DFD OFFICE OF CONTRACT ADMINISTRATION
CONTRACT CHECKLIST

	CONTRACT ADMINISTRATOR:
	     
	CONTRACT
NUMBER:
	     

	NAME OF

AGENCY:
	     
	CONTRACT

PERIOD:
	     


PROVIDER INSTRUCTIONS: 

This form must be completed and returned with all documents prior to Contract Approval.
	
	Document
	Number of copies to be submitted
	Please check if submitted with package
	If not submitted with package, indicate anticipated date of  submission

	A
	One complete copy of  DHS Standard Language Document, with 2 copies of signatures pages (page 15)
	2
	 FORMCHECKBOX 

	     

	B
	Executive Order 129 (form is included in this package)
	1
	 FORMCHECKBOX 

	     

	C
	Standardized Board Resolution indicating who is authorized to sign:  Contracts and Checks
	1
	 FORMCHECKBOX 

	     

	D
	Signed Document Verification Sheet
	1
	 FORMCHECKBOX 

	     

	E
	Annex A
	3
	 FORMCHECKBOX 

	     

	F
	Annex B –Budget Form (Expense Summary, Details and Schedules 1-6)
	3
	 FORMCHECKBOX 

	     

	G
	Liability Insurance 
	1
	 FORMCHECKBOX 

	     

	H
	Bonding Certificate 
	1
	 FORMCHECKBOX 

	     

	I
	Names, Titles, Addresses and Terms of Board of Directors 
	1
	 FORMCHECKBOX 

	     

	J
	Copy of Audit (refer to policy number P7.06)
	1
	 FORMCHECKBOX 

	     

	K
	Current Affirmative Action Certificate or copy of renewal application sent to Treasury (AA302) 
	1
	 FORMCHECKBOX 

	     

	L
	W-9 Form (for New Agencies only)
	1
	 FORMCHECKBOX 

	     

	M
	ACH – Credit authorization for automatic deposits (for new requests only)
	1
	 FORMCHECKBOX 

	     


DEPARTMENT OF HUMAN SERVICES (DHS)

Standardized Board Resolution Form

Supporting Information for Contract #      ______ for Contract 

	Period:
	     
	to
	     


	Agency:
	     


Certification:

We certify that the information contained in, or included with, this contract document is accurate and complete.

	
	
	     

	Chairperson, Board of Directors
	
	Date

	
	
	     

	Executive Director
	
	Date


Authorized Signatories for Contract documents, checks and invoices are:  (List full name and title)

	     
	
	     

	Name
	
	Title

	     
	
	     

	Name
	
	Title

	     
	
	     

	Name
	
	Title


STANDARDIZED BOARD RESOLUTION
The Board endorses the following commitments as defined in this document: 

1. Health Insurance Portability and Accountability Act (HIPAA)*
Specific to HIPAA (Health Insurance Portability and Accountability Act), the above noted Provider Agency is either (check A or B):

 FORMCHECKBOX 
 A) a covered entity (as defined in 45 CFR 160.103)

 FORMCHECKBOX 
 B) a non-covered entity and has executed a DHS Business
Associate Agreement (BAA) last dated      _.

 FORMCHECKBOX 
 C) a non-covered entity that will not be receiving or sharing

personal health information.

Once executed, the BAA will be included in the Departmental Component’s official contract file.  The BAA will be considered applicable indefinitely unless there is a change in the Provider Agency’s status, information or the content of the BAA, in which case it is the responsibility of the contracted Provider Agency to revise the BAA.

The Board agrees that if there is any change in their BAA Status the Departmental Component will be immediately notified and the appropriate information provided within 10 business days. 

*
This section is not applicable for DHS Office of Education Contracts.

2. Legal Advice

The Board acknowledges that the Department of Human Services does not and will not provide legal advice regarding the contract or about any facet of the relationship between the Department of Human Services and the Provider Agency.  The Board further acknowledges that any and all legal advice must be sought from the Provider Agency's own attorneys and not from the Department of Human Services. 

3. Executive Order 134/ Bill # A1500 N.J.S.A. 19:44A-20.2

The Board agrees that the Executive Order 134 compliance forms submitted with the contract are accurate.

