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EXECUTIVE SUMMARY 
 
The Office of Inspector General (OIG) conducted a Contract Oversight Review (Review) in 2022 
to assess the contract monitoring procedures for the City of Jacksonville (City), Parks, Recreation, 
and Community Services Department (PRCSD).  
 
The purpose of the Review was to provide the City with information to use when developing 
effective contract monitoring policies. 
 
The OIG selected the Community Rehabilitation, Inc. (Provider) Ryan White HIV/AIDS Program 
Part A Services (Ryan White) grant (City Contract No. 71115-21) for Review. 
 

BACKGROUND 
 
There are three phases of public procurement: Pre-Award, Award, and Post-Award. Pre-Award 
phase involves the determination of need, the development of the requirements package, and the 
selection of the contracting method. The Award phase consists of soliciting vendors/sources, 
receipt of responses, evaluation of responses, and contract award. The Post-Award phase or 
contract administration phase includes contract monitoring, ensuring the Provider adequately 
delivers the contracted goods and services, and contract closeout. 
 
Contract Review is part of the Post-Award procurement phase. As part of the OIG Review, the 
OIG requested several items related to the Ryan White Agreement from PRCSD, including but not 
limited to the following: 

A. Planning Council Referral Records 
B. Invoice Records 
C. Notification of Funding Utilization Records 
D. Expenditure and Programmatic Records 
E. Quality Management Plan Records 
F. Expenditure Records 
G. Program Service Records 
H. Monitoring Records 
I. Code of Ethics Records 

 
The Ryan White Agreement Items below were noted because of inconsistencies, lack of 
information, and/or documentation.  
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Scope of Services: 
 
Scope of Services Item 2.6 states the Provider agrees to refer at least two non-aligned People 
Living With HIV/AIDS (PLWHA) to Planning Council and at least one additional committee 
within the contract year.  
 
Planning Council Referrals records disclosed that the Provider did not provide or recommend any 
PLWHAs.  Additionally, no PLWHAs self-identify as being referred by the Provider. 
 
Funding and Method of Payment: 
 
Funding and Method of Payment Item 4.3 states a complete original invoice is due on or before 
the fifteenth (15th) of the month following the month expenses were incurred by the Provider. 
Invoices not acceptably submitted within twenty (20) days of the month following the month 
expenses were incurred may not be reimbursable. Acceptance is within the sole discretion of the 
Ryan White HIV/AIDS Program Manager (Program Manager).  
 
Invoice records disclosed by the Provider included Jacksonville Area Ryan White Network 
Monthly Financial Reports for the contract term March 2021 through February 2022. Nine (9) 
reports dated June 2021 through February 2022 were certified and submitted by the Provider’s 
Fiscal Manager in March 2022. Eight (8) of the nine (9) reports were certified and submitted by 
the Provider’s Fiscal Manager on the same date in March 2022.   
 
Funding and Method of Payment Item 4.10 states that the Provider agrees to notify the City as 
soon as possible when under-utilization of contracted funding becomes apparent. The City will 
also notify the Provider when fiscal records indicate the potential for under-utilization of 
contracted funding.  
 
Notification of Funding Utilization records disclosed that the Provider did not notify the City of 
the apparent underutilization of contracted funds. Additionally, the City should have notified the 
Provider of the potential under-utilization of contracted funds. There were emails between the 
Program Manager and the Provider’s employees dated February 28, 2022.  These emails reflected 
that the RW Program Manager received the Provider’s Ryan White reports and responded, “So, 
what I am seeing here is that you have only spent $2,639.52 of Ryan White Part A funds for grant 
year March 1, 2021 - February 28, 2022. Is this correct?” The Provider’s Fiscal Manager replied, 
“Yes that is correct.”  
 
Reporting Requirements:  
 
Reporting Requirements Item 9.1 states the Provider agrees to submit expenditure and 
programmatic reports to the City every month not later than the fifteenth (15th) day of each month 
following the month expenses were incurred.  
 
Expenditure and Programmatic records disclosed Multiple Client Service Detail Reports dated 
March 2021 through February 2022, which reflected the dates, type of services, total cost, and the 
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number of units provided by the Provider. However, these reports did not contain dates indicating 
when they were submitted to the City by the Provider.  
 
