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Good Morning Transit Partners,
 
This email provides information regarding DHHS Coronavirus Relief Funding to support trips to
vaccine sites.  As announced previously, DHHS has provided NCDOT with $2.5M to assist transit
systems with providing rides to citizens who need transportation to vaccination locations.  Please
visit our webpage Transportation to COVID-19 Vaccine Sites for more information about this effort.
 
The attached spreadsheet titled “DHHS Funding for Vaccine Transportation Disbursement Amounts”
shows the amount each system will receive in new funding.  We anticipate distributing this funding
by the end of the week.  Also attached is program guidance which includes eligibility information,
claim submittal instructions, and other important details.  The final attachment is the DHHS
reimbursement form which must be attached to your claim submittals.  As a reminder, please
submit your data and claims here:  Vaccine Transportation Weekly Progress Report & Claims

Submission.  Refer to the January 28th email from Blair Chambers for more information.
 
Systems who also received DHHS funding last year, please read the rest of this email.
 
In November 2020, DHHS provided IMD with CARES Act funding for thirty-four economically
distressed (Tier 1) counties to cover ROAP-eligible trips.  The new DHHS funding for vaccine
transportation is an extension of the same funding source.  Therefore, in order to determine
disbursement amounts for the new funding, we had to fully reconcile all claims from the first round
of funding.
 
Transit systems who received round one funding fall into one of three scenarios based on the
reconciliation process:
 

1. Funds remaining.
2. All funding expended and claims submitted above the amount provided (“overages”).
3. All funding expended and no overages.

 
Last year we committed to transit agencies that we would cover some overages by redistributing
unexpended funds from other systems.  We think it is important to honor this commitment to the
extent possible.  To do so, we will use the following approach:
 

No fund balance and no overages – Systems with no overages or unspent funds will receive
their new DHHS funding for vaccination transportation without adjustments.
Fund balance – Systems with remaining funds keep their funds and must use them exclusively
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Disbursement Amounts

		Transit System		New $2.5M Disbursement Amounts

		Total		$   2,500,000

		Alamance County Transportation Authority		$   33,119

		Albemarle Regional Health Services (ICPTA)		$   97,112

		Alleghany County		$   14,506

		Anson County		$   47,125

		AppalCART		$   18,906

		Ashe County Transportation Authority, Inc.		$   17,540

		Avery County Transportation Authority		$   15,299

		Beaufort County Developmental Center, Inc.		$   13,978

		Bladen County (BARTS)		$   - 0

		Brunswick Transit System, Inc.		$   38,032

		Buncombe County		$   50,681

		Cabarrus County		$   32,914

		Cape Fear Public Transportation Authority - WAVE Transit		$   41,293

		Carteret County		$   25,186

		Caswell County		$   - 0

		Chatham Transit Network		$   24,926

		Cherokee County		$   18,274

		Choanoke Public Transportation Authority (CPTA)		$   - 0

		City of Wilson		$   91,409

		Clay County		$   14,771

		Cleveland County (Transportation Administration of Cleveland County, Inc.)		$   12,636

		Columbus County		$   - 0

		Craven County (CARTS)		$   50,475

		Cumberland County		$   44,561

		Dare County		$   18,065

		Davidson County		$   35,145

		Duplin County		$   22,899

		Eastern Band of Cherokee Indians		$   12,376

		Gaston County		$   39,394

		Gates County		$   14,122

		Go Durham/Durham County		$   41,460

		Goldsboro-Wayne Transportation Authority		$   28,103

		Graham County		$   30,091

		Greene County		$   8,967

		Guilford County		$   73,318

		Harnett County		$   25,100

		Hoke County		$   16,393

		Hyde County / Tyrrell County		$   - 0

		Iredell County		$   33,089

		Jackson County		$   18,437

		Johnston County Council on Aging, Inc.		$   31,641

		Kerr Area (KARTS)		$   103,163

		Lee County		$   19,960

		Lenoir County		$   66,095

		Lincoln County		$   23,330

		Macon County		$   19,680

		Madison County Transportation Authority		$   16,093

		Martin County		$   - 0

		McDowell County Transportation Planning Bd Inc.		$   19,482

		Mecklenburg County (MTS)		$   103,773

		Mitchell County Transportation Authority		$   42,574

		Moore County		$   30,448

		Mountain Projects Inc.		$   23,793

		Onslow United Transit System, Inc.		$   26,696

		Orange County		$   27,403

		Pender Adult Services Inc.		$   20,523

		Person County		$   18,194

		Pitt County/Pitt Area Transit System		$   30,000

		Polk County Transportation Authority		$   16,879

		Randolph County Senior Adults Assoc. Inc.		$   48,390

		Richmond Interagency Transportation, Inc.		$   14,963

		Robeson County (SEATS)		$   - 0

		Rockingham (ADTS)		$   12,993

		Rowan County		$   31,157

		Rutherford County Transit		$   23,380

		Sampson County		$   53,786

		Scotland County (SCATS)		$   - 0

		Stanly County		$   21,309

		Swain County Focal Point on Aging Inc.		$   14,941

		Tar River Transit		$   46,351

		Transylvania County		$   19,867

		Union County		$   33,832

		Wake County		$   101,930

		Washington County (Riverlight Transit)		$   - 0

		Western Carolina Community Action Inc.		$   34,027

		Western Piedmont Regional Transportation Authority		$   102,229

		Wilkes Transportation Authority (WTA)		$   - 0

		Wilson County		$   28,208

		Winston-Salem Transit Authority (WSTA)		$   57,364

		Yadkin Valley Economic Development District Inc.		$   80,095

		Yancey County Transportation Authority 		$   15,749





Working

		Transit System		Claims Total		Disbursement #1		Vaccine Distribution Amount		Eligible Overages from First Round of Funding (Up to Double Disbursement 1)		Ineligible Overages  (More than double first round of funding - will be added to CARES Rnd. 3)		Amount to Deduct from Vaccine Funds (Funds Remaining from first round)		Amount to Invoice (Funds Remaining from first round Above Vaccine Fund Amount)		Amount to Add to Vaccine Funds (Overages Up to Amount Deducted Based on Funds Remaining from first round)		Immediate Disbursement		Additional Disbursement After Invoiced Funds Received 

		Totals		$2,663,599.58		$2,468,131.00		$2,500,000		$   596,116.00		$   191,906.70		$   299,207.00		$   232,282.00		$   299,207.00		$   2,500,000.00		$   268,918.00

		Albemarle Regional Health Services (ICPTA)		$253,808.23		$213,137.00		$76,697		$   40,671.00		$   - 0		$   - 0		$   - 0		$   20,415.00		$97,112		$   20,256.00

		Anson County		$165,782.46		$62,026.00		$15,992		$   62,026.00		$   41,730.00		$   - 0		$   - 0		$   31,133.00		$   47,125.00		$   30,893.00

		Beaufort County Developmental Center, Inc.		$72,679.71		$79,724.00		$21,022		$   - 0		$   - 0		$   7,044.00		$   - 0		$   - 0		$   13,978.00		$   - 0

		Bladen County (BARTS)		$11,645.12		$35,000.00		$17,898		$   - 0		$   - 0		$   17,898.00		$   5,457.00		$   - 0		$   - 0		$   - 0

		Caswell County		$38,465.57		$60,273.00		$16,099		$   - 0		$   - 0		$   16,099.00		$   5,708.00		$   - 0		$   - 0		$   - 0

		Choanoke Public Transportation Authority (CPTA)		$76,331.04		$267,728.00		$68,473		$   - 0		$   - 0		$   68,473.00		$   122,924.00		$   - 0		$   - 0		$   - 0

		Cleveland County (Transportation Administration of Cleveland County, Inc.)		$99,096.83		$113,010.00		$26,549		$   - 0		$   3,913.17		$   13,913.00		$   - 0		$   - 0		$   12,636.00		$   - 0

		Columbus County		$31,283.30		$70,000.00		$20,775		$   - 0		$   - 0		$   20,775.00		$   17,942.00		$   - 0		$   - 0		$   - 0

		Craven County (CARTS)		$19,747.07		$25,000.00		$55,728		$   - 0		$   - 0		$   5,253.00		$   - 0		$   - 0		$   50,475.00		$   - 0

		Duplin County		$90,343.75		$85,723.00		$20,580		$   4,621.00		$   - 0		$   - 0		$   - 0		$   2,319.00		$   22,899.00		$   2,302.00

		Graham County		$80,315.65		$48,191.00		$13,967		$   32,125.00		$   4,300.69		$   - 0		$   - 0		$   16,124.00		$   30,091.00		$   16,001.00

