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Application Cover Page
REQUEST FOR PROPOSALS

PERINATAL HIV PREVENTION SERVICES (#12-01)
CITY OF PHILADELPHIA
	Agency Name: 
	     

 FORMTEXT 
     

	Address:
	     

	Mailing Address if different: 
	     

	Contact Person/Title: 
	     

	Telephone: 
	     
	Email:
	     


Indicate with an ( in Column A the one service for which you are applying in this application.  Indicate in Column B the total amount of funding requested.  Column C, which applies only to Applicants for Perinatal Case Management proposals, must indicate the total number of unduplicated clients to be served.
	Component
	Column A:
	Column B:
	Column C:

	a. Perinatal Medical Case Management 
	(
	$     
	     

	b. Marketing and Coordination
	(
	$     
	


	Number of all HIV clients receiving any service from your agency as of December 31, 2010
	     

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

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




	Form 1: City of Philadelphia Tax 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.  The City of Philadelphia, acting through its Department of Revenue and the Department of Licenses and Inspections, will utilize the information contained in the completed form to review the tax and Philadelphia Code compliance records of the person and/or entity identified below as part of the proposal evaluation process and will report their findings to the Contracting Department and the City’s authorized investigatory agents.  By signing the certification statement below as Applicant or an authorized representative of Applicant, you represent that Applicant is current and in compliance with, or has made or intends to make satisfactory arrangements with the City to come into compliance with the tax and regulatory provisions of The Philadelphia Code.  

	Applicant Name
	     

	Contact Name and Title
	     

	Street Address
	     

	City, State, Zip Code
	     

	Phone Number
	     

	Email Address
	     

	Federal Employer Identification Number
	     

	Philadelphia Business Privilege Tax Account Number (if none, state “none”) 

	     

	Business Privilege License Number 

(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, of other regulatory provisions applicable to Applicant contained in The Philadelphia Code.

Authorized Signature
Date

Print Name and Title

	Form 2: Statement of Financial Capacity

	Provide the following documentation demonstrating fiscal solvency and financial capability to perform the work sought by this RFP.  The form will expand to accommodate your response.   

	General statement of the Applicant’s financial condition


	     

	Applicant’s current fiscal year period
	     

	Most recently completed fiscal year
	Total expenses
	$     

	
	Total revenues
	$     

	
	Fund balance
	$     

	Current fiscal year
	Total expenses
	$     

	
	Total revenues
	$     

	
	Fund balance
	$     

	Explain negative fund balances or financial deficits in either year, if applicable, including corrective action plans.
	     


	Summary of the results of Applicant’s most recent audited or unaudited financial statements, including Auditor financial management findings/ recommendations and management’s response.
	     


	Disclose any bankruptcy filings by the Applicant since August 1, 2006
	     



	Form 3: Office of Economic Opportunity, Antidiscrimination Policy for Minority, Woman, and Disabled Business Enterprise Solicitation for Participation and Commitment


See Attachment 3.
	Form 4.  Summary Demographics Report

	Agency
	     

	Human Resources
	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
	     

	Constituency 


	Subtotal Number of People Served by Organization’s HIV/AIDS Programs
	2010 Actual

     
	2011 Estimated

     

	
	Subtotal Number of People Served by Organization’s Other Programs
	2010 Actual

     
	2011 Estimated

     

	
	Total Number of People Served 
(This number is the sum of the two numbers above)
	2010 Actual

     
	2011 Estimated

     


	Form 5.  Detailed Demographics Report

	Check if data are: 
	Category
	HIV/AIDS Program Participants
	Volunteers
	Support Staff
	Professional Staff
	Board of Directors

	Actual
	Estimated
	
	
	
	
	
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	African American
	     %
	     %
	     %
	     %
	     %

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Asian/Pacific Islander
	     %
	     %
	     %
	     %
	     %

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Hispanic/Latino
	     %
	     %
	     %
	     %
	     %

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Caucasian/White
	     %
	     %
	     %
	     %
	     %

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Other Ethnic Groups
	     %
	     %
	     %
	     %
	     %

	 FORMCHECKBOX 

	 FORMCHECKBOX 

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

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	People with HIV/AIDS
	     %
	     %
	     %
	     %
	     %

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Female
	     %
	     %
	     %
	     %
	     %

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Male
	     %
	     %
	     %
	     %
	     %

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Transgender
	     %
	     %
	     %
	     %
	     %

	 FORMCHECKBOX 

	 FORMCHECKBOX 

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

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Low-Income *
	     %
	     %
	     %
	     %
	     %

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Middle/Upper-Income **
	     %
	     %
	     %
	     %
	     %

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


* Less than or equal to 300% of federal poverty level

** Greater than 300% of federal poverty level 

	Form 5. Detailed Demographics Report , continued

	Check if data are: 
	Category
	HIV/AIDS Program Participants
	Volunteers
	Support Staff
	Professional Staff
	Board of Directors

	Actual
	Estimated
	
	
	
	
	
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Age 0-19
	     %
	     %
	     %
	     %
	     %

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Age 20-40
	     %
	     %
	     %
	     %
	     %

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Age 41-65
	     %
	     %
	     %
	     %
	     %

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Age 65 and over
	     %
	     %
	     %
	     %
	     %

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

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Private health insurance
	     %
	     %
	     %
	     %
	     %

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Medicaid, Medicare, or other public insurance
	     %
	     %
	     %
	     %
	     %

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	No health insurance
	     %
	     %
	     %
	     %
	     %

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

	Notes:  Use this space to explain use of estimated rather than actual data and to explain why any cells are blank or unknown.

