RFA 2006 Migrant Attachments                                                                                                                                            Attachment 1

Migrant Health RFA – Attachments                                                                                                                                Attachment 1


RFA Attachments

Migrant & Seasonal

Farmworker Health Program
FAU Control # 0604030230

APPLICATION COVER SHEET
Migrant and Seasonal Farmworker (MSFW) Health Program

	                                                                                                                        Funding Sought:  $________________

Name of Applicant (Organization):

	Federal Identification Number: __________________ (9 digit)          Seeking Funding for:       __  Component A     

Municipal Code (if applicable): __________________                                                                __  Component B

Charities Registration Number (if applicable): ___________ (6 digit)                                          __  Components A & B 

                                                                                Region(s) to be Served: (see p. 81 map) _______________________                                                                                                ________________________________________________                                                                               

	Applicant Status:                                                             PFI Facility Code (if applicable): _______________________

     (check one below)
(  Hospital or diagnostic and treatment facility certified under Article 28 of the NYS Public Health Law

(  Community health center, as described in Section 330 of the Public Health Services Act;  and other community
     health centers 

(  Managed Care Organization certified under Article 44 of the NYS Public Health Law

(  Community-based organization, consortia and other agency/organization
(  County health department possessing Article 28 certification 



	Applicant Address:

Street Address:

City:                                                                        State:                             Zip:



	Chief Executive Officer 

Name:

Title:

Telephone Number:

               Extension:

Fax Number:

E-mail Address:


	Contact Person for Questions on this Application

Name:

Title:

Telephone Number:

               Extension:

Fax Number:

E-mail Address:

	Proposed number of MSFWs and/or their children to be served:     Adults:_______Children:________

Number of counties you propose serving: ____ List counties by Region(s): ___________________________________ _______________________________________________________________________________________________ _______________________________________________________________________________________________   Estimated number of farms in catchment area:        ___________

Estimated number of food processing plants:          ___________

Estimated number of labor camps with MSFWs:    ___________ 
Estimated number of MSFWs (adults + children) in catchment area:  __________

	Total Funds Requested:  

	Certification: I have read the attached application  and certify it to be complete and correct to the best of my knowledge. 
I understand that funding decisions will be made based on the merits of the applications received and based on the best interests and the needs of the state.  I acknowledge the commitments implied by the application and verify that I have the authority to agree to the deliverables in this application.

Signature:                                                                      Title: 

Printed Name:                                                               Date:  




STATEMENT OF ASSURANCES & CERTIFICATION

To be eligible for approval to operate a local/regional MSFW Health Program, the Chief Executive Officer, or designee, of the applicant organization must attest to compliance with all the statements below.  An original signature in ink must appear at the bottom of this page.

· There will be a designated individual who will be responsible for MSFW Health Program administration, operation and oversight.   This individual will be e-mail accessible and attend MSFW Health Program provider meetings along with other appropriate staff.

· Any changes in services, the designated contact person, staffing levels or space will be
           reported immedicately in writing to the NYS Department of Health, MSFW Health 

           Program Director & the designee in the Department’s Regional Office in that area.     

· Professional and legal standards of client confidentiality will be strictly maintained 

           per Public Health Law.

· Quarterly and Annual narrative and statistical reports will be submitted to the NYS

           Department of Health within 60 days of the completion of the quarter/year.  

· The NYS Department of Health will be given access to conduct site visits and program 

           reviews as necessary.   

……………………………………………………………………………………………………….

I hereby certify that the information contained in this application is correct and in compliance with appropriate federal and state laws and regulations, and that I am the authorized representative to file this application.  

                   



CEO / Designee:





Print Name  ______________________________

                            


Signature     ______________________________





Title 
          ______________________________

                                         
Agency         ______________________________

                                                     Date             ______________________________

MSFW COLLABORATION SUMMARY

migrant and seasonal farmworker (mfsw) Health Program
REQUEST FOR APPLICATIONS
Collaboration Organizations/Stakeholders

In the table below, indicate the following about the organizations/stakeholders that are or will be involved with your MSFW-Focused Partnership: 

· name of organization/stakeholder

· address of organization/stakeholder (street and city/town)

· sector of the community the organization/stakeholder represents (e.g. health care, public health, human/social services, farmers/growers, other businesses, faith, academic, etc.)

