Solicitation Budget Forms 

New York State Department of Health
AIDS Institute

Summary Budget Form

(To be used for Solicitations) 

Contractor:
  








                            


Contract Period:      








 




Federal ID#:
  

















	
	Budget Items
	Amount Requested from AIDS Institute


	
	Third Party Revenue*

Show anticipated use of revenue generated by this contract. (Medicaid and ADAP Plus)

	(A)
	PERSONAL SERVICES
	
	
	

	(B)
	FRINGE BENEFITS
	
	
	

	(C)
	SUPPLIES
	
	
	

	(D)
	TRAVEL
	
	
	

	(E)
	EQUIPMENT
	
	
	

	(F)
	MISCELLANEOUS
	
	
	

	(G)
	SUBCONTRACTORS/CONSULTANTS
	
	
	

	(H)
	ADMINISTRATIVE COSTS
	
	
	

	(I)
	RESTRICTED  Undetermined Budget category. Budget modification required to access these funds.
	
	
	

	TOTAL  (sum  of lines A through I)
	
	

	
	Personal Services Total

Sum of A & B
	
	

	
	OTPS Total

Sum of C through H
	
	


*If applicable to the RFA

Personal Services

Contractor:
  










Contract Period:      








 

Federal ID#:
  













 













Number of hours in full-time agency work week:


(1)

       
                 
           (2)
      
     (3)
             (4)
(5) 
           (6)




	Position Title/Incumbent Name (s)

List only those positions funded from this contract. If salary for position will change during the contract period, use additional lines to show salary levels for each period of time. If additional space is needed, copy this page.

	Hours Worked Per Week

Hours worked per week, regardless of funding source
	Annual Salary

Salary for 12 months, regardless of funding source.
	# of months or pay periods funded on this contract
	% of Effort funded by this contract.
	Amount Requested from AIDS Institute

Col 3 x Col 4 X Col 5

12 mos. or 26pp
	
	Third Party Revenue*

Show anticipated use of revenue generated by this contract. (Medicaid and ADAP Plus)

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	SUBTOTAL
	
	
	
	


*If applicable to the RFA

Fringe Benefits and Position Descriptions

Contractor:
  










Contract Period:      








 

Federal ID#:
  









	FRINGE BENEFITS

1. Does your agency have a federally approved fringe benefit rate?                                                          (  YES                     Approved Rate (%):             _________________

    Contractor must attach a copy of federally approved rate agreement.                                                                                                                Amount Requested($):        _________________

                                                                                                              (  NO                       Complete 2-7 below:
2. Total salary expense based on most recent audited financial statements:                                                                                                                           __________________

3. Total fringe benefits expense based on most recent audited financial statements:                                                                                                              __________________

4. Agency Fringe Benefit Rate: (amount from #3 divided by amount from #2)                                                                                                                                            __________________

5. Date of most recently audited financial statements:                                                                                                                                                               __________________

    Attach a copy of financial pages supporting amounts listed in #2 and #3

6. Requested rate and amount for fringe benefits:                                                                                                                        Rate Requested (%):           ___________________

                                                                                                                                                                                                      Amount Requested ($):        ___________________

7. If the rate requested on this contract exceeds the rate supported by latest audited financials, attach justification.




Position Descriptions
Contractor:








Contract Period:








Federal ID#:







For each position listed on the summary budget page, provide a brief description of the duties supported by this contract.   Contractors with consolidated contracts should indicate the initiative affiliated with the position.  All contractors must have full job descriptions on file and available upon request.
	Title:

Contract Duties: 

Title:

Contract Duties: 

Title:

Contract Duties: 

Title:

Contract Duties: 

Title:

Contract Duties: 

Title:

Contract Duties: 




Subcontracts/Consultants
Contractor:








Contract Period:








Federal ID#:







	SUBCONTRACTS/CONSULTANTS:
Provide a listing of all subcontracts, including consultant contracts, a description of the services to be provided and an estimate of the hours worked and rate per hour, if applicable. If the subcontractor/consultant has not been selected, please indicate “TBA” in the Agency/Name. Contractors are required to use a structured selection process consistent with agency policy and maintain copies of all subcontracts and documentation of the selection process. Line items budgets and workscopes must be submitted for each subcontractor/consultant budget over $10,000.

	Agency/Name


	Description of Services
	Amount
Total: ___________________________




Solicitation 08-0004 
Attachments 

Substance Abuse Initiative

Outreach, HIV Prevention and Primary Care Services for Substance Users

