
LEE COUNTY BOARD OF COUNTY COMMISSIONERS 
AGENDA ITEM SUMMARY “LUESHEETN&jJ:~ &S-; 

1. REQUESTED MOTION: 

ACTIONREOUESTED: Execute a Contract between Lee County Board of County Commissioners 
(B&C) and The Health Planning Council of Southwest Florida, Inc. for the Housing 

Opportunities for Persons with AIDS Program (HOPWA). Approve a Budget Resolution to the 
General Fund in the amount of $62,000. 

WHYACTIONISNECESSARY:. TO execute a contract required to receive HOPWA funds. 

WHAT THE ACTION ACCOMPLISHES: : Provides $ 62,000 for case management to eligible HIV+ Lee 
County residents. 

yE.i~EzEE~~ & c5& 3. MEETING DATE: a-/7-A903 
5. REOUIREMENTIPURPOSE: 6. REQUESTOR OF INFORMATION: 

(sp4.u) 
X CONSENT STATUTE A. COMMISSIONER N/A 

ADMINISTRATIVE ORDINANCE 
APPEALS ADMIN. CODE B. DEPARTMENT Human Services 
PUBLIC X OTHER 
WALK ON C. DIVISION 

TIME REQUIRED: 
BY: Susan Oliver ,i /,. 

7. BACKGROUND: 

The Deparhnent of Human Services administers the Housing Opportunities for Persons with AIDS (HOPWA) program with funds 
provided by Housing and Urban Development (HUD) through The Health Planning Council of Southwest Florida, Inc. A total of $62,001 
is available to the Department of Human Services to provide case management to eligible individuals and families with HIV+. 

Case management activities will include authorizing housing and utility payments which will be paid by the Health Planning Council. 
The Council shall reimburse Lee County Department of Human Services for monthly case management services in a total dollar amount 
not to exceed 1112 ofthe contract’s annual case management amount, subject to the availability of funds. 

Attachments: Contract (3 originals) 
Budget Amendment Resolution 

& MANAGEMENT RECOMMENDATIONS: 

DENIED 
DEFERRED 
OTHER 



RESOLUTION# 
Amending the General Fund #OOlOO Budget for unanticipated receipts for Fiscal Year 2002-2003. 

WHEREAS, in compliance with the Florida Statutes 129.06(2), it is the desire of the Board of County Commissioners 
of Lee County, Florida, to amend the General Fund #OOlOO budget for $62,000 of unanticipated receipts from Housing 
Opportunities for Persons with Aids (HOPWA) grant proceeds and an appropriation of a like amount for salaries; 

WHEREAS, the General Fund #OOlOO budget shall be amended to include the following amounts which were previously not 
included. 

ESTIMATEDREVENUES 
Prior Total: 

Additions 
$323,693,454 

11072400100.331620.9008 HOPWA Grant $62,000 

Amended Total Estimated Revenues $323,755,138 

APPROPRIATIONS 
Prior Total: 

Additions 
$323,693,454 

11072400100.501210.143 Salaries Full-Time Regular $62,000 

Amended Total Appropriations $323,755,138 

NOW, THEREFORE, BE IT RESOLVED by the Board of County Commissioners of Lee County, Florida, that the 
General Fund #OOlOO budget is hereby amended to show the above additions to its Estimated Revenue and Appropriation 

aCC”u”tS. 

Duly voted upon and adopted in Chambers at a regular Public Hearing by the Board of County Commissioners on this 
_ day of ,2003. 

APPROVED AS TO FORM 

OFFICE OF COUNTY A’ITORNEY 
Dot TYPE YA 
LEDG~RTYI’I; BA 



FORWARD WITH AGREEMENT AND BLUE SHEET 
ALL INFORMATION IS REQUIRED - DO NOT LEAVE ANY BLANKS - USE N/A WHEN NOT APPLICABLE 

GRANT AT A GLANCE 

1. County Grant ID (project #): 

2. Title of Grant: 

3. Amount of Award: 

4. Amount of Match Required: 

5. Type of Match: 
(cash, in-kind etc) 

GRANT AWARD INFORMATION 

0724 

Housing Opportunities for Persons with AIDS (HOPWA) 

$62,000 

N/A 

N/A 

6. SOURCE OF GRANT FUNDS & CATALOG NUMBER: 

FEDERAL q CFDA #14.241 STATE 0 CSFA# 

7. Agency Contract Number: NIA 

I’ 8. Contract Period: 1 Begin Date: July I,2003 1 End Date: June 30,2004 

I 9. Name of Subrecipient NIA 

10. Business Unit(s): 11072400100 

11. Scope of Grant: (describe project) Provides case management for eligible HIV+ individuals 
which includes authorization of vendor payments for housing and utilities. 

12. Has this Grant been Funded Before? q YES 0 NO If YES When? FY 95 - 03 

I 13. Is Grant Funding Anticipated in Subsequent Years? HYES q N0 
14. If Grant Funding Ends Will This Program Be Continued at County Expense? DYES HNO 

If YES What is the Lee County Budget Impact: 
1st Year 2”d Year 3’L’ Year 
41h Year So Year 

Check Box if Additional Information on Program and Budget Impact 
is provided in Comment Secfiorr on page 2 0 

ADMINISTERING DEPARTMENT INFORMATION 
1. Department: Human Services 
2. Contacts: 

Program Mgr. Susan Oliver Phone #: 652-7916 

Fiscal Mgr. Barbara Hollis Phone #:652-7923 

GRANTOR AGENCY INFORMATION 
(The agency you signed this agreement with) 

I 

1. Grantor Agency: Health Planning Council of Southwest Florida 

2. Program Title/Division: N/A 



3. Agency Contact: Patrick McGrain, Program Manager 

4. Phone Number: 239/433-6700 

5. Mailing Address: 9250 College Parkway 
Fort Myers, Florida 33919 

SOURCE OF FUNDS 

1. Original Funding 
Source: US Department of Housing and Urban Development 
(nnmrofagP”cy wherpfundingaripinated from, 

2. Pass Through Agency: State of Florida Department of Health 
(middleman if any’! thlmptc: federal ss rrom us “OT given t” STATE 0, FL DOT---the” from STATE DOT t” t.cc cuunty DOT -STATE 
Of FL DOT is Lhe pasr-lhro”gh agency,. 

3. Additional Information for Other Agencies Involved: 

I N/A 

3a. Is the County a Grantee 
or Subrecipient in #3 above: Grantee 

REPORTING REQUIREMENTS 

1. Does this grant require a separate suhfund? YESO 
(Example: you need to retom interest earnings) 

Please Explain: 

NO[xI 

2. Is funding received in advance? YES0 NOB 
(If YES, please indicate conditions for returning residual proceeds, or interest and the address to rehxn it to, if different from the 
Grantor Agency Information) 

COMMENTS--INSTRUCTIONS: 



(For Ofticial USC Only Fill In Or Cheek All That Apply) 
Amount of federal funds $62.000.00 

Fixed Pricc/FTR: Unit Cost Rcimburscmcnt X - Multi- County- Single County2i_ 

CONTRACT 

acknowledged, the parties hcrcto agree as follows: 

A. COMPOSlTlON OF AGREEMENT. The 
following documents are attached hereto 
(collectively, the “Attached Documents”): 

1. IIOPWA Program Attachment I and 
attachments II, III, IV, IV-a, IV-b, V, V-a, V-b, V-c, 
V-d, VI (and all attachments referenced therein). 

2. The Standard Agreement Terms and Conditions 
Attachment. 

3. Service Delivery Location: Lee County Human 
Sevicc, 83 Pondella Road, Fort Mvers, Florida, 
33903 
4. The following supporting documentation must 
accompany all invoices for rcimburscment of case 
management services: 

B. TERM 

1. Beginning Date: Julv 1, 2003 

2. Ending Date: June 30,2004 

3. This contract may be renewed for an additional 
two. one (1) year periods. Kenewal shall be 
contingent unon satisfactor-v performance bv the 
Council. 

a. For a Full-Time Equivalent Contract: 
(I) Salaries: source documentation is required 
including timesheet and a copy of the check(s) 
for all staff paid under this contract. A payroll 
register or similar document may be included but 
does not stand alone as sufficient backup 
documentation. 
b. Fringe benefits must be documented by: 

(1) Electronic verification numbers for 
payroll taxes or 941 form and copy of 
check. 

C. CONTMCT AMOUNT: $62.000.00 
I. This is a Fixed Price (FTE) contract based 

on number of clients served by the Provider. 
The Council shall reimburse the Provider for 
case management services not to exceed 
l/12 of the total case management dollar 
amount of this contract, subject to the 
availability of funds. 

