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Webinar Purpose

« $50 Million have been allocated to provide relief to
Nursing Facilities and Assisted Care Living Facilities across
the State that expanded their staffing resources to treat

patients/residents with COVID-19

« This webinar will prepare you to register for the program

and to create your requests for reimbursement

« The webinar will show you the basic steps of applying for

this program and highlight the required documentation to

do so
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Eligible/Ineligible Expenses

Eligible Expenses

* Hazard pay for staff;

» Overtime pay for critical staff;

» Pay differentials for staff willing to
work shifts beyond their normal
schedule;

» Payments to a supplemental
staffing agency; and/or

» Housing and travel costs for staff to
the extent such is not already

covered by the staffing contract

Eligible Expenses must have been
incurred between the dates of March
4, 2021 and December 31, 2021

Ineligible Expenses Ineligible Uses of Funds
Expenses incurred outside of the » Duplicated funding (Funding for
period of performance (March 4, expenses already paid via other
2021-December 31, 2021 federal funding)

Materials Costs

Lobbying expenses




Registering and Requesting

Reimbursement




SAM.GOV Registration

To Register for Sam.gov, visit the Sam.gov registration
portal

To determine you have all the required information and
documentation, download the Entity Registration Checklist

Visit https://secure.login.gov/ to create an account for
Sam.gov. Once you've created an account, you may return

to Sam.gov to login to register and receive a Unique Entity
ID

*Note first-time registrations may take multiple
weeks; please register ASAP*

Please facilitate your facility’s Sam.gov registration will
remain active the duration of the program



https://sam.gov/content/entity-registration
https://iae-prd-videos.s3.amazonaws.com/pdf/entity-checklist.pdf?X-Amz-Algorithm=AWS4-HMAC-SHA256&X-Amz-Date=20221212T210745Z&X-Amz-SignedHeaders=host&X-Amz-Expires=86399&X-Amz-Credential=AKIAY3LPYEEX3RP4EDU2%2F20221212%2Fus-east-1%2Fs3%2Faws4_request&X-Amz-Signature=15e643f94bf3fffa0f32295de4fa8c2846caeea29ff439d28019dc89ec845e47
https://secure.login.gov/
https://sam.gov/content/entity-registration

Edison Registration

Access the grantee portal to sign up for the State of
Tennessee's Accounting System, Edison

Registering for Edison is required for your facility to

receive funds from the State.

To register in Edison, you will need:

Contact information

Facility name and license number
Tax Identification Number

W-9



https://stateoftennessee.formstack.com/forms/tdh_vendor_signup

* You will receive the following email notifying you of your
eligibility for this program

— To register for the program, click the link in the second paragraph
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Login

 After following the link, you will find yourself at the below
page:

— Create a password that you will use to login with in the future

Change Password

User name:

Test.User01

Current Password

Password Requirements:

- Minimum & characters

- Maximum 100 characters

- Atleast 1lowercase letter(s)

- At least 1uppercase letter(s)

- At least 1digit(s)

- At least 1special character(s)

- Mo repetitions more than 3 character(s)

- Mo sequence more than 3 character(s)
- Nouser data like first name, last name,
username, and company name

Mew password:

Confirm Mew Password:
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Registering Your Facility

« On the Facility Requests tab, click the “Add New Facility”
button to begin the process of registering your facility

— Once you've completed your registration, you may use the
following link to continue logging into the platform

Welcoms ComnorHives.  Logout
Health
g-Term Carp S2affi
HiTes Facility Hequests Program Creered Help & Suppor

crnczaer Lon rog Azziztance Program
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Entity Type and Facility TIN

Please provide your entity type.

— Examples include Sole Proprietorship, Partnership, C-Corporation,
S-Corporation, Non-Profit Entity, and Limited Liability Company
(LLC)

Please also provide your facility’s Tax Identification

Number

l Facility Detalls 2 Grant Acknowledgments/Attestations 3 Grant Agreement 4 Subgrant Award Letts

Facility Details

If for any reason you need fo stop or log out, please scroll down and click on the Save Draft button at the bottom right of your screen, and all the information entered will be
saved for the next time you log back into your application.

