon by contractor and DSHS, if contractor is selected to negotiate a contract.

Contractors must complete the following forms, as applicable:

· Fee-for-Service (FFS) ONLY
· Form E: Performance Measure and Funding Request – Fee-for-Service


· Fee-for-Service (FFS) AND Categorical
· Form E: Performance Measure and Funding Request – Fee-for-Service
· Form E-1: Performance Measure – Categorical







FORM E:  PERFORMANCE MEASURE AND FUNDING REQUEST- Fee for Service
	Legal Business Name of Contractor:
	     



The Fee-for-Service (FFS) Performance Measure is an estimate of the projected number of family planning clients to whom the agency will provide DSHS family planning services based, upon an agreed rate per unit of service. Contractors must estimate the average cost per client based on projected services. If the contractor has not determined an average cost per client for the agency, the statewide average of $248 may be used. 

1. Fee-for-Service Clients Breakout – Clinical Services
Table 1, column (a) - Estimate the total number of unduplicated DSHS family planning clients to whom the agency will provide clinical services during the 2016 DSHS FP Renewal Contract ( September 1, 2015 – August 31, 2016) using DSHS family planning fee-for service funds. This FFS Performance Measure is reported at the end of each funding period as a condition for continuing fee-for-service funds and is included in the fee-for-service contract. 

Table 1, column (b) – Estimate the total family planning clients from other funding sources, i.e., TWHP, Title XIX, full-pay, etc. (NOTE:  for contractors with EPHC funding, column b should NOT include clients counted as EPHC clients).


Table 1: Fee-for-Service Performance Measure
	Number of Clients by Sex
	Number of Clients
	Total #
Add (a)+(b)
(c)
	Total %
(d)

	
	DSHS FFS
(a)
	Other funding sources
(b)
	
	

	Women (all ages)
	     
	     
	     
	   %

	Men (all ages)
	     
	     
	     
	   %

	Total Clinical Clients:
	     
	     
	     
	100%

	FEE-for-SERVICE PERFORMANCE MEASURE
(total DSHS FFS Clinical Clients):
	*     *
	
	
	


*The FFS Performance Measure should match the total in column (a) for DSHS FFS Total Clinical Clients*


2. Total Number of Unduplicated FFS Clients / Average Cost per Client / Total FFS Funding Amount Requested
Specify the total FFS Funding Amount requested by multiplying the total number of unduplicated fee-for-service DSHS family planning clients to whom the agency will provide clinical services during the contract period by the average cost per client. The total number of fee-for-service unduplicated clients in column (a) of Table 1 must match the total number of fee-for-service clients in column (a) of Table 2 below.



FORM E:  PERFORMANCE MEASURE AND FUNDING REQUEST- Fee for Service
	Legal Business Name of Contractor:
	     




Table 2: FFS Funding Amount Request
	Total # of FFS
Unduplicated Clients
[the total from Table 1 column (a)]
(a)
	
	Average Cost Per Client*
(b)

	
	Total FFS Amount Requested
(c)


	     
	X
	$     
	=
	$     



Note:  Total FFS Amount Requested [Table 2, column (c)] equals the total amount of funding requested for fee-for-service and must match the FFS amount on Form A: Face Page, #13.

*If contractor’s average cost per client exceeds the statewide average cost per client ($248), the contractor must explain/justify that cost per client in the space below.

	









FORM E-1:  PERFORMANCE MEASURE AND FUNDING REQUEST - Categorical

	Legal Business Name of Contractor:
	     




The Categorical performance measure is the estimated total number of unduplicated family planning clients to whom the agency will provide clinical services at DSHS Family Planning funded clinic sites. This total should be a reasonable estimate of the total number of unduplicated family planning clinical clients the contractor can serve, based on the average cost per client and revenue generated [DSHS Family Planning funding award and program income, including revenue from DSHS Family Planning fee-for-service, Title XIX (Medicaid) family planning, and the Texas Women’s Health Program (TWHP)]. Use the following average cost per client: $248, OR submit a brief explanation of the average used by the agency.

1.  Clinical Services: Enter the estimated number and percentage of all unduplicated clinical family planning clients to be served during the 2016 DSHS FP Renewal Contract (September 1, 2015 – August 31, 2016) in Table 1 below. 
 
IMPORTANT: The estimates below must include all unduplicated family planning clients projected to receive clinical services at a funded clinic. This includes DSHS fee-for-service (FFS) clients, TWHP, Title XIX (Medicaid), and full-pay clients seen at any clinic designated as a service site. This table should be identical to Table 1 on Form E.

(NOTE:  for contractors with EPHC funding, column b should NOT include clients counted as EPHC clients).