Reporting Requirements Item 9.3 states the Provider agrees to participate in quality assurance and 
outcome evaluation studies, which at a minimum, includes the submission of an annual Quality 
Management Plan and quarterly data reports (HAB Measures), permitting the right of access to 
the staff as designated by City to the Provider’s premises and records, consistent with client 
confidentiality requirements, and participating in meetings scheduled for such purposes.  
 
Quality Management Plan records disclosed a 2020/2021 Quality Management Plan/Quality 
Improvement Plan. However, there were no records or language addressing quarterly data reports 
(HAB Measures), permitting the right of access to the staff as designated by the City to the 
Provider’s premises and records, consistent with client confidentiality requirements, and 
participating in meetings scheduled for such purposes. 
 
Reporting Requirements Item 9.5.1 states that Providers receiving funding from the City of less 
than $100,000 must furnish an annual report of receipts and expenditures of City funds. This report 
must be certified by the Provider’s Financial Officer/Treasurer, shall present information regarding 
the Provider’s use of City funding during the contract year, and must be filed no later than one 
hundred twenty (120) days following the end of the Provider’s fiscal year.  
  
Expenditure records disclosed a 2021/2022 Annual Expenditure Report reflecting the Provider’s 
total expenditures as $2,880.28 and their remaining budget balance as $37,119.72. However, this 
report did not contain a date indicating when the Provider filed it, nor was it certified by the 
Provider’s Financial Officer/Treasurer (e.g., signature).  
 
Reporting Requirements Item 9.8 states the Provider will submit a completed Ryan White 
HIV/AIDS Program Service Report every quarter. Program Service records disclosed a Financial 
Report dated March 2021 through June 2021, which contained minimal information and a provider 
total of “$0.00” for the Provider.   
 
Compliance Monitoring: 
 
Compliance Monitoring Item 10.2 states that monitoring site visits will be conducted, and the City 
will deliver a written report of its findings to the Provider following a monitoring site visit, 
including written recommendations relating to the Provider’s performance.  
 
Monitoring records disclosed that the City did not complete a written report for the Provider based 
on the monitoring requirement being waived by the funder, Health Resources and Services 
Administration (HRSA), for this grant period due to the Coronavirus Disease 2019 (COVID-19). 
 
Independent Provider Status: 
 
Independent Provider Status Item 12.2 states the Provider shall develop and maintain a Code of 
Ethics for its employees, which includes conflict of interest; prohibition against the use of property, 
information, or position without approval or to advance personal interests; fair and open 
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competition; confidentiality; protection and use of company assets; compliance with laws, rules, 
and regulations; timely and truthful disclosure of significant accounting deficiencies; and timely 
and truthful disclosure of non-compliance. 
 
Code of Ethics records disclosed two undated Provider documents, a Code of Ethics and a Guide 
to Ethical Conduct. Neither the Code of Ethics nor the Guide to Ethical Conduct addressed 
prohibition against the use of property, information, or position without approval or to advance 
personal interests; fair and open competition; confidentiality; protection and use of company 
assets; timely and truthful disclosure of significant accounting deficiencies; and timely and truthful 
disclosure of non-compliance. 
 
Renewal/Termination: 
 
Renewal/Termination Item 19.2 states all renewals are contingent upon the availability of lawfully 
appropriated funds for the purposes of this Agreement, as well as satisfactory performance 
evaluations of the Provider by the City.  
 
Monitoring records disclosed that the City did not complete a written report for the Provider based 
on the monitoring requirement being waived by HRSA for this grant period due to COVID-19.  
 

ADDITIONAL INFORMATION  
 
In March 2022, the City approved a recommendation to utilize the first of two (2) one (1) year 
renewal options, which contained Ryan White administrative costs, for various contractors 
including the Provider. As a result, the Provider was awarded a 12-month partial award of $10,000.  
 
In August 2022, the City approved a recommendation to increase the award amount, which 
contained Ryan White administrative costs, for various contractors, including the Provider. As a 
result, the Provider was awarded $10,000. 
 