*Denotes required field
Is the facility a Nursing Home or an Assisted Care Living Facility? *

@ Nursingome (7)) Assisted Care Living Facility

If your facility is both a Nursing Home and an Assisted Care Living Facility, and you have received a separate grant for both, you will need to enter a separate application entry for

each facility category.

What is the entity type?

Partnership w

123-45-6789

What is the facility's TIN (Taxpayer Identification Number)? *




License Number

« Please enter your entity’s license number

« Once you enter your license number, click “Get Facility
Data”. This will auto populate your Facility Name and

13

Facility Address

License Number:*

Facility name*

Will populate after Facility Search

Facility Address*

Will populate after Facility Search

e

Get Facility Data




Additional Contact Info

- Please provide additional contact information for primary
and secondary contacts including:
— Name
— Phone number
— Email
— Title

14
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Attestations and Agreements

You will be required to attest to and acknowledge
statements relating to use of the funds and reporting

You will be asked to sign a Grant Agreement

These documents are required for all grantees and grants
may not be funded prior to the completion of these
documents




Attestations and Agreements

TEMMESSEE LONG-TERM CARE STAFFING AS5ISTANCE PROGRAM ELIGIBILITY CERTIFICATION AND ACCEPTAMCE OF AWARD COMDITIONS

I, CONNOR HAYES, AM THE MR OF THE WATERS OF CLINTOM [“GRANTEE™}, AND | CERTIFY THAT:

) ©

8 88

8

LR

TTTERTER]
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| have the suthority on behall of this organizalion o request grant payments from the State of Tennessee ["State") for federal funds appropriated pursuant to section 503 of the Socisl Security Act, a5 amended by
section 9901 of the American Rescue Plan Act of 2031, Pub. L. No. 117-2, div. &, Title I (Mar. 11, 2021).°

| understand that the State will rely on this certification as a material representation in making grant payments to the organization. *

| scknowledge that | have received the conditions under which American Rescue Plan Act [ARPA] funding was swarded and acknowledge those responses will become part of the decumentstion that governs my
award, *

| acknowledge that the crgandzation shall keep records sufficlent to demonstrate that the expenditure of funds it has recelved Is in accordance with section 503 of the Social Security Act.®

| acknowledge that all rexords and expenditures are subject to audit by the United States Department of Treasury's Inspector General, the Tennesses Department of Health, and the Tennesses Comptroller of the
Treasury, or ils designes, *

| scknowledge that the srganization has an affirmative obligation to identify and report any duplication of benefits. | wnderstand that the State has an obligation and the authority to deobligate or ofset any duplicated
eemedits. *

| acknowledge and agree that the organlzation shall be Hable for any costs disallowed pursuant to financlal or compliance asdits of funds recedved.
| scknowledge that the organization's proposed uses of the funds provided as grant payments from the State by federal appropriation under wection 603 af the Social Security &t will be used only to cover those ool
that: [(a) are necessary expenditiures incurred dise Ba the public health emergency and governor’s disaster declaration on April 2, 3030 with respect to the Coronavirus Disease 2019 [0OVID18); and (b) were inourred

during the pericd that begins on March 4, 2021 and ends on December 31, 2021, °

| acknowledge that an invaice under this program shall include only reimbursement requests for actwal, reasonable, and necessary expenditures required in the delivery of service described by the Grant Agreement
and shall ke subject to the Grant Budget and any other provision of the Gramt Agreement relating to allowable reimbursements, *

| acknovwledge that an invaice under this program shall mot inclisde any reimbursement regiaest for futiire sxpenditires, *
| acknowledge that information pertaining to this grant award, my crganization's participation in the program, and ongoing perfformance will be made availlable to the public via a web-based portal. *
| 'will comply with all applicable requirements of all other federal laws, sxecutive orders, regulations, program and sdminkstrative requirements, policies, and any other requirements governing this grant award. *

| understand Uhat failure to comply with any of Uhe above assuramces may resull in suspension, lermination, or reduction of funds in this grant award,




Creating new Request for Reimbursement

* Once logged in, you may create a request for
reimbursement

- To create a request for reimbursement, navigate to the
Facility Requests and click “Submit Request for
Reimbursement” Button

Welcome Conmar Haves  Lesaul
_. Health
Termenses Loeg-Term Care 52 Ming Aasintanos Pr
Bl Facilny Reguests Program Dhverview Help & Suppt

17



Total Costs Incurred
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Please enter the total requested amount in the “Total
Amount Requested” Field

1 Expense Dotakls

Expense Details
If for any reason you need to stop or log out, please scroll down and click on the Save Draft button at the bottom right of your screen, and ol the information entered will be
saved for the next time you log back into your apglication.

