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	I. UNIVERSAL STANDARDS                                                             http://hab.hrsa.gov/manageyourgrant/files/universalmonitoringpartab.pdf
                                                                              

	A.  Manner of Service Provision
	
	
	
	
	
	
	

	1.  Submit monthly grievance log to contract manager in accordance with requirements specified in the Client Complaint, Grievance and Appeal Procedures, Patient Care Program Administrative Guidelines.

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	2.  Report to the Consortium the expenditures for services from the preceding months.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	

	3.  Provide, directly or via subcontract, administrative assistance to the Consortium.

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	4.  Lead agencies are required to report information on subcontracts using the Ryan White Part B subcontractor/provider list.  The requested information must be submitted to the department through the AIDS Information Management System (AIMS) 2.0 in accordance with requirements specified in the Reporting Requirements, Patient Care Program Administrative Guidelines. 


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	5.  Submit the most current disaster response plan or any updates. 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	B.  Subcontracts
	
	
	
	
	
	
	

	1.  Submit, if applicable, monitoring reports as outlined in the most current HIV/AIDS Patient Care Program Administrative Guidelines.


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	2.  Lead agencies must support subcontracted providers with technical assistance as needed.

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	C.  Required CAREWare Data Entry
	
	
	
	
	
	
	

	1. Provider should ensure patient care 

services paid for by Ryan White Part B, PCN, and General Revenue are entered into the CAREWare system for reporting purposes in accordance with the CAREWare Data Entry Requirements, Patient Care Program Administrative Guidelines.  


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	D.  Access to Care
	
	
	
	
	
	
	

	1.  Providers must have structured and ongoing efforts to obtain input from clients in the design and delivery of services and:

· Maintain a file of materials documenting Consumer Advisory Board membership and meetings, including minutes and/or

· Regularly implement client satisfaction survey tool, focus groups and/or public meetings, with analysis and use of results documented and/or

· Maintain visible suggestion box or other client input mechanism

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	2.  Providers must provide services regardless of an individual’s ability to pay for the service and:

· Have billing, collection, co-pay and sliding fee policies that do not act as a barrier to providing services regardless of the client’s ability to pay

· Maintain file of individuals refused services with reasons for refusal specified; include in file any complaints from clients with documentation of complaint review and decision reached.

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	3.  Providers must provide services regardless of the current or past health condition of the individual to be served and maintain files of eligibility and clinical policies.


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	4.   Providers must provide services in a setting accessible to low-income individuals with HIV disease and:

· Comply with Americans with Disabilities Act requirements

· Ensure that the facility is accessible by public transportation or provide for transportation assistance

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	5.  Providers must make efforts to inform low-income individuals of the availability of HIV-related services and how to access them and maintain files documenting agency activities for the promotion of HIV services to low-income individuals, including copies of HIV program materials promoting services and explaining eligibility requirements.

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	E.  Eligibility Determination/Screening
	
	
	
	
	
	
	

	1. Eligibility staff must be certified according to the eligibility requirements for HIV/AIDS Patient Care Programs and the Department’s HIV/AIDS Eligibility Staff Procedures Manual.


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	2.  Providers must maintain documentation in accordance with the CAREWare Data Entry Requirements, Patient Care Program Administrative Guidelines, that clients are eligible, as defined by Rule 64D-4, Florida Administrative Code, at the time services are rendered.

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	3.  Providers must ensure that policies and procedures classify veterans receiving Veterans Affairs (VA) health benefits as uninsured, thus exempting these veterans from the “payer of last resort” requirement.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	F.  Income from Fees for Services Performed
	
	
	
	
	
	
	

	1.  Subgrantee participation in Medicaid and certification to receive Medicaid payments is required.

· Document provider agencies Medicaid status
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	G.  Imposition and Assessment of Client Charges
	
	
	
	
	
	
	

	1.  Ensure policies and procedures specify a publicly posted schedule of charges to clients for services, which may include a decision to impose only a nominal fee.  Document and have available for review:

· Sliding fee discount policy

· Current fee schedule

· Sliding fee eligibility applications in client files

· Fees charged and paid by clients

· Process for charging, obtaining and documenting client charges through a medical practice information system, manual or electronic

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	2. No charges imposed on clients with incomes below 100% Federal Poverty Limit (FPL).  

· Document that the provider’s sliding fee discount policy and schedule do not allow clients below 100 percent of FPL to be charged for services


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	3.  Charges to client with income greater than 100% of poverty are determined by the schedule of charges.  

