Application for Potentially New AAA9 OAA Providers
Checklist for Potentially New AAA9 OAA Providers
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	Total Budget by Service (MS Excel)
	MS Excel
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	Proposed Contract Summary (MS Excel)
	
	

	Matching Funds/Resources (MS Excel)
	
	

	Budget Narrative
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	Acknowledgements, Assurances and Certifications required by State and Federal law

	Conditions of Participation
	12
	

	Acknowledgement of Terms and Conditions of Funding Award
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	Agency Authorization to Submit Certification
	18
	

	General Assurances of Compliance with Quality Assurance Standards and Requirements
	19
	

	Assurance of compliance with the Department of Health and Human Services Regulations under Title VI of Civil Rights Act of 1964
	20
	

	Assurance of Compliance Department of Health and Human Services Regulation under Section 504 of the Rehabilitative Act of 1973
	21
	

	Certificate Regarding Debarment, Suspension, and other Responsibility Matters
	22
	

	Certification Regarding Lobbying
	23
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	24
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	Page
	Check if Included

	A written statement of agreement to comply with nondiscrimination laws, federal wage and hour laws, and workers compensation laws in the recruitment and employment of individuals.
	N/A
	

	Appendices-New Services for ARPA Providers

	Copies of Licensures for LSWs, RNs, RDNs, if required for provision of new service (if applicable)
	N/A
	

	Copy of any proposed subcontract(s) or Memorandum of Understanding(s) that will be entered into with ARPA funds (if applicable) 
	N/A
	

	Proof that applicant is currently registered with the secretary of state a non-profit organization, a public agency, association, trust, a co-operative, or a for-profit business/corporation, limited liability company, limited partnership, or a partnership having limited liability.
	N/A
	

	Organizational Chart
	N/A
	

	Evidence of at least one million dollars of commercial liability insurance coverage and insurance coverage for participant loss due to theft or property damage and the written procedure describing the step-by-step instructions a participant may follow to file a claim.
	N/A
	

	Submit last three years of audited Financial Statements and last three years of IRS tax return
	N/A
	

	Job Descriptions
	N/A
	

	For meal providers:  Copy of the most recent Health Department Certificate of Inspection for the facility or facilities where the food will be served, prepared, packaged, and/or stored.  If citations were issued, signed statements of completed corrective action must also be included.  
	N/A
	

	For meal providers:  Applicant’s food service and any other food production license.
	N/A
	




Instructions for Completing Request for Area Agency on Aging Region 9, Inc. Contract/Agreement American Recovery Plan Act (ARPA) 
ITEM					COMMENTS

Applicant Agency:			Place the legal name of the sponsoring    
(Sponsor)                      			Organization in this area.  

Date:					Self-explanatory

dba Project Name:			Place the name of the project in this block (if different from the legal name of the sponsor).

Federal Tax I.D.:				Place the nine-digit Employer Identification Number assigned to the sponsoring organization by the Internal Revenue Service in this area.  

Business Address:			Place the primary address where the Applicant Agency is located in this area.

Mailing Address:			Place the address where correspondence should be sent if different from the business address given.

Executive Director/Director/CEO:	Place the name of the Executive Director/Director/CEO to be contacted in the event questions arise regarding this application.

Phone Number:				Self-explanatory.

Services to be Provided:	     		Provide the services, equipment and facilities improvements to be provided, the unit rate and the counties you intend to serve.

Total Amount Requested:		Provide Total Funding Requested and % Overall Agency Budget.  Please indicate the counties you intend to serve.

Names, Signatures & Titles:		Place the names, title and dates in the areas provided.  The person signing in this section must have the legal authority to contract on behalf of the agency.   
Total Amount Requested:		Provide Total Funding Requested and % Overall Agency Budget.  Please indicate the counties you intend to serve.

Names, Signatures & Titles:		Place the names, title and dates in the areas provided.  The person signing in this section must have the legal authority to contract on behalf of the agency.   
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Applicant Agency (sponsor):

	
Date:

	
dba Project Name:

	
Federal Tax ID:

	

	
Business Address:
	
Mailing Address (if different):

	
Street:
	

	


	
City, State, Zip
	

	


	
Attention:
	

	


	
Phone #:
	
 
	
 

	
Fax #:
	

	


	
Executive Director/Director/CEO:				                                     Phone #: 

	

	Services/Equipment/Facilities Improvements to be provided:   
1.
2.
3.
4.
5.
 