*Denotes regquired field

Total Amount Requested



Documentation Upload

« Once you've indicated the total amount you'd like to
request for reimbursement, please upload all required
documentation for each expense type ( Existing Staff or
Contracting Costs)

— Note: Existing staff and contracting expenses have distinct
requirements for documentation; please determine you have all
required documentation for your respective expense type.
Required documentation is on the following slides

19



Required Documentation:

Existing Staff
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Required Documentation: Existing Staff

Claim Summary Template

Grant Budget Form

Relevant Payroll Policy (hazard pay policy, overtime pay policy, pay differential
policy)

Approved/Verified time for each claimed employee for each day claimed

Payroll documentation detailing the claimed employee’s wages and benefits
(pay stubs, payroll registers showing names but no social security numbers)

Proof of payment for each claimed employee for each claimed pay period

Bank statement(s) showing funds being disbursed from the Grantee’s bank account to the
employee via ACH with corresponding employee listing showing disbursement of funds;

Cancelled Checks;
Front and back of check with back of check showing third party verification of processing; OR

Front of check with corresponding bank statement showing payment from Grantee’s bank
account to employee, typically through a payroll register



Claim Summary

The claim summary template will be downloadable from the upper-right portion of the
Facility Requests page, as well as under the “Documentation Requirements” portion of
the Program Overview Page

Annual Baze Salary ‘Weekly Hours and Rate (If applicable) Taotal Total Elighle Total |
Amount Total Regular and Ineligible |Regular and Ineligible | Total Regular and Hazard Hazard PawlCOVID- Total Hazard OT Hours 0T Rate Total OT OT Fringe | OT Fringe Total OT igi Employee Pay Employee
Expected Differential Hours Differential Rate Ineligble Differential | PalCOYID-19 |19 Differential Rate PaylCOVID-19 B: Amount Amount
0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
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Grant Budget Form

The Grant Budget Form will be downloadable from the upper-right portion of the

”

Facility Requests page, as well as under the “Documentation Requirements
the Program Overview Page

portion of
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'e of Tennessee Departmen ea ursing Home Assistance Program SALARIES AMOUNT
APPLICABLE PERIOD: The grant budget line-itemn amounts below shall be applicable only to expense incurred during the pericd SPECIFIC. DESCRIPTIVE. DETAIL {REFEAT [Longevity. i
e | ; - | | . S0.00
beginning March 4, 2021, and ending December 31, 2021. ROW AS MECESSARY) applicable)
[ ROUMDED TOTAL 50.00
Oaject EXPENSE OBJECT LINEITEM CATEGORY '
Line-ttam GRANTEE
(detall achedulels) atiached as applicabis)
Rats GRANT CONTRACT PARTICIPATION TOTAL PROJECT
s PROFESSIONAL FEE/ GRANT & AWARD AMOUNT
. 2
' Selarizs $0.00 30.00 $0.00 SPECIFIC, DESCRIPTIVE, DETAIL (REFEAT ROW AS NECESSARY) $0.00
2 ROUMDED TOTAL £0.00
Benefits & Taxes $0.00 $0.00 $0.00
4,15 Professional Fea/ Grant & Award z
$0.00 $0.00 3000 TRAVEL/ COMFERENCES & MEETINGS AMOUNT
Supplies $0.00 $0.00 $0.00 SPECIFIC, DESCRIPTIVE, DETAIL (REFEAT ROW AS NECESSARY) $0.00
: ROUMDED TOTAL $0.00
s Telephone $0.00 $0.00 $0.00
T Postage & Shipping
$0.00 30.00 $0.00 INTEREST AMOUNT
8 Docupsncy $0.00 $0.00 $0.00 SPECIFIC, DESCRIPTIVE, DETAIL (REFEAT ROW AS NECESSARY) 50.00
. . ROUMDED TOTAL 50.00
Equipment Rental & Maintenance $0.00 $0.00 $0.00
" Printing & Publicatio
! iming & Fublestons $0.00 $0.00 30,00 SPECIFIC ASSISTAMCE TO INDIVIDUALS AMOUNT
112 Travell Conferances & Mestings” 5000 000 5000 SPECIFIC, DESCRIPTIVE, DETAIL (REFEAT ROW AS NECESSARY) £0.00
5 ROUMDED TOTAL $0.00
: Interast $0.00 $0.00 $0.00
" Insurance £0.00 $0.00 $0.00 DEFPRECIATION AMOUNT
- . ) 2 SPECIFIC, DESCRIPTIVE, DETAIL (REFEAT ROW AS NECESSARY) $0.00
Specific Assistance To Individuwsls’ $0.00 $0.00 $0.00
ROUMDED TOTAL $0.00
7 Deprecistion *
P $0.00 30.00 $0.00
e Other Non-Personnel 2 $0.00 $000 $0.00 OTHER NON-PERSONMEL AMOUNT
- ] 2 SPECIFIC, DESCRIPTIVE, DETAIL (REFEAT ROW AS NECESSARY) 50.00
Capital Purchase $0.00 $0.00 $0.00
ROUMDED TOTAL 50.00
2 Indirect Cost (% and methaod) $0.00 $0.00 $0.00
» -Kind Expense CAPITAL PURCHASE AMOUNT
‘“ Irekind $0.00 $000 50,00
CRAND TOTAL SPECIFIC, DESCRIPTIVE, DETAIL (REFEAT ROW AS NECESSARY) £0.00
$0.00 0.0 $0.00 ROUNDED TOTAL 50.00