· 5% cap for patients with income between 100% and 200%

· 7% cap for patients with income between 200% and 300%

· 10% cap for patients with income greater than 300%

· Establish and maintain a schedule of fees


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	II.  PROGRAMMATIC STANDARDS                                                 http://hab.hrsa.gov/manageyourgrant/files/programmonitoringpartb.pdf 



	A.  Outpatient & Ambulatory Medical Care
	
	
	
	
	
	
	

	1.  Ensure that only allowable services are provided (see Health Resources and Services Administration (HRSA) definition).  

· Ensure that services are not provided in prohibited facilities (emergency rooms, inpatient treatment centers, etc.)

· Ensure that client medical records document services provided, the dates and frequency of services provided and that services are for the treatment of HIV infection

· Clinician notes are included in patient records and are signed by the licensed provider of services

· Maintain professional certifications and licensure documents and make them available to the grantee on request


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	2.  As part of AOMC, make available the provision of laboratory tests integral to the treatment of HIV infection.  

· Document and make available to the grantee on request the number of laboratory tests performed 
· Document and make available to the grantee on request the certification, licenses or Food and Drug Administration  approval of the laboratory from which tests were ordered
· Document and make available to the grantee on request the credentials of the individual ordering the tests

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	B.  Local AIDS Pharmaceutical Assistance Program (LPAP)
	
	
	
	
	
	
	

	1.  Implementation of local AIDS Pharmaceutical Assistance Program for the provision of HIV/AIDS medications using a drug disbursement system. 

· Provide to the grantee documentation that the LPAP meets HRSA/HAB requirements (client enrollment and eligibility process, uniform benefits, etc.)


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	2.  Define the geographic area covered by the LPAP. 


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	3.  Maintain documentation, and make available to the grantee on request, proof of client LPAP eligibility that includes HIV status, residency, medical necessity and low-income status as defined by the consortium or State based on a specified percent of the Federal Poverty Level.


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	4.  Provide reports to the program of number of individuals served and the medications provided. 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	C.  Oral Health Services
	
	
	
	
	
	
	

	1.  Maintain a dental chart for each client that is signed by the licensed provider and includes a treatment plan, services provided and any referrals made.

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	2.  Maintain and provide to grantee copies of professional licensure and certification.


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	3.  Provider adheres to specified service caps expressed by dollar amount, type of procedure, limitations on number of procedures or a combination as defined by the local consortium.


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	D.  Health Insurance Premium and Cost-sharing Assistance
	
	
	
	
	
	
	

	1.  Where premiums are covered by Part B and PCN funds, provide proof that the insurance policy provides comprehensive primary care and formulary with a full range of HIV medications.


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	2.  When funds are used to cover co-pays for prescription eyewear, provide a physician’s written statement that the eye condition is related to HIV infection.


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	E.  Home Health Care
	
	
	
	
	
	
	

	1.  Ensure that only allowable medical therapies, not personal care, are being provided by a licensed health care worker.


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	F.  Mental Health Services- Outpatient
	
	
	
	
	
	
	

	1.  Obtain and have on file and available for grantee review appropriate and valid licensure and certification of mental health professionals.


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	2.  Maintain program records documenting services provided.


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	3.  Maintain client charts that include: 

· A detailed treatment plan for each eligible client that includes required components and signature 

· Documentation of services provided, dates and consistency with Part B and PCN requirements and with individual client treatment plans


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	G.  Medical Nutritional Therapy
	
	
	
	
	
	
	

	1.  Maintain and make available to the grantee copies of the dietitian’s license and registration.


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	2.  Document services provided, number of clients, and quantity of nutritional supplements and food provided to clients.


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	3.  Document in each client file: 

· Services provided and dates 

· Nutritional plan as required, including required information and signature 

· Physician’s recommendation for the provision of food


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	H.  Medical Case Management (Including Treatment Adherence)
	
	
	
	
	
	
	

	1.  Case managers are required to complete a pre- and post-test for all available case management modules through the Florida/Caribbean AIDS Education and Training Center (F/C AETC), as required by the Patient Care Program Administrative Guidelines, within 90 days of hire.

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	2.  Case managers are required to have available the most current HIV/AIDS Case Management Operating Guidelines.


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 
	

	3.  Provide written assurances and maintain documentation showing that medical case management services are provided by trained professionals who are either medically credentialed or trained health care staff and operate as part of the clinical care team.


