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Request for Proposals
OUTPATIENT/AMBULATORY MEDICAL CARE AND 
MEDICAL CASE MANAGEMENT FOR PEOPLE LIVING WITH HIV/AIDS
PHILADELPHIA ELIGIBLE METROPOLITAN AREA

	Agency Name: 
	          


	[bookmark: _GoBack]Agency Address:
	     


	Mailing Address if different: 
	     

	Contact Person/Title: 
	     

	Telephone: 
	     
	Email:
	     



	Check the appropriate box below for the service proposed in this application 
	Unduplicated Clients to be Served
	Amount Requested

	Outpatient/Ambulatory Medical Care 
	     
	     
	$            

	Medical Case Management
	     
	     
	$           







		AACO OAMC-MCM RFP Forms 1

		AACO OAMC-MCM RFP Forms 3
	Number of all HIV clients receiving any service from your agency in calendar year 2011.

	      

	Current agency annual operating budget (all services) in dollars:

	$     

	Current annual agency HIV/AIDS program budget (excluding this request) in dollars:
OFFICE USE ONLY

	$     



	[bookmark: _Toc306606910]
Proposal Submission Checklist
RFP #13-01

	Check when completed
	Required Submittals
	OFFICE USE ONLY


	|_|
	Cover Page
	


	|_|
	Proposal Submission Checklist
	


	|_|
	Narrative (not exceeding 15 pages)
	

	|_|
	Form 1. Current Year Annual Operating Budget
	


	|_|
	Form 2. Agency Demographic Profile
	


	|_|
	Form 3. Board of Directors
	


	|_|
	Form 4. Proposed Services Summary
	


	|_|
	Form 5. Proposed Service Sites
	

	|_|
	Form 6. Medicaid Certification and Program Income
	


	|_|
	Form 7. Proposed Annual Project Budget
	


	|_|
	Form 8. Budget Narrative
	


	|_|
	Form 9. Solicitation for Participation and Commitment
	


	|_|
	Form 10. City of Philadelphia Tax Status and Clearance Statement
	


	|_|
	Form 11. Statement of Financial Capacity
	

	|_|
	Form 12. Grievance Agreement
	

	|_|
	Form 13. Agency Authorization
	




	Form 1: Current Year Annual Operating Budget

	Agency:       
	Start date:       


	
	End date:        


	Revenue
	Third Party Reimbursement  
	     

	
	Ryan White Part C
	     

	
	Ryan White Part D
	     

	
	Direct Funding from CDC   
	     

	
	Other Federal Funds 
	     

	
	State Funds 
	     

	
	Local Funds
	     

	
	Foundations, Corporations, and Individuals
	     

	
	Other Income (e.g. interest, investments)
	     

	
	Total
	     

	Expenditures
	Salaries
	     

	
	Benefits and Payroll Taxes
	     

	
	Contracted Services
	     

	
	Printing/Publications
	     

	
	Rent and Utilities
	     

	
	Telephone
	     

	
	Supplies
	     

	
	Postage
	     

	
	Equipment Purchase and Maintenance
	     

	
	Travel
	     

	
	Other (e.g. non-travel component of conferences, meetings)
	     

	
	Total
	     




	[bookmark: _Toc306606912]


Form 2.  Agency Demographic Profile

	Agency Name
	     
	As of June 30, 2012

	Total number of full-time staff
	     

	Total number of part-time staff
	     

	Total number of full-time HIV/AIDS program staff
	     

	Total number of part-time HIV/AIDS program staff
	     

	Total number of volunteers
	     

	Total number of people on Board of Directors
	     

	Total number of vacancies on Board of Directors
	     

	Persons Served
	Calendar Year 2011 

	Subtotal number of people served by Applicant’s HIV/AIDS programs
	     

	Subtotal number of people served by Applicant’s non-HIV/AIDS programs
	     

	Total number of people served by the Applicant
(the sum of the two amounts above)
	     

	
	Number
	Percent

	Number and percentage of HIV/AIDS clients who received Medicaid-funded services
	     
	     

	Number and percentage of HIV/AIDS clients with other third-party insurance
	     
	     

	Number and percentage of HIV/AIDS clients with no third-party insurance (uninsured)
	     
	     

	Number and percentage of HIV/AIDS clients who are at or below 133% of Federal Poverty Limit
	     
	     

	Number and percentage of HIV/AIDS clients: African American/Black
	     
	     

	Number and percentage of HIV/AIDS clients: Hispanic/Latino
	     
	     

	Number and percentage of HIV/AIDS clients: White
	     
	     

	Number and percentage of HIV/AIDS clients: Asian/Pacific Islander
	     
	     

	Number and percentage of HIV/AIDS clients: Mixed/other
	     
	     

	Number and percentage of HIV/AIDS clients: Male
	     
	     

	Number and percentage of HIV/AIDS clients: Female
	     
	     

	Number and percentage of HIV/AIDS clients: Transgender
	     
	     




	Form 2.  Agency Demographic Profile, continued

	Category
	All Clients[footnoteRef:1] [1:  Includes HIV/AIDS clients reported on the previous page.] 