TN
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Timesheets

HE2020

SimplaCity Time & Atlandanza

HName

Department

40 hours Employes 4

SUDEWISOri

ATimecard Verified Regular Hours 474 .5

08:00 A

08:00 AM M
Out 08:30 AM 09:00 aM
Clocked Hours 24.5 25 49.5
Regular Hours 24.5 155 40
Weekly OT 9.5 9.5
Nates Il o | ] ] Cl O

07:45 AM

08:00 AM
Dut| 09:30 AM 09:00 AM
Clocked Hours 25.75 25 50.75
|| Reguiar Hours| 25,75 14.25 a0
Weekly OT 10.75 10.75
Notes C [} [ O O O

Clocked Hours

| Regular Hours —J"
Weakly OT 20.25
Taotal Hours 100.25

Employes Signaff Q Done
Primary Approval @ Approved

secondary Approval W Approved

a4 © ‘e"ré-()r_%r.
1h .
el = 1T

*Approval provided®




aystubs

Emplgvee.  Joga 239198 |
1 a2z
- o H# 144 G4
I0T20 AM22a Sddd | Deposit Amt 1.585.62 3383
[ | 108,83
1,508 82

Pay Information:

Armount

iption
OVERTIME X 1.5

911 200 £0.0000 130.00
CALL BACE 1.00 215 . 0000 219 .00
rmmml.x TRy .00 18.6000 148800 I

Total Pay 2,331,938
Deduction Information: Banefit Information;
DEF HE . I
2z DEP DENTAL A 2.40 I aB01 a
T WISTONM o 4.38 I 01
12 NATIONWIDE PTAX P F.o000 157 .44 P FL.0000 167 .44 a0l 4
Total Deduction 226 .54 Total Benefit 167 .44

25




Bank Statement

PAGE: 2
Q373172020

FUELIC ACCOUNT 100013

DATE AMOUNT
03/02 25.00
imh 03502 280.00
— -
PAYROLL 0O 03/11 40,175.60'
b [ES e e L g e« o
03/18 372.47
; 03isls 2,781.15
03/18 3,994,00
4 03519 542,174.19
7 03/s24 211.00
E - ALY ¥k S0 g
E PAYROLL 0 03/25 42,223.47
Ta7 20 PR ]
[ 03/26 3,59594.00
{ D3/26 12,782.18
n3/27 372.47

———————— DRILY BALANCE - - = = = = = =

DATE. o s v s useas BALANCE DATE. « s s s s snas BALANCE DBATE. s s s s s suss BALANCE
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Payroll Register

