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VENDOR’S ORGANIZATION QUESTIONNAIRE/AFFIDAVIT

Page 1 of 2

Please complete, date and sign this form and include it in Section A.1 of the SOQ.  The person signing the form must be authorized to sign on behalf of the Vendor and to bind the applicant in a Master Agreement.

1.
If your firm is a corporation or limited liability company (LLC), state its legal name (as found in your Articles of Incorporation) and State of incorporation:  


_______________________________________________
         ____________           ______​​​​______

                              Name
                        State                         Year Inc.

2.
If your firm is a limited partnership or a sole proprietorship, state the name of the proprietor or managing partner:


_________________________________________________________________________________

3.
If your firm is doing business under one or more DBA’s, please list all DBA’s and  
the County(s) of registration:


Name
County of Registration        Year became DBA


_____________________________________
_________________
________________


_____________________________________
_________________
________________

4.
Is your firm wholly or majority owned by, or a subsidiary of, another firm? ____ If yes,


Name of parent firm: ________________________________________________________________


State of incorporation or registration of parent firm: 
_________________________________________

5.
Please list any other names your firm has done business as within the last five (5) years.


Name

Year of Name Change


_________________________________________________________
_____________________


_________________________________________________________
_____________________

6.
Indicate if your firm is involved in any pending acquisition/merger, including the associated company name.  If not applicable, so indicate below.


_________________________________________________________________________________


_________________________________________________________________________________
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Vendor acknowledges and certifies that it meets and will comply with all of the Minimum Qualifications listed in Paragraph 1.4 - Minimum Qualifications, of this Request for Statement of Qualifications (RFSQ), as listed below:
1.4.1 Intensive Case Management Services providers must have at least three (3) years of experience in the last ten (10) years providing ICMS in supportive housing to formerly homeless people with medical and/or behavioral health issues equivalent or similar to the Services stated in sub-paragraph 1.1.2 – Scope of Work of this RFSQ.
1.4.2 Property Related Tenant Services providers must have at least three (3) years of experience in the last ten (10) years providing PRTS (property management, property ownership and asset management, customer service, and coordination with service providers) in supportive housing to formerly homeless people with medical and/or behavioral health issues.equivalent or similar to the Services stated in sub-paragraph 1.1.3 – Scope of Work of this RFSQ.

Check the appropriate boxes:

(  Yes   ( No  Sub-paragraph 1.4.1 - Intensive Case Management Services - Three (3) years experience – 




in the last ten (10) years
(  Yes   ( No  Sub-paragraph 1.4.2 – Property Related Tenant Services - Three (3) years experience – 




in the last ten (10) years

Applicant further acknowledges that if any false, misleading, incomplete, or deceptively unresponsive statements in connection with this SOQ are made, the SOQ may be rejected.  The evaluation and determination in this area shall be at the Director’s sole judgment and his/her judgment shall be final.

Vendor’s Name:

_____________________________________________________________________________________
Address:

_____________________________________________________________________________________

_____________________________________________________________________________________

E-mail address:_____________________________  Telephone number:___________________________

Fax number:  ______________________________
On behalf of _______________________________ (Vendor’s name), I ____________________________

(Name of Vendor’s authorized representative), certify that the information contained in this Vendor’s Organization Questionnaire/Affidavit is true and correct to the best of my information and belief.

_________________________________________
______________________________________

Signature
Internal Revenue Service



Employer Identification Number

_________________________________________
______________________________________

Title

California Business License Number

_________________________________________
______________________________________


Date

County WebVen Number
CERTIFICATION OF NO CONFLICT OF INTEREST

The Los Angeles County Code, Section 2.180.010, provides as follows:

CONTRACTS PROHIBITED

Notwithstanding any other section of this Code, the County shall not contract with, and shall reject any SOQs submitted by, the persons or entities specified below, unless the Board of Supervisors finds that special circumstances exist which justify the approval of such contract:

1. Employees of the County or of public agencies for which the Board of Supervisors is the governing body;

2. Profit-making firms or businesses in which employees described in number 1 serve as officers, principals, partners, or major shareholders;

3. Persons who, within the immediately preceding 12 months, came within the provisions of number 1, and who:

a. Were employed in positions of substantial responsibility in the area of service to be performed by the contract; or

b. Participated in any way in developing the contract or its service specifications; and

4.
Profit-making firms or businesses in which the former employees, described in number 3, serve as officers, principals, partners, or major shareholders. 

