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Attachment A

Competitive POS
Application Checklist



Applicant:

Proposal Application ChecKklist

RFP No.:

HTH 420-5-16

The applicant’s proposal must contain the following components listed below. This checklist must be signed, dated and
returned to the purchasing agency as part of the Proposal Application. SPOH forms are on the SPO website. See Section

1, paragraph II Website References. *

Required by | Completed
Format/Instructions | Purchasing by
Item Reference in RFP Provided Agency Applicant

General:
Proposal Application Identification | Section 1, RFP SPO Website* X
Form (SPO-H-200)
Proposal Application Checklist Section 1, RFP Attachment A X
Table of Contents Section 5, RFP Section 5, RFP X
Proposal Application Section 3, RFP SPO Website* X
(SPO-H-200A)
Tax Clearance Certificate Section 1, RFP Dept. of Taxation
(Form A-6) Website (Link on SPO

website)*
Cost Proposal (Budget)
SPO-H-205 Section 3, RFP SPO Website* X
SPO-H-205A Section 3, RFP SPO Website* X

Special Instructions are in

Section 5
SPO-H-205B Section 3, RFP, SPO Website*

Special Instructions are in

' Section 5

SPO-H-206A Section 3, RFP SPO Website* X
SPO-H-206B Section 3, RFP SPO Website* X
SPO-H-206C Section 3, RFP SPO Website* X
SPO-H-206D Section 3, RFP SPO Website*
SPO-H-206E Section 3, RFP SPO Website* X
SPO-H-206F Section 3, RFP SPO Website* X
SPO-H-206G Section 3, RFP SPO Website*
SPO-H-206H Section 3, RFP SPO Website* X
SPO-H-2061 Section 3, RFP SPO Website* X
SPO-H-206J Section 3, RFP SPO Website*
Certifications:
Federal Certifications Section 5, RFP
Debarment & Suspension Section 5, RFP X
Drug Free Workplace Section 5, RFP X
Lobbying Section 5, RFP X
Program Fraud Civil Remedies Act Section 5, RFP X
Environmental Tobacco Smoke Section 5, RFP X
Program Specific Requirements:
Form W-9, Request for Taxpayer Section 5, RFP X

Identification Number and
Certification

Authorized Signature

Date

SPO-H (Rev.10/12)
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Sample Table of Contents
for the POS Proposal
Application



SAMPLE

II.

III.

IV.

VIIL.

Program Overview

Experience and Capability .

<Rt

Project Organization and Staffing
A.

B.

RFP # HTH 420-5-16

Proposal Application
Table of Contents

Necessary SKillS ....oocvcivieiiiiiiieenteieces e r e
EXPEIIEICE ...ttt sre st s e
Quality Assurance and Evaluation ..........cccceceeeeevecececesceciceeceeerene
Coordination Of SErviCes........cocuvvrirerririeneciereneseceeerr e
FaCIlItIES ....ocveinieiicrieceee ettt ettt et ene et

SEATTING ....eeveeeectete et
1. Proposed Staffing .........ccccoeerienrinieneceenecec e,
2. Staff Qualifications ...........ceceeveeeciecceecieee e

Project Organization............oceeeevereeincienieseniecieeeiece e 10
1. Supervision and Training .........cccceeeeeveeeveecvereeereeeeeereesnrenens 10

2. Organization Chart (Program & Organization-wide)
(See Attachments for Organization Charts)

Service Delivery 12
Financial 20
See Attachments for Cost Proposal

Litigation .20
Attachments

A. Cost Proposal

=e

SPO-H-205 Proposal Budget

SPO-H-206A Budget Justification - Personnel: Salaries & Wages
SPO-H-206B Budget Justification - Personnel: Payroll Taxes and
Assessments, and Fringe Benefits

SPO-H-206C Budget Justification - Travel: Interisland

SPO-H-206E Budget Justification - Contractual Services — Administrative

Other Financial Related Materials
Financial Audits for fiscal year ended June 30, 2013 and June 30, 2014
Organization Chart

Program

Organization-wide

Performance and Output Measurement Tables
Program Specific Requirement

Sample Table of Contents for Proposals Submitted in Response to an RFP-SPO-H (Rev. 4/06)
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DRAFT CONTRACT NO.

SPECIAL CONDITIONS
1. The Compensation and Payment Schedule is attached hereto as Attachment 3 and
made a part hereof.
2. The Certificate of Exemption from Civil Service is attached hereto as Attachment

4 and made a part hereof.

3. The PROVIDER’s Standards of Conduct Declaration is attached hereto as

Attachment 5 and made a part hereof.

4. The General Conditions is attached hereto as Attachment 6 and made a part
hereof.

5. The Special Conditions is attached hereto as Attachment 7 and made a part
hereof.

6. Campaign Contributions by State and County Contractors. Contractors are

hereby notified of the applicability of Section 11-355, HRS, which states that campaign
contributions are prohibited from specified State or county government contractors during the
term of the Contract if the contractors are paid with funds appropriated by a legislative body.

7. Insurance. Paragraph 1.4, General Conditions, is replaced with the following:
The PROVIDER shall obtain, maintain, and keep in force throughout the period of this Contract
the following types of insurance:

a. General liability insurance issued by an insurance company
in the amount of a least ONE MILLION AND NO/100 DOLLARS ($1,000,000.00) for
bodily injury and property damage liability arising out of each occurrence and TWO

MILLION AND NO/100 DOLLARS ($2,000,000.00) aggregate.

ADM. SERV. OFFICE 1
LOG NO. 16-xxx



DRAFT CONTRACT NO.

b. Automobile insurance issued by an insurance company in an amount of at
least of ONE MILLION AND NO/100 DOLLARS ($1,000,000.00) per occurrence.

c. Professional liability insurance issued by an insurance company in the
amount of at least ONE MILLION AND NO/100 DOLLARS ($1,000,000.00) for
liability arising out of each claims-made basis and TWO MILLION AND NO/100
DOLLARS ($2,000,000.00) aggregate.
The insurance shall be obtained from a company authorized by law to issue such
insurance in the State of Hawaii (or meet Section 431: 8-301, Hawaii Revised Statutes, if
utilizing an insurance company not licensed by the State of Hawaii).
For general liability, professional liability, and automobile liability insurance, the
insurance coverage shall be primary and shall cover the insured for all work to be
performed under the Contract, including changes, and all work performed incidental
thereto or directly or indirectly connected therewith. The PROVIDER shall maintain in
effect this liability insurance until the STATE has certified that the PROVIDER’s work
under the Contract has been completed satisfactorily.
Prior to or upon execution of this Contract, the PROVIDER shall obtain a certificate of
insurance verifying the existence of the necessary insurance coverage in the amounts
stated above. The parties agree that the certificate of insurance shall be attached hereto as
Exhibit “” and be made a part of this Contract.
Each insurance policy required by this Contract shall contain the following clause:

It is agreed that any insurance maintained by the State of Hawaii will apply in

excess of, and not contribute with, insurance provided by this policy.

ADM. SERV. OFFICE 2
LOGNO. 16-xxx



DRAFT CONTRACT NO.

The general liability and automobile liability insurance policies required by this Contract

shall contain the following clause:

The State of Hawaii and its officers and employees are additional insured with
respect to operations performed for the State of Hawaii.

The certificate of insurance shall indicate these provisions are included in the policy.

The PROVIDER shall immediately provide written notice to the contracting department

or agency should any of the insurance policies evidenced on its certificate of insurance

forms be cancelled, limited in scope, or not renewed upon expiration.