(2)Invoice stamped “paid” with check 
number and date paid. (for insurance must 
list employees covered) 
(3) Employees covered, amount for each 
cmploycc, and a copy of a retirement check 
for each employee. 

D. SPECIAL PROVISIONS 

5. A cover invoice or signed certification listing 
Provider name, dates of service, number of clients 
served and total number of units billed 

1. Services will bc provided in the following 
counties: & 
2. The estimated number of eligible clients to be 
served 180. Base upon client load, it is estimated it 
will take 2 case manager(s) to provide an adequate 
level of case management services to the clients. 

6. A monthly summary report by client unique 
identifier showing: date(s) served and number of 
units (see Attachment #IV-a). 

7. HIPPA: Where applicable, the provider will 
comply with Health Insurance Portability 
Accountability ACT as well as all regulations 

Part A HV003 
Page 1 of 2 

This Contract (the “Contract”) is entered into by and bctwccn The Ilealth Planning Council of Southwest Florida, 
Inc. (the “Council”) and Let County Human Services (the “Provider”). 

FOR GOOD AND VALUABLE CONSIDERATION, the receipt and sufficiency of which arc hereby 



promulgated thercundcr (45CFR I’arts 160, 162 and 
164). 

Outcomes/outputs 
(1) Maintain a training log or file of all cast 
management related training activities. 

(2) 75% of the HIV/AIDS clients served will be 
successfully transitioned from transitional housing 
placement to permanent housing by the end of the 
eligible payment period of 60 days. 
(3) 75% of the clients who received Short Term 
Rent or Mortgage and Utility (STRUM) benefits 
will be appropriately housed and able to maintain 
stable housing by the end of the eligible payment 
period of 21 weeks. 
(4) In conjunction with the Council the Provider 
will complete the HOPWA Annual Progress 
Report for aggregate reporting period July I, 2003 
through June 30,2004. Report is due on or about 
July 3 1,2004. 
(5) Accurate completion of the HIV/AIDS 
@nuterly Demographic Reports due for: 

July I through September 30 (due 1 O/05/03) 

October through Dccembcr 30 (due I/05/04) 
January 1 through March 3 1 (due 4/05/04) 
April 1 through June 30 (due 7/05/04) 

(6) Distribution and collection of client surveys 
provided by the Council. 
(7) 85% or better satisfaction rating on client 
surveys. Providers shall meet 25% return rate. 
(8) Compliance with the requirements and 
objectives as listed in the State HOPWA Program 
Guidelines Fehruury 2001. 

E. NOTICE AND CONTACT 

I. The Council’s HIV/AIDS Program Manager is 
Patrick J. McGrain, whose address and telephone 
number arc The Health Planning Council of 
Southwest Florida, Inc., 9250 College Parkwav, 
Suite 3. Fort Myers, FL 33919. (239) 433-6700 

Provider’s Contract Representative is Susan Oliver 
whose address and telephone number are Lee 
County human Services, 83 Pondella Rd. Fort 
Myers, Fl. 33903, 

0652-7930 

IN WITNESS WHEREOF, the parties hereto have executed this 2 page Contract on the dates stated below, 

PROVIDER: 

Signature: 

Printed Name: 

Title: 

Date: 

Fedcrsl I.D.# 5o-6ooo7o2 

The Health Planning Council of Southwest 
Florida Inc. 

Signature: 

Printed Name Patrick J. M&rain. 

Title: Program Manauer 

Date: 

SinglePointofContact Bill Lawyer 652-7935 

Part A HV003 
Page 2 of 2 



ATTACHMENT 1 

1. 

(1) 

IXFINITION OF TERMS 

Client: A” individual who has made application for and who has been dctcrmincd eligible for 
HOPWA services, utilizing the eligibility criteria set forth in 24 CFR Part 574 -Housing 
Opportunities for Persons With AIDS (incorporated hcrci” by rcfcrcncc), and written policies of 
the Dcparlment of Health of the State of Florida. 

(2) Contract Number: A numeric symbol assigned to each contract by the appropriate Department 
of Health area con&act administrator. 

(3) Contract Period: July 1, 2003. June 30, 2004, and, thereafter, successive on year periods until 
termination or expiration, as provided elscwherc. 

(4) 

(5) 

Department of Health: The Department of Health for the State of Florida. 

HUD: Department of Housing and Urban Development, a federal agency which provides housing 
assistance and which administers the funds for “Housing Opportunities for Persons With AIDS 
(HOPWA).” 

(6) HOPWA: Housing Opportunities for Persons With AIDS. This was an act passed by Congress to 
provide financial assistance to individuals and families with HIV disease through transitional 
housing not to exceed 60 days within a six month period; and rent, mortgage and utilities - not 
to exceed 21 weeks within any 52-week period (and, as spcciticd in Section D.16. Waiver of 
Time Limitations for Short-Term Housing); and cast management associated with housing and 
supportive scrviccs. 

(7) 

(8) 

Patient Care Service Plan: The Ryan White Title II application as approved by the Dcpartmcnt. 

AIDS: Acquired Inlmunodcficicncy Syndrome. All patients with CD4i- count less than 200 
ccllsimm3, and all those individuals with a” AIDS indicator condition as dcfincd by the Center 
for Discasc Control. 

HIV: Human hnmunodeticicncy Virus. The rctrovirus isolated and rccognizcd as the ctiologic 
(i.e., causing or contributing to the cilusc of a disease) agc”t of AIDS, as deiincd by the Center for 
Disease Control. 

Service Area: The geographic wcn in which the scrviccs listed in this contract shall he provided. 
This arca includes the following countics: Lee, Florida. 

0)) 

(10) 

(11) 

(12) 

(13) 

Attachmenl I Page I of I6 

Transitional Housing: Transitional housing consists of furnished apartments or rooms that foster 
indcpcndent living while mom pernxment arrangcmcnts arc sought. Support in this arca may nol 
exceed sixty (60) days during any six (6) month period. The costs for tmnsitional housing will be 
based upon fair market rent (FMR) value for the arc”. 

Kent standard: The rent standard shall hc no more than the published Section 8 FMR (Fair 
Market Rent), 24 CFR 888, Fair Market Rent for Section 8 Housing, incorporated hcrcin by 
refercncc. 

Utilities Assistance (Short-Term Housing Assistance): Scwiccs that pay for gas, coal, oil, 



(16) 

(17) 

II. 

(A). 

water, local tclcphonc scrvicc, clcctricity, fircwood and garhagc scrvicc, including late fees, 
reconnect fees (for all clients), and payments in arrears (for new clients only). Hookup fees and 
deposits arc allowable cxpcnscs, but can bc paid with HOPWA funds only after all other funding 
alternatives arc cxhaustcd. When HOPWA funds arc used to cover security deposits on 
apartments, phones or utilities, these deposits shall hc put in the Council’s name whcnevcr 
possihlc. When rcfundcd, deposits shall be rcturncd to the Council’s account to bc used to 
provide additional services. Assistance is limited to no more than twenty-one (21) weeks: in any 
lifty-two (52) -week period. 

Rent/Mortgage Assistance (Short-Term Housing Assistance): Services that assist clients in 
staying in their existing housing. Support is limited to not more than twenty-one (21) weeks per 
client or per family during any fifty-two (52)~week period. This includes payment for rent, 
mortgage, rental security payments and late fees. 

Case Management: The service (as descrihcd in the HIV/AIDS Cast Management Handbook, 
2001, produced by the Bureau of HIV/AIDS and the State HOPWA Program Guidelines February 
2001, or any changes, revisions or rcplacemcnts incorporated hcrcin by reference) provided by a 
qualiticd cast manager specifically related to IlOPWA services under this contract. Case 
managcmcnt shall also include permanent housing placement scrviccs under this contract. 

Project Sponsor: The agency or organization which is rcsponsiblc for the administrative and 
fiscal duties related to the HOPWA program for the scrvicc uca under the terms of this contract. 

GENERAL DESCRIPTION 

Gcncral Stdtemcn~~ovidcr Obligations: 

This Agreement is funded by the Dcpartmcnt of Health through a grant from HUD. The Provider 
will ensure the provision of financial assistance to individuals and families with HIV disease 
through assistance with transitional housing, rent, mortgages, utilities and cast management 
associated with housing and other supportive scrviccs for the purpose of stabilizing or 
maintaining the client and family’s housing situation. 

(1) 

(2) 

(3) 

(4) 

Short-term supported housing, including facililics to provide temporary shcltcr to eligible 
Cknts, a.5 Wd as prOViSiOn Of rCnt, nlOr(gagC or UtibtiCS pdyrncnts t0 Secure stable 
housing for the homclcss or cnablc eligible clients to remain in their own dwellings, will 
bc provided. 

