FORM I: BUDGET SUMMARY (REQUIRED)

Legal Name of Respondent: |FORT BEND COUNTY
Total DSHS Funds Direct Federal Other State Local Funding Other
Budget Categories Budget Requested Funds Agency Funds* Sources Funds
(1) (2) (3) 4) (5) (6)
A, Personnel $34,325 $34,325 $0 $0 $0§ $0
B. _Fringe Benefits $19,600] $19,600 $0 50 $0] $0
C. Travel $2,257 $2,257 $01 $0| $0 $0
D. Equipment $0] $01 $0] $0} $0§ $0
E.  Supplies $0| $0] $0 $0} $01 $0
F. Contractual $0l $0l $0 $0 30} $0
G.  Other $0 $0] $0 $0] $0] $0
H. Total Direct Costs $56,182 $56,182 $0 $0] ol $0
. Indirect Costs $0{ $0 $0] $0{ $0l $0
J. Total (Sum of H and I) $56,182 $56,182| $0] $0f $0 $0
Program Income -
K Projected Earnings 0 80
NOTE: The "Total Budget" amount for each Budget Category will have to be allocated (entered) manually among the funding
sources. Enter amounts in whole dollars. 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 $34,325 $34,325[Fringe Benefits $19,600 $19,600
Travel $2,257 $2,257|Equipment $0] $0j
Supplies $0 $0JContractual $of $0}
Other sof $0findirect Costs $of sof
|TOTAL FOR: | Distribution Totals $56,182|Budget Total $56,182

*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: April 2011



FORM I-1: PERSONNEL Budget Category Detail Form

Legal Name of Respondent: |EORT BEND COUNTY |
Certification or | Total Average |Number Salary/Wages
B Functlonal Title + Code Vacant License (Enter NA if Monthly of Requested for
E = Existing or P = Proposed YIN Justification FTE's not required) Salary/Wage |Months Project
For entry of notifiable conditions into the
state NEDDS system - contact with
Cigtic I N providers for accurate and complete £.5 N %2,860.39 24 334,825
information. (20 hours per week)
$0
$0
$0
$0
$0
$0
$0
$0
$0
$0
$0
$0
TOTAL FROM PERSONNEL SUPPLEMENTAL BUDGET SHEETS $0
SalaryWage Total $34,325
F f ITS _ |itemize the elements of fringe benefits in the space below:
Payroll Taxes 7 65%, Retlrement 12 12%, Workers Comp 1.1%, Property & Casualty 2.8%, Insurance 10.2%
| Fringe Benefit Rate % 57.10% |
Fringe Benefits Total $19,600

Revised: 7/6/2009



FORM I-2: TRAVEL Budget Category Detail Form

Legal Name of Respondent: [FORT BEND COUNTY |
Description of - Number of:
Conference/Workshop Justification City/State | Days/Employees Travel Costs
Mileage $175
Airfare
NEDDS Training of other reportig/surveilliance training |Increased knowledge and efficiency in use of the NEDDS Austin 2days/1  |Meals §72
sponsored by DSHS - Year 1 base system reporting and analysis components employee  |Lodging $158
Other Costs
Total $405
Mileage $175
Airfare
NEDDS Training of other reportig/surveilliance training {Increased knowledge and efficiency in use of the NEDDS A 2days /1 Meals §72
sponsored by DSHS - Year 2 base system reporting and analysis components employee  |Lodging $158
Other Costs
Total $405
Mileage
Airfare
Meals
Lodging
Other Costs
Total $0
Mileage
Airfare
Meals
Lodging
Other Costs
Total $0
TOTAL FROM TRAVEL SUPPLEMENTAL CONFERENCE/AWORKSHOP BUDGET SHEETS $0

Revised: 7/6/2009



Total for Conference / Workshop Travel

Number of Mileage
Justification Miles Mileage Reimbursement Rate Cost Other Costs Total
@ (b) (@) *(b)
Local Travel to vistit PMD's within the county
regarding reporting requirements 2495 $0.580 $1,447 $1,447
$0 $0
$0 $0
$0 $0
$0 $0
$0 $0
$0 $0
TOTAL FROM TRAVEL SUPPLEMENTAL OTHER/LOCAL TRAVEL COSTS BUDGET SHEETS $0

Other / Local Travel Costs:| $1,447

Conference | Workshop Travel Costs:

Total for Other / Local Travel

$810

Total Travel Costs:

$2,257

Indicate Policy Used:

Respondent's Travel Pol icy|:|

State of Texas Travel Policy

Revised: 7/6/2009



FORM I-3: EQUIPMENT AND CONTROLLED ASSETS Budget Category
Detail Form

Legal Name of Respondent: [FORT BEND COUNTY i

ltemize, describe and justify the list below. Attach complete specifications or a copy of the purchase order. See attached example for equipment definition and detailed instructions to complete this
form.