If the scheduled expiration date of the insurance policy is earlier than the expiration date

of the time of performance under this Contract, the PROVIDER, upon renewal of the

policy, shall promptly cause to be provided to the STATE an updated certificate of
insurance.

8. If this Contract is terminated with cause or without cause or at the scheduled
expiration of the time of performance specified in this Contract, all equipment and unused
supplies and materials leased or purchased with funds paid to the PROVIDER under this
Contract shall become the property of the STATE as it so specifies and shall be disposed of as
directed by the STATE.

9. Option to Extend Contract. Unless terminated, this Contract may be extended by

the STATE for specified periods of time not to exceed five (5) years or for not more than five (5)
additional twelve (12) month periods, upon mutual agreement and the execution of a
supplemental agreement. This Contract may be extended provided that the Contract price shall
remain the same or is adjusted per the Contract Price Adjustment provision stated herein. The

STATE may terminate the extended agreement at any time in accordance with General

ADM. SERV. OFFICE 3
LOG NO. 16-xxx



DRAFT CONTRACT NO.

Conditions no. 4.

10.  Contract Price Adjustment. The Contract price may be adjusted prior to the

beginning of each extension period and shall be subject to the allotment and availability of state

and special funds.
11.  Audit Requirements.
a. Nonprofit organizations that expend $750,000 or more in a year of federal

funds from any source shall have a single audit conducted for that year in accordance
with the Single Audit Act Amendments of 1996, Public Law 104-156.

b. If the preceding condition applies, the PROVIDER shall conduct a
financial and compliance audit in accordance with the guidelines identified in Exhibit «,”
attached hereto and made a part hereof. Failure to comply may result in the withholding
of payments to the PROVIDER.

c. Nonprofit organizations that expend less than $500,000 a year in federal
funds are exempt from federal audit requirements for that year, however, records shall be
available for review or audit by appropriate officials of the federal awarding agency, the
STATE, or General Accounting Office.

d. If the PROVIDER is exempt from federal audit requirements in
accordance with subparagraph c., above, the cost of any audit conducted on behalf of the
PROVIDER shall not be charged to the federal portion of this Contract.

12.  The PROVIDER shall have bylaws or policies that describe the manner in which
business is conducted and policies that relate to favoritism and management of potential conflicts

of interest.

ADM. SERV. OFFICE 4
LOG NO. 16-xxx
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Comprehensive, Continuous, Integrated System of Care

Model
By Kenneth Minkoff, M.D.

The eight research-derived and consensus-derived principles that guide the
implementation of the CCISC are as follows:

1. Dual diagnosis is an expectation, not an exception: Epidemiologic data defining the
high prevalence of comorbidity, along with clinical outcome data associating
individuals with co-occurring psychiatric and substance disorders
(“ICOPSD") with poor outcomes and high costs in multiple systems, imply
that the whole system, at every level, must be designed to use all of its
resources in accordance with this expectation. This implies the need for an
integrated system planning process, in which each funding stream, each
program, all clinical practices, and all clinician competencies are designed
proactively to address the individuals with co-occurring disorders who
present in each component of the system already.

2. AlIlICOPSD are not the same; the national consensus four quadrant model for categorizing
co-occurring disorders (NASMHPD, 1998) can be used as a guide for service planning on
the system level. In this model, ICOPSD can be divided according to high and
low severity for each disorder, into high-high (Quadrant IV), low MH - high
SA (Quadrant IIT), high MH - low SA (Quadrant II), and low-low (Quadrant
I). High MH individuals usually have SPMI and require continuing
integrated care in the MH system. High SA individuals are appropriate for
receiving episodes of addiction treatment in the SA system, with varying
degrees of integration of mental health capability.

3. Empathic, hopeful, integrated treatment relationships are one of the most important
contributors to treatment success in any setting; provision of continuous integrated
treatment relationships is an evidence based best practice for individuals with the most
severe combinations of psychiatric and substance difficulties. The system needs to
prioritize a) the development of clear guidelines for how clinicians in any
service setting can provide integrated treatment in the context of an
appropriate scope of practice, and b) access to continuous integrated
treatment of appropriate intensity and capability for individuals with the
most complex difficulties.

4. Case management and care must be balanced with empathic detachment, expectation,
contracting, consequences, and contingent learning for each client, and in each service
setting. Each individual client may require a different balance (based on level
of functioning, available supports, external contingencies, etc.); and in a
comprehensive service system, different programs are designed to provide this
balance in different ways. Individuals who require high degrees of support or
supervision can utilize contingency based learning strategies involving a



variety of community based reinforcers to make incremental progress within
the context of continuing treatment.

When psychiatric and substance disorders coexist, both disorders should be considered
primary, and integrated dual (or multiple) primary diagnosis-specific treatment is
recommended. The system needs to develop a variety of administrative,
financial, and clinical structures to reinforce this clinical principle, and to
develop specific practice guidelines emphasizing how to integrate diagnosis-
specific best practice treatments for multiple disorders for clinically
appropriate clients within each service setting

Both mental illness and addiction can be treated within the philosophical framework of a
“disease and recovery model” (Minkoff, 1989) with parallel phases of recovery (acute
stabilization, motivational enhancement, active treatment, relapse prevention, and
rehabilitation/recovery), in which interventions are not only diagnosis-specific, but also
specific to phase of recovery and stage of change. Literature in both the addiction
field and the mental health field has emphasized the concept of stages of
change or stages of treatment, and demonstrated the value of stagewise
treatment (Drake et al, 2001.)

There is no single correct intervention for ICOPSD; for each individual interventions must
be individualized according to quadrant, diagnoses, level of functioning, external
constraints or supports, phase of recovery/stage of change, and (in a managed care system)
multidimensional assessment of level of care requirements. This principle forms the
basis for developing clinical practice guidelines for assessment and treatment
matching. It also forms the basis for designing the template of the CCISC, in
which each program is a dual diagnosis program, but all programs are not the
same. Each program in the system is assigned a “job”: to work with a
particular cohort of ICOPSD, providing continuity or episode interventions,
at a particular level of care. Consequently, all programs become mobilized to
develop cohort specific dual diagnosis services, thereby mobilizing treatment
resources throughout the entire system.

Clinical outcomes for ICOPSD must also be individualized, based on similar parameters for
individualizing treatment interventions. Abstinence and full mental illness recovery
are usually long term goals, but short term clinical outcomes must be
individualized, and may include reduction in symptoms or use of substances,
increases in level of functioning, increases in disease management skills,
movement through stages of change, reduction in “harm” (internal or
external), reduction in service utilization, or movement to a lower level of
care. Systems need to develop clinical practice parameters for treatment
planning and outcome tracking that legitimize this variety of outcome
measures to reinforce incremental treatment progress and promote the
experience of treatment success.
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Consumer Name: Date:
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S %g . Adult Mental Health Division
m% ‘V' < Representative Payee Program
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& Managing Your Money Worksheet

#ent OF

Each of us handles our money differently. This exercise is designed to help you to get a handle on
your money management practices and to see where you can make changes if necessary.

1.

When you want to purchase something and you do not have the cash, what do you do?

When you have extra money, where do you keep it?

How do you pay your monthly expenses? Cash___  Check___ Moneyorder___ Other_

Where do you cash checks (bank, grocery store, check cashing service, etc.)?

What works well about your approach to managing your money?

What does not work well?

The following are some tips on making the most of your money.

1.

To save money on your electric bill, turn off lights, TV, etc. when you leave a room and hang
clothes if possible instead of using a dryer.

Wait for sales before making purchases.

Only buy things that you and your family really NEED.

Cut back on eating out. Take home lunch to work or school.

