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Learning Objective

* To review BPHC's Infectious Disease Bureau
fiscal rules as they related to your service
delivery in FY22

* To go over changes in budget revisions that
are effective starting this fiscal year.
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Fiscal Update

FY22 Contract Packet

= Contract packet for FY22 were sent via SignNow back on
July 28 and emailed on July 29, 2021

= Only fully completed contract packet with no missing
documents will be executed

= Purchase Order (PO) number cannot be issued without an
executed contract

= Delays in contract execution create delays in PO creation
and subsequently delays in invoice payments

Budget Revision Request

= Budget revision request documents have been updated to
streamline the process
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Fiscal Rules

For a detailed review of Fiscal Rules please see the FY22 Provider Manual

Some key reminders:

. It is expected that 100% of funded agencies FY22 award is spent by the end of the funded fiscal
year

. Reimbursement for service delivery costs will only be made in accordance with funded agencies’
most current (FY22) budget and Scope of Service

. Administrative costs/HHS-Approved Indirect Rate costs are capped at 12%
. Administrative activities must be clearly labeled and itemized on E&O budgets
. Funded agencies are responsible for:

v' Tracking all administrative expenses

v' Providing expense reports as backup documentation for invoices

. Agencies wishing to use an Indirect Rate, must provide documentation of Certificate of Indirect
Costs that is HHS-negotiated and signed by an individual authorized to sign on behalf of the
agency

. Agencies with an approved indirect rate do not need to submit indirect expenses backup with their
invoices
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Fiscal Rules

« Administrative costs:

= Usual and recognized administrative overhead
activities include:
- Utilities, Rent, Maintenance, Facility costs

- Costs of management oversight of the specific program
Including:
= Program coordination
= Clerical, financial, and management staff not directly related to patient care
» Program evaluation
» Liability insurance
= Audits
= Computer hardware/ software not directly related to patient care

= Agencies with HHS-negotiated Indirect Rate
do not need to submit expenses backup for
their administrative expense.
- Indirect Rate must be clearly labeled on E&O budgets
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Budget Overview

Direct Cost
« All E&O paid staff that provide direct services

Other Direct Cost

* Non-Personnel Direct Costs, I.e. Supplies,
Travel, Training, etc.

Administrative Cost
* Itemized Administrative Cost, 12% Cap; or
« HHS Indirect Approved Rate, 12% Cap
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ample Budget

Boston Public Health Commission
Infectious Disease Bureau
Community Based Prevention
FY 2022
July 1, 2021 - June 30, 2022
Agency Name
EDUCATION & OUTREACH

Direct Cost Personnel Salary ETE Months Annual

Health Outreach Worker M. Jones $32,000 1.00 12 $32,000
Administrative Assistant J. Smith $25,000 0.50 12 $12,500
SUBTOTAL 1.50 $44,500

FRINGE 29.30% $13,039

PERSONNEL TOTAL $57,539

Other Direct Cost

Incentives $1,500
Office Supplies $1,500
Educational Supplies $2,500
SUBTOTAL $5,500
DIRECT COST TOTAL $63,039
Administrative Cost Personnel Salary FTE Months Annual
Program Manager J. Doe $63,273 0.05 12 $3,164
SUBTOTAL 0.05 $3,164
FRINGE 29.30% $927
SUBTOTAL $4,091

Other Administrative Cost

Accounting Cost $825

Financial Reporting Costs $2,000

Payroll Costs $649
SUBTOTAL $3,474
ADMIN COST TOTAL $7,565
DIRECT COST TOTAL $63,039
ADMIN COST TOTAL (BPHC Community Based Prevention Cap (12%)) $7,565

E&O SERVICE AWARD TOTAL $70,603
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Invoices
Invoice = Invoice Cover Sheet + Back-up Documentation

BPHC City Funding

Monthly Invoice

Agency Name: ENTER AGENCY NAME HERE

|

INFECTIOUS DISEASE BUREAU USE ONLY
APPROVED FOR PAYMENT

Procure to Pay Office
1010 Massachusetts Avenue
Boston, MA 02118

Program:

Pay To: WRITE COMPLETE AGENCY NAME
Address: ENTER AGENCY ADDRESS HERE
Date: [
Bill To: Boston Public Health Commission Funding Source: City of Boston

Community Based Prevention

Invoice Submission Date:

Enter submission Date

Funded Service: EDUCATION & OUTREACH

Billing Period:

Enter Billing Period

B pon Enter new PR EO(MONTH)FY22
Amount this Cumulative Remaining
Invoice Billing Balance
®) ©) ©)

Program Director 0.00 3$0 $0 $0 $0
Health Educator 0.00 $0 $0 $0 $0
Public Health Navigator 0.00 $0 $0 $0 $0

