You may make addltional If applicable, pleasa complate for UFR Title# 206
coples FY20/FY21.
= o\ COMMONWEALTH OF MASSACHUSETTS

;,ﬁa'f DEPARTMENT OF PUBLIC HEALTH
B¥1§ SUBCONTRACTOR IDENTIFICATION LIST FOR DIRECT CARE SERVICES

FENWAY COMMUNITY
Provider/Vendor Name: _HEALTH CENTER Vendor VC No:

Program Name: _SOR GRANT Contract ID: _INTF2330MM3W 18026144

Instructlons: Providersivendors must complete and submit to DPH at the time of Initial contract execution AND when
subcontract dotlars and/or vendors/providers are added or deleted. This form must be signed by the DPH program
raprasentative to Indicate program approval PRIOR TO the exacution of said subcontraci(s).

Subcontractors must agree to the Terms and Conditions set forth in the RFR, which Is part of this contract. Subcontracts
must be in writing, In accordance with Saction 9 of the Commanwealth Terms and Conditions or the Commonwaalth
Terms and Condlilons for Human and Soclal Services. Providers may use the standard subcontract template available
through DPH conlract managers. All subcontracts must be avallable for review by authorized agents of the
Commonwaealth. DPH may require the submission of any aubcontract at any time during the contract period.

1. Total Subcontract Dollare® $ i/Q CcLT
2. Amount of #1 allocated to Identified subcontractars (list below): __§ #D D00
Subcontract | Type of Service provided and number
w Subcontractor Name & FEIN Amount | of service unite, if applicable
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3. Amount 1 not yet allocnt?o Identified subcontractors: $ O G
Submilted by: J}t(") L__S_ Phone: ” 92 g~ 6 {1t

o ProvldarNendorA orized Slgnature
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Print Name

Approved by: Date: Phene:
DPH Program Manager

Print Name
* For contracls using Altachmant 3, the Program Budget Form, 2 + 3 must = Line 208 of the farm.

Updated 3/9/2015
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ProviderVendor Name: HEALTH CENTER Vendor VC No:

Program Name: _SOR GRANT Contract ID: _INTF2330MM3W 18025144

Instructions: Providersivendors must complete and submit to DPH at the fime of initial contract execution AND when
subcontract dollars and/or vendors/providers are added or deleted. This form must be signed by the DPH program
reprasentative to indicate program approval PRIOR TO tha execution of said subcantraci(s).

Subcontractors must agree to the Terms and Conditions set forth in the RFR, which Is part of this coniract. Subcontracts
must be In writing, In accordance with Section 8 of the Commonwealth Terms and Conditions or the Commonwsatth
Terms and Conditions for Human and Soclal Services. Providers may use the standard subconiract template avaitable
through DPH conlract managers. All subcontracts must be avallable for review by authorized egents of the
Commonwealth. DPH may require the submission of any subcontract at any time during the contract period.

1. Total Subcontract Dollars® $ J/Q CLT
2. Amount of #1 allocated to Identified subcontractors (list below): _§ l;«'['D‘DOD
Subcontract | Type of Service provided and number
! Subconm?r Name va FEIN Amount | of service units, if applicabls |
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Approved by: Date: Phone:
DPH Program Manager
Print Name

* For contracts using Attachmant 3, the Program Budget Form, 2 + 3 must s Line 208 of the form.
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