Table 1: Categorical Performance Measure
	Number of Clients by Sex
	Number of Clients
	Total #
Add (a)+(b)
(c)
	Total %
(d)

	
	DSHS FFS
(a)
	Other funding sources
(b)
	
	

	FWomen (all ages)
	[bookmark: Text197]     
	[bookmark: Text200]     
	     
	   %

	Men (all ages)
	[bookmark: Text198]     
	[bookmark: Text201]     
	     
	   %

	Total Clinical Clients:
	[bookmark: Text199]     
	[bookmark: Text202]     
	     
	100%

	CATEGORICAL PERFORMANCE MEASURE:
	
	
	*     *
	


*The Categorical Performance Measure should match the Total Clinical Clients in column (c).*













FORM E-1:  PERFORMANCE MEASURE AND FUNDING REQUEST - Categorical

	Legal Business Name of Contractor:
	     




2. Total Categorical Funding Amount Requested
Specify the total Categorical Funding Amount requested below.


	$     




Note:  Total Categorical Amount Requested must match the categorical amount on Form A: Face Page, #13.


3.   |_|   If contractor plans to conduct research on clients who will receive services through this DSHS funded program, please check box.

If checked, please submit a copy of the DSHS Institutional Review Board’s approval with this proposal.  For information on DSHS’ Institutional Review Board (IRB) please visit the DSHS website at: http://www.dshs.state.tx.us/irb/.




FORM F: Budget Summary Instructions
FORMS F-0 & F-F7:  Budget Summary & Details (see attached)

	Legal Business Name of Contractor:
	     




See attached Budget Summary Forms to complete budget information.


Contractors must complete the following forms, as applicable:

· Fee-for-Service contracts ONLY
· Form F-0: Family Planning Revenue Sources

· Fee-for-Service contract AND Categorical contract
· Form F-0: Family Planning Revenue Sources
· DSHS Budget Forms F-1 through F-7 (provided as a separate file for download)



**Note – 
The total anticipated family planning revenue amount should match the total budget amount on the Budget Summary [Form F, column (1), row J].



















	FORM F-0:  FAMILY PLANNING REVENUE SOURCES
	
	

	
	
	
	
	

	This form must be completed by all contractors, regardless of type of reimbursement (fee-for-service or categorical).

	Legal Business Name of Contractor:
	     
	
	

	
	
	
	
	

	Report all revenue/income you expect to receive to support/fund all DSHS Family
Planning Program services during the FY16 DSHS FP renewal contract period (September 1, 2015 – August 31, 2016). Do not include any in-kind. The total anticipated family planning revenue amount should match the total budget amount on the Budget Summary [Form F, column (1), row J].
	

	
	

	
	
	
	
	

	
	
	
	
	

	 
	Family Planning Revenue Sources
	Amount
	
	

	1
	DSHS Fee-for-Service (FFS) funds
	     
	
	

	2
	DSHS Categorical funds
	     
	
	

	3
	Texas Women's Health Program reimbursements
	      
	
	

	4
	Medicaid Title XIX reimbursements
	      
	
	

	5
	Medicare reimbursements
	      
	
	

	6
	State Children Health Insurance Program
	      
	
	

	7
	Sliding fee scale co-payments
	      
	
	

	8
	Donations
	      
	
	

	9
	Full payment clients
	      
	
	

	10
	Private insurance clients
	      
	
	

	11
	Other public health insurance reimbursements
	      
	
	

	12
	Other city/county/state funding
	      
	
	

	13
	Other federal funding (specify):
	      
	
	

	14
	Other (specify):
	      
	
	

	15
	Other (specify):
	      
	
	

	16
	Other (specify):
	      
	
	

	17
	Other (specify):
	      
	
	

	18
	Other (specify):
	      
	
	

	 
	TOTAL ANTICIPATED FAMILY PLANNING REVENUE
	 $              
	
	



FORM G: STAFF DEVELOPMENT TRAINING CALENDAR


	Legal Business Name of Contractor:
	     




Contractor must complete the calendar below listing the staff training and in-service activities for the 2016 DSHS FP Renewal Contract (September 1, 2015 – August 31, 2016), including selecting trainers, training for volunteers, if applicable. Please add other staff development trainings, as applicable.

DSHS Family Planning Staff Development Requirements
At minimum, all contractors must:
1. Ensure annual training on State of Texas child abuse reporting requirements. 
2. Conduct staff training on human trafficking and intimate partner violence (IPV).
3. Conduct training on DSHS family planning 
	- client eligibility (include agency front line staff), and 
	- billing.

Note: This form is provided as guidance. The contractor may use their own form if the information identified below is included, at a minimum. Label Form G.