	Volunteers
	Support Staff
	Professional Staff
	Board of Directors

	African American
	     %
	     %
	     %
	     %
	     %

	Hispanic/Latino
	     %
	     %
	     %
	     %
	     %

	Caucasian/White
	     %
	     %
	     %
	     %
	     %

	Asian/Pacific Islander
	     %
	     %
	     %
	     %
	     %

	Other 
	     %
	     %
	     %
	     %
	     %

	Total:
	100%
	100%
	100%
	100%
	100%

	Female
	     %
	     %
	     %
	     %
	     %

	Male
	     %
	     %
	     %
	     %
	     %

	Transgender
	     %
	     %
	     %
	     %
	     %

	Total:
	100%
	100%
	100%
	100%
	100%




	[bookmark: _Toc306606914]Form 3. Board of Directors as of October 1, 2012

	Applicant:      

	List in alphabetical order the full name, title, and degree(s) 
	Role*
	Professional Affiliation
	Home Address

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     



Add additional rows as necessary to include all current Board members.  

*=Identify each Board officer by the appropriate title (Chair or President, Vice President or Chair, Treasurer, Secretary, etc.); for non-officer roles, indicate “Member.”


	Form 4: Proposed Services Summary

	Applicant:      

	#
	Item
	Outpatient/Ambulatory Medical Care
	Medical Case Management

	a.
	Funding Requested
	
	

	b.
	Total number of clients to be provided this service by applicant with any funding source
	
	

	c.
	Number of clients to be served through this proposal
	
	

	d.
	Number of service units to be provided through this proposal
	________Medical Visits
	_________Quarter Hours

	e.
	Cost per unit this proposal (a/d)
	
	

	f.
	Cost per client this proposal (a/c)
	
	



Complete for the service requested in this application.  Use either the Outpatient/Ambulatory Medical Care column or the Medical Case Management column.


	Form 5. Proposed Service Sites

	Applicant:     

	Site Name and Hours of Operation
	Street Address
City, State, ZIP
	County
	Total Number of Clients to be Served

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     




	Form 6. Medicaid Certification and Program Income

	Applicant:     

	Service Category
	Amount of Funding Received through AACO currently (not requested)
	AACO Contract Year End Date
	Medicaid Certification Number
	Other Third Party Payers (list)

	Outpatient/ambulatory  Medical Care
	     
	     
	     
	     

	Medical Case Management
	     
	     
	     
	     

	Total 
	     
	     
	     
	     

	*If not Medicaid certified, provide a timeline for obtaining certification.
	     


	Program Income Received Between March 1, 2011 and February 29, 2012

	Service Category
	Medicaid $
	Medicare $
	State 
Children’s Health Insurance $
	Other Third
Party Payers $
	Client Fees $
	Total $

	Outpatient/ambulatory  Medical Care
	     
	     
	     
	     
	     
	     

	Medical Case Management
	     
	     
	     
	     
	     
	     

	Total
	     
	     
	     
	     
	     
	     

	Describe how program income is tracked internally to ensure it is used for HIV program objectives.





	     


Complete this form for the service for which you are applying.  Complete for either Outpatient/Ambulatory Medical Care or Medical Case Management.