	Unit Rate:
1.
2
3.
4.
5.

	Total Amount Requested:

% of Overall Agency Operating Budget: 

	Counties to be Served


	Request for Area Agency on Aging Region 9, Inc. Contract/Agreement 
American Recovery Plan Act (ARPA)
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Names, Signatures, and Titles of Persons Authorized to Commit Applicant Organization to this agreement (Board President (if applicable) & Executive Director/Director/CEO Signatures Required)

	Board President Name (Type or Print):

	Board President Signature and Date:

	Executive Director/Director/CEO Name (Type or Print):



	Executive Director/Director/CEO Signature and Date:






Program Description
A. Organizational Capacity (10 points):  

1. Brief Background/history of the applying organization, including when and how the organization was established along with its mission/purpose.

2. Experience providing the services you are proposing to provide including a listing of current programs and services, as well as, the number of years your organization has provided these services.

3. Staff with sufficient work experience in this area and with this population.  

4. Suitable administrative, accounting, and management information systems in place.

5. Description of current and anticipated measures your agency employs to ensure that the maximum amount of funding possible is dedicated to direct service for those seniors identified in your targeting summary.
B. Service Delivery (30 points):

Please complete the information in this section for each new service only:
1. Please describe which county (ies) you intend to serve.  The AAA9 service area is comprised of Belmont, Carroll, Coshocton, Guernsey, Harrison, Holmes, Jefferson, Muskingum, and Tuscarawas Counties in Ohio.  If you are operating in multiple counties, please indicate which services are available in each county.

2. Please describe the experience and qualifications of the staff, which will be involved in each service for which you are applying, and their qualifications.  Please attach copies of certifications and licenses, where appropriate.

3. How this service is delivered. Identify major components of the service delivery.

4. Please describe your capacity to deliver services (e.g., how many individuals you can serve per month, how many units of service you can provide).

5. List your agency’s hours of operation and scheduled closings (holidays, weekends, evenings, etc.)  Are services available more than 5 days per week or evenings and weekends?

6. What is your agency’s plan for delivering services to seniors during weather-related emergencies, natural disasters, etc.?
7. Please provide your organization’s policy for addressing problems and complaints.

8. Please describe your quality assurance plan.

9. Please describe staff and volunteer training program that includes orientation and ensures continuing development of staff expertise in services for which you are applying.

10. Describe how you plan to incorporate cultural competency into your services to include serving LGBT individuals, in addition to serving individuals from diverse race/ethnic and religious backgrounds.

11. Please describe any intergenerational programs.

12. Does the service fill an identified service gap?  If so, please explain.

13. Please describe your plan to sustain these services after ARPA funds have been exhausted.

For applicants bidding on health education and/or socialization/recreation services, please also:
1. Provide a list of the evidence-based wellness programs you intend to provide.

2. Please provide a list of individuals, who are currently certified instructors for evidence-based wellness programs or indicate plan to train instructors.

3. Please provide a list of all types of socialization/recreation activities (i.e. book club, knitting, tai chi, etc.).

4. Will these services be offered in-person, remotely or both?

For applicants bidding on technological equipment and solutions aimed at alleviating negative health effects of social isolation on older adults and/or caregivers, please also describe the following:
5. Will technological equipment be purchased?  If so, describe the type and how the equipment will be utilized.  

6. If technological equipment is provided, please describe how the equipment will be provided to older adults and/or caregivers?  For example, how will recipients be identified?  Will the equipment be loaned?  If so, what is the process.

7. Please describe any technical support that will be provided to users.

8. Please describe additional wrap around services that will be provided, i.e. telehealth, virtual socialization/recreation, etc.

9. Will access to Wi-Fi/Cellular data be provided?

For applicants bidding on transportation services, please also describe the following:  
10. The qualifications of individuals, who would directly provide transportation services (e.g. escort, drivers, trainers, etc.)

11. Ability to provide value-added services (e.g. evening, weekend, and on-demand transportation services)

12. Detail the number and type of vehicles you have available; also include the days and hours that transportation will be available.  Please include the type of reservation system you would use (e.g. how much advance notice is required to provide services)
13. Ability to provide direct dispatch services and collect and report consumer data including any special technology or systems you have in place.

14. Identify any consultants or subcontractors you may have.  Please describe their services and costs related to the services.  (A copy of your contract with any consultant or subcontractor paid for from this contract will be submitted within 60 days of the effective date of this contract.)