	Staff Development Training Calendar – DSHS 2016 FP Renewal 
(September 1, 2015 – August 31, 2016)

	Date
	Topic / Activity
	Presenter
	Location (select one)

	
	
	
	Within Agency
	Outside Training

	
	
	
	
	

	
	Child abuse reporting requirement training
	
	
	

	
	
	
	
	

	
	Human trafficking training
	
	
	

	
	
	
	
	

	
	IPV training
	
	
	

	
	
	
	
	

	
	DSHS FP client eligibility training
	
	
	

	
	
	
	
	

	
	DSHS FP client billing training
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


*Note - add more rows, if necessary




FORM H:  DSHS FAMILY PLANNING PROGRAM ASSURANCES


	Legal Business Name of Contractor:
	     



As the duly authorized representative of the contractor, I certify that the contractor agrees to comply with all the requirements of the Texas Department of State Health Services (DSHS) which include, but are not limited to:

1. Provide services as outlined in this application's service delivery plan and to notify DSHS prior to any significant departure from the plan.

2. Provide services without regard to religion, race, color, national origin, handicapping condition, age, sex, sexual orientation, number of pregnancies, or marital status.

3. Not provide abortions as a method of family planning.

4. Provide services to eligible clients regardless of client’s inability to pay.

5. Provide services and bill Medicaid for all family planning services provided to Medicaid-eligible clients.

6. Provide services and bill Texas Women’s Health Program (TWHP) for all family planning services provided to TWHP-eligible clients.

7. Provide DSHS with reasonable access to all data gathered or generated through this project.

8. Provide a broad range of Federal Drug Administration (FDA)-approved methods of contraception (including natural family planning methods) and services (including infertility services and services for adolescents) either directly or by referral. 

9. Provide services without subjecting individuals to any coercion to accept services or to employ or not to employ any particular method(s) of family planning.  Acceptance of services must be solely on a voluntary basis and may not be made a prerequisite to eligibility for, or receipt of, any other service or assistance from or participation in any other program of the contractor.

10. Provide services in a manner that protects the dignity of the individual.

11. Provide for social services related to family planning, including counseling, referral to and from other social and medical service agencies, and ancillary services that may be necessary to facilitate clinic attendance.  

12. Provide an orientation and in-service training plan for all project personnel for skills development and/or continuing education based on an assessment of training needs.


FORM H:  DSHS FAMILY PLANNING PROGRAM ASSURANCES (Cont.) 


	Legal Business Name of Contractor:
	     




13. Provide family planning medical services under the supervision, direction and responsibility of a qualified Texas licensed physician. Ensure current written protocols and Standing Delegation Orders are in place.

14. Ensure that clinicians are licensed by the State of Texas to provide the type of services for which funding is requested.  

15. Provide coordination and referral arrangements with other providers of health care services, local health and human service departments, hospitals, voluntary agencies, and health service projects.

16. If family planning services are provided by contract or other similar arrangements (such as subcontract), services will be provided in accordance with a plan that establishes rates and methods of payment for medical care (i.e., M.D./N.P. contracts).  These payments must be made under agreements with a schedule of rates and payment procedures maintained by the contractor. The contractor must be prepared to substantiate that these rates are reasonable and necessary.

17. Ensure that the project has agreements and procedures within the community for referral of pregnant women to agencies providing needed services such as prenatal care, adolescent pregnancy prevention services, adoption agencies, foster homes, and services related to abortion.

18. Ensure that formal quality assurance activities are performed at least annually.

19. Comply with contractually specified monitoring, evaluation and reporting requirements and submit required data and reports to DSHS Community Health Services Section in a timely manner.

20. Request approval in writing from the Performance Management Unit/Contract Development and Support Branch Manager for any programmatic or operational changes, including any changes in clinic site operations.

21. Ensure compliance with Texas General Appropriations Act, Rider 51, of the 84th Legislature, Regular Session, if Contractor is affiliated with an abortion services provider.  If the contractor has an abortion-services affiliate at the same physical location, the services provided by each entity are clearly reflected by all signage.

22. Provide services in compliance with the most current (for the current contract period, including any revisions within the contract period) DSHS Family Planning Policy and Procedures Manual.




FORM H:  DSHS FAMILY PLANNING PROGRAM ASSURANCES (Cont.) 


	Legal Business Name of Contractor:
	     





23. Provide that priority in the provision of services will be given to persons from low-income [100% or less of federal poverty level (FPL) guidelines] families.

24. Provide that no charge will be made for services provided to any person from a low-income family (at or below 100% of FPL) except to the extent that payment will be made by a third party (including a Government agency) which is authorized to or is under legal obligation to pay this charge. 