		Greene County		$51,127.23		$57,223.00		$15,063		$   - 0		$   - 0		$   6,096.00		$   - 0		$   - 0		$   8,967.00		$   - 0

		Hyde County / Tyrrell County		$0.00		$46,286.00		$26,265		$   - 0		$   - 0		$   26,265.00		$   20,021.00		$   - 0		$   - 0		$   - 0

		Kerr Area (KARTS)		$205,735.79		$150,000.00		$75,188		$   55,736.00		$   - 0		$   - 0		$   - 0		$   27,975.00		$   103,163.00		$   27,761.00

		Lenoir County		$264,906.49		$89,314.00		$21,266		$   89,314.00		$   86,278.00		$   - 0		$   - 0		$   44,829.00		$   66,095.00		$   44,485.00

		Martin County		$54,396.98		$82,500.00		$16,458		$   - 0		$   - 0		$   16,458.00		$   11,645.00		$   - 0		$   - 0		$   - 0

		Mitchell County Transportation Authority		$118,104.00		$54,385.00		$15,277		$   54,385.00		$   9,334.00		$   - 0		$   - 0		$   27,297.00		$   42,574.00		$   27,088.00

		Richmond Interagency Transportation, Inc.		$75,890.02		$79,653.00		$18,726		$   - 0		$   - 0		$   3,763.00		$   - 0		$   - 0		$   14,963.00		$   - 0

		Robeson County (SEATS)		$15,833.41		$90,000.00		$27,903		$   - 0		$   6,587.84		$   27,903.00		$   - 0		$   - 0		$   - 0		$   - 0

		Rockingham (ADTS)		$101,777.74		$115,432.00		$26,647		$   - 0		$   - 0		$   13,654.00		$   - 0		$   - 0		$   12,993.00		$   - 0

		Rutherford County Transit		$75,188.00		$75,000.00		$23,286		$   188.00		$   - 0		$   - 0		$   - 0		$   94.00		$   23,380.00		$   94.00

		Sampson County		$154,968.77		$89,841.00		$21,096		$   65,128.00		$   - 0		$   - 0		$   - 0		$   32,690.00		$   53,786.00		$   32,438.00

		Scotland County (SCATS)		$47,520.00		$71,336.00		$17,358		$   - 0		$   - 0		$   17,358.00		$   6,458.00		$   - 0		$   - 0		$   - 0

		Swain County Focal Point on Aging Inc.		$51,512.00		$50,903.00		$14,635		$   609.00		$   - 0		$   - 0		$   - 0		$   306.00		$   14,941.00		$   303.00

		Washington County (Riverlight Transit)		$0.00		$52,714.00		$14,635		$   - 0		$   - 0		$   14,635.00		$   38,079.00		$   - 0		$   - 0		$   - 0

		Wilkes Transportation Authority (WTA)		$68,255.49		$95,923.00		$23,620		$   - 0		$   - 0		$   23,620.00		$   4,048.00		$   - 0		$   - 0		$   - 0

		Wilson County		$128,894.32		$72,695.00		$0		$   56,199.00		$   - 0		$   - 0		$   - 0		$   28,208.00		$   28,208.00		$   56,199.32

		City of Wilson		$309,990.61		$135,114.00		$23,592		$   135,114.00		$   39,763.00		$   - 0		$   - 0		$   67,817.00		$   91,409.00		$   11,097.68

		Alamance County Transportation Authority		$   - 0		$   - 0		$33,119				$   - 0		$   - 0		$   - 0		$   - 0		$   33,119.00		$   - 0

		Alleghany County		$   - 0		$   - 0		$14,506				$   - 0		$   - 0		$   - 0		$   - 0		$   14,506.00		$   - 0

		AppalCART		$   - 0		$   - 0		$18,906				$   - 0		$   - 0		$   - 0		$   - 0		$   18,906.00		$   - 0

		Ashe County Transportation Authority, Inc.		$   - 0		$   - 0		$17,540				$   - 0		$   - 0		$   - 0		$   - 0		$   17,540.00		$   - 0

		Avery County Transportation Authority		$   - 0		$   - 0		$15,299				$   - 0		$   - 0		$   - 0		$   - 0		$   15,299.00		$   - 0

		Brunswick Transit System, Inc.		$   - 0		$   - 0		$38,032				$   - 0		$   - 0		$   - 0		$   - 0		$   38,032.00		$   - 0

		Buncombe County		$   - 0		$   - 0		$50,681				$   - 0		$   - 0		$   - 0		$   - 0		$   50,681.00		$   - 0

		Cabarrus County		$   - 0		$   - 0		$32,914				$   - 0		$   - 0		$   - 0		$   - 0		$   32,914.00		$   - 0

		Cape Fear Public Transportation Authority - WAVE Transit		$   - 0		$   - 0		$41,293				$   - 0		$   - 0		$   - 0		$   - 0		$   41,293.00		$   - 0

		Carteret County		$   - 0		$   - 0		$25,186				$   - 0		$   - 0		$   - 0		$   - 0		$   25,186.00		$   - 0

		Chatham Transit Network		$   - 0		$   - 0		$24,926				$   - 0		$   - 0		$   - 0		$   - 0		$   24,926.00		$   - 0

		Cherokee County		$   - 0		$   - 0		$18,274				$   - 0		$   - 0		$   - 0		$   - 0		$   18,274.00		$   - 0

		Clay County		$   - 0		$   - 0		$14,771				$   - 0		$   - 0		$   - 0		$   - 0		$   14,771.00		$   - 0

		Cumberland County		$   - 0		$   - 0		$44,561				$   - 0		$   - 0		$   - 0		$   - 0		$   44,561.00		$   - 0

		Dare County		$   - 0		$   - 0		$18,065				$   - 0		$   - 0		$   - 0		$   - 0		$   18,065.00		$   - 0

		Davidson County		$   - 0		$   - 0		$35,145				$   - 0		$   - 0		$   - 0		$   - 0		$   35,145.00		$   - 0

		Eastern Band of Cherokee Indians		$   - 0		$   - 0		$12,376				$   - 0		$   - 0		$   - 0		$   - 0		$   12,376.00		$   - 0

		Gaston County		$   - 0		$   - 0		$39,394				$   - 0		$   - 0		$   - 0		$   - 0		$   39,394.00		$   - 0

		Gates County		$   - 0		$   - 0		$14,122				$   - 0		$   - 0		$   - 0		$   - 0		$   14,122.00		$   - 0

		Go Durham/Durham County		$   - 0		$   - 0		$41,460				$   - 0		$   - 0		$   - 0		$   - 0		$   41,460.00		$   - 0

		Goldsboro-Wayne Transportation Authority		$   - 0		$   - 0		$28,103				$   - 0		$   - 0		$   - 0		$   - 0		$   28,103.00		$   - 0

		Guilford County		$   - 0		$   - 0		$73,318				$   - 0		$   - 0		$   - 0		$   - 0		$   73,318.00		$   - 0

		Harnett County		$   - 0		$   - 0		$25,100				$   - 0		$   - 0		$   - 0		$   - 0		$   25,100.00		$   - 0

		Hoke County		$   - 0		$   - 0		$16,393				$   - 0		$   - 0		$   - 0		$   - 0		$   16,393.00		$   - 0

		Iredell County		$   - 0		$   - 0		$33,089				$   - 0		$   - 0		$   - 0		$   - 0		$   33,089.00		$   - 0

		Jackson County		$   - 0		$   - 0		$18,437				$   - 0		$   - 0		$   - 0		$   - 0		$   18,437.00		$   - 0

		Johnston County Council on Aging, Inc.		$   - 0		$   - 0		$31,641				$   - 0		$   - 0		$   - 0		$   - 0		$   31,641.00		$   - 0

		Lee County		$   - 0		$   - 0		$19,960				$   - 0		$   - 0		$   - 0		$   - 0		$   19,960.00		$   - 0

		Lincoln County		$   - 0		$   - 0		$23,330				$   - 0		$   - 0		$   - 0		$   - 0		$   23,330.00		$   - 0

		Macon County		$   - 0		$   - 0		$19,680				$   - 0		$   - 0		$   - 0		$   - 0		$   19,680.00		$   - 0

		Madison County Transportation Authority		$   - 0		$   - 0		$16,093				$   - 0		$   - 0		$   - 0		$   - 0		$   16,093.00		$   - 0

		McDowell County Transportation Planning Bd Inc.		$   - 0		$   - 0		$19,482				$   - 0		$   - 0		$   - 0		$   - 0		$   19,482.00		$   - 0

