OPEN ENROLLMENT APPLICATION
Spay and Neuter Program – Open Enrollment No. HHS0016872

Department of State Health Services
[bookmark: _Toc246831232][bookmark: _Toc315763948]FORM A: FACE PAGE
This form requests basic information about the applicant and project, including the signature of the authorized representative.  The face page is the cover page of the application and must be completed in its entirety.  
	APPLICANT INFORMATION

	1)  LEGAL BUSINESS NAME:
	

	2)  MAILING Address Information (include mailing address, street, city, county, state and 9-digit zip code):
	Check if address change
	|_|

	
	          

     


	3)  PAYEE Name and Mailing Address, including 9-digit zip code (if different from above):
	Check if address change
	|_|

	
	     	
     
     
     


	
	

	4) Federal Tax ID No. (9-digit), State of Texas Comptroller Vendor ID Number (14-digit) or Social Security Number (9-digit):  
	     

	*The applicant acknowledges, understands and agrees that the applicant's choice to use a social security number as the vendor identification number for the contract, may result in the social security number being made public via state open records requests.

	5)  TYPE OF ENTITY (check all that apply):

	
	[bookmark: Check1]|_|
	City
	|_|
	Nonprofit Organization*
	|_|
	Individual

	
	|_|
	County
	|_|
	For Profit Organization*
	|_|
	Federally Qualified Health Centers

	
	|_|
	Other Political Subdivision
	|_|
	HUB Certified
	|_|
	State Controlled Institution of Higher Learning

	
	|_|
	State Agency
	|_|
	Community-Based Organization
	|_|
	Hospital

	
	|_|
	Indian Tribe
	
	
	|_|
	Private
	

	
	
	
	
	
	|_|
	Other (specify):
	     
	

	*If incorporated, provide 10-digit charter number assigned by Secretary of State:
	     
	

	6)  PROPOSED BUDGET PERIOD:
	Submission Date: 
	     
	End Date:
	     08/31/2027

	7)  COUNTIES SERVED BY PROJECT: 
	

	
	     

	8)  AMOUNT OF FUNDING REQUESTED: 
	     
	9)  PROJECT CONTACT PERSON

	
	
	
	
	Name:
Phone:
Fax:
Email:
	     
     
     

	
	
	
	

	
	
	
	

	
	10)  FINANCIAL OFFICER

	
	
	Name:
Phone:
Fax:
Email:
	     
     
          

	The facts affirmed by me in this application are truthful and I warrant the applicant is in compliance with the assurances and certifications contained in APPENDIX A:  General Affirmations.  I understand the truthfulness of the facts affirmed herein and the continuing compliance with these requirements are conditions precedent to the award of a contract.  This document has been duly authorized by the governing body of the applicant and I (the person signing below) am authorized to represent the applicant.

	11) AUTHORIZED REPRESENTATIVE
	Check if change   |_|
	12)  SIGNATURE OF AUTHORIZED REPRESENTATIVE

	
	Name:
Title:
Phone:
Fax:
Email:
	     
     
     
     
     
	

	
	
	
	13)  DATE 

	
	
	
	
	     


FORM A: FACE PAGE 
Instructions

This form provides basic information about the Applicant and the proposed project with the Health and Human Services Commission (HHSC), including the signature of the authorized representative.  It is the cover page of the Application and is required to be completed.  Signature affirms the facts contained in the Applicant’s response are truthful and the Applicant is in compliance with the OE terms and conditions, including the HHS Uniform Contract Terms and Conditions Version 3.2, and other OE requirements.  Please follow the instructions below to complete this form and return with the Applicant’s Application:

1) LEGAL BUSINESS NAME - Enter the legal name of the Applicant.
2) MAILING ADDRESS INFORMATION - Enter the Applicant’s complete physical address and mailing address, city, county, state, and 9-digit zip code.
3) PAYEE NAME AND MAILING ADDRESS - Payee – Entity involved in a contractual relationship with Applicant to receive payment for services rendered by Applicant and to maintain the accounting records for the Grant Agreement, i.e., fiscal agent. Enter the PAYEE’s name and mailing address, including 9-digit zip code, if PAYEE is different from the Applicant. The PAYEE is the corporation, entity or vendor who will be receiving payments.
4) FEDERAL TAX ID or STATE OF TEXAS COMPTROLLER VENDOR ID NUMBER OR SOCIAL SECURITY NUMBER - Enter the Federal Tax Identification Number (9-digit) or the Texas Vendor Identification Number assigned by the Texas State Comptroller (14-digit). *The Applicant acknowledges, understands and agrees with the Applicant's choice to use a social security number as its vendor identification number for the Grant Agreement, may result in the social security number being made public via state open records requests.
5) TYPE OF ENTITY - Check the type of entity as defined by the Secretary of State at http://www.sos.state.tx.us/corp/businessstructure.shtml and/or the Texas State Comptroller at https://fmx.cpa.state.tx.us/fmx/pubs/tins/tinsguide/2009-04/TINS_Guide_0409.pdf and check all other boxes that describe the entity. 
Historically Underutilized Business: A minority or women-owned business as defined by Texas Government Code, Title 10, Subtitle D, Chapter 2161. (http://www.window.state.tx.us/procurement/prog/hub/)
State Agency: an agency of the State of Texas as defined in Texas Government Code §2056.001.ii
Institutions of Higher Education as defined by §61.003 of the Education Code.
If a Non-Profit Corporation or For-Profit Corporation provide the 10-digit charter number assigned by the Secretary of State.
6) PROPOSED BUDGET PERIOD - The budget period for this Application.  Budget period is defined in the RFA. 
7) COUNTIES SERVED BY PROJECT - Enter the Region and proposed target counties to be served by the project. . 
8) TOTAL AMOUNT OF FUNDING REQUESTED - Enter the amount of funding requested from DSHS for proposed project activities (not including possible renewals).  
9) PROJECT CONTACT PERSON - Enter the name, phone, fax, and email address of the person responsible for the proposed project.
10) FINANCIAL OFFICER - Enter the name, phone, fax, and email address of the person responsible for the financial aspects of the proposed project.
11) AUTHORIZED REPRESENTATIVE - Enter the name, title, phone, fax, and email address of the person authorized to represent the Applicant.  Check the “Check if change” box if the authorized representative is different from previous submission to HHSC.
12) SIGNATURE OF AUTHORIZED REPRESENTATIVE - The person authorized to represent the Applicant must sign in this blank.
13) DATE - Enter the date the authorized representative signed this form.




FORM B: OPEN ENROLLMENT APPLICATION CHECKLIST

Each Enrollment Application Must Contain the Following Completed Items:
	[bookmark: _Hlk106343853]Documentation Required for Submission 
All documentation listed must be returned for a complete Application. Provide the documentation in the same sequence as outlined below by using the Item number(s) and title(s) as necessary. 

	1. Exhibit A – HHS Solicitation Affirmations, Version 2.9
Must be completed, signed and attached to the Application.
Important Note: Applications received without the signed Exhibit A will be disqualified. 

	2. Exhibit B – HHS Uniform Terms and Conditions – Vendor, Version 3.4
Required to be attached with the Application.

	3. Exhibit C – Certification Regarding Lobbying 
Must be completed, signed and attached to Application.

	4. Exhibit D – Quarterly Performance Measure Report
For reference

	5. Exhibit E – Proposed Budget
Must be completed and attached to the Application.

	6. Form A - Face Page
Must be completed, signed and attached to the Application.

	7. Form B - Open Enrollment Application Checklist (this form)
Must be attached to Application.

	8. Form C - Contact Person Information Form
Must be completed and attached to Application.

	9. Form D - Vendor Information Form
Must be completed, signed and attached to Application.

	10. Form E – Eligibility Questionnaire Form 
Must be completed by selecting the applicable answers and providing all requested information, and attached to Application.

	11. Statement of Work – Reference Section 8 of the OE
Provide Applicant’s approach to meeting the requirements of the Statement of Work including any other requirements of this OE. 