$0 $0 $0 $0
Sub-total 0.00 $0 $0 $0 $0
Fringe 30.00% $0 $0 $0 $0
Personnel Totals $0 $0 $0 $0
OTHER DIRECT COST
Local Travel $0 $0 $0 $0
Educational Supplies $0 $0 $0 $0
Office Supplies $0 $0 $0 $0

$0 $0 $0 $0
Sub-total $0 $0 $0 $0
DIRECT COST TOTAL $0 $0 $0 $0
ADMINISTRATIVE COST (BPHC Cap 12%)
Program Director 0.00 $0 $0 $0 $0
Fringe 0% $0 $0 $0 $0
ADMINISTRATIVE COST TOTAL 12.0% $0 $0 $0 $0
TOTALS EXPENSE 3$0 $0 $0 $0

Invoice Amount

$0

I hereby certify that the bills, receipts, and payroll documentation attached to this invoice are expenditures solely associated with the Ryan White Part A funding.

Prepared by: Authorized by:
Contact Name: Name:
Phone: Title:
Email: Signature (blue ink):
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Invoice overview

* Invoice cover sheet format must match BPHC’s format exactly
to avoid mistake — See FY22 Provider Manual

* |nvoice cover sheet must always match the most current
approved budget EXACTLY

« Invoice # must be unique for each billing month, have less than
20 characters, and must be legible

* Invoice # should not be handwritten

* |nvoice PO # should be the CORRECT and CURRENT Fiscal
Year PO # (FY22 PO # as of July 1, 2021)

« There should be sufficient and proper back-up documentation
for each invoice submitted
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Invoice cover
sheet format must
match current
budget and invoice
template format —
see FY22 Provider
Manual

Invoice Activity
number is updated
every fiscal year and
is valid the for whole
fiscal year

Invoice PO number
is updated every
fiscal year — New
POs are sent to
agency’s fiscal staff
at the beginning of
the fiscal year and is
valid for the whole
year unless
otherwise indicated
by BPHC

Invoice Cover

Sheet

BPHC City Funding

Monthly Invoice

Agency Name:

ENTER AGENCY NAME HERE

INFECTIOUS DISEASE BUREAU USE ONLY
APPROVED FOR PAYMENT

Date:

Pay To: WRITE COMPLETE AGENCY NAME
Address: ENTER AGENCY ADDRESS HERE
Bill To: Boston Public Health Commission

Procure to Pay Office

Funding Source:
Program:

City of Boston
Community Based Prevention

1010 Massachusetts Avenue g e
Bo:
M Invoice Submission Date: / Enter submission Date \

Funded Service:

/”__EDUCATION & OUTREACH N\ Billing Period:

Enter Billing Period ‘

(
= - — e N Eotontr _J
Amount this Cumulative ining
PERSONNEL FTE Budget. Invoice Billing Balance
A ®) ©) ()

Program Director 0.00 $0 $0 $0 $0
Health Educator 0.00 $0 $0 $0 $0
Public Health Navigator 0.00 $0 $0 $0 $0

$0 $0 $0 $0
Sub-total 0.00 $0 $0 $0 $0
Fringe 30.00% $0 $0 $0 $0
Personnel Totals $0 $0 $0 $0
OTHER DIRECT COST
Local Travel $0 $0 $0 $0
Educational Supplies $0 $0 $0 $0
Office Supplies $0 $0 $0 $0

$0 $0 $0 $0
Sub-total $0 $0 $0 $0
DIRECT COST TOTAL $0 $0 $0 $0
ADMINISTRATIVE COST (BPHC Cap 12%)
Program Director 0.00 $0 $0 $0 $0
|Fringe 0% $0 $0 $0 $0
ADMINISTRATIVE COST TOTAL 12.0% $0 $0 $0 $0
TOTALS EXPENSE $0 $0 $0 $0

Invoice Amount ‘ $0 |
| hereby certify that the bills, receipts, and payro! ntation attached nvoice are expenditures solely associated with the Ryan White Pal ding.