· history of (# years)  the organization’s/stakeholder’s involvement if this MSFW-focused partnership is already functional 

· expected date of involvement (month/year) of any new partnering organization/stakeholder

Applicant:  _____________________________________________________________

	Name of Organization/Stakeholder
	Address
	Community Sector
	Currently Involved (yrs)
	To Be Involved

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


 NEW YORK STATE DEPARTMENT OF HEALTH

Migrant and Seasonal Farmworker Health Program

INSTRUCTIONS

Completing Operating Budget and Funding Request

ADMINISTRATIVE/INDIRECT COSTS

All expenses for your project must be in line item detail on the forms provided.  NYS funded indirect (as a %) or administrative costs (budget line item detail) may not exceed ten percent (10%) of your budget due to federally imposed administrative caps on contract funds.  Indirect costs may be charged to NYS up to 10% (balance to be put in “other source of funds” column, can be used towards your in-kind contribution), however, other administrative costs, if included in budget line item detail, may be disallowed if the 10% cap is exceeded.
BUDGET NARRATIVE/JUSTIFICATION FORMS
Form B-1: Personal Services                     Form B-3: Nonpersonal Services

Form B-2: Fringe Benefit Rate                   Form B-4: Applicant Funds Supporting Initiative
Use Forms B-1 and B-3 to provide a justification/explanation for the expenses included in the Operating Budget and Funding Request.  The justification must show all items of expense and the associated cost that comprise the amount requested for each budget category (e.g. if your total travel cost is $1,000, show how that amount was determined - conference, local travel etc.), and if appropriate, an explanation of how these expenses relate to the goals and objectives of the project.

FORM B-1:  PERSONAL SERVICES
Include a description for each position, including the percentage of time spent on various duties where appropriate, on this form.  Contracted or per diem staff are not to be included in personal services; these expenses should be shown as consultant or contractual services under Nonpersonal Services.  See “Administrative/Indirect Costs” above regarding indirect and administrative costs.

FORM B-2:  FRINGE BENEFIT RATE 
Specify the following components and their percentages comprising the fringe benefit rate:  FICA & Medicare Tax, Health Insurance, Unemployment Insurance, Disability Insurance, Life Insurance, Worker’s Compensation, and Pension/Retirement (other components may be listed but require narrative justification/approval). Total the percentages to show the fringe benefit rate used in budget calculations.  If positions have different fringe benefit rates, use an average for all positions.  

FORM B-3:  NONPERSONAL SERVICES
Any item of expense not applicable to the below categories must also be listed along with a justification of need.  

See “Administrative/Indirect Costs” above regarding indirect and administrative costs.

Supplies and Materials

Provide a delineation of the items of expense and estimated cost of each along with justification of their need.  Some routine supplies may be consolidated under office supplies.

Travel
Provide a delineation of the items of expense and estimated cost (i.e., travel costs associated with conferences, including transportation, meals, lodging, registration fees; administrative travel vs. programmatic travel; staff travel) and estimated cost along with a justification of need.  Costs should not exceed state travel rates.

Subcontracts/Consultants/Per Diems/Contractual Services
Provide a justification of why each service listed is needed.  Justification should include the name of the consultant/contractor, the specific service to be provided and the time frame for the delivery of services.

Subcontracts are subject to review and approval by the NYS Health Department.
Equipment
Delineate each piece of equipment and estimated cost along with a justification of need.  Equipment costing less than $300 should be included in the Supplies & Materials category.  Anticipated equipment purchases $300 and greater should be included in the equipment line.  

FORM B-4:  DETAIL OF APPLICANT FUNDS SUPPORTING INITIATIVE

List all funding sources that would support activities related to the MSFW Health Program.

BUDGET
TABLE A:  SUMMARY BUDGET
This table should be completed last and will include the total lines only from Table A-1 (Personal Services) and Table A-2 (Nonpersonal Services) and the Grand Total.  As a check, grand total NYS should match the amount you are requesting from NYS.  Total expense = NYS, 3rd party, & Other Source.  Other Source may be in-kind, other grants etc.

TABLE A-1:  PERSONAL SERVICES 

Personnel, with the exception of consultants and per diems, contributing any part of their time to the project should be listed with the following items completely filled in (consultants/per diems should be shown as a Nonpersonal Services expense on Table A-2):

Title:   The title given should reflect either a position within your organization or on this project. 

Annual Salary:  Regardless of the amount of time spent on this project, the total annual, actual salary for each position should be given for the number of months applicable to that salary.  For example, if a union negotiated contract salary increase will impact a portion of the 12 month budget period it should be shown on the Table A-1 as follows (the same position will use two lines in the budget):

Annual





Total

Title

Salary

% FTE

# months
Expense


Health Educator

$30,000

100%

4

$10,000

Health Educator

$35,000

100%

8

$23,100

% FTE:  The proportion of time spent on the project based on a full time equivalent (FTE) should be indicated.  One FTE is based on the number of hours worked in one week by salaried employees (e.g. 40 hour work week).  To obtain % FTE, divide the hours per week spent on the project by the number of hours in a work week.  For example, an individual working 10 hours per week on the project given a 40 hour work week = 10/40 = .25 (show in decimal form).