Make a shopping list before going shopping & avoid shopping for food when you are hungry.
Do not cash your checks at check cashing stores to avoid check cashing fees.

if you smoke, buy tobacco in bags and roll your own cigarettes.

Try to make appointments and shopping trips on the same days to save on gasoline or
other means of transportation.

What other ways can you think of to make the most of your money? List some ideas below.

RP Managing Your Money Form, rev. 05/12
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Adult Mental Health Division
Representative Payee Program

Monthly Budget Sheet

Consumer Name:; Month/Year:

Source of Income Date Received Amount

G.A. (General Assistance)

SSI (Supplemental Security Income)

SSDI (Social Security Disability Insurance)

Wages/Employer:

Other (Specify)

Food Stamps

Total Received for Month

Monthly Expenses Notes (paid to, terms, &/or acct #’s) Amount

Rent

Storage Fee

Utilities

Phone

Cable TV

Food/Clubhouse Meals

Medical/Dental

Taxi Coupons

Allowance

TOTAL Expenses

Total Monthly Income ( ) — Total Monthly Expense ( )= ( monthly savings)

I understand that the allowance amount shown on this form will be given to me as indicated above. Any
budget changes need to be reviewed with my CM and forwarded to my RP via Change of Event Report.

Consumer Signature Case Manager Name (Printed) Case Manager Signature

Representative Payee Name RP Signature Date

Recommendation: Continue RP services_ _ Decrease /Maintain RP services (2x Monthly) (Circle One)

Decrease / Maintain RP services (1x Monthly) Work toward Discharge (Circle One)

Target Date

RP Monthly Budget Sheet Form
(rev. 05/12)
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Adult Mental Health Division
Representative Payee Program

4 Weekly Expenses Worksheet
ENT O
Weekly Money Tracker Worksheet For: Start Date:
SUN: | bought (list items below): Cost of item | THURS: | bought (list items below): Cost of item
Total Cost of All Items: | § Total Cost of All Items: | §
MON: | bought (list items below): Cost of item | FRI: | bought (list items below): Cost of item
Total Cost of All Items: | § Total Cost of All Items: | §
TUES: | bought (list items below): Cost of item | SAT: | bought (list items below): Cost of item
Total Cost of All items: | §
Total Cost of All Items: | §
WED: | bought (list items below): Cost of item
Total Cost of All items Purchased
from Thursday through Saturday: | §
Cost of Spending—Sun through Wed: | § +
Cost of Spending—Thur through Sat: | §
Total Cost of All Items: | § TOTAL SPENDING FOR THE WEEK= S

Total Cost of All Items Purchased

Total Spending for the Week:

from Sunday through Wednesday: | §

Total of Circled items:

Total Amount | Could Have Saved=

s

Use this worksheet to keep track of your spending. Record items purchased throughout the week and the total cost of the items. At
the end of the week, go back and circle the items that you could have gone without. Calculate how much money you could have
saved by adding all of the circled items, entering that amount next to “Total of Circled Items” and subtract that total from “Total

Spending for the Week”.

RP Weekly Expenses Form, (rev. 05/12)
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YenT OF Individual Savings Goal Worksheet

This exercise is designed to help you to start thinking about setting some financial goals.
Please write down three short-term goals (things that you can save enough money for in
twelve months or less), three long-term goals (things that you can save enough money for
in more than one year but less than five), and the approximate cost of each goal item.
Make sure that your goals are realistic and attainable.

Short-term goals Long-term goals

Item Approx. Item Approx.
Cost Cost

Circle the most important item in each list and estimate how much you need to save each
month in order to purchase these items. Set a plan and a target date for each below.

For my short-term goal, | will save $ monthly for months. | will purchase this

item on . For my long-term goal, | will save $ monthly for
months. | will purchase this item on

Consumer’s Name Signature Date

Case Manager’s Name CM Signature Representative Payee

RP Individual Savings Goal Form, (rev. 05/12)
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Adult Mental Health Division
Representative Payee Program
Change of Event Report — Demographics

FAXTO:  (808)

Consumer Name: Case Manager:
Check appropriate boxes and complete all information for each box checked.
[ | Change of RESIDENCE Date Moved:

New Address:

[ ] RENTAL AGREEMENT ATTACHED

[ | Change in LEGAL ENCUMBRANCES Status
[

Consumer ADMITTED Date: [ ] Consumer DISCHARGED Date:
[] Jail [] Prison [ ] Penal Institution
Name of Institution: [ 1 If DISCHARGED, attach discharge paper (Ipg)

[[] WARRANT/BENCH WARRANT Date initiated:

[ ] Change in MEDICAL/PSYCHIATRIC INSTITUTION Status
L]

Consumer ADMITTED Date: [[] Consumer DISCHARGED Date:

[] Psychiatric Institution [[] Psychiatric Institution

Name of Institution: [ 1 1f DISCHARGED, attach discharge paper (1pg)
[] Change in MARITAL Status Date:

[] Married [ ] Divorced [] Separated

[] Other ] ATTACH CERTIFIED ORIGINAL COPY
[] Change in SCHOOL Status

Start Date: Stop Date:

[ ] Report DEATH of: Date of Death:

[[] Consumer [] Spouse [] Child [ ] Parent
[] Report BIRTH of child Date of Birth:

[ | ATTACH CERTIFIED ORINGIAL COPY

[] Change in CITIZENSHIP/IMMIGRATION Status

[[] Outside the US for more than 30 days
[ ] Other: [[1 ATTACH ORIGINAL

Information needed for Representative Payee Program:
[] Change in COMMUNITY BASED CASE MANAGEMENT or AGENCY status

[[] Case Management Agency to Case Management Agency Date:

From: To:
[[] Case Manager to Case Manager Date:
From: To:
[[] Discharged from CBCM Date Auth Sent to UM:

RP Change of Event — Demographics
(Rev. 08/12)




Adult Mental Health Division
Representative Payee Program
Change of Event Report ~ Finances

FAXTO: (808) (monthly expense changes require one week notice)
Consumer Name:

Case Manager/Agency:

Income/Pension/Resource Changes:

[] Started Working Date Work Started:

[_] Stopped Working Date Stopped Working:

Other - please include income type (i.e., pension, unemployment, monetary settlements), amount, date
payment was received, date payment started and/or stopped:
[ ] Consumer receives SSI and has a change in resources

[[] Consumer is single and has over $2000.00 in resources
[[] Consumer is married and has over $3000.00 in resources

Monthly Expense Change:

[] Increase [ ]Decrease Rent  $ Asof: (please attach updated rental agreement)

[[] Increase [ ]|Decrease (need purchase receipts for $100 or
Allowance $ Every: more!)

[] For New Bills, please attach statements or invoices from all vendors and indicate amount

to be paid (i.e. balance due or monthly payment of $) $

[[] Other (please specify)

Electronic Funds Transfer: Attach voided check
Name on Account:

Bank Name:
Type: Checking [ ] Savings [_]
Account #: Bank Routing #:
| Statements will be..  Mailed directly to [] Hand delivered by consumer [ |

Check Request: Case Managers - please call your consumer’s payee first to verify the availability of funds.
These requests are limited to one per month. Please allow 2 to 5 business days to process and receive. Receipts
are required for all check requests and must reflect the purpose of the request specified, here.

Request Amount: $

Make check payable to: Payable Address:

(] Direct Deposit [ ] Pick Up [ ] Mail If address different:
Purpose of Request [ | Housing [] Food [] Clothing [] Medical/Dental [ ] Hygiene
[ ] Furnishings (] Transportation [] Other (specify):

Consumer Signature Case Manager Signature Date

RP Change Event - Finances
Rev. 08/12
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Representative Payee Program

Consumer Satisfaction Survey

Name of your Representative Payee: Date:

This survey will help us to determine the quality of our program services. Please circle the number
(1 = ® through 5 = ©) that best describes your opinion. Mahalo for your cooperation!

