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		DEPARTMENT OF HEALTH AND HUMAN SERVICES 
Health Resources and Services Administration 

CHECKLIST FOR ADDING A SERVICE (CHKLST001) 
	Grantee Name: 

	
	Grantee Number: 

	
	CIS Tracking Number: 






		Questions for Addition of Service(s)

	Unless otherwise noted, responses are required for all questions when requesting to add a Required OR Additional (including Specialty) Service. 

	In this CIS request, you have proposed to add the following service to scope: 
	

	When do you plan to start providing the service(s)?

	

	(mm/dd/yyyy): 

	1. NEED 
Respond to ALL of the following questions to clearly address why and how the addition of the proposed service will address unmet need and further the mission of the health center by maintaining or increasing access and maintaining or improving quality of care for the target population. 
	
	

	1a. How was the need for the proposed service identified (check all that apply)? 

	

	UDS Trend Data and/or a needs assessment indicated a high need for services.
UDS Data Year (20) Needs assessment completed on (mm/dd/yyyy): 
Community asked us to provide the service and provided supporting needs data.
An existing clinic is closing and/or a referral provider is no longer offering the service to our patients and we wish to offer the service directly.
Other (Describe): 
Maximum paragraph(s) allowed approximately: 3 (3000 character(s) remaining)


	1b. Using the most recent UDS data and/or other data specific to your target population and/or service area, describe any demographic characteristics of the current patient and/or target population (e.g. age range and gender(s), and race/ethnicity, as appropriate) that support the need for and/or benefit of the proposed service. 

	

	Maximum paragraph(s) allowed approximately: 3 (3000 character(s) remaining)


	1c. Using the most recent UDS data and/or other data specific to your target population and/or service area, describe any risk factors within the current patient and/or target population not already noted in the demographic characteristics (e.g., occupational, environmental, behavioral, social/cultural, or housing status) that support the need for and/or benefit of the proposed service. 

	

	Maximum paragraph(s) allowed approximately: 3 (3000 character(s) remaining)


		Click "Save" button to save all information within this page. 
	



	
	

	ONLY APPLICABLE FOR ADDITIONAL SERVICES, INCLUDING SPECIALTY SERVICES 

2. MAINTENANCE OF CURRENT SERVICE CAPACITY 
Clearly address how adding this service will NOT eliminate or reduce access to a required service; and/or result in the diminution of the health center's total level or quality of health services currently provided to the target population by addressing ALL of the following questions. 
	
	

	2a. Describe your current capacity and ability, utilizing at minimum the most recent UDS data available, to provide all REQUIRED primary care services (e.g. Preventive Dental, OB/GYN, etc.) either directly and/or through formal arrangements, to the target population (e.g. Is the health center at capacity for preventive dental visits?). 

	

	Maximum paragraph(s) allowed approximately: 3 (3000 character(s) remaining)


	2b. Specifically, utilizing at minimum the most recent UDS data available and if necessary, other data sources specific to your target population and/or service area, demonstrate why this proposed service has been determined to be a priority over any other area of unmet need (e.g. why is the health center adding this particular Additional Service instead of expanding adult preventive dental services?). 

	

	Maximum paragraph(s) allowed approximately: 3 (3000 character(s) remaining)


	ONLY APPLICABLE FOR ADDITIONAL SERVICES, INCLUDING SPECIALTY SERVICES 

3. PROJECTED SERVICE UTILIZATION 
Provide evidence that the proposed service will appropriately focus on the current patient and/or target population by providing the following information about the population that will utilize the new service. 
	
	

		3a.Number of patients projected to be served annually
This is the anticipated number of patients that will utilize the proposed service in the coming calendar year.
	Number: 

(Format: 99)

Data Source Used for Projection:

Maximum paragraph(s) allowed approximately: 3 (3000 character(s) remaining)


	3b. Percentage of projected patients at or below 200% of Federal Poverty Guidelines
This is the anticipated % of patients with incomes at or below 200% of the Federal Poverty Guidelines that will utilize the proposed service in the coming calendar year.
	
Percentage: 
% 
(Format: 9 or 9.99)

Data Source Used for Projection: 

Maximum paragraph(s) allowed approximately: 3 (3000 character(s) remaining)


	3c. Percentage of projected uninsured patients
This is the anticipated % of uninsured patients that will utilize the proposed service in the coming calendar year.
	Percentage: 
% 
(Format: 9 or 9.99)

Data Source Used for Projection: 

Maximum paragraph(s) allowed approximately: 3 (3000 character(s) remaining)




	
	

	3d. Provide a brief narrative description on how the projections in 3a, b, and c were derived.
	
	

	

	Maximum paragraph(s) allowed approximately: 3 (3000 character(s) remaining)


		Click "Save" button to save all information within this page. 
	



	
	

	[image: Note]Note : ONLY APPLICABLE FOR ADDITIONAL SERVICES, INCLUDING SPECIALTY SERVICES 

4. ACCESS AND COORDINATION FOR NEW PATIENTS
For individuals that become new patients of the health center by accessing the proposed new service: 
	
	

	4a. How will these new patients be assured access to the full scope of existing required and additional services the health center provides? 