In conclusion, the Provider under-utilized contracted funds as only $2,880.28 of the initial $40,000 
were utilized from March 2021 through February 2022, which resulted in a remaining balance of 
$37,119.72. The City did not complete a written report for the Provider to indicate a satisfactory 
performance evaluation in accordance with Renewal/Termination Item 19.2, based on HRSA 
waving the monitoring requirement due to COVID-19. However, available funding was lawfully 
appropriated, which resulted in the Provider being awarded additional funds totaling $20,000 in 
March and August of 2022.  
 

FINDINGS 
 
Lack of oversight by PRCSD resulted in improper and inconsistent documentation from the 
Provider, under-utilized funds that could have been reallocated, and insufficient written 
report/performance evaluation before awarding additional funds.  
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RECOMMENDED CORRECTIVE ACTIONS 
 
The OIG recommended that PRCSD ensure Providers provide timely and proper records in 
accordance with the contract, including, but not limited to, certified documents, documents with 
filing/submission dates, and policies with contract verbiage.  
 
The OIG recommended that PRCSD provide and obtain notification from the Providers when 
under-utilization of contracted funds by the Providers is evident. 
 
The OIG recommended that PRCSD require Program Managers to certify that all deliverables have 
been received and accepted. 
 
The OIG recommended that the City ensure that Providers effectively utilize contracted funds 
before awarding additional funds to the Providers.  
 
The OIG recommended that the City reallocate funds when contracted funds are under-utilized by 
the Providers. 
 

INSPECTOR GENERAL STANDARDS 
 
The OIG provided the PRCSD an opportunity to submit a written explanation or rebuttal to the 
findings as stated in this investigative report within ten (10) calendar days.  Their written response 
is attached to this report. 
 
 
 
 
EXHIBITS: 
1. Agreement (Agreement) between the City of Jacksonville (City) and Community 

Rehabilitation, Inc. (Provider) for Ryan White HIV/AIDS Program Part A Services (Ryan 
White), dated March 2021 

2. Records submitted by Provider to the City related to the Ryan White Agreement 

This Contract Oversight Review has been conducted in accordance with ASSOCIATION OF 
INSPECTOR GENERAL Principles and Quality Standards for Investigations.









































































EXHIBIT 2.6 
 

 

Names of two non-aligned PLWHA referred to Planning Council and any additional committees within 

the contract year 

 

Community Rehabilitation Center did not disclose names if they made any recommendations and no 

PLWHA self-identified as being referred by this agency. 



EXHIBIT 4.3
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EXHIBIT 9.3-A 

 

Services are aimed at alleviating mental health symptoms that can accompany a 

diagnosis of HIV. Mental health treatment for people living with HIV also attempts to 

enhance access to and retention in primary HIV medical care, reduce HIV transmission 

risk behaviors, and promote health and quality of life. Mental health treatment services 

are for patients living with HIV/AIDS experiencing mental health distress and treatment 

consists of Psychotherapy (individual, group, and family), Psychiatric Evaluation, 

Medication Management, Crisis Intervention, and Targeted Case Management.

a. Quality Management 

This quality management plan describes the systematic process with identified 

leadership, accountability and dedicated resources and uses data and measurable 

outcomes to determine progress toward relevant, evidenced-based outcomes. 

 

COMMUNITY REHABILITATION CENTER 
QUALITY IMPROVEMENT PLAN 

FY 2020-2021 
 
 

POLICY 
It is the policy of Community Rehabilitation Services, Inc.  to ensure the highest quality of 
care to  it’s recipients  as evidence by the organization’s professional standards, evidence–
based practices and treatment outcomes. The organization   strives to ensure that it’s system 
of care  and  services are client-centered, culturally appropriate and  effective to meet the 
critical needs of individuals served . 
 

PURPOSE 
The   Quality Improvement Program   is the    foundation of commitment  for   quality, 
efficiency, effectiveness and accessibility  of the organization’s systems of care.   It shall 
promote the culture, diversity  and accountability of performance , both  qualitative and 
quantitative,  through goals, strategies, internal controls, and  activities focused on successful 
outcomes. 
 
Quality Improvement Plan serves as an instrument   of the Quality Improvement Program 
with goals and objectives to  systematically  monitor and evaluate the  appropriateness, 
efficiency, effectiveness, and quality of care. 