Housing resource identification, infomlation and referral services, which aid in locating 
and securing housing for HIV+ persons will hc made available to all individuals 
rcgardlcss of eligibility for further HOPWA- funded services. 

The Provider will adhcrc to the Maximum Subsidy rcquiremcnt, i.e., the amount of 
contract funds used to pay monthly or daily assistance for an cligihlc pcrson may not 
cxcccd the lower of (a) the rent standard or(b) rcasonahlc rent for the unit. 

The Provider will apply the Rent Reasonableness rcquircment, as defined in this 
subparagraph. The rent charged for a unit must hc rcasonahlc in relation to rents currently 
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Health Planning Council ol’.Southwcst Florida, Inc. 
Attachment I 

(5) 

(6) 

b&g charged for comparable units in the private unassisted market and must not be in 
cxccss of rents currently being charged by the owner for comparable unassisted units. 
Howcvcr, if aftcr conducting a housing starch, transitional housing which complies with 
the fair market rent standard cannot bc sccurcd, temporary housing which exceeds the fair 
market rent standards may bc acquired. If this situation arises, the case manager must 
thoroughly document the housing starch efforts and note what plans arc being made 
towards securing long-term, affordable housing. At no time will the Rent 
Reasonableness requirement he waived. 

The Council, upon Council’s approval of a valid request rcccived from Provider, will 
provide rent assistance or mortgage payment assistance to eligible clients of Provider. 
This category assists clients in sccuring stable housing or maintaining their existing 
housing. Support is lim ited to a period of not more than 21 weeks during any 52-week 
period and as specified in this Agreement. Payment for rent assistance, rental security 
payments, and mortgage assistance (including late fees if applicable) will be the specified 
amount submitted by the landlord or lien holdcr. All rents and mortgage assistance will 
not cxcccd the HUD Monthly Fair Market Value (www.hudclips.org) for any one 
month, except when paying for payments in arrears. 

The Provider may request that the Council pay for gas, oil, coal, water, local telcphonc 
service, electricity and firewood, including late fees, reconnect fees (for all clients), 
and payments in arrears consistent (for new clients only) with 24 CFR, part 574, 
incorporated herein by refcrcncc. Hookup fees and deposits arc allowable cxpcnses, but 
may only bc paid with HOPWA funds aftcr all other funding alternatives arc exhausted. 
Assistance is lim ited to no more than 21 weeks in any 52.week period and as spcciticd 
clscwhcrc in this Agreement. The client does not have to contribute to the cost ofutilities. 
The Council may recommend for dcpartmcntal approval reasonable paramctcrs to moct 
the local need and maximizc the amount of scrvicc availability. 

(7) Assistance rcccivcd for both rent (or mortgage) and utility payments will bc counted as 
one HOPWA access if dates of scrvicc arc for the same month. 

(8) Case managcmcnt services directly associated with housing services provided under this 
contract arc rcimbursablc. These cast management services arc on a unit-cost basis. The 
Provider will cnsurc that clients rccciving HOPWA services arc rccciving case 
managcmcnt associated with Housing Opportunities for Persons With AIDS. Cast 
management scrviccs shall bc documented in the individual client record in the form of a 
cast note detailing the date, time, in&action, plan of action and follow-up. 

(9) Waiver of Time Limitations for Short-Term Supported Housing Assistance: 

EXCEPTIONAL REQIJESTS to extend assistance, beyond the time lim its specified in 
Section A of this Attachment, for rent, mortgage and utility payments to prevent 
l~omelcssness of a client must bc submitted in writing, along with written justification for 
the rcqucst, to the Council’s program manager. The Council’s program manager will 
review the request and, if approved by the Council, will forward it to the Dcpartmcnt of 
Health contract manager who must make the final approval for such cxccptional rcqucsts. 
The justification must include, at a m inimum: 



Health Planning Council of Southwest Flwida, Inc 
Atlachmcnt I 

03). 

(10) The Council’s staff will provide technical assistance as needed. 

Authority: 

The dclivcry of HOPWA services included in this contract is authorized by the Housing 
Opportunities for People With AIDS Act as passed by the US. Congress, Final Rule 59 CFR 
17174. This contract is totally fcdcrally funded by HUD. 

(0 Scone of Services: 

Access to scrviccs must be available to cligiblc clients residing in the Scrvicc Area, at a 
m inimum, during an tight-hour day, five-day workweek, excluding holidays. Refer to 24 CFR, 
Part 574 - Housing Opportunities for Pcrsoos With AIDS, incorporated herein by refercncc, for 
available scrviccs. 

(W Major Program Goal: 

The major program goal is to provide housing and utility assistance to sccurc stable housing for 
the homclcss or cnablc eligible individuals to remain in their own dwellings. 

III. 

(4 

CLIENTS TO BE SERVED 

Client Eligibi 

(1) 

(2) 

Explanation of the HIV-rclatcdncss; 

Thorough cxplanntion of the exception or unusual circumstances surrounding the 
request; 

(3) Anticipated period of time for which additional assistance is needed (i.e., one 
month, two months, etc.); 

(4) Plans the client is taking to maintain affordable housing 

(Examples of cxccptional rcqucsts: client has applied for Section 8 housing and is on the 
waiting list; client is waiting for social security disability income or supplcmcntal security 
income; client’s unemployment benefits stopped; etc.) 

Approval of cxccptional rcqucsts for an cxtcnsion of housing assistance will be made on a 
case-by-cast basis and cvcry effort will be made to respond to such requests within two 
(2) business days. The Council’s program manager will follow-up with a written response 
to the Provider, indicating approval or disapproval. 

Eligibility for HOPWA scrviccs under this agrcemcnt shall bc lim ited to those clients who meet 
the following requirements, at a m inimum: 

(1) Be enrolled through a cast manager; and 
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Health Planning Council of Southwest Florida, Inc 
Attachment I 

(B). 

(0 

CD). 

IV. 

(A). 

(2) 
(3) 

(3) 

(4) 

(5) 

Have a positive HIV antibody test and be diagnosed as HIV symptomatic or 
AIDS; and 

Provide required ccrtitication of the need for housing assistance; and. 

Hwc a documcntcd income that dots not exceed HUD Income Limits for the service 
geographic arca. A full list may bc found At: WWW.hudclips.org Currently the limits 
are as follows for Fort Myers: 1 person 29,200.00, 2 persons 33,350.00, 3 persons 
37,500.00, 4 persons 41,700.00, 5 persons 45,000.00, 6 persons 48,350.00,7 persons 
51,700.00,8 persons 55,OOO.OO Provider agencies arc required to periodically check 
for income limits updates. 

Have a documcntcd HIV-related need for housing assistance. HIV-related need shall 
mean that the client must have an HIV condition that has a detrimental impact on their 
income or cxpcnscs to the extent that they can no longer afford housing and their HIV 
condition impcdcs their ability to generate income. 

M .-for Housing Assistance. 

The need for housing assistance must be identified in the client’s individualized written cast 
plan, and a copy of the Application for Housing Assistance Form must be complctcd and kept in 
the client’s record. 

Rental Assistnncc Awxment Form. 

The rental assistance agrcemcnt form must bc complctcd by the Provider and rctumcd from the 
landlord prior to rccommcndation for authorization ofpaymcnt assistance. 

Client Dctcrmination: 

The Provider will dctcrmine eligibility for HOPWA services at the time of initial application and 
when additional assistance is sought within the time frame set by HOPWA and listed in Section 
II above. 

MANNER OF SERVICE PROVISION 

Scrvicc Tasks 

(1). Task List. 

(a) Submitting written HOPWA rental agreement forms to clients directly or to providers of 
supportive services to eligible HOPWA clients. 

(b) Preparing and submitting rcquircd programmatic reports to the Council. 

(c) Maintaining client files sufficient to properly document client eligibility, with 
appropriate case notes documenting referrals and other items as rcquircd in Chapter 3 

Attnclwmlt I Page 5 “f I6 



of the dcpartmcnt’s HIV/AIDS Cuse Manugcment Handbook, 2001,and the Slate 
HOPWA Program Guidelines February 2OOlor any changes, revisions or rcplaccmcnts. 

(d) Allowable HOPWA Service Categories: Allowable HOPWA scrviccs arc described in 
24Cl’R. Part 574, incorporated hcrcin by rcfcrcncc. Scrvicc catcgorics arc listed below. 
The Provider will provide the services described in this Agrccmcnt to all prcscnting 
clients who meet cstablishcd cligihility rcquircmcnts as outlined in this Agreement. 