Prepared by:

Authorized by:

Contact Name:

\ /4 Name:

Phone:

l \ Title:

Email:

—

AY
Y
P
/

Invoice number
changes every fiscal
year to match current
fiscal year and billing
months

Prepared

by/Authorized by
section must be

filled out completely
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Invoice Cover Sheet — Top Part

BPHC City Funding

Monthly Invoice

Agency Name: ENTER AGENCY NAME HERE INFECTIOUS DISEASE BUREAU USE ONLY
APPROVED FOR PAYMENT
Pay To: WRITE COMPLETE AGENCY NAME
Address: ENTER AGENCY ADDRESS HERE
Date: |
Bill To: Boston Public Health Commission Funding Source: City of Boston
Procure to Pay Office Program: Community Based Prevention
1010 Massachusetts Avenue
Boston, MA 02118 . o o
—— ——— Invoice Submission Date: Enter submission Date
Funded Service: ,~  EDUCATION & OUTREACH ™\, Billing Period: ( Enter Billing Period
Activity#: ( 6226007 ) .
Invoice #: EOMONTH)FY22
BPHC PO# \\__ Enter new PO# g O(MO )
\ / — e ——————
_ o Invoice number Invoice number should:
Invoice Activity changes every fiscal + Specify program: EO — for Education &
number is updated year to match current Outreach
every fiscal year and fiscal year and billing
is valid the for whole months ] )
fiscal year * Specify Month: Month (abbreviated)

» Specify Fiscal Year: Fiscal Year
(abbreviated)

Example,,EOJulFY22

Education &
Outreach
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Invoice Cover Sheet - Middle Part

Amount this Cumulative Remaining
Invoice Billing Balance
®) ©) (@)

Program Director 0.00 $0 $0 0 $0
Health Educator 0.00 $0 $0 $\ $0
Public Health Navigator 0.00 $0 $0 $0\ $0

$0 $0 $0 \ $0
Sub-total 0.00 $0 $0 $0 $0
Fringe 30.00% $0 $0 $0 $0
Personnel Totals $0 $0 $0 $0
OTHER DIRECT COST \
Local Travel $0 $0 $0 $0

Educational Supplies $0 $0 $0 $0

Office Supplies $0 $0 $0 $0

\
\
$0 $0 $0 \ $0
\
\
\

Sub-total $0 $0 $0 $0
DIRECT COST TOTAL $0 $0 $0 $0
ADMINISTRATIVE COST (BPHC Cap 12%)

Program Director 0.00 $0 $0 $0 $0
Fringe 0% $0 $0 $0 \ $0
ADMINISTRATIVE COST TOTAL 12.0% $0 $0 $0 $0
TOTALS EXPENSE 7 $0 $0 $0 \ $0

1

Camulative Billing must

reflect accurate billing over

/ Invoice Amount $0

This side must match

the course of the fiscal year.

current budget
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Invoice Cover Sheet — Bottom Part

| hereby certify that the bills, receipts, and payroll documentation attached to this invoice are expenditures solely associated with the Ryan White Part A funding.

Prepared hy: Authorized by:
Contact Name: Name:
Phone: Title:
Emall. Signature (blue ink):

Must be filled out
completely
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Invoice Backup Documentation

Invoice Backup Documentation should include:

« A summary of the E&O program’s direct cost/personnel
expenses
— This summary should serve as a cover page for the payroll back-up.
— This summary should show the calculations for any split billing (<1 FTE

staff)

« A summary of the E&O program other direct cost/below line
item expenses

— This summary is a must for programs with more than one other direct
costs/below line items and where multiple receipts are submitted as
back-up for a single line item. For instance, multiple receipts may be
submitted for a staff travel line. The summary page must show the
additions of all the receipts that make up the total monthly expense for
that staff travel line.

14
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Direct Cost/Personnel Expenses

Example:

Summary Page

PERSONNEL SUMMARY REPORT

Corporate Name Program Name  Program Number | Achivity Number Billing Period
TOTAL
il EMPLOYEE | GROSS WAGES | , FCRCENT | TOTALDUE | o) apy
COMPONENT NAME ACTUALLY paip| ALLOWED BY FROM BY LINE [CANNOT BE NEG
POSITION
TITLE CONTRACT | CONTRACT | ©Cob ot s
_ _theni
Program Director _ 5,580 11.00% 614
614 614
supervising Professional [N 612 100.00% 612
612 812
Case Manager _ 3,000 100.00% 3,000
3,000 3,000
0 0 0 100.00% o
o o
422 4,226
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Other Direct Cost Summary Page

Expenses Summary
Example:

Training & Conf, 0

Local Travel

Contracted Client Transportation

249

Total Expenses 249
16
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Invoice Backup: Direct
Cost/Personnel Expenses

 Personnel Reimbursement Request:

— Must include a page summarizing all the personnel
expenses (Summary Page)

— Must include copies of payroll registers (total earnings,
taxes, etc.) for all staff being paid by your E&O funding.
Some examples of payroll registers are:

« Payroll Register
 ADP
« PAYCHEX
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Payroll Register Sample