	

	Maximum paragraph(s) allowed approximately: 3 (3000 character(s) remaining)


	4b. If new patients have existing (non-health center) primary care providers, describe how the health center will coordinate and follow-up with such providers. 

	

	Maximum paragraph(s) allowed approximately: 3 (3000 character(s) remaining)


	5. ACCESS TO NEW SERVICE FOR CURRENT PATIENTS 
Describe the health center's plans to assure all patients will have reasonable access to the proposed new service, as appropriate. 

	

	Maximum paragraph(s) allowed approximately: 3 (3000 character(s) remaining)


	6. SLIDING FEE DISCOUNT PROGRAM 
Will the health center offer its current sliding fee discount program (sliding fee discount schedule, including any nominal fees and related implementing policies and procedures) for the proposed service to patients with incomes at or below 200 percent of the Federal Poverty Guidelines, and ensure that no patients will be denied access to the service due to inability to pay? 

	

		Yes
	No




	6a. Will the sliding fee discount schedule for the proposed service differ from the health center's existing sliding fee discount schedule(s)?

	

		Yes
	No




	If Yes, explain how and why and attach the applicable sliding fee discount schedule for the proposed service. 

Maximum paragraph(s) allowed approximately: 3 (3000 character(s) remaining)

	



		Sliding Fee Discount Schedule (Maximum 6 attachments)

	Select
	Purpose
	Document Name
	Size
	Uploaded By
	Description

	No attached document exists.

	







		Click "Save" button to save all information within this page. 
	



	
	

	7. FINANCIAL IMPACT ANALYSIS 

	

	
		Template Name
	Template Description
	Action

	Financial Impact Analysis 
	Template for Financial Impact Analysis
	


	Instructions 
	Instructions for Financial Impact Analysis
	







	Attach Financial Impact Analysis Document here.


		Financial Impact Analysis (Maximum 6 attachments)

	Select
	Purpose
	Document Name
	Size
	Uploaded By
	Description

	No attached document exists.

	







	7a. Explain how the addition of the proposed service to scope will be accomplished and sustained without additional section 330 Health Center Program funds. Specifically (referencing the attached Financial Impact Analysis, as necessary) describe how adequate revenue will be generated to cover all expenses as well as an appropriate share of overhead costs incurred by the health center in administering the new service. 

The Financial Impact Analysis must at a minimum show a break-even scenario or the potential for generating additional revenue. 

Additional revenue (program income) obtained through the addition of a new service must be invested in activities that further the objectives of the approved health center project, consistent with and not specifically prohibited by statute or regulations. 

	

	Maximum paragraph(s) allowed approximately: 3 (3000 character(s) remaining)


	7b. Is this change in scope dependent upon any special grant, foundation or other funding that is time-limited, e.g., will only be available for 1 or 2 years?

	

		Yes
	No




	If Yes, how will the new service be supported and sustained when these funds are no longer available? Describe a clear plan for sustaining the service.

All time-limited or special one-time funds should be clearly identified as such in the Financial Impact Analysis. 

Maximum paragraph(s) allowed approximately: 3 (3000 character(s) remaining)


		Click "Save" button to save all information within this page. 
	



	
	

	8. STAFFING 
Provide a clear and comprehensive description of the relevant staffing arrangements made to support the proposed new service and to ensure staffing is/will be sufficient to meet any projected patient/visit increases. (The discussion of “staffing” should include non-health center employees if the service will be provided via contract/contracted providers or subrecipient arrangements.) In addition, describe any potential impact on the overall organization’s staffing plan (reference the Financial Impact Analysis as applicable). 

	

	Maximum paragraph(s) allowed approximately: 3 (3000 character(s) remaining)


	9. HEALTH CENTER STATUS 
Discuss any major changes in the health center’s staffing, financial position, governance, and/or other operational areas, as well as any unresolved areas of non-compliance with Program Requirements (e.g. active Progressive Action conditions) in the past 12 months that might impact the health center’s ability to implement the proposed change in scope.

	

	Maximum paragraph(s) allowed approximately: 3 (3000 character(s) remaining)


	10. CREDENTIALING AND PRIVILEGING 
How has the health center planned for the appropriate credentialing and privileging of the provider(s) that will provide the proposed service in accordance with PIN 2002-22 ? 

In responding, consider the following: 
· It is the responsibility of the health center to ensure that all credentialing and privileging of providers have been completed BEFORE providing the service as part of their Federal scope of project. This includes services provided either Directly (Column I) OR via a (Column II) Formal Written Agreement (e.g. contract). For services provided via a Formal Written Referral Arrangement (Column III), the referral provider should be able to assure (within the arrangement) to the health center that all their providers are appropriately credentialed and privileged individually. 
· The health center’s current board-approved policy must cover the required verification of credentials and establishment of privileges to perform any new activities and procedures expected of providers by the health center or be updated to do so (for services provided either Directly (Column I) OR via a (Column II) Formal Written Agreement). In addition, a new or updated privileging list approved by the Clinical Director/Chief Medical Officer or other appropriate Clinical Leadership that delineates the specific services and procedures that the provider is privileged to provide on behalf of the health center (i.e. specific to the health center and not other organizations where the provider might serve patients e.g. hospitals) must also be in place. 