Contracts submitted to the Board of Supervisors for approval or ratification shall be accompanied by an assurance by the submitting department, district or agency that the provisions of this section have not been violated.

____________________________________________________

Vendor Name

____________________________________________________

Vendor Official Title

____________________________________________________

Official’s Signature

VENDOR’S EEO CERTIFICATION

__________________________________________________________________________________

Company Name

__________________________________________________________________________________

Address

__________________________________________________________________________________

Internal Revenue Service Employer Identification Number

GENERAL

In accordance with provisions of the County Code of the County of Los Angeles, the Vendor certifies and agrees that all persons employed by such firm, its affiliates, subsidiaries, or holding companies are and will be treated equally by the firm without regard to or because of race, religion, ancestry, national origin, or sex and in compliance with all anti-discrimination laws of the United States of America and the State of California.


CERTIFICATION
YES
NO

1. Vendor has written policy statement prohibiting

discrimination in all phases of employment. 
(     )
(     )

2. Vendor periodically conducts a self-analysis or

utilization analysis of its work force.
(     )
(     )

3. Vendor has a system for determining if its employment

practices are discriminatory against protected groups. 
(     )
(     )

4. When areas are identified in employment practices,

Vendor has a system for taking reasonable corrective 

action to include establishment of goal and/or timetables.
(     )
(     )

___________________________________________

______​​​​​______________________

Signature


Date

Name and Title of Signer (please print)

County of Los Angeles – Community Business Enterprise Program (CBE)
INSTRUCTIONS:  All vendors responding to this solicitation must complete and return this form for proper consideration of the SOQ.
I.
FIRM/ORGANIZATION INFORMATION:  The information requested below is for statistical purposes only.  On final analysis and consideration of award, contractor/vendor will be selected without regard to race/ethnicity, color, religion, sex, national origin, age, sexual orientation or disability.

	Business Structure:    (  Sole Proprietorship     (  Partnership   (  Corporation   (  Non-Profit   (  Franchise

(  Other  (Please Specify) ___________________________________________________

	Total Number of Employees  (including owners):

	Race/Ethnic Composition of Firm.  Please distribute the above total number of individuals into the following categories:

	Race/Ethnic Composition
	Owners/Partners/

Associate Partners
	Managers
	Staff

	
	Male
	Female
	Male
	Female
	Male
	Female

	Black/African American
	 
	 
	 
	 
	 
	 

	Hispanic/Latino
	 
	 
	 
	 
	 
	 

	Asian or Pacific Islander
	 
	 
	 
	 
	 
	 

	American Indian
	 
	 
	 
	 
	 
	 

	Filipino
	 
	 
	 
	 
	 
	 

	White
	 
	 
	 
	 
	 
	 


II.
PERCENTAGE OF OWNERSHIP IN FIRM:  Please indicate by percentage (%) how ownership of the firm is distributed.

	
	Black/African American
	Hispanic/ Latino
	Asian or Pacific Islander
	American Indian
	Filipino
	White

	Men
	%
	%
	%
	%
	%
	%

	Women
	%
	%
	%
	%
	%
	%


III. CERTIFICATION AS MINORITY, WOMEN, DISADVANTAGED, AND DISABLED VETERAN BUSINESS ENTERPRISES:  If your firm is currently certified as a minority, women, disadvantaged or disabled veteran owned business enterprise by a public agency, complete the following and attach a copy of your proof of certification.  (Use back of form, if necessary.)
	Agency Name
	Minority
	Women
	Dis-advantaged
	Disabled Veteran
	Expiration Date

	
	
	
	
	
	

	
	
	
	
	
	


IV.
DECLARATION:  I DECLARE UNDER PENALTY OF PERJURY UNDER THE LAWS OF THE STATE OF CALIFORNIA THAT THE ABOVE INFORMATION IS TRUE AND ACCURATE.