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	4.  Maintain client records that include the required elements for compliance with contractual and Ryan White programmatic requirements, including required case management activities such as services and activities, the type of contact, and the duration and frequency of the encounter.

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	5. Activities must include at least the following documented in the client records:

· Initial assessment of service needs

· Development of a comprehensive, individualized care plan

· Coordination of services required to implement the plan

· Continuous client monitoring to assess the efficacy of the plan

· Periodic re-evaluation and adaptation of the plan at least every six (6) months, as necessary

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	I.  Substance Abuse Treatment Services - Outpatient
	
	
	
	
	
	
	

	1.  Maintain and provide to grantee on request documentation of: 

· Provider licensure or certifications as required by the state in which service is provided; this includes licensures and certifications for a provider of acupuncture services 


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	2.  Provide assurance that all services are provided on an outpatient basis.


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	3.  Maintain program records and client files that include treatment plans with all required elements and document: 

· That all services provided are allowable under Part B and PCN

· The quantity, frequency and modality of treatment services 

· The date treatment begins and ends 

· Regular monitoring and assessment of client progress 

· The signature of the individual providing the service or the supervisor as applicable


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	J.  Case Management (Non-Medical)
	
	
	
	
	
	
	

	1. Case managers are required to complete a pre- and post-test for all available case management modules through the F/C AETC, as required by the Patient Care Program Administrative Guidelines, within 90 days of hire. 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	2. Case managers are required to have available the most current HIV/AIDS Case Management Operating Guidelines.


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 
	

	3.  Maintain client records that include the required elements as detailed by the grantee, including:

· Date of encounter

· Type of encounter

· Duration of encounter

· Key activities, including benefits/ entitlement counseling and referral services

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	4. Provide assurances that any transitional 
case management for incarcerated persons meets contract requirements.

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	K.  Emergency Financial Assistance (EFA)
	
	
	
	
	
	
	

	1.  Maintain client records that document for each client: 

· Client eligibility and need for EFA 

· Types of EFA provided 

· Date(s) EFA was provided 

· Method of providing EFA 


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	2.  Maintain and make available to the grantee program documentation of assistance provided, including: 

· Number of clients and amount expended for each type of EFA. 

· Summary of number of EFA services received by client.


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	3.  Provide assurance to the grantee that all EFA: 

· Was for allowable types of assistance 

· Was used only in cases where Part B or PCN was the payer of last resort 

· Met grantee-specified limitations on amount and frequency of assistance to an individual client 

· Was provided through allowable payment methods

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	L.  Food Bank/Home-delivered Meals
	
	
	
	
	
	
	

	1.  Maintain and make available to grantee documentation of: 

· Services provided by type of service, number of clients served and levels of service 

· Amount and use of funds for purchase of non-food items, including use of funds only for allowable non-food items 

· Compliance with all federal, state and local laws regarding the provision of food bank, home-delivered meals and food voucher programs, including any required licensure and/or certifications

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	2.  Provide assurance that Part B and PCN funds were used only for allowable purposes and Part B and PCN were the payers of last resort.


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	3.  Ensure that costs of providing this service are limited to $35 per client per month for vouchers, gift cards and boxes or bags of food from a food pantry and/or the local rate for home-delivered meals.


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	M.  Linguistic Services
	
	
	
	
	
	
	

	1.  Document the provision of linguistic services, including: 

· Number and types of providers requesting and receiving services 

· Number of assignments 

· Languages involved 

· Types of services provided – oral interpretation or written translation and whether interpretation is for an individual client or a group

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	2.  Maintain documentation showing that interpreters and translators employed with Part B or PCN funds have appropriate training and hold relevant state and/or local certification.


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	N.  Medical Transportation Services
	
	
	
	
	
	
	

	1.  Maintain program records that document: 

· The level of services/number of trips provided 

· The reason for each trip and its relation to accessing health and support services 

· Trip origin and destination 

· Client eligibility 

· The cost per trip 

· The method used to meet the transportation need


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	2.  Maintain documentation showing that the provider is meeting stated agreement requirements with regard to methods of providing transportation: 

· Reimbursement methods do not involve cash payments to service recipients 

· Mileage reimbursement does not exceed the federal reimbursement rate 

· Use of volunteer drivers appropriately addresses insurance and other liability issues 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	O.  Psychosocial Support Services
	
	
	
	
	
	
	

	1. Document the provision of psychosocial support services, including: 

· Types and level of activities provided 

· Client eligibility 


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	2. Maintain documentation demonstrating that: 

