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Attachment 1
NYS Tobacco Control Multi-Media Research Project
RFP # 0810061143
Cover Sheet
	Name of Bidder (Legal name as it would appear on a contract)

	     

	Mailing Address (Street address, P.O. Box, City, State, ZIP Code)

	     

	Federal Employee Identification Number:                   NYS Charity Registration Number:      

	Person authorized to act as the contact for this firm in matters regarding this proposal:

	Printed Name (First, Last):
	Title:

	     
	     

	3. Telephone number:
	Fax number:

	(   )      
	(   )      

	E-mail:
	

	     
	

	Person authorized to obligate this firm in matters regarding this proposal or the resulting contract:

	Printed Name (First, Last):
	Title:

	     
	     

	Telephone number:
	Fax number:

	(   )      
	(   )      

	E-mail:
	

	     
	

	(CORPORATIONS)  Name/Title of person authorized by the Board of Directors to sign this proposal on behalf of the Board:

	Printed Name (First, Last):
	Title:

	     
	     

	Signature of Bidder or Authorized Representative
	Date:

	
	     


Attachment 2
NYS Tobacco Control Multi-Media Research Project
RFP # 0810061143
Sample Letter of Interest
Patricia A. Bubniak

NYS Tobacco Control Program
NYS Department of Health

ESP Corning Tower Room 710

Albany, NY 12237

Re:  RFP # ________________

Dear Ms. Bubniak:

This letter is to indicate our intent to submit a proposal for the above Request for Proposals (RFP) and to request that our organization be placed on the mailing list for any updates, written responses to questions, or amendments to the RFP.

We understand that in order to automatically receive any RFP updates and/or modifications as well as answers to submitted questions, the Department of Health requires that this letter be received by the NYS Tobacco Control Program by the date stated in the RFP.

Sincerely,

Attachment 3

NEW YORK STATE

DEPARTMENT OF HEALTH

BID FORM

PROCUREMENT TITLE: _______________________________FAU #_____________

Bidder Name:   


Bidder Address:


Bidder Fed ID No:


A. _________________________________bids a total price of  $________________


(Name of Offerer/Bidder)

B. Affirmations & Disclosures related to State Finance Law §§ 139-j & 139-k:

Offerer/Bidder affirms that it understands and agrees to comply with the procedures of the Department of Health relative to permissible contacts (provided below) as required by State Finance Law §139-j (3) and §139-j (6) (b).
Pursuant to State Finance Law §§139-j and 139-k, this Invitation for Bid or Request for Proposal includes and imposes certain restrictions on communications between the Department of Health (DOH) and an Offerer during the procurement process. An Offerer/bidder is restricted from making contacts from the earliest notice of intent to solicit bids/proposals through final award and approval of the Procurement Contract by the DOH and, if applicable, Office of the State Comptroller (“restricted period”) to other than designated staff unless it is a contact that is included among certain statutory exceptions set forth in State Finance Law §139-j(3)(a).  Designated staff, as of the date hereof, is/are identified on the first page of this Invitation for Bid, Request for Proposal, or other solicitation document.  DOH employees are also required to obtain certain information when contacted during the restricted period and make a determination of the responsibility of the Offerer/bidder pursuant to these two statutes.  Certain findings of non-responsibility can result in rejection for contract award and in the event of two findings within a 4 year period, the Offerer/bidder is debarred from obtaining governmental Procurement Contracts.  Further information about these requirements can be found on the Office of General Services Website at: http://www.ogs.state.ny.us/aboutOgs/regulations/defaultAdvisoryCouncil.html

1. Has any Governmental Entity made a finding of non-responsibility regarding the individual or entity seeking to enter into the Procurement Contract in the previous four years?  (Please circle):



No


Yes

If yes, please answer the next questions:

1a.  Was the basis for the finding of  non-responsibility due to a violation of State    Finance Law §139-j  (Please circle):



No


Yes

1b. Was the basis for the finding of  non-responsibility due to the intentional provision of false or incomplete information to a Governmental Entity?  (Please circle):



No


Yes

1c. If you answered yes to any of the above questions, please provide details regarding the finding of non-responsibility below.

Governmental Entity:__________________________________________

Date of Finding of Non-responsibility:  ___________________________

Basis of Finding of Non-Responsibility:  __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

(Add additional pages as necessary)

2a. Has any Governmental Entity or other governmental agency terminated or withheld a Procurement Contract with the above-named individual or entity due to the intentional provision of false or incomplete information?  (Please circle):



No
Yes

2b. If yes, please provide details below.