	Print Authorized Name
	Authorized Signature
	Title
	Date


FAMILIARITY WITH THE COUNTY 

LOBBYIST ORDINANCE CERTIFICATION

The Vendor certifies that:

1) it is familiar with the terms of the County of Los Angeles Lobbyist Ordinance, Los Angeles Code Chapter 2.160;

2) that all persons acting on behalf of the Vendor organization have and will comply with it during the solicitation process; and

3) it is not on the County’s Executive Office’s List of Terminated Registered Lobbyists. 

Signature:_________________________________    
Date:_______________________

AGENCY QUALIFICATIONS AND REFERENCES – INTENSIVE CASE MANAGEMENT SERVICES
Please provide information on all Agency projects to demonstrate that Agency has at least three (3) years of experience in the last ten (10) years providing Intensive Case Management Services (ICMS) in supportive housing to formerly homeless people with medical and/or behavioral health issues equivalent or similar to the services described below:

ICMS form the core of the services in Supportive Housing Projects and include a mutually agreed upon plan of action to address multiple life challenges for each tenant.  
The ICMS provider must be able to assemble a team of case managers capable of providing services to all the tenants who have signed an authorization to participate in the specific Supportive Housing Project.  Frequency and intensity of services should be tailored to the need of each tenant which will change over time depending on the tenant's needs. The ICMS team should employ a “whatever it takes approach” to assist a client in their transition from homelessness to tenant living in the community.  The ICMS provider must be able to hire and support case managers who can seamlessly deliver and/or develop linkages to assist the tenant receive a range of services that might, for example, include a mental health intervention if a tenant is in crisis, or in another instance, provide assistance to a tenant needing to go to the Department of Motor Vehicles (DMV) for a California ID.   At the core of the service delivery model is the trust that the case manager develops with the tenant to obtain their authorization to assist the individual in their journey toward improved health and well-being.  

The ICMS staffing model shall include a team director and intensive case managers.  The intensive case managers should maintain a caseload of one (1) intensive case manager to 15-20 tenants.  All intensive case managers must have experience working with clients with mental illness, chronic health issues, and substance use disorders. Intensive case managers are typically bachelor degree-level social workers or social workers with advanced degrees.  Team directors are usually licensed social workers or other licensed clinicians.  Depending on the size of the Supportive Housing Project and the number of tenants requiring ICMS, the team director may also have a caseload of tenants, to whom they are providing ICMS.

ICMS include but are not limited to the following:

· Ongoing outreach and engagement to the tenant population, including at in-patient settings and other locations to obtain their authorization to participate prior to tenancy.
· Assisting tenants with rental application including paperwork required by Housing Authorities and the Section 8 program.
· Assistance with mental health and life skills services and referrals.
· Establishment of a case management plan based on their authorization including but not limited to establishing future goals, improvement of behaviors associated with drug use, reduction in frequency and quantity of drug and alcohol use, coping with mental health disorders, coping with chronic medical problems, improvement of interpersonal relationships.

· Help accessing public benefits and educational opportunities as appropriate.

· Assistance with budgeting and money management.

· Assistance with substance use disorder services and referrals with a focus on harm reduction.

· Referrals to primary medical care, mental health services, and other community services as needed.

· Assistance in obtaining clothing and food.

· Group programming ranging from life-skills groups to community activities.

· Eviction prevention counseling and advocacy.

· Referral to or provision of supported pre-vocational/vocational activities appropriate for the skill level of residents. 
· Assistance with domestic violence and safety planning services and referrals.
· Transportation assistance.

· Assisting clients with maintaining medication regimen.

· Housing location services including assisting clients with locating affordable permanent housing, establishing relationships with landlords/agencies willing to provide affordable permanent housing to DHS clients, and providing assistance with negotiating rental agreements. (Note:  The need for housing location services will vary by project.  Housing location experience is not a minimum qualification.)
· Administer move-in assistance funds to assist clients with timely security deposits, household goods and furnishings, utility deposits, etc.
· Assistance with temporary housing until client moves into supportive housing unit. 
· Assistance with monitoring any legal issues and making appropriate referrals while addressing any barriers to accessing


and maintaining housing and services (e.g., credit history, criminal records, pending warrants, etc.).

· Collaboration with PRTS and property owner to ensure tenants provide authorization to receive the support they need to remain housed and stable, including attending and/or convening periodic meetings with partners to problem-solve around tenant, building, and community issues.