Payroil Reglster - Singieine Summary Page: 3
Pay Perod Dates: 202002020 o 3/:4/2020 Sap 14, 2020 D4:43PM
Empioyee  Refrence  Check
Date Fayaes Numier MNumider Numiper M Gross Expense ' FICA FWT ST Dieduct Mt ] I FiT
Grand Todals: 12804 iy oy 5833150 .0 4,202 30 416005 1,717.02- 8.076.51- 4017560 .75
Grand Tots  HOUrEUNESTypes Summany
FC Tite Hours Units Net Type Amount D Info Type Amount
1-02 Houry 1,650.00 o Direct Deposit Nat 40175680 D Imfoamiational .0d
2400 Owertime 8125 o Net 0 Imfo Tips Repartad .0d
30 ‘vacaton 12175 00 Fringe Beneafit M TE
201 Slck Leave 8850 o
1HX Pessonal Cays 4350 o
00

Grand Todals: 201500 40,175.60- =
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Personnel Policy

« Grantees must provide documentation that outlines the
pay policy for all staff for whom reimbursement is
requested

* This documentation should include base pay by position
as well as rates for hazard pay, overtime, differential shift
pay and other rates that differ from regular pay rates

28



Required Documentation:

Contracted Staff
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Required Documentation: Contracted Staff

Claim Summary Template
Grant Budget Form
Your organization’s purchasing policy for the purchase of services

The fully executed contract with the vendor, including a rate sheet,
contract amendments, and/or applicable task orders

Procurement Documentation for contracting expenses you would
like reimbursed

Full, detailed invoices from the vendor which provide an
itemization of the charged costs

Proof of Payment




Claim Summary

The claim summary template will be downloadable from the upper-right portion of the
Facility Requests page, as well as under the “Documentation Requirements” portion of
the Program Overview Page

Contract ID [if

| Description of work performed | Invoice No:
Supplernental Staffing for | Chlds A-1001 W i Iz $100,000.00 Check
Jmonith Housing B-1001 3202 B202 0z $12,000.00 $12,000.00 Check

31




Grant Budget Form

The Grant Budget Form will be downloadable from the upper-right portion of the

”

Facility Requests page, as well as under the “Documentation Requirements
the Program Overview Page

portion of
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'e of Tennessee Departmen ea ursing Home Assistance Program SALARIES AMOUNT
APPLICABLE PERIOD: The grant budget line-itemn amounts below shall be applicable only to expense incurred during the pericd SPECIFIC. DESCRIPTIVE. DETAIL {REFEAT [Longevity. i
e | ; - | | . S0.00
beginning March 4, 2021, and ending December 31, 2021. ROW AS MECESSARY) applicable)
[ ROUMDED TOTAL 50.00
Oaject EXPENSE OBJECT LINEITEM CATEGORY '
Line-ttam GRANTEE
(detall achedulels) atiached as applicabis)
Rats GRANT CONTRACT PARTICIPATION TOTAL PROJECT
s PROFESSIONAL FEE/ GRANT & AWARD AMOUNT
. 2
' Selarizs $0.00 30.00 $0.00 SPECIFIC, DESCRIPTIVE, DETAIL (REFEAT ROW AS NECESSARY) $0.00
2 ROUMDED TOTAL £0.00
Benefits & Taxes $0.00 $0.00 $0.00
4,15 Professional Fea/ Grant & Award z
$0.00 $0.00 3000 TRAVEL/ COMFERENCES & MEETINGS AMOUNT
Supplies $0.00 $0.00 $0.00 SPECIFIC, DESCRIPTIVE, DETAIL (REFEAT ROW AS NECESSARY) $0.00
: ROUMDED TOTAL $0.00
s Telephone $0.00 $0.00 $0.00
T Postage & Shipping
$0.00 30.00 $0.00 INTEREST AMOUNT
8 Docupsncy $0.00 $0.00 $0.00 SPECIFIC, DESCRIPTIVE, DETAIL (REFEAT ROW AS NECESSARY) 50.00
. . ROUMDED TOTAL 50.00
Equipment Rental & Maintenance $0.00 $0.00 $0.00
" Printing & Publicatio
! iming & Fublestons $0.00 $0.00 30,00 SPECIFIC ASSISTAMCE TO INDIVIDUALS AMOUNT
112 Travell Conferances & Mestings” 5000 000 5000 SPECIFIC, DESCRIPTIVE, DETAIL (REFEAT ROW AS NECESSARY) £0.00
5 ROUMDED TOTAL $0.00
: Interast $0.00 $0.00 $0.00
" Insurance £0.00 $0.00 $0.00 DEFPRECIATION AMOUNT
- . ) 2 SPECIFIC, DESCRIPTIVE, DETAIL (REFEAT ROW AS NECESSARY) $0.00
Specific Assistance To Individuwsls’ $0.00 $0.00 $0.00
ROUMDED TOTAL $0.00
7 Deprecistion *
P $0.00 30.00 $0.00
e Other Non-Personnel 2 $0.00 $000 $0.00 OTHER NON-PERSONMEL AMOUNT
- ] 2 SPECIFIC, DESCRIPTIVE, DETAIL (REFEAT ROW AS NECESSARY) 50.00
Capital Purchase $0.00 $0.00 $0.00
ROUMDED TOTAL 50.00
2 Indirect Cost (% and methaod) $0.00 $0.00 $0.00
» -Kind Expense CAPITAL PURCHASE AMOUNT
‘“ Irekind $0.00 $000 50,00
CRAND TOTAL SPECIFIC, DESCRIPTIVE, DETAIL (REFEAT ROW AS NECESSARY) £0.00
$0.00 0.0 $0.00 ROUNDED TOTAL 50.00

