
AREA AGENCY ON AGING DISTRICT 7, INC.

Care Coordination Program (CCP) and/or
National Family Caregiver Support Program (NFCSP)
PROVIDER PACKET SUBMISSION CHECKLIST

· Exhibit CCP-A:  Care Coordination Program Provider Application
· Exhibit NFCSP-A: National Family Caregiver Support Program Provider Application
· Exhibit B-1:  Certification Regarding Debarment, Suspension, Ineligibility and Voluntary Exclusion Pursuant to 45 CFR Part 76 Lower Tier Transaction

· Exhibit B-2:  Certification for Contracts, Grants, Loans, and Cooperative Agreements

· Exhibit B-3:  Department of Health and Human Services Assurances of Compliance with Section 504 of the Rehabilitation Act of 1973, as amended

· Exhibit B-4:  Assurance of Compliance with the Department of Health and Human Services Regulation under Title VI of the Civil Rights Act of 1964

· Exhibit B-5:  Claims Agreement

· Exhibit B-6:  Fiscal and Record Keeping Agreement between Provider and the Area Agency on Aging District 7, Inc.
· Exhibit B-7: Declaration Regarding Material Assistance/Non Assistance to a Terrorist Organization
· Exhibit C-1/Preferred Providers:  Service Delivery Narrative 
· Exhibit C-2:  Organizational Chart
· Exhibit D-1:  Governing Board and/or Statement of Ownership
· Exhibit D-2:  Articles of Incorporation and Certification of Corporation Continuing Existence

· Exhibit D-3:  Certification of Organizational Documentation

· Exhibit H:  Minority Agency Certification (if appropriate)

Attachments:
·     Insurance Policies

·     Food Service License (meal applicants only)

INSTRUCTIONS FOR SPECIFIC EXHIBITS

1. Exhibit CCP-A:  Care Coordination Program Provider Application:

Exhibit must be completed in its entirety. Please be aware that your contract will be for a two-year time frame and your declared unit rate is for a one-year timeframe. In late 2011, you will be given the opportunity to adjust the unit rate for FY2012 service delivery.
2. Exhibit NFCSP-A: National Family Caregiver Support Program Provider Application:

Exhibit must be completed in its entirety. Please be aware that your contract will be for a two-year time frame and your declared unit rate is for a one-year timeframe. In late 2011, you will be given the opportunity to adjust the unit rate for FY2012 service delivery. No other rate changes will be allowed.
3. Exhibit B-1 through B-7:  Assurances. All assurances must be signed by the appropriate parties.

4. Exhibit C-1/Preferred Providers:  Service Delivery Narrative

Answer questions in narrative form; describe your agency as you would to an organization that was unfamiliar with your agency and its operations.  
5.
Exhibit C-2:  Organizational Chart

If AAA7 is the primary funding source for the agency budget (through OAA Title III, Senior Community Services Block Grant, Local Match and PASSPORT), show all employees.  If you are a multi-service agency and AAA7 funds are only one or two activities, show all employees paid in total, or in part, from AAA7 funds, and their relationship to the agency director. Please identify what position is in charge in the absence of the executive director.  Indicate positions that are solely funded through the PASSPORT Medicaid waiver program, if applicable.

6.
Exhibit D-1:  Governing Board and/or Statement of Ownership

Provide names and addresses of the current Board of Directors and/or a list of persons and their addresses with 5% or more ownership.

7.
Exhibit D-2:  Articles of Incorporation and Certification of Corporation Continuing Existence


Please attach a copy of your Articles of Incorporation and your current Certificate of Continuing Existence.

8. 
Exhibit D-3:  Certification of Organizational Documentation

Please complete and sign this certification.


9.
Exhibit H:  Minority Agency Certification

This exhibit should be submitted if the agency can certify it is a minority organization based on the criteria listed.

EXHIBIT CCP-A

Area Agency on Aging District 7, Inc.

Care Coordination Program (CCP)
Provider Application

Organization Name: 












Mailing Address: 












City, State, Zip: 












Phone Number: 




 FAX Number: 






Federal ID Number: 





Program Contact: 












E-Mail Address: 





 Web Site: 






Days of Available Service: 











Hours of Available Service: 











Area(s) of Service Coverage: 















(i.e., counties, townships, etc.)

The above-named agency declared the following unit rates for Care Coordination Program services for 
FY2011-2012:

Personal Care:   $

/hour   

Home-Delivered Meals:   $

/meal

Are you currently providing this service(s)?

 Yes


No

If yes, check all applicable funding sources:



 Care Coordination



 Medicare



 PASSPORT 




 Private Pay



 National Family Caregiver Support 

 Other: 







 Medicaid




 Other: 






Completed by: 















Name and Title








Date

Authorized by: 















Name and Title








Date

Signature: 














EXHIBIT NFCSP-A

Area Agency on Aging District 7, Inc.