Check Dates:  07/03/2021 o 07/17/2021
Pey Period:  07/04/2021 to 07/18/2021

Code Code Tax Stabus 126231

1R FIT®W Federal Incom  M-0 e lar

GTL MED Medicare Datd 1/1272016

Eate 27 DR 55 DASDI 1,464.08

Freq (B)BiWeekly MA, Massachusctts -0 1,464.08
Total Earnings Tatal Taxes

- Code _ /s mody  C _ Sums /e i 126659

IRG 210,00 T _ Regular

M 990,00 ; . Date 12722016

w07 1,322.67

1,322.67

Rate  27.0000 GTL
Freq (B)BiWeekiy
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ADP Sample

5.0 WA
Fabx  1451.54
7.7 WA | 467.84 W CHECK ouchert
soot&
.00
1050.00 N- J COMP
&, 0.9 WA 78353 W CHECK Nouchart
Q. o7 O
15,
00
B89 N- P
y4 N\ 1461.54 N/ d
1.461.54 179.48 FIT B5.15 MA B51.51 W CHECK 2.38 /D DENPRE Vouches
87.08 as) 200.00 L LOAN 54.60 | M MEDCAL pgma n]
) 2.5 MED
Rale:  1461.54 \ 00
DEPT TOTAL 240.00 REG 4,533.08 REG w0 or~—" 50148 AT 3,400.21 TOTAL DEDUCTIONS 4 Pays O
om o0 o 00 EARNINGS 3 00 EARNINGS 4 273,88 58 00,
.00 HOURS 3 .00 EARNINGS 5 4.553.08 GROSS 64,07 MED |
00 HOURS 4 . 184.28 BTATE |
NEMO AIALTOS: 4,6559.08 _J_COWP #.85 K _MAICH 119.92 P POPBEN
STATUTORY DED. ANALYSIS: 15420 02 WA
VOLUNTARY DED. ANALYSIS: 4.72 D DENPRE 0231 K 401K § .00 L LOAN 109.20 M MEDCAL

3,083.04 W CHECK

m R Batch : 2249-010
Payo et o P

© 1S e Prosrg, e
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Paychex Sample

COMPENSATION REPORT CHECK DATES 02/03/2017 TO 02/17/2017 03/08/2017
PERIOD BEGIN 01/15/2017 PERIOD END 021 1/2017 PAGE 1
EMPLOYEE NAME HOURS GROSS FEDERAL ORSDL STATE LOCAL TAXES | HET PAY
EMP ID 5 5 KO. ERBNINGS EIC| MEDICARE sp1 OTHER DERUCTS | CHECK KO
) N
go.00| [/ 3243.38 601.60 258,24 184.19 0.00 1104.42 2.00)
02/03/2017 4449.10 0.00 §0.39 0.00 0.00 2838, 93 DIRDEE
RESULAR 55.454 72.00) 3992, 40 » Ll cHEdxING 1 2925.83
E HOLIDAY 55.450/39( 443,60 B 8T GTL [couT) 13.10
E 125 — -183.85
E  3H COST OF HEALT-M 735.78
E GT GTL (IM)  »$50 11,10
E K1 4038 EE -221.80
E MP MED FEA $12% -100.00 /
80.00 &43.35 601, 60 258,24 164,19 0.00 1104.42 0,00
02/17/2017 1449.10 0.00 60.30 0.00 o.00| 2838.93 DIRDEP
55,450 72.00’ 3992.40 D €1 CHEQKING I 2825,83
E 55,450 8. 443,60 b BT GTL |(ouT) 13,16
E 125 -183,95
E 3H COST OF HEALT-M T35.78
E 6T OTL (IN)  >3550 13.10
£ K1 403B EE -221.60
E MPF MED FSA 85125 —100.00
_________________________________ N 41|
160,00 @6.7‘0 120320 516.438 368,38 0.00 2208.84 D}
8898, 20 0.00 120,78 n.00 0.00 5677.85
REGULAR 144, 7984, 80 0 €l CHEQKING 1 5651.66
H HOLIDAY 8.00) 443,60 0 GT GTL |{ouT) 26.20
E\. O OTHER 8.0 443,60
E DICAL 5125 / -367.90
E  3H COST 1471.56
E G©T GTL (I} >550 26,20
E Kl 4038 EE -443.50
E MP MED F5A 5125 200.00 j
|

PAYCHEX INC.
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Invoice Backup: Other Direct Cost

 Meals/Client Food Line Item Reimbursement Request:

— Must include a detailed receipt for
* The type of food purchased
» The purchase amount
« The date of the purchase

— Must include proof of payment
* No reimbursement will be made without proof of payment

* A bill may be submitted if the payment has been charged at the time of
purchase

— Food consumption must be related to program activities as
described in your approved Scope of Service

— Food Line item expenses must also be reasonable

21
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Food Purchase Receipt Sample
@ BROADWAY CATERING & ICE CREAM CO. I %;ﬁ:%“ﬁ:mm