4.
Executive Order #129

The Board agrees that the Executive Order #129 compliance forms 

submitted with the contract are accurate.
NEW JERSEY DEPARTMENT OF HUMAN SERVICES

DIVISION OF FAMILY DEVELOPMENT

DOCUMENT VERIFICATION SHEET
	     
	
	     

	Contract Number
	
	Contract Period


The contracting provider agency hereby certifies that the following documents are on file and are available to the Division of Family Development (DFD) for review. The contracting provider agency also agrees that it will inform the DFD contract administrator of any and all changes involving these documents that may occur during the term of the contract.  All documents should be current and reflect board approval.

Please do not submit documents listed below with renewal package.
	Please Check as Appropriate
	On File
	Not Applicable

	
	
	

	1. Certificate of Incorporation
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	2. Annual Report to Secretary of State
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	3. Annual Report-Charitable Organization
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	4. Agency By-Laws
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	5. Organization Chart
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	6. Conflict of Interest Policy
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	7. Personnel Manual (including current job descriptions for staff)
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	8. Tax Exempt Certification, Form 990
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	9. U.S Corporation Income Tax Return, Form 1120
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	10.  List of all Contracts/Grants
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	11. Procurement Policy (CRM, 2.3)
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	12. Equipment Inventory (items purchased with DHS funds)
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	13. Subcontracts or Consultant Agreements (related to DHS Contracts)
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	14. Certificate of Occupancy or Continued Certificate of Occupancy
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	15. Lease (s) or Mortgage
	 FORMCHECKBOX 

	 FORMCHECKBOX 



I hereby certify that all documents are current and are available for review.

     
Agency Director (Please Print or Type)
Agency Director’s Signature

     
Agency
Date
EXECUTIVE ORDER 129 CERTIFICATION

SOURCE DISCLOSURE CERTIFICATION FORM

	Bidder:
	     
	Solicitation Number:
	     


I hereby certify and say:

I have personal knowledge of the facts set forth herein and am authorized to make this Certification on behalf of the Bidder.

The Bidder submits this Certification as part of a bid proposal in response to the referenced solicitation issued by the Division of Purchase and Property, Department of the Treasury, State of New Jersey (the “Division”), in accordance with the requirements of Executive Order 129, issued by Governor James E. McGreevey on September 9, 2004 (hereinafter “E.O. No. 129”).

The following is a list of every location where services will be performed by the bidder and all subcontractors.

	Bidder or Subcontractor
	Description of Services
	Performance Location(s) by Country

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


Any changes to the information set forth in this Certification during the term of any contract awarded under the referenced solicitation or extension thereof will be immediately reported by the Vendor to the Director, Division of Purchase and Property (the “Director”).

I understand that, after award of a contract to the Bidder, it is determined that the Bidder has shifted services declared above to be provided within the United States to sources outside the United States, prior to a written determination by the Director that extraordinary circumstances require the shift of services or that the failure to shift the services would result in economic hardship to the State of New Jersey, the Bidder shall be deemed in breach of contract, which contract will be subject to termination for cause pursuant to Section 3.5b.1 of the Standard Terms and Conditions.

I further understand that this Certification is submitted on behalf of the Bidder in order to induce the Division to accept a bid proposal, with knowledge that the Division is relying upon the truth of the statements contained herein.

I certify that, to the best of my knowledge and belief, the foregoing statements by me are true. I am aware that if any of the statements are willfully false, I am subject to punishment.

	Bidder:
	     
	
	

	
	Name of Organization or Entity
	
	

	By:
	     
	Title:
	     

	Print Name
	     
	Date:
	     


Instructions for Completing Contract Package

A copy of the renewal letter must be attached to your contract package upon submission.

Contract I.D.  Enter the contract identification number assigned to your contract in the renewal letter.

Sections I – III
General Agency Information
Contract Summary Sheet

Provider Agency  Enter the name of the Managing Agency.

Mailing Address  Enter the mailing address of the Managing Agency

Telephone No.  Enter the area code and telephone number of the Managing Agency.

Federal Identification No.  Enter the Federal Identification assigned to the Managing Agency.