National Family Caregiver Support Program (NFCSP)
Provider Application

Organization Name: 













Mailing Address: 













City, State, Zip: 













Phone Number: 





 FAX Number: 






Federal ID Number: 





Program Contact: 













E-Mail Address: 





 Web Site: 






Days of Available Service: 












Hours of Available Service: 












Area(s) of Service Coverage: 
















(i.e., counties, townships, etc.)

The above-named agency declared the following unit rates for National Family Caregiver Support Program respite services for FY2011-2012:

Respite:   $

/hour   



Are you currently providing this service(s)?

 Yes


No

If yes, check all applicable funding sources:



 Care Coordination



 Medicare



 PASSPORT 




 Private Pay



 National Family Caregiver Support

 Other: 







 Medicaid




 Other: 






Completed by: 















Name and Title








Date

Authorized by: 















Name and Title








Date

Signature: 













 EXHIBIT B-1
CERTIFICATION REGARDING DEBARMENT, SUSPENSION, 

INELIGIBILITY AND VOLUNTARY EXCLUSION PURSUANT TO 

45 CFR PART 76 LOWER TIER TRANSACTIONS

Name of Agency or Organization

certifies by submission of this proposal that neither it or its principles is presently debarred, suspended, proposed for debarment, declared ineligible, or voluntarily excluded from participation in this transaction by any federal department or agency.

Where the agency is unable to verify any of the statements in this certification, such agency shall attach an explanation to this proposal.

Signature of Authorized Individual

Printed/Typed Name and Title of Authorized Individual

Date

EXHIBIT B-2

CERTIFICATION FOR CONTRACTS, GRANTS, 

LOANS & COOPERATIVE AGREEMENTS

The undersigned certifies, to the best of his or her knowledge and belief that:

1. No federal appropriated funds have been or will be paid, by or on behalf of the undersigned to any person for influencing or attempting to influence an officer or employee of this agency, a member of Congress, an officer or employee of Congress, or an employee of a member of Congress in connection with the awarding of any federal contract, the making of any federal grant, the making of any federal loan, the entering into of any cooperative agreement, and the extension, continuation, renewal, amendment, or modification of any federal contract, grant, loan, or cooperative agreement.

2.
If any funds other than federal appropriated funds have been paid or will be paid to any person for influencing or attempting to influence an officer or employee of any agency, a member of Congress, an officer or employee of Congress, or an employee of a member of Congress in connection with this federal contract, grant, loan, or cooperative agreement, the undersigned shall complete and submit the form, “Disclosure Form to Report Lobbying”, in accordance with its instructions.

3.
The undersigned shall require that the language of this certification be included in the award documents for all subawards at all tiers (including subcontracts, subgrants, and contracts under grants, loans, and cooperative agreements) and that all subrecipients shall certify and disclose accordingly.

This certification is a material representation of fact upon which reliance was placed when this transaction was made or entered into.  Submission of this certification is a pre-requisite for making or entering into this transaction imposed by Section 1352, Title 31, U.S. Code.  Any person who fails to file the required certification shall be subject to a civil penalty of not less than $10,000 and not more than $100,000 for each such failure.

STATEMENT FOR LOAN GUARANTEES AND LOAN INSURANCE

The undersigned states, to the best of his or her knowledge and belief, that if any funds have been paid or will be paid to any person for influencing or attempting to influence an officer or employee of any agency, a member of Congress, an officer or employee of Congress, or an employee of a member of Congress in connection with this commitment providing for the United States to ensure or guarantee a loan, the undersigned shall complete and submit the form, “Disclosure Form to Report Lobbying”, in accordance with its instructions.

Submission of this statement is a prerequisite for making or entering into this transaction imposed by Section 1352, Title 31, U.S. Code.  Any person who fails to file the required statement shall be subject to a civil penalty of not less than $10,000 and not more than $100,000 for each such failure.

Signature, Agency Director 








 Date 




Signature, Chair, Board of Directors 





 

Date 




EXHIBIT B-3

DEPARTMENT OF HEALTH AND HUMAN SERVICES ASSURANCES OF 

COMPLIANCE WITH SECTION 504 OF THE REHABILITATION ACT OF 1973, 

AS AMENDED

The undersigned (hereinafter called the “recipient”) HEREBY AGREES THAT it will comply with Section 504 of the Rehabilitation Act of 1973, as amended (29 U.S.C. 794), all requirements imposed by the applicable HHS regulation (45 C.F.R. Part 84), and all guidelines and interpretations issued pursuant thereto.