# of Months:  Show  the number of months out of 12 worked for each title.  If an employee works 10 months out of 12, then 10 months/12 months = .833.  This ratio is part of the total expense calculation below.  Indicate the number of months a position is subject to a specific salary if a portion of annual salary will be subject to a salary increase (see Annual Salary above).

Total Expense:  Total expense can be calculated using the following method:

                                         Total Actual Annual Salary * % FTE * (months worked/12) = Total Expense.

Fringe Benefits:  The total fringe amount should be shown (total expense annual salaries * fringe rate from Form B-2) where indicated on the Table A-1.
See “Administrative/Indirect Costs” above regarding indirect and administrative costs.

TABLE A-2: NONPERSONAL SERVICES
All Nonpersonal Services expenses should be listed regardless of whether or not funding for these expenses is requested from New York State.  As with Table A-1, distribute total expense between NYS, 3rd party, & Other Source (specify Other Source).  See “Administrative/Indirect Costs” above regarding indirect and administrative costs.

TABLE B: SUMMARY OF PROJECTED INCOME
Applicants who plan to provide direct health services are required to project all third party revenue from Medicaid, Child Health Plus, etc. Using the projected number of visits, estimate the total revenue which you expect to generate during the contract year. Fee for service and managed care visits are billable at your facility rate. GRAND TOTAL REVENUE from the bold black box in Table B must match exactly the total third party amount used in your budget (Tables A, A-1, and A-2).

Applicant:      ____________________________________




Table A


Migrant and Seasonal Farmworker Health Program

OPERATING BUDGET AND FUNDING REQUEST


January 1, 2008 - December 31, 2008
	
	Total

Expense
	Amount Requested

From NYS
	3rd Party
	Other

Source
	Specify Other 

Source

	Total

Personal Services
	
	
	
	
	

	Total

Other Nonpersonal Services
	
	
	
	
	

	GRAND TOTAL
	
	
	
	
	


Applicant:      ____________________________________




Table A-1


Migrant and Seasonal Farmworker Health Program

OPERATING BUDGET AND FUNDING REQUEST


January 1, 2008 - December 31, 2008
PERSONAL SERVICES

	Title
	Annual

Salary
	%

FTE
	# of

Mos.
	Total Expense
	Amount Requested

from NYS
	3rd Party
	Other

Source
	Specify

other source

	(List Personnel Budgeted)


	
	
	
	
	
	
	
	

	Sub-Total Personal Services
	
	
	
	
	
	
	
	

	Fringe Benefits* _____ %
	
	
	
	
	
	
	
	

	Total Personal Services
	
	
	
	
	
	
	
	


· If more than one fringe benefit is used, use an average fringe rate for the calculation on this form.

Applicant:       ____________________________________




Table A-2


Migrant and Seasonal Farmworker Health Program

OPERATING BUDGET AND FUNDING REQUEST


January 1, 2008 - December 31, 2008
NONPERSONAL SERVICES

	
	Total Expense
	Amount Requested

From NYS
	3rd Party
	Other

Source
	Specify

Other Source

	(List Budgeted Expenses)

A. Contractual


	
	
	
	
	

	Subtotal, Contractual
	
	
	
	
	


Applicant:________________________________





Table A-2


Migrant and Seasonal Farmworker Health Program                                    


OPERATING BUDGET AND FUNDING REQUEST


January 1, 2008 - December 31, 2008
NONPERSONAL SERVICES

	
	Total Expense
	Amount Requested

From NYS
	3rd Party
	Other

Source
	Specify

Other Source

	(List Budgeted Expenses)

B. Equipment


	
	
	
	
	

	Subtotal, Equipment
	
	
	
	
	

	(List Budgeted Expenses)

C. Staff Development


	
	
	
	
	

	Subtotal, Staff Development
	
	
	
	
	


Applicant________________________________

Table A-2


Migrant and Seasonal Farmworker Health Program

OPERATING BUDGET AND FUNDING REQUEST


January 1, 2008 - December 31, 2008
NONPERSONAL SERVICES

	
	Total Expense
	Amount Requested

From NYS
	3rd Party
	Other

Source
	Specify

Other Source

	(List Budgeted Expenses)

D. Supplies


	
	
	
	
	

	Subtotal, Supplies
	
	
	
	
	

	(List Budgeted Expenses)

E. Other


	
	
	
	
	

	Subtotal, Other
	
	
	
	
	


migrant and seasonal farmworker Health Program
BUDGET NARRATIVE/JUSTIFICATION ATTACHMENT

FORM B-1: PERSONAL SERVICES

       Applicant: ______________________





      PERSONAL SERVICE
	Title
	Incumbent
	Description

	
	
	


migrant and seasonal farmworker Health Program
BUDGET NARRATIVE/JUSTIFICATION ATTACHMENT