(e) Provider agrees to provide comprehcnsivc housing services to an estimated 180 
clients during the contract period. A total of 900 client service units will be provided to 
these 180 clients. One unit of client service is one month of any of the following: rent or 
mortgage payment, utility payment (including local telephone scrvicc), or one day of 
transitional housing. 

(f) Direct Care Unit Costs: both parties understand that although the estimated numbcr of 
units of services might fluctuate throughout the contract year. 

Client Satisfaction Survey. 
Client satisfaction surveys or periodic evaluations shall be conducted by cast 
managcmcnt agencies at least semi-annually and involve persons who have received 
services in the preceding six months. Surveys to bc utilized are the Ryan Whit/HOPWA 
Client Satisfhction Surveys (see Attachment #V-a through V-d). Surveys may be mailed 
by the client directly to the Council, or the client may place the survey in a council 
provided Lock Box located at each Case Management agency. Provider shall achieve an 
85 pcrccnt or better rating on the client satisfaction survcyipcriodic evaluation and meet a 
25% return rate. 

(3). Task Limits. 

All tasks must bc conducted within the geographical boundaries of the service arca. 
Limitations on the USC of funds under this contract arc further described in 24 CFR, Part 574.300 
(c), incorporated hcrcin by refcrcncc. 

(4) Provider must rcqucst Council payment for allowable scrviccs only. Unallowable Scrviccs 
Include, but are not limited to the following: 

(a) Payments which exceed actual costs, 

(b) Payments made directly to a client, 

Cc) Cash payments of any kind, including cheeks made out to cash, 

(4 Prop&y taxes that arc not included in the mortgage payment, 

Cc) Long distance tclcphonc charges or optional telephone scrviccs such as call waiting, 
voiccmail or caller ID, 

(0 Repairs of any kind to an individual’s home or apartment, 

es9 Payment to family member(s) for rent unless substantiated by written agreement that a 



lcsscc/lcssor relationship cxistcd prior to application for HOPWA assistance. 

W StaTtinE Requirements 

(I). Staffing Lcvcls. 

The Provider shall document and maintain to the satisfaction of the Council proof of 
sufficient cast management staff to carry out the activities rcquircd by the terms of this 
contract. Each client receiving HOPWA scrviccs shall have a case manager. 

(2). Professional Qualification. 

(a) Case managers providing services under this contract shall meet the qualiJications 
refcrcnccd in the guidclincs for the cast management staff qualifications in the 
Department’s HIV/AIDS Case Management Handbook. 2001, or any subsequent changes, 
revisions or rcplaccmcnts, incorporated hcrcin by rcfcrcncc. 

(b) The Provider should dcvclop promotional and career ladder opportunities to retain their 
cast managers. 

(c) The Provider must maintain adcquatc qualified staff to facilitate effective service 
delivery. If changes in staffing affect or are expected to affect service delivery, the 
program manager musl bc notiticd immcdiatcly. 

(d) Staff Compliance with Case Management Standards. 

The Provider will: 

(1) 

(2) 

(3) 

(4) 

(5) 

Require its case manager staff to comply with case manager standards 
established in the HIV/AIDS Case Munagemenf Handbook, 2001 or my 
changes, revisions or rcplacemcnts to it and to comply with subsequent 
written politics set forth by the department and/or the Council when 
saving clients funded by Ryan White Title II funds. 

Designate a supervisor of the cast manager(s) providing services under 
this contract and supply the name of such supervisor to the Council. 

Dcsignatc a Single Point of Contact and, in his/her absence, an altcrnatc 
for this contract to which the Council may send all programmatic and 
contract rclatcd materials. The single point of contact will be rcquircd to 
attend quarterly contract meetings. 

Monitor its case manager’s records to ensure compliance with the 
standards established in the HIV/AIDS Case Management Handbook. 
2001. 

Rcquirc all its cast managers to rcccivc minimal training in the USC and 
implementation of the HIV/AIDS Case Managenwrt Handbook using the 
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HIV/AIDS Cast Managcmcnt Handbook ‘Training Suggestions, February 
I, 1995 or any future changes, revisions or rcplacemcnts. 

(6) Case managcmcnt providers will ensure case managers obtain a legally 
authorized release from the client in order to rclcasc or obtain any verbal 
or written information about the individual/family. Authorized rclcases 
shall be valid for a period of one calendar year and shall be rcncwed 
annually. A scparatc rclcase/signaturc shall be rcquircd for each agency 
or provider from which information is being requcstcd or to whom 
information is being relcascd 

(7) The Provider will keep information about each of its cast manager’s 
cascloxis, which includes at a minimum the number of case managers 
saving clients funded by Ryan White Title 11 and the number of clients 
seen by each cast manager. The Provider will make such information 
available to the Council at its request or during contract monitoring 
visits. 

Cc) Staff Orientation and Training: Training of cast managers is a responsibility shared by 
the Council and the Provider. The Provider will assure that all of its case managers who 
provide services under this agreement attend all special training sessions scheduled by 
the Council for case managers to include up to 16 hours of training sessions each 
calendar year. In addition, the Provider must cnsurc that its own training of its case 
management staff providing services under this agreement includes the following 
clemcnts as a minimum: 

(i) New staff shall rcccive orientation within the tint month of 
cmploymcnt on the scope of the scvcnteen standards of cast management 
and community-related programs. Completion of this orientation shall 
bc documcntcd in a training log or tilt and the Provider will make such 
information available to the Council at its rcqucst or during contract 
monitoring visits. 

(ii) Staff will bc trained to communicate with clients in an appropriate 
mamcr sensitive to clients’ ethnic and cultural backgrounds. 

(iii) Staff will receive training on a regular basis to continuously improve 
their skills in areas such as client education, case management, 
interviewing techniques, confidentiality, etc. Documentation of such 
training shall be made available to the Council during routine contract 
monitoring visits. 

CC). Scrvicc Location and Eauip* 

(I). Service Delivery Location: Lee County Human Scrviccs, Fort Myers, Florida. 

(2). Scrvicc Times 

The services listed in this agreement shall bc administered during the days and hours of 



operation specified below: 

(a) Scrviccs must be provided during the Provider’s regular ofticc hours and must bc 
available five days per week. 

(b) Office hours shall include as a minimum the hours of R:OOam to 5:OOpm Monday 
through Friday. 

(c). Providers must establish and communicate to clients procedures for contacting case 
managcmcnt staff in cast of housing emcrgcncics during non-working hours. 

(d) Provider holidays arc as follows: New Years Day, Martin Luther King Jr. Day, 
Memorial Day, lndcpcndencc Day, Labor Day, Thanksgiving Day, Day After 
Thanksgiving, Veterans Day and Christmas Day. 

(3). Changes in Location: Scrviccs shall be provided at the client’s home, caretaker’s home, 
the Provider’s physical location, and any other location necessary to meet the 
rcquircments of the Ryan White CARE Act. Any changes in the Provider’s physical 
location shall be made with at least 15 days’ advance notice to clients and the Council, 
and shall not result in any interruptions in the dclivcry of scrviccs. 

(4). Equipment: There will bc no equipment purchased under this contract 

Dclivcrablcs 

(1) The Provider shall submit documentation that supports the payment of contract funds on 
behalf of clients. Each request for payment of HOPWA allowable services must be submitted in 
sufficient detail to ensure that a prc and post audit may be conducted and must also be 
maintained in the client’s record. 

a. An acccptablo original of a Icttcr, utility bill, or overdue notice from the landlord, 
mortgage company or utility company indicating that the rent, motigagc, or utility bill is 
due and indicating the total amount of the bill including all late fees and/or reconnection 
fees must bc submitted to the Council with each and cvcry rcqucst for a HOPWA 
allowable service. 

b. The State Comptroller and the Department require supporting documentation on all 
invoices. The Provider shall maintain records which document the total number of 
rccipicnts scrvcd, nnmcs (or unique identifiers) of recipients to whom services were 
provided, and the d&c(s) on which scrviccs were provided so that an audit trail is 
available. 

0. 

(2). Reporting RcquiremcntsiRcquircd Documentation: 

(a) HIV/AIDS Quarterly Demographics Report 
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(b) HOPWA Annual Progress Report 

The Provider shall submit the HOPWA Annual Progress Report to the Council on or 
before July 2 1,2003 for the reporting period July 1,2002 through June 30,2003. The 
Provider shall submit the report in the approved formats and in the time frames required 
by the Council, utilizing the instructions for completion. The Council reserves the right 
to withhold payment of cast management service invoices pending its rcccipts of the 
report. 

Cc) The spccilic data rcquircd on the various reports include the number ofscrviccs provided 
in each c&gory of service, the cost per service, and the number and demographics of 
individuals served. The Provider will collect data at the local level and aggregate the data 
for transmission to the Council’s program manager. 