Effective Dates  Enter the date the contract will commence and the date it will terminate as referenced on the renewal letter.

Contract Ceiling  Enter the dollar amount of the contract ceiling as it appears on line N column 1 of the Annex B.

Chief Executive Officer  Enter the name of the person responsible for all contract operations as designated by resolution of the governing body.

Title  Enter the title of the Chief Executive Officer of the Managing Agency.

All notices relevant to this contract should be sent to:  Enter the name, title, mailing address, area code and telephone number, FAX# and E-mail address of the person at the Managing Agency all notices.

Program Summary

Enter all information relevant to the different programs.
Authorized Signatures

Name and Position  Enter the name and position of the person(s) authorized to sign or be responsible for each transaction listed.

# of Signatures Required  Enter the number of signatures required for each transaction. Those documents that require a specific number have already been entered.

Service Days
Service will be provided as follows  For each day of the week, enter the hours the agency will provide contracted services.  Please indicate if there is a difference among any of the contracted services in the program specific narrative.
Emergency Provisions   Describe any special arrangements which have been made to handle emergencies, e.g. voice mail instructions, special telephone numbers etc.

Service will not be provided on the following occasions   List the occasions and dates when service will not be provided, e.g. December 25-Christmas,  July 4-Independence Day,  etc.  Attach a school calendar when appropriate.

Section IV
Program Narrative
Please complete separate narrative for each contracted program. 

Personnel Information

List all Full and Part Time positions funded by each program  List the title of each full time and part time position in your agency.

Columns (2) through (5) Complete the remainder of the form by listing for each position, in the appropriate column, the following information:

· Name of the person in the position

· The hours the employee works daily

· The types of degrees, licenses, certificates, etc. that the employee possesses which are pertinent to his/her position; and

· Any additional credits, training, and experience pertinent to the position that the employee has obtained.

Section V
Level of Service Forms
Please assure that all LOS forms, Annex A documents and Annex B reflect consistency across each program.

DIVISION OF FAMILY DEVELOPMENT

Annex A
Contract Summary Sheet

	Agency
	     
	Contract #
	     

	Address
	     
	Federal ID#
	     


	
	     
	

	
	
	

	Provider Agency Fiscal Year End
	     
	
	

	
	
	
	
	
	

	Contract Effective Date
	     
	to
	     
	Contract  Ceiling
	$     

	
	
	
	

	Organization Type:
	County
	 FORMCHECKBOX 

	
	

	
	Municipal 
	 FORMCHECKBOX 

	
	

	
	Private, Non- Profit
	 FORMCHECKBOX 

	
	

	
	Private, For Profit
	 FORMCHECKBOX 

	
	

	
	Faith-Based
	 FORMCHECKBOX 

	
	

	

	Chief Executive Officer OOfficer
	     
	

	Address
	     
	

	
	     
	

	Telephone
	     
	

	Fax
	     
	

	E-Mail
	     
	

	
	
	
	

	All notices relevant to this contract should be sent to:

	Name & Title
	     
	

	Address
	     
	

	
	     
	

	Telephone
	     
	

	Fax
	     
	

	E-Mail
	     
	


Do you currently receive payment by Automatic Deposit (ACH) for this contract?
 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No
Division of Family Development

Annex A

Section I

Program Summary
	Type of Program:
	     

	Program Name:
	     

	Site Address:
	     

	City, State, and Zip
	     

	Site Phone Number:
	    -     -     

	Program Director/Coordinator 
	     

	Telephone #:
	    -     -     

	Fax:
	    -     -     

	E-Mail:
	     


	Type of Program:
	     

	Program Name:
	     

	Site Address:
	     

	City, State, and Zip
	     

	Site Phone Number:
	    -     -     

	Program Director/Coordinator
	     

	Telephone #:
	    -     -     

	Fax:
	    -     -     

	E-Mail:
	     


	Type of Program:
	     

	Program Name:
	     

	Site Address:
	     

	City, State, and Zip
	     

	Site Phone Number:
	    -     -     

	Program Director/Coordinator
	     

	Telephone #:
	    -     -     

	Fax:
	    -     -     

	E-Mail:
	     


	Contract #:
	     


Division of Family Development

Annex A
Section II

Authorized Signatures

List names and positions of persons authorized to sign the following and number of persons required to sign each transaction.