Number of
Description of ltem Purpose & Justification Units | Cost Per Unit Total

$0

$0

$0

30

$0

$0

$0

30

$0

$0

$0

$0|

$0

$0

$0

$0

$0

TOTAL FROM EQUIPMENT SUPPLEMENTAL BUDGET SHEETS $0

Total Amount Requested for Equipment: $0

Revised: 7/6/2009



FORM I-4: SUPPLIES Budget Category Detail Form

Legal Name of Respondent: |EORT BEND COUNTY

]

Itemize and describe each supply item and provide an estimated guantity and cost (i.e. #of boxes & cost/box) if applicable. Provide a justification for each supply item. Costs may

be categorized by each general type (e.g., office, computer, medical, educational, etc.) See attached example for definition of supplies and detailed instructions to complete this form.

Description of ltem
{if applicable, provide estimated quantity and cost (i.e. # of boxes & cost/box)} Purpose & Justification

Total Cost

$0

$0

$0

$0

$0

$0

$0

$0

$0

$0

$0

$0|

$0

$0

$0

$0

TOTAL FROM SUPPLIES SUPPLEMENTAL BUDGET SHEETS

$0

Total Amount Requested for Supplies:

$0

Revised: 7/6/2009



Legal Name of Respondent:

FORM I-5: CONTRACTUAL Budget Category Detail Form

FORT BEND COUNTY

List contracts for services related to the scope of work that is to be provided by a third party. If a third party is not yet identified, describe the service to be contracted and show contractors as “To Be
Named.” Justification 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.

METHOD OF RATE OF
CONTRACTORNAME | DESCRIPTION OF SERVICES e PAYMENT | it of Moithe, | pAYMENT g,
(Agency or Individual) (Scope of Work) Justification (i.e., Mo:_1th|y, Hours, Units, | nourly rate, unit TOTAL
Hourly, Unit, Lump etc. rate, lump sum
Sum) amount)

$0

$0

$0

$0

$0

$0

30

$0

$0

TOTAL FROM CONTRACTUAL SUPPLEMENTAL BUDGET SHEETS $0

Total Amount Requested for CONTRACTUAL: $0

Revised: 7/6/2009




FORM 1-6: OTHER Budget Category Detail Form

Legal Name of Respondent: FORT BEND COUNTY |

Description of ltem
[If applicable, include quantity and cost/quantity (i.e. # of units & cost per unit)] Purpose & Justification Total Cost

$0

$0

$0

$0

$0

$0

$0

$0

$0

$0

$0

$0

$0

$0

$0

$0

$0

TOTAL FROM OTHER SUPPLEMENTAL BUDGET SHEETS $0

Total Amount Requested for Other: $0

Revised: 7/6/2009



FORM | - 7 Indirect Costs

Legal Name of Respondent: |FORT BEND COUNTY
Total amount of indirect costs allocable to the project: Amount: |$0

licable):

nt's most recent indirect cost rate approved by a federal cognizant RATE:

Indirect costs are based on (mark the statement that is

¢ respo

agency or state single audit coordinating agency. Expired rate agreements are not BASE:;
acceptable. Attach a copy of the rate agreement to this form (Form | - 7 Indirect)

rate or indirect cost rate based on a rate proposal prepared in accordance with OMB TYPE:
Circular A-87. Attach a copy of Certification of Cost Allocation Plan or BASE:

Certification of Indirect Costs.

Note: Governmental units with only a Central Service Cost Rate must also include the
— Iindirect cost of the governmental units department (i.e. Health Department). In this

case indirect costs will be comprised of central service costs (determined by applying

the rate) and the indirect costs of the governmental department. The allocation of
indirect costs must be addressed in Part V - Indirect Cost Allocation of the Cost
Allocati

A cost allocation plan. A cost allocation plan as specified in the DSHS Contractor's
Financial Procedures Manual (CFPM), Appendix A must be submitted to DSHS within

60 days of the contract start date. The CFPM is available on the following internet web
link: http:/iwww.dshs.state.tx.us/contracts/

GO TO PAGE 2 (below)

Revised: 7/6/2009



Page 2, FORM I - 7 Indirect Costs

If using an central service or indirect cost rate, identify the types of costs that are included (being allocated) in the rate:

Organizations that do not use an indirect cost rate and governmental entities with only a central service rate must identify the types of costs that will be
allocated as indirect costs and the methodology used to allocate these costs in the space provided below. The costs/methodology must also be disclosed in
Part V-Indirect Cost Allocation of the Cost Allocation Plan that is submitted to DSHS. Identify the types of costs that are being allocated as indirect costs,
the allocation methodology, and the allocation base:

Revised: 7/6/2009



