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Division for Regional and Local Health Services

FY 2012 Request for Local Public Health Services (LPHS)


Contents

1) FY12 Funding Notification Letter

2) Form A – Face Page

3) Contact Information Form 
4) Exhibit A Project Service Delivery Plan

5) Template - FY12 LPHS Project Service Delivery Plan Final Performance Report  
Contract documents are due to DSHS on or before 
August 12, 2011 by 5:00 p.m. @ via email 
Ms. Elma Medina 
Contract Management Unit

Division for Regional and Local Health Services

Texas Department of State Health Services

P.O. Box 149347, Mail Code 1908
Austin, TX 78714-9347

and email LocalPHTeam@dshs.state.tx.us
Please contact Ms. Medina at (512) 776-2181 or 776-7770 for assistance in completing the FY12 RLSS/LPHS contract documents.
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Division for Regional and Local Health Services

FY 2012 Local Public Health Services

FORM A - FACE PAGE

This form requests basic information about the respondent and project, including the signature of the authorized representative.  

	RESPONDENT INFORMATION

	1)  LEGAL NAME:
	     

	2)  MAILING Address Information (include mailing address, street, city, county, state and zip code):
	
	

	
	     
     
     

	3)  PAYEE Mailing Address (if different from above):
	
	

	
	     
     
     

	4)  Federal Tax ID No. (9 digit), State of Texas Comptroller Vendor ID No. (14 digit) or if an individual, Social Security Number (9 digit) :  
	     

	*The vendor acknowledges, understands and agrees that the vendor's choice to use a social security number as the vendor identification number for the contract, may result in the social security number being made public via state open records requests.

	5)  TYPE OF ENTITY (check all that apply): 

	
	 FORMCHECKBOX 

	City
	 FORMCHECKBOX 

	Nonprofit Organization*
	 FORMCHECKBOX 

	Individual

	
	 FORMCHECKBOX 

	Regions/Counties/LHD
	 FORMCHECKBOX 

	For Profit Organization*
	 FORMCHECKBOX 

	FQHC

	
	 FORMCHECKBOX 

	Other Political Subdivision
	 FORMCHECKBOX 

	HUB Certified
	 FORMCHECKBOX 

	State Controlled Institution of Higher Learning

	
	 FORMCHECKBOX 

	State Agency
	 FORMCHECKBOX 

	Community-Based Organization
	 FORMCHECKBOX 

	Hospital

	
	 FORMCHECKBOX 

	Indian Tribe
	 FORMCHECKBOX 

	Minority Organization
	 FORMCHECKBOX 

	Private
	

	
	
	
	 FORMCHECKBOX 

	Faith-based Organization
	 FORMCHECKBOX 

	Other (specify):
	     
	

	*If incorporated, provide 10-digit charter number assigned by Secretary of State:
	     
	

	6)  COUNTIES OR REGION SERVED BY PROJECT:
	

	
	See attached County/Region list.

	7)  PROJECT CONTACT PERSON
	
	CHECK FUNDING APPLYING FOR:

	

Name:
     


Phone:
     


Fax:
     


E-mail:
     
	
	
	
	    LPHS

	$________________


	The facts affirmed by me in this application are truthful and I warrant that the applicant is in compliance with the assurances and certifications attached in FORM E, and will provide services in accordance with 25 Texas Administrative Code, §§37.51-37.65. This document has been duly authorized by the governing body of the applicant and I (the person signing below) am authorized to represent the applicant.

	8) AUTHORIZED REPRESENTATIVE
	  
	9)  SIGNATURE OF AUTHORIZED REPRESENTATIVE

	
	Name:

Title:

Phone:

Fax:

E-mail:
	     
     
     
     
     
	

	
	
	
	10)  DATE 



	
	
	
	
	


*Form A – FACE PAGE must be faxed with signature to (512) 776 7154

GENERAL INSTRUCTIONS FOR THE FACE PAGE

This form provides basic information about the applicant and the proposed project with the Department of State Health Services (DSHS), including the signature of the authorized representative.  It is the cover page of the proposal and is required to be completed.  Signature affirms that the facts contained in the applicant’s response are truthful and that the applicant is in compliance with the assurances and certifications contained in FORM E:  DSHS Assurances and Certifications and acknowledges that continued compliance is a condition for the award of a contract.  Please follow the instructions below to complete the face page form and return with the applicant’s proposal.