For applicants bidding on congregate and/or home delivered meals service(s), please also describe the following:  Please provide a sample menu.
15. Please describe the equipment that will be used for food preparation, storage, transportation, etc.  Specify inventory quantities of equipment available to service this contract, and physical condition of the equipment.

16. Please describe the person-directed services, which will be offered.  


17. Copy of most recent inspection report conducted by Ohio Department of Agriculture and/or Ohio Department of Health for the facility or facilities where the food will be served, prepared, packaged, and/or stored.  If citations were issued, signed statements of completed corrective action must also be included.  


18. Applicant’s food service and any other food production license, i.e. Ohio Department of Agriculture Registration.

19. Identify any consultants or subcontractors you may have.  Please describe their services and costs related to the services.  (A copy of your contract with any consultant or subcontractor paid for from this contract will be submitted within 60 days of the effective date of this contract.)

20. Please describe your organization's ability to deliver meals during weather emergencies, such as excessive snow or extreme heat.  Indicate what alternative plans you have during times of employee absence, power failures, machinery or delivery truck break downs.

For applicants requesting funds for equipment and/or facilities improvements, please also describe the following:

21. Please describe the equipment and/or facilities improvements requested to include how this will impact service delivery to older adults and/or caregivers.

22. Have you already obtained at least 3 competitive quotes for these purchases, yet?  If so, please list costs.

For applicants requesting funds for caregiver support programs, such as evidence-based wellness program services or a caregiver refresh center, please also describe the following:

23. Provide a list of the evidence-based wellness programs you intend to provide.

24. Please provide a list of individuals, who are currently certified instructors for evidence-based wellness programs or indicate plan to train instructors.

25. Please describe location and services to be provide at a caregiver refresh center.

C. Priority Population and Unmet Needs (20 points)

Please describe how you will target and satisfy the need for services by individuals with the greatest economic and social needs, such as individuals with limited English proficiency and those who live in communities that experience cultural, social and/or geographic isolation including those that are medically underserved.

D. Person-Directed Services (10 points-more points will be provided for more person-direction)

Please describe the person-directed services, which will be offered.  




E. Outcomes and Evaluation (10 points)

1. Describe what customer satisfaction tools you have in place and how you use them. (e.g., satisfaction surveys completed by participants, evaluation forms after educational services, etc.)
2. Please describe outputs collected; i.e. average number of attendance/completers, number of unduplicated participants served, etc.

3. Please describe outcomes measured; i.e. annual DETERMINE nutrition risk score improved, fewer hospitalizations, reduced incidence of falls, individual feels services have helped him/her remain in the home, etc.)

4. Describe benchmarks and performance standards.

F. Budget and narrative (20 points)

Please complete the MS Excel spreadsheet containing the following sheets:  
· Total Budget by Service
· Proposed Contract Summary
· Matching Funds/Resources
Please note:  match requirements for ARPA are different than traditional OAA funds.  Please reference the main ARPA application for match requirements.
Budget Narrative
1. Please describe any costs not clearly defined in the budget spreadsheets.

2. Identify any new consultants or subcontractors for services.  Please describe their services and costs related to the service.  (A signed copy of your contract with any consultant or subcontract paid for from this contract will be submitted within 60 days after the effective date of the contract).



Acknowledgement, Assurances, and Certifications

SERVICE PROVIDER
CONDITIONS OF PARTICIPATION

The Area Agency on Aging Region 9, Inc. (AAA9) is required by the Ohio Department of Aging, the U.S. Administration the Administration on Aging, and the Administration for Community Living (ACL),  to develop specific Conditions of Participation (COPs), as a contractual requirement with which Service Providers receiving Title III, Senior Community Services State Subsidy (SCS) and Alzheimer’s Respite funds must comply.   
By signing this proposal, applicant certifies, to best of his/her knowledge and belief, that the applicant has met the Conditions of Participation outlined below and that Service Providers shall have a current contract with the AAA9 and shall meet these Conditions of Participation:

			1.	Be a formally organized business or service agency providing the services applied for, and shall:

	a.	Disclose all entities with a five percent or more ownership, and have written statement defining the purpose of the business or service agency;

	           b.	Have a written statement of policies and directives, bylaws, or articles of incorporation;

	c.	Have a written table of organization that clearly identifies lines of administrative, advisory, contractual, and supervisory authority unless the business is a sole proprietorship; 

	d. 	Operate the business in compliance with all applicable federal, state, and local laws, and shall have a written statement supporting compliance with:  

1. Non-discrimination laws, federal wage and hour laws, and workers’ compensation laws in the recruitment and employment of individuals;

1. Non-discrimination laws in the provision of services; and

1. Federal rules and statutes take precedence over these conditions in cases where discrepancies exist.

	e.	Have a written affirmative action plan that must be appropriately updated, and will be reviewed at least annually, if employing 15 or more persons.