		Mecklenburg County (MTS)		$   - 0		$   - 0		$103,773				$   - 0		$   - 0		$   - 0		$   - 0		$   103,773.00		$   - 0

		Moore County		$   - 0		$   - 0		$30,448				$   - 0		$   - 0		$   - 0		$   - 0		$   30,448.00		$   - 0

		Mountain Projects Inc.		$   - 0		$   - 0		$23,793				$   - 0		$   - 0		$   - 0		$   - 0		$   23,793.00		$   - 0

		Onslow United Transit System, Inc.		$   - 0		$   - 0		$26,696				$   - 0		$   - 0		$   - 0		$   - 0		$   26,696.00		$   - 0

		Orange County		$   - 0		$   - 0		$27,403				$   - 0		$   - 0		$   - 0		$   - 0		$   27,403.00		$   - 0

		Pender Adult Services Inc.		$   - 0		$   - 0		$20,523				$   - 0		$   - 0		$   - 0		$   - 0		$   20,523.00		$   - 0

		Person County		$   - 0		$   - 0		$18,194				$   - 0		$   - 0		$   - 0		$   - 0		$   18,194.00		$   - 0

		Pitt County/Pitt Area Transit System		$   - 0		$   - 0		$30,000				$   - 0		$   - 0		$   - 0		$   - 0		$   30,000.00		$   - 0

		Polk County Transportation Authority		$   - 0		$   - 0		$16,879				$   - 0		$   - 0		$   - 0		$   - 0		$   16,879.00		$   - 0

		Randolph County Senior Adults Assoc. Inc.		$   - 0		$   - 0		$48,390				$   - 0		$   - 0		$   - 0		$   - 0		$   48,390.00		$   - 0

		Rowan County		$   - 0		$   - 0		$31,157				$   - 0		$   - 0		$   - 0		$   - 0		$   31,157.00		$   - 0

		Stanly County		$   - 0		$   - 0		$21,309				$   - 0		$   - 0		$   - 0		$   - 0		$   21,309.00		$   - 0

		Tar River Transit		$   - 0		$   - 0		$46,351				$   - 0		$   - 0		$   - 0		$   - 0		$   46,351.00		$   - 0

		Transylvania County		$   - 0		$   - 0		$19,867				$   - 0		$   - 0		$   - 0		$   - 0		$   19,867.00		$   - 0

		Union County		$   - 0		$   - 0		$33,832				$   - 0		$   - 0		$   - 0		$   - 0		$   33,832.00		$   - 0

		Wake County		$   - 0		$   - 0		$101,930				$   - 0		$   - 0		$   - 0		$   - 0		$   101,930.00		$   - 0

		Western Carolina Community Action Inc.		$   - 0		$   - 0		$34,027				$   - 0		$   - 0		$   - 0		$   - 0		$   34,027.00		$   - 0

		Western Piedmont Regional Transportation Authority		$   - 0		$   - 0		$102,229				$   - 0		$   - 0		$   - 0		$   - 0		$   102,229.00		$   - 0

		Winston-Salem Transit Authority (WSTA)		$   - 0		$   - 0		$57,364				$   - 0		$   - 0		$   - 0		$   - 0		$   57,364.00		$   - 0

		Yadkin Valley Economic Development District Inc.		$   - 0		$   - 0		$80,095				$   - 0		$   - 0		$   - 0		$   - 0		$   80,095.00		$   - 0

		Yancey County Transportation Authority 		$   - 0		$   - 0		$15,749				$   - 0		$   - 0		$   - 0		$   - 0		$   15,749.00		$   - 0
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Introduction 



On Friday, March 27, 2020, President Trump signed the Coronavirus Aid, Relief, and Economic Security (CARES) Act into law. The CARES Act provides emergency assistance and health care response for individuals, families and businesses affected by the COVID-19 pandemic and provides emergency appropriations to support Executive Branch agency operations during the COVID-19 pandemic.



This guidance outlines the availability and eligibility of federal Coronavirus Relief Finds (CRF) appropriated to the NCDHHS by the North Carolina General Assembly under Session Law 2020-4, Section 3.3 (27) for flexible use.  Using the Rural Operating Assistance Program (ROAP) structure, the transit system shall use the transferred funds to meet the transportation needs to provide transportation services to vaccine site those individuals who want to receive the vaccine and an attendant or helper. The expenditure of the transferred funds may only be used for trips to vaccine sites.   



Eligible Applicants Eligible Activities and Reimbursement



All counties in North Carolina will receive a disbursement of DHHS CARES Act (CA) funding to perform the vaccine-site trips.  This funding shall only be used for transportation to or from COVID-19 vaccine providers for the purposes of an individual either receiving a COVID-19 vaccine or assisting someone who is receiving a vaccine.   A formula to equitably disburse the funds will be used.



Eligible Activities 



Trip Based Services - Trips may be provided by car/vanpool, taxi, public transit vehicle, private transit vehicle, agency vehicle, or mileage reimbursement to a volunteer. The most cost-effective option should be chosen. Public /Private transportation providers shall be reimbursed based on the fully allocated cost per mile, per hour, or per passenger trip. A public transit system may also dedicate a vehicle for daily service to vaccine sites and request reimbursement on a vehicle-per-day basis. Volunteers can be reimbursed for mileage only. If a human service agency uses an agency vehicle to provide the trip, the agency must include the fully allocated cost of a trip in their reimbursement request including fuel, staff time and benefits, depreciation, vehicle insurance and licensing.





The DHHS CA grant will reimburse systems for 100% of the net operating expenses.  Net operating expenses are those expenses remaining after the provider subtracts operating revenues from eligible operating expenses. Operating revenues must include farebox revenues. Farebox revenues include fares paid by riders who are later reimbursed by a human service agency or other user-side subsidy arrangement. Farebox revenues do not include payments made directly to the transit system by human service agencies to purchase service. However, purchase of transit passes or other fare media for clients would be considered farebox revenue. A voluntary or mandatory fee that a college, university, or similar institution imposes on all its students for free or discounted transit service is not farebox revenue. Farebox revenue must be used to reduce total operating expenses (treated as revenue).



Net Operating Expenses = Total Eligible Operating Expenses – Fare Revenues



 Note: Income from contracts to provide human service transportation may be used either to reduce the net project cost (treated as revenue) or to provide local match for operating assistance. In either case, the cost of providing the contract service must be included in the total project cost. 



Reimbursement and Data Collection: Reimbursement will be made on the DHHS claim form using line F: Transportation – Recipient.  A copy of the form is provided in this program overview package.  Back-up documentation from the transit system’s scheduling software and/or invoices for contracts with full detail on trips provided must be attached to the reimbursement claim.  Data collection will also be required and IMD has created a tool to assist with this activity.  All requests for reimbursement will be reviewed by IMD before submitting them to DHHS.



[bookmark: _Hlk62727987]As the effort to help provide transportation to vaccine sites gets underway, tracking the amounts of trips, miles traveled, riders taken to vaccine sites and amount of DHHS CARES money used to complete this effort could not be more important.  We have created a data entry tool that will allow you to submit both your data and your claim documentation together or separately. 



You will need to make your entries on a weekly basis for period ranging from Saturday through the next Friday.  The due dates for the weekly report are as follows:



•	Data -  submitted by Close of Business every Tuesday.

•	Claims - turn in your claims as soon as you can. 

•	Note - It is preferred that you submit them at the same time if you are able.



For this initial submission period, please submit all previous weeks of data and claims for trips already provided to vaccine sites as soon as you can.  






Below are the instructions to submit weekly reports for data, claims, or both:



1. Select the Entry Survey link here: Vaccine Transportation Weekly Progress Report & Claims Submission



2. The Form starts out with one question you will need to choose from:

a. I am Reporting Data Only

b. I am Submitting Claims Only

c. I am Reporting Data and Submitting Claims

(Once again, if you have enough information in order to do both, that is preferred.  If you have your data, but not enough info to submit claims, please at least submit the data and come back to add your claims when you are able.)



3.	For the data portion, the following data is requested:

a.	Total Miles

b.	Total Trips

c.	Total Riders getting vaccines

d.	Total Riders giving assistance (not vaccinated)

e.	Hours Operated

f.	Vehicles Dedicated (Optional)

g.	Estimated Expenditures (only if you are not also submitting your claims yet)



4.	For submitting claims, (only for DHHS CARES funds) the following supporting documentation must be attached:

a.	Cover Letter

b.	DHHS Claim Form (if using DHHS CARES Funds) – Use Budget Line F only.

c.	NCDOT Claim Coversheet

d.	DBE Form

e.	Additional Supporting Documentation

f.	Back-up Report from Scheduling Software



5.	For submitting both together, the requested information is all of the above with exception to duplicative questions.



*Remember you will only use the claims portion for DHHS CARES claims only.  If you use other funds (FTA CARES, traditional funds, etc.), you will use the normal claims process.



