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Appendix III, Appropriate or Inappropriate 
Individual Characteristics Special Services to 
Persons with Disabilities 
Revision 21-1; Effective March 1, 2021 


Attendant services are inappropriate for an applicant or recipient whose needs 
exceed the scope of the contract. Community Care Services Eligibility (CCSE) 
staff use the following examples of appropriate and inappropriate 
characteristics to decide if an applicant or recipient's needs can be adequately 
met through the program. 


 


Appropriate Inappropriate 


• Requires assistance with personal care 
or health-related tasks. Has other 
reliable resources to meet health, 
safety, and independent living needs 
not authorized or provided through the 
service or contract. 


• Will be dependent upon the contractor for 
medical care or health-related tasks that are 
not within the scope of the service or 
contract. 


• Manages their emotional or mental 
disorder with prescribed drug regimen. 


• Threatens the safety of themselves or others 
or does not maintain their medication 
regimen. 


• May have occasional periods of 
forgetfulness, confusion, or 
disorientation, or lack social or 
communication skills. 


• Is totally disoriented, confused, incoherent, 
or incapable of following or giving 
instructions. 


• Requires medication for rest or sleep. • Requires attendant visits during the night to 
control disruptive behavior. 


• Occasionally uses alcohol or non-
prescribed drugs that do not result in 
disruptive behavior. 


• Is addicted to alcohol or non-prescribed 
drugs and is not in an active treatment plan. 


• Is realistic about responsibilities for 
semi-independent living and 
limitations of services provided 
through this contract. 


• Requires a highly structured living 
arrangement or does not demonstrate semi-
independent living skills. 
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Appendix XI 
Allowable and Non-Allowable Expenditures* 


 


Allowable Expenditures 
Compensation – Wages and Payments Payroll Taxes – Employer and Employee Shares (as applicable) 


Salaries and Wages FICA – Social Security and Medicare 
Employee Share of Taxes and Withholdings Income Tax 
Employer Share of Taxes and Withholdings Workers’ Compensation Related Expenses 
Regular Time State Workers’ Compensation Premiums 
Overtime Pay (for hours worked in excess of 40 hours/week) Paid Claims for Employee (work-related injuries and illnesses) 
Compensation of Approved Contracted Program Services Insurance Premiums (employee work-related injuries and illnesses) 


Compensation – Employee Benefits (Taxed) Employer Support Expenditures 
Bonus (hire-on, longevity, performance) Advertising/Employee Recruitment 
Vacation Leave Employee Training 
Sick Leave Criminal History Checks (at actual cost only) 
Other Leave (jury duty, funeral, etc.) Equipment – must be employer/employment-related (e.g., internet 


service, fax machine, printer, phone or computer needed to complete 
employer/employment-related duties) 


Employee Insurance Premiums (life) Employer-Related Mailing Costs 
Employee Mileage Reimbursement (e.g., commuting – not related to 
direct consumer services) CLASS Only 


Employee Mileage Reimbursement (related to delivery of consumer 
services; employee is not taxed) 


Employee Insurance Premiums and Paid Claims (health, medical, 
dental, disability) 


Supplies (e.g., gloves) 
Uniforms (e.g., employee aprons) 


Employer-Paid Contributions to Employee Deferred Compensation 
Plans, Retirement/Pension Plans, Child Day Care, Accrued Leave 


Hepatitis B Vaccinations 
Copy Expenses 


Payroll Taxes – Employer and Employee Shares (as applicable) Travel Costs (other than mileage reimbursement) CLASS Only 
Federal Unemployment Taxes (FUTA) Court-Ordered Garnishments (alimony, child support, 


guaranteed education loans, etc.) and 
Employee Voluntary Withholdings/Accruals 


State Unemployment Taxes (SUTA) 
Federal, State and Local Taxes 


 
Non-Allowable Expenditures 


Program Specific Other Excluded Expenses 
Refer to the program rules and provider manual Services, goods, items or supports provided to or benefiting someone 


other than the person receiving services Third-Party Resources 
Services covered by the State Medicaid Plan, Medicare, private 
insurance, public education, home-based schooling, community 
resources, and other sources of assistance and support 