	2.	Have a physical facility from which to conduct business.  The facility should have a telephone and a designated and utilized locked storage space for the maintenance of participant records.

		3.	Have written procedures supporting the operation of the business and provision of service, and shall:

a.	Have a system to document services delivered, billed, and reimbursed that complies with service specifications;

b.	Provide evidence supporting financial responsibility in the coverage of participant loss due to theft, property damage, or personal injury, and have a written procedure which identifies the steps a participant must take to file a liability claim; 

c.	Have a written procedure for reporting and documenting all participant incidents including significant changes that affect service delivery or imminent health or safety risks.

	d.	Maintain a file for each participant. Each file shall include this identifying data:

			i.	Participant's name, address, and telephone number;

			ii.	Participant's date of birth and gender;
1. Name and telephone number of participant's contact person or caregiver;

1. Service provider’s contact person and telephone number; 

1. Participant's functional abilities or limitations relevant to authorized services; and

vi.	Additional demographic data requested by the AAA9.

		e.	Maintain documentation of each participant contact and each service delivered;

f.	Obtain written approval from the participant to release participant information; and

g.	Retain all participant records for at least three years or until an audit is completed and all exceptions resolved, whichever is later, unless otherwise specified by a funding source.

h.	Have a written procedure for follow-up and investigation of 
	participant complaints and grievances, and a method to inform participants at the inception of services of the contact number for the Regional Long-Term Care Ombudsman Program (RLTCOP).

i.	Provide opportunity for Title III, SCS, and Alzheimer’s Respite participants to make voluntary contributions for services. Voluntary contributions are to be added to the amounts made available by the AAA9, and must be used to increase the number of meals served, facilitate access to meals, and/or provide other supportive services directly related to the service delivered when the contribution was made. 

		4.	Have written personnel policies and documentation that support personnel practices for providers which include:

a.	Job descriptions or statements of job responsibilities including qualifications for each position involved in the delivery of services; 

b.	Performance appraisals or a development plan for all employed or contract workers, and volunteers involved in providing service to participants;

		c.	Prior to service provision, a provider staff signature and a date that indicates completion of orientation that includes: 

i.	Employee position description and expectations;

ii.	Personnel Policies;

iii.	Reporting Procedures and Policies;

iv.	Table of Organization and Lines of Communication; and

1. A code of ethics which declares that the provider staff shall not: 
1. Use the participant's vehicle; 

1. Consume the participant's food and drink without the participant’s consent or the participant offering it; 

1. Use the participant's telephone for personal calls; 

1. Discuss personal problems or religious or political beliefs with the participant;

1. Accept gifts or tips from the participant; 

1. Bring friends or relatives of the employee to the participant's home; 

1. Consume alcoholic beverages or use medicine or drugs for any purpose other than medical while in the participant’s home or prior to the delivery of service; 

1. Smoke in the participant's home, with or without the participant's permission; 

1. Breach the participant's privacy or the confidentiality of participant records; and

1. Bring or eat personal food in the participant's home without the participant’s consent.

1. A policy that assures that all participant information will remain confidential.

		5.	Deliver services in compliance with service specifications practices for providers.

6.	Sign a contract with the AAA9 to deliver services.  The provider shall:

a.	Maintain documentation demonstrating that all requirements outlined in service specifications have been met when delivered either directly or by sub-contract;

b.	Allow access to the AAA9 and other representatives with a need to access the provider’s facility, policies, procedures, records, and other documents related to the provision of Title III, SCS, and Alzheimer's Respite Services;

1. Demonstrate compliance regarding background investigations of direct service workers.

d.	Sign a Business Associate Agreement with the AAA9 regarding Protected Health Care Information and HIPAA.

	7.	Failure to meet any of the requirements of these conditions may lead to termination of the AAA9's contract with the Title III, SCS or Alzheimer’s Respite Service Provider.