	Form 7. Proposed Annual Project Budget

	Applicant:       
	All amounts should reflect a full 
12-month period

	Federal Object Class:
	A
Prior Year Funding from AACO
	B
Total Proposed Budget
	C
Other Funding*
	D
Funding Requested 
(B minus C)

	Personnel services
	     
	     
	     
	     

	Fringe benefits
	     
	     
	     
	     

	Subtotal for personnel
	     
	     
	     
	     

	Travel
	     
	     
	     
	     

	Equipment
	     
	     
	     
	     

	Supplies
	     
	     
	     
	     

	Subcontract costs
	     
	     
	     
	     

	Other:
	     
	     
	     
	     

	Rent
	     
	     
	     
	     

	Utilities
	     
	     
	     
	     

	Communication
	     
	     
	     
	     

	Leased Equipment
	     
	     
	     
	     

	Insurance
	     
	     
	     
	     

	Printing
	     
	     
	     
	     

	Repairs/Maintenance
	     
	     
	     
	     

	Other:       (specify)
	     
	     
	     
	     

	Subtotal for other than personnel
	     
	     
	     
	     

	Total direct costs
	     
	     
	     
	     

	Indirect costs
	     
	     
	     
	     

	Total
	     
	     
	     
	     


* Includes other Ryan White Program funding (Parts C, D, and F), as well as other state, local, and program income.  Please attach a list of sources and amounts of other funding.

	Form 8. Budget Narrative

	Applicant:         									

	Personnel by Name
	Title
	Full Time Salary
	Proposed Percent
Of Salary
	Total Amount[footnoteRef:2] [2:  Award funds may not be used to pay the salary of an individual at a rate in excess of Executive Level II, as established by the Federal Consolidated Appropriations Act, 2012 (P.L. 112-74) enacted December 23, 2011, which limits the salary amount that may be awarded and charged to HRSA grants and cooperative agreements, including the Ryan White Program. The Executive Level II salary of the Federal Executive Pay scale is $179,700. This amount reflects an individual’s base salary exclusive of fringe and any income that an individual may be permitted to earn outside of the duties to the applicant organization. This salary limitation also applies to sub-awards/ subcontracts under a HRSA grant or cooperative agreement, including funding awarded through this Request for Proposal.  As an example of the application of this limitation: If an individual’s base salary is $350,000 per year plus fringe benefits of 25% ($87,500) and that individual is devoting 50% of their time to this award, their base salary should be adjusted to $179,700 plus fringe of 25% ($44,925) and a total of $112,312.50 may be included in the project budget and charged to the award in salary/fringe benefits for that individual.] 


	      
	     
	     
	     %
	     

	Proposed duties for this project: 
     



	      
	     
	     
	     %
	     

	Proposed duties for this project: 
     



	      
	     
	     
	     %
	     

	Proposed duties for this project: 
     



	      
	     
	     
	     %
	     

	Proposed duties for this project: 
     







	Form 9: Solicitation for Participation and Commitment



Please use the form included in Appendix B for the Solicitation for Participation Commitment Form.


	Form 10: City of Philadelphia Tax Status and Clearance Statement for Applicants



CITY OF PHILADELPHIA TAX AND REGULATORY 
STATUS AND CLEARANCE STATEMENT
FOR APPLICANTS

THIS IS A CONFIDENTIAL TAX DOCUMENT NOT FOR PUBLIC DISCLOSURE

This form must be completed and returned with Applicant’s proposal in order for Applicant to be eligible for award of a contract with the City.  Failure to return this form will disqualify Applicant’s proposal from further consideration by the contracting department.  Please provide the information requested in the table, check the appropriate certification option and sign below:  

	Applicant Name
	

	Contact Name and Title
	

	Street Address
	

	City, State, Zip Code
	

	Phone Number
	

	Federal Employer Identification Number or Social Security Number:
	

	Philadelphia Business Income and Receipts Tax Account Number (f/k/a Business Privilege Tax) (if none, state “none”)[footnoteRef:3]*  [3: * You can apply for a City of Philadelphia Business Income and Receipts Tax Account Number or a Commercial Activity License on line after you have registered your business on the City’s Business Services website located at http://business.phila.gov/Pages/Home.aspx.  Click on “Register” or “Register Now” to register your business.   ] 

	

	Commercial Activity License Number (f/k/a Business Privilege License) (if none, state “none”)* 
	



____  I certify that the Applicant named above has all required licenses and permits and is current, or has made satisfactory arrangements with the City to become current with respect to the payment of City taxes or other indebtedness owed to the City (including, but not limited to, taxes collected by the City on behalf of the School District of Philadelphia), and is not in violation, or has made satisfactory arrangements to cure any violation, or other regulatory provisions applicable to Applicant contained in The Philadelphia Code.

___ I certify that the Applicant named above does not currently do business, or otherwise have an economic presence in Philadelphia.  If Applicant is awarded a contract with the City, it promptly will take all steps necessary to bring it into compliance with the City’s tax and other regulatory requirements.