FORM B-2: FRINGE BENEFIT RATE

      Applicant: ______________________

      FRINGE BENEFITS

	Component
	Rate

	
	

	Total Fringe Benefit Rate*
	


*This amount must equal the percentage used in budget calculations unless positions have different fringe rates.  If this is the case, include one form for each rate and indicate which positions are subject to that rate.  

migrant and seasonal farmworker Health Program
BUDGET NARRATIVE/JUSTIFICATION ATTACHMENT

FORM B-3: NONPERSONAL SERVICES

Applicant: ______________________

      NONPERSONAL SERVICES
	
	
	

	Item
	Cost

	Description




migrant and seasonal farmworker Health Program
BUDGET NARRATIVE/JUSTIFICATION ATTACHMENT

FORM B-4: Detail of Applicant Funds Supporting Initiative

     Applicant: ______________________

	Source of Funds
	Amount

	In-kind contributions, e.g. rent, utilities
	

	
	

	
	

	
	

	Other sources, please specify source(s)
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	Total
	


Applicant: ___________________

                               MIGRANT AND SEASONAL FARMWORKER HEALTH PROGRAM

                                                                BUDGET SECTION

                                                                TABLE C
                                     Summary of Projected Income

                                            (January 01, 2008 – December 31, 2008)
                                                           Explanation of Third Party Revenue
	
	 (1) Number of Projected Visits
	(2)

Reimbursement Rate per Visit
	(3)

Total Revenue

[1 x 2]
	(4)

Estimated Amount Uncollectible
	Revenue Generated **
(3 – 4)

	MEDICAID FEE FOR SERVICE 
Comprehensive Service*
	
	
	
	
	

	Limited Service*
	
	
	
	
	

	MEDICAID MANAGED CARE

Comprehensive Service*
	
	
	
	
	

	Limited Service*


	
	
	
	
	

	OTHER INSURANCE

Comprehensive Service*
	
	
	
	
	

	Limited Service*
	
	
	
	
	

	GRAND TOTAL
	
	
	
	
	$


          *  Definitions: 
               Comprehensive Service:  Initial history and physical on new patient; yearly physical on 

                established patient;  gynecological exam; or other visit provided by a midlevel practitioner

                or physician lasting 30 minutes or more.  (Medicaid reimbursable at facility rate.)

               Limited Service:   Acute care visit; care for accidents or injuries; laboratory tests; immunizations

                only; or other visit provided by a midlevel practitioner or physician lasting less than 30 minutes. 

                (Medicaid reimbursable at facility rate.)

      ** Distribute Total Revenue Generated (gray box) in the Third Party columns of Budget Tables

                 A,  A-1 and A-2

Applicant: ______________________________________

MSFW HEALTH PROGRAM

WORKPLAN TEMPLATE
GOAL 1:   Lead the Development of a Comprehensive Local Response to the Health and Human Resource Needs of the   

                 Migrant/Seasonal Farmworker Population and Their Families.



	MEASURABLE

OBJECTIVE


	SPECIFIC ACTIVITIES


	TIME FRAME


	PERSON RESPONSIBLE


	EVALUATION METHOD

(PROCESS)
	EVALUATION METHOD 

(OUTCOME)

	(MUST INCLUDE FOLLOWING) 

Build/strengthen a MSFW-focused community partnership to enhance communication and coordination among key stakeholders

Evaluate local response and program operation for meeting identified needs of MSFWs and their families, including involvement in the MSFW Immunization Project. 
Arrange for or conduct training for staff and partners pertinent to MSFW Health.  Attend up to two meetings required by the contracting organization.   
	              (EXAMPLES) 
Identify and engage   representatives of community organizations that will guide development of community response and plan

Collect and analyze program and partner data.  Submit quarterly and annual program data and narrative updates.   Submit monthly Vaccine Usage Reports. 

Conduct and analyze stakeholder/partner surveys. 

	
	
	
	


Applicant: ______________________________________
MSFW HEALTH PROGRAM

WORKPLAN TEMPLATE
GOAL 2:    Provide Access to Health and Human Services for Migrant/Seasonal Farmworkers and Their Families.

	MEASURABLE

OBJECTIVE


	SPECIFIC ACTIVITIES
	TIME FRAME
	PERSON RESPONSIBLE
	EVALUATION METHOD

(PROCESS)
	EVALUATION METHOD 

(OUTCOME)

	(MUST INCLUDE FOLLOWING) 

Outreach to MSFWs and their families

Coordinate and/or provide support services such as transportation and interpretation/translation at points of service (e.g., in-camp, neighborhood, health clinic, etc.) 

Facilitate access to resources such as WIC, Medicaid, Family Health Plus, Child Health Plus, Food Stamps, etc.