25. Provide that charges will be made for services to persons other than those from low-income families in accordance with a schedule of copays based on ability to pay. Charges to persons from families with annual income between 101% and 250% of the levels set forth in the most recent HHS Poverty Guidelines will be made in accordance with a schedule of co-pays. 

26. Ensure that all reasonable efforts will be made to obtain third-party payments without application of any discounts if a third party (including a Government agency) is authorized or legally obligated to pay for services.  

27. Provide that all services purchased for project participants will be authorized by the project director or her/his designee on the project staff. 

28. Ensure that all third party reimbursements are used to further the operation of the family planning project. 




	          
	
	

	Authorized Signature 
	
	Date

	   
       
	
	

	Title of Authorized Signatory 
	
	

	           


	
	

	Medical Director 
Signature and Date
	
	Family Planning Director 
Signature and Date

	
	
	





APPENDIX A: HHSC RIDER 87 AFFIDAVIT
2016 DSHS FP RENEWAL APPLICATION
 
STATE OF TEXAS
COUNTY OF _________________________

	Before me, the undersigned authority, personally appeared ________________________, who, being by me duly sworn, deposed as follows:

My name is ___________________________________. I am of sound mind, capable of making this affidavit, and personally acquainted with the facts herein stated:

I am the                                                   (title) officer of                        (name of family planning affiliate), with the administrative offices located at                     . As a contractor that has received funding from the Department of State Health Services (DSHS) Appropriations Strategy B.1.3 for providing family planning services to eligible clients during the period from September 1, 2015 through August 31, 2016, I hereby affirm that the following statements are true and correct: 

(name of family planning affiliate)______________ (does/does not) perform elective abortion procedures, ______________ (does/does not) contract for the performance of elective abortion procedures, and ______________ (does/does not) provide funds for the performance of elective abortion procedures. 

(name of family planning affiliate)______________ (does/does not) intend to perform elective abortion procedures, ______________ (does/does not) intend to contract for the performance of elective abortion procedures, and ______________ (does/does not) intend to provide funds for the performance of elective abortion procedures. 

(name of family planning affiliate)                      , including all locations and clinic sites, ______________ (does/does not) have an affiliation with an entity or entities that perform(s) elective abortions.  

If you responded “does not have an affiliation with an entity that performs elective abortions...”, stop here. You need answer no further questions.  

If you responded “does have an affiliation with an entity that performs elective abortions...”, list the name and address of each entity below and complete the remainder of the questions.
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________

(name of family planning affiliate), and each affiliated abortion service provider(s) _______________ (are /are not) separate corporations, with separate articles of incorporation and separate by-laws. State or local governmental entities that are family-planning affiliates and abortion-services affiliates must be legally separate organizations and must have separate governing structures. If you are not sure, check here ___.

(name of family planning affiliate) and each affiliated abortion-services provider(s) _________(do/do not) have easily distinguishable names. If you are not sure, check here ___.

(name of family planning affiliate) and each affiliated abortion-services provider(s) _________ (do/do not) have separate boards of directors or governing bodies, which meet separately and maintain separate records. If you are not sure, check here ___.

(name of family planning affiliate)______________ (does/does not)  transfer funds distributed from DSHS to its affiliated abortion–services provider(s). The affiliated entities must apportion fair-value for any shared expenses or costs (including overhead, rent, phones, equipment and utilities) in accordance with GAAP. If you are not sure, check here ___.

Any person employed part-time by (name of family planning affiliate) and part-time by each affiliated abortion-services provider(s) ______________ (does/does not) maintain detailed time records clearly reflecting the work performed for each affiliate.  If you are not sure, check here ___.

Where the (name of family planning affiliate) and any affiliated abortion-services provider(s) are located at the same facility, the existence and separate nature of the affiliate relationship __________ (is/is not) clearly reflected by appropriate signage in areas accessible to the public.  If you are not sure, check here ___.

The (name of family planning affiliate) and each affiliated abortion-service provider(s) _____________ (do/do not) each maintain records adequate to show compliance with these requirements.  If you are not sure, check here ___.


Signature _____________________________


Printed Name __________________________


Sworn to and subscribed before me on the _____ day of ______, 2015.





_____________________________
Notary Public
State of Texas



	APPENDIX B: DSHS FAMILY PLANNING PROGRAM REIMBURSEMENT RATES



A list of reimbursable Family Planning Program CPT codes are found in the APPENDICES of the Family Planning Policy Manual:  http://www.dshs.state.tx.us/famplan/pol_man.shtm

The Family Planning Program through the DSHS budget reduction, was directed to implement a 7% reduction to reimbursement rates effective September 1, 2011. The CPT code reimbursement rates will remain the same and the 7% reduction will be taken from the total amount to be reimbursed. 
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