	

	Maximum paragraph(s) allowed approximately: 3 (3000 character(s) remaining)


Attach the relevant Clinical Director/Chief Medical Officer-approved Privileging Lists. Note that the attached Privileging Lists Must Address: 
· Typical level of services to be provided on behalf of the health center (e.g. consults vs. procedures and/or a specific list of services) 
· Typical procedures to be provided as part of the service on behalf of the health center (i.e. a specific list of procedures) 
	



		MEDICAL DIRECTOR/CMO-APPROVED PRIVILEGING LIST(S) (Maximum 6 attachments)

	Select
	Purpose
	Document Name
	Size
	Uploaded By
	Description

	No attached document exists.

	







		Click "Save" button to save all information within this page. 
	



	
	

	11. QUALITY IMPROVEMENT/ASSURANCE PLAN 
How will the proposed new service be integrated into and assessed via the health center's quality improvement/assurance and risk management plans? In responding, address the following: 
· Will it be integrated into the QI/ QA plan using existing performance measures be applied to the service or will new measures be created specifically for the new service? 
· Are board-approved peer and chart review policies in place by which any provider(s) of the proposed new service will be assessed? 
· Are risk management plans in place to assure the new service has appropriate liability coverage (e.g. non-medical/dental professional liability coverage, general liability coverage, automobile and collision coverage, fire coverage, theft coverage, etc.)? 

	

	Maximum paragraph(s) allowed approximately: 3 (3000 character(s) remaining)


	12. SERVICE DELIVERY METHOD AND LOCATION

	12a. If the proposed service will be provided via a Formal Written Agreement (Form 5A, Column II) where the health center is accountable for paying/billing for the direct care provided via the agreement (generally a contract) - does the formal written agreement between the health center and the contractor/provider(s) state, address or include: 
The activities to be performed by the contractor/provider in the provision of the service, specifically including: 
· How the services provided will be documented in the health center patient record? 
· How the health center will bill and/or pay for these services provided to health center patients? 

	

		Yes
	No




	
Maximum paragraph(s) allowed approximately: 3 (3000 character(s) remaining)


	List Page #(s) : 

	The time schedule for such activities (e.g. provider hours/schedule)? 

	

		Yes
	No




	
Maximum paragraph(s) allowed approximately: 3 (3000 character(s) remaining)


	List Page #(s): 

		Click "Save" button to save all information within this page. 
	



	
	

	The policies and requirements that apply to the contractor, including those required by 45 CFR 74.48 or 92.36(i) and other terms and conditions of the grant? These may be incorporated by reference where feasible – See the HHS Grants Policy Statement for more information on public policy requirements applicable to contractors at: http://www.hrsa.gov/grants/hhsgrantspolicy.pdf pages II-2 to II-6 

	

		Yes
	No




	
Maximum paragraph(s) allowed approximately: 3 (3000 character(s) remaining)


	List Page #(s): 

	The maximum amount of money for which the health center may become liable to the contractor/provider under the agreement? 

	

		Yes
	No




	
Maximum paragraph(s) allowed approximately: 3 (3000 character(s) remaining)


	List Page #(s): 

	Provisions consistent with the health center’s board approved procurement policies and procedures in accordance with 45CFR Part 74.41-48? 

	

		Yes
	No




	
Maximum paragraph(s) allowed approximately: 3 (3000 character(s) remaining)


	List Page #(s): 

	Assurances that no provisions will affect the health center’s overall responsibility for the direction of the services to be provided and accountability to the Federal government by reserving sufficient rights and control over the services to the health center to enable it to fulfill its responsibilities? 

	

		Yes
	No




	
Maximum paragraph(s) allowed approximately: 3 (3000 character(s) remaining)


	List Page #(s): 

		Click "Save" button to save all information within this page. 
	



	
	

	Requirements that the contractor/provider maintain appropriate financial, program and property management systems and records and provides the health center, HHS and the U.S. Comptroller General with access to such records, including the submission of financial and programmatic reports to the health center if applicable and comply with any other applicable Federal procurement standards set forth in 45CFR Part 74 (including conflict of interest standards)? 

	

		Yes
	No




	
Maximum paragraph(s) allowed approximately: 3 (3000 character(s) remaining)


	List Page #(s): 

	Provision that such agreement is subject to termination (with administrative, contractual and legal remedies) in the event of breach by the contractor/provider? 

	

		Yes
	No




	
Maximum paragraph(s) allowed approximately: 3 (3000 character(s) remaining)


	List Page #(s): 

	
It is the responsibility of the health center to ensure that the agreement does NOT inappropriately imply the conference of the benefits and/or privileges of Health Center Program grantees or FQHC Look-Alikes such as 340B Drug Pricing, or FQHC reimbursement, on the other party.