· Funds are used only for allowable services 

· No funds are used for provision of nutritional supplements 

· Any pastoral care/counseling services meet all stated requirements 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	P.  Referral for Health Care/Supportive Services
	
	
	
	
	
	
	

	1. Maintain program files that document: 

· Number and types of referrals provided 

· Benefits counseling and referral activities 

· Number of clients served 

· Follow up provided

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	2. Maintain client records that include required elements as detailed by the grantee, including: 

· Date of service 

· Type of communication 

· Type of referral 

· Benefits counseling/referral provided 

· Follow up provided 


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	Q.  Substance Abuse Residential
	
	
	
	
	
	
	

	1. Maintain, and provide to grantee on request, documentation of: 

· Provider licensure or certifications as required by the State in which service is provided; this includes licensures and certifications for a provider of acupuncture services 

· Staffing structure showing supervision by a physician or other qualified personnel 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	2. Maintain program files that document: 

· That all services provided are allowable under this service category 

· The quantity, frequency, and modality of treatment services

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	3. Maintain client records that document: 

· The date treatment begins and ends 

· Individual treatment plan 

· Evidence of regular monitoring and assessment of client progress

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	R.  Clinical Quality Management
	
	
	
	
	
	
	

	1.   Implementation of a Clinical Quality Management (CQM) Program to: 

· Assess the extent to which HIV health services provided to patients under the grant are consistent with the most recent HHS guidelines for the treatment of HIV/AIDS and related opportunistic infections 

· Develop strategies for ensuring that services are consistent with the guidelines for improvement in the access to and quality of HIV health services 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	S.  Other Service Requirements 
	
	
	
	
	
	
	

	1.  Referral relationships with key points of entry defined in legislation: 

· Emergency rooms 

· Substance abuse and mental health treatment programs 

· Detoxification centers, 

· Detention facilities 

· Clinics regarding STD’s 

· Homeless shelters 

· HIV disease counseling and testing sites 

· Health care points of entry specified by eligible areas 

· Federally Qualified Health Centers 

· Ryan White Part A, C and D and F Grantees


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	T.  Prohibition on Certain Activities
	
	
	
	
	
	
	

	For each of the following prohibited activities, the provider must:

· Maintain a file with signed provider agreement, assurances, and/or certifications that specify unallowable activities 

· Ensure that expenditures do not include unallowable activities 
· Provide budgets and financial expense reports to the grantee with sufficient detail to document that they do not include unallowable costs or activities


	1.  Drug use and sexual activity  
Funds cannot be used to supports AIDS programs or materials designed to promote or directly encourage intravenous drug use or sexual activity, whether homosexual or heterosexual.
 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	2.  Purchase of Vehicles without Approval No use of Ryan White funds by grantees or subgrantees for the purchase of vehicles without written approval of HRSA Grants Management Officer (GMO).


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	3.  Broad Scope Awareness   

No use of funds for Broad scope awareness activities about HIV services that target the general public.


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	4.  Lobbying Activities

Prohibition on the use of funds for influencing or attempting to influence members of Congress and other Federal personnel.


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	5.  Direct Cash Payments

No use of program funds to make direct payment of cash to service recipients.


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	6.  Employment and Employment Readiness Services 

No use of program funds to support employment or readiness of employment services.


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	7.  Maintenance of Privately Owned Vehicles 

No use of program funds for direct maintenance expenses (tires, repairs, etc.) of a privately owned vehicle or any other costs associated with a vehicle, such as lease or loan payments, insurance, or license and registration fees.
Note: This restriction does not apply to vehicles operated by organizations for program purposes.


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	8.  Syringe Services

No use of program funds shall be used to carry out and program of distributing sterile needles or syringes for hypodermic injection of any illegal drugs.


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	9.  Additional Prohibitions
No use of Part B and PCN funds for the following activities or to purchase these items: 

· Clothing 

· Funeral, burial, cremation or related expenses 

· Local or state personal property taxes (for residential property, private automobiles or any other personal property against which taxes may be levied) 

· Household appliances 

· Pet foods or other non-essential products 

· Off-premise social/recreational activities or payments for a client’s gym membership 

· Purchase or improve land or to purchase, construct or permanently improve (other than minor remodeling) any building or other facility 

· Pre-exposure prophylaxis

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	


PAGE  
HIV/AIDS Section


Page 22 of 26
Rev 06/2014





FINAL

_978526227.bin

_978526230.bin

_978526231.bin

_978526229.bin

_978526226.bin