1. Does your payee go over your monthly income and expenses with you and your case manager on
a regular basis?

Definitely NO ® 1 2 3 4 5 © Definitely YES

2. Does your payee include you and your case manager in budget-making decisions?

Definitely NO ® 1 2 3 4 5 © Definitely YES

3. Are your monthly bills being paid regularly and on time?

Definitely NO ® 1 2 3 4 5 © Definitely YES

4. Does your payee try to help make monthly bill payments affordable and comfortable for you?
Definitely NO ® 1 2 3 4 5 © Definitely YES

5. Do you have a regularly scheduled time and place to receive your personal allowance?
Definitely NO ® 1 2 3 4 5 © Definitely YES

6. Does your payee provide your financial records (rental & utility receipts, bank statements, etc.)
to you and/or your case manager upon request in a timely manner?

Definitely NO ® 1 2 3 4 5 © Definitely YES

7. Do you feel that you are being treated respectfully by the Representative Payee staff?

Definitely NO ® 1 2 3 4 5 © Definitely YES

8. Overall, how satisfied are you with the services that you have been receiving?

NOT AT ALL Satisfied ® 1 2 3 4 5 © VERY Satisfied

9. Do you have any suggestions as to how we can improve our services?

RP Consumer Satisfaction Survey, (rev. 05/12)
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OMB Approval No 0920-0428

CERTIFICATIONS

1. CERTIFICATION REGARDING DEBARMENT
AND SUSPENSION

The undersigned (authorized official signing for the
applicant organization) certifies to the best of his or
her knowledge and belief, that the applicant, defined
as the primary participant in accordance with 45 CFR
Part 76. and its principals:

(a) are not presently debarred, suspended, proposed
for debarment, declared ineligible, or voluntanly
excluded from covered transactions by any
Federal Department or agency;

(b} have not within a 3-year period preceding this
proposal been convicted of or had a civil
judgment rendered against them for commission
of fraud or a cnminal offense in connection with
obtaining. attempuing 1o obtain, or performing a
public (Federal, State, or local) transaction or
contract under a public transaction; violation of
Federal or State antitrust statutes or commission
of embezziement, theft, forgery, bribery,
falsificavon or destruction of records, making
false statements, or receiving stolen property;

(¢c) are not presently indicted or otherwise
cniminally or civilly charged by a governmental
enuty (Federal, State, or local) with com-
mussion of any of the offenses enumerated in
paragraph (b) of this centification: and

{d) have not within a 3-year penod preceding this
apphcauon/proposal had one or more public
transactions (Federal, State, or local) terminated
for cause or default,

Should the apphicant not be able 1o provide this
cerufication, an explanation as to why should be
placed after the assurances page in the application

package. :

The applicant agrees by submitting this proposal that
st will include, without modification, the clause tuted
“Centificaion Regarding Debarment. Suspension, In
zhigibilty, and Voluntary Exclusion--Lower Tier
Covered Transactions” in all lower uer covered
iransactions (1.2, transacnions with sub- grantees
and/or contractors) and in all solicitations for lower
uer covered transacuions in accordance with 45 CFR
Part 76.

2. CERTIFICATION REGARDING DRUG-FREE

WORKPLACE REQUIREMENTS

The undersigned (authorized official signing for the
applicant organization) centifies that the applicant
will, or will continue to, provide a drug-free work-
place in accordance with 45 CFR Pant 76 by:

(a) Publishing a statement notifying employees that
the unlawful manufacture, distribution, dis-
pensing, possession or use of a controlled
substance is prohibited in the grantee’s work-
place and specifying the actions that will Be
taken against employees for violation of such
prohibition;

(b) Establishing an ongoing drug-free awareness =
program to inform employees about--

{1) The dangers of drug abuse in the
workplace;

(2) The grantee's policy of maintaining a
drug-free workplace;

(3} Any available drug counseling, rehabil-
itation, and employee assistance programs;
and

(4} The penalties that may be imposed upon
employees for drug abuse violations
occurring in the workplace;

(c) Making it a requirement that each emplovee to
be engaged in the performance of the grant be
given a copy of the statement required by
paragraph (a) above:

{(d) Notifying the employee in the staternent re-
quired by paragraph ({(a), above, that. as a
condition of employment under the grant, the
employee will--

(1} Abide by the terms of the statement; and

(2) Notify the employer in writing of his or her
conviction for a violation of a criminal drug
statute occurring in the workplace no later
than five calendar days after such
conviction:

{e) Notifving the agency in wrting within ten
calendar days after receiving notice under
paragraph (d)(2) from an employee or otherwise
receiving ' actual notice of such conviction.
Employers of convicted employees must provide
notice, including position title, to every gram
officer or other designze on whose grant activity
the convicted employee was working, unless
the Federal agency has designated a central



point for the receipt of such notices. Notice shall

include the identification number(s) of each

affected grant;

(f) Taking one of the following actions, within 30
calendar days of receiving notice under
paragraph (d) (2), with respect to any employee
who is so convicted--

(1) Taking appropriate personnel action against
such an employee, up to and including
termination, consistent with the
requirements of the Rehabilitation Act of
1973, as amended; or

(2) Requiring such employee to participate
satisfactorily in a drug abuse assistance or
rehabilitation program approved for such
purposes by a Federal, State, or local health,
law enforcement, or other appropriate
agency;

(g) Making a good faith effort to continue to
maintain a drug-free workplace through imple-
mentation of paragraphs (a), (b), (c), {d), (e),
and (f).

For purposes of paragraph (e} regarding agency
notification of criminal drug convictions, the DHHS has
designated the following central point for receipt of
such notices:

Office of Grants and Acquisition Management

Office of Grants Management

Office of the Assistant Secretary for Management and
Budget

Department of Health and Human Services

200 Independence Avenue, S.W., Room 517-D

Washington, D.C. 20201

3. CERTIFICATION REGARDING LOBBYING

Title 31, United States Code, Section 1352, entitled
"Limitation on use of appropriated funds to in-
fluence certain Federal contracting and financial
transactions,” generally prohibits recipients of
Federal grants and cooperative agreements from
using Federal (appropriated) funds for lobbying the
Executive or Legislative Branches of the Federal
Government in connection with a SPECIFIC grant or
cooperative agreement, Section 1352 also requires
that each person who requests or receives a Federal
grant or cooperative agreement must disclose
lobbying undertaken with non-Federal (non-
appropriated) funds. These requirements apply to
grants and cooperative agreements EXCEEDING
$100.000 in total costs (45 CFR Part 93).

The undersigned (authonzed official signing for the
applicant organization) certifies, 1o the best of his or
her knowledge and belief, that:

{}) No Federal appropriated funds have been paid
or will be paid, by or on behalf of the under-

signed, 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 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 Federally 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 Standard Form-LLL, “Disclosure of
Lobbying Activities,” in accordance with its
instructions. (If needed, Standard Form-LLL,
"Disclosure of Lobbying  Activities,” its
instructions, and continuation sheet are included at
the end of this application form.)

(3) The undersigned shall require that the language of
this certification be included in the award doc-
uments 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 centification 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 prerequisite for making or entering into
this transaction imposed by Section 1352, U.S. Code.
Any person who fails to file the required cenification
shall be subject to 2 civil penalty of not less than
$10,000 and not more than $100,000 for each such
failure.