	
	Name
	Position
	# of Signatures Required

	Contract
	1        
	     
	1

	
	2        
	     
	

	
	3        
	     
	

	Quarterly and Final Financial Reports
	1        
	     
	1

	
	2        
	     
	

	
	3        
	     
	

	Invoice
	1        
	     
	1

	
	2        
	     
	

	
	3        
	     
	

	Contract

Budget Modification
	1        
	     
	1

	
	2        
	     
	

	
	3        
	     
	

	Checks
	1        
	     
	  

	
	2        
	     
	

	
	3        
	     
	

	Other Contracts and Agreements
	1        
	     
	  

	
	2        
	     
	

	
	3        
	     
	

	Fee Assessors
	1        
	     
	  

	
	2        
	     
	

	
	3        
	     
	

	Fee Collectors
	1        
	     
	  

	
	2        
	     
	

	
	3        
	     
	

	SAIF Compliance Standards
	1        
	     
	  

	
	2        
	     
	

	
	3        
	     
	


	Contract #:
	     


Division of Family Development

Annex A

Section III

Service Days

Service will be provided as follows (designate time):

	
	From
	
	To

	Sunday
	     
	
	     

	Monday
	     
	
	     

	Tuesday
	     
	
	     

	Wednesday
	     
	
	     

	Thursday
	     
	
	     

	Friday
	     
	
	     

	Saturday
	     
	
	     


	Non-Tradition Hours
	     

	Evening
	     

	Weekend
	     

	Emergency Provisions:
	     


Services will not be provided on the following occasions:

	Date (s)
	
	Occasion

	     
	
	     

	     
	
	     

	     
	
	     

	     
	
	     

	     
	
	     

	     
	
	     

	     
	
	     

	     
	
	     

	     
	
	     

	     
	
	     

	     
	
	     

	     
	
	     

	     
	
	     

	     
	
	     

	     
	
	     


	Contract #:
	     


SAIF ANNEX A

Section IV

Write a brief, concise and descriptive summary of your agency’s procedures and oversight for meeting the following SAIF general requirements:

Completion of a comprehensive/social assessment and evaluation (utilizing the Comprehensive Social Assessment (CSA) form provided by DFD) to determine the individualized service needs of the clients to be served; 
Development of an ISP (within 20 working days of the client’s referral to the intensive case management entity) which shall reflect the client’s functional level, skills, needed services and supports, that will lead to self-sufficiency or financial stability for the individual or family within the 24 months of the SAIF program.  
Face-to-face sessions with the client every two weeks in which progress and compliance is reviewed, along with the updating/revising the service plan, as appropriate; 
Securing the needed services that have been identified and reflected in the client’s service plan.  The services may include, but are not limited to: 
1. Referrals to appropriate support services, such as, mental health screening and treatment, substance abuse clinical care coordinators (CCC), SSI Project and Family Violence Option (FVO), as needed; 
2. Referrals to medical service, as required, to meet the client’s needs; and

3. Referrals to the New Jersey One–Stop Career Center (NJOSCC);

Provision of flexibility in the hours and days of service (e.g., ability to offer non-traditional hours, as well as weekends) in order to accommodate the individual needs of the targeted population; 

Coordination with the CWA/MWA for the provision of needed support services, such as transportation, child care, etc., to ensure that the client is able to participate/attend the scheduled services or programs

Ongoing communication and collaboration with the local CWA, MWA, NJOSCC, or any other service entity within the selected geographic service region; 
Participation in initial interagency case conference and ongoing conferences, as needed, with the client, CWA/MWA, NJOSCC and any other entity that is currently providing services to the client.

Notifying the appropriate agencies (i.e., CWA/MWA, NJOSCC) of any status changes, such as change of address, noncompliance, recipient no longer requires intensive case management services, etc.; and
Submitting to DFD reports including but not limited to: 12-Month Review Form, 21st Month Recommendation Letter, SAIF Annual Case Review Summary, monthly program status reports and quarterly fiscal reports, the format of which will be determined at time of contract negotiations. 

