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Consolidated Agreement &
Agreement Addenda



Contract between Local Health Department & DPH

Outlines requirements for Local Health Departments
and NC Division of Public Health

It applies to all activities related to DHHS funding Consolidated
reimbursed through the ATC Ag reement

Revised and Renewed Annually

Consolidated Agreement FY 20



https://publichealth.nc.gov/lhd/docs/CA-FY-20-v5-ag-FINAL.pdf

Responsibilities of the LHD

Comply with
all program
rules in North
Carolina

Administrative

Code, as well
as all other
federal/state
regulations

@

Perform the
activities
specified in
the Program
Agreement
Addenda

Report client,
service,
encounter,
and other
data as
specified by
applicable
program
rules into the
HSA system

Enforce all
rules
adopted by
the
Commission
for Public
Health (GS
130A29)

Provide
formal
training for
Governing
Boards

http://www.ncga.state.nc.us/ena

ctedleqislation/statutes/htmi/byc

hapter/chapter 130a.html



http://www.ncga.state.nc.us/enactedlegislation/statutes/html/bychapter/chapter_130a.html

Funding is always based on availability of state and
federal dollars

Supplanting is not allowed

Time records/sheets must be based on actual time
worked in the activity

Complete a provider participation agreement with
Medicaid

Establish oneeharge/fedor all payors (including
Medicaid) based on related costs

Funding
Stipulations



Principles & Practices of Public Health
Nursing

Management & Supervision for Public Health

Professionals .
Reimbursement

for Public Health

Environmental Health Centralized Intern Training

Training

See Attachment C in the consolidated
agreement for details



Fiscal Control

Health Departments shall retain copies of the following budget &
expenditure reports:

AAII Funding Authorizations

AMontth certified electronic printed screen of the Expenditure Reports
with any amendments via ATC

AConsoIidated Agreement
AAgreement Addenda

Records Disposition Schedule
A https://archives.ncdcr.gov/documents/locakalth-departmentsschedule



https://archives.ncdcr.gov/documents/local-health-departments-schedule

The Department shall have an annual
audit performed in accordance with

O4EA 3EICIA ' OAEO ! AO
Circular A133

£ Xinl AT A |
Audit

Requirements
All District Health Departments and

Public Health Authorities must

complete quarterly a Fiscal Monitoring
Report



All information regarding provision of
services or other activity under this
agreement shall be privileged and be held
confidential

Information cannot be released without
proper consent

Confidentiality

All employees must sign confidentiality
statements



Responsibllities of the State

AProvide training and technical assistance:
AASSiS’[ with Management Teams/Staffing
A Policy Development
AProgram Planning and Implementation '

AQuaIity/Performance Improvement

N

l"'

AGeneraI Administrative Consultation
A Board Relations
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Responsiblilities
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to the Department and provide a
final Budget Form after the receipt

of the Certified State Budget



Agreement Addenda



Agreement Addenda
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Division of Public Health
Agreement Addendum
FY 16-17

Page 1 of 8

Women’s and Children’s Health /

Master Children and Youth Branch
Local Health Department Legal Name DPH Section/Branch Name
Jean Vukoson (919) 707-5644
351 Child Health Jean.Vukoson(@dhhs.nc.gov
Activity Number and Description DPH Program Contact

(name, telephone number with area code. and email)

06/01/2016 — 05/31/2017
Service Period DPH Program Signature Date
(only required for a negotiable agreement addendum) =




Agreement Addenda

It is important that the
Health Director use Blue Ink
as noted here

Health Director Signature (use blue mnk) Date
Local Health Department to complete: LHD program contact name:
(If follow up mnformation 1s needed by DPH) Phone number with area code:
Email address:

Signature on this page signifies vou have read and accepted all pages of this document.

Rewvised 8/8/12




Scope of Work and Deliverables

Scope of Work and Deliverables:

The Family Planning program has a negotiable Agreement Addendum. Please complete Sections A and B
along with the appropriate worksheets (attached). Attachment A and Attachment B worksheets. if needed
must be returned with the signature page (page 1). Women’'s Health Branch (WHB) staff will review and
approve.

Section A: Non-Medicaid Services (Attachment A) Amount S

The Health Department will provide Non-Medicaid Service Deliverables in FY 14 that meet or exceed the
total dollar value of all services budgeted. Health Information System (HIS) service data as of August 31.
2014 will provide the documentation.

Instructions: Using Attachment A worksheet, local agencies must use the reimbursement rates for
each service type in estimating the total cost of Section A deliverables.

Section B: Other Program Services (Attachment B) Amount S

If the total estimated cost of Section A is less than the total amount of Department of Health and Human
Services (DHHS) funds budgeted in the budgetary estimates in the DPH Aid to County Database (WIRM).
additional information must be provided on how the local agency will use the remaining DHHS funds to
further the program’s goals and objectives. In Attachment B. list only activities that are not Medicaid
reimbursable and not part of the cost of the service deliverables in Section A. No physician time can be
billed except for clinical visits that are not reimbursed by Medicaid. The total estimated cost of all
Section A and Section B deliverables must equal or exceed the total DHHS funds budgeted.