Governmental Entity:  _______________________________________

Date of Termination or Withholding of Contract:  _________________

Basis of Termination or Withholding:       __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

(Add additional pages as necessary)

C. Offerer/Bidder certifies that all information provided to the Department of Health with respect to State Finance Law §139-k is complete, true and accurate.

D. Offerer/Bidder agrees to provide the following documentation either with their submitted bid/proposal or upon award as indicated below:
With Bid
Upon Award

(
(
1.  A completed N.Y.S Taxation and Finance Contractor Certification Form ST-220.

(
(

2.  A completed N.Y.S. Office of the State Comptroller Vendor Responsibility Questionnaire (for procurements greater than or equal to $100,000)
(
(
 3. A completed State Consultant Services Form A, Contractor's Planned Employment From Contract Start Date through End of Contract Term
-----------------------------------------------------------------------------------------------------------

________________________________________
___________________________________

(Officer Signature)




          
          (Date)

_________________________________________
___________________________________

(Officer Title)






      (Telephone)

____________________________________

(e-mail Address)

NEW YORK STATE

DEPARTMENT OF HEALTH

NO-BID FORM

PROCUREMENT TITLE: _______________________________FAU #_____________

Bidders choosing not to bid are requested to complete the portion of the form below:

· We do not provide the requested services.  Please remove our firm from your mailing list

· We are unable to bid at this time because:

________________________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

· Please retain our firm on your mailing list.

________________________________________________________________________________

(Firm Name)

_________________________________________________________________________




(Officer Signature)




          (Date)

_________________________________________________________________________




(Officer Title)





      (Telephone)

__________________________________

(e-mail Address)

FAILURE TO RESPOND TO BID INVITATIONS MAY RESULT IN YOUR FIRM BEING REMOVED FROM OUR MAILING LIST FOR THIS SERVICE. 

Attachment 4

NYS Tobacco Control Multi-Media Research Project
RFP # 0810061143

Cost Proposal

Please provide a breakdown of annual costs for years 1-3 of the project along with a total cost per year and a total cost of Years 1-3.
	Cost Proposal

	Year One Total Project Cost
	

	Year Two Total Project Cost
	

	Year Three Total Project Cost
	

	Total Cost Proposal
(Years 1-3)
	


The hourly rates must be inclusive of all costs including salaries, fringe benefits, administrative costs, overhead, travel, presentation costs and profit (use additional sheets as necessary).  

Include the title and composite hourly rate for each staff person that will work on the project.

The total bid price must reflect all costs for the full term of the contract.
Staff Listing



Hourly

No. Hours

Total Cost

(list separately by title)

 Rate
        X

on Project
=
 per Staff
Attachment 5

NYS Tobacco Control Multi-Media Research Project
RFP # 0810061143
No Tobacco Status

The organization does not have any affiliation* or contractual relationship with any tobacco company, its affiliates, its subsidiaries or its parent company. Subcontractors should meet the same requirements as the principal contract holder and be approved by DOH.

* Affiliation:

· being employed by or contracted to any tobacco company, association or any other agents known by you to be acting for tobacco companies or associations;

· receiving honoraria, travel, conference or other financial support from any tobacco company, association or any other agents known by you to be acting for or in service of tobacco companies or associations;

· receiving direct or indirect financial support for research, education or other services from a tobacco company, association or any agent acting for or in service of such companies or associations, and;

· owning a patent or proprietary interest in a technology or process for the consumption of tobacco or other tobacco use related products or initiatives. 

Name of Organization:  ____________________________________

Name:  ____________________________________

Signature:  _________________________________  Date:  __________________

Attachment 6

NYS Tobacco Control Multi-Media Research Project
RFP # 0810061143
Client List

(landscape document)

Attachment 7

NYS Tobacco Control Multi-Media Research Project
RFP # 0810061143
Creative Samples


Provide a brief description of each item below.

	Campaign Name:
	

	Objective
	

	Target Audience
	

	Creative Strategy
	

	Evaluation Conducted 
	

	Results 
	

	Creative Team
	


Attachment 8

NYS Tobacco Control Multi-Media Research Project
RFP # 0810061143
Creative Samples


Provide a brief description of each item below.