	 		
Authorized Signature	Date

	
Print Name and Title	Title
	[bookmark: _Toc306606911]Form 11: Statement of Financial Capacity

	Applicant:      

	Provide the following documentation demonstrating fiscal solvency 
and financial capability to perform the work sought by this RFP.

	General statement of the Applicant’s financial condition


	     

	Applicant’s current fiscal year period
	[bookmark: _Toc299472502][bookmark: _Toc299473505][bookmark: _Toc299473736][bookmark: _Toc299473822][bookmark: _Toc299474031]     

	Most recently completed fiscal year
	Total expenses
	$     

	
	Total revenues
	$     

	
	Fund balance
	$     

	Current fiscal year (Projected)
	Total expenses
	$     

	
	Total revenues
	$     

	
	Fund balance
	$     

	Explain negative fund balances or financial deficits in either year, if applicable, including corrective action plans.
	[bookmark: _Toc299472518][bookmark: _Toc299473521][bookmark: _Toc299473752][bookmark: _Toc299473838][bookmark: _Toc299474047]     





	Summary of the results of Applicant’s most recent audited or unaudited financial statements, including Auditor financial management findings/ recommendations and management’s response.
	[bookmark: _Toc299472520][bookmark: _Toc299473523][bookmark: _Toc299473754][bookmark: _Toc299473840][bookmark: _Toc299474049]     






	Disclose any bankruptcy filings by the Applicant since August 1, 2007
	[bookmark: _Toc299472522][bookmark: _Toc299473525][bookmark: _Toc299473756][bookmark: _Toc299473842][bookmark: _Toc299474051]     









	[bookmark: _Toc306606917]
Form 12. Grievance Agreement

	
As an applicant to the City of Philadelphia, Department of Public Health, AIDS Activities Coordinating Office, in response to Request for Proposals #13-01, the Applicant named below agrees to abide by all policies and procedures in the Ryan White Program Grievance Procedures as implemented on July 1, 1997.  I attest that I am a binding signatory for the Applicant organization. 

	Applicant Name: 
	     

	Address:
	     

	Mailing Address if different: 
	     

	Contact Person: 
	     

	Telephone: 
	     
	Alternate Telephone:
	     

	FAX Number: 
	     
	Email 
Address:  
	     

		Name:
	     

	Title
	     

	Date
	     

	Signature:
	












	[bookmark: _Toc306606918]
Form 13. Agency Authorization

	Submit this entire letter on your agency letterhead.

	
Form 10. Agency Authorization

November 19, 2012

Ms. Jane Baker
Director
AIDS Activities Coordinating Office
Philadelphia Department of Public Health
1101 Market Street, 9th Floor
Philadelphia, PA 19107

Dear Ms. Baker:

I, [insert name of Chair or President of your agency’s Board of Directors], for and on behalf of the governing body of  [insert name of agency] certify that the Board of Directors reviewed and approved the attached proposal for services for people living with HIV/AIDS in response to the City of Philadelphia’s Request for Proposals (RFP #13-01).

I certify that [insert name of organization] agrees to allow the AIDS Activities Coordinating Office to conduct a site visit during the review of this proposal.  

I further certify that the information included in this proposal is true and accurate to the best of my knowledge and that the organization named above agrees to abide by the terms of this RFP and is fully able and willing to implement the proposed program.  
	Name:
	     

	Title
	     

	Date
	     

	Signature:
	








	Notification of Intent to Respond

	DUE NOVEMBER 1, 2012

	Care and Treatment Services for People Living With HIV/AIDS (RFP #13-01)
City of Philadelphia, Department of Public Health

Organizations intending to respond to this RFP MUST notify AACO using this form.  Any information relating to this RFP will be sent to the person designated below as the organization contact person.
	[bookmark: Text23]Agency Name: 
	     


	[bookmark: Text24]Agency Address:
	     


	[bookmark: Text25]Mailing Address if different: 
	     

	[bookmark: Text26]Contact Person: 
	     

	[bookmark: Text27][bookmark: Text28]Telephone: 
	     
	Alternate Phone:
	     

	[bookmark: Text29][bookmark: Text30]FAX Number: 
	     
	Email 
Address:  
	     

	






	Check the appropriate box below for the service proposed 
	Unduplicated Clients to be Served
	Amount Requested

	Outpatient/Ambulatory Medical Care 
	     
	     
	$     

	Medical Case Management
	     
	     
	$     



	 
Submit on or before November 1, 2012

By FAX (no cover page required) to: 215-685-5624
--or--
By EMAIL (in PDF format only) to: Dwana.Young@phila.gov