	

	Attach the agreement for the service (draft agreements are acceptable) here. 
	



		Service Delivery Method and Location A (Maximum 6 attachments)

	Select
	Purpose
	Document Name
	Size
	Uploaded By
	Description

	No attached document exists.

	







		Click "Save" button to save all information within this page. 
	



	
	

	12b. If the proposed service will be provided via a Formal Written Referral Arrangement (Form 5A, Column III) where the actual service is provided and paid/billed for by another entity (the referral provider) and thus the service itself is NOT included in the health center's scope of project but the establishment of the actual referral arrangement and any follow-up care provided by the health center subsequent to the referral are included in scope – is the proposed referred service:

Documented via an MOU, MOA, or other formal agreement that at a minimum describes the manner by which the referral will be made and managed, and the process for tracking and referring patients back to the health center for appropriate follow-up care? 

	

		Yes
	No




	
Maximum paragraph(s) allowed approximately: 3 (3000 character(s) remaining)


	List Page #(s): 

	Available equally to all health center patients, regardless of ability to pay? 

	

		Yes
	No




	
Maximum paragraph(s) allowed approximately: 3 (3000 character(s) remaining)


	List Page #(s): 

	

	Attach the referral arrangement documentation (draft documents are acceptable) here. 
	



		Service Delivery Method and Location B (Maximum 6 attachments)

	Select
	Purpose
	Document Name
	Size
	Uploaded By
	Description

	No attached document exists.

	







It is the responsibility of the health center to ensure that the arrangement does NOT inappropriately imply the conference of the benefits and/or privileges of Health Center Program grantees or FQHC Look-Alikes such as 340B Drug Pricing , or FQHC reimbursement, on the other party. 

		Click "Save" button to save all information within this page. 
	



	
	

	12c. Will the proposed service be provided at an existing site (see Form 5B) and/or Location (see Form 5C) within the approved scope of project? 

	

		Yes

	No, but site or location where proposed service will be provided will be added to scope via a separate CIS Request as appropriate.




	Review PIN 2008-01 for more information on the definition of a service site or other location at: http://www.bphc.hrsa.gov/policiesregulations/policies/pin200801defining.html
Maximum paragraph(s) allowed approximately: 3 (3000 character(s) remaining)


The service must be provided at an approved site within the scope of project, a proposed new site with reasonable access to all available services in the health center’s scope of project, or at a location where in-scope services or referrals are provided but that does not meet the definition of a service site. 



	ADDITION OF SPECIALTY SERVICES ONLY APPLICABLE TO SPECIALTY SERVICES THAT WILL BE PROVIDED DIRECTLY AND/OR THROUGH FORMAL WRITTEN AGREEMENTS (FORM 5A COLUMNS I AND/OR II)

	In this CIS request, you have proposed to add the following specialty service to scope: Service has not been selected.

If the proposed specialty service is approved for addition to the scope of project, health centers are reminded that the full range of services within a specialist's area of expertise may or may not be within the Federal scope of project. Rather ONLY those specific aspects of the specialty service as described within this change in scope request will be considered included within the approved scope of project.

	13. SPECIALTY SERVICE DESCRIPTION 
Describe the proposed specialty service; address all of the following elements. 
· The specialty area (e.g., endocrinology, ophthalmology) 
· IF NOT ALREADY ADDRESSED IN QUESTION 8, discuss the specific level of staffing necessary to implement the proposed specialty service, in particular whether additional staff (above and beyond the specialist provider, e.g. nurses, additional medical assistants) and/or equipment (e.g. echocardiogram) will need to be added to scope and supported under the health center's budget in order to implement the Specialty Service. As a reminder, these costs should be appropriately reflected in the change in scope Financial Impact Analysis. 

	

	Maximum paragraph(s) allowed approximately: 3 (3000 character(s) remaining)

	
	
	

	14. SPECIALTY SERVICE AND SUPPORT OF PRIMARY CARE 
Demonstrate how the proposed specialty service will support the provision of the required primary care services already provided by the health center and function as a logical extension of or complement these required primary care services. 
	
	
	

	

	Maximum paragraph(s) allowed approximately: 3 (3000 character(s) remaining)

	
	
	

	Upload any supporting attachments related to the proposed Specialty Service here. 
	



		Proposed Specialty Service (Maximum 6 attachments)

	Select
	Purpose
	Document Name
	Size
	Uploaded By
	Description

	No attached document exists.

	






	
	
	

		Click "Save" button to save all information within this page. 
	



	
	



	Additional Considerations for Adding a Service to Scope

While the following areas are not specific factors or criteria that will impact the CIS approval process, these are key elements that health centers should have considered or actively planned to address prior to adding a new service to scope: 

	A. Medical Malpractice Coverage Your health center must develop plans for medical malpractice coverage for any new providers including any specialty providers (e.g., extension of FTCA coverage, private malpractice coverage). Respond the following as applicable: 

For grantees deemed under the FTCA, have you reviewed the FTCA Health Center Policy Manual or if appropriate, consulted with BPHC to assure the applicability of FTCA coverage? 