     



	Form 6. Current Board of Directors

	Full name
	Officers
	Professional Affiliation
	Home Address

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


	Form 7: Current Year Annual Operating Budget

	Agency:       
	Start date:       


	
	End date:        


	Revenue
	Third Party Reimbursement  
	     

	
	Ryan White Program   
	     

	
	Other Federal
	     

	
	State Funds
	     

	
	Local Funds
	     

	
	Foundations and Corporations
	     

	
	Individuals
	     

	
	Earned Income
	     

	
	Other
	     

	
	Total
	     

	Expenditures
	Salaries
	     

	
	Benefits and Payroll Taxes
	     

	
	Contracted Services
	     

	
	Conferences/Meetings
	     

	
	Printing/Publications
	     

	
	Rent and Utilities
	     

	
	Telephone
	     

	
	Supplies
	     

	
	Postage
	     

	
	Equipment Purchase
	     

	
	Equipment Maintenance
	     

	
	Travel
	     

	
	Other
	     

	
	Total
	     


	Form 8. Proposed Project Budget

	Agency:       

	RFP #12-01

	Period:  January 1, 2012 to December 31, 2012
	

	FEDERAL OBJECT CLASS:
	A

Funding Requested from PDPH
	B

Other Available Funding
	C

Total 
Program Cost
	D

Prior Year Funding

	PERSONNEL SERVICES
	     
	     
	     
	     

	FRINGE BENEFITS
	     
	     
	     
	     

	
SUBTOTAL PERSONNEL
	     
	     
	     
	     

	OPERATING COSTS:

	TRAVEL
	     
	     
	     
	     

	EQUIPMENT
	     
	     
	     
	     

	SUPPLIES
	     
	     
	     
	     

	SUBCONTRACT COSTS
	     
	     
	     
	     

	OTHER:
	     
	     
	     
	     

	Rent
	     
	     
	     
	     

	Utilities
	     
	     
	     
	     

	Communication
	     
	     
	     
	     

	Leased Equipment
	     
	     
	     
	     

	Insurance
	     
	     
	     
	     

	Printing
	     
	     
	     
	     

	Repairs/Maintenance
	     
	     
	     
	     

	Other:       (specify)
	     
	     
	     
	     

	
SUBTOTAL OTHER
	     
	     
	     
	     

	SUBTOTAL OPERATING COSTS
	     
	     
	     
	     

	TOTAL DIRECT (PERSONNEL + OPERATING)
	     
	     
	     
	     

	INDIRECT
	     
	     
	     
	     

	TOTAL BUDGETED COSTS
	     
	     
	     
	     


	Form 8. Proposed Project Budget, continued

	Agency:         


RFP #12-01

	PERSONNEL (LIST POSITION TITLE)

DESCRIBE DUTIES FOR THIS CONTRACT


	EMPLOYEE

NAME
	FULL TIME

SALARY
	% OF SALARY

ALLOCATED
	CONTRACT

AMOUNT

	Title:      
	     
	     
	     
	     

	Duties for this project:      
	     
	     
	     
	     

	
	     
	     
	     
	     

	
	     
	     
	     
	     

	
	     
	     
	     
	     

	Title:       
	     
	     
	     
	     

	Duties for this project:       
	     
	     
	     
	     

	
	     
	     
	     
	     

	
	     
	     
	     
	     

	
	     
	     
	     
	     

	Title:       
	     
	     
	     
	     

	Duties for this project:       
	     
	     
	     
	     

	
	     
	     
	     
	     

	
	     
	     
	     
	     

	
	     
	     
	     
	     


	Form 9. Grievance Agreement
City of Philadelphia, Department of Public Health

RFP #12-01

	This page must be completed and signed for your proposal to be reviewed.



	As an applicant to the City of Philadelphia, Department of Public Health, AIDS Activities Coordinating Office, the agency named below agrees to abide by all policies and procedures in the Grievance Procedures as implemented on July 1, 1997.  I attest that I am a binding signatory for the above organization.

Agency Name: 
     
Address:

     
Mailing Address if different: 

     
Contact Person: 

     
Telephone: 

     
Alternate Telephone:
     
FAX Number: 

     
Email 

Address:  

     
Name:
     
Title

     
Date

     
Signature:




	Form 10. Agency Authorization

AIDS Activities Coordinating Office

City of Philadelphia, Department of Public Health

RFP #12-01

	Submit the following letter on your agency letterhead.



	DATE
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 perinatal HIV prevention services in the City of Philadelphia for the period January 1, 2012 through December 31, 2012 (#12-CTR/HERR-PHL). 

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:




Form 11: Biographical Sketch 
DO NOT EXCEED 2 PAGES PER PERSON.  Use standard format.
FOR OFFICE USE ONLY





FOR OFFICE USE ONLY








� To apply for a City of Philadelphia Business Privilege Tax Account Number and/or a Business Privilege License, please go to � HYPERLINK "http://business.phila.gov/%20Pages/Home.aspx" �http://business.phila.gov/ Pages/Home.aspx�
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