4. CERTIFICATION REGARDING PROGRAM
FRAUD CIVIL REMEDIES ACT (PFCRA)

The undersigned (authorized official signing for the
applicant organization) certifies that the statements
herein are true, complete. and accurate to the best of
his or her knowledge, and that he or she is aware
that any false, fictitious, or fraudulent statements or
claims may subject him or her to criminal, civil, or
administrative penalties. The undersigned agrees
that the applicant organization will comply with the
Public Health Service terms and conditions of
award if a grant is awarded as a result of this
application,



5. CERTIFICATION REGARDING
ENVIRONMENTAL TOBACCO SMOKE

Public Law 103-227, also known as the Pro-Children
Act of 1994 (Act), requires that smoking not be
permtted in any pontion of any indoor facility owned
or leased or contracted for by an entity and used
routinely or regularly for the provision of health, day
care, early childhood development services,
education or library services to children under the
age of 18, if the services are funded by Federal
programs either directly or through State or local
governments, by Federal grant, contract, loan, or loan
guarantee. The law also applies to children’s
services that are provided in indoor facilities that are
constructed, operated, or maintained with such
Federal funds. The law does not apply to children’s
services provided in private residence, portions of
faciliues used for inpatient drug or alcohol treatment,
service providers whose sole source of applicable
Federal funds is Medicare or Medicaid, or facilities
where WIC coupons are redeemed.

Failure to comply with the provisions of the law
may result in the imposition of a civil monetary
penalty of up to $1,000 for each violation and/or the
imposition of an administrative compliance order on
the responsible entity.

By signing the certification. the undersigned
centifies that the applicant organization will comply
with the requirements of the Act and will not allow
smoking within any portion of any indoor facility
used for the provision of services for children as
defined by the Act.

The applicant organization agrees that it will require
that the language of this centification be included in
any subawards which contain .provisions for
children’s services and that all subrecipients shall

certify accordingly.

The Public Health Services strongly encourages all
grant recipients to provide a smoke-free workplace
and promote the non-use of tobacco products. This
is consistent with the PHS mussion to protect and~
advance the physical an mental health of the
American people.

~
o
o
m

SIGNATURE OF AUTHORIZED CEZRTIFYING OFFICIAL

APPLICANT ORGANIZATION

DATE SUBMITTED
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Instructions for Completing

FORM SPO-H-205A ORGANIZATION - WIDE BUDGET BY

SOURCE OF FUNDS
Applicant/Provider: Enter the Applicant's legal name.
RFP#: Enter the Request For Proposal (RFP) identifying number of this service

activity.

For all columns
(a) thru (d)

Report your total organization-wide budget for this fiscal year by source
of funds. Your organization's budget should reflect the total budget of
the "organization" legally named. Report each source of fund in separate
columns, by budget line item.

For the first column on the first page of this form, use the column
heading, "Organization Total".

For the remaining columns you may use column headings such as:
Federal, State, Funds Raised, Program Income, etc. If additional columns
are needed. use additional copies of this form.

Columns (b), (c) & (d)

Identify sources of funding in space provided for column titles.

TOTAL (A+B+C+D) Sum the subtotals for Budget Categories A, B, C and D, for columns (a)
through (d).

SOURCE OF FUNDING: Identify all sources of funding to be used by your organization.

(@

(b)

(o)

(d)

TOTAL REVENUE Enter the sum of all revenue sources cited above.

Budget Prepared by: Type or print the name of the person who prepared the budget request and

their telephone number. If there are any questions or comments, this
person will be contacted for further information and clarification.
Provide signature of Applicant's authorized representative, and date of
approval.

Special Instructions by the State Purchasing Agency:

Provide a budget by source of funds for this specific service activity.

SPO-H 10/01/98

Special Instructions by: (DOH/AMHD 10/04/04)
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I REPRESENTATIVE PAYEE
Effective Date 8/2012

—

—— —

Services provided by a professional, para-professional or advocacy organization to assume
responsibility for being a representative payee for a person who qualifies for and is receiving SSI or
SSDI. The representative payee shall be directly responsible for the payment of rent, utilities,
transportation, food, and clothes for the consumer and the provision of a daily or weekly allowance
of money for the consumer’s personal use from their entitlements.

For consumers who begin to demonstrate the ability to be responsible with money and become self-
sufficient, involvement with the representative payee program may decrease. For other consumers
who are unable to become self-sufficient, program services may be required indefinitely.

The program shall have effective linkages with the United States Social Security Administration,
the Community Mental Health Centers, the consumers, and a bank for establishing an efficient and
flexible financial system in order to implement this money management service.

This representative payee program shall be committed to the following:

e Treating consumers with dignity and respect;
e Empowering consumers to achieve maximum autonomy and self-reliance;
e Ensuring services for all enrollees for the duration of their need; and
e Acknowledging the right of consumers to make choices and to be included in decision-
making.
Level Of Care LOCUS Level 1
Population Focus Adults who are registered and eligible for Adult Mental Health
Division services who meet the following criteria
Initial Authorization Unit-Cost Reimbursement
Unit-12 months; 12 units
Re-Authorization Unit-Cost Reimbursement
Unit-12 months; 12 units
Admission Criteria Meets all of the following criteria:
1. Person is an AMHD eligible consumer who is receiving SSI
or SSDI.

2. Clear inability to manage financial resources appropriately
with a documented history of not meeting basic needs of
food, shelter, hygiene, or safety which places the person at
imminent risk of harm.

3. Has limited/minimal environmental support and no
responsible person/organization available for fiduciary role.

4. May be capable of learning to manage own finances
appropriately within two (2) years of initial service
authorization.

Continued Stay Criteria Meets all of the following:

1. Continues to meet initial criteria

2. Consumer shows willingness to actively participate in
financial management skills training/coaching and to
progress towards independence from representative payee
services.

Rev. 9/5/12



3. Documentation of progress toward becoming independent of
a representative payee.

Discharge Criteria

Meets one of the following:

1. Status has improved or no longer in need of service due to
one of the following:

a. Consumer has achieved maximum benefit from
financial management skills training/coaching and
would not benefit from further training at this time.

b. Consumer has met financial/budgeting skill building
goals and can adequately manage his/her funds for
food/shelter/other basic necessities, thus graduating
from the program.

2. Consumer no longer requires service due to one of the
following:

a. Consumer is no longer eligible for SSI or SSDI.

b. Consumer voluntarily withdraws from service.

c. Consumer transitioned to a SSA Fee-for-Service
representative payee program.,

3. Consumer has achieved the maximum allowable length of
stay for this service.

4. Consumer deceased. Discharge date should reflect the same
date as the date of death. Sentinel event should be reported
to AMHD Performance Improvement.

5. Transferred to a Long Term Institution/Facility
a. Incarceration

b. Court ordered to care and custody of Director of
Health (e.g. HSH)

c. Long-term care facility (more than 30 day stay)
6. Hospitalization over 30 days
7. Consumer moved from geographic area

a. Out of Area

b. Out of State
8. Consumer found AMHD ineligible due to:

a. Change in diagnosis (to an ineligible Dx)

b. No longer forensically encumbered

c¢. Obtained commercial insurance or other
means/assets

9. Unable to locate
10. Consumer is refusing service/leaving against medical advice
11. Other (please state)

Service Exclusions

This service can be received in conjunction with any other service.

Clinical Exclusion

1. This service does not replace guardianship when needed.

2. Persons who are capable of making their own choices and
for whom those choices do place the person at imminent risk
of harm or danger to self or others would not be
appropriate for this service.

Rev. 9/5/12
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(]
Form w 9

(Rev. December 2011)

Department of the Treasury
Internal Revenue Service

Request for Taxpayer
Identification Number and Certification

Give Form to the
requester. Do not
send to the IRS.