Personal need items 
Services beyond the scope of the program service definition 
Room and board beyond the rate paid to a facility approved for 
out-of-home respite services 


Fees and Assessed Penalties Expenses related to unpaid caregivers 
Late Fees and Assessed Penalties Expenses related to a Designated Representative (DR) 
Finance Charges Expenses related to the spouse of the person receiving services, 


employer or DR Stop Payment Cost 
* List is not all-inclusive. 


Texas Health and Human Services Commission  


Revised April 2018 








3 YEAR COST INSTRUCTIONS


Complete an estimate of your organization's cost for a three (3) year term and the
potential optional two (2) year renewals. You should budget for all costs your organization
will incur or request reimbursement for while implementing the program per HHSC
contract agreement.  


1. Legal Name of Contractor, Address, and Tax ID Number (TIN) will auto populate
from the Budget Summary page.


2.  Year one column will pre-populate from the Budget Summary Amounts page. 


3. The second through fifth year will auto populate based on year one's amount. If
estimated costs between years will vary, make the adjustments accordingly. Ensure that
any large fluctuations estimated between year one through five, are clearly identified and
explained in your narrative. 


Revised 7-6-09







ADMINISTRATIVE COSTS INSTRUCTIONS


If your HHSC contract agreement requires a cap on administrative costs, each budget category will include a column 
for tracking the administrative costs. For each line item, include how much of the costs for that line item are 
"administrative" costs. This column will not auto-populate as other total columns do. 


NOTE: Only contracts requiring an administrative costs cap will include a column for tracking "Administrative Costs".  


Administrative costs typically include things such as administrative positions (CEO, CFO, administrative assistants); 
costs, such as utilities and rent which are allocated to these positions; and indirect costs; however, the definition of 
"administrative costs" may be unique to your program, so please contact your contract manager if you are unsure 
what should be included as administrative costs   
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You should budget for all costs your organization will incur or request reimbursement for
while implementing the program per HHSC contract agreement.  


1.  Legal Name of Contractor: Enter your organization's legal name.  
2.  Address:  Enter your organization's address, city, state, and zip code
3.  Tax ID Number:  Enter your State of Texas issued Texas Identification Number (TIN)


**Budget Summary Cost Category Amounts will prepopulate from each cost category
page. 


BUDGET SUMMARY INSTRUCTIONS
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Legal Name: ABC Service Provider


Address 1:
Address 2:
City, State, Zip:
Tax ID Number:


Total
Budget


Requested


A. Personnel $82,800


B. Fringe Benefits $8,280


C. Travel $4,576


D. Equipment $1,200


E. Supplies $950


F. Contractual $408,000


G. Other $5,000


H. Total Direct Costs: $510,806


I. Indirect Costs (20%) $9,132


J. Total (Sum of H and I) $519,938


Cost Categories


Budget Summary


Suite 1


1712345678
Austin, TX 77777


123 Main St.


TOTAL


Revised: April 2011







Personnel & Fringe Instructions


FRINGE BENEFITS
Fringe benefits are provided by the organization as compensation to its employees. Fringe benefits include, but are not limited to, the cost of
employee insurance, pensions, and unemployment benefit plans. The cost of fringe benefits is allowable (in proportion to the amount of time
or effort employees devote to the grant funded project), to the extent that the benefits are reasonable and are in accordance with 2 CFR Part
200.


INSTRUCTIONS:  
Fringe Benefits:  Provide a detailed list of costs that comprise your organizations fringe benefits.


Fringe Benefits Rate:  The fringe benefit rate should be based on your organization's actual expenditures.  The fringe benefit rate is 
typically calculated by dividing your organizations total fringe benefit costs by total wage/salary costs.  Enter your organizations fringe benefit 
rate on the Personnel budget tab.