· Provision of on-going training to ICMS staff to ensure services are appropriate and to promote continuous quality improvement.

· Maintenance of program and tenant records and legally permissible data systems as may be required.  

· Submit reports and invoices as requested and in a timely manner and provide all required supporting documentation.

· Comply and deliver services in accordance with contract deliverables and objectives.
DHS, Department of Mental Health (DMH), and Department of Public Health (DPH) may provide additional medical and behavioral health services through linkage to neighborhood clinics, mobile services, and/or on-site services.  Applicants should be able to identify when such linkages are necessary and work collaboratively to ensure residents obtain needed services.  
INSTRUCTIONS FOR COMPLETING “AGENCY QUALIFICATIONS AND REFERENCES – INTENSIVE CASE MANAGEMENT SERVICES” FORM:

Please use the attached “Agency Qualifications and References – Intensive Case Management Services” form to provide information on each Agency project that demonstrates that your Agency meets the minimum qualifications described above.  Please complete a separate form for each project.  Additional pages may be attached.  

When you respond, please specifically include 1) any experience providing services in supportive housing projects to individuals who are homeless and who have complex health issues such as chronic medical conditions, mental illness, and substance use disorders and 2) any experience working with DMH, DHS, DPH, and other health, mental health, and substance use disorder service providers on supportive housing projects.

AGENCY QUALIFICATIONS AND REFERENCES – INTENSIVE CASE MANAGEMENT SERVICES
Agency Name: _____________________________

Project Name:

Project Address:
Project Dates (Start and End Date):
Project Reference (Agency/Individual outside of your Agency who can act as your reference for the Project):

Name of Reference Agency:
Name of Contact Person at Reference Agency:

Phone Number and E-mail Address of Contact Person at Reference Agency: 



Describe Population Served by the Project:

Describe Project Budget and Sources of Funds:

List all Project Partners and Roles/Responsibilities of Each Partner:

Provide Detailed Agency Scope of Work for the Project:

Provide any additional information that demonstrates that your Agency meets the minimum qualifications:

AGENCY QUALIFICATIONS AND REFERENCES – PROPERTY RELATED TENANT SERVICES
Please provide information on all Agency projects to demonstrate that Agency has at least three (3) years of experience in the last ten (10) years providing Property Related Tenant Services (PRTS) (property management, property ownership and asset management, customer service, and coordination with service providers) in supportive housing to formerly homeless people with medical and/or behavioral health issues equivalent or similar to the services described below:
PRTS include property management services, customer service, and coordination with ICMS providers to ensure that tenants receive the support they need to remain housed and stable.  PRTS include site maintenance and repair, building security, resident evaluation, move in procedures, rent collection, utilities, etc.  PRTS providers should have a tenant-centered approach and provide excellent customer service that is sensitive to the challenges that homeless persons with a range of medical and behavioral health issues face as they move into and maintain permanent housing.  The PRTS providers will establish positive and collaborative relationships with ICMS providers to obtain the tenants authorization to assist tenants resolve issues that threaten their housing stability and to problem-solve tenant, building, and community issues.  

PRTS include, but are not limited to:

· Customer Service: Treat all tenants and colleagues with respect and resolve tenant, building, and community issues efficiently and effectively.
· Site Maintenance and Repair: Inspect the buildings regularly, including individual residential units, and maintain property to a high standard of cleanliness and repair. Assess properties for improvements to the overall aesthetic and functioning of the sites and propose changes and/or improvements to property owner. Promote a healthy building environment that contributes to tenants’ overall stability and well-being.

· Building Security:  Ensure the security of the site, tenants, and staff through the use of security technology and positive relationships with support services such as DHS & Department of Mental Health, local police, and other neighborhood based providers.

· Resident Evaluation and Move-in Procedures:  Employing a “screening in” philosophy, interview referred housing applicants, obtain their authorization, and conduct all applicable follow-up. Prepare lease agreements and coordinate lease signing in conjunction with Housing Authority when tenant is receiving a Section 8 voucher.  Coordinate tenant move-in, and work with support service providers to jointly orient new tenants to the building.

· Collection of Rents and Other Receipts:  Collect all rents, charges, and other amounts receivable. 