The FTCA Health Center Policy Manual is available at: http://www.bphc.hrsa.gov/policiesregulations/policies/pin201101.html For specific questions, contact the BPHC HelpLine at: 1-877-974-BPHC (2742) or Email: bphchelpline@hrsa.gov. Available Monday to Friday (excluding Federal holidays), from 8:30 AM – 5:30 PM (ET), with extra hours available during high volume periods. 

	

		Yes
	Not Applicable, health center is not deemed or FTCA coverage does not apply.



If you selected “Not Applicable” respond to the question below. 
	

	
	

	For health centers not deemed under the FTCA or if FTCA coverage is not applicable to the service, have you developed a plan for medical malpractice coverage? 
	

		Yes
	No



	

	Briefly explain your response:
Maximum paragraph(s) allowed approximately: 3 (3000 character(s) remaining)

	

	B. Section 340B Drug Pricing Program Participation: Health centers that participate in the 340B Drug Pricing Program are reminded that changes to the scope of project approved by BPHC do not automatically update within the 340B Program’s Database. Health centers should contact the HRSA Office of Pharmacy Affairs to determine whether any updates to the 340 Database are necessary by contacting Apexus Answers at 888-340-2787, or ApexusAnswers@340bpvp.com.

Will your health center complete all necessary 340B Program updates with the HRSA Office of Pharmacy Affairs? 
	

	

		Yes
	Not Applicable, health center does not participate in the 340B program



	

	Briefly explain your response:
Maximum paragraph(s) allowed approximately: 3 (3000 character(s) remaining)

	

		Click "Save" button to save all information within this page. 
	




	C. Facility Requirements: 
Has your health center assured that any/all Federal, State and local standards/accreditation requirements of the facility where the proposed new service will be provided have been fully met (including those associated with CMS FQHC certification)?
	

	
	

		Yes
	Not Applicable



	

	Briefly explain your response:
Maximum paragraph(s) allowed approximately: 3 (3000 character(s) remaining)

	

	D. Reimbursement as a Federally Qualified Health Center (FQHC) under Medicaid and/or CHIP: The Medicaid statute and program guidance require that an FQHC’s Medicaid reimbursement rate be adjusted to reflect changes in the “type, intensity, duration, and/or amount of services” provided. Therefore, a HRSA-approved change in the services covered under a health center’s scope of project may necessitate a change in the health center’s FQHC Medicaid reimbursement rate. In these situations, it is the responsibility of the health center to notify its State Medicaid Agency of the change(s) in services following HRSA approval and prior to billing for the new service. For further information about the process for adjusting rates based on changes in services provided, health centers should contact their Primary Care Association or State Medicaid Agency. 

After HRSA approval of the change in scope but prior to billing for the service, will your health center notify the State Medicaid Agency of any changes to services covered under the HRSA scope of project that may affect your center’s Medicaid reimbursement rate?
	

	
	

		Yes
	Not Applicable



	

	Briefly explain your response:
Maximum paragraph(s) allowed approximately: 3 (3000 character(s) remaining)
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Sample CIS Financial Impact Analysis.xls
Sample CIS Fin. Impact Analysis

		NOTE: This document is provided as an example to assist in creating the required Change in Scope (CIS) Financial Impact Analysis. For detailed guidance, refer to the CIS Financial Impact Analysis Instructions.    While the major revenue and expense cost elements (e.g. personnel, fringe, etc.) are required and the budget presentation must clearly explain each line-item within each cost element, not all of the detailed calculations explaining how each line-item expense is derived (e.g. number of visits, cost per unit) as presented in the sample below may be necessary. Rather, grantees should present as much detail as necessary to explain the major cost element line items as appropriate based on their particular health center's revenue and expenses.		CIS 12 Month Budget (e.g. Isolates impact of Site Addition or Site Deletion; May include positive or negative budget entries based on impact of the CIS)		Health Center Current Total Annual Budget		Revised Health Center Total Annual Budget:      CIS Budget+Current Total Annual Budget        (Column B + Column C)

				MM/DD/YY-MM/DD/YY     (12 Months)		MM/DD/YY-MM/DD/YY     (12 Months)		MM/DD/YY-MM/DD/YY     (12 Months)

		MEDICAL VISITS

		DENTAL VISITS

		BEHAVIORAL HEALTH VISITS

		TOTAL VISITS (Optional-Used to derive Program Income)

		REVENUE:

		PROGRAM INCOME

		MEDICARE

		MEDICAID

		CHIP

		PRIVATE

		SELF PAY

		OTHER INCOME

		STATE GRANTS*

		LOCAL FUNDING*

		OTHER FEDERAL GRANT FUNDING (NON-SECTION 330)*

		FEDERAL SECTION 330 (H80) GRANT (include all 330 funds e.g. 330(e), 330(h), etc.)

		TOTAL REVENUE

		*All time-limited or special one-time funds listed under Other Income should be clearly identified as such in the Financial Impact Analysis.