ACKNOWLEDGMENT OF TERMS AND CONDITIONS OF FUNDING AWARD
In applying to the Area Agency on Aging Region 9, Inc. (AAA9) for funding to provide the services herein proposed, the Applicant Agency (Applicant), by and through its Authorized Signatory whose name appears below, acknowledges and agrees to the following conditions:
1.     	Funds awarded as a result of this proposed request shall be expended for the purposes set forth herein, and shall be subject to and conditioned upon the terms of a contract to be executed by and between the AAA9 and the Applicant, which incorporated by reference all applicable laws, regulations, policies and procedures of the Area Agency on Aging Region 9, Inc., the Ohio Department of Aging, the Administration on Aging, the Administration for Community Living,  and U.S. Department of Health and Human Services.
2.      The applicant's employment practices, the provision of federally-funded services and the awarding of federal funds for the purchasing or sub-contracting of goods and services shall be non-discriminatory and comply with the provisions of Title VI and VII of the Civil Rights Act (42 USC 2002 d and 2002 e), the age Discrimination in Employment Act (29 USC 620 et.seq.), the Equal Pay Act (29 USC 206(d)), the Rehabilitation Act (29 USC 794), Title IX of the Education Amendments Act of 1972, (20 USC 1681), the Age Discrimination Act (42 USC 6101), and other applicable nondiscrimination laws.  The Applicant further assures that no portion of its program(s) for which AAA9 funding is sought will in any way discriminate against, deny benefits to, deny employment to, or exclude from participation any persons on the grounds of race, color, national origin, religion, age, sex, handicap, or political affiliation or belief.  Effort shall be made by Applicant to make programs and facilities accessible to eligible qualified handicapped and disabled persons.
3.     Following the initial submission of this proposal, any subsequent modifications must be made in writing to the President/CEO of the AAA9 and shall require the approval of the President/CEO of the AAA9 before such modifications shall be deemed incorporated into this proposal.  This requirement is applicable to any modifications proposed by the Applicant during the term of the award.
4.      In accordance with the AAA9 contract, funds awarded to an Applicant Agency may be terminated, for violation of any term, condition and/or requirement of this agreement.

      _________________________________________                    _______________
Signature of Person Authorized to Sign                                        Date
Proposal for Applicant Agency

__________________________________________       
Typed Name & Title of Authorized Signatory
AGENCY AUTHORIZATION TO SUBMIT CERTIFICATION
AGENCY:___________________________________

We, the undersigned, certify that all information (including funding levels) are true to the best of our knowledge.  This application was approved and authorized for submission to the AAA9 by:
 	                  
(Name of Governing Board)
________________________________________________________________ 
(Date of Meeting)

Should this agency receive the grant(s) applied for, we will fulfill the intent of the application, we further understand that additional documentation will be required after grants are awarded and agree to comply with AAA9 requirements regarding same.

President, Governing Board:  ______________________________________________			                                                                   (Typed Name)

Signature of President:                                                   Date:  _____________________

President, Advisory Council:                                                                                               				                                                     (Typed Name)

Signature of President:  _______________________ Date:  _____________________



Director of Agency:   _____________________________________________________				                                  		 (Typed Name)

Signature of Director:  ________________________Date:  _____________________ 
GENERAL ASSURANCES OF COMPLIANCE WITH QUALITY ASSURANCE
STANDARDS AND REQUIREMENTS
The applicant Service Provider Agency (Applicant) hereby assures and certifies that it will comply with the ODA and AAA9 Quality Assurance policies, procedures, standards, guidelines and requirements, as they relate to the application, acceptance and use of Federal Title III funds, and Community Services Block Grant funds for the Applicant's proposed federally-assisted aging services program.  Also, the Applicant assures and certifies that:
	1.  It recognizes that although quality assurance practices and procedures are mandated and monitored by the ODA and AAA9, it is the provider agency that must retain ultimate responsibility for the quality assurance function.  It further recognizes that the overall responsibility for ensuring quality rests within the provider's organization.
	2.  It shall comply with the ODA/AAA9 General Quality Assurance Standards for Providers which focus on agency operations and client care.
	3.  It shall comply with quality assurance service standards for the following services:  adult day care; transportation; escort; chore; homemaker; home health aide; home maintenance modification and repair; and home delivered meals.  The Applicant acknowledges responsibility as to compliance and awareness that failure on its part to comply may constitute sufficient basis for (1) a finding by AAA9 of lack of administrative capability and (2) imposition by AAA9 of appropriate sanctions.  
The Applicant Agency also recognizes and agrees that such federal financial assistance will be extended in reliance on the representation and agreements made in this Assurance and that the ODA and AAA9 will have the right to enforce this Assurance through lawful means.  This Assurance is binding on the recipient, its successors, transferees, and assignees, and the person or persons whose signatures appear below as authorized to sign this Assurance on behalf of the applicant agency.
The Assurance obligates the Applicant for the period of their Title III service contract, to proceed in good faith and in cooperative effort to bring those services subject to quality assurance which are contracted for into compliance with all applicable quality insurance standards and requirements.
____________________________________________________________________________
Name of Applicant Agency
 _________________________________		 	____________________________
Signatory Name (Typed)						Title of Signatory