(4 The Provider will maintain records of services provided for clients enrolled in the 
program. 

Cc) 

0 

(g) 

Maintaining client files sufficient to properly document client eligibility, with appropriate 
case notes documenting referrals and other items as required in Chapter 3 of the 
department’s Ffl V/AIDS Case Management Ilamlhook. 2001, or any changes, revisions or 
replacements. 

Data collection 

The Provider agrees to USC a software program dccmcd appropriate by the Council, to 
document client scrvicc activities provided under this contract. The Council will not 
unreasonably withhold approval of the software the Provider prefers as long as it is 
capable of providing the data required under this contract. Utilization of the software and 
the quality of its USC is subject to review during regular contract monitoring visits, 

Records and Documentation 

This report or any subsequent changes, revisions or replacements will provide the 
demographic information regarding the unduplicatcd clients served during the 
quarter being reported. This report must be sent to the Council’s Program 
Manager. The reporting dates for this report includes the following: 

July I through Scptcmbu 30 (due I O/05/03) 

October I through December 3 I (due 1105104) 

January 1 through March 3 1 (due 4/05/04) 

April 1 through June 30 (due 7/05/04) 

(1) Security. The Provider must have written procedures to ensure that staff will 
comply with client confidentiality rcquiremcnts as spccificd in Sections 3X4.29 
and 38 I .004(3), Florida Statutes. Procedures must bc implemented by the 
contract Provider to ensure confidentiality of all client records, and other 



scnsitivc information. Thcsc proccdurcs must be consistcnt with Florida 
Department of Health Information Security Policies, Protocols and Proccdurcs 
Scptcmbcr 1997, which are incorporated hcrcin by rcfcrence. It is the contract 
Provider’s responsibility to establish a controlled and sccurcd area for storing and 
maintaining active and inactive client records, cast registries and cpidemiological 
information. Thcrc must bc an individual designated with specified 
responsibility for managing the security and conlidcntiality of these data. It is 
the responsibility of the contract Provider designee to dcvclop politics, which 
ensure the confidential flow of client information between authorized staff and 
Provider. Discipline will bc applied for breach of security or confidential 
information consistcnt with Florida Statutes, Florida Administrative Code, and 
Department of Health protocols, politics and proccdurcs. The Council’s program 
manager performs iofoormation security assessments of contract providers during 
schcdulcd compliance visits. All case managers, supervisors and single points of 
contact must attend all security trainings sponsored by either the Council or 
Grantee. 

(4 The Provider shall have each employee of the Provider agency, 
as well as each cmploycc of all subcontractors, with access to 
confidential client information, complete and date a 
memorandum of understanding regarding contidcntiality of 
client information. A sample form can be found as Attachment 
111. 

(2) The Provider shall ensure that the appropriate program records include 
eligibility determination documents as well as authorization for the services 
provided through this contract. 

(3) Resolution of final questions regarding records will bc the Council’s 
responsibility. 

(E). Performance Specifications 

(1). Outcomes and Outputs: 

(4 Services provided under this contract shall be those scrviccs specifically rclatcd to the 
clients’ HIV positive condition and aimed at helping the client to achieve a stable 
housing situation so that necessary scrviccs *nay be provided in the client’s home or 
community and assist the client in avoiding homclcssncss. 

(b) Benefits of this contract to the public: Marc stable housing for persons with HIV/AIDS 
will result in less homelessncss for this population and more opportunities for persons 
with HIV/AIDS to actively engage their communities. 

Cc) Bcnetits of this contract to the State: Persons with HIV/AIDS who achicvc stable 
housing through HOPWA services will be more compliant with their drug thcrapics and 
other support scrviccs and will cost less money to treat than persons who do not have 
stable housing circumstances. 



(4 

Cc) 

(0 

(6) 

An episode of service shall bc dccmcd completed when the ncccssary sewicc has been 
dclivcrcd to the client. 

Arrangement of HOPWA services for an individual client shall be complctcd when the 
client’s housing needs can bc predicted to remain st;lble for at least the next 12-month 
period. 

75% of the HIV/AIDS clients scrvcd will be successfuIly transitioned from 
transitional 
housing placement to permanent housing by the end of the eligibility period of 60 
days. 

75% of the clients who received Short i‘erm Rent or Mortgage and Utility 
(STRUM) beneIits will be appropriately housed and able to maintain stable housing 
by the end of the eligibility payment period of 21 weeks. 

(2). Standards for Outputs and Completion of Client Services: 

(a) 

(b) 

w 

Cd) 

(4 

(f-l 

(g) 

(Id 

The Provider shall achieve a satisfactory or better rating from 85 percent of clients 
surveyed in a quarterly client satisfaction survey. The provider MUST meet a 25% 
return rate of their clients per Quarter. (SEE ATTACHMENT V) 

The Provider shall achieve a satisfactory or better rating on at least 90 percent of 
case management records reviewed, based on a sample size of at least 30 records or 
10 records if the caseload is less than 30 clients. 

Within three months after expiration of eligibility for HOPWA benefits, 80 percent 
of clients will remain in a reasonably secure housing arrangement, which includes 
basic utilities such as electricity and water. 
Documentation in the client record will verify that 95 percent of applications have 
been followed-up. 

Documentation in the client record will verify that 95 percent of problems 
identified by the client have been followed-up. 

Documentation in the client record will verify that referrals, where appropriate, 
were given to the client 95 percent of the lime. 

Provider documentation will verify that staff has received appropriate training on 
a regular basis. 

Documentation in the Provider’s records will verify that required reports are 
completed and submitted in a timely fashion 95 percent of the time. 

(3). Monitoring and Evaluation Methodology: 



(a) By execution of this contract the Provider hereby acknowledges and agrees that its 
performance under this contract must meet the standards set forth abovc and will bc bound.by the 
conditions set forth below. If the Provider fails to meet thcsc standards, the Council, at its 
exclusive option, may allow up to 30 additional days for the Provider to achieve compliance with 
the sta&rds. If the Council affords the Provider an opportunity to achieve compliance, and the 
Provider fails to achieve compliance within the spcciticd time franc, the Council will tcrminatc 
the contract in the absence of any extenuating or mitigating circumstances. It is the sole 
responsibility of the Council to determine what would or would not constitute such 
cxtcnuating or mitigating circumstances. 

(b) The Council will monitor twice per year, no later than 60 days prior to the end of the 
contract period, the Provider utilizing the HIV/AIDS Case Manrrgemenr Monitoring, 

February I, I995 and any other tools as required by the grantee, CARE Act or contract. 

0) Standards Definitions. Listed below are the spccitic paramctcrs by which the 
delivery of scrviccs will be cvaluatcd during routine or specially schcdulcd contract 
monitoring visits: 

(1) Documentation of clients HIV/AIDS status, specifically defined as a positive 
ELISA confirmed by a Western Blot test, a Westcm Blot test (alone) or a 
doctors note stating HIV+ status. CD4 counts or viral loads arc not 
appropriate documentation of positive HIV/AIDS. 

(2) Complctcd and updated client plan of care every six (6) months 

(3) Verification of client’s financial eligibility updated every six months. 

(5) Any other items as required by the grantee, the CARE Act or by this 
contract. 

Cc) Provider performance on record rcvicws will bc based on a sample size of at least 15 case 
management records, or if total client caseload is less than 30, a sample of 10 files will bc 
rcvicwcd. Record reviews shall be conducted at last annually. 

Cd) If a corrective action plan is indicated, the Provider will submit to the Council, in writing, 
plans to correct the deficiencies within 30 days of receiving the Council’s written report. 

F). Provider Reswnsibilitics 

(1). Provider shall: 

(4 Prcparc and submit to the Council for payment appropriate requests for payments for 
HOPWA scrviccs for cligiblc clients including transitional housing, rent, mortgage, and 
utilities assistance in accordance with HOPWA guidclincs specified by the Department 
of Health and in accordance with 24 CFR, Part 574, incorporated herein by reference. 

(b) Ensure that all clients applying for scrviccs have chgibility detcrmincd appropriately and 
within a reasonable time franc. 
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v-). 

(3). 

(4) 

(W 

(cl Ensure that thcrc is suflicicnt case managcmcnt staff available to provide the services 
spccilicd in this contract. 

(4 Maintain the appropriate required documentation as specified, forward appropriate 
documentation along with all requests made to the Council for financial assistance, and 
submit periodic reports as spccificd in this contract. 

Coordination with Other Providers/Entities. The Provider will coordinate with other rcsourccs to 
provide information and rcfcrral for all clients. 

The Provider will utilize public and community rcsourccs to reduce the cost of the 
service whenever possible and to enhance client integration into the community. 

