Department Of Health and Human Services 
CTB Justification Form
		
[bookmark: _GoBack]Form Instructions:  This form must accompany CTB vendor lists being proposed for approval.  

	Program Administrator:  
	
	Office/Division/Program:
	

	Phone:
	

	CTB Amount:
	
	DHHS Agreement Number:
	

	Start Date:
	
	End Date:
	

	Type of Service:

	

	1. A summary of the purpose of the request and the services to the funded through the CTB. 

	






	2. A summary of the reasons why a CTB is the appropriate payment mechanism.
a. Number of vendors who will receive payments (include prior fiscal year payment history if an existing service).
b. Amount of single payments and potential total to any one vendor (estimate if unknown).
c. Frequency of payments (weekly, monthly, once a year, unknown, etc).
d. Total annual budget for the service.


	







	3. A detailed description of the services in this CTB.  Include in the description:  What is the liability risk to the department if a vendor does not perform the service or in some way causes harm to a client or member of the public in performing the service?


	






	4. A description of the process for monitoring the use of this CTB.  Include in the description: How will the program manager ensure services are being provided and paid for appropriately?


	






	Approved by DHHS Management:
	

	Date:
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Program   Administrator:     Office/Division/Program :   

Phone:   

CTB  Amount:   DHHS Agreement Number:   

Start Date:   End Date:   

Type of Service:     

1.   A summary of the   purpose of the request and the services to the funded through the CTB.    

           

2.   A summary of the reasons why a CTB is the appropriate payment mechanism.   a.   Number of vendors who will receive payments (include prior fiscal year payment history if an  existing  service).   b.   Amount of single payments and potential total to any one vendor (estimate if unknown).   c.   Frequency of payments (weekly, monthly, once a year, unknown, etc).   d.   Total annual budget for the service.    

           

3.   A  detailed  description of the services in  this CTB .    Include in the description:    What is the liability risk to  the department if a vendor does not perform the service or in some way causes harm to a client or  member of the public in performing the service?    

           

4.   A description of the process  for monitoring the use of this CTB.    Include in the description: How will the  program manager ensure services are being provided and paid for appropriately?    

           

Approved by  DHHS   Manage ment:   

Date:     

 