Visit our webpage Transportation to COVID-19 Vaccine Sites to access more resources regarding this effort.



If you have any questions, please contact your Planner.






Period of Performance

IMPORTANT:  This application for DHHS Coronavirus Aid, Relief, and Economic Security funds covers a 6-month period, with the period of performance from December 30, 2020 to June 30, 2021.  Funds must be spent by June 30, 2021.

Program Monitoring, Oversight, and Exclusions

[bookmark: _Hlk63071988]The Planners from the N.C. Department of Transportation will provide technical assistance, and  monitor the implementation of the project.  The list of Planner assignments is at the end of this application booklet.

Claim rate will be monitored closely to ensure funding is being utilized expeditiously.  If a transit agency is not submitting claims and not utilizing the funding, DOT reserves the right to invoice the agency to return the funding for use by another agency.

Performance Metrics and Expected Outcomes:   



The transit system shall adhere to the requirements included in the scope of services including the performance measures in the chart below.  





		Measure

		Target to Be Achieved



		Number of individuals served

		50,000 or more 



		Number of transportation legs provided 

		100,000 or more 



		Percentage of funds expended

		· 50% of funds expensed on or before April 15, 2021

· 100% of funds expensed on or before June 30, 2021









Exclusions:



Matching activities for other Federal funds are not allowed. Services shall only be reimbursed once, and not for duplicative services. Please contact your Planner for further information. 








								Submitting Claims

Claims for DHHS CARES funds must be accompanied by documentation supporting expenses for trips being reported.    The DHHS Claims form is attached with this guidance and it can be found on the NCDOT Connect website at:  https://connect.ncdot.gov/business/Transit/Pages/Transit-Reports.aspx.   The Authorized Representative (AO) certifies that the funds were spent on the eligible activity of providing trips to vaccine sites and the AO must be the person who signs the claim form.

As the effort to help provide transportation to vaccine sites gets underway, tracking the amounts of trips, miles traveled, riders taken to vaccine sites and amount of DHHS CARES money used to complete this effort could not be more important.  We have created a data entry tool that will allow you to submit both your data and your claim documentation together or separately. 



You will need to make your entries on a weekly basis for period ranging from Saturday through the next Friday.  The due dates for the weekly report are as follows:



•	Data -  submitted by Close of Business every Tuesday.

•	Claims - turn in your claims as soon as you can. 

•	Note - It is preferred that you submit them at the same time if you are able.



For this initial submission period, please submit all previous weeks of data and claims for trips already provided to vaccine sites as soon as you can.  



Below are the instructions to submit weekly reports for data, claims, or both:



1. Select the Entry Survey link here: Vaccine Transportation Weekly Progress Report & Claims Submission



2. The Form starts out with one question you will need to choose from:

a. I am Reporting Data Only

b. I am Submitting Claims Only\

c. I am Reporting Data and Submitting Claims

(Once again, if you have enough information in order to do both, that is preferred.  If you have your data, but not enough info to submit claims, please at least submit the data and come back to add your claims when you are able.)



3. For the data portion, the following data is requested:

a. Total Miles

b. Total Trips

c. Total Riders getting vaccines

d. Total Riders giving assistance (not vaccinated)

e. Hours Operated

f. Vehicles Dedicated (Optional)

g. Estimated Expenditures (only if you are not also submitting your claims yet)



4. For submitting claims, (only for DHHS CARES funds) the following supporting documentation must be attached:

a. Cover Letter

b. DHHS Claim Form (if using DHHS CARES Funds) – Use Budget Line F only.

c. NCDOT Claim Coversheet

d. DBE Form

e. Additional Supporting Documentation

f. Back-up Report from Scheduling Software



5. For submitting both together, the requested information is all of the above with exception to duplicative questions.



*Remember you will only use the claims portion for DHHS CARES claims only.  If you use other funds (FTA CARES, traditional funds, etc.), you will use the normal claims process.



Visit our webpage Transportation to COVID-19 Vaccine Sites to access more resources regarding this effort.



If you have any questions, please contact your Planner.













IMD Planner Responsibility List

 

[image: ]





























	

image2.emf



image1.jpeg








1

		DSS-1571 III						North Carolina Department of Health and Human Services

		Rev May-18						Division of Social Services

		DSS-1571 III (Administrative Costs Report )

						Month Ending:

		Contract ID No:				Contract Period				Address

		NC Grants #

		Provider Name:

		Section I
(1)
Object of 
Expenditure				(2)                                           Current                                             Expenses		(3)                                           YTD                                       Expenses		(4)                          Approved                              Budget		(5)
DSS-6844S Budget,
Amendments		*Am *R		(6)                                Unexpended                                  Balance

		A.  Salaries				0.00		0.00		0.00		0.00				0.00

		B.  Fringe Benefits				0.00		0.00		0.00		0.00				0.00

		C.  Staff Development				0.00		0.00		0.00		0.00				0.00

		D.  Travel				0.00		0.00		0.00		0.00				0.00

		E.  Equipment Purch. - Tangible Prop.				0.00		0.00		0.00		0.00				0.00

		F.  Transportation - Recipient				0.00		0.00		0.00		0.00				0.00

		G.  Medical Supplies				0.00		0.00		0.00		0.00				0.00

		H.  Cost of Space				0.00		0.00		0.00		0.00				0.00

		I.   Room and Board-Residential Treatment				0.00		0.00		0.00		0.00				0.00

		J.   Service Payments				0.00		0.00		0.00		0.00				0.00

		K.  Other Expenses (list individual items)

		Handouts, folders, binders, training supplies						0.00		0.00		0.00				0.00

		Site Rental						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

		Administrative Cost (If applicable)						0.00		0.00		0.00				0.00

		Rounding						0.00		0.00		0.00				0.00

		L.  Indirect Cost				0.00		0.00		0.00		0.00				0.00

		Total Expenditures				0.00		0.00		0.00		0.00				0.00

		Less: Provider Match:		0.000000%		0.00		0.00		0.00		0.00				0.00

		Act. 432996

		NET REIMBURSABLE AMOUNT				0.00		0.00		0.00		0.00				0.00

		Cash Advance (Issued)				0.00		0.00						* Am = Amendments

		Cash Advance  (Reconciled)				0.00		0.00						* R   = Realignments

		Cash Advance  (Balance)				0.00		0.00

		Section II - Certification

		As chief executive officer of the contracting organization, I hereby certify that the cost or units billed on this form were incurred and delivered

		according to the provisions of the contract.  I further certify that any required expenditures have been incurred, and that to the best of my

		knowledge and belief we have complied with all laws, regulations and contractual provisions that are conditions of payment under this contract.

										EIN / Group No

		Authorized Provider Official Signature				Date

										NCAS -PO No.:

		Person Responsible for Completion of Report				Telephone #(Area Code)		0.000000%		Acct / Center

		Contract Administrator:						0.000000%		Acct / Center

		Telephone Number:						0.000000%		Acct / Center

		Date:						0.000000%		Match Acct #



DSS Contractor:
For the first billing month only, enter the budget from the DSS-6844S page 1.  
In subsequent months, enter only the amount of approved amendments or adjustments.  Enter a net decrease as a negative number and the net increases as a positive number.

DSS Contractor:
Enter the allowable contract expenditures for  this month.

DSS Contractor:
For the first billing month, enter the amount of Provider Match (if any) from the DSS-6844S page 1  of the contract. 
In subsequent months, enter only the amount of approved amendments if any.