Secure referral arrangements for routine and specialty care including immunizations, vision, dental, perinatal and sub-specialty medicine and surgery
Facilitate smooth transition from one level of care to another, as necessary by referral, follow up and/or case management. 
	               (EXAMPLES) 

Notify MSFWs and their families of the availability of health and support services.  

Contact area agencies (partners) to coordinate transportation and interpretation/translation services

Engage/facilitate Enroller to interview workers at first clinic, 

Bring applications to camp and arrange interpretation/translation services. Contact area providers to ascertain capacity to serve MSFWs and identify any issues

Establish and maintain contact with area providers such as Hospital Discharge Planners to encourage interagency communication and coordination. 
 Secure MOU with providers 
	
	
	
	


Applicant: ______________________________________
MSFW HEALTH PROGRAM

WORKPLAN TEMPLATE
GOAL 3:    Provide Health Education to Migrant/Seasonal Farmworkers and Their Families in Their Native Language

                   That Is Culturally Sensitive, and Promotes Optimal Health 






	MEASURABLE

OBJECTIVE


	SPECIFIC ACTIVITIES
	TIME FRAME
	PERSON RESPONSIBLE
	EVALUATION METHOD

(PROCESS)
	EVALUATION METHOD 

(OUTCOME)

	(MUST INCLUDE FOLLOWING) 

Arrange for or provide presenta-tions to MSFW groups including but not limited to the following topics: HIV, STD, communicable diseases, immunizations and vaccine-preventable diseases for children and adults, injury prevention & control, reproductive health, occupational heath, domestic violence, nutrition, alcohol/substance use, etc. 
Provide individual health education to MSFWs on topics tailored to individual needs including but not limited to: topics listed above, and management of chronic disease, perinatal health, mental health, immunization status of children and adults, etc.  


	                 (EXAMPLES)  

Establish and maintain contacts in the community (health educators, translators, farmers/growers, crew leaders, etc.)  

Plan and coordinate health-related presentations

Arrange for appropriate personnel to provide information, including interpreters/ translators  in camps and communities where MSFWs reside and in structured health care settings
	
	
	
	


Applicant: ______________________________________
MSFW HEALTH PROGRAM

WORKPLAN TEMPLATE
GOAL 4:   Provide Primary and Preventative Health Care to Migrant/Seasonal Farmworkers and Their Families.

	MEASURABLE

OBJECTIVE


	SPECIFIC ACTIVITIES


	TIME FRAME


	PERSON RESPONSIBLE


	EVALUATION METHOD

(PROCESS)
	EVALUATION METHOD 

(OUTCOME)

	(MUST INCLUDE FOLLOWING) 

Arrange for or conduct health screenings for risk factors and/or presence of disease for the following:  HIV, STD, TB, acute and chronic conditions, status of Immunizations for children and adults, alcohol and substance abuse, domestic violence and mental health

Arrange for or conduct physical exams to diagnose and treat acute and chronic conditions and provide follow-up and referral as necessary for diagnosed conditions as clinically appropriate  

Provide or collaborate to provide immunizations to at-risk children and adults, as appropriate 
	                (EXAMPLES) 

Conduct in-camp clinics in evenings to provide medical assessment and screening services and arrange referrals as necessary

Set up referral appointments

Arrange for transportation and interpretation/translation, as needed
Provide follow-up including another appointment, filling necessary prescriptions, etc. 
Reminder-recall systems, immunization clinics, health fairs, etc.


	
	
	
	


STATE OF NEW YORK

OFFICE OF THE STATE COMPTROLLER – BUREAU OF CONTRACTS

VENDOR RESPONSIBILITY QUESTIONNAIRE

 Vendor Responsibility Questionnaire

Instructions for Completing the Questionnaire

The New York State Department of Health (NYSDOH) is required to conduct a review of all prospective contractors to provide reasonable assurances that the vendor is responsible.  The attached questionnaire is designed to provide information to assist the NYSDOH in assessing a vendor’s responsibility prior to entering into a contract with the vendor.  Vendor responsibility is determined by a review of each bidder or proposer’s authorization to do business in New York, business integrity, financial and organizational capacity, and performance history.  

Prospective contractors must answer every question contained in this questionnaire.  Each “Yes” response requires additional information.  The vendor must attach a written response that adequately details each affirmative response.  The completed questionnaire and attached responses will become part of the procurement record. 

It is imperative that the person completing the Vendor Responsibility Questionnaire be knowledgeable about the proposing contractor’s business and operations as the questionnaire information must be attested to by an owner or officer of the vendor.  Please read the certification requirement at the end of this questionnaire.  

