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SUBMISSION FORMS

	[image: image1.jpg]JArea Agency

(00 Aging

Houston Department of Health and Human Services
Funded By Texas Department of Aging and Disability Services





1.
Organizational/Company/Firm/Information

Corporation/Company Name:                                                                                   
Corporation/Company Submitting Bid:                                                                    
Headquarters Address:                                                                                              
                       Number & Street:

                      City, State, Zip Code:

                      (Area Code) Phone Number Voice:


                      (Area Code) Phone Number Fax:


                      E-Mail Address:


Subsidiary/Division of:                                                                                            
Address:                                                                                                                   
City:                                    State:                                    Zip Code:                        
Phone:                                                                                                                      
Tax Identification Number:          

2.   Services for which this Proposal is Being Submitted:

__________________________________________________________

__________________________________________________________

                             __________________________________________________________

	



THIS SECTIONS IS LIMITED TO 3 PAGES.
Organization:





Service:

HISTORY

CAPACITY TO DELIVER PROPOSED SERVICES


THIS SECTION IS LIMITED TO 4 PAGES.

Organization:





Service:

COLLABORATIVE INITIATIVES/RELATIONSHIPS

DESCRIBE PAST PROJECTS AND CURRENT PROJECTS 

SERVICE ENHANCEMENT


SERVICE GAP SOLUTIONS


ROLES AND RESPONSIBILITIES

DESCRIBE CAPACITY BUILDING FOR POTENTIAL PROVIDERS (SUBCONTRACTORS/PARTNERSHIPS)

ROLES AND RESPONSIBILITIES


GOVERNING BOARD

ADMINISTRATIVE FUNCTIONS


FINANCIAL RESPONIBILITIES

THIS SECTIONIS LIMITED TO 4 PAGES.

Organization:





Service:

PROPOSED PROGRAM ACTIVITIES


OUTCOMES

UNDUPLICATED INDIVIDUALS


PROPOSED NUMBER OF SERVICES UNITS

TYPE OF EVIDENCE

STAFFING PATTERNS

AVALIBILTY OF SERVICES TO POPULATIONS


THIS SECTION IS LIMITED TO 2 PAGES.

Organization:





Service:

EVALUATION NARRATIVE

EVALUATION AND CLIENT FEEDBACK

ORGANIZATION’S CAPACITY FOR DATA MANAGEMENT SYSTEMS

ACURRACY OF SUBMISSION DATA


Organization:





Service:

Check None and initial if applicable and sign.

 None:                                                                                                                       


	Company/Organization’s Name
	Address

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	






Signature


Organization:





Service:

Check None if applicable and sign.

None:                
	Name of Board Member
	Business Address of Board member
	Phone No.
	Date Term Expires

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



Signature


Organization:





Service:

	Company Name 
	Contact Name
	Address 
	Phone No.

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



Organization:





Service:

Check None if applicable and sign.

Organization:                                                                                   None:                
	Employee Name
	Relationship
	Percent Ownership

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	






Signature


Organization:






Service:

List your organization’s staffing profile.  It is not necessary to list each driver; only the total number of drivers and backup drivers.

	POSITION
	SALARIED/VOLUNTEER

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	



Organization:






Service:

List the vehicles your organization plans to use in providing transportation services to the nutrition sites.
	TYPE OF VEHICLE (Car, Van, etc.)
	NUMBER OF VEHICLES
	REGULAR SERVICE/BACKUP

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



Organization:





Service:

Check none if applicable and sign.

None:                  

List the type of communication equipment your organization plans to use in providing transportation services to the nutrition sites.
	TYPE OF COMMUNICATION DEVICE (Radio, Cell Phone, etc.)
	Number of Communication Devices


	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	






Signature


































FY 2009 SUPPORTIVE SERVICES RFP


DEMAND TRANSPORTATION


COMMUNICATION EQUIPMENT LIST


FORM B-3





FORM – B3





FY 2009 SUPPORTIVE SERVICES RFP


DEMAND TRANSPORTATION VEHICLE LIST


FORM – B-2





FY 2009 SERVICES RFP


DEMAND TRANSPORTATION STAFFING PROFILE


FORM – B-1





FY 2009 SERVICES RFP 


CONFLICT OF INTEREST


FORM A - 9





FY 2009 SERVICES RFP 


LIST OF BUSINESS REFERENCES


FORM A - 8





FY 2009 SERVICES RFP


BOARD MEMBERS


FORM A – 7





FY 2009 SERVICES RFP 


AFFILIATE COMPANIES


FORM  A-6





FY 2009 SERVICES RFP


SECTION 3


EVALUATION/QUALITY MANAGEMENT 


FORM A - 5





FY 2009 SERVICES RFP


SECTION 2


PROGRAM DESIGN AND DELIVERY


FORM A - 4





FY 2009 SERVICES RFP


SECTION 2


Collaborative Initiatives/Relationships 


FORM A - 3





FY 2009 SERVICES RFP 


SECTION 1


ORGANIZATIONAL INFORMATION


FORM A - 2





Harris County Area Agency on Aging


FY09 RFP


Supportive Service Proposal Cover Page


Form A – 1