Fringe Benefits Total: The total fringe benefit amount will be automatically calculated by multiplying the rate times the salary total  


PERSONNEL
The actual cost of employee salaries devoted to working on activities directly related to the HHSC funded program.  These costs are allowable 
to the extent that they are identified in the contract budget and conform to 2 CFR Part 200. 


INSTRUCTIONS: 
Staff Position: Enter the functional title; multiple positions with the same title must be listed separately.


Certification/License Required: Any certification or license an individual must possess to be qualified for the position.


Vacant V/F: Indicate whether the position is vacant (V) or filled (F).


Justification:  Enter a brief description for each position and how it supports the program(s), identify part time staff with "PT".


Monthly Salary: Enter the total monthly salary of employees for this functional title.


Number of Months: Enter the number of months this position will support the program during this fiscal year.


Annual Salary:  This column will automatically calculate the annual salary of each line item based on the monthly salary times number of 
months. 
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Legal Name: ABC Service Provider


FRINGE BENEFITS


10.00%


$8,280


Total


I&R Specialist NA F Conducts I&R services 1 FTE $2,600.00 12 $31,200 


Case Manager NA F Provides case management and referrals to 
clients. $2,500.00 12 $30,000 


Administrative 
assistant N/A F Assists with report completion; answers 


phone calls, greets walk-ins $1,800.00 12 $21,600 


$0 


$0 


 $0 


Total Salary $82,800


PERSONNEL


Certification or 
License (Enter NA 


if not required)
Staff Position No. of 


Months


*Total amounts auto-populate


Annual SalaryMonthly Salary


Fringe Benefit Rate % 


Justification


 For example: Federal Income Contributions Act (FICA) 7.65%, State Unemployment Tax Account (SUTA) 2.35%.  FICA includes Medicare and Social Security amounts combined.


Vacant 
V/F


Describe the Fringe Benefits allocated to the program(s):


Personnel & Fringe


Fringe Benefits Total (auto-populates)


Revised: 7/6/2009







TRAVEL Instructions


The cost of transportation, lodging, meals, and related expenses incurred by employees of the organization while
performing duties relevant to the program(s). Costs related to conference registration fees should be classified
under the “Other” cost category.


ALL OUT OF STATE TRAVEL MUST HAVE HHSC PRIOR APPROVAL AT LEAST 30-DAYS IN ADVANCE OF
TRAVEL. INCLUSION IN AN APPROVED BUDGET DOES NOT CONSTITUTE APPROVAL FOR OUT OF
STATE TRAVEL. 


All contracts with HHSC require a written travel policy maintained by the contractor and available for review by
                   


Conferences/Trainings/Statewide Meetings Instructions:  The TRAVEL tab requires information on travel 
costs associated with your HHSC Program.


Description of conference/trainings/statewide meetings: Include the name and description of the 
conference/trainings/statewide meetings. 


Justification:  Briefly explain how the conference/training/statewide meeting is applicable to your program. 
Travel dates MUST BE included in the justification.


Location: Identify the location of conference/training/statewide meeting.


Number of Days/Employees:  Identify the number of days and employees attending the 
conference/training/statewide meeting. 


Travel Total Costs: For each conference/training/statewide meeting, enter the total cost for mileage, airfare, 
meals, lodging, and other costs.  If Other costs are included, a description of the costs must be included in the 
justification. The Travel Total Cost columns will be automatically populated by summing the amounts entered 
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For other/local travel costs:


Justification:  Briefly explain how the other/local travel is applicable to your program. Regular travel trips to 
the same locations may be included in one line item, but the justification must explain the frequency and 
destination for the trips.


Number of Miles:  Enter the total mileage for the trip, to include round trip mileage between headquarters and 
the destination. 


Mileage Reimbursement Rate: Enter the organizational mileage reimbursement rate, rates cannot be higher 
than the approved state rate. 


Mileage Cost:  The total will be automatically populated by multiplying the number of miles entered by the 
reimbursement rate entered.