TN
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Invoice Details

ITEM | MATERIAL DESCRIPTION QUANTITY UNIT PRICE AMOUNT
o010 | HIL29950 3Cs 80.52 271.56
RAGS CLOTH 10X13IN 500CS
| oozo | RUBQ410BL £0 EA 887 400.20 |
PAD WET ROOM MF 18IN BLUE 12CS |
Subtotal 87176
Shipping 0.00
Tax Amount 0.00
Gross Price 671,78
"*New erder and delivery policies coming in 2020... please contact your account manager for details,
" ey |
Ay |
9 e L 0%l
Ol
M 10
2 ,{}r/ 20




Bank Statement or Cancelled Check

PAGE: 2
0373172020

PUBLIC FUNDS ACCOUNT 100013

DATE AMOUNT

03/02 253.00

imb 03/02 280,00

— S
BAYROLL 0O 03/11 40,175.60'

— ITLYE N e Ry n v e e S s
03/18 372.47

¥ 03718 2,781.15

03/18 3,994,00

4 03/1%9 542,174.19%

b 03724 911,00

1= P AN LV L3/on 2000 87

E PAYROLL 0 03/25 42,223.47
Darcn FELETE]

" 03726 3,994.00

{ 03/26 12,782.18

03,27 372.47

———————— DAILY BALANCE - - - - - - - -
DATE. + - s o s cueas BALANCE DATE. . o v vwss BALANCE DATE. « o s o v cueas BALANCE
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Check Detail

PAGE NUMBER - 11

TIME: 11:03:32

SELECTION CRITERTA: transact_yr="20" and transact.vend_no="15066"

- ----VENDOR. P. 0. NUMBE10SO CHECK NO ORG KEY ~  =—-—--- DESCRIPTION------ SALES TAX AMOUNT
INVOICE P/F DATE PROJECT CONTROL