· Rule Enforcement: Enforce the residential lease and program policies and procedures related to property management and house rules.  Coordinate with support services to maximize housing retention.

· Annual Income Re-certification and Rent Adjustment:  Re-certify tenants’ income annually and adjust rent levels accordingly.  Coordinate with Housing Authority on all necessary Section 8 certifications and procedures.

· Eviction Prevention:  Work with support services to help tenants resolve issues that threaten their housing stability.

· Tenancy Termination or Eviction:  Apply policies and procedures and adhere to any legal requirements related to termination of tenancies or evictions as needed. Communicate clearly with tenants and support services about issues connected to tenancy termination and evictions.  Educate support services staff about related laws and procedures.

· Tenant Satisfaction:  Develop, conduct, and analyze an annual survey to assess tenant satisfaction with property management services and adjust services as necessary and appropriate.  The selected property management provider will also assess tenant satisfaction on a continual basis through feedback gained via one-on-one conversations, and tenant meetings.

· Utilities, Services, and Other Property Related Bills: Pay all utility, services, taxes, insurance etc. bills necessary to maintain a safe and secure building environment for tenants and staff.

· Staffing: Provide on-going training to property management staff to promote continuous quality improvement.
· Housing location services including assisting clients with locating affordable permanent housing, establishing relationships with landlords/agencies willing to provide affordable permanent housing to DHS clients, and providing assistance with negotiating rental agreements. (Note: The need for housing location services will vary by project.  Housing location experience is not a minimum qualification.)
· Administer move-in assistance funds to assist clients with timely security deposits, household goods and furnishings, utility deposits, etc.
· Leasing and/or Master Leasing: Capacity to lease and/or master lease units/properties to be used for supportive housing. (Note: The need for leasing and/or master leasing will vary by project. Leasing and/or master leasing experience is not a minimum qualification.)
· Property Ownership and Asset Management:  Capacity to own property and provide long term asset management in the event that property ownership becomes available in the future.  (Note:  The need for property ownership and asset management services will vary by project.  Property ownership and asset management experience is not a minimum qualification.)
· Collaboration:  Partner with ICMS and property owner to ensure tenants receive the support they need to remain housed and stable.  This includes attending and/or convening periodic meetings with partners to problem-solve around tenant, building, and community issues.

· Record Maintenance, Timely Reporting, and Invoicing:  Maintain data tracking systems to assure that accurate building and tenant information is available at all times.  Maintain complete tenant files on-site.  Submit reports as requested and in a timely manner.  Submit monthly invoices on time and provide all required supporting documentation such as monthly rent rolls.

· Contract compliance:  Comply and deliver services in accordance with master agreement and work order deliverables and objectives.
INSTRUCTIONS FOR COMPLETING “AGENCY QUALIFICATIONS AND REFERENCES – PROPERTY RELATED TENANT SERVICES” FORM:

Please use the attached “Agency Qualifications and References – Property Related Tenant Services” form to provide information on each Agency project that demonstrates that your Agency meets the minimum qualifications described above.  Please complete a separate form for each project.  Additional pages may be attached.  

When you respond, please specifically include 1) any experience providing services in supportive housing projects to individuals who are homeless and who have complex health issues such as chronic medical conditions, mental illness, and substance use disorders and 2) any experience working with DMH, DHS, DPH, and other health, mental health, and substance use disorder service providers on supportive housing projects.

AGENCY QUALIFICATIONS AND REFERENCES – PROPERTY RELATED TENANT SERVICES
Agency Name: _____________________________

Project Name:

Project Address:
Project Dates (Start and End Date):
Project Reference (Agency/Individual outside of your Agency who can act as your reference for the Project):

Name of Reference Agency:
Name of Contact Person at Reference Agency:

Phone Number and E-mail Address of Contact Person at Reference Agency: 



Describe Population Served by the Project:

Describe Project Budget and Sources of Funds:

List all Project Partners and Roles/Responsibilities of Each Partner:

Provide Detailed Agency Scope of Work for the Project:

Provide any additional information that demonstrates that your Agency meets the minimum qualifications:

PROSPECTIVE CONTRACTOR LIST OF CONTRACTS

Contractor’s Name: _____________________________

List of all public entities for which the Contractor has provided service within the last three (3) years.  Use additional sheets if necessary.