Name (as shown on your income tax return)

Business name/disregarded entity name, if different from above

‘Check appropriate box for federal tax classification:
D Individual/sole proprietor D C Corporation

E] Other (see instructions) »

D S Corporation

[_—_| Limited liability company. Enter the tax classification (C=C corporation, S=S corporation, P=partnership) »

|:| Partnership D Trust/estate

D Exempt payee

Address (number, street, and apt. or suite no.)

Requester’s name and address (optional)

City, state, and ZIP code

Print or type
See Specific Instructions on page 2.

List account number(s) here (optional)

BN Taxpayer Identification Number (TIN)

Enter your TIN in the appropriate box. The TIN provided must match the name given on the “Name” line
to avoid backup withholding. For individuals, this is your social security number (SSN). However, for a

resident alien, sole proprietor, or disregarded entity, see the Part | instructions on page 3. For other - -
entities, it is your employer identification number (EIN). If you do not have a number, see How to geta

TIN on page 3.

Note. If the account is in more than one name, see the chart on page 4 for guidelines on whose

number to enter.

[ Social security number ]

[ Employer identification number |

Certification

Under penalties of perjury, | certify that:

1. The number shown on this form is my correct taxpayer identification number (or | am waiting for a number to be issued to me), and

2. | am not subject to backup withholding because: (a) | am exempt from backup withholding, or (b) | have not been notified by the Internal Revenue
Service (IRS) that | am subject to backup withholding as a result of a failure to report all interest or dividends, or (c) the IRS has notified me that | am

no longer subject to backup withholding, and

3. 1am a U.S. citizen or other U.S. person (defined below).

Certification instructions. You must cross out item 2 above if you have been notified by the IRS that you are currently subject to backup withholding
because you have failed to report all interest and dividends on your tax return. For real estate transactions, item 2 does not apply. For mortgage
interest paid, acquisition or abandonment of secured property, cancellation of debt, contributions to an individual retirement arrangement (IRA), and
generally, payments other than interest and dividends, you are not required to sign the certification, but you must provide your correct TIN. See the

instructions on page 4.

Sign Signature of
Here U.S. person >

Dato >

General Instructions

Section references are to the Internal Revenue Code unless otherwise
noted.

Purpose of Form

A person who is required to file an information return with the IRS must
obtain your correct taxpayer identification number (TIN) to report, for
example, income paid to you, real estate transactions, mortgage interest
you paid, acquisition or abandonment of secured property, cancellation
of debt, or contributions you made to an IRA.

Use Form W-9 only if you are a U.S. person (including a resident
alien), to provide your correct TIN to the person requesting it (the
requester) and, when applicable, to:

1. Certify that the TIN you are giving is correct (or you are waiting for a
number to be issued),

2. Certify that you are not subject to backup withholding, or

3. Claim exemption from backup withholding if you are a U.S. exempt
payee. If applicable, you are also certifying that as a U.S. person, your
allocable share of any partnership income from a U.S. trade or business
is not subject to the withholding tax on foreign partners’ share of
effectively connected income.

Note. If a requester gives you a form other than Form W-9 to request
your TIN, you must use the requester’s form if it is substantially similar
to this Form W-9,

Definition of a U.S. person. For federal tax purposes, you are
considered a U.S. person if you are:

* An individual who is a U.S. citizen or U.S. resident alien,

* A partnership, corporation, company, or association created or
organized in the United States or under the laws of the United States,

* An estate (other than a foreign estate), or
* A domestic trust (as defined in Regulations section 301.7701-7).

Special rules for partnerships. Partnerships that conduct a trade or
business in the United States are generally required to pay a withholding
tax on any foreign partners’ share of income from such business.
Further, in certain cases where a Form W-9 has not been received, a
partnership is required to presume that a partner is a foreign person,
and pay the withholding tax. Therefore, if you are a U.S. person that is a
partner in a partnership conducting a trade or business in the United
States, provide Form W-9 to the partnership to establish your U.S.
status and avoid withholding on your share of partnership income.

Cat. No. 10231X

Form W=9 (Rev. 12-2011)
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The person who gives Form W-8 to the partnership for purposes of
establishing its U.S. status and avoiding withholding on its allocable
share of net income from the partnership conducting a trade or business
in the United States is in the following cases:

¢ The U.S. owner of a disregarded entity and not the entity,

* The U.S. grantor or other owner of a grantor trust and not the trust,
and

* The U.S. trust (other than a grantor trust) and not the beneficiaries of
the trust.

Foreign person. If you are a foreign person, do not use Form W-9.
Instead, use the appropriate Form W-8 (see Publication 515,
Withholding of Tax on Nonresident Aliens and Foreign Entities).

Nonresident alien who becomes a resident alien. Generally, only a
nonresident alien individual may use the terms of a tax treaty to reduce
or eliminate U.S. tax on certain types of income. However, most tax
treaties contain a provision known as a “saving clause.” Exceptions
specified in the saving clause may permit an exemption from tax to
continue for certain types of income even after the payee has otherwise
become a U.S. resident alien for tax purposes.

If you are a U.S. resident alien who is relying on an exception
contained in the saving clause of a tax treaty to claim an exemption
from U.S. tax on certain types of income, you must attach a statement
to Form W-9 that specifies the following five items:

1. The treaty country. Generally, this must be the same treaty under
which you claimed exemption from tax as a nonresident alien.

2. The treaty article addressing the income.

3. The article number (or location) in the tax treaty that contains the
saving clause and its exceptions.

4. The type and amount of income that qualifies for the exemption
from tax.

5. Sufficient facts to justify the exemption from tax under the terms of
the treaty article.

Example. Article 20 of the U.S.-China income tax treaty allows an
exemption from tax for scholarship income received by a Chinese
student temporarily present in the United States. Under U.S. law, this
student will become a resident alien for tax purposes if his or her stay in
the United States exceeds 5 calendar years. However, paragraph 2 of
the first Protocol to the U.S.-China treaty (dated April 30, 1984) allows
the provisions of Article 20 to continue to apply even after the Chinese
student becomes a resident alien of the United States. A Chinese
student who qualifies for this exception (under paragraph 2 of the first
protocol) and is relying on this exception to claim an exemption from tax
on his or her scholarship or fellowship income would attach to Form
W-9 a statement that includes the information described above to
support that exemption.

If you are a nonresident alien or a foreign entity not subject to backup
withholding, give the requester the appropriate completed Form W-8.

What is backup withholding? Persons making certain payments to you
must under certain conditions withhold and pay to the IRS a percentage
of such payments. This is called “backup withholding.” Payments that
may be subject to backup withholding include interest, tax-exempt
interest, dividends, broker and barter exchange transactions, rents,
royalties, nonemployee pay, and certain payments from fishing boat
operators. Real estate transactions are not subject to backup
withholding.

You will not be subject to backup withholding on payments you
receive if you give the requester your correct TIN, make the proper
certifications, and report all your taxable interest and dividends on your
tax return.

Payments you receive will be subject to backup
withholding if:
1. You do not furnish your TIN to the requester,

2. You do not certify your TIN when required (see the Part Il
instructions on page 3 for details),

3. The IRS tells the requester that you furnished an incorrect TIN,
4. The IRS tells you that you are subject to backup withholding

because you did not report all your interest and dividends on your tax
return (for reportable interest and dividends only), or

5. You do not certify to the requester that you are not subject to
backup withhoiding under 4 above (for reportable interest and dividend
accounts opened after 1983 only).

Certain payees and payments are exempt from backup withholding.
See the instructions below and the separate Instructions for the
Requester of Form W-9.

Also see Special rules for partnerships on page 1.