Please note:  Certain entities are exempt from completing this questionnaire.  These entities should submit only a copy of their organization’s latest audited financial statements.  Exempt organizations include the following:  State Agencies, Counties, Cities, Towns, Villages, School Districts, Community Colleges, Boards of Cooperative Educational Services (BOCES), Vocational Education Extension Boards (VEEBs), Water, Fire, and Sewer Districts, Public Libraries, Water and Soil Districts, Public Benefit Corporations, Public Authorities, and Public Colleges.

STATE OF NEW YORK

OFFICE OF THE STATE COMPTROLLER – BUREAU OF CONTRACTS

VENDOR RESPONSIBILITY QUESTIONNAIRE


FEIN #
	1.  VENDOR IS:     

      
 PRIME CONTRACTOR            SUB-CONTRACTOR   



	2.  VENDOR’S LEGAL BUSINESS NAME

     

	3.  IDENTIFICATION NUMBERS
    a) FEIN # 
    b) DUNS #      

	4.  D/B/A – Doing Business As (if applicable)  & COUNTY FILED: 
     
     

	5. WEBSITE ADDRESS (if applicable) 

     

	6.  ADDRESS OF PRIMARY PLACE OF BUSINESS/EXECUTIVE OFFICE 

     

	7.  TELEPHONE NUMBER

     
	8.  FAX NUMBER

     

	9. ADDRESS OF PRIMARY PLACE OF BUSINESS/EXECUTIVE OFFICE IN NEW YORK STATE, if different from above
     

	10.  TELEPHONE NUMBER

     
	11.  FAX NUMBER

     

	12.  PRIMARY PLACE OF BUSINESS IN NEW YORK STATE IS:

        FORMCHECKBOX 
 Owned
 FORMCHECKBOX 
 Rented
If rented, please provide landlord’s name, address, and telephone number below:

     
	13.
AUTHORIZED CONTACT FOR THIS QUESTIONNAIRE

Name      
Title      
Telephone Number       

Fax Number      
e-mail      

	14.  VENDOR’S BUSINESS ENTITY IS (please check appropriate box and provide additional information):

	a)  FORMCHECKBOX 
 Business Corporation
	Date of Incorporation      
	State of Incorporation*      

	b)  FORMCHECKBOX 
 Sole Proprietor
	Date Established      

	c)  FORMCHECKBOX 
 General Partnership
	Date Established      

	d)  FORMCHECKBOX 
 Not-for-Profit Corporation
	Date of Incorporation      
	State of Incorporation*      
Charities Registration Number       

	e)  FORMCHECKBOX 
 Limited Liability Company (LLC)
	Date Established      

	f)  FORMCHECKBOX 
 Limited Liability Partnership
	Date Established      

	g)  FORMCHECKBOX 
 Other – Specify:      

	Date Established      
	Jurisdiction Filed (if applicable)      

	* If not incorporated in New York State, please provide a copy of authorization to do business in New York.



	15.  PRIMARY BUSINESS ACTIVITY - (Please identify the primary business categories, products or services provided by your business)

	     


	16.  NAME OF WORKERS’ COMPENSATION INSURANCE CARRIER:      

	17.  LIST ALL OF THE VENDOR’S PRINCIPAL OWNERS AND THE THREE OFFICERS WHO DIRECT THE DAILY OPERATIONS OF THE VENDOR (Attach additional pages if necessary): 

	a) NAME (print)

     
	TITLE

     
	b) NAME (print)

     
	TITLE

     

	c) NAME (print)

     
	TITLE

     
	d) NAME (print)

     
	TITLE

     


STATE OF NEW YORK

OFFICE OF THE STATE COMPTROLLER – BUREAU OF CONTRACTS

VENDOR RESPONSIBILITY QUESTIONNAIRE


FEIN # 
A detailed explanation is required for each question answered with a “Yes,” and must be provided as an attachment to the completed questionnaire.  You must provide adequate details or documents to aid the contracting agency in making a determination of vendor responsibility.  Please number each response to match the question number.

	18.
	Is the vendor certified in New York State as a (check please):

 FORMCHECKBOX 
Minority Business Enterprise (MBE) 

 FORMCHECKBOX 
Women’s Business Enterprise (WBE) 

 FORMCHECKBOX 
Disadvantaged Business Enterprise (DBE)?

Please provide a copy of any of the above certifications that apply.
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	19.
	Does the vendor use, or has it used in the past ten (10) years, any other

Business Name, FEIN, or D/B/A other than those listed in items 2-4 above?    

List all other business name(s), Federal Employer Identification Number(s) or any D/B/A names and the dates that these names or numbers were/are in use.  Explain the relationship to the vendor.
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	20.
	Are there any individuals now serving in a managerial or consulting capacity to the vendor, including principal owners and officers, who now serve or in the past three (3) years have served as:
	

	
	a) An elected or appointed public official or officer?