1.  Name of Firm                           Address of Firm                    Contact Person                        Telephone #                   Fax #                                                       

                                                                                                                                                         (      )                               (      )



Name or Contract No.                    Specific Date of Contract:  From - To                          Type of Service                          Dollar Amt.



2.  Name of Firm                           Address of Firm                     Contact Person                        Telephone #                  Fax #                                                       

                                                                                                                                                          (      )                              (      )



Name or Contract No.                    Specific Date of Contract:  From - To                          Type of Service                          Dollar Amt.



3.  Name of Firm                           Address of Firm                     Contact Person                        Telephone #                  Fax #                                                       

                                                                                                                                                          (      )                              (      )



Name or Contract No.                    Specific Date of Contract:  From - To                          Type of Service                          Dollar Amt.



4.  Name of Firm                           Address of Firm                     Contact Person                        Telephone #                   Fax #                                                       

                                                                                                                                                          (      )                              (      )



Name or Contract No.                    Specific Date of Contract:  From - To                          Type of Service                          Dollar Amt.



5.  Name of Firm                           Address of Firm                     Contact Person                        Telephone #                   Fax #                                                       

                                                                                                                                                         (      )                               (      )



Name or Contract No.                    Specific Date of Contract:  From - To                          Type of Service                          Dollar Amt.

ATTESTATION OF WILLINGNESS TO CONSIDER

 GAIN/GROW PARTICIPANTS

As a threshold requirement for consideration for contract award, Vendor shall demonstrate a proven record for hiring GAIN/GROW participants or shall attest to a willingness to consider GAIN/GROW participants for any future employment opening if they meet the minimum qualifications for that opening.  Additionally, Vendor shall attest to a willingness to provide employed GAIN/GROW participants access to the Vendor’s employee mentoring program, if available, to assist these individuals in obtaining permanent employment and/or promotional opportunities.

Vendors unable to meet this requirement shall not be considered for contract award.

Vendor shall complete all of the following information, sign where indicated below, and return this form with any resumes and/or fixed price bid being submitted:

A. Vendor has a proven record of hiring GAIN/GROW participants.

______YES   (subject to verification by County)
______NO 

B. Vendor is willing to consider GAIN/GROW participants for any future employment openings if the GAIN/GROW participant meets the minimum qualifications for the opening.  “Consider” means that Vendor is willing to interview qualified GAIN/GROW participants.

______YES
______NO

C. Vendor is willing to provide employed GAIN/GROW participants access to its employee-mentoring program, if available.

______YES
______NO
______N/A (Program not available)

D. Vendor will provide information regarding job openings and job requirements to Department of Public Social Services GAIN/GROW staff at GAINGROW@dpss.lacounty.gov if Contractor decides to pursue consideration of GAIN/GROW participants 

______YES
______NO

Vendor Organization: _________________________________________________________

Signature: __________________________________________________________________
Type or Print Name: __________________________________________________________

Type or Print Title: ________________________________________    Date: _____________
COUNTY OF LOS ANGELES CONTRACTOR EMPLOYEE JURY SERVICE PROGRAM

CERTIFICATION FORM AND APPLICATION FOR EXCEPTION 

The County’s solicitation for this Request for Statement of Qualifications is subject to the County of Los Angeles Contractor Employee Jury Service Program (Program), Los Angeles County Code, Chapter 2.203.  All Vendors, whether a contractor or subcontractor, must complete this form to either certify compliance or request an exception from the Program requirements.  Upon review of the submitted form, the County department will determine, in its sole discretion, whether the Vendor is excepted from the Program.

	Company Name:

	Company Address:

	City:                                                                State:                                             Zip Code:

	Telephone Number:

	Solicitation For ____________ Services:


If you believe the Jury Service Program does not apply to your business, check the appropriate box in Part I (attach documentation to support your claim); or, complete Part II to certify compliance with the Program.  Whether you complete Part I or Part II, please sign and date this form below.

Part I:  Jury Service Program is Not Applicable to My Business

· My business does not meet the definition of “contractor,” as defined in the Program, as it has not received an aggregate sum of $50,000 or more in any 12-month period under one or more County contracts or subcontracts (this exception is not available if the contract itself will exceed $50,000).  I understand that the exception will be lost and I must comply with the Program if my revenues from the County exceed an aggregate sum of $50,000 in any 12-month period.

