Department of State Health Services
Form A Face Page — Tuberculosis (TB) Funding

RESPONDENT INFORMATION
1) LEGAL BUSINESSNAME:  Fort Bend County
2) MAILING Address Information (include mailing address, street, city, county, state and 9-digit zip code):  Check if address change D
4520 Reading Road, Suite A-200 Rosenberg, Texas 77471
3} PAYEE Name and Mailing Address, including 3-digit zip code (if different from above): Check if address change D
Fort Bend County Auditor-301 Jackson Street, Suite 701- Richmond, Texas 77469
4)  DUNS Number (9-digit) required if receiving federal funds:

5) Federal Tax ID No. (9-digif), State of Texas Comptrolier Vendor ID Number {14-digit) or 746001960
Social Security Number (9-digit):
*The respondent acknowledges, understands and agrees that the respondent’s choice to use a social security number as the vendor identification number for the |
_contract, may the social security number being made public via state open records requests.
6) TYPE OF ENTITY (check all that apply):
[] city [ ] Nonprofit Organization* [] individual
x County [ ] For Profit Organization* [] Federally Qualified Health Centers
[ ] Other Political Subdivision [ HUB Certified [ ] State Controlied Institution of Higher Learning
[] State Agency [ 1 Community-Based Organization [] Hospital
[] indian Tribe [ ] Minority Organization [ ] Private
[ ] Faith Based (Nonprofit Org) [] Other (specify):
“If incorporated, provide 10-digit charter number assigned by Secretary of State:
7) PROPOSED BUDGET PERIOD: Start Date: 09/01/2017 End Date: 08/31/2018
8) COUNTIES SERVED BY PROJECT:
Fort Bend County
9} AMOUNT OF FUNDING REQUESTED: #134,397.00 11) PROJECT CONTACT PERSON
10) PROJECTED EXPENDITURES Name:  Kaye Reynolds, Dr PH
Does respondent's projected federal expenditures exceed $500,000, Phone:  981.238-3519
or its projected state expenditures exceed $500,000, for respondent's Fax: 281-342-7371
current fiscal year (excluding amount requested in line 9 above)? ** Emai Kaye.Reynoids@fortbendcountytx.gov
Yes 1 No[J 12) FINANCIAL OFFICER -
Name:  Ed Sturdivant
*Projected expenditures should include aniicipated expenditures under ail Phone: 281-341-3760
federal grants including “pass through® federal funds from all state agencies, Fax
or alf anticipated expenditures under state grants, as applicable. Email: 281 "34tl -3374
Ed.Sturdivant@fortbendcountybe gov

The facts affirmed by me in this proposal are truthful and | warrant the respondent is in compliance with the assurances and certifications contained in
APPENDIX B: DSHS Assurances and Certifications. | understand the truthfuiness of the facts affirmed herein and the continuing compliance with these
requirements are conditions precedent to the award of a confract. This document has been duly authorized by the govarning body of the respondent and | {the
persan signing below) am authorized to represent the respondent.

13) AUTHORIZED REPRESENTATIVE Check if change D
Name: Robert Hebert

Title: County Judge ;
Phone: 281-341-8608
Fax: 281-341-6809 { \/

Email: Robert.Hebert@foribendcountytx.gov
i-to-oiy




FORM I-2: TRAVEL Budget Category Detail Form

L.egal Name of Respondent:

__uoz Bend County

hop Travel Cost
Description of Number of:
Conference/Workshop Justification Location Travel Costs
City/State | Days/Employees
= Mileage wﬁ
Alrfare 30
NEDDS Training or other reporting/survelllianc training |Increased knowledge and efficiency in use of the NEDDS Ausi 2days /1 [Meals $72
sponsored by DSHS - Year 1 base system reporting and analysis components astn employee Lodging $158
Other Costs
Total| PAUO
Mileage $175
Airfare $0
NEDDS Training or other reporting/surveillianc training |Increased knowledge and efficiency in use of the NEDDS —_—" 2days /1 |Meals $72
sponsored by DSHS - Year 2 base system reporting and analysis components employee  |Lodging $158
Other Costs
N Total 5405
Mileage
Airfare
Meals
Lodging
Other Cosls
Total $0
Mileage
Airfare
Meals
Lodging
Other Costs
Total 30
L
TOTAL FROM TRAVEL SUPPLEMENTAL CONFERENCE/MORKSHOP BUDGET SHEETS $0

Total for Conference / Workshop Travel




FORM I: BUDGET SUMMARY (REQUIRED)

Legal Name of Respondent: [Fort Bend County B |
Total DSHS Funds Direct Federal Other State Local Funding Other
Budget Categories Budget Requested Funds Agency Funds* {(Match) Funds
(1) {2) (3) (4) (5)
A, Personnel $116,425 $88,0568 S
B, Fringe Benefits $43,726! 43,72
C.  Travel $1,015 $1,015
D. Equipment $0) $0
|_E._ Supplies $0 $0
F. Contractual $1,600 $1,60 .
G,  Other 80 $0 _ L
H.  Total Direct Costs $162,766] $134,397 50 R |
|.__Indirect Costs $0] $ R gop T
J. Total (Sum of H and |) $162,766 $134,397 e e ro $0t mmm_mmw_. : 01
Program Income -
" Projected Earnings %0 @o_ 30 % ¥ %