(b) The Provider is solely rcsponsiblc for the actions of any subcontractors cngagcd for the 
purpose of providing services under this contract. Failure of other Providers or entities 
dots not relieve the Provider of accountability for any tasks or services, which the 
Provider is obligated to perform pursuant to this contract. 

Liccnsurc: The Provider shall comply with all applicable federal and state licensing standards and 
all other applicable standards, criteria and guidclincs cstablishcd by the Dcpartmcnt of Health or 
federal govcmment. 

Grievances 

(a) Tbc Provider will establish an intcmal system through which clients may present grievances 
or appeals. 

(b) The Provider must notify the Council’s program manager each time a grievance is filed. All 
written complaints must bc considcrcd grievous. 

(c) Clients shall be given a written copy of their bill of rights at the time of eligibility 
determination. 

.&mcil Responsibilities 

(I) Council Obligations: 

The Council will provide training and consultation to the Provider. 

(a) To enhance the quality and range of client services purchased under this contract, the 
Council may make available to the Provider technical assistance, consultation, and other related 
scrviccs through other Council contracts. The Provider agrees to make good faith efforts to 
comply with the requests of said agents and to allow said agents to have access to records 
ncccssary to assess and perform the services purchased. The Council shall notify the Provider in 
writing of such agents and the services to bc rendered. 

(b) The Provider agrees to identify those employees who may bcnclit from formal training 
offcrcd by the Council. 

(2) Council Determinations 



Health Planning Council of Southwest Florida, Inc 
Attachment 1 

The dctcrmination of extenuating or m itigating circumstances is the exclusive dctcrmination of 
the Council. 

V. METHOD OF PAYMENT 

The Council reserves the right to withhold payment of case management service invoices 
pending its receipts of required monthly or programmatic reports. 

(1) This is a Fixed Price (FTB) contract. The Council shall rcimbursc the Provider for monthly case 
management scrviccs in a total dollar amount not to exceed l/12 of the contract’s annual cast 
managcmcnt amount, subject to the availability of funds. 

(2) This contract can be incrcascd or decrcnscd based upon total number of clients. 

(3) The Provider shall rcqucst monthly reimbursement (payment) through submission of a properly 
complctcd invoice within ten (IO) days following the end of the month for which rcimburscmcnt 
is being requested. (xc attachments IV, IVa, IVb Monthly Cast Management Report) If the 
month falls at the same time an administrative, quarterly or Council report is due, the invoice is 
to be submitted within ten days, or when the report is due, whichever is earlier. Rcimburscmcnt 
may bc authorized only for allowable cast management services, which arc in accordance with 
the terms and conditions of this contract. 

Additionally, additional information may occasionally be required, such as: 

a. Unique client code 

b. Social security number 

c. HIV Status (AIDS, HIV symptomatic or HIV asymptomatic) 

d. Payer source (RW only, Medicaid, Medicaid/RW, Medicarc, PAC, private insurance, 
AICP, etc.) 

c. If inactive, the reason (death, moved, etc.) 

f. Any additional information as deemed necessary by the Council. Requests for any 
additional information will bc requested no later than 30 days prior to the due date of said 
invoice. 

(W. Final Invoicez 

I. The Provider must submit a final invoice for payment to the Council not more than 30 
days after the contract ends or is terminated. If the Provider fails to do so, all right to 
payment is forfeited, and the Council will not honor any requests submitted after the 
aforesaid time period. 

2. Withholding Payment: Any payment due under the terms of this contract may be 
withheld until all evaluation and financial rcporls due from the Provider have been 



VI. 

(A) 

w 

0 

ua 

03. 

(F) 

approved by the Council. 

SPECIAL PROVISIONS 

Use of Volunteers: 
The Provider will make maximum use of all available community resources, including 
volunteers serving under the Domestic Volunteer Services Act of 1973 (PL 87.394), and “thcr 
appropriate voluntary organizations. The USC of such services shall supplcmcnt, but shall not bc 
in lieu of, paid employees. 

Standards for Services and Construction of Facilities: 

The Provider will cnsurc that the facilities and buildings used to provide services under this 
contract meet the standards spcciticd in 45 CFR 1386.17, Standards for Services and 
Construction of Facilities. The Provider will also comply with those standards required by local 
fir” and health authorities. 

Accessibility: 

The Provider shall cnsurc that buildings used in connection with the dclivcry of services 
acccsscd under this contract will meet standards adopted pursuant to the Act of Aubwt 12, 196X 
(42 U.S.C. 4151-4157), known as the Architectural Barr&s Act of 1968. 

Vcnuc: 

Venue for any court action pertaining to this contract will bc held in the courts of Lee County, 
Florida. 

Executed Original Agrccmcnt. 

A fully cxccutcd original of this contract must bc rctaincd on file by the Provider and program 
manager, and must bc available to authorized state pcrsonncl. 

Both partics understand that the Ghsavy oJ’HIVRelakd Service Cakpries and the Federal 
Poverty Guidelines may be amended by the Dcpertment of Health during the contract year to 
rctlcct new updated service categories and fcdcral poverty guidclinc rcquircmcnts. 
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Attachment 111 

AGREEMENT 
CONFIDENTIALITY OF CLIENT INFORMATION 

The purpose ofthis is to emphasize that all information held in a client’s health records 
is confidential, with access governed by state and federal laws and regulations. 
Information which is confidential includes a client’s name; address; medical, social and 
financial data; and services received. In addition, the fact that someone has had an HIV 
test is confidential, whether the result of that test is positive or negative. Data collection 
by interview, observation, or review of documents should be conducted in a setting that 
protects the client’s identity from unauthorized individuals. Client information should 
not be discussed outside the agency, except in the performance of referrals to other 
agencies for client care. 

For example, among other laws and regulations, Section 384.29, Florida Statutes, 
addresses the need for special discretion in the handling of sexually transmissible disease 
information. Sexually transmittable diseases, by their nature, involve sensitive issues of 
privacy and all programs designed to deal with these diseases should afford privacy and 
confidentiality to the client; and, Section 381.400 (3) Florida Statutes, confidentiality of 
HIV test results and the identity of the person tested. There arc penalties for violating 
this statute. These pcnaltics range from disciplinary action by the appropriate governing 
agency to criminal prosecution. 

I understand and agree to abide by all laws and regulations concerning confidentiality of 
client information. 

Signature 

Date 



Attachment IV 

Policy/Procedure for completing 
Ryan WhitelHOPWA Monthly Case Management Report 

Purpose: When congress reauthorized the Ryan White comprehensive AIDS resources 
Emergency (CARE) Act in October 2000, new provisions were added to the requirement 
that a proportionate amount of the Title II funds be used to provide services to specific 
populations with HlV. Specific populations were redefined to include “youth” and the 
acronym WICY (women, Infants, Children, Youth) was adopted to reference the 
population. WICY populations are dehncd as follows: 
Infants: under 2 years of age. 
Children: aged 2 to 12 years. 
Youth: aged 13 to 24 years. 
Females: 25 years of age and older. 
Grantees are required to report WICY populations to the Bureau of HIV/AIDS. The 
Health Planning Council of Southwest Florida has an established policy (2/13/03) for the 
required reporting to the Bureau for Area 8. 
Procedure: All contracted Area 8 Ryan White/HOPWA Case Management agencies will 
complete and submit the attached monthly report to the Health Planning Council on the 
10th of each month for the previous month of services. The monthly report will be 
submitted via electronically to the Lead Agency Program Manager (currently 
patrickmcgrain(hpcswf.com). 
Completing the report: USE SEPARATE FORMS FOR RYAN WHITE AND HOPWA. 
1). Do not change the font size. 
2). Enter your agency name in the provided space. 
3). Enter the appropriate report month in the provided space 
5). Enter the date the report was completed and submitted in the provided space. 
6). Enter the client MIP number in the appropriate space. Use only one space for 

each individual client regardless if hc/shc has obtained more than one service 
for the reporting month. 

7). Enter the date the client was enrolled into Ryan White Title 11, OR HOPWA. 
8). Enter the date the client was discharged from Ryan White Title II, OR HOPWA. 
9). Enter the demographic information for each client one time only, regardless 

if he/she received more than one service for the reporting month. Use the #I 
for all demographic information. 

10). Enter the date of service or contact in the appropriate space. Use only ONE 
space for each service or contact. 

I I). Enter the number of unit/s for each individual unit of service provided for each 
service or contact next to the “Service/Contact date” space. 

12). Email the report to the Lead Agency. No need to tally the report, the lead agency 
will tally the report. 