· My business is a small business as defined in the Program.  It 1) has ten or fewer employees; and, 2) has annual gross revenues in the preceding twelve months which, if added to the annual amount of this contract, are $500,000 or less; and, 3) is not an affiliate or subsidiary of a business dominant in its field of operation, as defined below.  I understand that the exception will be lost and I must comply with the Program if the number of employees in my business and my gross annual revenues exceed the above limits.
“Dominant in its field of operation” means having more than ten employees and annual gross revenues in the preceding twelve months, which, if added to the annual amount of the contract awarded, exceed $500,000.

“Affiliate or subsidiary of a business dominant in its field of operation” means a business which is at least 20 percent owned by a business dominant in its field of operation, or by partners, officers, directors, majority stockholders, or their equivalent, of a business dominant in that field of operation.

·    My business is subject to a Collective Bargaining Agreement (attach agreement) that expressly provides that it supersedes all provisions of the Program.

OR

Part II:  Certification of Compliance

· My business has and adheres to a written policy that provides, on an annual basis, no less than five days of regular pay for actual jury service for full-time employees of the business who are also California residents, or my company will have and adhere to such a policy prior to award of the contract.

I declare under penalty of perjury under the laws of the State of California that the information stated above is true and correct.

	Print Name:
	Title:

	Signature:
	Date:


CERTIFICATION OF COMPLIANCE WITH THE COUNTY'S 
DEFAULTED PROPERTY TAX REDUCTION PROGRAM

	Company Name:
	
	

	Company Address:
	
	

	City:
	State:
	Zip Code:

	Telephone Number:
	Email address:
	

	
	
	


The Vendor certifies that:
(
It is familiar with the terms of the County of Los Angeles Defaulted Property Tax Reduction Program, Los Angeles County Code Chapter 2.206; AND

To the best of its knowledge, after a reasonable inquiry, the Vendor  is not in default, as that term is defined in Los Angeles County Code Section 2.206.020.E, on any Los Angeles County property tax obligation; AND

The Vendor agrees to comply with the County's Defaulted Property Tax Reduction Program during the term of any awarded contract.
OR

· I am exempt from the County of Los Angeles Defaulted Property Tax Reduction Program, pursuant to Los Angeles County Code Section 2.206.060, for the following reason:

__________________________________________________________________

_________________________________________________________________

I declare under penalty of perjury under the laws of the State of California that the information stated above is true and correct.

Print Name: _______________________________________
Title:____________________________________
Signature:_________________________________________
Date:___________________________________
Date: ________________________

CHARITABLE CONTRIBUTIONS CERTIFICATION

___________________________________________________________________________

Company Name

___________________________________________________________________________

Address

___________________________________________________________________________

Internal Revenue Service Employer Identification Number

___________________________________________________________________________

California Registry of Charitable Trusts “CT” number (if applicable)

The Nonprofit Integrity Act (SB 1262, Chapter 919) added requirements to California’s Supervision of Trustees and Fundraisers for Charitable Purposes Act which regulates those receiving and raising charitable contributions.

Check the Certification below that is applicable to your company.
(
Vendor or Contractor has examined its activities and determined that it does not now receive or raise charitable contributions regulated under California’s Supervision of Trustees and Fundraisers for Charitable Purposes Act.  If Vendor engages in activities subjecting it to those laws during the term of a County contract, it will timely comply with them and provide County a copy of its initial registration with the California State Attorney General’s Registry of Charitable Trusts when filed.

                                                                          OR

(
Vendor or Contractor is registered with the California Registry of Charitable Trusts under the CT number listed above and is in compliance with its registration and reporting requirements under California law.  Attached is a copy of its most recent filing with the Registry of Charitable Trusts as required by Title 11 California Code of Regulations, sections 300-301 and Government Code sections 12585-12586. 