506-753-3233
es Tereinal To: QTS

= - M TS £ 196 Receipt of
Busjlless "~ sowpov CASH C.00 | CHARGE | ON ACCT, | MOSE. RETD. | A0 OUT sarer ST, aCtual
Name ' ' ANOUNT
G : pburchase
c o [AZESI I R
i;{’m i \ _Raua = A - s
I 3 = i APPROVED
[ ls:m’b = !
— ] i CUSTONER COPY
4 Ceffpe — T\'A @ ; |
eﬂi' - B s S ,EJ a"‘“: 1:
—_ =2 |
B i = - G’(j : iy
E RECEVED -1 /07 7~ - > \\%f( — ‘
— 1
——
; )
~ DAJEPAID_L ULt T O
CHECKH. i
AMEUN’T PAID. B2 —— = e
AECENVED BY 7 | 1‘?(3‘_]‘}]_ :
4535 Alchmmrﬂruumﬂp:oﬁsms‘lmummnmuymsh:rHANK YOU

Both of these and list of participant names must be submitted
with request.
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Invoice Backup: Other Direct Cost

- Staff Travel Reimbursement Request:

— Must include a copy of the Travel Request Form with
* The date and purpose of travel
* The destination traveled (to and from information)
« The signature of both the staff and the staff supervisor

— Must include copies of parking and toll statements

— Must include proof of payment
* No reimbursement will be made without proof of payment

* A bill may be submitted if the payment has been charged at the time of
travel

— Mileages for staff travel are reimbursed at $0.56/mile (IRS rate)

23
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Staff Travel Sample

STAFF MILEAGE EXPENSE FORM
DATRE:

Required
oo I ccrcoss s B

! PRDGRAMq AMOUNT: §5] 74
Requlred Travel From Where Purpose of | Number of Amonnt
Dates to Where . Travel Ililes

11/8/16 $.11.10
/8/ 22
11/16/16 g 300
11/21/16
/21/ & F300
11/25/16 17 £8.50
11/28/16 22 K
#3000
11/29/16 | &
11/30/16 & 5300
11/30/16 & 4,04
|
11/30/16 500
TOTAL S| g5 e
Approved By: Date:

Received By: Drate:
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Staff

Travel Sample

(7123

Thanks for .. oY

February 8, 2017 at 11:29 AM

Thanks for ridiny, Y
February 6, 2017 at 1:22 PM

Ride Details
Lyft fare (2.37mi, 11m 22s) $8.87
==l viscowor [N 5867

L RHEsEME

11:29 AM
Boston

® Pickup

11:40 AM
, Boston

@ Dropoff

Ride Details

Lyft fare (2.88mi, 15m 33s)

1:22 PM
t, Boston

@® Pickup

1:37 PM
Boston

@ Dropoff

25
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Staff Travel Sample

IMPUKIANI:  Please provide this purchase order number when placing your order.
Vendors MUST include this purchase order number when billing AAC. v
PURCHASE ORDER FORM ) _ . 72937 /1
u/ Other approval: PC Initials: 7.!
Purpose
Date | of Travel From To Amount
> -- Street, -Street,
I'will be using i
g | 2/6/2017 Boston Boston 5 8.60]]
Finance is to:
g Cut a check - receipt or invoice is attached
Wait for bill from vendor then pay Stre Et; tre Et;

(] Credit Cord Charge 2/6/2017 Boston Boston 5 8.7

Purchase orders must be submitted by 3 p.m. on Friday | . ]

to be included in Monday’s check run. .- Total: $ i73.43
Put the check: Finance use:
7 In my mailbox . ‘ .
Vendor number Invoice amount
|:| Mailit [ | With attached form . / 7 657
O Gieto Desciption vicenumber | 36 37
Invoice date PO number # 7 2 93 ?
Please note: unless indicated check will be mailed. Due date

'WHITE: - Give to Finance YELLOW: - To Staff
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Invoice Backup: Other Direct Cost

 Program Supplies Reimbursement Request:

— Must include a copy of the original vendor invoice
» Description of purchased items
» Total amount to be reimbursed

— For split payments, the portion of E&O funding request for
payment must be clearly labeled

— Must include proof of payment
* No reimbursement will be made without proof of payment

« A bill may be submitted if the payment has been charged at the time
of purchased

* No tax payments are allowed under this funding
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Program Supplies Receipt Sample

R e {Page 1)
UG 012018 BM
; ' - Delivery Address Invoice Number: 136334016

Customer Number:
Reference Number:
Irvoice Date:

Dug Date:

PO Number:

Order Date:

Order Number:
Order Method:

W.B. MASON CO., INC.
59 Centre St - Brockton, MA 02301
Addrass Sarvica Requested

888-WEB-MASCON www.wbmason.com

s 7 oy cde o ok ok ok oW R ok

) (0 13 EU LY TV G T 1 | TR TEEEE | B T [T

W.B. Mason Fadaral ID #: (04-245584 1

Important Messages

Sign up for Paperless Invoicing at wbinason.com/paperiess. Your Registration Code; 5637643039~ - -

Now you can access and PAY your W.B. Mason Invoices online!
Use the Registration Code abave to activate Paperless Invoicing for your account. Sign up today to view your

account statement, pay invoices, and reduce cluiter of paper invoices piling up on your desk.
-E-mail notifications let you know when new invoices are ready to view
-Access your account's full invoice history and pay invoices with a credit card on wbmason.com
Registration is quick and easy at www.wbmason.com/paperfess

gk

Receipt should include:
-Description of items
- Quantity
- Amount for

reimbursement

ITEM NUMBER DESCRIPTION /4 uiM W EXT PRICE
AVEDSA1E LABELFILE, FLDR,AST, 252PK / 3 ’? > 255 777
UNW12113 FOLDER MLA, 1/2 CT,LTR, 100BX(1103){8SN17535) ! & 5.99 5.99
LMKEM 20 HILIGHTER,BROAD ASST 3 Dz 3.56 10.65
UNY35210 ENVELOPE, 10 (4 1/8X9 1/2) 24W REG DIAG V-FLAP 2 BX B.15 1830

(QUACO125)
MMMEZ00K12 TAPE.HIGHLND 34"X1000.CLR 12 PK 1 PK 10.90 1068
HAMBET0D PAPER,GREAT WE,LTR 20#RCY 4 cT 4132 165.28
-] Unv20830 PAD,LGL RULD,PERF,LTR.WH, 12PK 1 0z 7.98 789
SUBTOTAL: 226.97
TAX & BOTTLE DEPOSITS TOTAL: 0.00
ORDER TOTAL: 226.97
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Proof of Payment

B222016 408 10PM —

Paga 7
Invoice Expense Allocation Report
CC
Vendor Mama Transaction Date Description
Tax ldentification Nurmber Transaction Number Transaction Type Status Account Number Account Description Amount
W B Mazon Co Inc
136334016
W E Magon Co Inc TRa2016 1-53010 Oiffice Supplies 226,97
MM 136334016 Tovoice Approved
Project ID Project Description Amount
G310 22697

E&Ec

Tatals for 138334016; 322697
Totals for W B Mason Co fno: §226.07

29
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Split Supplies Payment Receipt Sample

== —

S FOST OFF IGE
mesnemmeesy . o= achuselis

Sales Recolipt —————
Product Sals Unit Fitwnl
Description iy Price L Tt

T o

_____ E&O: §5.00 €

.80 0.

If you are splitting your

S —mmooees supplies order among other
oL st a0 grants, please list how much
LETED ofY o— . . )
ramum T ~3iEa is being paid by the E&O
CAMEELOGE MA 2140 =1 .10 ° .
€0 e T T _RW' #6.05 funding and the other
Tsswa PWI: el o sources.
DAMBRIDOT ML oEvaa 170
Lorgs Emv '— _______
Tssue PYWI; T &1.i0
BOSTON WA 2418 3 I
| Zaona—1 First-Class
v YaTEs oY -_—
I Issus PYI s i__;:_.‘l_i'l;
e LSEn i 2870 o s0.90
LaTgn oov -
T=sLmem PV ____““E_BTZE
Tatal: TTTE11.05
Padd B -
Cash =0
Chvanae e = =

] 'EIrEIBr stamgrae ak wsps .ocorshon ar
SRR LT ARRT R =] p= !
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Invoice Backup: Other Direct Cost

* |Incentives Reimbursement Request:

— Must include a copy of the original vendor invoice
» Description of purchased incentives
« Total amount to be reimbursed

— Must include proof of payment
* No reimbursement will be made without proof of payment

« A bill may be submitted if the payment has been charged at the time
of purchased

* No tax payments are allowed under this funding

Please note:
— Incentives are defined by the program’s Scope of Service

— Cash Stipends are not allowed

31
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Incentives Back u

Boston Community Health Center
122 Main Street
Boston, MA 02110

RE: Incentives for Work plan
TO:Jane Doe

FROM: John Doe

Program funds for FY2014 include incentives for program participants as outlined in
our approved work plan. Participants will complete 3 hours of intervention and
appropriated staff. Participants will receive a $20 Gift Card from Target.

