Attachment 5

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:


M/WBE Form#1: Bidder's M/WBE Utilization Plan 

M/WBE Form#2: M/WBE Waiver Request

M/WBE Form#3: QUARTERLY UPDATE - M/WBE CONTRACTOR COMPLIANCE & PAYMENT Report

M/WBE Form#4: M/WBE Staffing Plan

M/WBE Form#5: Equal Employment Policy Statement - Sample

M/WBE Form#6: M/WBE Workforce Employment Utilization Report






















- M/WBE Form #1 -
New York State Department of Health

BIDDER/CONTRACTOR M/WBE UTILIZATION PLAN


	
[bookmark: Text1]Bidder/Contractor Name:       

	Vendor ID:
	Telephone No.

	
[bookmark: Text2]RFP/Contract Title:       
	RFP/Contract No.
[bookmark: Text10]      




Description of Plan to Meet M/WBE Goals
	
     



PROJECTED M/WBE USAGE     
	
	%
	Amount

	
1.     Total Dollar Value of  Proposal Bid
	100
	[bookmark: Text24]$                    

	
2.     MBE Goal Applied to the Contract
	    
	$                    

	
3.     WBE Goal Applied to the Contract
	    
	$                    

	
4.     M/WBE Combined Totals
	    
	$                    
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New York State Department of Health
BIDDER/CONTRACTOR PROPOSED  M/WBE UTILIZATION PLAN

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
[bookmark: Text26]     

Address
[bookmark: Text27]     

City, State, ZIP
[bookmark: Text28]     

Employer I.D.
[bookmark: Text29]     

Telephone Number
[bookmark: Text30][bookmark: Text31][bookmark: Text32](   )     -     
	
     
	
[bookmark: Text33]$                









	Name
     

Address
     

City, State, ZIP
     

Employer I.D.
     

Telephone Number
(   )     -     
	
     
	
$                









	Name
     

Address
     

City, State, ZIP
     

Employer I.D.
     

Telephone Number
(   )     -     
	
     
	
$                
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New York State Department of Health
BIDDER/CONTRACTOR PROPOSED  M/WBE UTILIZATION PLAN

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
(   )     -     
	
     
	
$                
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- M/WBE Form #2 -
New York State Department of Health

M/WBE UTILIZATION WAIVER REQUEST


	
Bidder/Contractor Name:       

	Vendor ID:
	Telephone No.

	
RFP/Contract Title:       
	RFP/Contract No.
      




Explanation why Bidder/Contractor is unable to meet M/WBE goals for this project.:
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________

Include attachments below to evidence good faith efforts:
· Attachment A.  List of the general circulation, trade and MWBE-oriented publications and dates of publications soliciting for certified MWBE participation as a subcontractor/supplier and copies of such solicitation. 
· Attachment B.  List of the certified MWBEs appearing in the Empire State Development MWBE directory that were solicited for this contract.  Provide proof of dates or copies of the solicitations and copies of the responses made by the certified MWBEs. Describe specific reasons that responding certified MWBEs were not selected.
· Attachment C.  Descriptions of the contract documents/plans/specifications made available to certified MWBEs by the contractor when soliciting their participation and steps taken to structure the scope of work for the purpose of subcontracting with or obtaining supplies from certified MWBEs. 
· Attachment D.  Description of the negotiations between the contractor and certified MWBEs for the purposes of complying with the MWBE goals of this contract. 
· Attachment E.  Identify dates of any pre-bid, pre-award or other meetings attended by contractor, if any, scheduled by OGS with certified MWBEs whom OGS determined were capable of fulfilling the MWBE goals set in the contract.
· Attachment F.  Other information deemed relevant to the request.  
Section 4:   Signature and Contact Information
By signing and submitting this form, the contractor certifies that a good faith effort has been made to promote MWBE participation pursuant to the MWBE requirements set forth under the contract.  Failure to submit complete and accurate information may result in a finding of noncompliance, non-responsibility, and a suspension or termination of the contract.
 



Submitted by : _________________________  Title:_________________
___________________
Signature

- M/WBE Form #3 -
New York State Department of Health
QUARTERLY UPDATE
M/WBE CONTRACTOR COMPLIANCE & PAYMENT REPORT


	
Contractor Name:       

	
Contract Title:       
	Contract No.
      



TOTAL PROJECTED M/WBE USAGE   (from original M/WBE Utilization Plan)  
	
	%
	Amount

	
1.     Total Dollar Value Contract
	100
	$                    

	
2.     Planned MBE Goal Applied to the Contract
	    
	$                    

	
3.     Planned WBE Goal Applied to the Contract
	    
	$                    

	
4.     M/WBE Combined Totals
	    
	$                    



 ACTUAL M/WBE USAGE* AS OF ____________________ (insert date)   
	
	%
	Amount

	
1.     Total Dollar Value Completed to date
	100
	$                    

	
2.     MBE Utilization to date
	    
	$                    

	
3.     WBE Utilization to date
	    
	$                    

	
4.     M/WBE Combined Utilization to date
	    
	$                    



* Report usage from contract start date to quarterly end-date inserted above.