		EXPENSES:

		PERSONNEL (Optional: Use worksheet in second tab to derive personnel line items)

		ADMINISTRATIVE STAFF

		MEDICAL STAFF

		DENTAL STAFF

		BEHAVIORAL HEALTH STAFF

		ENABLING STAFF

		OTHER STAFF

		TOTAL PERSONNEL

		FRINGE BENEFITS

		FICA (AT 7.65%)

		UNEMPLOYMENT (xx % to $xx,xxx x total Staff)

		WORKER'S COMPENSATION (AUDITED PREMIUM)

		TEMPORARY DISABILITY

		RETIREMENT (xx OF GROSS SALARIES)

		HEALTH INSURANCE ($xx/MO/EMPLOYEE)

		TOTAL FRINGE BENEFITS

		TOTAL PERSONNEL AND FRINGE

		EQUIPMENT

		VARIOUS OFFICE AND MEDICAL EQUIPMENT

		(COMPUTERS, PRINTERS, OTOSCOPE,

		MICROSCOPE, AUTOCLAVE)

		TOTAL EQUIPMENT

		SUPPLIES

		OFFICE

		CLINICAL

		EDUCATIONAL

		TOTAL SUPPLIES

		TRAVEL

		PROVIDER'S CME $xx X x FTE

		CONFERENCES

		STAFF: x Out of State Trips @ $xx

		BOARD MEMBERS  x @ $xx

		PRIMARY CARE ASSOC MTGS x @ $xx

		LOCAL TRAVEL  xx MI @ $.xx/MI

		TOTAL TRAVEL

		CONTRACTUAL

		LOCUM TENENS  @ xx/DAY X x Days

		SUBTOTAL PATIENT CARE CONTRACTS

		CUSTODIAL/HOUSEKEEPING

		IT SUPPORT

		TECHNICAL ASSISTANCE

		SUBTOTAL NON PATIENT CONTRACTS

		TOTAL CONTRACTUAL

		OTHER

		ANNUAL A-133 AUDIT

		BUILDING CONTENTS INSURANCE

		TELEPHONE & INTERNET SERVICE

		POSTAGE

		UTILITIES @ $xx/month x 12 Months

		RENT  @ $xx PER SQ FT/ MONTH x 12 Months

		EQUIPMENT & VEHICLE RENTAL

		OUTREACH

		MOVING & STORAGE

		PAYROLL PROCESSING FEES

		MERCHANT BANK FEES

		RECRUITMENT/RELOCATION ASSISTANCE

		PRINTING & PUBLICATIONS

		LICENSES, FEES, DUES, SUBSCRIPTIONS

		REPAIRS AND MAINTENANCE

		HIT SOFTWARE

		TOTAL OTHER

		TOTAL BUDGET

		SURPLUS/DEFICIT (+/-)





OPTIONAL Staffing Worksheet

		PERSONNEL BY CATEGORY (As Applicable.  If there will be no increase or decrease as a result of the CIS, the Total Salary should be $0.00)		TOTAL FTEs Projected Based on Impact of CIS		AVERAGE		TOTAL SALARY (To Be Used for CIS Budget Personnel Expenses)

				(a)		ANNUAL		(a*b)

						SALARY OF

						POSITION

						(b)

		ADMINISTRATION

		Executive Director/CEO

		Finance Director (Fiscal Officer)/CFO

		Chief Operating Officer/COO

		Chief Information Officer/CIO

		Administrative Support Staff

		MEDICAL STAFF

		Medical/Clinical Director

		Family Physicians

		General Practitioners

		Internists

		OB/GYNs

		Pediatricians

		Other Specialty Physicians

		Please Specify:___________________

		Physician Assistants/Nurse Practitioners

		Certified Nurse Midwives

		Nurses (RNs, LVNs, LPNs)

		Pharmacist, Pharmacy Support, Technicians

		Other Medical Personnel

		Please Specify:______________________

		Laboratory Personnel (Lab Technicians)

		X-Ray Personnel

		Clinical Support Staff (Medical Assistants, etc.)

		Volunteer Clinical Providers (Medical and Dental)				N/A		N/A

		DENTAL STAFF

		Dentists

		Dental Hygienists

		Dental Assistants, Aides, Technicians

		BEHAVIORAL HEALTH STAFF

		Behavioral Health Specialists (BH Provider)

		Alcohol and Substance Abuse Specialists

		Psychiatrists

		Psychologists

		ENABLING STAFF

		Patient Education Specialists (Health Educators)

		Case Managers

		Outreach (Outreach Staff)

		Other Enabling Personnel

		Please Specify:_____________________

		OTHER PROFESSIONAL STAFF (discuss in narrative as appropriate)

		OTHER STAFF (discuss in narrative as appropriate)

		SALARY TOTAL

		OPTIONAL: Use this worksheet to calculate personnel salaries associated ONLY with the proposed change in scope (e.g. new/increased staffing for the new site only) for a 12-month period to populate the Financial Impact Analysis Personnel Salary Line Items (Column B). 
• Salaries in categories representing multiple positions (e.g., LPN, RN) must be averaged. To calculate the average annual salary, sum the salaries within the category and divide that amount by the total number of FTEs.
• Do NOT report portions of salaries that support activities outside the scope of project.
• Do not include contracted staff on this worksheet. These should be recorded in the Contractual line item.
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[bookmark: _GoBack]hgPURPOSE OF CHANGE IN SCOPE FINANCIAL IMPACT ANALYSIS



All change in scope requests must demonstrate that they can be accomplished and sustained without additional section 330 Health Center Program grant funds. 