	12.  Notice of Criminal Activity – Reference Section 8.6
Provide confirmation that the Applicant, any person with ownership or controlling interest, its agent, employee, subcontractor or volunteer who will be providing the required services are not: 
a. Engaged in any activity that could constitute a criminal offense equal to or greater than a Class A misdemeanor or grounds for disciplinary action by a state or federal regulatory authority; or
b. Been placed on community supervision, received deferred adjudication, or been indicted for or convicted of a criminal offense relating to involvement in any financial matter, federal or state program, or sex crime. 

	13.  Notice of Insolvency or Indebtedness – Reference Section 8.7
Provide with the Application detailed written descriptions of any insolvency, incapacity, and outstanding unpaid obligations of Applicant owed to the IRS or the State of Texas, or any agency or political subdivision of the State of Texas.

	14.  Public Information Act Copy of Application, if applicable – Reference Section 11.1

	15.  OE Addenda, if applicable - signed


[bookmark: _Toc536350879][bookmark: _Toc536414986][bookmark: _Toc536696284][bookmark: _Toc536697416][bookmark: _Toc88378354][bookmark: _Toc155752103][bookmark: _Toc389746196]



























                                                                 								
FORM C: CONTACT PERSON INFORMATION FORM


	[bookmark: _Hlk105578188]Legal Business Name:
	[bookmark: Text44]     



	
This form provides information about the appropriate contacts in the Applicant’s organization in addition to those on the FACE PAGE.  If any of the following information changes during the term of the Contract, please send written notification to the Contract Manager at snoe@dshs.texas.gov.

	

	Contact:
	[bookmark: Text50]     
	
	Mailing Address (incl. street, city, county, state, & zip):

	Title:
	     
	
	[bookmark: Text61]     
	

	Phone:
	[bookmark: Text47]     
	Ext.
	
	[bookmark: Text62]     
	

	Fax:
	[bookmark: Text48]     
	
	[bookmark: Text63]     
	

	E-mail:
	[bookmark: Text49]     
	
	[bookmark: Text64]     
	

	

	

	Contact:
	[bookmark: Text51]     
	
	Mailing Address (incl. street, city, county, state, & zip):

	Title:
	     
	
	[bookmark: Text65]     
	

	Phone:
	[bookmark: Text53]     
	Ext.
	
	[bookmark: Text66]     
	

	Fax:
	[bookmark: Text54]     
	
	[bookmark: Text67]     
	

	E-mail:
	[bookmark: Text55]     
	
	[bookmark: Text68]     
	

	

	

	Contact:
	[bookmark: Text56]     
	
	Mailing Address (incl. street, city, county, state, & zip):

	Title:
	     
	
	[bookmark: Text69]     
	

	Phone:
	[bookmark: Text58]     
	Ext.
	
	[bookmark: Text70]     
	

	Fax:
	[bookmark: Text59]     
	
	[bookmark: Text71]     
	

	E-mail:
	[bookmark: Text60]     
	
	[bookmark: Text72]     
	

	

	

	Contact:
	[bookmark: Text73]     
	
	Mailing Address (incl. street, city, county, state, & zip):

	Title:
	     
	
	[bookmark: Text87]     
	

	Phone:
	[bookmark: Text75]     
	Ext.
	
	[bookmark: Text88]     
	

	Fax:
	[bookmark: Text76]     
	
	[bookmark: Text89]     
	

	E-mail:
	[bookmark: Text77]     
	
	[bookmark: Text90]     
	

	

	

	Contact:
	[bookmark: Text78]     
	
	Mailing Address (incl. street, city, county, state, & zip):

	Title:
	     
	
	[bookmark: Text83]     
	

	Phone:
	[bookmark: Text80]     
	Ext.
	