Explain any deficiencies in attaining M/WBE goals in the space below:











Submitted by : _________________________  Title:_________________
___________________
Signature





[bookmark: _GoBack]
- M/WBE Form #4 -
New York State Department of Health
M/WBE STAFFING PLAN

Check applicable categories:	Project Staff	   Consultants							Subcontractors

Contractor Name_________________________________________________________________________

Address _________________________________________________________________          _________________________________________________________________
	STAFF
	

Total
	

Male
	

Female
	

Black
	

Hispanic
	Asian/
Pacific
Islander
	

Other

	
Administrators
	
	
	
	
	
	
	

	
Managers/Supervisors
	
	
	
	
	
	
	

	
Professionals
	
	
	
	
	
	
	

	
Technicians
	
	
	
	
	
	
	

	
Clerical
	
	
	
	
	
	
	

	
Craft/Maintenance
	
	
	
	
	
	
	

	
Operatives
	
	
	
	
	
	
	

	
Laborers
	
	
	
	
	
	
	

	
Public Assistance Recipients
	
	
	
	
	
	
	

	
TOTAL
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	




____________________________________________     
(Name and Title)                                                                                                                  
____________________________________________     
(Signature)             

____________________
Date

- M/WBE Form #5 -
MINORITY AND WOMEN-OWNED BUSINESS ENTERPRISES – EQUAL
 EMPLOYMENT OPPORTUNITY POLICY STATEMENT

M/WBE AND EEO POLICY STATEMENT

I, _________________________, the (awardee/contractor)____________________ agree to adopt the following policies with respect to the project being developed or services rendered at __________________________________________________________________________________

	
M/WBE



	
EEO





 

This organization will and will cause its contractors and subcontractors to take good faith actions to achieve the M/WBE contract participations goals set by the State for that area in which the State-funded project is located, by taking the following steps:  

(1) Actively and affirmatively solicit bids for contracts and subcontracts from qualified State certified MBEs or WBEs, including solicitations to M/WBE contractor associations.
(2) Request a list of State-certified M/WBEs from AGENCY and solicit bids from them directly.
(3) Ensure that plans, specifications, request for proposals and other documents used to secure bids will be made available in sufficient time for review by prospective M/WBEs.
(4) Where feasible, divide the work into smaller portions to enhanced participations by M/WBEs and encourage the formation of joint venture and other partnerships among M/WBE contractors to enhance their participation.
(5) Document and maintain records of bid solicitation, including those to M/WBEs and the results thereof.  Contractor will also maintain records of actions that its subcontractors have taken toward meeting M/WBE contract participation goals.
(6) Ensure that progress payments to M/WBEs are made on a timely basis so that undue financial hardship is avoided, and that bonding and other credit requirements are waived or appropriate alternatives developed to encourage M/WBE participation.						












_________________________________________________
Name & Title

_________________________________________________
Signature & Date
(a) This organization will not discriminate against any employee or applicant for employment because of race, creed, color, national origin, sex, age, disability or marital status, will undertake or continue existing programs of affirmative action to ensure that minority group members are afforded equal employment opportunities without discrimination, and shall make and document its conscientious and active efforts to employ and utilize minority group members and women in its work force on state contracts.
 (b)This organization shall state in all solicitation or advertisements for employees that in the performance of the State contract all qualified applicants will be afforded equal employment opportunities without discrimination because of race, creed, color, national origin, sex disability or marital status.
(c) At the request of the contracting agency, this organization shall request each employment agency, labor union, or authorized representative will not discriminate on the basis of race, creed, color, national origin, sex, age, disability or marital status and that such union or representative will affirmatively cooperate in the implementation of this organization’s obligations herein.  
(d) Contractor shall comply with the provisions of the Human Rights Law, all other State and Federal statutory and constitutional non-discrimination provisions.  Contractor and subcontractors shall not discriminate against any employee or applicant for employment because of race, creed (religion), color, sex, national origin, sexual orientation, military status, age, disability, predisposing genetic characteristic, marital status or domestic violence victim status, and shall also follow the requirements of the Human Rights Law with regard to non-discrimination on the basis of prior criminal conviction and prior arrest.
(e) This organization will include the provisions of sections (a) through (d) of this agreement in every subcontract in such a manner that the requirements of the subdivisions will be binding upon each subcontractor as to work in connection with the State contract.





- M/WBE Form #6 -
New York State Department of Health
WORKFORCE EMPLOYMENT UTILIZATION REPORT

Check applicable categories:	Project Staff	   Consultants							Subcontractors

Contractor Name____________________________ Contract #___________________


Staff Used on Contract for the quarter   /  /   to   /  /__  
	STAFF
	

Total
	

Male
	

Female
	

Black
	

Hispanic
	Asian/
Pacific
Islander
	

Other

	
Administrators
	
	
	
	
	
	
	

	
Managers/Supervisors
	
	
	
	
	
	
	

	
Professionals
	
	
	
	
	
	
	

	
Technicians
	
	
	
	
	
	
	

	
Clerical
	
	
	
	
	
	
	

	
Craft/Maintenance
	
	
	
	
	
	
	

	
Operatives
	
	
	
	
	
	
	

	
Laborers
	
	
	
	
	
	
	

	
Public Assistance Recipients
	
	
	
	
	
	
	

	
TOTAL
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	



Explain variances from original staffing plan submitted in the space below:



____________________________________________     
(Name and Title)                                                                                                                  
____________________________________________     
(Signature)             

____________________
Date