                    


Revised 7-6-09







Legal Name: ABC Service Provider


Conference/Workshop 
Travel


Mileage $800
Airfare $900
Meals $0
Lodging $0
Other Costs $0
Mileage $100
Airfare $450
Meals $177
Lodging $288
Other Costs $21
Mileage $0
Airfare $0
Meals $0
Lodging $0
Other Costs $0
Mileage $0
Airfare $0
Meals $0
Lodging $0
Other Costs $0


 $2,736


Other / Local Travel Costs


Mileage   
Cost (a)


(auto-
populates)


2400 $0.535 $1,284


600 $0.535 $321


$0


$0


 Other / Local Travel Costs: $1,840 
Conference / 


Workshop Travel 
Costs:


$2,736 $4,576 


*Total amounts auto-populate


Dallas, TexasAttending Annual Program Conference to discuss program 
adjustments and goalsDallas Conference


Little Rock, 
Arkansas


The program director will attend this symposium, which will 
provide sessions on identifying community and client needs, 


developing action and case plans to address these needs, and 
how to track success when working with clients. The director will 


incur expenses for taxi service to and from the hotel.


Client Needs Symposium


   


ALL OUT OF STATE TRAVEL MUST HAVE HHSC PRIOR APPROVAL AT LEAST 30-DAYS IN ADVANCE OF TRAVEL. INCLUSION IN AN APPROVED BUDGET DOES NOT CONSTITUTE 
APPROVAL FOR OUT OF STATE TRAVEL. 


Travel Total 
Costs


Number of:


Location
City/StateJustificationDescription of 


Conference/Workshop Days/Employees


Travel


$1,700


Total


Travel Costs


3/2


$1,036


 


$0


3/1


 


Director will attend regular workgroups and advisory 
committees throughout the service area. Nominal parking 
and toll fees will be incurred.


 


Case manager will visit all outlying counties at least once per 
month. Will incur nominal parking fees and tolls.


 


$0


$356


Justification
Other Costs


Mileage 
Reimbursement 


Rate (cannot 
exceed maximum 


state rate)


 


$0
Total


(b)


 (a) + (b)
Total


$35


$200


$0


Number of 
Miles


$1,484


(auto-populates)


Total for Other / Local 
Travel


Total Travel Costs:


$1,840


Revised: 7/6/2009







EQUIPMENT Instructions 


Equipment
2 CFR Part 200 - §200.33 Equipment means tangible personal property (including information technology
systems) having a useful life of more than one year and a per-unit acquisition cost which equals or exceeds the
lesser of the capitalization level established by the non-Federal entity for financial statement purposes, or
$5,000. 


See also 2 CFR Part 200 - §200.12 Capital assets, §200.20 Computing devices, §200.48 General purpose
equipment, §200.58 Information technology systems, §200.89 Special purpose equipment, and §200.94
Supplies. 
Electronic Code of Federal Regulations can be found here: https://www.ecfr.gov/current/title-2/part-200


THESE ITEMS REQUIRE PRIOR APPROVAL  INCLUSION IN AN APPROVED BUDGET DOES NOT  
INSTRUCTIONS: 
Description of Item: Describe each line item of equipment and attach a complete specification, if available.


Purpose & Justification: State the purpose for the item(s) and why the equipment is necessary. Also, if a
portion of the equipment cost is funded by non-HHSC funds, name the funding source and include the
percentage of the cost being funded in the "Indirect Cost" tab.


Number of Units: Enter the number of units (quantity) to be purchased.


Cost Per Unit: Enter the cost per unit.


Total: The total will automatically calculate by multiplying the cost by the number of units.
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Legal Name: ABC Service Provider


Description of Item Purpose & Justification Number of Units Cost Per 
Unit


Total


Laptop computer


The case manager's 
current computer is 10 


years old and has crashed 
repeatedly. 