 PRINCIPLES  
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Quality Improvement  Principles. Quality improvement is a systematic approach to assessing 
services and improving them on a priority basis.  CRC”s  approach to quality improvement is 
based on the following principles:  
 

     •  Customer Focus. High quality  focus on the agency’s  internal and external customers   
         and on meeting or exceeding needs and expectations. 
 

• Recovery-oriented. Services are characterized by a commitment to promoting and 
preserving wellness and to expanding choice. This approach promotes maximum 
flexibility and choice to meet individually defined goals and to permit person-centered 
services. 

 

• Employee Empowerment. Effective programs involve people at all levels of the 
organization in improving quality. 

 

• Leadership Involvement. Strong leadership, direction and support of quality 
improvement activities by the governing body and CEO are key to performance 
improvement. This involvement of organizational leadership assures that quality 
improvement initiatives are consistent with provider mission and/or strategic plan. 
 

• Data Informed Practice. Successful QI processes create feedback loops, using data 
to inform practice and measure results. Fact-based decisions are likely to be correct 
decisions. 
 

• Continuous Improvement. Processes must be continually reviewed and improved. 
Small incremental changes do make an impact, and providers can almost always find 
an opportunity to make things better. 

 
 

GOAL AND OBJECTIVES 
 

Goals of the Quality Improvement   are tools to measure and develop improvement strategies 
for  all activities as means of  delivering  successful  programs and  ensuring positive 
outcomes for individuals served. The goals are to enhance quality of service delivery, 
improve  staff performance, strengthened the ability to provide cost effective care. 
 
The primary objectives of the QI Plan are the following: 
 

▪ Implement strategies to maintain and continuously quality improvement  of  care 

▪ Ensure compliance with federal, state and CARF Standards 

▪ Ensure effectiveness  and efficiency of service delivery 

▪ Ensure Access to appropriate  services   

▪ Assure the appropriateness of clinical determinations.  

▪ Assure  timely communication, reporting and documentation of clinical information,  

quality improvement activities and performance outcomes 

▪ To provide a systematic process for involving, motivating and educating staff  
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▪ To provide a  corrective action process for  deficiencies in  performance  

▪ Implement an  Internal Control System for appropriate and sound business practices 

▪ Ensure a safe environment for staff and persons served. 

 
 

MECHANISM FOR CONDUCTING QUALITY IMPROVEMENT ACTIVITIES 
 

▪ Tracking key indicators that are necessary for efficiency to include  timeliness of  and 

accuracy documentation, completion of all required components    and  compliance  with 

mandatory  standards.  

▪ Implementing and evaluating customer satisfaction surveys. 

▪ An analysis of customer complaints and grievances. 

▪ Implementing and monitoring  activities of the Quality Improvement Team to include 

internal controls and risk reduction, productivity, health and safety,  quality peer  and 

utilization reviews . 

▪ Conducting an analysis of  program performance  and outcomes, risk exposure  

▪ Completion of  all safety  reviews and emergency preparedness drills. 

 
DATA COLLECTIONS 

The agency continuously collects data from internal and external sources.  The agency 
uses an electronic health record ( Credible ) for  data internal data collection  to measure 
performance to  make informed decisions regarding services and business functions.   
Steps are taken to ensure that data are recorded correctly, completely   and properly for 
accuracy.  Data is also collected so that measured outcomes can be reproduced for  
selected performance indicators.  External data is also collected and utilized from 
contractors and stakeholders.   

 
OUTCOME MEASURES 

 
The effectiveness of the Quality Improvement Plan is evaluated through outcome measures.     
Included among the activities are: 
 

▪ Regular  reviews of the Quality Improvement Plan by QI  Director and Management Team   
for appropriateness, suitability and effectiveness of desired outcomes. 

▪ Annual reviews  of activities and  outcomes facilitated  by the Quality Improvement 
Committee.  

▪ Monthly peer reviews of clinical documentation and services   to ensure   compliance with  
program, state,  and Medicaid standards.  

▪ Weekly/monthly/annual  productivity review and analysis.  

▪ Quarterly evaluations of  outcomes and  customer satisfaction. 

▪ Quarterly  reviews of health safety mechanisms, safety drills  and implementation  of 
recommendations.  