	[bookmark: Text84]     
	

	Fax:
	[bookmark: Text81]     
	
	[bookmark: Text85]     
	

	E-mail:
	[bookmark: Text82]     
	
	[bookmark: Text86]     
	

	

	



[bookmark: _Hlk208851999]FORM D: VENDOR INFORMATION FORM


	VENDOR INFORMATION 

	1a. Legal name of Other Party (OP) as it appears on documentation from IRS, Comptroller, or Secretary of State. This is the name that will appear on the contract document either as “Contractor” or by name. If using an assumed name, please attach documentation from Office of the Secretary of State or County Attorney.
     

	1b. OP Address (Include Street and Mailing Addresses, City, County, State and 9 digit Zip Code):
     

	1c. PAYEE Name and Mailing Address and 9 digit Zip Code (as it should appear on financial instruments and remittances):
     

	1d. Federal Employer Identification No. [FEIN] (9 digit), name and Social Security Number (SSN), if individual, or State of Texas Comptroller Vendor Identification No. (14 digit).      
NOTE: Use of SSN may result in it becoming part of documents that are subject to the Public Information Act.  DSHS will not redact SSN when releasing information to the public.

	1e. Mail code, if known (3 digits):      

	1f. DUNS Number (9 digits - required for subrecipient contractors):      
For instructions to obtain a DUNS refer to FFATA Guidance at http://www.dshs.state.tx.us/grants/gen-prov.shtm

	
2. TYPE OF ENTITY (enter appropriate letter in box):               Is your entity certified as a HUB?     Yes       No

   A. City or County (Governmental Entity)   E. Texas Non-profit Corporation*    I. Sole Proprietor      M. Out-of-State Corp
   B. State Agency                                         F. Texas For Profit Corporation*    J. Individual               N. Other ***
   C. State Institution of Higher Learning      G. Professional Association*          K. Partnership**
   D. Other Political Subdivision                    H. Regular Association                   L. Limited Partnership**


*Please provide 10-digit charter or file number assigned by the Secretary of State:      
** Please provide the name and SSN or FEIN of each partner:      
***If “Other”, specify:      


	3a. Legal name of person or entity authorized to contract with Department of State Health Services.
     

	3b. Typed Name & Title of Person Authorized to Sign Contracts:
     
	3b. Telephone
     

	3c. Typed Name & Title of Contact Person (Contract Documents and Correspondence)
     
	3c. Telephone
     

	3d. Contact Person’s E-mail Address 
     

	4a. Signature of person Authorized to Sign Contracts :
     
	4b. Date
     


FORM E: ELIGIBILITY QUESTIONNAIRE FORM

Department of State Health Services
Open Enrollment Application OE No. HHS0016872

Section 1:  Minimum Qualification Screening (Reference Section 7 of OE)

1.1 	Long-Standing History, Experience, and Competency
Does the Applicant employ or subcontract with at least one veterinarian who has:
a.	Been a licensed veterinarian for at least one year; and
b.	Completed a minimum of 166 sterilizations in one year within the past five years; and
c.	Consistently performed sterilizations. 
☐ Yes – Please describe experience and provide documentation that demonstrates this experience.  At a minimum, please list and describe the entity(s) where the veterinarian performed the 166 sterilizations with start and end dates.  ______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
	
	☐ No – Not Eligible


1.2 	Licensed Veterinarian
Does the Applicant employ or subcontract with a veterinarian licensed by the Texas Board of Veterinary Medical Examiners?

☐ Yes – Please provide details for all veterinarians employed by Applicant, and attach license(s):
Veterinarian Name: ______________________________________________________
License Number: ________________________________________________________
Issuing Authority: ________________________________________________________
Expiration Date: _________________________________________________________
Attach Copy of License: ☐ Attached _________________________________________
(Add more rows as needed.)
☐ Yes – Please provide details for all veterinarians subcontracted by Applicant in Section 2 below, and attach license(s):

Veterinarian Name: _______________________________________________________
License Number: _________________________________________________________
Issuing Authority: _________________________________________________________
Expiration Date: __________________________________________________________
Attach Copy of License: ☐ Attached __________________________________________
(Add more rows as needed.)

☐ No – Not Eligible

1.3 	Licensure and Accreditation
Do all assigned personnel/technicians who require a professional license/certification hold a valid Texas license/certification in good standing?