	Campaign Name:
	

	Objective
	

	Target Audience
	

	Creative Strategy
	

	Evaluation Conducted 
	

	Results 
	

	Creative Team
	


Attachment 9
NYS Tobacco Control Multi-Media Research Project
RFP # 0810061143
Checklist for Proposal Submission

Bidder Name:  _______________________________

· The Technical Proposal and the Financial Proposal are packaged in separate, sealed marked envelopes.

· Signed original plus five (5) additional copies of the Technical and Financial proposals are enclosed.
· Statement of no tobacco status
· Cover page with specified information

· Information on Organization Experience and Capacity and Program Activities as specified in the instructions for completing the technical proposal

· Resumes of key staff (which will be considered an appendix) 
· Cost Proposal includes
· Cost Sheet with specified information for each year of the contract.
· Completed Bid Form 
· Vendor Responsibility Attestation

· Proof of financial stability in the form of audited financial statements, Dunn and Bradstreet reports, etc.

· Evidence of NYS Department of State Registration

· Certificate of Incorporation, together with any and all amendments thereto; Partnership Agreement; or other relevant business organizational documents, as applicable.
· Form ST-220-CA (NYS Department of Taxation and Finance Contractor Certification) 

· State Consultant Services Form A 
 Attachment 10

Contract Boilerplate (PDF)
 Attachment 11
Vendor Responsibility Attestation

To comply with the Vendor Responsibility Requirements outlined in Section E, Administrative, 8. Vendor Responsibility Questionnaire, I hereby certify:

Choose one:


An on-line Vender Responsibility Questionnaire has been updated or created at OSC's website: https://portal.osc.state.ny.us within the last six months.


A hard copy Vendor Responsibility Questionnaire is included with this proposal/bid and is dated within the last six months.  



A Vendor Responsibility Questionnaire is not required due to an exempt status.  Exemptions include governmental entities, public authorities, public colleges and universities, public benefit corporations, and Indian Nations.

Signature of Organization Official:










Print/type Name:












Title:














Organization:













Date Signed:







Attachments 12 and 13
(PDF)
9) State Consultant Services Form A, Contractor's Planned Employment from Contract Start Date through End of Contract Term

10) State Consultant Services Form B, Contractor's Annual Employment Report
Instructions

State Consultant Services

Form A: Contractor’s Planned Employment

And

Form B: Contractor’s Annual Employment Report

Form A: 
This report must be completed before work begins on a contract.  Typically it is completed as a part of the original bid proposal.  The report is submitted only to the soliciting agency who will in turn submit the report to the NYS Office of the State Comptroller.

Form B:
This report must be completed annually for the period April 1 through March 31.  The report must be submitted by May 15th of each year to the following three addresses:

1. the designated payment office (DPO) outlined in the consulting contract.

2. NYS Office of the State Comptroller

Bureau of Contracts

110 State Street, 11th Floor

Albany, NY 12236

Attn: Consultant Reporting

or via fax to –

(518) 474-8030 or (518) 473-8808

3. NYS Department of Civil Service

Alfred E. Smith Office Building

Albany, NY 12239

Attn: Consultant Reporting

Completing the Reports:

Scope of Contract (Form B only): a general classification of the single category that best fits the predominate nature of the services provided under the contract.

Employment Category: the specific occupation(s), as listed in the O*NET occupational classification system, which best describe the employees providing services under the contract.  Access the O*NET database, which is available through the US Department of Labor’s Employment and Training Administration, on-line at online.onetcenter.org to find a list of occupations.)

Number of Employees: the total number of employees in the employment category employed to provide services under the contract during the Report Period, including part time employees and employees of subcontractors.

Number of hours (to be) worked: for Form A, the total number of hours to be worked, and for Form B, the total number of hours worked during the Report Period by the employees in the employment category.

Amount Payable under the Contract: the total amount paid or payable by the State to the State contractor under the contract, for work by the employees in the employment category, for services provided during the Report Period.