Updating Your Information

You must provide updated information to any person to whom you
claimed to be an exempt payee if you are no longer an exempt payee
and anticipate receiving reportable payments in the future from this
person. For example, you may need to provide updated information if
you are a C corporation that elects to be an S corporation, or if you no
longer are tax exempt. In addition, you must furnish a new Form W-9 if
the name or TIN changes for the account, for example, if the grantor of a
grantor trust dies.

Penalties

Failure to furnish TIN. If you fail to furnish your correct TIN to a
requester, you are subject to a penalty of $50 for each such failure
unless your failure is due to reasonable cause and not to willful neglect.

Civil penalty for false information with respect to withholding. If you
make a faise statement with no reasonable basis that results in no
backup withholding, you are subject to a $500 penalty.

Criminal penalty for falsifying information. Willfully falsifying
certifications or affirmations may subject you to criminal penalties
including fines and/or imprisonment.

Misuse of TINs. If the requester discloses or uses TINs in violation of
federal law, the requester may be subject to civil and criminal penalties.

Specific Instructions

Name

If you are an individual, you must generally enter the name shown on
your income tax return. However, if you have changed your last name,
for instance, due to marriage without informing the Social Security
Administration of the name change, enter your first name, the last name
shown on your social security card, and your new last name.

If the account is in joint names, list first, and then circle, the name of
the person or entity whose number you entered in Part | of the form.

Sole proprietor. Enter your individual name as shown on your income
tax return on the “Name” line. You may enter your business, trade, or
“doing business as (DBA)” name on the “Business name/disregarded
entity name” line.

Partnership, C Corporation, or S Corporation. Enter the entity's name
on the “Name” line and any business, trade, or “doing business as
(DBA) name” on the “Business name/disregarded entity name” line.

Disregarded entity. Enter the owner's name on the “Name” line. The
name of the entity entered on the “Name” line should never be a
disregarded entity. The name on the “Name” line must be the name
shown on the income tax return on which the income will be reported.
For example, if a foreign LLC that is treated as a disregarded entity for
U.S. federal tax purposes has a domestic owner, the domestic owner's
name is required to be provided on the “Name” line. If the direct owner
of the entity is also a disregarded entity, enter the first owner that is not
disregarded for federal tax purposes. Enter the disregarded entity's
name on the “Business name/disregarded entity name” line. If the owner
of the disregarded entity is a foreign person, you must complete an
appropriate Form W-8.

Note. Check the appropriate box for the federal tax classification of the
person whose name is entered on the “Name” line (Individual/sole
proprietor, Partnership, C Corporation, S Corporation, Trust/estate).

Limited Liability Company (LLC). If the person identified on the
“Name” line is an LLC, check the “Limited liability company” box only
and enter the appropriate code for the tax classification in the space
provided. If you are an LLC that is treated as a partnership for federal
tax purposes, enter “P” for partnership. If you are an LLC that has filed a
Form 8832 or a Form 2553 to be taxed as a corporation, enter “C” for
C corporation or “S” for S corporation. If you are an LLC that is
disregarded as an entity separate from its owner under Regulation
section 301.7701-3 (except for employment and excise tax), do not
check the LLC box unless the owner of the LLC (required to be
identified on the “Name” line) is another LLC that is not disregarded for
federal tax purposes. If the LLC is disregarded as an entity separate
from its owner, enter the appropriate tax classification of the owner
identified on the “Name” line.
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Other entities. Enter your business name as shown on required federal
tax documents on the “Name” line. This name should match the name
shown on the charter or other legal document creating the entity. You
may enter any business, trade, or DBA name on the “Business name/
disregarded entity name” line.

Exempt Payee

If you are exempt from backup withholding, enter your name as
described above and check the appropriate box for your status, then
check the “Exempt payee” box in the line following the “Business name/
disregarded entity name,” sign and date the form.

Generally, individuals (including sole proprietors) are not exempt from
backup withholding. Corporations are exempt from backup withholding
for certain payments, such as interest and dividends.

Note. if you are exempt from backup withholding, you should still
complete this form to avoid possible erroneous backup withholding.

The following payees are exempt from backup withholding:

1. An organization exempt from tax under section 501(a), any IRA, or a
custodial account under section 403(b)(7) if the account satisfies the
requirements of section 401(f)(2),

2. The United States or any of its agencies or instrumentalities,

3. A state, the District of Columbia, a possession of the United States,
or any of their political subdivisions or instrumentalities,

4. A foreign government or any of its political subdivisions, agencies,
or instrumentalities, or

5. An international organization or any of its agencies or
instrumentalities.

Other payees that may be exempt from backup withholding include:
6. A corporation,
7. A foreign central bank of issue,

8. A dealer in securities or commodities required to register in the
United States, the District of Columbia, or a possession of the United
States,

9. A futures commission merchant registered with the Commodity
Futures Trading Commission,

10. A real estate investment trust,

11. An entity registered at all times during the tax year under the
Investment Company Act of 1940,

12. A common trust fund operated by a bank under section 584(a),
13. A financial institution,

14. A middleman known in the investment community as a nominee or
custodian, or

15. A trust exempt from tax under section 664 or described in section
4947,

The following chart shows types of payments that may be exempt
from backup withholding. The chart applies to the exempt payees listed
above, 1 through 15.

THEN the payment is exempt
for...

IF the payment is for . ..

All exempt payees except
for9

Exempt payees 1 through 5 and 7
through 13. Also, C corporations.

Interest and dividend payments

Broker transactions

Barter exchange transactions and | Exempt payees 1 through 5

patronage dividends

Payments over $600 required to be { Generally, exempt payees
reported and direct sales over 1 through 7°*
$5,000°

' See Form 1099-MISC, Miscellaneous Income, and its instructions.

*However, the following payments made to a corporation and reportable on Form
1099-MISC are not exempt from backup withholding: medical and health care
payments, attorneys' fees, gross proceeds paid to an attorney, and payments for
services paid by a federal executive agency.

Part |. Taxpayer Identification Number (TIN)

Enter your TIN in the appropriate box. If you are a resident alien and
you do not have and are not eligible to get an SSN, your TIN is your IRS
individual taxpayer identification number (ITIN). Enter it in the social
security number box. If you do not have an ITIN, see How to get a TIN
below.

If you are a sole proprietor and you have an EIN, you may enter either
your SSN or EIN. However, the IRS prefers that you use your SSN.

If you are a single-member LLC that is disregarded as an entity
separate from its owner (see Limited Liability Company (LLC) on page 2},
enter the owner’s SSN (or EIN, if the owner has one). Do not enter the
disregarded entity’s EIN. If the LLC is classified as a corporation or
partnership, enter the entity’s EIN.

Note. See the chart on page 4 for further clarification of name and TIN
combinations.

How to get a TIN. If you do not have a TIN, apply for one immediately.
To apply for an SSN, get Form SS-5, Application for a Social Security
Card, from your local Social Security Administration office or get this
form online at www.ssa.gov. You may also get this form by calling
1-800-772-1213. Use Form W-7, Application for IRS Individual Taxpayer
Identification Number, to apply for an ITIN, or Form SS-4, Application for
Employer Identification Number, to apply for an EIN. You can apply for
an EIN oniine by accessing the IRS website at www.irs.gov/businesses
and clicking on Employer Identification Number (EIN) under Starting a
Business. You can get Forms W-7 and SS-4 from the IRS by visiting
IRS.gov or by calling 1-800-TAX-FORM (1-800-829-3676).