Time saving tip: Once you completed the first report click tile then save. When 
completing the report for the next month highlight and delete the “service/contact date 
and unit/s” columns and put the new information in for the current reporting month. h’s 
OK to include client info on clients that didn’t receive a service for the reporting month. 
By doing this, you don’t have to enter all the MIP numbers on the report each month. It 
would be wise to format your report by “sort” column “a” 

3/13/03 
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ATTACHMENT IVb 

SAMYLE 

HOPWA 
MONTHLY CASE MANAGEMENT 

INVOICE 

AGENCY NAME 

CONTRACT AMOUNT 

INVOICE MONTH 

TOTAL CLIENTS SERVED FOR THE MONTH (unduplicated) 

TOTAL UNITS 

FTE AMOUNT 

COMPLETED BY 

INVOICE MUST BE REClVED BY THE LEAD AGENCY NOT 
LATER THAN THE IO“” OF EACH MONTH FOR THE PREVIOUS 
MONTH OF SERVICE. 



Attachment V 
THE HEALTH PLANNING COUNCIL OF SOUTHWEST FLORIDA, INC. 

9250 College Parkway, Suite 3 - Fort Myers, Florida 33919 
(239) 433-6700 SUNCOM 731-6700 FAX (239) 433-6705 www.hpcw‘.tom 

Standard Operating Procedure 
Area 8 

HOPWA and Ryan White 
Client Satisfaction Surveys 

Purpose: The Health Planning Council of S.W. IXxida is contracted by the Florida Dcpartmcnl 
of Health as the Arca 8 Lead agency for HOPWA and Ryan White services. In this role the Lead 
Agency is rcsponsiblc for the collection of Cknt Sutisfacfion Survey.~ from Arca 8 contracted 
Cast Managcmcnt agcncics. Case Managcmcnt agencies must have a minimum of 25% of their 
Ryan White clients complctc the surveys Quarterly. The agencies need to obtain an overall score 
of 85% or bcttcr on client satisfstion surveys collected. Agency Cascloeds arc tabulated monthly 
by the Lead agency. Howcvcr, to reach the required 2% of survcycd clients, the agencies will 
utilize their cascload count from their biannual Client Level ofNeed /&port. Thcsc reports arc due 
January 3 1 and August 3 I of each contract year. To aide the agcncics the following proccdurc 
will bc implcmentcd cffcctivc April 1, 2003. 
Procedure: 

1. The Lead Agency will supply all Area 8 Case Managcmcnt agcncics with the 
standardized Client Satisfaction Surveys. 

2. The Lead Agency will supply all Arca 8 Case Management agencies with Business Reply 
cnvclopcs. 

3. Arca 8 Case Management agencies will offer their clients choices in completing and 
returning the surveys. 
a). Clients will be given the survey and a rctum cnvclop by the Case Manager 

The client may then complctc and rctum the survey at his/her convenicncc 
directly to the Lead Agency. 

b). The client will complete the suwcy while at the Cast Managcmcnt agency 
and the Cast Manager will return the survey using the return cnvclops. 

c). Clients will complctc the survey and place the completed survey in a locked 
Drop Rex located at the Case Management agency. The Lead agency will collect the 
surveys from the boxes quarterly. 

4. Case Management agcncics will cncouragc their clients to complctc a provider 
survey following a client visit to a provider. The client may follow the abovc 
steps to complete and send the form. The Lead agency will distribute the 
provider surveys to the Case Management agencies. 

5. Only the approved “Smilcy Face” surveys are to be sent to the Lead agency. 
6. Case Managcmcnt agencies will follow their own intcmal policy to track and 

collect any other type of Client Surveys. 

7. Clients must bc made avarc that the survey tool should not be confused 
with the gricvancc proccdurc. 

Surveys, once completed will bc compiled and reported as required by the Florida Department of 
Health by the Lead Agency on a quarterly basis. A final Client Satisfaction Survey report will bc 
complctcd and reccivcd by the Florida Department of Health on February 151h of each contract 
ylXr. 



ATTACHMENT Va 
CONSUMER SATISFACTION SURVEY 

(circle one) HOPWA or Ryan White Case Management Services 

Name of Case Manager: Date: 

My Zip Code: Sex: Female q Male 0 Transgenderu 

HOPWA U Ryan White Cl 

Ethnicity: Black or Native Hawaiian/ Am Indian or Multiple 

White11 Af wan-American ..I Asian0 Pacific Islander[ 1 Alaskan Native in- q sac& Unknown 0 

Age: <2 cl 2-12 0 13-17 L7 18-19 [I 20-24 11 25-29 0 3ou 31-34u 

35-39 Cl 40-44 c1 45-49 Cl 50 17 51-540 55-64 n 65 or older 0 Unknown 0 

1. I understand the role of the Case Manager.. .__. __. __. _. _. ___. _.,. 

2. I was able to schedule an appointment when I needed one.......... 

3. I was able to reach my Case Manager when I needed answers to 
my questions and assistance with problems ._..__.......__._....... .._.. 

4. My Case Manager treated me with courtesy and respect _..___,,. .__ 

5. My Case Manager spent enough time with me to address my 
needs.. ._. ._ ___. __. ___. ____. ._. _. ___ 

6. My Case Manager was thorough in assessing my needs.......... 

7. I was actively involved in developing a Plan of Care ._.__.___._...,... 

8. I was assisted in obtaining the services I felt I needed _,.,__...__,._,. 

9. The Case Manager provided information about the things I 
asked. _. .._. ._ _. __. ._. _. _. _. _. __. __. ___. __, ___, __ 

10. I was given a list of other Ryan White/HOPWA Case 
Management agencies and told I had a choice of service 
providers. _. _. ___. ._. _. _. _. _. _. __ __. _. _. __. _. _. 

11. I was told about local HIV/AIDS planning groups, their services, 
and how I can participate ._..__.___..._._...,.................,............,... 

12. I would like more Case management agencies in my area to 
choose from .._..___.__.___.__._..............,,..................,,.........,.... 

Agree 

13. Other comments: ___- 

This survey is not to be confused with the Grievance Procedure 



ATTACHMENT V-b 
CUESTIONARIO DE SATISFACCION DEL CLIENTE 

(circule una) HOPWA o RYan White Servicios de Administration de Cases 

Nombre del Proveedor: __ Fecha: 

Codigo Postal: Sexo: Femenino u Masculine n Transgenero 0 

Etnicidad: Negro or Native Hawaiian/ Amerindio or Mestizo 

BlancoO Africano Americano u AsiaticoU Pacifico Islei~o~ Alaskan Native n Race& Desconocido m 

Edad: <2 ci 2-12 n 13-17 17 18-19 u 20-24 u 25-29 0 30 0 31-340 

35-39 0 40-44 II 45-49 0 50 0 51-54 0 55-64 u 65 o mas 0 Desconocido 0 

1. Yo comprendo el papel de un Administrador de Caso . ..___._.__.__... 

2. 

3. 

Me fue posible conseguir una cita medica cuando lo necesitaba... 

Me fue posible comunicarme con mi Administrador de Caso 
cuando necesitaba respuestas a mis preguntas y ayuda con mis 
problemas . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . _. __. .__ 

4. 

5. 

Mi Administrador de Caso me trato con cortesia y respeto............ 

6. 

7. 

8. 

9. 

Mi Administrador de Caso pudo dedicar tiempo suficiente para 
atender a mis necesidades . . . . . . . . . . ..__.............___._.......__....__... 

Mi Administrador de Caso pudo determinar mis necesidades 
completamente . .._..............__.............................................. 

Yo estuve activamente envuelto en el desarrollo de mi Plan de 
Cuidado ___.__..........___..................................................................... 

Me ayudo en obtener 10s servicios que yo creo que 
necesito ..____....... _. _. ___. ._. ___ ._......_______._.__...... 

El Administrador de Caso me dio la information sobre las cosas 
que pregunte . . . . . . . . . . ..__.____............................................................. 

10. Se me dio una lista de otras agencias de Administration de 
Casos y se me dijo que tengo opciones para otros proveedores 
de estos servicios . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

11. Se me inform0 acerca de 10s grupos locales de planificacion 
sobre el VIH/SIDA, sus servicios y coma puedo participar ..__._____. 

12. Me gustaria que hubiesen mas agencias de Administration de 
Casos en mi area para poder escoger entre ellas __......_..____..._...... 