[image: image1]

Contractor’s Planned Employment

From Contract Start Date through End of Contract Term


[image: image2]
	Employment Category
	Number of Employees
	Number of Hours to be Worked
	Amount Payable Under the Contract

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Totals this page:
	0
	0
	$  0.00

	Grand Total:
	0
	0
	$  0.00


Name of person who prepared this report:

Title:






Phone #:

Preparer’s signature:

Date Prepared:     /     /



Page      of    








(use additional pages if necessary)





[image: image3]
Contractor’s Annual Employment Report

Report Period:  April 1, ____ to March 31, ____



[image: image4]
Scope of Contract (Chose one that best fits):

	Analysis
	Evaluation
	Research

	Training
	Data Processing
	Computer Programming

	Other IT Consulting
	Engineering
	Architect Services

	Surveying 
	Environmental Services
	Health Services

	Mental Health Services
	Accounting
	Auditing

	Paralegal
	Legal
	Other Consulting


	Employment Category
	Number of Employees
	Number of Hours to be Worked
	Amount Payable Under the Contract

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Totals this page:
	0
	0
	$  0.00

	Grand Total:
	0
	0
	$  0.00


Name of person who prepared this report:

Title:






Phone #:

Preparer’s signature:

Date Prepared:     /     /



Page      of    








(use additional pages if necessary)

Attachment 14
N.Y.S Taxation and Finance 
Contractor Certification Form ST-220TD
(PDF)
Attachment 15
N.Y.S Taxation and Finance 
Contractor Certification Form ST-220CA
(PDF)

Attachment 16

New York State Department of Health

M/WBE Procurement Forms
The following forms are required to maintain maximum participation in M/WBE procurement and contracting:

1.
Bidders Proposed M/WBE Utilization Form 

2.
Minority Owned Business Enterprise Information

3.
Women Owned Business Enterprise Information

4.
Subcontracting Utilization Form

5
M/WBE Letter of Intent to Participate

6.
M/WBE Staffing Plan

New York State Department of Health
BIDDERS PROPOSED  M/WBE UTILIZATION PLAN

	Bidder Name:       

	RFP Title:       
	RFP Number
      


Description of Plan to Meet M/WBE Goals

	     


PROJECTED M/WBE USAGE     
	
	%
	Amount

	1.     Total Dollar Value of  Proposal Bid
	100
	$                    

	2.     MBE Goal Applied to the Contract
	    
	$                    

	3.     WBE Goal Applied to the Contract
	    
	$                    

	4.     M/WBE Combined Totals
	    
	$                    


New York State Department of Health
MINORITY OWNED BUSINESS ENTERPRISE (MBE) INFORMATION

In order to achieve the MBE Goals, bidder expects to subcontract with New York State certified MINORITY-OWNED entities as follows: 

	MBE Firm

(Exactly as Registered)
	Description of Work (Products/Services)  [MBE]
	Projected MBE Dollar Amount



	Name

     
Address

     
City, State, ZIP

     
Employer I.D.
     
Telephone Number

(   )     -     
	     
	$                


	Name

     
Address

     
City, State, ZIP

     
Employer I.D.
     
Telephone Number

(   )     -     
	     
	$                


	Name

     
Address

     
City, State, ZIP

     
Employer I.D.
     
Telephone Number

(   )     -     
	     
	$                



New York State Department of Health
WOMEN OWNED BUSINESS ENTERPRISE (WBE) INFORMATION

 In order to achieve the WBE Goals, bidder expects to subcontract with New York State certified WOMEN-OWNED entities as follows: 

	WBE Firm

(Exactly as Registered)
	Description of Work (Products/Services)  [WBE]
	Projected WBE Dollar Amount



	Name

     
Address

     
City, State, ZIP

     
Employer I.D.
     
Telephone Number

(   )     -     
	     
	$                


	Name

     
Address

     
City, State, ZIP

     
Employer I.D.
     
Telephone Number

(   )     -     
	     
	$                


	Name

     
Address

     
City, State, ZIP

     
Employer I.D.
     
Telephone Number

(   )     -     
	     
	$                



New York State Department of Health

SUBCONTRACTING UTILIZATION FORM

Agency Contract:______________________________________  Telephone:______________________

Contract Number:______________________________________  

Dollar Value:____________________

Date Bid:________________  Date Let:__________________  Completion Date:___________________

Contract Awardee/Recipient:___________________________________

                                                   Name

                                              _____________________________________________________________

                                                   Address

                                              _____________________________________________________________

                                                   Telephone

Description of Contract/Project Location:     ___________________________________________________

Subcontractors Purchase with Majority Vendors:

Participation Goals Anticipated:________________ % MBE __________________% WBE

Participation Goals Achieved:   ________________ % MBE __________________% WBE

Subcontractors/Suppliers:

	Firm Name

and City
	Description of

Work
	Dollar

Value
	Date of

Subcontract
	Identify if

MBE or WBE or

NYS Certified

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


	Contractor’s Agreement: My firm proposes to use the MBEs listed on this form

	Prepared By:

(Signature of Contractor)

	Print Contractor’s Name:
	Telephone #:
	Date:

	Grant Recipient Affirmative Action Officer Signature (If applicable):



	FOR OFFICE USE ONLY

	Reviewed: By:


	Date:

	M/WBE Firms Certified:_______________                      Not Certified:_____________________



	CBO:_______________                          MCBO:_____________________




New York State Department of Health

MWBE ONLY

MWBE SUBCONTRACTORS AND SUPPLIERS

LETTER OF INTENT TO PARTICIPATE

To: ________________________________   Federal ID Number: ________________

        (Name of Contractor)

Proposal/ Contract Number: _______________________

Contract Scope of Work: ______________________________________________________

The undersigned intends to perform services or provide material, supplies or equipment as:_________________________________
__________________________________________________________________

Name of MWBE: ________________________________________________________

Address: ______________________________________________________________

Federal ID Number: _____________________________________________________

Telephone Number: _____________________________________________________

Designation:



MBE - Subcontractor

  Joint venture with:



WBE - Subcontractor

  Name: _________________________



MBE - Supplier

  
  Address: _______________________




 




__________________________


WBE - Supplier


  

Fed ID Number: __________________







              MBE              







              WBE       




               

Are you New York State Certified MWBE?  _____________Yes    _____________No

The undersigned is prepared to perform the following work or services or supply the following materials, supplies or equipment in connection with the above proposal/contract.   (Specify in detail the particular items of work or services to be performed or the materials to be supplied): ___________________

______________________________________________________________________

at the following price: $ _____________________________

The contractor proposes, and the undersigned agrees to, the following beginning and completion dates for such work.

Date Proposal/ Contract to be started: _______________________________________

Date Proposal/ Contract to be Completed: _____________________________________

Date Supplies ordered: __________________________   Delivery Date: __________

The above work will not further subcontracted without the express written permission of the contractor and notification of the Office.   The undersigned will enter into a formal agreement for the above work with the contractor ONLY upon the Contractor’s execution of a contract with the Office.

____________________

______________________________________

Date                                                                                  Signature of M/WBE Contractor                    

___________________________________                                       

Printed/Typed Name of M/WBE Contractor

INSTRUCTIONS FOR M/WBE SUBCONTRACTORS AND SUPPLIERS LETTER OF INTENT TO PARTICIPATE


This form is to be submitted with bid attached to the Subcontractor’s Information Form in a sealed envelope for each certified Minority or Women-Owned Business enterprise the Bidder/Awardee/Contractor proposes to utilize as subcontractors, service providers or suppliers.


If the MBE or WBE proposed for portion of this proposal/contract is part of a joint or other temporarily-formed business entity of independent business entities, the name and address of the joint venture or temporarily-formed business should be indicated.

Page 2

New York State Department of Health

M/WBE STAFFING PLAN
Check applicable categories:
(   Project Staff
(   Consultants
(   Subcontractors

Contractor Name_________________________________________________________________
Address _________________________________________________________________    

 _________________________________________________________________

	
	Total
	Male
	Female
	Black
	Hispanic
	Asian/

Pacific

Islander
	Other

	STAFF
	
	
	
	
	
	
	

	Administrators
	
	
	
	
	
	
	

	Managers/Supervisors
	
	
	
	
	
	
	

	Professionals
	
	
	
	
	
	
	

	Technicians
	
	
	
	
	
	
	

	Clerical
	
	
	
	
	
	
	

	Craft/Maintenance
	
	
	
	
	
	
	

	Operatives
	
	
	
	
	
	
	

	Laborers
	
	
	
	
	
	
	

	Public Assistance Recipients
	
	
	
	
	
	
	

	TOTAL
	
	
	
	
	
	
	


____________________________________________     

(Name and Title)                                                                                                                  

____________________________________________

Date
State Consultant Services


FORM A








OSC Use Only  


Reporting Code:


Category Code:


Date Contract Approved:





New York State Department of Health		Agency Code 12000


Contractor Name:					Contract Number:





Contract Start Date:    /      /			Contract End Date:     /      /





OSC Use Only  


Reporting Code:


Category Code:





State Consultant Services


FORM B








New York State Department of Health		Agency Code 12000


Contract Number:


Contract Start Date:    /      /			Contract End Date:     /      /


Contractor Name:


Contractor Address:





Description of Services Being Provided: 








PAGE  
21