If you are asked to complete Form W-9 but do not have a TIN, write
“Applied For” in the space for the TIN, sign and date the form, and give
it to the requester. For interest and dividend payments, and certain
payments made with respect to readily tradable instruments, generally
you will have 60 days to get a TIN and give it to the requester before you
are subject to backup withholding on payments. The 60-day rule does
not apply to other types of payments. You will be subject to backup
withholding on all such payments until you provide your TIN to the
requester.

Note. Entering “Applied For” means that you have already applied for a
TIN or that you intend to apply for one soon.

Caution: A disregarded domestic entity that has a foreign owner must
use the appropriate Form W-8.

Part ll. Certification

To establish to the withholding agent that you are a U.S. person, or
resident alien, sign Form W-9. You may be requested to sign by the
withholding agent even if item 1, below, and items 4 and 5 on page 4
indicate otherwise.

For a joint account, only the person whose TIN is shown in Part |
should sign (when required). In the case of a disregarded entity, the
person identified on the “Name” line must sign. Exempt payees, see
Exemnpt Payee on page 3.

Signature requirements. Complete the certification as indicated in
items 1 through 3, below, and items 4 and 5 on page 4.

1. Interest, dividend, and barter exchange accounts opened
before 1984 and broker accounts considered active during 1983.
You must give your correct TIN, but you do not have to sign the
certification.

2. Interest, dividend, broker, and barter exchange accounts
opened after 1983 and broker accounts considered inactive during
1983. You must sign the certification or backup withholding will apply. If
you are subject to backup withholding and you are merely providing
your correct TIN to the requester, you must cross out item 2 in the
certification before signing the form.

3. Real estate transactions. You must sign the certification. You may
cross out item 2 of the certification.
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4, Other payments. You must give your correct TIN, but you do not
have to sign the certification unless you have been notified that you
have previously given an incorrect TIN. “Other payments” include
payments made in the course of the requester’s trade or business for
rents, royalties, goods (other than bills for merchandise), medical and
health care services (including payments to corporations), payments to
a nonemployee for services, payments to certain fishing boat crew
members and fishermen, and gross proceeds paid to attorneys
(including payments to corporations).

5. Mortgage interest paid by you, acquisition or abandonment of
secured property, cancellation of debt, qualified tuition program
payments {(under section 529), IRA, Coverdell ESA, Archer MSA or
HSA contributions or distributions, and pension distributions. You
must give your correct TIN, but you do not have to sign the certification.

What Name and Number To Give the Requester

For this type of account: Give name and SSN of:
1. Individual The individual
2. Two or more individuals (joint The actual owner of the account or,
account} if combined funds, the first

individual on the account '

3. Custodian account of a minor
(Uniform Gift to Minors Act)

4. a. The usual revocable savings
trust (grantor is also trustee)
b. So-called trust account that is
not a legal or valid trust under
state law

The minor *
The grantor-trustee '

The actual owner '

5. Sole proprietorship or disregarded The owner’

entity owned by an individual
6. Grantor trust filing under Optional The grantor*

Form 1099 Filing Method 1 (see

Regulation section 1.671-4(b){2)()(A))

For this type of account: Give name and EIN of:

7. Disregarded entity not owned by an | The owner

individual
8. A valid trust, estate, or pension trust | Legal entity *
9. Corporation or LLC electing The corporation

corporate status on Form 8832 or
Form 2553

10. Association, club, religious,
charitable, educational, or other
tax-exempt organization

11. Partnership or multi-member LLC

12. A broker or registered nominee

The organization

The partnership
The broker or nominee

13. Account with the Department of The public entity
Agriculture in the name of a public
entity (such as a state or local
government, school district, or
prison) that receives agricultural
program payments

14. Grantor trust filing under the Form
1041 Filing Method or the Optional
Form 1099 Filing Method 2 (see
Regulation section 1.671-4(b)(2)()}B))

The trust

! List first and circle the name of the person whose number you fumish. if only one personon a
joint account has an SSN, that person's number must be furnished.

? Circle the minor's name and fumish the minor's SSN.

sYou must show your individuai name and you may also enter your business or “DBA" name on
the “Business name/disregarded entity” name line. You may use either your SSN or EIN (if you
have one)}, but the IRS encourages you to use your SSN.

4 List first and circle the name of the trust, estate, or pension trust. {Do not furnish the TIN of the
personal representative or trustee unless the legal entity itself is not designated in the account
titte.) Also see Spscial rules for partnerships on page 1.

*Note. Grantor also must provide a Form W-9 to trustee of trust.

Note. If no name is circled when more than one name is listed, the
number will be considered to be that of the first name listed.

Secure Your Tax Records from Identity Theft

Identity theft occurs when someone uses your personal information
such as your name, social security number (SSN), or other identifying
information, without your permission, to commit fraud or other crimes.
An identity thief may use your SSN to get a job or may file a tax return
using your SSN to receive a refund.

To reduce your risk:
* Protect your SSN,
® Ensure your employer is protecting your SSN, and
* Be careful when choosing a tax preparer.

If your tax records are affected by identity theft and you receive a
notice from the IRS, respond right away to the name and phone number
printed on the IRS notice or letter.

If your tax records are not currently affected by identity theft but you
think you are at risk due to a lost or stolen purse or wallet, questionable
credit card activity or credit report, contact the IRS Identity Theft Hotline
at 1-800-908-4490 or submit Form 14039,

For more information, see Publication 4535, Identity Theft Prevention
and Victim Assistance.

Victims of identity theft who are experiencing economic harm or a
system problem, or are seeking help in resolving tax problems that have
not been resolved through normal channels, may be eligible for
Taxpayer Advocate Service (TAS) assistance. You can reach TAS by
calling the TAS toll-free case intake line at 1-877-777-4778 or TTY/TDD
1-800-829-4058.

Protect yourself from suspicious emails or phishing schemes.
Phishing is the creation and use of email and websites designed to
mimic legitimate business emails and websites. The most common act
is sending an email to a user falsely claiming to be an established
legitimate enterprise in an attempt to scam the user into surrendering
private information that will be used for identity theft.

The IRS does not initiate contacts with taxpayers via emails. Also, the
IRS does not request personal detailed information through email or ask
taxpayers for the PIN numbers, passwords, or similar secret access
information for their credit card, bank, or other financial accounts.

If you receive an unsolicited email claiming to be from the IRS,
forward this message to phishing@irs.gov. You may also report misuse
of the IRS name, logo, or other IRS property to the Treasury Inspector
General for Tax Administration at 1-800-366-4484. You can forward
suspicious emails to the Federal Trade Commission at: spam@uce.gov
or contact them at www.ftc.gov/idtheft or 1-877-IDTHEFT
(1-877-438-4338).

Visit IRS.gov to learn more about identity theft and how to reduce
your risk.

Privacy Act Notice

Section 6109 of the Internal Revenue Code requires you to provide your correct TIN to persons (including federal agencies) who are required to file information returns with
the IRS to report interest, dividends, or certain other income paid to you; mortgage interest you paid; the acquisition or abandonment of secured property; the cancellation
of debt; or contributions you made to an IRA, Archer MSA, or HSA. The person collecting this form uses the information on the form to file information returns with the IRS,
reporting the above information. Routine uses of this information include giving it to the Department of Justice for civil and criminal litigation and to cities, states, the District
of Columbia, and U.S. possessions for use in administering their laws. The information also may be disclosed to other countries under a treaty, to federal and state agencies
to enforce civil and criminal laws, or to federal law enforcement and intelligence agencies to combat terrorism. You must provide your TIN whether or not you are required to
file a tax return. Under section 3406, payers must generally withhold a percentage of taxable interest, dividend, and certain other payments to a payee who does not give a
TIN to the payer. Certain penalties may also apply for providing false or fraudulent information.