List each individual’s name, business title, the name of the organization and position elected or appointed to, and dates of service.
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	
	b) A full or part-time employee in a New York State agency or as a consultant, in their individual capacity, to any New York State agency?

List each individual’s name, business title or consulting capacity and the New York State agency name, and employment position with applicable service dates.
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	
	c) If yes to item #20b, did this individual perform services related to the solicitation, negotiation, operation and/or administration of public contracts for the contracting agency?
List each individual’s name, business title or consulting capacity and the New York State agency name, and consulting/advisory position with applicable service dates.  List each contract name and assigned NYS number.
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	
	d) An officer of any political party organization in New York State, whether paid or unpaid?

List each individual’s name, business title or consulting capacity and the official political party position held with applicable service dates.
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No


STATE OF NEW YORK

OFFICE OF THE STATE COMPTROLLER – BUREAU OF CONTRACTS

VENDOR RESPONSIBILITY QUESTIONNAIRE

     FEIN # 

	21.
	Within the past five (5) years, has the vendor, any individuals serving in managerial or consulting capacity, principal owners, officers, major stockholder(s) (10% or more of the voting shares for publicly traded companies, 25% or more of the shares for all other companies), affiliate
 or any person involved in the bidding or contracting process:
	

	
	a)
1.
been suspended, debarred or terminated by a local, state or federal authority in connection with a contract or contracting process;

2. been disqualified for cause as a bidder on any permit, license, concession franchise or lease;

3. entered into an agreement to a voluntary exclusion from bidding/contracting;

4. had a bid rejected on a New York State contract for failure to comply with the MacBride Fair Employment Principles;

5. had a low bid rejected on a local, state or federal contract for failure to meet statutory affirmative action or M/WBE requirements on a previously held contract; 

6. had status as a  Women’s Business Enterprise, Minority Business Enterprise or Disadvantaged Business Enterprise denied, de-certified, revoked or forfeited;

7. been subject to an administrative proceeding or civil action seeking specific performance or restitution in connection with any local, state or federal government contract; 

8. been denied an award of a local, state or federal government contract, had a contract suspended or had a contract terminated for non-responsibility; or

9. had a local, state or federal government contract suspended or terminated for cause prior to the completion of the term of the contract?
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	
	been indicted, convicted, received a judgment against them or a grant of immunity for any business-related conduct constituting a crime under local, state or federal law including but not limited to, fraud, extortion, bribery, racketeering, price-fixing, bid collusion or any crime related to truthfulness and/or business conduct?
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No



	
	b) been issued a citation, notice, violation order, or are pending an administrative hearing or proceeding or determination for violations of:

1. federal, state or local health laws, rules or regulations, including but not limited to Occupational Safety & Health Administration (OSHA) or New York State labor law;

2. state or federal environmental laws;

3. unemployment insurance or workers’ compensation coverage or claim requirements;

4. Employee Retirement Income Security Act (ERISA);

5. federal, state or local human rights laws;

6. civil rights laws;

7. federal or state security laws;
	


     FEIN # 

	
	8.    federal Immigration and Naturalization Services (INS) and Alienage laws; 

9.   state or federal anti-trust laws; or

10. charity or consumer laws?

For any of the above, detail the situation(s), the date(s), the name(s), title(s), address(es) of any individuals involved and, if applicable, any contracting agency,  specific details related to the situation(s) and any corrective action(s) taken by the vendor.  
	 

	22.
	In the past three (3) years, has the vendor or its affiliates1 had any claims, judgments, injunctions, liens, fines or penalties secured by any governmental agency?  

Indicate if this is applicable to the submitting vendor or affiliate.  State whether the situation(s) was a claim, judgment, injunction, lien or other with an explanation.  Provide the name(s) and address(es) of the agency, the amount of the original obligation and outstanding balance. If any of these items are open, unsatisfied, indicate the status of each item as “open” or “unsatisfied.” 
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	23.
	Has the vendor (for profit and not-for profit corporations) or its affiliates1, in the past three (3) years, had any governmental audits that revealed material weaknesses in its system of internal controls, compliance with contractual agreements and/or laws and regulations or any material disallowances?

Indicate if this is applicable to the submitting vendor or affiliate.  Detail the type of material weakness found or the situation(s) that gave rise to the disallowance, any corrective action taken by the vendor and the name of the auditing agency.  
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	24.
	Is the vendor exempt from income taxes under the Internal Revenue Code?  

Indicate the reason for the exemption and provide a copy of any supporting information.
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	25.
	During the past three (3) years, has the vendor failed to:
	

	
	a) file returns or pay any applicable federal, state or city taxes?

Identify the taxing jurisdiction, type of tax, liability year(s), and tax liability amount the vendor failed to file/pay and the current status of the liability.
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	
	b) file returns or pay New York State unemployment insurance?