Instructions: See Attachment B: Section B, Other Program Deliverables for suggestions of allowable
areas of expenditures for this Section. Please return this worksheet with your signed Agreement
Addendum, only if Section B/Other Program Deliverables are being used.

Total Family Planning Budget (Attachment A amount + Attachment B amount)

Total Amount S

Please return to DPH:

Signature page (page 1)

Page 2

Attachment B, if necessary (page 14)
Attachment C (page 16)



Be certain to send your completed
Consolidated Agreement & Agreement
Addenda in on timetypically noted in the
cover letter that comes with the packet

Review and retain copies of each of these
documents. This is your fiscal guide for the
year and contains requirements for drawing
down funds

In
Summary






ACTIVITY




Time Sheets,
Time Equivalencies &
ATC Expenditure Report




—— Signed employee time records

Actual work activity

Consolidated

Agreement [CompeidBall T

B.6

Computed at least monthly

— Charged to Federal and State grants




Example of a Time Study

NAME: POSITION: MONTH/YEAR: June 2013 TIME STUDY SHEET
CATEGORY - DATE 1 2 3 K 5 6 7 4 8 ] 10 11 12 i3 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29

Administration

Quality Assurance

Vital Records

Animal Control

Environ. Health

Childhood Lead

Health Ed/H. Prom.

Adult Health/Pri. Care
Child Health
cc4acC
Children's Spcial Needs
Communicable Disease
AIDS/HIV

STD
=]
Immunizations
Prep & Response
Comm. & Risk
Small Pox
Strat. Nat. Stockpile
Family Planning

TANF
Maternal Health
[PCMm
C - Administration
C - Breastfeeding
C - Client Services
C - Nutri Education
C - BFPC

RERER

TOTAL HOURS 0.00 ©.00 ©.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 .00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 ©0.00 ©0.00
CATEGORY - DATE 1 2 3 4 S [=] 7 8 S 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29

the hours recorded above.

|CERTIFICATION: | do hereby swear or affirm that the statements provided on this form are true and correct and that my employer, Scotiand County, is fully relieved from any further liability for the pay period once | h:

Employee: Supervisor:

BEGINNING USED FROM EARNED BALANCE EARNED USED FROM ACCL
ACCUMULATIVE LEAVE BALANCES:

BALANCE AST - 15TH 1ST - 15TH AS OF 15TH 16TH - 31ST 16TH - 31ST BAI

ANNUAL LEAVE o o o o o
SICK LEAVE o o o o o
PETTY LEAVE o o i o o
COMPTIME/FLEX" o o o o o o
EARNED COMP TIME / FLEX TIME: SUPERVISOR'S CT APPROVAL.:
Brought Forward: 0.00 *“Comp Time is earned by non-exempt employees with prior approval from their supervisor
CT Earned This Month: x1.5 0.00 have completed a 40 hr. work week. Flex Time is earned by exempt employees with prior :
Straight CT/Flex Earmmed This Month: from their supervisor.
Less Comp./Flex Hrs. Taken This Month:
Comp/Flex Hrs. Carried Forward: 0.00

(Must match accumulative leave balance) Approval of Health Director:




%i D1 T UAAGO
fringe comes from
county payroll register

Total Salary/Fringe fro
County Expenditure
Report should equal

Total Salary/Fringe on
Time Equivalency

Hours worked in each
program is converted ta
percentages

Salary/Fringe expense i
re-calculated for each
program based on time
sheets

Time
Equivalency



Sample Time Equivalency

]
'TIME STUDY - SALARIES
! COUNTY OF:
EMPLOYEE hrs paid actual hrs wkd |PRICARE |OTHER SER|GEN - 5110|CD - 5120 [STD TB FP - 5153 |CH-5160 [IMMUN MH - 5164 |ADULT HLT|ADM - 5202
PHNI HOURS: 160.00 160.00 0.00 20.00 10.00 40.00 10.00 0.00 40.00 40.00
PERCENTAGE: 1.00 0.00 0.13 0.00 0.00 0.06 0.00 0.25 0.06 0.00 0.25 0.25 0.00
SALARY: 48,000.00 0.00 6,000.00 0.00 0.00| 3,000.00 0.00{ 12,000.00] 3,000.00 0.00] 12,000.00| 12,000.00 0.00
PHN Supervisor HOURS: 160.00 160.00 10.00 10.00 10.00 10.00 10.00 10.00 10.00 10.00 10.00 10.00 10.00 50.00
PERCENTAGE: 1.00 0.06 0.06 0.06 0.06 0.06 0.06 0.06 0.06 0.06 0.06 0.06 0.31
SALARY: 58,000.00 3,625.00 3,625.00f 3,625.00| 3,625.00| 3,625.00 3,625.00 3,625.00 3,625.00| 3,625.00f 3,625.00/ 3,625.00/ 18,125.00
Management Support Supervisor  |HOURS: 160.00 160.00 20.00 15.00 15.00 10.00 10.00 10.00 20.00 20.00 10.00 20.00 10.00
PERCENTAGE: 1.00 0.00 0.09 0.09 0.06 0.06 0.06 0.13 0.13 0.06 0.13 0.06
SALARY: 37,500.00 0.00 3,515.63| 3,515.63| 2,343.75| 2,343.75 2,343.75| 4,687.50| 4,687.50| 2,343.75| 4,687.50 0.00 2,343.75
TOTAL DIRECT SALARIES 143,500.00 3,625.00| 13,140.63| 7,140.63| 5,968.75| 8,968.75 5,968.75| 20,312.50| 11,312.50| 5,968.75| 20,312.50| 15,625.00| 20,468.75
Percentage by Program 0.06 0.28 0.16 0.13 0.19 0.13 0.44 0.25 0.13 0.44 0.31 0.38
Administrative Salaries
Finance Officer 3,319.56 3,319.56
Health Director 5,272.16 5,272.16
Total Adm. Salaries 8,591.72 8,591.72 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
GRAND TOTAL SALARIES 87,941.63 87,941.63 3,625.00| 13,140.63| 7,140.63| 5,968.75| 8,968.75 5,968.75| 20,312.50| 11,312.50| 5,968.75| 20,312.50| 15,625.00| 20,468.75
Total Fringes (if applicable) N 26,521.05 26,521.05 1,388.47 5,791.98| 3,194.80| 2,592.69| 3,891.28 2,592.69| 8,991.27| 5,095.50| 2,592.69 8,991.27| 6,582.83 8,146.55
TOTAL SALARIES & FRINGESI V> 114,462.68 114,462.68 5,013.47| 18,932.60| 10,335.42 8,561.44| 12,860.03 8,561.44| 29,303.77| 16,408.00| 8,561.44| 29,303.77| 22,207.83| 28,615.30
TOTAL PRI CARE |OTHER SER [GEN - 5110|CD - 5120 |STD TB FP -5153 [CH-5160 |IMMUN MH - 5164 |ADULT HLT |ADM - 5202
FRINGES BY PROGRAM % OF TOTAL FRINGE
FICA/Medicaire 0.25 6,727.53 277.31 1,005.26 546.26 456.61 686.11 456.61 1,553.91 865.41 456.61 1553.91] 1,195.31 1,565.86
INSURANCE 0.52 13,875.04 867.19 3,902.36| 2,167.98| 1,734.38| 2,601.57 1,734.38| 6,070.33 3,468.76| 1,734.38 6,070.33| 4,335.95| 5,203.14
RETIREMENT 0.22 5,918.47 243.96 884.36 480.56 401.70 603.60 401.70 1,367.03 761.33 401.70 1,367.03| 1,051.56 1,377.55
TAL FRINGES 1.00 26,521.05 1,388.47 5,791.98| 3,194.80| 2592.69| 3,891.28 2,592.69 8,991.27 5,095.50 | 2,592.69 8,991.27 6,582.83 8,146.55




Aid to County Expenditure Report

Completed Monthly

Report Local Appropriations, Grants & Revenue by Program

o —
o —
) —
) —



Aid-To-County Payment Schedule For

Calendar Year 2020

Counties/Expenditures start

Last day LHD
Expenditure

Month date Reports Due for Payment Date |Budgetary estimate start date date
pymnt in month
ATC January January 9th January 15th January 21st January 23rd February 7th
February February 10th February 17th February 20th February 24th March 6th
E d . t March March 9th March 16th March 19th March 23rd April 7th

X p e n I u re April April 8th April 15th April 20th April 22nd May 7th

May May 8th May 15th May 20th May 22nd June 5th
C O n t r O I June June 8th June 15th June 18th June 22nd July 8th

July July 9th July 15th July 20th July 22nd August 7th

S C h e d u I e August August 10th August 17th August 20th August 24th September 8th
September September 9th September 15th  September 18th  September 22nd October 7th
October October 8th October 15th October 20th October 22nd November 6th
November November 9th November 16th  November 19th  November 23rd December 7th
December December 8th December 15th  December 18th  December 22nd January 7th

Budgetary estimate end

Please note that LHD expenditure report due date is not a consistent date. This

schedule takes

into account weekends and holidays.

* NCAS Changes for DPH include, but are not limited to, budget revisions via 606's, reclassifications ¢

expenditures, and budget amendments to LHD contracts. These changes will not be reflected in the 1

payments to the counties until they have been submitted to thetaiCounty web site and "State Admin.
Certified".




Preparing for
Aid to County Expenditure Report

=

= County Finance General Ledger Expenditure Report

Time Equivalency Report

Medicaid earnings by program
Patient Fees collected by program
Insurance earnings by program
Grant or Other funding

$ Monthly Revenue Sources




ATC Login Screenshot
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Drawing down State Program Funds

ARefer to the Agreement Addendum
for each program:

ARequired Work Activity
AFunding Stipulations

A?rior Approval for Purchases

/Zbraw down by method other
than expenditures



Reporting Revenue

ACounty Appropriations (101)

AMedicaid Revenue by prograttocal
(102)

AOther Local Revenue (103)

APatient Fees collected by
program

Alnsurance earnings by program
AGrant or Other funding




Aid to County Line Screenshot