                                                                                    		____________________________ 
Signature of Authorized Official					Date

                                                                                   		____________________________ 
Signature of Board President					Date 
ASSURANCE OF COMPLIANCE WITH THE DEPARTMENT OF
HEALTH AND HUMAN SERVICES REGULATION UNDER
TITLE VI OF THE CIVIL RIGHTS ACT OF 1964

                                                                                                           (print or type name) hereinafter called the "Applicant" HEREBY AGREES THAT, it will comply with Title VI of the Civil Rights Act of 1964 (P.L.88-352) and all requirements imposed by or pursuant to the Regulation of the Department of Health and Human Services (45 CFR Part 80) issued pursuant to that title, to the end that, in accordance with Title VI of that Act and the Regulation, no person in the United States shall, on the grounds of race, color, or national origin, be excluded from participation in, be denied the benefits of, or be otherwise subjected to discrimination under any program or activity for which the Applicant receives federal financial assistance from the Department; and HEREBY GIVES ASSURANCE THAT it will immediately take any measures necessary to effectuate this agreement.
If any real property or structure thereon is provided or improved with the aid of federal financial assistance extended to the Applicant by the Department this assurance shall obligate the Applicant, or in the case of any transfer of such property, and transferee, for the period during which the real property or structure is used for the purpose for which the federal financial assistance is extended for another purpose involving the provision of similar services or benefits.  If any personal property is so provided, this Assurance shall obligate the Applicant for the period during which it retains ownership or possession of the property.  In all other cases, this Assurance shall obligate the Applicant for the period during which the federal financial assistance is extended to it by the Department.
THIS ASSURANCE is given in consideration of and for the purpose of obtaining any and all federal grants, loans, contracts, property, discounts or other federal financial assistance extended after the date hereof to the Applicant by the Department, including installment payments after such date on account of applications for federal financial assistance which were approved before such date.  The Applicant recognizes and agrees that such federal financial assistance will be extended in reliance on the representations and agreements made in this Assurance, and that the United States shall have the right to seek judicial enforcement of this Assurance.  This Assurance is binding on the Applicant, its successors, transferees, and assignees, and the person or persons whose signature(s) appear below are authorized to sign this Assurance on behalf of the Applicant.
                                                                             	           ________________________ 
Name of Applicant (type or a print) 		             Date			

By:                                                                                          ________________________   
Signature of Authorized Official			Title 
Applicant's mailing address:
______________________________
______________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES
ASSURANCE OF COMPLIANCE WITH SECTION 504 OF THE
REHABILITATION ACT OF 1973, AS AMENDED
The undersigned (hereinafter called the "recipient") HEREBY AGREES THAT it will comply with Section 504 of the Rehabilitation Act of 1973, as amended (29 U.S.C. 794), all requirements imposed by the applicable HHS regulation (45 C.F.R. Part 84), and all guidelines and interpretations issued pursuant thereto.
Pursuant to 84.5(a) of the regulation (45C.F.R. 84.5(a)), the recipient gives this Assurance in consideration of and for the purpose of obtaining any and all federal grants, loans, contracts (except procurement contracts and contracts of insurance or guaranty), property, discounts, or other federal financial assistance extended by the Department of Health and Human Services after the date of this Assurance, including payments or other assistance made after such date on application for federal financial assistance that were approved before such date.  The recipient recognizes and agrees that such federal financial assistance will be extended in reliance on the representation and agreements made in this Assurance and the United States will have the right to enforce this Assurance through lawful means.  This Assurance is binding on the recipient, its successors, transferees, and assignees, and the person or persons whose signatures appear below are authorized to sign this Assurance on behalf of the recipient.
THIS ASSURANCE obligates the recipient for the period during which federal financial assistance is extended to it by the Department of Health and Human Services or, where the assistance is in the form of real or personal property, for the period provided for in 84.5(b) of the regulation (45 C.F.R. 84.5(b)).
The recipient:  (Check (a) or (b))
 
a.    	[   ]	employs fewer than fifteen persons;

b.	[   ]	employs fifteen or more persons and, pursuant to §84.7(a) of the regulation [45 CFR 84.7(a)], has designated the following person(s) to coordinate its efforts to comply with the Health and Human Services regulations:

                                                Name of Designee (Type or Print)
                                                      			_______________________________ 
Name of Recipient (Type or Print)			(IRS) Employer Identification Number
                                                      			________________________________
Street Address or P.O. Box				 (Area Code) - Telephone Number		
____________________________		__________			___________
City						State				Zip
I certify that the above information in complete and correct to the best of my knowledge:


                                                                       			__________________
Signature and Title of Authorized Official			Date				
CERTIFICATION REGARDING DEBARMENT, SUSPENSION AND OTHER RESPONSIBILITY MATTERS


By signing this proposal, Applicant certifies to the best of his/her knowledge and belief that he/she and its principals are not presently debarred, suspended, proposed for debarment, declared ineligible, or voluntarily excluded from participation in this transaction by any Federal department or agency.  If subcontractor is unable to certify to any of the above, he/she shall attach an explanation to this agreement.  Applicant further agrees that he/she will include this clause entitled "Certification Regarding Debarment, Suspension, Ineligibility, and Voluntary Exclusion - Lower Tier Covered Transactions" without modification in all lower tier covered transactions and in all solicitations for lower tier covered transactions.









CERTIFICATION REGARDING LOBBYING

By signing this proposal, Applicant certifies, to best of his/her knowledge and belief, that:  (1) No Federal appropriated funds have been paid or will be paid, by or on behalf of the subcontract, 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 Federal appropriated funds have been paid or will be paid to any persons 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 subcontract shall complete and submit Standard Form-LL, "Disclosure Form to Report Lobbying," in accordance with its instructions.  (3) the subcontractor shall require that the language of this certification be included in the award documents for all sub-awards at all tiers (including subcontracts, sub-grants, and contracts under grants, loans, and cooperative agreements) and that all sub-recipients shall certify and disclose accordingly.

This certification 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 11352, title 31, U.S. Code.  Any person who fails to file the required certification shall be subject to a civil penalty of not less than $10,000 and not more than $100,000 for each such failure.


Note:	If Disclosure Forms are required, please contact:  Mr. William Sexton, Deputy Direction, Grants and Contracts Management Division, Room 341F, HHH Building, 200 Independence Avenue, S.W., Washington, D.C. 20201-0001.







CERTIFICATION OF COMPLIANCE WITH FEDERAL, STATE, LOCAL LAWS
AND REGULATIONS


By signing this proposal, the Applicant agrees to comply with all federal, state, and local laws and regulations governing the work to be performed under any contract which may be awarded to the provider as a result of this Request for Proposals.  In doing so, the provider recognizes that the Ohio Department of Aging is in the process of drafting administrative rules which may amend the service specifications governing the provision of Title III-funded services.  By virtue of their signatures on the official cover page of the Invitation to Bid, all successful providers agree to be bound by whatever service specifications are adopted by the Department of Aging, and to continue providing those services at the unit costs offered - regardless of whether the service specifications become effective before or after the provider’s bid has been accepted by the Area Agency on Aging Region 9, Inc.
















MINORITY AGENCY CERTIFICATION

(Complete ONLY if applicable)
(This information, is required by ODA and does not affect the status of the proposal)

Agency or Organization

Address

 City						State			 Zip Code
The above identified Agency or organization certifies that it is a minority organization based upon meeting the following criteria:  (check one)
1.	Private Profit-Making Agency/Organization.
	a.      An organization whose sole ownership, or 50.1% of whose stock, is          held by minorities.
	b.     A partnership, with at least 50% of the interest in the partnership              controlled by a minority individual.
The ownership is as follows:
                                                                               
   2.	Non-Profit Agency/Organization (public or private)
			  a.     The make-up of the board of directors/policy-making body is at least
        50.1% minority; and
			  b.     The total staff is at least 50% minority.


                                                                                                 _____________________
President or Chairman of the Board/Owner/Partner	          Date
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