Describe how your agency will evaluate the SAIF Program during this contract period, including its effectiveness, goals and objectives and efficiency of the procedures used. Also include an explanation of how your agency’s internal evaluation will interface with the evaluation process of the Division and who (by title) will have what responsibility in this process.
     
Participation Rate Initiative
Provide a brief and concise narrative in the Annex A describing how the Particpation Rate Initiative component will be administered including internal processes.  Include who (by title) will have responsibilities in this process.  Please note that since you are receiving additional funds to perform the outreach services, Intensive Case Manager that are employed under the SAIF program cannot perform duties and responsibilities as an Intensive Case Manger of the Participation Rate Initiative.
SAIF – WFNJ/TANF PARTICIPATION RATE INITIATIVE
ANNEX A ADDENDUM

Overview: Work First New Jersey/TANF Participation Rate Initiative
Unless deferred, all WFNJ recipients must comply with WFNJ work requirements as a condition of eligibility for benefits.  The Division of Family Development (DFD) is seeking to provide services to increase the participation rate for WFNJ/TANF clients who are: (1) Not attending scheduled work activities; (2) Not attending a sufficient number of hours in a scheduled work activity; or (3) Not assigned a scheduled activity. As such, DFD has determined that the intensive case management services under the Supportive Assistance to Individuals and Families (SAIF) could be expanded to include the participation rate services for WFNJ/TANF clients who meet one of the criteria list above.

SAIF Vendor: Specific Responsibilities

The SAIF Intensive Case Managers (ICMs) are expected to maintain a professional relationship with their clients that engender trust and rapport. The SAIF Agency agrees to provide participation rate services that shall include, but not be limited to:

	The ICM will conduct outreach to the WFNJ/TANF client, including at least two telephone calls. If the telephone calls are unsuccessful, the ICM will conduct a home visit.


	The ICM will complete the DFD-Contact Information Form, for each WFNJ/TANF client.


	Along with the WFNJ/TANF client, the ICM will determine if an administrative error has occurred, and obtain documentation to correct the error.


	Along with the WFNJ/TANF client, the ICM will conduct a professional assessment to identify strengths and barriers to full-time employment which includes, but is not limited to: work history, vocational skills and aptitudes, literacy level, English language proficiency, family strengths, family needs, child care needs, transportation needs, housing, substance abuse, mental health, learning disability, physical health/disability and domestic violence.


	The ICM will counsel the WFNJ/TANF client on compliance requirements and obtain a Compliance Agreement. 


	The ICM will encourage the WFNJ/TANF client to become re-engaged in the required work activity and verify compliance with the work activity vendor.



	The ICM will recommend appropriate services needed to alleviate WFNJ/TANF client’s barriers.


	The ICM will contact the CWA Liaison to schedule the client for an appointment, 



	The SAIF Vendor will provide information related to Client Contact Information, Good Cause Determination, Barrier Identification,  and Client Re-Engagement in Work Activity to the DFD Transitional Services Unit and the CWA Participation Liaison



	The SAIF Vendor will submit accurate and complete monthly program and financial reports to DFD in a timely manner that that clearly indicate specific expenditures associated with the outreach initiative. 




ANNEX A

Section V

Supportive Assistance to Individuals and Families (SAIF)

Program Deliverables and Contract Compliance Standards

	SAIF Intensive Case Management

	Compliance Standard
	Indicators/Documentation

	ICMs will develop and maintain a professional relationship with their clients that engenders trust and rapport.
	Review of the Case Notes and other documentation within the case file reflect that the ICMs maintain a professional relationship with their clients that engenders trust and rapport. 

	ICMs will conduct the initial interview with the SAIF client within 20 days of the referral. 


	Review of Monthly Reports, Case Notes and other documentation within the case file reflect that the initial interview occurred within 20 days of referral.

	If a SAIF Client fails to attend the initial interview, ICMs will conduct outreach, including at least two telephone calls and a home visit. 
	Review of Monthly Reports, Case Notes and other documentation within the case file reflect that the outreach was conducted. 

	ICMs will refer cases for appropriate action within 5 days of the completion of the outreach activity if the SAIF Client fails to respond.