1)
LEGAL NAME - Enter the legal name of the applicant.

2)
MAILING ADDRESS INFORMATION - Enter the applicant’s complete street and mailing address, city, county, state, and zip code.

3)  PAYEE MAILING ADDRESS - Payee – Entity involved in a contractual relationship with applicant to receive  payment for services rendered by applicant and to maintain the accounting records for the contract; i.e., fiscal agent. Enter the PAYEE’s name and mailing address if PAYEE is different from the applicant. The PAYEE is the corporation, entity or vendor who will be receiving payments.

4)  FEDERAL TAX ID/STATE OF TEXAS COMPTROLLER VENDOR ID/SOCIAL SECURITY NUMBER - Enter the Federal Tax Identification Number (9-digit) or the Vendor Identification Number assigned by the Texas State Comptroller (14-digit). *The vendor acknowledges, understands and agrees that the vendor's choice to use a social security number as the vendor identification number for the contract, may result in the social security number being made public via state open records requests.

5)
TYPE OF ENTITY - The type of entity is defined by the Secretary of State and/or the Texas State Comptroller.  Check all appropriate boxes that apply.  


HUB is defined as a corporation, sole proprietorship, or joint venture formed for the purpose of making a profit in which at least 51% of all classes of the shares of stock or other equitable securities are owned by one or more persons who have been historically underutilized (economically disadvantaged) because of their identification as members of certain groups: Black American, Hispanic American, Asian Pacific American, Native American, and Women.  The HUB must be certified by the Texas Building and Procurement Commission or another entity.


MINORITY ORGANIZATION is defined as an organization in which the Board of Directors is made up of 50% racial or ethnic minority members. 


If a Non-Profit Corporation or For-Profit Corporation, provide the 10-digit charter number assigned by the Secretary of State.

6)
COUNTIES SERVED BY PROJECT - Enter the proposed counties or region to be served by the project.

7)
PROJECT CONTACT PERSON - Enter the name, phone, fax, and e-mail address of the person responsible for the proposed project.

8)
AUTHORIZED REPRESENTATIVE - Enter the name, title, phone, fax, and e-mail address of the person authorized to represent the applicant.  Check the “Check if change” box if the authorized representative is different from previous submission to DSHS.

9)
SIGNATURE OF AUTHORIZED REPRESENTATIVE - The person authorized to represent the applicant must  sign in this blank.

10)  DATE - Enter the date the authorized representative signed this form.

Division for Regional and Local Health Services

FY 2012 Local Public Health Services

Program Contact Information 

 Contract Term:  September 1, 2011 through August 31, 2012
	Legal Name of Applicant:
	     


This form provides information about appropriate program contacts in the applicant’s organization.  If any of the contact information changes during the term of the contract, please send written notification to Regional and Local Health Service, 1100 W. 49th Street, T608, Austin, TX  78756, or email to LocalPHTeam@dshs.state.tx.us .

	Director

	Contact:
	     
	
	Mailing Address (street, city, county, state, & zip):

	Title:
	     
	
	     
	

	Phone:
	     
	
	     
	

	Fax:
	     
	
	     
	

	E-mail:
	     
	
	     
	

	

	Financial Manager



	Contact:
	     
	
	Mailing Address (street, city, county, state, & zip):

	Title:
	     
	
	     
	

	Phone:
	     
	
	     
	

	Fax:
	     
	
	     
	

	E-mail:
	     
	
	     
	

	

	Contract Coordinator



	Contact:
	     
	
	Mailing Address (street, city, county, state, & zip):

	Title:
	     
	
	     
	

	Phone:
	     
	
	     
	

	Fax:
	     
	
	     
	

	E-mail:
	     
	
	     
	

	

	Additional Staff

	Contact:
	     
	
	Mailing Address (street, city, county, state, & zip):

	Title:
	     
	
	     
	

	Phone:
	     
	
	     
	

	Fax:
	     
	
	     
	

	E-mail:
	     
	
	     
	

	

	Additional Staff

	Contact:
	     
	
	Mailing Address (street, city, county, state, & zip):

	Title:
	     