Indicate the years the vendor failed to file/pay the insurance and the current status of the liability.
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	26.
	Have any bankruptcy proceedings been initiated by or against the vendor or its affiliates1 within the past seven (7) years (whether or not closed) or is any bankruptcy proceeding pending by or against the vendor or its affiliates regardless of the date of filing?

Indicate if this is applicable to the submitting vendor or affiliate. If it is an affiliate, include the affiliate’s name and FEIN.  Provide the court name, address and docket number.  Indicate if the proceedings have been initiated, remain pending or have been closed.  If closed, provide the date closed.    
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No


     FEIN # 

	27.
	Is the vendor currently insolvent, or does vendor currently have reason to believe that an involuntary bankruptcy proceeding may be brought against it?

Provide financial information to support the vendor’s current position, for example, Current Ratio, Debt Ratio, Age of Accounts Payable, Cash Flow and any documents that will provide the agency with an understanding of the vendor’s situation.
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	28.
	Has the vendor been a contractor or subcontractor on any contract with any New York State agency in the past five (5) years?

List the agency name, address, and contract effective dates.  Also provide state contract identification number, if known.
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	29.
	In the past five (5) years, has the vendor or any affiliates1:

a) defaulted or been terminated on, or had its surety called upon to complete, any contract (public or private) awarded; 

b) received an overall unsatisfactory performance assessment from any government agency on any contract; or 

c) had any liens or claims over $25,000 filed against the firm which remain undischarged or were unsatisfied for more than 90 days ?

Indicate if this is applicable to the submitting vendor or affiliate.  Detail the situation(s) that gave rise to the negative action, any corrective action taken by the vendor and the name of the contracting agency.
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No


      FEIN # 

State of: 
)




) ss:

County of:  
)

CERTIFICATION:

The undersigned: recognizes that this questionnaire is submitted for the express purpose of assisting the State of New York or its agencies or political subdivisions in making a determination regarding an award of contract or approval of a subcontract; acknowledges that the State or its agencies and political subdivisions may in its discretion, by means which it may choose, verify the truth and accuracy of all statements made herein; acknowledges that intentional submission of false or misleading information may constitute a felony under Penal Law Section 210.40 or a misdemeanor under Penal Law Section 210.35 or Section 210.45, and may also be punishable by a fine and/or imprisonment of up to five years under 18 USC Section 1001 and may result in contract termination; and states that the information submitted in this questionnaire and any attached pages is true, accurate and complete.

The undersigned certifies that he/she:

· has not altered the content of the questions in the questionnaire in any manner;

· has read and understands all of the items contained in the questionnaire and any pages attached by the submitting vendor;

· has supplied full and complete responses to each item therein to the best of his/her knowledge, information and belief;

· is knowledgeable about the submitting vendor’s business and operations;

· understands that New York State will rely on the information supplied in this questionnaire when entering into a contract with the vendor; and

· is under duty to notify the procuring State Agency of any material changes to the vendor’s responses herein prior to the State Comptroller’s approval of the contract.

Name of Business


Signature of Owner/Officer_________________

Address



Printed Name of Signatory

City, State, Zip


Title 

Sworn to before me this ________ day of ______________________________, 20____;

_______________________________________
Notary Public







______________________________________________________







Print Name







______________________________________________________







Signature







______________________________________________________







Date

EXAMPLE
Letter of Interest

and
Letter to Receive RFA Updates and Modifications

(DATE)___________

Thomas P. Carter, PHD

Director, MSFW Health Program

Division of Family Health

NYS Department of Health

ESP Tower Building, Room 890

Albany, New York  12237

                                                                       RE:              RFA FAU #0604030230

                                                                   RFA Title:   Migrant and Seasonal 
                                                                                                 Farmworker Health Program
Dear Mr. Carter: 
This letter is to indicate our interest in the above Request for Applictions (RFA) and to request our organization be placed on the mailing list for any updates, written responses to questions, or amendments to the RFA. Contact information is provided below including fax number and complete mailing address. Thank you.

                            Sincerely,

Contact Person: ______________________

Email Address:   ______________________

Fax Number:       ______________________

Complete Mailing Address:_______________________





_______________________





_______________________





_______________________




























































































































































































































1 "Affiliate" meaning: (a) any entity in which the vendor owns more than 50% of the voting stock; (b) any individual, entity or group of principal owners or officers who own more than 50% of the voting stock of the vendor; or (c) any entity whose voting stock is more than 50% owned by the same individual, entity or group described in clause (b).   In addition, if a vendor owns less than 50% of the voting stock of another entity, but directs or has the right to direct such entity's daily operations, that entity will be an "affiliate" for purposes of this questionnaire.
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