DSS Contractor:
Only for amendments or adjustments, indicate if the amount on column (5) is an:
Amendment = AM
or
Realignment =  R
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		DSS-1571 III						North Carolina Department of Health and Human Services

		Rev May-18						Division of Social Services

		DSS-1571 III (Administrative Costs Report )

						Month Ending:

		Contract ID No:		0		Contract Period		0		Address		0

		NC Grants #		0								0

		Provider Name:		0								0

		Section I
(1)
Object of 
Expenditure				(2)                                           Current                                             Expenses		(3)                                           YTD                                       Expenses		(4)                          Approved                              Budget		(5)
DSS-6844S Budget,
Amendments		*Am *R		(6)                                Unexpended                                  Balance

		A.  Salaries						0.00		0.00						0.00

		B.  Fringe Benefits						0.00		0.00						0.00

		C.  Staff Development						0.00		0.00						0.00

		D.  Travel						0.00		0.00						0.00

		E.  Equipment Purch. - Tangible Prop.						0.00		0.00						0.00

		F.  Transportation - Recipient						0.00		0.00						0.00

		G.  Medical Supplies						0.00		0.00						0.00

		H.  Cost of Space						0.00		0.00						0.00

		I.   Room and Board-Residential Treatment						0.00		0.00						0.00

		J.   Service Payments						0.00		0.00						0.00

		K.  Other Expenses (list individual items)

		Handouts, folders, binders, training supplies						0.00		0.00						0.00

		Site Rental						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		Administrative Cost (If applicable)						0.00		0.00						0.00

		Rounding						0.00		0.00						0.00

		L.  Indirect Cost						0.00		0.00						0.00

		Total Expenditures				0.00		0.00		0.00		0.00				0.00

		Less: Provider Match:		0.000000%		0.00		0.00		0.00		0.00				0.00

		Act. 432996

		NET REIMBURSABLE AMOUNT				0.00		0.00		0.00		0.00				0.00

		Cash Advance (Issued)				0.00		0.00						* Am = Amendments

		Cash Advance  (Reconciled)				0.00		0.00						* R   = Realignments

		Cash Advance  (Balance)				0.00		0.00

		Section II - Certification

		As chief executive officer of the contracting organization, I hereby certify that the cost or units billed on this form were incurred and delivered

		according to the provisions of the contract.  I further certify that any required expenditures have been incurred, and that to the best of my

		knowledge and belief we have complied with all laws, regulations and contractual provisions that are conditions of payment under this contract.

										EIN / Group No		0

		Authorized Provider Official Signature				Date

										NCAS -PO No.:		0

		Person Responsible for Completion of Report				Telephone #(Area Code)		0.000000%		Acct / Center		0

		Contract Administrator:		0				0.000000%		Acct / Center		0

		Telephone Number:		0				0.000000%		Acct / Center		0

		Date:		0				0.000000%		Match Acct #		0



DSS Contractor:
Enter the allowable contract expenditures for  this month.

DSS Contractor:
For the first billing month only, enter the budget from the DSS-6844S page 1.  
In subsequent months, enter only the amount of approved amendments or adjustments.  Enter a net decrease as a negative number and the net increases as a positive number.

DSS Contractor:
For the first billing month, enter the amount of Provider Match (if any) from the DSS-6844S page 1  of the contract. 
In subsequent months, enter only the amount of approved amendments if any.

DSS Contractor:
Only for amendments or adjustments, indicate if the amount on column (5) is an:
Amendment = AM
or
Realignment =  R
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		DSS-1571 III						North Carolina Department of Health and Human Services

		Rev May-18						Division of Social Services

		DSS-1571 III (Administrative Costs Report )

						Month Ending:

		Contract ID No:		0		Contract Period		0		Address		0

		NC Grants #		0								0

		Provider Name:		0								0

		Section I
(1)
Object of 
Expenditure				(2)                                           Current                                             Expenses		(3)                                           YTD                                       Expenses		(4)                          Approved                              Budget		(5)
DSS-6844S Budget,
Amendments		*Am *R		(6)                                Unexpended                                  Balance

		A.  Salaries						0.00		0.00						0.00

		B.  Fringe Benefits						0.00		0.00						0.00

		C.  Staff Development						0.00		0.00						0.00

		D.  Travel						0.00		0.00						0.00

		E.  Equipment Purch. - Tangible Prop.						0.00		0.00						0.00

		F.  Transportation - Recipient						0.00		0.00						0.00

		G.  Medical Supplies						0.00		0.00						0.00

		H.  Cost of Space						0.00		0.00						0.00

		I.   Room and Board-Residential Treatment						0.00		0.00						0.00

		J.   Service Payments						0.00		0.00						0.00

		K.  Other Expenses (list individual items)

		Handouts, folders, binders, training supplies						0.00		0.00						0.00

		Site Rental						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		Administrative Cost (If applicable)						0.00		0.00						0.00

		Rounding						0.00		0.00						0.00

		L.  Indirect Cost						0.00		0.00						0.00

		Total Expenditures				0.00		0.00		0.00		0.00				0.00

		Less: Provider Match:		0.000000%		0.00		0.00		0.00		0.00				0.00

		Act. 432996

		NET REIMBURSABLE AMOUNT				0.00		0.00		0.00		0.00				0.00

		Cash Advance (Issued)				0.00		0.00						* Am = Amendments

		Cash Advance  (Reconciled)				0.00		0.00						* R   = Realignments

		Cash Advance  (Balance)				0.00		0.00

		Section II - Certification

		As chief executive officer of the contracting organization, I hereby certify that the cost or units billed on this form were incurred and delivered

		according to the provisions of the contract.  I further certify that any required expenditures have been incurred, and that to the best of my

		knowledge and belief we have complied with all laws, regulations and contractual provisions that are conditions of payment under this contract.

										EIN / Group No		0

		Authorized Provider Official Signature				Date

										NCAS -PO No.:		0

		Person Responsible for Completion of Report				Telephone #(Area Code)		0.000000%		Acct / Center		0

		Contract Administrator:		0				0.000000%		Acct / Center		0

		Telephone Number:		0				0.000000%		Acct / Center		0

		Date:		0				0.000000%		Match Acct #		0



DSS Contractor:
Enter the allowable contract expenditures for  this month.

DSS Contractor:
For the first billing month only, enter the budget from the DSS-6844S page 1.  
In subsequent months, enter only the amount of approved amendments or adjustments.  Enter a net decrease as a negative number and the net increases as a positive number.

DSS Contractor:
For the first billing month, enter the amount of Provider Match (if any) from the DSS-6844S page 1  of the contract. 
In subsequent months, enter only the amount of approved amendments if any.

DSS Contractor:
Only for amendments or adjustments, indicate if the amount on column (5) is an:
Amendment = AM
or
Realignment =  R



4

		DSS-1571 III						North Carolina Department of Health and Human Services

		Rev May-18						Division of Social Services

		DSS-1571 III (Administrative Costs Report )

						Month Ending:

		Contract ID No:		0		Contract Period		0		Address		0

		NC Grants #		0								0

		Provider Name:		0								0

		Section I
(1)
Object of 
Expenditure				(2)                                           Current                                             Expenses		(3)                                           YTD                                       Expenses		(4)                          Approved                              Budget		(5)
DSS-6844S Budget,
Amendments		*Am *R		(6)                                Unexpended                                  Balance

		A.  Salaries						0.00		0.00						0.00

		B.  Fringe Benefits						0.00		0.00						0.00

		C.  Staff Development						0.00		0.00						0.00

		D.  Travel						0.00		0.00						0.00

		E.  Equipment Purch. - Tangible Prop.						0.00		0.00						0.00

		F.  Transportation - Recipient						0.00		0.00						0.00

		G.  Medical Supplies						0.00		0.00						0.00

		H.  Cost of Space						0.00		0.00						0.00

		I.   Room and Board-Residential Treatment						0.00		0.00						0.00

		J.   Service Payments						0.00		0.00						0.00

		K.  Other Expenses (list individual items)

		Handouts, folders, binders, training supplies						0.00		0.00						0.00

		Site Rental						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		Administrative Cost (If applicable)						0.00		0.00						0.00

		Rounding						0.00		0.00						0.00

		L.  Indirect Cost						0.00		0.00						0.00

		Total Expenditures				0.00		0.00		0.00		0.00				0.00

		Less: Provider Match:		0.000000%		0.00		0.00		0.00		0.00				0.00

		Act. 432996

		NET REIMBURSABLE AMOUNT				0.00		0.00		0.00		0.00				0.00

		Cash Advance (Issued)				0.00		0.00						* Am = Amendments

		Cash Advance  (Reconciled)				0.00		0.00						* R   = Realignments

		Cash Advance  (Balance)				0.00		0.00

		Section II - Certification

		As chief executive officer of the contracting organization, I hereby certify that the cost or units billed on this form were incurred and delivered

		according to the provisions of the contract.  I further certify that any required expenditures have been incurred, and that to the best of my

		knowledge and belief we have complied with all laws, regulations and contractual provisions that are conditions of payment under this contract.

										EIN / Group No		0

		Authorized Provider Official Signature				Date

										NCAS -PO No.:		0

		Person Responsible for Completion of Report				Telephone #(Area Code)		0.000000%		Acct / Center		0

		Contract Administrator:		0				0.000000%		Acct / Center		0

		Telephone Number:		0				0.000000%		Acct / Center		0

		Date:		0				0.000000%		Match Acct #		0



DSS Contractor:
Enter the allowable contract expenditures for  this month.