   
PROGRAMS AND OUTCOME MEASURES 
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They Organization  has the obligation  for significant performance and quality measures 
mandated by state standards and  its major funders, The results of those measures will also 
be used to improve the quality of care of the Agency. 
 
The Agency’s Management Team will monitor the results of the outcome measures at least 
quarterly and will prepare a formal QI Management Report on services at least once per year.  
The quarterly reports and the annual report will be used to identify strengths and weaknesses 
of the programs delivery system  and to develop improvement strategies.  
 
 
 

 

Quality Improvement Plan for Clinical Services  

I. Effectiveness 
 
The Agency will assess the effectiveness of services through the outcome measures shown 
below using 10% client sample. 
 

A. Measure the effectiveness of services at admission, during treatment, and   
discharge. These measures will be tracked monthly and at the end of the fiscal 
year. 

  
1.  Timeliness of new Intakes completion and admission to programs   
2.    Average percentage of participants with satisfactory program 

attendance 
3.    Percentage of successful program goals completions or discharges  
4.    Percentage of client satisfaction surveys with positive results 

 
 B.    Target Objectives for Programs 

 
1. New Client Intakes (Bio-psychosocial, In-depth Assessments and Social 

Assessments) will be completed within 7 days of referrals. 

2. New clients who are admitted to any program will have an individualized 

treatment plan or service plan completed within 15 days of the  

completed initial assessment. 

3. All newly admitted clients  will have an initial program  attendance of 

eligible clients  within 5 days of completed Intake. 

4. Psycho-social Rehabilitation Services  will have an  average  attendance  

16  client days attendance  monthly.  

5. Adult Outpatient Therapy ---   Enrolled clients per caseload will complete 

an average  of 8 sessions monthly . 

6. Adults MH and RW Case Management---  95%  of  active participants 

will   complete a Primary Care  medical visit   within   least six  months .  

7. Substance Abuse – Average ASAM Rating --- 85% of meeting criteria. 
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II. Efficiency 
 

1. The agency   will measure the efficiency of its programs on a monthly basis. 
Caseload size with target objectives are  shown below.  The objectives are 
based upon State Medicaid guidelines agency clinical policies  and the 
reasonable expectations for staff performance. 

 

Program Average Ratio Per Staff  

Adult MH Case Manager 40 

Children Case Manager 20 

Adult Outpatient Individual Therapist 40  

Outpatient MH & SA Groups   10  

Psychosocial Rehabilitation Per Staff   12 

RW HIV Medical Case Management  45 

 
2. The organization will measure staff productivity with the target objectives 

shown below.  The productivity measure below generally relate to billable 
services.  There are other staff performance requirements not shown in this 
outline. 

 

Outpatient  Individual Therapy   120  sessions per month/per staff 

Outpatient Group Therapy   15 sessions per month/180 annually  

Case Management   110 hours of service per month/ per staff  

Psycho-social Rehabilitation   Average 185  client days  annually  

Intakes/Assessments  20% or less  No-show rate  

Psychiatric  Evaluations  160 Annually  

Medication Management  32 clients per month//124 annually 

 
 

III. Accessibility 
 

A.  Hours of Operation  and Locations -The agency  will measure access to its programs 
and   services through the following mechanisms: 
 
1. The agency will measure the convenience of operation hours and service 

locations through consumer   satisfaction survey. 
  
2. The agency will operate Monday-Friday, 8:30AM – 5:00PM and after hours by 

special appointments or as needed.  The agency will advertise operating hours 
via website and appropriate social media.  The agency will make accessible 
referral via the website. 

 
3. The agency provides in-house transportation for most clients at no cost. Service 

facilities are conveniently located near bus routes and can be accessed through 
public transportation.  Services are also provided in the homes and other natural 
environments of the participants. 
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B. Outcome Measure – 95% of persons served will be satisfied with scheduled hours 

and access to service locations. 
 

IV. Consumer Satisfaction 
 

A. Measures- CRC will measure client satisfaction with its programs on a regular basis 
and consistently with contractual standards. 

 
1. The Organization will conduct satisfaction surveys with competent adult clients 

in all programs each month. 
 