15966 HILLYARD/DES MOINES 0 N 192381 0124202610891-26100 0,00 28,55
603789962 03/20/20 THO317A

15966  HILLYARD/DES MOINES 0 N 192381  0111202610891-26100 0.00 18.20
603780953 03/20/20 THOIL7A

15966  HILLYARD/DES MOINES 0 N 192381  O1B0202610891-26100 0.00 1309.40
603794427 03720720 THO3L7A

15966 HILLYARD/DES MOINES 0 192381  0180202610891-26100 0.00 916.16
603794428 03/20/20 THO3L7A

15966 HILLYARD/DES MOINES 0 192381 0124202610891-26100 0.00 662.52

79442 03720720 THOILTA

15966  HILLYARD/DES MOINES 0 192381  0112202610891-26100 0.00 346.45
603794430 03/20/20 THO3L7A

15966 HILLYARD/DES MOINES 0 N 182381 0115202610891-26100 0.00 54308
603794431 03720720 THO317A

15966 HILLYARD/DES MOINES 0 N 192381 0116202610891-26100 0,00 1240.09
0603796683 03/20/20 THO3L7A

13966  HILLYARD/DES MOINES 0 N 192381 0113202610891-26100 0.00 432,48
603796686 03/20/20 THO317A )

15966 HILLYARD/DES MOINES 0 N 192381 0116202610691-26100 0,00 67.43
603796687 03/20/20 THO317A

15966  HILLYARD/DES MOINES 0 N 192381 0119202610891-26100 0.00 515,01
603796685 03/20/20 THO317A

15966  HILLYARD/DES MOINES 0 N 192381  0119202610891-26100 0.00 392.64
603706680 03/20/20 THO3L7A

15966 HILLYARD/DES MOINES 0 W 192381  01102026108%1-26100 0.00 113.20
700418858 03720/20 THO317A

15966  HILLYARD/DES MOINES 0 N 192381 0111202610891-26100 0.00 113.20
00418862 03/20/20 THO317A i

15966 HILLYARD/DES MOINES 0 N 192381 0110202610891-26100 0. 00 &4.00
700418863 03,/20/20 THO317A

15966  HILLYARD/DES MOINES 0 192381 0129202610891-26100 0.00 24.00
700418900 03/20/20 THO3LTA

15966 HILLYARD/DES MOINES 0 N 192381 0124202610891-26100 0.00 -7130.96
8004637 26 03/20/20 THO317A

13966  HILLYARD/DES MOINES 0 N 192534  0126202610891-26100 0.00 410.26
603802268 04/03/20 THO4014A

15966  HILLYARD/DES MOINES 0 N 192354  0180202610891-26100 0.00 53.31
H03802260 04403730 THO40IA

15966 HILLYARD/DES MOINES 0 N 192554  0180202610691-26100 0,00 671.76

3 z 04iD3/30 THOAOLA,

15966  HILLYARD/DES MOINES 0 N 192554 0116202610891-26100 0.00 66.00
6038078E4 04/03/20 THO4O1A

15966  HILLYARD/DES MOINES 0 N 192554  0180202610891-26100 0.00 369.12
603310712 04/03/20 THO401A

15966  HILLYARD/DES MOINES 0 N 192554 O180202610891-26100 0.00 17.48
603815200 04/03/20 THOAOLA

15066  HILLYARD/DES MOINES 0 N 102554  0180202610891-26100 0.00 742.78
603813210 04/03/20 THOA01A

15966  HILLYARD/DES MOINES 0 192554 0130202610891-26100 0.00 339.37
603815211 04,/03/20 THO401A

13966 HILLYARD/DES MOINES 0 192554 0126202610891-26100 0.00 119.06
603815212 04,/03/20 THO401A

15966  HILLYARD/DES MOINES 0 N 192534  0124202610891-26100 0,00 833,42
AONRRTS213 nd /03720 THOLANT A
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Purchasing Policy

« Purchasing policy should include documentation that
highlights the rules and procedures that govern contract-
related costs
— Policies related to solicitation, scoring, etc

36
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Procurement Documentation

Your organization should procure services based on your
organization’s purchasing policy

If your organization does not have a purchasing policy, your
organization is required to follow the federal procurement
guidelines:

— Services of less than $10k: No procurement documentation required

— Services between $10,001-$250,000: Minimum of 3 quotes must be
provided

— Services of greater that $250k: Full procurement (solicitation, scoring,
responses, etc.) required

If your organization did not follow your purchasing policy and
did not follow the federal procurement guidelines, please write
a memo on your organization’s letterhead explaining the
emergency/exigency circumstances your organization faced
and what steps you all took to procure the services at a fair a
reasonable rate m

I



Fully Executed Contract

A fully executed contract must be provided in order to
request reimbursement for costs related to contracted

labor. The fully executed document must include the
following:

— Start and end dates for the contract
— Terms of payment

— Signatures from contractor and grantee
— Pay rates per job title

38




Contact Us

* Questions? Contact the Tennessee Long-Term Care
Staffing Assistance Program nf-aclf.grant@tn.gov

« To access the website once you've registered, please use
this link

39
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