	Review of Monthly Reports, Termination Request forms, Case Notes and other documentation within the case file reflect that the referral for termination was conducted within 5 business days following completion of outreach.

	ICMs will have a minimum of two monthly face-to-face contacts with each SAIF Client.
	Review of Case Notes and other documentation within the case file reflect that a minimum of two monthly face-to-face contacts with each SAIF Client.

	ICMs will conduct a professional assessment of each SAIF Client.
	Review of Case Notes and other documentation within the case file reflect the completeness of professional assessment.

	Along with the SAIF Client, the ICMs will develop an Individual Services Plan (ISP) that is appropriate and in accordance with the client’s professional assessment, including strengths and barriers, and within the SAIF timeframe.
	Review of Case Notes and other documentation within the case file reflect appropriateness of the ISP.

	Along with the SAIF Client, the ICMs will establish and update appropriate and measurable benchmarks toward the achievement of goals outlined in the ISP. 
	Review of Case Notes and other documentation within the case file reflect the establishment and updating of appropriate and measurable benchmarks outlined in the ISP.

	The ICMs will update the status of SAIF clients related  to their attendance at work activities, sanctions, compliance with SAI, MHI etc., as they occur.
	Review of Monthly Reports, Case Notes and other documentation within reflect updates of the change in status of SAIF clients.  


	SAIF Program Administration

	Compliance Standard
	Indicators/Documentation

	Accurate and complete quarterly financial  reports will be submitted to DFD in a timely manner
	Review of quarterly financial reports show that they are accurate and complete, and submitted to DFD within 20 days after the end of the quarter.

	Accurate and complete monthly program reports will be  submitted to DFD in a timely manner
	Review of monthly program reports show that they are accurate and complete, and submitted to DFD by the 15th of each month. 

	Accurate and complete quarterly reports providing the status of  all SAIF clients referred to the program will be submitted to DFD in a timely manner.
	Review of quarterly client status reports show that they are accurate and complete, and submitted to DFD by the 30 day after the end of  the quarter. 

	The requisite ICM/CLIENT Ratio will be maintained throughout the operation of the SAIF Program
	Review of monthly program reports and quarterly financial reports show that the ICM/CLIENT ratio does not exceed 1:33. 

	SAIF Vendor will participate in monthly case conferences with the  CWA/MWA and OSCC.
	Review of Monthly Reports, Case Notes and other documentation within the case file reflect that case conferences are conducted in a timely manner.

	All SAIF clients will be referred to appropriate services based upon the findings of the professional assessment.
	Review of Monthly Reports, Case Notes and other documentation within the case file reflect that clients were referred to appropriate services based upon the findings of the professional assessment.

	All SAIF clients who are currently working will be advised of, and assisted in applying for, the Supplemental Work Support (SWS) initiative.
	Review of Case Notes and other documentation within the case file reflect that clients who are currently working were advised of, and encouraged to apply for SWS

	Twelve-month SAIF Client Reviews will be conducted that are appropriate and in accordance with the client’s professional assessment, including strengths and barriers, ISP, and within the SAIF timeframe.
	Review of Case Notes, 12-month Client Reviews, and other documentation within the case file reflect that the reviews were conducted appropriately and in accordance with the client’s professional assessment, including strengths and barriers, ISP, and within the SAIF timeframe.

	Twelve-month SAIF Client Reviews will be submitted to DFD in a timely manner.
	Review of 12-month Client Reviews shows that the reports show that they were submitted to DFD in a timely manner.

	The 12-month Client Letters, including the appointment date, will be mailed to SAIF clients in a timely manner. 
	Review of 12-month Client Letters shows that the letters, including the appointment date, were mailed to SAIF clients in a timely manner.

	Appropriate follow-up and outreach will be conducted for all SAIF clients who do not  respond to the 12-month Client Letter.
	Review of Monthly Reports, Case Notes and other documentation within the case file reflect that the follow-up and outreach was conducted.

	Copies of the signed 12-Month SAIF Client Letters will be submitted DFD in a timely manner.
	Review of signed 12-Month SAIF Client Letters show that they were submitted to DFD by the 15th of the month.