DSS Contractor:
For the first billing month only, enter the budget from the DSS-6844S page 1.  
In subsequent months, enter only the amount of approved amendments or adjustments.  Enter a net decrease as a negative number and the net increases as a positive number.

DSS Contractor:
Only for amendments or adjustments, indicate if the amount on column (5) is an:
Amendment = AM
or
Realignment =  R

DSS Contractor:
For the first billing month, enter the amount of Provider Match (if any) from the DSS-6844S page 1  of the contract. 
In subsequent months, enter only the amount of approved amendments if any.



5

		DSS-1571 III						North Carolina Department of Health and Human Services

		Rev May-18						Division of Social Services

		DSS-1571 III (Administrative Costs Report )

						Month Ending:

		Contract ID No:		0		Contract Period		0		Address		0

		NC Grants #		0								0

		Provider Name:		0								0

		Section I
(1)
Object of 
Expenditure				(2)                                           Current                                             Expenses		(3)                                           YTD                                       Expenses		(4)                          Approved                              Budget		(5)
DSS-6844S Budget,
Amendments		*Am *R		(6)                                Unexpended                                  Balance

		A.  Salaries						0.00		0.00						0.00

		B.  Fringe Benefits						0.00		0.00						0.00

		C.  Staff Development						0.00		0.00						0.00

		D.  Travel						0.00		0.00						0.00

		E.  Equipment Purch. - Tangible Prop.						0.00		0.00						0.00

		F.  Transportation - Recipient						0.00		0.00						0.00

		G.  Medical Supplies						0.00		0.00						0.00

		H.  Cost of Space						0.00		0.00						0.00

		I.   Room and Board-Residential Treatment						0.00		0.00						0.00

		J.   Service Payments						0.00		0.00						0.00

		K.  Other Expenses (list individual items)

		Handouts, folders, binders, training supplies						0.00		0.00						0.00

		Site Rental						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		Administrative Cost (If applicable)						0.00		0.00						0.00

		Rounding						0.00		0.00						0.00

		L.  Indirect Cost						0.00		0.00						0.00

		Total Expenditures				0.00		0.00		0.00		0.00				0.00

		Less: Provider Match:		0.000000%		0.00		0.00		0.00		0.00				0.00

		Act. 432996

		NET REIMBURSABLE AMOUNT				0.00		0.00		0.00		0.00				0.00

		Cash Advance (Issued)				0.00		0.00						* Am = Amendments

		Cash Advance  (Reconciled)				0.00		0.00						* R   = Realignments

		Cash Advance  (Balance)				0.00		0.00

		Section II - Certification

		As chief executive officer of the contracting organization, I hereby certify that the cost or units billed on this form were incurred and delivered

		according to the provisions of the contract.  I further certify that any required expenditures have been incurred, and that to the best of my

		knowledge and belief we have complied with all laws, regulations and contractual provisions that are conditions of payment under this contract.

										EIN / Group No		0

		Authorized Provider Official Signature				Date

										NCAS -PO No.:		0

		Person Responsible for Completion of Report				Telephone #(Area Code)		0.000000%		Acct / Center		0

		Contract Administrator:		0				0.000000%		Acct / Center		0

		Telephone Number:		0				0.000000%		Acct / Center		0

		Date:		0				0.000000%		Match Acct #		0



DSS Contractor:
Enter the allowable contract expenditures for  this month.

DSS Contractor:
For the first billing month only, enter the budget from the DSS-6844S page 1.  
In subsequent months, enter only the amount of approved amendments or adjustments.  Enter a net decrease as a negative number and the net increases as a positive number.

DSS Contractor:
Only for amendments or adjustments, indicate if the amount on column (5) is an:
Amendment = AM
or
Realignment =  R

DSS Contractor:
For the first billing month, enter the amount of Provider Match (if any) from the DSS-6844S page 1  of the contract. 
In subsequent months, enter only the amount of approved amendments if any.
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		DSS-1571 III						North Carolina Department of Health and Human Services

		Rev May-18						Division of Social Services

		DSS-1571 III (Administrative Costs Report )

						Month Ending:

		Contract ID No:		0		Contract Period		0		Address		0

		NC Grants #		0								0

		Provider Name:		0								0

		Section I
(1)
Object of 
Expenditure				(2)                                           Current                                             Expenses		(3)                                           YTD                                       Expenses		(4)                          Approved                              Budget		(5)
DSS-6844S Budget,
Amendments		*Am *R		(6)                                Unexpended                                  Balance

		A.  Salaries						0.00		0.00						0.00

		B.  Fringe Benefits						0.00		0.00						0.00

		C.  Staff Development						0.00		0.00						0.00

		D.  Travel						0.00		0.00						0.00

		E.  Equipment Purch. - Tangible Prop.						0.00		0.00						0.00

		F.  Transportation - Recipient						0.00		0.00						0.00

		G.  Medical Supplies						0.00		0.00						0.00

		H.  Cost of Space						0.00		0.00						0.00

		I.   Room and Board-Residential Treatment						0.00		0.00						0.00

		J.   Service Payments						0.00		0.00						0.00

		K.  Other Expenses (list individual items)

		Handouts, folders, binders, training supplies						0.00		0.00						0.00

		Site Rental						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		Administrative Cost (If applicable)						0.00		0.00						0.00

		Rounding						0.00		0.00						0.00

		L.  Indirect Cost						0.00		0.00						0.00

		Total Expenditures				0.00		0.00		0.00		0.00				0.00

		Less: Provider Match:		0.000000%		0.00		0.00		0.00		0.00				0.00

		Act. 432996

		NET REIMBURSABLE AMOUNT				0.00		0.00		0.00		0.00				0.00

		Cash Advance (Issued)				0.00		0.00						* Am = Amendments

		Cash Advance  (Reconciled)				0.00		0.00						* R   = Realignments

		Cash Advance  (Balance)				0.00		0.00

		Section II - Certification

		As chief executive officer of the contracting organization, I hereby certify that the cost or units billed on this form were incurred and delivered

		according to the provisions of the contract.  I further certify that any required expenditures have been incurred, and that to the best of my

		knowledge and belief we have complied with all laws, regulations and contractual provisions that are conditions of payment under this contract.

										EIN / Group No		0

		Authorized Provider Official Signature				Date

										NCAS -PO No.:		0

		Person Responsible for Completion of Report				Telephone #(Area Code)		0.000000%		Acct / Center		0

		Contract Administrator:		0				0.000000%		Acct / Center		0

		Telephone Number:		0				0.000000%		Acct / Center		0

		Date:		0				0.000000%		Match Acct #		0



DSS Contractor:
Enter the allowable contract expenditures for  this month.

DSS Contractor:
For the first billing month only, enter the budget from the DSS-6844S page 1.  
In subsequent months, enter only the amount of approved amendments or adjustments.  Enter a net decrease as a negative number and the net increases as a positive number.

DSS Contractor:
For the first billing month, enter the amount of Provider Match (if any) from the DSS-6844S page 1  of the contract. 
In subsequent months, enter only the amount of approved amendments if any.

DSS Contractor:
Only for amendments or adjustments, indicate if the amount on column (5) is an:
Amendment = AM
or
Realignment =  R
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		DSS-1571 III						North Carolina Department of Health and Human Services

		Rev May-18						Division of Social Services

		DSS-1571 III (Administrative Costs Report )

						Month Ending:

		Contract ID No:		0		Contract Period		0		Address		0

		NC Grants #		0								0

		Provider Name:		0								0

		Section I
(1)
Object of 
Expenditure				(2)                                           Current                                             Expenses		(3)                                           YTD                                       Expenses		(4)                          Approved                              Budget		(5)
DSS-6844S Budget,
Amendments		*Am *R		(6)                                Unexpended                                  Balance

		A.  Salaries						0.00		0.00						0.00

		B.  Fringe Benefits						0.00		0.00						0.00

		C.  Staff Development						0.00		0.00						0.00

		D.  Travel						0.00		0.00						0.00

		E.  Equipment Purch. - Tangible Prop.						0.00		0.00						0.00

		F.  Transportation - Recipient						0.00		0.00						0.00

		G.  Medical Supplies						0.00		0.00						0.00

		H.  Cost of Space						0.00		0.00						0.00

		I.   Room and Board-Residential Treatment						0.00		0.00						0.00

		J.   Service Payments						0.00		0.00						0.00

		K.  Other Expenses (list individual items)

		Handouts, folders, binders, training supplies						0.00		0.00						0.00

		Site Rental						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		Administrative Cost (If applicable)						0.00		0.00						0.00

		Rounding						0.00		0.00						0.00

		L.  Indirect Cost						0.00		0.00						0.00

		Total Expenditures				0.00		0.00		0.00		0.00				0.00

		Less: Provider Match:		0.000000%		0.00		0.00		0.00		0.00				0.00

		Act. 432996

		NET REIMBURSABLE AMOUNT				0.00		0.00		0.00		0.00				0.00

		Cash Advance (Issued)				0.00		0.00						* Am = Amendments

		Cash Advance  (Reconciled)				0.00		0.00						* R   = Realignments

		Cash Advance  (Balance)				0.00		0.00

		Section II - Certification

		As chief executive officer of the contracting organization, I hereby certify that the cost or units billed on this form were incurred and delivered

		according to the provisions of the contract.  I further certify that any required expenditures have been incurred, and that to the best of my

		knowledge and belief we have complied with all laws, regulations and contractual provisions that are conditions of payment under this contract.