Pursuant to §84.5(a) of the regulation [45 C.F.R.84.5(a)], the recipient gives this Assurance in consideration of and for the purpose of obtaining any and all federal grants, loans, contracts (except procurement contracts and contracts of insurance or guaranty), property, discounts, or other federal financial assistance extended by the Department of Health and Human Services after the date of this Assurance, including payments or other assistance made after such date on applications for federal financial assistance that were approved before such date.  The recipient recognizes and agrees that such federal financial assistance will be extended in reliance on the representations and agreements made in this Assurance and that the United States will have the right to enforce this Assurance through lawful means.  This Assurance is binding on the recipients, its successors, transferees, and assignees, and the person or persons whose signatures appear below are authorized to sign this Assurance on behalf of the recipients.

This Assurance obligates the recipient for the period during which federal financial assistance is extended to it by the Area Agency on Aging through the Department of Health and Human Services or, where the assistance is in the form of real or personal property, for the period provided for in §84.5(b) of the regulation [45 C.F.R.84.5(b)].

The recipient [check (a) or (b)]:

a.
(    )
employs fewer than fifteen persons;

b.
(    )
employs fifteen or more persons and, pursuant to §84.7(a) of the regulation [45     

C.F.R.84.7(a)], has designated the following person(s) to coordinate its efforts to comply with the Health and Human Services regulations:

Name of Designee (type or print)

Name of Recipient (type or print)

Address

IRS Employer Identification Number

I certify that the above information is complete and correct to the best of my knowledge.



Date




Signature & Title of Authorized Official

EXHIBIT B-4

ASSURANCE OF COMPLIANCE WITH THE DEPARTMENT OF 

HEALTH AND HUMAN SERVICES REGULATION UNDER 

TITLE VI OF THE CIVIL RIGHTS ACT OF 1964












 , hereinafter called the “subgrantee”, HEREBY AGREES THAT it will comply with Title VI of the Civil Rights Act of 1964 (P.L.88-352) and all requirements imposed by or pursuant to the Regulation of the Department of Health and Human Services (45 CFR Part 80) issued pursuant to that title, to the end that, in accordance with Title VI of that Act and Regulation, no person in the United States shall, on the ground of race, color, or national origin, be denied the benefits of or be otherwise subjected to discrimination under any program or activity for which the Subgrantee receives federal financial assistance from AREA AGENCY ON AGING DISTRICT 7, INC., a recipient of federal financial assistance from the Department (hereinafter called the “Grantor:); and HEREBY GIVES ASSURANCE THAT is will immediately take any measures necessary to effective this agreement.

If any real property or structure thereon is provided or improved with the aid of federal financial assistance extended to the Subgrantee by the Department this assurance shall obligate the Subgrantee, or in the case of any transfer of such property, and transferee, for the period during which the real property structure is used for a purpose for which the federal financial assistance is extended or for another purpose involving the provision of similar services of benefits.  If any personal property is so provided, this assurance shall obligate the Subgrantee for the period during which it retains ownership or possession of the property.  In all other cases, this assurance shall obligate the Subgrantee for the period during which the federal financial assistance is extended to it by the Grantee.

THIS ASSURANCE is given in consideration of and for the purpose of obtaining any and all federal grants, loans, contracts, property, discounts or other federal financial assistance extended after the date hereof to the Subgrantee by the Grantor, including installment payments after such date on account of applications for federal financial assistance which were approved before such date.  The subgrantee recognizes and agrees that such federal financial assistance will be extended in reliance on the representations and agreements made in this assurance, and that the Grantor or the United States or both shall have the right to seek judicial enforcement of this assurance.  This assurance is binding on the Subgrantee, its successors, transferees, and assignees, and the person or persons whose signatures appear below are authorized to sign this assurance on behalf of the Subgrantee.

Date



Applicant Name (type or print)





By 














Signature & Title of Authorized Official

Applicant’s Mailing Address 











EXHIBIT B-5

CLAIMS AGREEMENT

A.
The Service Provider shall act as an independent contractor/grantee, and not as an employee of the Area Agency on Aging District 7, Inc., in the operation of all services.  The Service Provider shall be liable, and agrees to be liable for, and shall indemnify, defend and hold the Area Agency on Aging District 7, Inc. harmless, for all claims, suits, judgments, or damages arising from the operation of the aforementioned, during the course of the contract/grant.

B.
The Service Provider shall protect the Area Agency on Aging District 7, Inc. against loss or damage (including cost of litigation) caused by the Service Provider.

C.
The Service Provider will defend any suit against the Area Agency on Aging District 7, Inc., alleging injury or property damage as a result of this contract/grant.

D.
Liability insurance protection shall be carried by the Service Provider, in the minimum amount of $1,000,000 (one million dollars).

E.
The Service Provider shall notify the Area Agency on Aging District 7, Inc., in writing, of all claims against the Service Provider.  The Service Provider shall not settle claims without the written consent of the Area Agency on Aging District 7, Inc.

F.
If the Service Provider refuses or neglects claims, the Area Agency on Aging District 7, Inc., may defend against such claims and charge the costs thereof to the Service Provider.