2. The agency will establish it’s standard for overall client Satisfaction at 90%  
 

 
 
 
 

Community Rehabilitation Center, Inc. 
Quality Improvement Program 

 
QI Committee Members and Management Team 

Patricia Sampson Director of Quality Improvement & Program 
Development  

Reginald Gaffney, Sr. President/CEO 

Reginald Gaffney, Jr. Vice President 

Erakal Goodman Director of Grants Management  

Dawn Smith Director of Finance 

Charles Twiggs Director of Information and Technology  

Stanley Twiggs Director of Client Services 

Reginald Gaffney, Jr. Facility Manager 

Brian Presley Clinical Programs Supervisor 

Rosalyn Johnson  Clinical Director 

Dr. M. Torrellas Medical Director 

Vacant / TBD Director of Human Resources 

 
QI Subcommittee Chairs & Co-Chairs 

Rosalyn Johnson Utilization Review Committee 

Brian Presley Risk Management Committee 

TBA Peer Review Committee 

Stanley Twiggs & Andrea Brown Health & Safety Committee 

Diane Templeton Training and Development Committee 

Dawn Smith & Charles Twiggs Finance & IT  Committee 
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ACTIVITIES AND METHODS 
Monthly and Quarterly Activities of Committees and  Chairpersons 

SUB-COMMITTEE OBJECTIVES CHAIRPERSON RESPONSIBILITIES 

Peer Review 1. Ensure that quality  reviews are randomly completed by 
program supervisors, program staff  and committee members. 

2.  Document and report  frequent deficiencies to ensure 
corrections.  are monitored to improve efficiency      

3. Conduct   peer reviews at least quarterly. 
4. Review a minimum of twenty (20) clinical records in the EHR 

for required documentation and timeliness of completion. 
5. Review medical files where pre-authorization for  units  are 

required to track timeliness of submission  
6. Ensure  outcomes of corrective action by staff and  program 

Supervisors 
7. Review outcomes and report findings to Committee Chair 
 

 

1. Scheduled and conduct Peer Review 
Committee Meetings.   

2. Compile   data reports   to include 
medical records reviewed, dates,  
deficiencies found, and recommended 
corrected action.    

3. Submit report to supervisors/directors 
for    correction of deficiencies within 7 
days. 

4. Report  deficiencies and   corrections 
to  QI Director  for   monitoring  and 
review 

5. Complete and submit quarterly reports 
to include number of records 
reviewed\, corrected  and pending  

6. Review final outcomes with committee  
and submit reports to QI Director  

 Health & Safety    
 
 
 
 
 
 
 
 
 
 
 
 

1. Conduct quarterly  Health & Safety Inspection 
a. Internal 
b. External 
c. Fire Extinguishers 
d. Emergency Lights & Equipment  

2. Monitor and  ensure adequate supplies in the  First Aid Kit and  
access to safety/emergency  equipment. 

3. Conduct  unannounced monthly  and quarterly drills  to include:  
a. Fire   
b. Natural Disaster  
c. Bomb Threat 
d. Active Shooter/ Other Workplace Violence 
e. Other Emergency and Safety 

1. Assign tasks to committee \ 
2. Review  safety information and 

facilitate   monthly  safety drills.   
3. Identify  potential health and safety 

risk, recommend safety changes as 
deemed appropriate (For example:   
update equipment,  health & safety 
training, facility upgrade, monitoring 
infectious  control ) 

4. Submit report and  recommendations 
to QI Director  
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SUB-COMMITTEE OBJECTIVES CHAIRPERSON RESPONSIBILITIES 

 
Risk Management 
 

 
1. Implement Risk Management Plan  
2. Monitor and review incident reports, adverse events & client 

grievances involving critical incidents.   
3. Ensure follow up on corrective actions  
4. Review with executive staff required agency’s insurance  

coverage for appropriateness and adequacy  
5. Monitor  facility maintenance to eliminate  potential risk factors 
6. ( ex: wet floors, emergency lights,  broken glass, locked doors) 
7. Identify results of Health and Safety outcomes and  

recommend  changes involving risk management  of 
employees, guests and consumers 
 

 

 
1. Conduct Risk Management meetings 

to review and document information  
2. Submit Quarterly Review reports  with 

committee input to QI Director  
3. Recommend and implement   any 

changes necessary for compliance  
4. Follow-up on pending issues 
5. Complete Risk Assessment 

 Utilization Review 1. Review staff /client ratio per program standards to determine 
program capacity   

2. Review program policies to ensure consistency with CARF, 
state and contractual requirements 

3. Review all CAP recommendations and for compliance  
4. Review servicewait times (referrals, Intakes, admission to 

programs) for contracts and Medicaid compliance 
5. Ensure client program appropriateness.  