										EIN / Group No		0

		Authorized Provider Official Signature				Date

										NCAS -PO No.:		0

		Person Responsible for Completion of Report				Telephone #(Area Code)		0.000000%		Acct / Center		0

		Contract Administrator:		0				0.000000%		Acct / Center		0

		Telephone Number:		0				0.000000%		Acct / Center		0

		Date:		0				0.000000%		Match Acct #		0



DSS Contractor:
Enter the allowable contract expenditures for  this month.

DSS Contractor:
For the first billing month only, enter the budget from the DSS-6844S page 1.  
In subsequent months, enter only the amount of approved amendments or adjustments.  Enter a net decrease as a negative number and the net increases as a positive number.

DSS Contractor:
For the first billing month, enter the amount of Provider Match (if any) from the DSS-6844S page 1  of the contract. 
In subsequent months, enter only the amount of approved amendments if any.

DSS Contractor:
Only for amendments or adjustments, indicate if the amount on column (5) is an:
Amendment = AM
or
Realignment =  R
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		DSS-1571 III						North Carolina Department of Health and Human Services

		Rev May-18						Division of Social Services

		DSS-1571 III (Administrative Costs Report )

						Month Ending:

		Contract ID No:		0		Contract Period		0		Address		0

		NC Grants #		0								0

		Provider Name:		0								0

		Section I
(1)
Object of 
Expenditure				(2)                                           Current                                             Expenses		(3)                                           YTD                                       Expenses		(4)                          Approved                              Budget		(5)
DSS-6844S Budget,
Amendments		*Am *R		(6)                                Unexpended                                  Balance

		A.  Salaries						0.00		0.00						0.00

		B.  Fringe Benefits						0.00		0.00						0.00

		C.  Staff Development						0.00		0.00						0.00

		D.  Travel						0.00		0.00						0.00

		E.  Equipment Purch. - Tangible Prop.						0.00		0.00						0.00

		F.  Transportation - Recipient						0.00		0.00						0.00

		G.  Medical Supplies						0.00		0.00						0.00

		H.  Cost of Space						0.00		0.00						0.00

		I.   Room and Board-Residential Treatment						0.00		0.00						0.00

		J.   Service Payments						0.00		0.00						0.00

		K.  Other Expenses (list individual items)

		Handouts, folders, binders, training supplies						0.00		0.00						0.00

		Site Rental						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		Administrative Cost (If applicable)						0.00		0.00						0.00

		Rounding						0.00		0.00						0.00

		L.  Indirect Cost						0.00		0.00						0.00

		Total Expenditures				0.00		0.00		0.00		0.00				0.00

		Less: Provider Match:		0.000000%		0.00		0.00		0.00		0.00				0.00

		Act. 432996

		NET REIMBURSABLE AMOUNT				0.00		0.00		0.00		0.00				0.00

		Cash Advance (Issued)				0.00		0.00						* Am = Amendments

		Cash Advance  (Reconciled)				0.00		0.00						* R   = Realignments

		Cash Advance  (Balance)				0.00		0.00

		Section II - Certification

		As chief executive officer of the contracting organization, I hereby certify that the cost or units billed on this form were incurred and delivered

		according to the provisions of the contract.  I further certify that any required expenditures have been incurred, and that to the best of my

		knowledge and belief we have complied with all laws, regulations and contractual provisions that are conditions of payment under this contract.

										EIN / Group No		0

		Authorized Provider Official Signature				Date

										NCAS -PO No.:		0

		Person Responsible for Completion of Report				Telephone #(Area Code)		0.000000%		Acct / Center		0

		Contract Administrator:		0				0.000000%		Acct / Center		0

		Telephone Number:		0				0.000000%		Acct / Center		0

		Date:		0				0.000000%		Match Acct #		0



DSS Contractor:
Enter the allowable contract expenditures for  this month.

DSS Contractor:
For the first billing month only, enter the budget from the DSS-6844S page 1.  
In subsequent months, enter only the amount of approved amendments or adjustments.  Enter a net decrease as a negative number and the net increases as a positive number.

DSS Contractor:
For the first billing month, enter the amount of Provider Match (if any) from the DSS-6844S page 1  of the contract. 
In subsequent months, enter only the amount of approved amendments if any.

DSS Contractor:
Only for amendments or adjustments, indicate if the amount on column (5) is an:
Amendment = AM
or
Realignment =  R
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		DSS-1571 III						North Carolina Department of Health and Human Services

		Rev May-18						Division of Social Services

		DSS-1571 III (Administrative Costs Report )

						Month Ending:

		Contract ID No:		0		Contract Period		0		Address		0

		NC Grants #		0								0

		Provider Name:		0								0

		Section I
(1)
Object of 
Expenditure				(2)                                           Current                                             Expenses		(3)                                           YTD                                       Expenses		(4)                          Approved                              Budget		(5)
DSS-6844S Budget,
Amendments		*Am *R		(6)                                Unexpended                                  Balance

		A.  Salaries						0.00		0.00						0.00

		B.  Fringe Benefits						0.00		0.00						0.00

		C.  Staff Development						0.00		0.00						0.00

		D.  Travel						0.00		0.00						0.00

		E.  Equipment Purch. - Tangible Prop.						0.00		0.00						0.00

		F.  Transportation - Recipient						0.00		0.00						0.00

		G.  Medical Supplies						0.00		0.00						0.00

		H.  Cost of Space						0.00		0.00						0.00

		I.   Room and Board-Residential Treatment						0.00		0.00						0.00

		J.   Service Payments						0.00		0.00						0.00

		K.  Other Expenses (list individual items)

		Handouts, folders, binders, training supplies						0.00		0.00						0.00

		Site Rental						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		Administrative Cost (If applicable)						0.00		0.00						0.00

		Rounding						0.00		0.00						0.00

		L.  Indirect Cost						0.00		0.00						0.00

		Total Expenditures				0.00		0.00		0.00		0.00				0.00

		Less: Provider Match:		0.000000%		0.00		0.00		0.00		0.00				0.00

		Act. 432996

		NET REIMBURSABLE AMOUNT				0.00		0.00		0.00		0.00				0.00

		Cash Advance (Issued)				0.00		0.00						* Am = Amendments

		Cash Advance  (Reconciled)				0.00		0.00						* R   = Realignments

		Cash Advance  (Balance)				0.00		0.00

		Section II - Certification

		As chief executive officer of the contracting organization, I hereby certify that the cost or units billed on this form were incurred and delivered

		according to the provisions of the contract.  I further certify that any required expenditures have been incurred, and that to the best of my

		knowledge and belief we have complied with all laws, regulations and contractual provisions that are conditions of payment under this contract.

										EIN / Group No		0

		Authorized Provider Official Signature				Date

										NCAS -PO No.:		0

		Person Responsible for Completion of Report				Telephone #(Area Code)		0.000000%		Acct / Center		0

		Contract Administrator:		0				0.000000%		Acct / Center		0

		Telephone Number:		0				0.000000%		Acct / Center		0

		Date:		0				0.000000%		Match Acct #		0



DSS Contractor:
Enter the allowable contract expenditures for  this month.

DSS Contractor:
For the first billing month only, enter the budget from the DSS-6844S page 1.  
In subsequent months, enter only the amount of approved amendments or adjustments.  Enter a net decrease as a negative number and the net increases as a positive number.

DSS Contractor:
For the first billing month, enter the amount of Provider Match (if any) from the DSS-6844S page 1  of the contract. 
In subsequent months, enter only the amount of approved amendments if any.