Justification for
incentives
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* Order Numhar:
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felurn procadures, call 1-800-5GHFTS6, All GlCGards are deemed pamhasudbm and saved fram the %l‘ah of Minnesota,

Target GiftCard Team %  Mall Slop TFSZBH * 3701 Wayzata Bivd % Minnea'polis, N 55416
Fhone: 1-800-5GIFTS5 %  Fax: 1-800-440-4510  # e-mall: B2B.giftcards@iarget.com )

eceipt for purchase of incentives
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Invoice Payment Processes
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Invoice Submission

Invoices are sent via Email to:
Boston Public Health Commission

IDBIinvoices@bphc.org

* |nvoices must be submitted by the 15th of every month and
are paid within 30 days of recelipt.

« Agencies will receive a reminder email on the 16" if invoices are
not received by the 15,

« A non-compliance email/letter will be sent to all agencies for late
Invoice submissions.


mailto:IDBinvoices@bphc.org
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Budget Revision

* Agencies may be allowed to shift funds between existing line
items from their contract budgets via a Budget Revision Request

 Budget Revisions may be necessary due to the following:
— Evolving service needs
— Needs to use different means to accomplish the original
agreed upon goals and objectives outlined in the Scope of
Services

* In general, adding new other direct cost/line items to contract
budgets is not an acceptable request

« Contract budgets may only be revised with the written approval of
the Boston Public Health Commission, Education & Outreach
Office, Senior Program Coordinator.
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Budget Revision Submission

 Budget Revision requests including all required back-up
documentation must be emailed to:

Greg M. Lanza,

Senior Program Coordinator
Education and Outreach
Community Engagement Division
Boston Public Health Commission

glanza@bphc.org

 The last day to submit a Budget Revision request to BPHC for
FY 2022 is April 1, 2022

« Budget revisions after this deadline will only be made to fill vacant
positions or to make title/name changes


mailto:glanza@bphc.org
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Budget Revision Process

STEPS:

1. Agency emails a Budget Revision request packet to the Education & Outreach, Sr.
Program Coordinator: Greg Lanza

2. If approved by the Sr. Program Coordinator, the request is submitted to the Bureau
Director, Dr. Sarimer Sanchez for approval

3. If approved by the Bureau Director, the request is then submitted to our fiscal office to be
processed by the Fiscal Manager: Frantzsou Balthazar-Toussaint

4.  The completed budget revision request is then sent back to your Education & Outreach
Sr. Program Coordinator, who prepares your approval packet

5. The approved packet is then emailed to the agency - Agency at that time is given the
green light to bill BPHC/submit invoices using the Newly Revised Budget

6. If arevision request is denied, the agency will receive a denial letter — Appeal of denied
budget revision requests are made in writing to the Sr. Program Coordinator: Greg Lanza
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Budget Revision Documentation

Each Budget Revision request must include the following:

1. A Budget Revision Request Form (See FY22 Provider Manual)

A Budget Revision Request Form — A form that agencies must complete to
outlines each change being proposed and how it will support the agency in
achieving the funded service goals and objectives

2. A Budget Revision Excel Form

A current budget with the proposed changes made in the same format as
the award budget. The proposed changes should be listed to the right of
each personnel and/or other direct cost line items in the excel template. If
the budget revision does not match the most up to date award budget, it
will be returned to the agency (FY 2022 Provider Manual)

1. Supporting Documents

For new hires, provide:

UA resume showing qualifications

UProof of annual salary such as an offer letter or payroll statement
UBrief description of the position’s duties and responsibilities as they
relate to the funding
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Budget Revision Exceptions

A formal Budget Revision request is not needed Iif the following is
true:

* The request s to replace a TBD/TBH line with the name of a new

employee at the SAME salary, FTE, and months that was originally
proposed

* If moving expenses 10% or less from line to line

 If changing the title of an employee while leaving everything else the
same

If any of the above exceptions apply, an agency only needs to submit
the Budget Revision Request form to justify your proposed request
with the necessary supporting documentation.
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Budget Revision Request Form

BOSTON

PUBLIC . . .

HEALTh Community Engagement Division/Education & Outreach
Budget Revision Request Form

Fiscal Year 2022

Agency For BPHC Use Only Date Initial
Service Category Program Review/Approval
Date of Request Bureau Direct Approval
Is the Budget Revision a resubmission? [ Yes O No Fiscal Processing
Approval Letter Sent

1. Change of Position, FTE, Salary, and Titles: Include only the adjustment, removal, or addition of employee. Complete the Budget Revision Excel Form to account for financial
adjustments. Do not include additional lines created from line-item splits in the excel document on this form. Check yes to indicate a line was split for the respective
position.