   

1. Facilitate committee meetings 
2. Report findings 
2. Make recommendation and   
    Complete Performance Compliance 
Report. 
 

 
Training and 
Development 
 

1. Evaluate staff training and development needs. 
2. Complete annual employee satisfaction survey analysis   
3. Review and monitor training requirements of funding sources.  
4. Review and evaluate staff turnover rate.   
5. Review current policies and procedures as needed for 

appropriate updates 
 

1. Facilitate committee meetings 
2. Complete a  quarterly Training Needs 

Assessment,   
3. Report outcomes and frequency of staff 

turnover  
4. Complete an analysis of staff 

satisfaction surveys 
5. Make recommendations for 

improvement  
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SUB-COMMITTEE OBJECTIVES CHAIRPERSON RESPONSIBILITIES 

Finance & IT 1.  Review  agency financial trends and  programs  fiscal 
performance. 
2.  Report medical billing analysis ( Paid, denial, pending  ) 
2.  Review compliance with internal control procedures & financial  
     policies. 
4. Review Risk Management Plan for compliance and assist with   

its  
      implementation  
4.  Review inventory management for  upgrades and 
replacements 
5.  Review trends and implement  IT Initiatives  
6.  Review  agency  and program accessibility  

1.  Facilitate Committee Meetings  
2.  Complete Financial Reports and 
Analysis 
     Complete Annual IT Report  
3.  Complete Quarterly Risk Management     
     Checklist  
4.  Make recommendation  
 
 

 
 

 
 
 

 



DESCRIPTION  RCB009/21  010219 Budget 21-Mar Apr-21 May-21

Amount

21-Mar 21-Apr 21-May

AMOUNT PAID  582001

AHF 568,356.00          25,653.41          26,166.02          18,787.08        

CAN 690,610.00          44,324.12          44,144.97          41,172.10        

DOH 645,004.00          51,801.15          45,489.79          33,532.14        

CRC 40,000.00            

Gateway 167,805.00          9,136.05            19,390.80        

JALA 235,838.00          23,893.20          26,316.90          19,383.30        

LSS 1,070,375.00       92,665.20          22,220.32          167,934.46      

NFAN 1,354,733.00       156,449.57        103,670.07        97,091.83        

River Region 138,492.00          25,650.00          27,225.00          8,550.00          

UF 640,168.00          41,817.08          49,454.20          47,435.09        

Total 5,551,381.00       471,389.78        344,687.27        453,276.80      

2021/2022 Annual Expenditure Report



Jun-21 Jul-21 Aug. 21 Sep-21 Oct. 21 Nov. 21

21-Jun 21-Jul 21-Aug 21-Sep 21-Oct 21-Nov

32,542.24      29,700.39      34,558.85        23,816.25       16,778.08         16,940.73            

42,837.57      54,915.28      73,662.81        60,189.66       62,547.30         72,431.23            

47,405.28      42,024.06      53,356.16        37,086.46       57,973.92         36,241.55            

125.00           170.32           -                   -                  353.28              366.60                 

13,237.95      6,152.85        11,932.80        5,779.95         6,898.65           8,390.25              

25,207.20      21,480.30      21,321.00        16,560.90       16,556.40         21,648.60            

61,818.89      57,952.28      50,408.89        98,710.87       103,222.05       104,642.46          

100,506.39    100,246.68    123,858.64      80,815.95       103,575.59       118,578.62          

6,750.00        1,575.00        12,150.00        10,800.00       13,500.00         6,750.00              

47,042.77      47,151.18      37,998.29        54,499.41       51,504.78         43,577.77            

377,473.29    361,368.34    419,247.44      388,259.45     432,910.05       429,567.81          