1 $1,200 $1,200


 $0
 $0
 $0


$1,200Total Equipment:


Equipment


Revised: 7/6/2009







Supplies are defined as consumable items necessary to carry out the services under this HHSC program including office
supplies, patient educational supplies, software, and any items of tangible items other than those defined under
equipment.


The Comptroller of Texas includes the following items as controlled assets. These items require pre-approval for
purchase. CONTROLLED ASSETS REQUIRE PRIOR APPROVAL. INCLUSION IN AN APPROVED BUDGET DOES
NOT CONSTITUTE APPROVAL.
(https://fmx.cpa.texas.gov/fmx/pubs/spaproc/appendices/appa/appa_6.php)


Any Cost Items: Hand guns, rifles, and shotguns
Include if item costs $500-$4,999.99: Sound systems and other audio equipment, camera (portable, digital, SLR), TVs,
video players/recorders, computers (laptops and desktops), data projectors, smartphones, and tablets and other hand
held devices.


INSTRUCTIONS::
Description of Item: Describe each supply item.


Purpose & Justification: State the purpose for the item(s) and why the item is necessary to support the program.


Total Cost:  Enter the total cost of the requested item(s)


SUPPLIES Instructions
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Legal Name: ABC Service Provider


Description of Item Purpose & Justification Total Cost


General office supplies


Program staff will need general office supplies, such 
as pens, notepads, post-it notes, staples, etc., to 
conduct day to day business.  Amount is based on 
historical data from previous fiscal years. 


$950


 $0
$0


      Total Supplies: $950


Supplies


Revised: 7/6/2009







PROFESSIONAL/SUBCONTRACTOR Instructions


The costs of activities directly associated with carrying out the statement of work that are contracted by the organization to a third party 
are recoded in the Professional/Subcontractor category. The Respondent may enter into contracts with subrecipient subcontractors unless 
restricted or otherwise prohibited in the HHSC contract.  Prior to entering into an agreement equaling $100,000 or more, the Contractor 
shall obtain written approval from HHSC.


 A subcontractor agreement shall be in writing and include the following:
• Name and address of all parties; 
• A detailed description of the services to be provided; 
• Measurable method and rate of payment and total amount of contract; 
• Clearly defined and executable termination clause; 
• Terms of Service dates; 
• Access to inspect subcontracted service activities in the premises on which services are performed, in accordance with the General 
Provisions. Attach a copy of the General Provisions, Statement of Work, and any Special Provisions applicable to the subcontract.


Contractor is responsible to HHSC for the performance of any subcontractor. Contractor shall monitor both financial and programmatic 
performance and maintain pertinent records that shall be available for inspection by HHSC. Contractor shall ensure that subcontractors are 
fully aware of the requirements placed upon them by state/federal statutes and regulations and under this Contract. Contractor shall not 
contract with a subcontractor, at any tier, which is debarred or suspended or excluded from or ineligible for participation in federal 
assistance programs. When subcontracting, Contractor is required to meet all applicable HUB requirements.


INSTRUCTIONS
Professional/Contract Name: Identify the individual organizations performing the service.


Description of Service: Enter a description of the services being contracted.
 
Justification: Enter a justification describing why the HHSC contractor needs to contract for the service, why the service is necessary to 
perform the scope of work, and how the HHSC contractor will ensure that the cost of the service is reasonable.
 
Method of Payment:  Identify the method of payment as monthly, hourly, unit, and/or lump sum.


# of Months, Hours, Units, etc.: Enter the number of months, hours, units, etc. of service to be purchased.


Rate of Payment: Identify the hourly rate, unit rate, and/or lump sum amount.


Total: The total will be automatically populated by multiplying the number of months, units, etc. by the rate of payment.


Revised 7-6-09







Legal Name:
 


Professional / 
Contract Name


Description of 
Services Justification


Method of Payment (i.e., 
Monthly, Hourly, Unit, 


Lump Sum)


# of Months, 
Hours, Units, etc.


Rate of 
Payment (i.e., 
hourly rate, 


unit rate, 
lump sum 
amount)


TOTAL


Attendant Services


Will provide 
attendant care to 
clients meeting 
eligibility 
requirements within 
Travis and Bastrop 
Counties.