	Twenty-one month SAIF Client Reviews will be conducted that are appropriate and in accordance with the client’s professional assessment, including strengths and barriers, ISP, and within the SAIF timeframe.
	Review of Monthly Reports, Case Notes, completed 21-month recommendation forms, and other documentation within the case file reflect that the client’s professional assessment, including strengths and barriers, ISP, and within the SAIF timeframe.

	Accurate and complete 21-month SAIF Client Recommendations for Termination or Exemption (under expanded definition of chronically unemployable) are submitted to the DFD Representative for approval in a timely manner. 
	Review of 21-month SAIF Client Recommendations for Termination or Exemption reports show that they are accurate and complete, and submitted to the DFD Field Representative by the 20th of the month.

	Agency staff shall cooperate with the periodic reviews of agency’s performance reviews under the SAIF contract, conducted by DFD staff.
	All SAIF records, requested by DFD for review, will be made available to DFD staff prior to, and at the time of site visits.


I have read the SAIF Program Deliverables and Contract Compliance Standards and agree to comply with each deliverable and standard:
Authorized Signature

	     

	(Name)

	

	(Signature)

	     

	(Title)

	     

	(Date)


Division of Family Development

Section IV

PERSONNEL INFORMATION

	LIST ALL FULL & PART TIME POSITIONS
	NAME OF PERSON IN POSITION
	WORK HOURS DAILY
	RELATED DEGRESSS, LICENSES, CERTIFICATIONS
	ADDITIONAL CREDITS, TRAINING, AND EXPERIENCE PERTINENT TO POSITION

	
	
	FROM
	TO
	
	

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     


	Contract #:
	     


Division of Family Development

Annex A

Section V
Monthly Contracting Level of Service
	Component:
	     


	1
	2
	3
	4
	5
	6
	7

	MONTH
	POSSIBLE SERVICE DAYS
	NON SERVICE DAYS

HOLIDAY           TRAINING
	NON FUNDED DAYS
	MONTHLY SERVICE DAYS
	# OF SP. UNDER CONT.
	MONTHLY CONTRACTED SLOTS

	1st
     
	     
	     
	     
	     
	     
	     
	     

	2nd
     
	     
	     
	     
	     
	     
	     
	     

	3rd
     
	     
	     
	     
	     
	     
	     
	     

	4th
     
	     
	     
	     
	     
	     
	     
	     

	5th
     
	     
	     
	     
	     
	     
	     
	     

	6th
     
	     
	     
	     
	     
	     
	     
	     

	7th
     
	     
	     
	     
	     
	     
	     
	     

	8th
     
	     
	     
	     
	     
	     
	     
	     

	9th
     
	     
	     
	     
	     
	     
	     
	     

	10th
     
	     
	     
	     
	     
	     
	     
	     

	11th
     
	     
	     
	     
	     
	     
	     
	     

	12th
     
	     
	     
	     
	     
	     
	     
	     

	ANNUAL TOTALS
	     
	     
	     
	     
	     
	
	     


Note: Contracts for which level of service is not completed by multiplying days by spaces need complete columns 1 and 8 only.

Annex D

Reporting

Quarterly Expenditure Reports must be submitted by the 15th of the month following end of the quarter.
Send Expenditure Reports to: 

Division of Family Development

Contract Fiscal Unit

6 Quakerbridge Plaza

PO Box 716

Trenton, NJ 08625-0716
	SAIF Program Reports



	(1) Monthly Program Report
	Must be submitted by the 15th day following end of the month


	(2) 12-Month Client Review 
	Must be submitted by the end of the month in which the client reaches 12-months.

	(3) 12- Month Client Letter


	Must be submitted by the 15th day following the month in which the client reaches 12-months.

	(4) 21-Month Client Recommendation
	Must be submitted to the DFD Field Representative for review and approval  by the end of the month in which the client reaches 21-months.

	(5) Annual Program Report


	Must be submitted the last day of January following expiration of the contract.


Send Program Reports to the SAIF Program Manager at:

Transitional Services

Division of Family Development
6 Quakerbridge Plaza

PO Box 716

Trenton, NJ 08625-0716

If you have any questions please contact your contract administrator.
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