Therefore, when submitting a change in scope request to add or replace a site or add a service (including providing a service directly as opposed to via referral for the first time), a grantee must provide:



· Evidence that adequate revenue will be generated and/or made available via another funding source to cover all expenses as well as an appropriate share of overhead costs incurred by the health center in administering the new site or service. In general, budget assumptions must also be reasonable and achievable.



· A break-even (worst case) scenario or the potential for generating additional revenue[footnoteRef:1] as documented in the budget presentation. [1:  Health centers are also reminded that additional revenue (program income) obtained through the addition of a new site and/or service must be invested in activities that further the objectives of the approved health center project, consistent with and not specifically prohibited by statute or regulations. ] 






Similarly, a change in scope request to delete a site or service must also demonstrate at minimum, a break-even budget scenario given the potential for a decrease in revenue resulting from the change.



In all cases, if the Financial Impact Analysis budget indicates that additional section 330 Federal grant funds will be necessary to fully implement the proposed change in scope, it will not be approved. 











GUIDELINES FOR COMPLETION OF THE FINANCIAL IMPACT ANALYSIS



· The Financial Impact Analysis must itemize revenues AND expenses of the health center grantee’s total operating budget inclusive of all types of Health Center Program funding that the specific grantee receives (e.g. 330(e) and/or 330(h) funds). Use the budget presentation to clearly explain each line-item within each cost element. NOTE: It is important to ensure that the budget presentation contains detailed calculations explaining how each line-item expense is derived (e.g., number of visits, cost per unit). 



· Do not include funds from pending supplemental grants (Federal or non-Federal) or any other unapproved changes in scope (e.g. a separate change in scope that the grantee has just submitted to add a new service) other than the proposed change in scope associated with this Financial Impact Analysis.



The Financial Impact Analysis must be presented as a line-item budget with THREE COLUMNS (see Sample Financial Impact Analysis) that clearly show the impact of the proposed change in scope as follows:

		COLUMN 1: Change in Scope  

12 Month Budget 

		COLUMN 2: Health Center Current Total Annual Budget

		COLUMN 3: Revised 12 Month 

Health Center Total Annual Budget (CIS Budget + Current Budget) 



		In this column, the grantee will provide a 12 month budget that specifically outlines/isolates the projected impact of the change in scope request on any and all applicable revenue and expense line items.  For example if the addition of a new site is being proposed, this column will isolate out any projected increases/ decreases (positive or negative budget entries)-including if applicable, no change i.e. $0.00 -in staffing, equipment, etc. as well as any anticipated impact on revenue associated ONLY with the new site and not the entire scope of project.



· It is important to distinguish one-time or start-up costs from continuing costs in this column.

· The Change in Scope Budget projections should represent a full year at full capacity. 

· While only a one year budget presentation is required, grantees may present multi-year budgets if they wish.  

		In this column, the grantee will provide the current total 12 month budget (revenue and expenses) for its entire section 330 (H80) approved grant program scope of project. 



· The grantee should utilize the line item budget presentation included in the most recent BPHC funding application (New Access Point-for Newly Funded grantees, Services Area Competition, Budget Period Progress Report) as the baseline for this column’s budget presentation.  

· If the grantee has any APPROVED supplemental grants (Federal or non-Federal) or any other APPROVED and VERIFIED changes in scope (e.g. a new service that was approved and verified as implemented in the scope of project last month) that have impacted the budget since the submission of the last NAP/SAC/BPR application, these may be reflected in this column.

		In this column, the grantee will show a revised total health center 12 month budget, which integrates the proposed Change in Scope request (e.g. shows what the total revised project budget would look like with the new proposed site incorporated).  













REVENUE AND EXPENSE LINE ITEM DEFINITIONS FOR PREPARATION OF FINANCIAL IMPACT ANALYSIS



REVENUE:  The two major classifications of revenues are as follows: 



Program Income: includes fees, premiums, third party reimbursements, and payments generated from the projected delivery of services.  Program income is generally divided into Fee for Service and Capitated Managed Care.

  

Projected Fee For Service Income 

(Medicaid and Medicare): Show income from Medicaid and Medicare regardless of whether there is another intermediary involved.  For example, if the health center has a Blue Cross fee-for-service managed Medicaid contract.  If CHIP is paid through Medicaid, it must be included.  In addition, if the health center receives Medicaid reimbursement via a Primary Care Case Management (PCCM) model, this income must be included as Medicaid: Other Fee for Service revenue.



