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	APPLICANT INFORMATION 

	Legal name of applicant as it appears on corporate charter 
	

	Federal Tax ID Number 
	

	DUNS Number 
	

	Is your organization a registered vendor with the State? 
(If no, please contact terry.t.williams@tn.gov for registration details)
	· Yes 
· No 

	Mailing Address 

	Telephone Number 
	Fax Number 

	Primary Contact Information 

	Name 
	Title 

	Email Address 
	Phone 

	Secondary Contact Information 

	Name 
	Title 

	Email Address 
	Phone 

	Additional Questions 

	If awarded a contract, who will be the authorized signor of the resulting contract? 



	Name 
	

	
	Title 
	

	
	Email 
Address 
	

	
	Phone Number 
	

	
	Fax Number 
	

	Do you propose to use subcontracts for any portions of the scope of services? 
(If yes, on a separate sheet please provide the name and address of each subcontractor and what specific services each will perform)
	· Yes 
· No 


	Please check one of the statements shown at right
	· We have reviewed the Sample Contract with legal counsel and can identify no issues with executing this contract in its present form. 
· We have reviewed the Sample Contract with legal counsel and will request changes to the Sample Contract. (Please attach details) We understand that exceptions to boilerplate contract language may not be approved and may result in the rejection of this application.

	Checklist of Additional Documents

	
	Plan as described in Application section B.


	
	Proof of agency license in good standing with State of Tennessee Office of Emergency Medical Services.

	
	Description of equipped ground ambulance(s) for transport of patients under investigation for highly infectious diseases, including but not limited to, Ebola Virus Disease (EVD).

	APPLICATION SIGNATURE (Section A)

	The applicant certifies to the best of his/her knowledge and belief that the information in this application has been duly authorized by the governing body of the applicant and that the applicant will comply with the certifications and assurances required of applicants if a grant is awarded. DO NOT SIGN THIS DOCUMENT IF YOU ARE NOT LEGALLY AUTHORIZED TO BIND THE PROPOSING ENTITY.

	Printed Name
	

	Signature
	

	Title
	

	Date
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Section B – Service Plan

The State is requesting to obtain medical transport resources to provide ambulance transportation of patients under investigation for highly infectious diseases. Please provide your service plan for ambulance transportation addressing the following points:
1. Purpose and Goals 
a. Region(s) served
2. Communication and Dispatch
a. Designated contact and contact information
b. Dispatch procedures
c. Describe communications during transport
3. Planning and preparations
a. Education of Personnel
b. Policies and procedures for activation 
c. An  employee protection plan
4. Response plan
a. Protocols signed and approved by Medical Director to include but not limited to: 
i. Monitoring of Personnel  during transport
ii. Breach of personal protective equipment (PPE)  for dry patient
iii. Breach of personal protective equipment (PPE), for wet patient
iv. Protocols for  Disease exposure
5. Policies and procedures for decontamination and waste disposal to include but not limited to
a. Personnel
b. Ambulance and equipment
c. Waste from decontamination
6. Employee screening and follow-up
a. Policies and procedures for  employee disease exposure
7. Experience:
a. Past experience with similar projects.

b. Key project personnel.











Checklist for Submission of Applications:
|_|  Application Form 
|_|  Service Plan (Section B)
|_|  Proof of agency license in good standing with State of Tennessee Office of Emergency Medical Services.
|_|  Description of Emergency Transport Vehicles
|_|  Form W-9, Request for Taxpayer Identification Number (TIN) and Certification (Exhibit 1)  
|_|  State of Tennessee, Department of Finance and Administration ACH (Automated Clearing House) Credits and Instructions (Exhibit 2)
[bookmark: _GoBack]|_|  Letters of Commitment from Participating Partners (if any)
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