	
	     
	

	Phone:
	     
	
	     
	

	Fax:
	     
	
	     
	

	E-mail:
	     
	
	     
	

	

	


EXHIBIT A

Texas Department of State Health Services

Local Health Department: _______

FY 2012 Request for Local Public Health Services Funds

Project Service Delivery Plan

Contract Term:  September 1, 2011 through August 31, 2012
Indicate in this plan how requested Local Public Health Services (LPHS) contract funds will be used to address a public health issue through essential public health services.   The plan should include a brief description of the public health issue(s) or public health program to be addressed by LPHS funded staff, and measurable objective(s) and activities for addressing the issue.  List only public health issues/programs, objectives and activities conducted and supported by LPHS funded staff. List at least one objective and subsequent required information for each public health issue or public health program that will be addressed with these contract funds.  The plan must also describe a clear method for evaluating the services that will be provided, including identification of a specific evaluation standard, as well as recommendations or plans for improving essential public health services delivery based on the results of the evaluation. Complete the table below for each public health issue or public health program addressed by LPHS funded staff.  (Make additional copies of the table as needed)

	Public Health Issue:  Briefly describe the public health issue to be addressed.  Number issues if more than one issue will be addressed.



	Essential Public Health Service(s): List the EPHS(s) that will be provided or supported with LPHS Contract funds


	Objective(s):  List at least one measurable objective to be achieved with resources funded through this contract.  Number all objectives to match issue being addressed. Ex: 1.1, 1.2, 2.1, 2.2, etc.)



	Performance Measure: List the performance measure that will be used to determine if the objective has been met.  List a performance measure for each objective listed above.



	Activities List the activities conducted to meet the proposed objective.  Use numbering system to designate match between issues/programs and objectives.
	Evaluation and Improvement Plan List the standard and describe how it is used to evaluate the activities conducted. This can be a local, state or federal guideline.  
	Deliverable Describe the tangible evidence that the activity was completed.

	
	
	


The following EXAMPLE of a Service Delivery Plan is offered as a guide for completing the table to address your specific public health issue(s).  

	Public Health Issue:  Briefly describe the public health issue to be addressed.  Number issues if more than one issue will be addressed.

The local community lacks an accurate assessment of the local public health system in order to strategically plan and improve the essential public health services provided in the community.



	Essential Public Health Service(s): List the EPHS(s) that will be provided or supported with LPHS Contract funds

EPHS 9) Evaluate effectiveness, accessibility and quality of personal and population-based health services.



	Objective(s):  List at least one measurable objective to be achieved with resources funded through this contract.  Number all objectives to match issue being addressed. Ex: 1.1, 1.2, 2.1, 2.2, etc.)

Objective 1.1 By the end of the 2nd quarter FY09, all LHD’s funded through LPHS Contract dollars, will have conducted the CDC National Public Health Performance Standards Local Public Health System Performance Assessment Instrument (LPHSPAI). 



	Performance Measure: List the performance measure that will be used to determine if the objective has been met.  List a performance measure for each objective listed above.

Performance Measure – Based on LPHSPAI results, local health departments will submit a draft Service Delivery Plan to be completed by end of 3rd Quarter FY09.



	Activities List the activities conducted to meet the proposed objective.  Use numbering system to designate match between issues/programs and objectives.
	Evaluation and Improvement Plan List the standard and describe how it is used to evaluate the activities conducted.
	Deliverable Describe the tangible evidence that the activity was completed.

	1.1.1 Participate in training offered by the state. 

1.1.2 Identify necessary partners who will take part in conducting the LPHSPAI instrument.

1.1.3 Conduct LPHSPAI with identified partners.
1.1.4 Submit LPHSPAI data to the CDC for processing.
1.1.5 Gather CDC generated report on local assessment.
	1.1.1 LHD’s will plan and implement the LPHSPAI instrument in the designated communities no later than March 31st, 2008.

1.1.2 LPHSPAI results will be incorporated into the FY09 Service Delivery Plans.
	1.1.1 LPHSPAI data analysis report will be obtained from CDC.