P

Line Split Start End Position Personnel Name Reason for Change

[ Yes
[ No

[ Yes
[ No

[ Yes
O No

[ Yes
[ No
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Budget Revision Request Form

2. Changes of Oither Direct Cost or Administrative Cost: Include any budgetary adiustments.

Line Item Current Budget MNew Budget Reason for Change

+ 3. Supporting Document: Check yves for supportmg documents attached with thes form.

Attachment | Document Type SO e
[l Yes Offer Latter

[l Yes Job Descripton

O Yes Resume

O Yes Quotes or estmates
L Yes Vendor Description

Ll Yes Payroll Forms

Ll Yes HHS Negotiated Rate
L Yes Orther:

L] Yes Orther:

L] Yes Orther:

L Yes Other:
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Budget Revision Request Form

4. Signatures: Sign this document by completing the section below.

MName of Authorized Representative
Title

Email

Signature

For BPHC use only:

Sr. Program
Coordinator Review

Burean Director
Review Comments

Fiscal Review
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Budget R

evis

Boston Public Health Commission

on Excel Form

Community Based Prevention

FY 2022

July 1, 2021- June 30, 2022
(Agency Name)
Education & Outreach

Budget Revision Request

Direct Cost Personnel Salary FTE Mos
Program Coordinator Jones $35,000 0.75 12
Valdez
Program Coordinator Davis $32,000 1.00 12
Peer Leader Brown $25,000 0.25 12
SUBTOTAL 2.00
FRINGE 29.30%

Other Direct Cost
Office Supplies
Educational Supplies
Food

SUBTOTAL

PERSONNEL TOTAL

DIRECT COST TOTAL

New

Annual Change Salary

$26,250 ($19,688) $35,000

$22,313 $35,000

$32,000 ($2,560) $32,000

$6,250 $0 $25,000

$64,500 SUBTOTAL
$18,899 FRINGE

$1,000 ($84)
$200 $0
$500 $0

$1,700
$85,099

SUBTOTAL

DIRECT COST TOTAL

New
FTE
0.75
0.85
0.92
0.25

2.77

29.30%
PERSONNEL TOTAL

New

Mos

h

3
9
12
12

EXAMPLE

New
Annual
$6,563 Prior staff
$22,313 New staff
$29,440 Current
$6,250

$64,565
$18,918

$916
$200
$500

$1,616

HHS Indirect Approved Rate

BPHC Community Based Prevention Indirect Cap

INDIRECT SUBTOTAL

DIRECT COST TOTAL
INDIRECT COST TOTAL (12% Cap)

69.50%

12%

E&O SERVICE AWARD TOTAL

Annual
$10,212

$10,212

$95,310

$0

INDIRECT SUBTOTAL

12.00%

$10,212

$85,099
$10,212

$95,310

Current Budget

Proposed Budget
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Budget Revision Example

In this example, Program Coordinator Jones has left the agency after 3 months on the E&O
contract. Program Coordinator Valdez has replaced Jones for the remaining 9 months of the
fiscal year. The agency has decided to raise the new Program Coordinator's FTE from .75 to
.85 on the contract. In order to cover the additional dollars, the agency had to reduce
Program Coordinator Davis’s FTE from 1.0 to .92 and remove $84 dollars from their Office
Supplies line to put into the new Program Coordinator's line. The agency’s original budget is
reflected in the first six columns. Items and staff names may be added if new staff has been
hired. For example, a new line has been inserted to reflect the hiring of Program coordinator
Valdez.

Following are terms related to budget revisions. “Change” is the difference between the
Annual and the New Annual (Change = Annual - New Annual). “New Salary” is the Full Time
Equivalent (1 FTE total) salary. If there is a salary adjustment from the original “Salary,” back-
up documentation is required (e.g., hire letter). “New FTE” is the new percentage of time that
the position listed will be paid through this contract. “New Months” indicates the new number
of months that the employee will work; the number would differ from the original budget when
a staff person is added or removed from a budget based on hiring or departure. “New Annual”
Is the updated total salary amount that will be paid for by Part A based on changes made to
the salary, FTE, or months in the budget revision. “New Annual” for a staff member who is
being removed from a budget must be the actual amount expended based on monthly
invoices submitted to date.
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Exercise



file://Hq-fs-02/hq2$/PROGRAMS/Education Outreach/COB22/COB Fiscal/3-COB FY22 Provider Training - E&O/Sample Forms/EO Budget Revision Example and Template FY22.xls

Questions?
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Fiscal Team

Regis Jean-Marie, Bureau Administrator
Frantzsou Balthazar-Toussaint, Fiscal Manager
Monica Araujo, Fiscal Coordinator

Sheldon Ramdhanie, Fiscal Coordinator

Soane Monestime, Fiscal Coordinator