___________________________________________

____________________________

Signature


Date

___________________________________________________________________________

Name and Title of Signer (please print)

CERTIFICATION REGARDING DEBARMENT, SUSPENSION, INELIGIBILITY AND VOLUNTARY EXCLUSION – LOWER TIER COVERED TRANSACTIONS
(45 C.F.R. PART 76)
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Instructions for Certification Regarding Debarment, Suspension, Ineligibility and Voluntary Exclusion – Lower Tier Covered Transactions (45 C.F.R. Part 76)

1.
This certification is a material representation of fact upon which reliance was placed when this transaction was entered into.  If it is later determined that Vendor knowingly rendered an erroneous certification, in addition to other remedies available to the Federal Government, the department or agency with which this transaction originated may pursue available remedies, including suspension and/or debarment.

2.
Vendor shall provide immediate written notice to the person to whom this SOQ is submitted if at any time Vendor learns that its certification was erroneous when submitted or has become erroneous by reason of changed circumstances.

3.
The terms “covered transaction,” “debarred,” “suspended,” “ineligible,” “lower tier covered transaction,” “participant,” “person,” “primary covered transaction,” “principal,” “SOQ,” and “voluntarily excluded,” as used in this certification, have the meaning set out in the Definitions and Coverage sections of rules implementing Executive Order 12549. You may contact the person to which this SOQ is submitted for assistance in obtaining a copy of those regulations.

4.
Vendor agrees by submitting this SOQ that, should the proposed covered transaction be entered into, it shall not knowingly enter into any lower tier covered transaction with a person who is proposed for debarment under 48 C.F.R. part 9, subpart 9.4, debarred suspended, declared ineligible, or voluntarily excluded from participation in this covered transaction, unless authorized by the department or agency with which this transaction originated.

5. Vendor further agrees by submitting this SOQ that it will include the provision entitled “Certification Regarding Debarment, Suspension, Ineligibility and Voluntary Exclusion – Lower Tier Covered Transactions (45 C.F.R. Part 76),” as set forth in the text of the Master Agreement attached to the Request for Statement of Qualifications, without modification, in all lower tier covered transactions and in all solicitations for lower tier covered transactions.

6. Vendor acknowledges that a participant in a covered transaction may rely upon a certification of a prospective participant in a lower tier covered transaction that it is not proposed for debarment under 48 C.F.R. part 9, subpart 9.4, debarred, suspended, ineligible, or voluntarily excluded from covered transactions, unless it knows that the certification is erroneous.  Vendor acknowledges that a participant may decide the method and frequency by which it determines the eligibility of its principals.  Vendor acknowledges that each participant may, but is not required to, check the List of Parties Excluded from Federal Procurement and Nonprocurement Programs.
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7. Nothing contained in the foregoing shall be construed to require establishment of a system of records in order to render in good faith the required certification.  The knowledge and information of a participant is not required to exceed that which is normally possessed by a prudent person in the ordinary course of business dealings.

8. Except for transactions authorized under paragraph 4 of these instructions, if a participant in a covered transaction knowingly enters into a lower tier covered transaction with a person who is proposed for debarment under 48 C.F.R. part 9, subpart 9.4, suspended, debarred, ineligible, or voluntarily excluded from participation in this transaction, in addition to other remedies available to the Federal Government, the department or agency with which this transaction originated may pursue available remedies, including suspension and/or debarment.

9. Where Vendor and/or its subcontractor(s) is or are unable to certify to any of the statements in this Certification, Vendor shall attach a written explanation to its SOQ in lieu of submitting this Certification.  Vendor’s written explanation shall describe the specific circumstances concerning the inability to certify. It further shall identify any owner, officer, partner, director, or other principal of the Vendor and/or subcontractor who is currently suspended, debarred, ineligible, or excluded from securing federally funded contracts.  The written explanation shall provide that person’s or those persons’ job description(s) and function(s) as they relate to the contract which is being solicited by this Request for Statement of Qualifications.

Certification Regarding Debarment, Suspension, Ineligibility and Voluntary Exclusion – Lower Tier Covered Transactions (45 C.F.R. Part 76)

Vendor hereby certifies that neither it nor any of its owners, officers, partners, directors, other principals or subcontractors is currently debarred, suspended proposed for debarment, declared ineligible or excluded from securing federally funded contracts by any federal department or agency.

Dated:________________
________________________________________



Signature of Authorized Representative



________________________________________



Title of Authorized Representative



________________________________________



Printed Name of Authorized Representative