13. Otros Comentarios _ 

Estoy de 
acuerdo 

@ 

@ 

0 

@ 

No estoy 
seguro 

No estoy 
de acuerdo 

@ 

@ 

- 

Este cuestionario no debe ser confundido con el Procedimiento del Agravio 



ATTACHMENT V-c 
CONSUMER SATISFACTION SURVEY 

All Ryan White Title II Provider Services 

Name of Provider: ___ Date: 

My Zip Code: Sex: Female 0 Male cj Transgenderfl 

Ethnicity: Black or Native Hawaiian/ Am Indian or Multiple 

Whiten African-American u AsianlJ Pacific lslanderfl Alaskan Native0 Races0 Unknown 0 

Age: <2 0 2-12 u 13-17 Cl 18-19 u 20-24 0 25-29 n 30 q 31.340 

35-39 n 40-44 Ll 45-49 q 50 q 51-54 Cl 55-64 0 65 or older 0 Unknown 0 

I. This service provider has convenient hours . . ..__._._...___........... 

2. It was easy to schedule an appointment ..__........._.___................ 

3. The waiting time at the provider was reasonable... .._.. .._._.._.__.__ 

4. The service staff was courteous to me ._.......______...__................ 

5. The provider spent enough time with me and did not rush me 
through... . _____ ._ _. . . __. __, __. ___ ___. _. _. ___. ____. _. __. _. ____ 

6. I was given the care and service that I felt I needed __....__.___._.,... 

7. I felt comfortable in discussing my problems and/or needs.......... 

8. Opportunities were provided for me to ask questions and 
participate in my care .._.___._....._.... .._...__. ..___.__.___ 

9. The provider supplied information on the things I asked.. __ _____ 

10. My privacy was respected and maintained ..___.._......... ..___.. 

11. The provider’s facility was clean ._._...__._,.,_..._..._.... ._....___..._,,, 

12. The provider talked about safer sex practice and how not to infect 
others. _. _. _. .__. _. __. _. _. ._. _. 

13. The provider discussed the importance of my medical treatment 
plan and taking my medications ____..__.__..__..._..__..___ 

14. Other Comments: 

Not Sure Disagree 

This survey is not to be confused with the Grievance Procedure 
Rev 03-19-03 rr 



ATTACHMENT Vd 
CUESTIONARIO DE SATISFACCION DEL CLIENTE 

Todos Proveedores de Servicios de Ryan White Title II 

Nombre del Proveedor: Fecha: 

Codigo Postal: Sexo: Femenino u Masculine 0 Transgeneron 

Etnicidad: Negro or Native Hawaiian/ Amerindio or Mestizo 

ElancoO Africano Americano n 0 Asiatico Pacifico IslerioCl Alaskan Nativo fl RacesU Desconocido 0 

Edad: czri 2-12 n 13-17 0 18-19 u 20-24 ill 25-29 0 30 n 31-34Ll 

35-39 L1 40-44 I7 45-49 IJ 50 Cl 51-54 n 55-64 0 65omasn Desconocido n 

1. Este proveedor de servicio tiene horas convenientes ,.,......__.__.___ 

2. 

3. 

Fue facil conseguir una cita ..__.. .___..___._________.........,.,................. 

El tiempo de espera en la oficina del proveedor fue 
razonable. ____. ____. .____...__.._.__..__.........................,............................. 

4. 

5. 

El personal de servicio fue atento conmigo ..__...__.__.__.__.......... 

6. 

El proveedor estuvo conmigo suficiente tiempo y no me 
apuro.. ____ __. __. ___ ._. _. _. __. _. __ __. _. __. ._. __. ___ __. __, 

Se me proporciono el cuidado y servicio que yo creo que 
necesito . . . . . . . . . . . . ..___..................................................................... 

7. 

a. 

9. 

Yo me senti comodola discutiendo mis problemas y/o mis 
necesidades.. __. .__________...__..._..................................................... 

Se me dio la oportunidad de hater preguntas y participar en mi 
cuidado.. ._. _. __. __ _. ._ _. _. __. .___.___..__._._._._.... 

El proveedor me dio la information sobre las cosas que yo 
pregunte __._. _. _. _. __ .__..____..__...__...................................................... 

10. Mi privacidad fue respetada y mantenida ..__._.___............ 

11. La oficinal del proveedor estaba limpio .._..__..__.._.__.._................ 

12. El proveedor me hablo sobre el sexo mas seguro y coma no 
infectar a otros ___............................................................................. 

13. El proveedor me hablo sobre la importancia de mi Plan de 
Tratamiento Medico y de tomar mis medicamentos ..__.___.____..__.___ 

14. Otros Comentarios 

No estoy 
de acuerdo 

Este cuestionario no debe ser confundido con el Procedimiento del Agravio 

Rev 11-4-02 rr 



HOPWA Program 
Contract Monitoring Tool 

Attachment VI 

Provider Name 
Contract 
Service Description Housing Assistance 
T@. Grp. 1~2~3~4~5~6~7~8~9~10~11~12~13~14~15~ 

Evaluator’s Name: 
Oflice 
Site Visit Date 
Report Date 

Ratir 

r 

Notes 

(Explain Ratings 2 or Less: 
Attach Supportive 

Documentation) 

Ratings Based Upon: 

I = Interview 

0 = Observation 

D = Documentation 

(List Who and What) 

Provider Contract Requirements 

i 
- 

N/A 
PART B - HOPWA PROGRAM ATTACHMENT 
4. Services 
‘rovider service times meet contract requirements (8 
lourslday, 5 days/week excluding holidays) as per the q 

- 
- 
D 
c1 
0 

Section 1 -Case management Activities 
I. Provider directly provides appropriate case 

management sewices to clients. 
2. Provider monitors case manaaerb’ records for 

compliance with State HOPWA Guidelines. 
3. Provider trains case managers in the use and 

implementation of State HOPWA Guidelines via peer 
or supervisor reviews. 

4. Provider maintains specific information about each 
case manager’s caseload as per the State HOPWA 
Guidelines. 

0 
0 

0 
- 

q 
Section 2 -Eligibility 8 Documentation Requirements 

1. Qualified case managers coordinate and facilitate the 
client’s eligibility determination during the application 
process as per State HOPWA Guidelines (3-l). 

2. Provider complied with minimum eligibility require- 
ments and enrolled only those applicants who met 
minimum requirements as per State HOPWA 
Guidelines (3-2). 

- 

a 

a 

0 

0 
- 
0 

- - - - - 

IIOOEL REVISED: 10//01: 5103 





HOPWA Program 
Contract Monitoring Tool 

Attachment VI 

Provider Contract Requirements 

4. Provider maintains sufficient documentation in the 
client’s records to justify the need for extension of time 
limits as per State HOPWA Guidelines (4-5). 

5. Provider maintains documentation of the contract 
manager’s decision to approve or disapprove the 
request for extension of time limits as per State 
HOPWA Guidelines (4-5). 

6. Funds are not being used for payment of ineligible 
activities and services not approved for funding as per 
State HOPWA Guidelines (4-6). 

7. Service units are provided for short-term support 
housing facility placement (one unit is one day of 
placement) as defined by the State HOPWA Guidelines 
(4-1). 

8. Service units are provided for short-term rent, mortgage 
and utility assistance (one unit is one month of rent, 
mortgage and utility assistance) as defined by State 
HOP-WA Guidelines (4-2 and 4-3). 

Section 4 - Client Termination/Dismissal 
I. Clients are advised of the termination and dismissal 

policy, by the provider, as per State HOPWA 
Guidelines (5-2 and 5-3). 

Section 5 -Other Requirements and Activities 
1, Documentation reflects that clients are orovided 

appropriate support services as per Staie HOPWA 
Guidelines (6-l). 

2. Provider complies with the policies, protocols and 
orocedures reaardino confidentialitv of client 
information as-per S&e HoPWA &delines (6-2). 

ACIDEL REVISED: lO,,O,: 5103 

Explain 

El 

cl 

0 

0 

0 

0 

0 

Ratings Based Upon: 

I = Interview 

0 = Observation 

D = Documentation 

(List Who and What) 

Notes 

(Explain Ratings 2 or Less: 
Attach Supportive 

Documentation) 
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Provider Contract Requirements 

Section II 
Provider has complied with contract provision as defined bv 
the contract. (list and rate each Pro&ion where 
requirements were NOT fully met.) 
BEST PRACTICES. List exemplary activities that are 
transferable to other similar organizations. In the notes, 
document why this is a best practice and how it can be 
transferred to other entities. 
LESSONS LEARNED. List items and issues that will be 
useful to future contract monitors and to the provider in 
improving services to the client. 

HOPWA Program 
Contract Monitoring Tool 

4= 1 2 

0 q -r 

Ratir 

1 

3 

q 

q 

cl 

Ratings Based Upon: 

I = Interview 

0 = Observation 

D = Documentation 

(List Who and What) 

Attachment VI 

Notes 

(Explain Ratings 2 or Less: 
Attach Supportive 

Documentation) 
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