Attendant care is a 
requirement of the contract. 1 hour = 1 unit 24,000 $17.00 $408,000


$0
$0
$0
$0


$408,000


ABC Service Provider


Total Professional/Contract:


Professional/Subcontractor


Revised: 7/6/2009







INSTRUCTIONS:  
Description of Item: Enter a general description of the good(s)/service(s), include quantity if applicable.
  
Purpose & Justification: Enter an explanation of the purpose of the good(s)/service(s) and why it is necessary for
the program.
  
Total Cost: The total cost should only include the cost of good(s)/service(s) which will be consumed during the
contract term and services that will be utilized during the contract term.


All other direct costs not listed in any other cost category are to be included in “Other”. Examples of these costs
include: non-contractual fees and travel paid directly to individual consultants; local transportation, which means all
travel which does not require per diem; space rentals; utility and telephone expenses; printing and publication costs;
training costs, including tuition and stipends; training service costs, including wage payments to individuals and
supportive service payments; and staff development costs.


OTHER Instructions
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Legal Name: ABC Service Provider


Description of Item
[If applicable, include quantity and 


cost/quantity (i.e. # of units & cost per 
unit)] Purpose & Justification


Total 
Cost


Office space rent, 250 sq. ft.
The program staff each maintain office space and 
costs are allocated based on square footage. Each 
square foot costs $20 annually.


$5,000


$0
$0


Total Other: $5,000


Other


Revised: 7/6/2009







INDIRECT COST Instructions


If using an approved indirect cost rate, the Contractor must submit an indirect cost rate letter from a cognizant 
agency. 


Regardless of the indirect cost rate method, the Contractor must submit a cost allocation plan specifically 
identifying all costs included in the indirect cost rate, and those which will be paid directly. 


INSTRUCTIONS
Approved rate: Enter the indirect cost rate to be used during the fiscal year. This rate must be supported by an 
approved indirect cost rate letter, central service cost allocation plan, or be no more than the 10% de minimis 
rate allowable per Title 2 CFR 200.


Indirect Cost Method Used: From the drop down box, select the method of determining the indirect cost rate. 
Supporting documentation for all methods must be provided with the completed budget.


Effective Date: Enter the date the indirect cost rate became effective. 


Expiration Date: Enter the date the indirect cost rate expires.


Modified Total Direct Cost or Other Cost Base: Enter the total amount of the contract expenses against which 
an indirect cost rate will apply. For instance, if the approved indirect cost rate may only be applied to salaries, 
enter the total amount of salaries to be charged indirect costs. Modified total direct costs should exclude costs 
over $25,000 for any individual subcontractor. See 2 CFR 200.68 for more information. 


Central Service Cost Allocation Plan: Governmental entities choosing to use a central service cost allocation 
plan should complete this section with a brief description of the costs which are included in the rate.


De minimis and approved indirect cost rates: Organizations utilizing the de minimis rate or an approved rate 
should identify the types of costs that are being allocated as indirect costs, the allocation methodology, and the 
allocation base  


18







ABC Service Provider


Effective 
Date


Expiration 
Date


5/16/2016 9/31/2019


Indirect Costs


Identify the types of costs that are being allocated as indirect costs, the allocation methodology, and the 
allocation base:


Legal Name:


$45,660.00


Identify the most recent Indirect Cost rate (if applicable). This is either an approved indirect cost rate, Central 
Service Cost Allocation Plan, or the De Minimis Rate in accordance with 2 CFR Part 200. Submit a copy of the cost 
rate certificate with this budget.


Expenses included in the indirect cost rate are salaries, fringe benefits and operational costs relating to general 
administration (GA) staff. GA staff includes the executive director, CFO, and Finance department (purchasing, payroll, 
accounts receivable, and accounts payable).  Operating costs include office supplies, postage, copier usage, phone, 
and utilities.  Operating costs are allocated based on square footage for utilities and usage rates for office supplies, 
postage, copies, and phone. 