[bookmark: _Toc149463589][bookmark: _Toc149466043][bookmark: _Toc151375005][bookmark: _Toc151519293][bookmark: _Toc183410698][bookmark: _Toc191879067][bookmark: _Toc257131951][bookmark: _Toc257132594][bookmark: _Toc103425450][bookmark: _Toc103757871][bookmark: _Toc103764521][bookmark: _Toc104021228][bookmark: _Toc103395689](Other Public): Includes CHIP not paid through Medicaid as well as any other state or local programs that pay for visits (e.g., Title X family planning visits, CDC’s Breast and Cervical Cancer Early Detection Program, Title I and II Ryan White visits).



Projected Capitated Managed Care Income 

This applies only to capitated programs.  Visits provided under a fee-for-service managed care contract are included in the fee-for-service income projections. 



FQHC Cost Settlement and Wrap Adjustments: This is the total amount of payments made to the health center to cover the difference between the PMPM amount paid for Medicaid or Medicare managed care visits and the health center’s PPS/FQHC rate. 



Other Income: includes all state, local, the section 330 (H80) grant as well as other Federal grants or contracts (e.g., Ryan White, HUD, Head Start), and local or private support that is not generated from charges for services delivered but that still clearly support the approved section 330 scope of project. It also includes grants for construction, equipment, or other activities that support the project, where the revenue is not generated from services provided or visit charges.  It can also include income generated from fundraising and contributions. In-kind donations may be included but should be on their own line item indicating this. 



· All time-limited or special one-time funds listed under Other Income should be clearly identified as such in the Financial Impact Analysis and the sustainability of the proposed change in scope once this funding ends must be discussed in the appropriate section of the checklist. 



· If these categories do not describe all possible categories of Revenue (Program Income or Other Income, e.g., laboratory, imaging, pharmacy, other professional services), health centers may add lines for additional revenue sources.  Explanations for such additions must be noted within the Financial Impact Analysis attachment.



EXPENSES: Include the following major categories in the Expenses section of the Financial Impact Analysis:



[bookmark: Salary_Limitation]Personnel Costs: Personnel costs must be explained by listed in total by the major personnel categories (e.g. Administrative, Medical Staff, etc.).  Grantees may find it helpful to utilize the optional Staffing worksheet provided in the second tab of the Sample Financial Impact Analysis.  Reminder regarding salary limitations: Per the Consolidated Appropriations Act, 2012 (P.L. 112-74) enacted December 23, 2011, HRSA funds may not be used to pay the salary of an individual at a rate in excess of $179,700 (the Executive Level II salary of the Federal Executive Pay Scale).  Reasonableness and allowability regulations continue to remain in effect.



Fringe Benefits: List the components of the fringe benefit rate (e.g., health insurance, taxes, unemployment insurance, life insurance, retirement plan, tuition reimbursement). The fringe benefits must be directly proportional to the portion of personnel costs allocated for the project.



Travel: List travel costs categorized by local and long distance travel. For local travel, the mileage rate, number of miles, reason for travel, and staff members/patients/board members completing the travel must be outlined. The budget must also reflect travel expenses associated with participating in proposed meetings, trainings, or workshops.



Equipment: Identify the cost per item and justify the need for each piece of equipment to carry out the proposed project. Extensive justification and a detailed status of current equipment must be provided when requesting funds for the purchase of computers and furniture that meet the definition of equipment (a unit cost of $5,000 or more and a useful life of one or more years).



Supplies: List the items necessary for implementing the proposed project, separating items into three categories: office supplies (e.g., paper, pencils), medical supplies (e.g., syringes, blood tubes, gloves), and educational supplies (e.g., brochures, videos).



Contractual: Provide a clear explanation as to the purpose of each contract, how the costs were estimated, and the specific contract deliverables. List both patient care (e.g., laboratory) and non-patient care (e.g., janitorial) contracts. Each grantee is responsible for ensuring that it has in place an established and adequate procurement system with fully developed written procedures for awarding and monitoring contracts.



Other: Include all costs that do not fit into any other category and provide an explanation of each cost (e.g., audit, legal counsel). In some cases, rent, utilities, organizational membership fees, and insurance fall under this category if they are not included in an approved indirect cost rate. This category can also include the cost of access accommodations, including sign language interpreters, plain language materials, health-related print materials in alternate formats (e.g., Braille, large print), and cultural/linguistic competence modifications (e.g., use of cultural brokers, translation, or interpretation services at meetings, clinical encounters, and conferences).   

 

Indirect Costs: Costs incurred for common or joint objectives that cannot be readily identified but are necessary to organizational operation (e.g., facility operation and maintenance, depreciation, administrative salaries). Indirect costs may only be claimed if the grantee provides documentation of an approved indirect cost rate. If an organization does not have an approved indirect cost rate, one may be obtained through the HHS Division of Cost Allocation (DCA). Visit http://rates.psc.gov/ to learn more about rate agreements, including the process for applying for them.  Note:  If your organization claims indirect costs in your budget, you must upload a copy of your most recent indirect cost rate agreement.



If these categories do not describe all possible categories of Expenses, health centers may add additional expense line items.  
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