☐ Yes – Please attach supporting documentation
☐ No – Not Eligible

1.4	Large-Scale Capacity
Does the Applicant or subcontractor have the capability of providing a substantial volume of sterilization procedures annually, demonstrating the operational capacity to serve the target community relative to community demand?
☐ Yes – Please describe your facility and current surgical capacity. Include the number of surgeries performed per week, veterinarians and veterinary technicians available to perform surgical activities, holding capacity for animals, adequate inventory of pharmaceuticals supplies etc. 
Provide documentation to substantiate the minimum number of 166 sterilizations or more performed in one year within last five years: ________________________________________________________________________________________________________________________________________________
________________________________________________________________________
☐ No – Not Eligible

1.5 	Cost Effectiveness
Does the Applicant or subcontractor have the ability to provide sterilization services while minimizing the costs to owners/custodians?
☐ Yes – Please provide cost reduction methods: ________________________________________________________________________________________________________________________________________________
________________________________________________________________________

☐ No – Not Eligible


1.6 	Successful Management
Has the Applicant maintained effective oversight and administration of the Applicant’s existing business activities, including staff coordination, budget management, service delivery, and compliance with performance expectations?
☐ Yes – Please describe current management approach including the components listed above. ________________________________________________________________________________________________________________________________________________
________________________________________________________________________

☐ No – Not Eligible


1.7	High Quality, High Volume
Does the Applicant adhere to recognized veterinary and humane standards and have capacity to perform sterilizations at a scale consistent with high quality, high volume operations based on the demand of the target community served?
[bookmark: _Hlk211416574]☐ Yes – Please explain: ________________________________________________________________________________________________________________________________________________
________________________________________________________________________
☐ No – Not Eligible

1.8   	Compliance Requirements
Does Applicant agree to maintain all required permits, licenses, and certifications for the duration of the contract and provide updates upon request?
☐ Yes
☐ No – Not Eligible

Section 2:  Subcontractor Information 

Provide a list of all subcontractors which must include at a minimum:

Business Structure (Type of entity): _____________________________________________
Business or Doing business as (DBA) name, if applicable, with associated Texas County(s): __________________________________________________________________________
Addresses:  Physical and Mailing, if different:
Physical: __________________________________________________________________
Mailing: ___________________________________________________________________
Contact Information:
Phone: ____________________________________________________________________
E-mail: ____________________________________________________________________

Section 3:  Executive Summary 

3.1 	Statement of Work
Describe how the Applicant plans to fulfill the requirements outlined in the Statement of Work (Section 8 of the OE), as well as any additional requirements specified in this OE.
Response: ________________________________________________________________________________________________________________________________________________________________________________________________________________________

3.2	Applicant Business Structure, Company Type or Entity Type (check one):
☐ Private   ☐ Non-Profit   ☐ State Agency   ☐ Local Government   ☐ Other: ________________________________________________________________________

If Corporation:
State of Incorporation: _____________________________________________________
Filing Number: ___________________________________________________________


3.3 	Court or Governmental Agency Proceedings, Investigations, or Other Actions
Provide information required pursuant to HHS Solicitation Affirmations, Exhibit A, paragraph 35.
[bookmark: _Hlk211416549]Response: ________________________________________________________________________________________________________________________________________________________________________________________________________________________

3.4 	Former Employees of a Texas State Agency
Provide the following information regarding individuals who formerly worked for any Texas state agency and are now employed by Applicant or Applicant’s subcontractors (leave blank if not applicable):
Name: __________________________________________________________________
Address: ________________________________________________________________
Phone Number: __________________________________________________________
State Agency Previously Worked For: _________________________________________
Dates of Employment: _____________________________________________________
(Add additional rows as needed.)

Section 4: Certification

I hereby certify that the information provided in this Application is true and correct to the best of my knowledge. I understand that failure to meet minimum qualifications or to provide required documentation may result in ineligibility.

Authorized Representative Signature: ____________________________________________
Printed Name & Title: _________________________________________________________
Date: ______________________________________________________________________