$9,132.00Central Service Cost Allocation 
Plan


20.00%


Maximum Indirect Cost 
Amount


Estimated or 
Approved 


Rate:


Modified Total Direct 
Cost or Other Cost BaseIndirect Cost Method Used


Revised: 7/6/2009







Year 1 Year 2 Year 3
Optional 
Year 4


Optional 
Year 5 


Estimated Estimated Estimated Estimated Total
Budget Budget Budget Budget Budget Budget


Requested Requested Requested Requested Requested Requested


A. $82,800 $82,800 $82,800 $82,800 $82,800 $414,000


B. $8,280 $8,280 $8,280 $8,280 $8,280 $41,400


C. $4,576 $4,576 $4,576 $4,576 $4,576 $22,880


D. $1,200 $1,200 $1,200 $1,200 $1,200 $6,000


E. $950 $950 $950 $950 $950 $4,750


F. $408,000 $408,000 $408,000 $408,000 $408,000 $2,040,000


G. $5,000 $5,000 $5,000 $5,000 $5,000 $25,000


H. $510,806 $510,806 $510,806 $510,806 $510,806 $2,554,030


I. $9,132 $9,132 $9,132 $9,132 $9,132 $45,660


J. $519,938 $519,938 $519,938 $519,938 $519,938 $2,599,690


3 Year Budget Summary


Legal Name: ABC Service Provider


Address 1: 123 Main St.


Fringe Benefits


Address 2: Suite 1
City, State, Zip: Austin, TX 77777
Tax ID Number: 1712345678


Cost Categories


Personnel


Indirect Costs (20%)


Total (Sum of H & I):


Travel


Equipment


Supplies


Prof&Cont.


Other


Total Direct Costs (Sum 
of A-G):


Revised: October 2021
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Form 2067 
December 2012-E


Case Information


To:


Mail Code:  


From:


Mail Code:  


Case Name Category Case No. Category Case No.


Address (Street, City, State, ZIP Code) Area Code and Phone No.


Please check all that apply.


Absent Parent Change in Address/
Telephone


Change in 
Circumstances Child Care Community Placement 


Resources


Deductions Employment Services EPSDT Family Health Services 
Nurse Family Planning


Household Composition Income LTSS Information 
Shared Medicaid Medical/Disability


MERP Shared Nursing Care/Level of 
Care Protective Services Refugee Services Resources


Support Services TANF Other:


Comments/Response


Signature Date Area Code and Phone No.


Response


To:


Mail Code:  


From:


Mail Code:  


Comments/Response


Signature Date Area Code and Phone No.








Form 2101 
July 2013-E


Authorization for Community Care Services


Service Name:


1. Date 2. Contract Number 3. Type of Authorization
1 New 2 Update 3 Terminate


4. Begin Date 5. End Date 6. Term Code


7. Individual Name 8. Individual Number 9. 2060 Score 10. Priority 11. County 12. Agency
324


13. Provider Address SERVICE
14. RUG 15. Fund Code 16. Group


7
17. Code 18. Units 19. Unit Type


COPAYMENT
20. Initial Amount 21. Ongoing Amount 22. % CMPAS Only


23a. For PAS check one: CAS PHC FC
Check if CDS


CDS 23b. For DAHS check one: Title XIX Title XX


24. Service Items - Personal Assistance Services Only (check all that apply):


01 Bathing


02 Dressing


03 Exercise


04 Feeding/Eating


06 Grooming/Shaving/Oral Care


07 Routine Hair/Skin Care


08 Toileting


10 Transfer


11 Walking


12 Cleaning 


13 Laundry


14 Meal Preparation


15 Escort


16 Shopping
17 Assist with Self-Administered 


Medication
25. Comments:


Authorizing Agents (as applicable)
26. Case Manager 27. Telephone Number (with area code and extension) 28. Mail Code 29. BJN


30. Case Manager Address


31. Practitioner 32. Telephone Number (with area code and extension) 33. License No 34. Date of Order


35. Nurse 36. Telephone Number (with area code and extension) 37. Mail Code 38. BJN


39. Nurse Address


40. Diagnosis:


Contracted Agency May Complete This Section and Return a Copy to HHSC ............ Service Initiation Date


Schedule Sunday Monday Tuesday Wednesday Thursday Friday Saturday


Total Hours


Agency Contact Person Telephone No. (with area code and ext.)