2021/2022 Annual Expenditure Report



EXHIBIT 9.5.1

Dec.21 Jan. 22 Feb/Mar-22 Total Budget

Expenditures Balance

21-Dec 22-Jan 22-Feb

-                   

162,401.14     59,556.17       77,828.60            524,728.96              43,627.04         

61,093.62       80,152.44       34,816.02            672,287.12              18,322.88         

37,486.31       32,303.04       38,981.48            513,681.34              131,322.66       

735.24            638.24            491.60                 2,880.28                  37,119.72         

4,101.90         19,390.80       27,408.15            131,820.15              35,984.85         

12,078.00       16,560.90       14,831.30            235,838.00              -                   

99,436.06       111,075.88     99,122.00            1,069,209.36           1,165.64           

139,796.86     137,921.02     85,037.39            1,347,548.61           7,184.39           

6,791.17         2,628.84         122,370.01              16,121.99         

41,149.02       42,133.63       44,588.82            548,352.04              91,815.96         

565,069.32     502,360.96     423,105.36          5,168,715.87           382,665.13       
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EXHIBIT 10.2 

 

A:  CITY’s written report of findings regarding the required annual monitoring site visit 

B:  PROVIDER’s written report if deficiencies were noted by CITY 

 

Monitoring requirement was waived by funder - Health Resources & Services Administration (HRSA) for 

this grant period due to COVID.  No report Available.   
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Code of Ethics 

 

Do the Right Thing: 

Several key questions can help identify situations that may be unethical, inappropriate, or illegal. Ask 

yourself: 

 Does what I am doing comply with the CRC guiding principles, Code of Conduct, and company 

policies? 

 Have I been asked to misrepresent information or deviate from normal procedure? 

 Would I feel comfortable describing my decision at a staff meeting? 

 How would it look if it made the headlines? 

 Am I being loyal to my family, my company and myself? 

 What would I tell my child to do? 

 Is this the right thing to do? 

 

Build Trust and Credibility: 

 The success of our business is dependent on the trust and confidence we earn from our 

employees, clients, and board members. We gain credibility by adhering to our commitments, 

displaying honesty and integrity, and reaching company goals solely through honorable conduct. 

It is easy to say what we must do, but the proof is in our actions. Ultimately, we will be judged 

on what we do. 

 When considering any action, it is wise to ask: Will this build trust and credibility for CRC? Will it 

help create a working environment in which CRC can succeed over the long term? Is the 

commitment I am making one I can follow through with? The only way we will maximize trust 

and credibility is by answering “yes” to those questions and by working every day to build our 

trust and credibility. 

Respect for the Individual: 

 We all deserve to work in an environment where we are treated with dignity and respect. CRC is 

committed to creating such an environment because it brings out the full potential in each of us, 

which, in turn, contributes directly to our business success. We cannot afford to let anyone’s 

talents go to waste. 

 CRC is an equal employment/affirmative action employer and is committed to providing a 

workplace that is free of discrimination of all types and from abusive, offensive, or harassing 
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behavior. Any employee who feels harassed or discriminated against should report the incident 

to his or her manager or to human resources. 

Create a Culture of Open and Honest Communication: 

   At CRC everyone should feel comfortable speaking his or her mind, particularly with respect to 

ethics concerns. Managers have a responsibility to create an open and supportive environment 

where employees feel comfortable raising such questions. We all benefit tremendously when 

employees exercise their power to prevent mistakes or wrongdoing by asking the right 

questions at the right times. 

   CRC will investigate all reported instances of questionable or unethical behavior. In every 

instance where improper behavior is found to have occurred, the company will take appropriate 

action. We will not tolerate retaliation against employees who raise genuine ethics concerns in 

good faith. 

Set Tone at the Top: 

 Management has the added responsibility of demonstrating, through their actions, the 

importance of this Code. In any business, ethical behavior does not simply happen; it is the 

product of clear and direct communication of behavioral expectations, modeled from the top 

and demonstrated by example. Again, ultimately, our actions are what matters. 

 To make our Code work, managers must be responsible for promptly addressing ethical 

questions or concerns raised by employees and for taking the appropriate steps to deal with 

such issues. Managers should not consider employees’ ethics concerns as threats or challenges 

to their authority, but rather as another encouraged form of business communication. At CRC 

we want the ethics dialogue to become a natural part of daily work. 
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