G.
The Service Provider agrees that, in the event of non-delivery of services, alternative arrangements shall be made by the Area Agency on Aging District 7, Inc. or their representatives, and the costs and expenses shall be deducted from the contract/award.

Date



Signature





Typed/Printed Name and Title

EXHIBIT B-6

FISCAL AND RECORD KEEPING AGREEMENT

BETWEEN PROVIDER AND THE

AREA AGENCY ON AGING DISTRICT 7, INC.

The Service Provider understands and agrees to comply with the fiscal policies and procedures as prescribed by the Area Agency on Aging.












agrees to:

                                                   (Service Provider)

1.
Provide necessary bookkeeping and documentation of all project income received through services in order to produce a clear record of the income and disbursements during the period of the contract award.

2.
Maintain accurate and up-to-date client records of all Care Coordination service(s) provided with all funds received through AAA7.

3.
Maintain project income in an appropriate bank account in such a manner as to make these funds clearly and easily distinguishable from other sources of income.

4. 
Maintain all billing records and documentation in such a way as to make them easily accessible and useable by AAA7 staff for unit auditing purposes.

Date



Signature





Typed/Printed Name and Title



EXHIBIT B-7

DECLARATION REGARDING MATERIAL ASSISTANCE/NONASSISTANCE TO A TERRORIST ORGANIZATION

Please insert signed form here

 EXHIBIT C-1/PREFERRED PROVIDERS
SERVICE DELIVERY NARRATIVE

ORGANIZATION NAME 









(use as much space as necessary)
1. Describe the type of organization applying to serve as the legally-responsible sponsor of this grant.
2. Describe the applicant’s program service area. Note differences in program area according to service. For example, if home-delivered meals are only available in specific townships, list those areas.
3. List all services or programs currently offered by your agency/organization.
4. Describe your organization’s program management capacity. Does your organization currently provide the services you have applied for with other funds?

5. Describe the organization’s method or plan to monitor the proposed services or obtain client satisfaction feedback. What has your agency done in the last year to address this issue?

6. What training opportunities are or will be provided to staff specific to the services provided in this application? What opportunities will be provided in addition to those required by ODA rules?

EXHIBIT C-2

ORGANIZATIONAL CHART

(Show Agency Organizational Chart as it relates to your application)

EXHIBIT D-1





GOVERNING BOARD

	Board Member Name/Address/Office Holding
	60+
	Participant
	Community Leader
	Minority
	Expiration Date of Term

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


EXHIBIT D-2

ARTICLES OF INCORPORATION

CERTIFICATE OF CONTINUING EXISTENCE

EXHIBIT D-3

CERTIFICATION OF ORGANIZATIONAL DOCUMENTATION

The applicant organization hereby verifies that the following documentation is on file for review by the Area Agency on Aging District 7, Inc., in accordance with the Ohio Department of Aging Conditions of Participation:

____
Corporate By-laws

____
Workers’ Compensation Certificate

____
Bond Certificate and list of individuals who are bonded by the agency

____
Medicare/Medicaid Provider Agreement Letters, if applicable

____ 
If the agency is for-profit, a copy of the latest tax return - 1120

         
If the agency is non-profit, a copy of the latest tax return - 990

____ 
Personnel Policy and Procedure Manual

____ 
Affirmative Action/Equal Opportunity Plan

____ 
Program/Operational Policy and Procedure Manual

____ 
Job Descriptions for positions related to service delivery

Signature, Executive Director






Date

EXHIBIT H

MINORITY AGENCY CERTIFICATION

(complete ONLY if applicable)

(This information is required by ODA and does

not affect the status of the proposal)

Agency or Organization

Mailing Address

City, State, Zip

The above-identified Agency or Organization certifies that it is a minority organization based upon meeting the following criteria (check one):

· 1.
Private Profit-Making Agency/Organization
· a.
An organization whose sole ownership, or 50.1% of whose stock, is held by minorities.

· b.  A partnership, with at least 50% of the interest in the partnership controlled by a minority individual.

The ownership is as follows: 
























· 2.
Non-Profit Agency/Organization (public or private)

· a.
The make-up of the board of directors/policy-making body is at least 50.1% Minority; AND

· b.
The total staff is at least 50% Minority.

_














Signature of President or Chairman of the Board/Owner/Partner

Date

Typed/Printed Name of Signatory and Title

ATTACHMENT: INSURANCE POLICY
This page for copy of insurance policy summary page that shows $1,000,000 liability coverage.

ATTACHMENT: FOOD SERVICE LICENSE

This page for copy of food service license, if you are applying for home-delivered meal services.
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SERVICE PROVISION APPLICATION


Care Coordination Program and/or 


National Family Caregiver Support Program


Area Agency on Aging District 7, Inc.
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