NOTE: The "Total Budget" amount for each Budget Category will have to be populated among the funding sources. Enter amounts
in whole dollars for (3), (4), & (8), if applicable .. After amounts have been entered for each funding source, verify that the

"Distribution Total" below equals the respective amount under the "Total Budget” from column {1}.
Budget Distribution Budget Budget Distribution Budget
Catetory Total Total Category Total Total
Check Totals For: Personnel $116,425 $116,425]Fringe Benefits $43,726 $43,726
Travel $1,015§ $1,015|Equipment $0 $0}
Supplies sof $0fContractual $1,6000 $1,600}
Other 0] $0findirect Costs $0f $0f
|TOTAL FOR: |Distribution Totals $162,766|Budget Total $162,766]

*Letter(s) of good standing that validate the respondent's programmatic, administrative, and financial capability must be placed after this form if
respondent receives any funding from state agencies other than DSHS related to this project. If the respondent is a state agency or institution

of higher education, letter(s) of good standing are not required. DO NOT include funding from other state agencies in column 4 or Federal

sources in column 3 that is not related to activities being funded by this DSHS project.

Revised: 7/6/2008



FORM I-1: PERSONNEL Budget Category Detail Form

Legal Name of Respondent: [Fort Bend County B ]
PERSONNEL Certification or | Total Average SalaryWages
Name + Functional Title Vacant License (EnterNAif |  Monthly Number | Requested for
E = Existing or P = Proposed YIN Justification FTE's not required) SalaryfWage |of Months Project
TB/HIV/STD Program Manager N  |Manages TB/HIV/STD Program 1 RN $5,629.00 12 $67,548
DOT/Contact Investigator N |DOT/Contact Investigation 0.5 LVN $1,708.00 12 $20,508
$0
$0
$0
$0
$0
$0
$0
$0
$0
$0
$0
TOTAL FROM PERSONNEL SUPPLEMENTAL BUDGET SHEETS $0
SalaryWage Total $88,056,
1ﬁ-z.mm BENEFITS —_"ma_mno the elements of fringe benefits in the space below:
FICA7.65% Pension 11.85% Workman's comp 3.8%  Health Insurance per FTE $11, 561.00
Fringe Benefit Rate % 45.29% |
Fringe Benefits Total $43,726




Other/Local Travel Costs

Number of Mileage
Justification Miles Mileage Reimbursement Rate Cost Other Costs Total
(a) {b) {a) + (b}
DOT/Contact Investigation

1880 $0.540 $1,015 $1,015

$0 $0

0 $0

$0 $0

$0 $0

$0 $0

$0 $0

TOTAL FROM TRAVEL SUPPLEMENTAL UﬂIm_ﬂFOO\F TRAVEL COSTS BUDGET SHEETS $0

Total for Other/ Local Travel

(507 ]

Other / Local Travel Costs:| $1,015 Conference / Workshop Travel Costs:] _ $0 |  Total Travel Costs: $1,015
Indicate Policy Used: Respondent's Travel Policy] | State of Texas Travel Policy[ |

Revised: 1/27/2012



FORM 1-2: TRAVEL Budget Category Detail Form

Legal Name of Respondent: {Fort Bend County |

Conference / Workshop Travel Cos
Description of Number of:
Gonference/Workshop Justification Location Travel Costs
’ City/State | Days/Employees

Mleage $0

Airfare 0

: ; , , . Meals %0

TB Symposium Discuss and review TB Surveillance in the state of Texas  {Austin Texas Todging =l

Qther Costs 30

Total $0

[leage §0

Airfare $0

T8 Goniractor Meeting ”M,Mw_s TB Program Contracts and ways to improve Austin Texas wwhu__mnu Mw

Other Costs 50

Total| 50

hileage 30

Alrfare %0

Meals $0

Lodging 50

Other Costs 80

Totall 30

Mieage $0

Airfare 40

{Veals 50

Lodging S0

Other Costs 50

Total| 30

TOTAL FROM TRAVEL SUPPLEMENTAL CONFERENCEMWORKSHOP BUDGET SHEETS $0

Total for Conference [ Workshop Travel

—=

Revised: 1/27/2012
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Revised: 1/27/2012



Legal Name of Respondent;

FORM [-5: CONTRACTUAL Budget Category Detail Form

_mo; Bend Q.o;:mn

List contracts for services refated to the scope of work that Is to be provided by a third party. If a third party is not yetidentified, describe the senvice to he coniracted and show co

Named." Justificaion for any contract that delegates $100,000 or more of the scope of the project in the respondent's funding request, must be attached behind this form.

PAYMENT # of Months BALS ¥
CONTRACTOR NAME DESCRIPTION OF SERVICES Justification (1.8., Monthly Hours c:_”m ﬂk.,gmm_m ﬁ.w.,
i . t ] , UFH
(Agency or Individual) (Scope of Work) Hourly, Unit, Lump sk qm“ﬁaé m_,_s_
Sum) amount}
Various DOT Providers Personal service contracts with
trained individuals for assistance | per dose 64
with administration of TB meds | administered
$25.00

TOTAL FROM CONTRACTUAL SUPPLEMENTAL BUDGET SHEETS

Total Amount Requested for CONTRACTUAL;

Revised: 1/27/2012