Comments:


Signature — Agency Representative Date
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If this message is not eventually replaced by the proper contents of the document, your PDF 
viewer may not be able to display this type of document. 
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Satisfaction and Service Monitoring


I. General Information
1. Name of Individual Receiving Services 2. Individual’s No. 3. Person Contacted 4. Relationship (if other than the individual)


5. Date Contacted 6. Type of Contact
A=Telephone B=Home Visit C=Other:


7. Reason for Contact


A=3-Day/30-Day B=60-Day C=90-Day D=6-Month E=Annual


F=Complaint G=Other


8. Type of Service


CAS FC PHC ERS DAHS RC AFC HDM Hot Frozen/Chilled Shelf Stable


II. Overall Satisfaction on Services
Is the individual satisfied with the services and are the services meeting all of the individual’s needs? 


Yes No If No, explain:


III. Monitoring Reminders


●     Do the authorized hours and schedule meet the individual's current needs? 


●     Does the individual need additional services? 


●     Does the individual need a referral to some other agency or community resource? 


●     Emergency Response Services (ERS): Is the unit working properly and receiving monthly system checks? 


●     Home-Delivered Meals (HDM): Are meals delivered on time and is the individual satisfied with the quality of the meals? 


●     Day Activity and Health Services (DAHS): Is the individual going the days that are authorized? 


●     Adult Foster Care (AFC)/Residential Care (RC): Is the individual satisfied with the living arrangement and the services the individual is 
receiving in the home/facility? 


●     Problems should be reported to the contracted provider via Form 2067, Case Information, to be resolved.


IV. Changes Requested at this Monitoring Contact:


V.  Overall Satisfaction with Program
(check one)


A=Outstanding B=Very Good C=Adequate D=Needs Improvement E=Poor


VI. Document Identification
Case Manager’s Name








List of Services Currently Provided to SSPD Consumers by HHSC Region 


SSPD Region Current Contracted Provider List of Services 
Region 03 Citizen’s Development Center 


(Adult Day Care/Day 
Habilitation) 


• Intensive vocational training in a structured 
sheltered workshop environment including a 
computer lab; 


• Employment programs; 
• Job coaching and post-employment services; 
• Transportation or assistance with using city 


transportation; 
• Life skills training (communication, 


socialization, problem-solving, health and 
hygiene, emotional maturity, job readiness); 


• Social activities; and  
• Case management. 


Region 04 N/A • Daily living skills training (grooming, 
toileting, and dressing); 


• Social and recreational activities; 
• Money management; 
• Wellness activities (walking/exercising); 
• Meals (including nutrition planning and 


table preparation); 
• Job skills development; and 
• Transportation to and from the facility. 


Region 07 The Arc of the Capital Area 
(Community Center) 


• Housing and living assistance (assistance 
with landlords for such things as apartment 
repairs, applying for benefits such as SSI, 
Medicare, or Section 8 housing assistance, 
and security reliable transportation for 
various reasons (e.g., vocational training, 
doctors’ appointments; 


• Health and wellness (help finding doctors, 
scheduling medical appointments, and 
planning long-term wellness) 


• Money management; 
• Case management services to achieve and 


maintain personal independence;  
• Assistance with social and recreational 


opportunities; and  
• Employment education (help applying for 


additional schooling or training (e.g., GED; 
• Connecting with vocational assistance such 


as Texas Workforce commission or 
Goodwill).  
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EXHIBIT O 
Procurement Library