DSS Contractor:
Only for amendments or adjustments, indicate if the amount on column (5) is an:
Amendment = AM
or
Realignment =  R
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		DSS-1571 III						North Carolina Department of Health and Human Services

		Rev May-18						Division of Social Services

		DSS-1571 III (Administrative Costs Report )

						Month Ending:

		Contract ID No:		0		Contract Period		0		Address		0

		NC Grants #		0								0

		Provider Name:		0								0

		Section I
(1)
Object of 
Expenditure				(2)                                           Current                                             Expenses		(3)                                           YTD                                       Expenses		(4)                          Approved                              Budget		(5)
DSS-6844S Budget,
Amendments		*Am *R		(6)                                Unexpended                                  Balance

		A.  Salaries						0.00		0.00						0.00

		B.  Fringe Benefits						0.00		0.00						0.00

		C.  Staff Development						0.00		0.00						0.00

		D.  Travel						0.00		0.00						0.00

		E.  Equipment Purch. - Tangible Prop.						0.00		0.00						0.00

		F.  Transportation - Recipient						0.00		0.00						0.00

		G.  Medical Supplies						0.00		0.00						0.00

		H.  Cost of Space						0.00		0.00						0.00

		I.   Room and Board-Residential Treatment						0.00		0.00						0.00

		J.   Service Payments						0.00		0.00						0.00

		K.  Other Expenses (list individual items)

		Handouts, folders, binders, training supplies						0.00		0.00						0.00

		Site Rental						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		Administrative Cost (If applicable)						0.00		0.00						0.00

		Rounding						0.00		0.00						0.00

		L.  Indirect Cost						0.00		0.00						0.00

		Total Expenditures				0.00		0.00		0.00		0.00				0.00

		Less: Provider Match:		0.000000%		0.00		0.00		0.00		0.00				0.00

		Act. 432996

		NET REIMBURSABLE AMOUNT				0.00		0.00		0.00		0.00				0.00

		Cash Advance (Issued)				0.00		0.00						* Am = Amendments

		Cash Advance  (Reconciled)				0.00		0.00						* R   = Realignments

		Cash Advance  (Balance)				0.00		0.00

		Section II - Certification

		As chief executive officer of the contracting organization, I hereby certify that the cost or units billed on this form were incurred and delivered

		according to the provisions of the contract.  I further certify that any required expenditures have been incurred, and that to the best of my

		knowledge and belief we have complied with all laws, regulations and contractual provisions that are conditions of payment under this contract.

										EIN / Group No		0

		Authorized Provider Official Signature				Date

										NCAS -PO No.:		0

		Person Responsible for Completion of Report				Telephone #(Area Code)		0.000000%		Acct / Center		0

		Contract Administrator:		0				0.000000%		Acct / Center		0

		Telephone Number:		0				0.000000%		Acct / Center		0

		Date:		0				0.000000%		Match Acct #		0



DSS Contractor:
Enter the allowable contract expenditures for  this month.

DSS Contractor:
For the first billing month only, enter the budget from the DSS-6844S page 1.  
In subsequent months, enter only the amount of approved amendments or adjustments.  Enter a net decrease as a negative number and the net increases as a positive number.

DSS Contractor:
For the first billing month, enter the amount of Provider Match (if any) from the DSS-6844S page 1  of the contract. 
In subsequent months, enter only the amount of approved amendments if any.

DSS Contractor:
Only for amendments or adjustments, indicate if the amount on column (5) is an:
Amendment = AM
or
Realignment =  R
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		DSS-1571 III						North Carolina Department of Health and Human Services

		Rev May-18						Division of Social Services

		DSS-1571 III (Administrative Costs Report )

						Month Ending:

		Contract ID No:		0		Contract Period		0		Address		0

		NC Grants #		0								0

		Provider Name:		0								0

		Section I
(1)
Object of 
Expenditure				(2)                                           Current                                             Expenses		(3)                                           YTD                                       Expenses		(4)                          Approved                              Budget		(5)
DSS-6844S Budget,
Amendments		*Am *R		(6)                                Unexpended                                  Balance

		A.  Salaries						0.00		0.00						0.00

		B.  Fringe Benefits						0.00		0.00						0.00

		C.  Staff Development						0.00		0.00						0.00

		D.  Travel						0.00		0.00						0.00

		E.  Equipment Purch. - Tangible Prop.						0.00		0.00						0.00

		F.  Transportation - Recipient						0.00		0.00						0.00

		G.  Medical Supplies						0.00		0.00						0.00

		H.  Cost of Space						0.00		0.00						0.00

		I.   Room and Board-Residential Treatment						0.00		0.00						0.00

		J.   Service Payments						0.00		0.00						0.00

		K.  Other Expenses (list individual items)

		Handouts, folders, binders, training supplies						0.00		0.00						0.00

		Site Rental						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		0.0						0.00		0.00						0.00

		Administrative Cost (If applicable)						0.00		0.00						0.00
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		L.  Indirect Cost						0.00		0.00						0.00

		Total Expenditures				0.00		0.00		0.00		0.00				0.00

		Less: Provider Match:		0.000000%		0.00		0.00		0.00		0.00				0.00

		Act. 432996

		NET REIMBURSABLE AMOUNT				0.00		0.00		0.00		0.00				0.00

		Cash Advance (Issued)				0.00		0.00						* Am = Amendments

		Cash Advance  (Reconciled)				0.00		0.00						* R   = Realignments
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		Section II - Certification

		As chief executive officer of the contracting organization, I hereby certify that the cost or units billed on this form were incurred and delivered

		according to the provisions of the contract.  I further certify that any required expenditures have been incurred, and that to the best of my

		knowledge and belief we have complied with all laws, regulations and contractual provisions that are conditions of payment under this contract.

										EIN / Group No		0

		Authorized Provider Official Signature				Date

										NCAS -PO No.:		0

		Person Responsible for Completion of Report				Telephone #(Area Code)		0.000000%		Acct / Center		0

		Contract Administrator:		0				0.000000%		Acct / Center		0

		Telephone Number:		0				0.000000%		Acct / Center		0

		Date:		0				0.000000%		Match Acct #		0



DSS Contractor:
Enter the allowable contract expenditures for  this month.

DSS Contractor:
For the first billing month only, enter the budget from the DSS-6844S page 1.  
In subsequent months, enter only the amount of approved amendments or adjustments.  Enter a net decrease as a negative number and the net increases as a positive number.

DSS Contractor:
Only for amendments or adjustments, indicate if the amount on column (5) is an:
Amendment = AM
or
Realignment =  R
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		As chief executive officer of the contracting organization, I hereby certify that the cost or units billed on this form were incurred and delivered

		according to the provisions of the contract.  I further certify that any required expenditures have been incurred, and that to the best of my

		knowledge and belief we have complied with all laws, regulations and contractual provisions that are conditions of payment under this contract.

										EIN / Group No		0

		Authorized Provider Official Signature				Date
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		Person Responsible for Completion of Report				Telephone #(Area Code)		0.000000%		Acct / Center		0
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DSS Contractor:
Enter the allowable contract expenditures for  this month.

DSS Contractor:
For the first billing month only, enter the budget from the DSS-6844S page 1.  
In subsequent months, enter only the amount of approved amendments or adjustments.  Enter a net decrease as a negative number and the net increases as a positive number.

DSS Contractor:
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In subsequent months, enter only the amount of approved amendments if any.

DSS Contractor:
Only for amendments or adjustments, indicate if the amount on column (5) is an:
Amendment = AM
or
Realignment =  R









to support transportation to vaccination sites.  Their 2  DHHS disbursement will be reduced
accordingly. 

Systems with more funds remaining than their proposed 2nd disbursement amount will
be invoiced for the difference.  Invoices will be sent out from DOT’s fiscal section soon
and systems will have 30 days to repay the amount.

Claim overages – Systems with overages from the first round will receive new DHHS funding
to cover the overages, plus an additional disbursement exclusively for vaccination
transportation support.

Overages will only be covered up to double the initial disbursement.  Overages more
than double will be provided through future CARES Act funding.
A portion of overages will be paid immediately through the new DHHS funding.  The
remainder will be paid in approximately 6-8 weeks after invoiced funds are received
from other systems.

 
The second tab on the “DHHS Funding for Vaccine Transportation Disbursement Amounts”
spreadsheet (titled “Working”) reflects this approach and the implications for each system.
 
Please direct any follow up questions to your planner or to me directly.
 
Thank you,
 
Ryan
 
 
Ryan Brumfield, PE
Interim Director
Integrated Mobility Division
North Carolina Department of Transportation
 
Office – (919) 707-4674
Cell – (919) 928-3377
rmbrumfield@ncdot.gov
 
1 S Wilmington Street, Room 546
Raleigh, NC  27699-1550

 

mailto:rmbrumfield@ncdot.gov


Email correspondence to and from this sender is subject to the N.C. Public Records Law and may be disclosed to third parties.