Texas Department of State Health Services

FY 2012 Local Public Health Services Funds

Project Service Delivery Plan

Quarterly and Final Performance Report

	Local Health Department:  
     
	Contact: 

     
	Contact Phone:

     

	Address:  Include City, State, Zip   

      

	Contact Email: 

     
	Authorized Signature:
	Date:

     


Quarterly reports must be completed and submitted by the dates shown below.  Complete the report table by providing the status of contract activities, identifying barriers to completing the activities, and listing deliverables.  This report form should be completed cumulatively (each quarter’s report added on to the previous report) and submitted to the Local Public Health Services Team, Division for Regional and Local Health Services at:  LocalPHTeam@dshs.state.tx.us. The signature page should be faxed to the attention of the Local Team at:  512-776-7154.  For technical assistance or questions contact the Local Team at 512-458-7770, or email at LocalPHTeam@dshs.state.tx.us.  Please note that the 4th Quarter Report must also include the Final Report with information to document results from the evaluation of services and a plan for improving the services. 
This report is designed to “tab” through the items to complete all of the sections. Indicate the reporting Quarter by clicking on the appropriate gray box.

	
	Reporting Periods
	Report Due Date

	 FORMCHECKBOX 
 1st Quarter
	September 1st  thru   November 30th 
	December 31st 

	 FORMCHECKBOX 
  2nd Quarter
	December 1st   thru   February 28th
	March 31st 

	 FORMCHECKBOX 
  3rd Quarter
	March 1st   thru   May 31st 
	June 30th  

	 FORMCHECKBOX 
 4th Quarter/Final Report
	June 1st   thru   August 31st (Qtr)/September 1st thru August 31st (Final)  
	September 30th 

	

	Public Health Issue(s): Briefly describe the public health issue to be addressed.  Number issues if more than one issue is addressed.

     

	Objective(s):  List the measurable objective(s) to be achieved by using resources funded through this contract.  Number all objectives to match issue being addressed. Ex: 1.1, 1.2, 2.1, 2.2, etc)

     


	Local Health Department:        

	
	Activity – list each activity conducted to meet the objective. Use numbering system to designate match with objectives and issues.
	Status of Activity Provide status of each activity for the reporting quarter
	Barriers to conducting activities: List any problems or barriers encountered that impact your ability to conduct or complete the activity
	Deliverables:  List the deliverable that provides tangible evidence that the activity was completed (4th quarter only)

	Q1
	     
	     
	       
	     

	Success Stories

Optional
	Briefly describe a LHD success story highlighting an event or situation that occurred resulting from efforts funded through LPHS Contract funds.

     

	Beginning with the Q2 report, incorporate improvement activities listed in the Project Service Delivery Plan. Please specify if these improvement activities will replace or amend any of the activities listed in the Q1 Report.

	Q2
	     
	     
	     
	     

	Success Stories

Optional
	Briefly describe a LHD success story highlighting an event or situation that occurred resulting from efforts funded through LPHS Contract funds.

     

	Q3
	     
	     
	     
	     


	Success Stories

Optional
	Briefly describe a LHD success story highlighting an event or situation that occurred resulting from efforts funded through LPHS Contract funds.

     

	Q4
	     

	     
	     
	     

	Success Stories

Optional
	Briefly describe a LHD success story highlighting an event or situation that occurred resulting from efforts funded through LPHS Contract funds.

     


Texas Department of State Health Services

FY 2012 Local Public Health Services Funds

Project Service Delivery Plan

Quarterly and Final Performance Report

	FINAL REPORT

	Local Health Department:        

	The information requested below should be completed and submitted ONLY with the 4th Quarter’s report after the project period is completed.  Duplicate the table below as needed for each objective listed in the FY 2008 Service Delivery Plan.

	Objective:  List each objective outlined in the Service Delivery Plan.  
	Status:  Document whether or not the objective was achieved
	Comments:  Provide an explanation if objective was not met

	     
	     
	     

	Evaluation Results and Improvement Plan:  Describe the findings from the evaluation of project. List activities that will be conducted during the next contract term to improve the essential public health services or meet the objective.  Also, include a plan for improving or amending activities for objectives that were not met during this contract term.
Evaluation Standard:

     
Evaluation Activities:

     
Results/Findings:

     
Improvement Plan:

     


NOTICE

Refer to 2nd Excel file via email for 

DSHS Categorical Budget Forms










