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1.  OVERVIEW

[bookmark: _GoBack]1.1.0.  Purpose.  The FY14 DHP O&M Funding Guidance provides information on relevant financial topics to assist in the execution of the DHP.  The guidance is not all inclusive of applicable laws, regulations, and policies necessary to properly execute the DHP.  As such, resource managers (RMs) have the responsibility to research, comprehend, and utilize all applicable guidance to properly operate the DHP appropriation without incurring an Anti-deficiency Act violation of the 31 U.S.C.§1341 (a)(1)(A), 31 U.S.C.§1341 (a)(1)(B), 31 U.S.C.§1342, and 31 U.S.C.§1517(a).

1.2.0.  Initial FY14 Resourcing Levels. The FY14 funding level is based on each Fund Center’s (FC) FY13 recurring resources.  This core funding was inflated at FY14 President’s Budget OP32 rates and then adjusted for approved rebasing decisions, savings/efficiencies, targeted funding, and new missions.

	1.2.1.  Inflation Indices.  

	Civilian Pay*
	0.00%
	1 Qtr of the 2013 pay raise (0.0%) and 3 Qtrs of the 2014 pay raise (0.0%)

	Pharmacy
	3.90%
	Commitment Item 2601 in Functional Area 101000847701 & 101000847901.  Contingency obs were excluded.

	In-House Care
	3.18%
	Aggregate IHC rate

	Non-IHC
	1.90%
	Aggregate Non-IHC rate



	* The President requested a 1% pay raise for government civilians for the 2014 calendar year.  It is unknown at this time if Congress will approve the pay raise or not.  MEDCOM will adjust budgets accordingly based on the actual approved rate.

	1.2.2.  Rebasing.  Recurring funding was rebased for the following programs:

		A.  Pharmacy.  MTFs which under-executed their FY13 pharmacy target will retain 20% of the FY13 excess pharmacy funding.  MEDCOM will withdraw the remaining 80% to fund other requirements.  For MTFs which over-executed their FY13 targets and saw an increase in both pharmacy workload and per FTE productivity, MEDCOM will rebase their core budget by 50% of their pharmacy over-execution.

		B.  Foreign Currency Reval (FCR).  OCONUS activities will receive a FCR line item adjustment based on approved President Budget exchange rate changes.

		C.  Access to Care (ATC).  MEDCOM will rebase ATC initiatives which have entered into their third year at 20% of their initial FY11 funding level.  The balance of the funding level must have been earned in PBAM.

[bookmark: OLE_LINK11]		D.  Health Care Workload and Evidence Based Practice Adjustments.  Rebasing of the July 2013 PBAM report amounts for health care workload (i.e., the delta between the baseline and the performance period) and earnings for evidence based practices.

		E.  DMMPO & Medical Supply Chain Savings.  MEDCOM will rebase the decrement to each FC based on medical supply Commitment Item (CI) execution.

		F.  Travel Decrement.  OSD/HA will continue enforcing travel spending caps in FY14 to achieve the President’s directive to promote efficient spending by reducing administrative costs.  The Army’s FY14 DHP travel ceiling is expected to remain the same as its FY13 cap.  MEDCOM will rebase travel reductions at the FC level (see paragraph 3.5.2).  

	1.2.3.  Savings/Efficiencies/Taxes.  

		A.  Armed Forces Billing and Collection Utilization Solution (ABACUS) tax.  ABACUS is the new Tri-Service system that will replace Third Party Outpatient Collections System (TPOCS) which is scheduled to sunset in the summer of FY14.  ABACUS will be used for all medical billing (e.g., Third Party, Medical Services Account, Medical Affirmative Claims).  Each Service is responsible for funding a portion of the ABACUS contract.  MEDCOM assessed each MTF a prorated share of the Army’s cost based on the anticipated revenues they would receive from using ABACUS.  Note the contract and taxes are BAG 104.  MTFs may offset their ABACUS tax by recording medical billing collections in BAG 104 not to exceed the tax amount.  

		B.  HCAA Contracting Personnel Tax.  MEDCOM will continue the HCAA personnel tax in FY14.  MEDCOM will assess the tax at the RMC/MSC level.

		C.  ATAAPS Consolidation Tax.  MEDCOM will centrally fund one consolidated support contract with DISA for ATAAPS services.  For each FC that uses ATAAPS, MEDCOM will withdraw funding for their portion of the ATAAPS bill.

		D.  Core Decrement.  MEDCOM expects to receive a 10 percent decrement to its FY14 President’s Budget level.  MEDCOM will assess the core decrement to FCs and central program managers.

	1.2.4.  Medicare-Eligible Retiree Health Care Fund (MERHCF).  Chapter 56 of 10 U.S.C. established the MERHCF to pay for Medicare-eligible retirees’ care provided in the MTF for inpatient, outpatient, and pharmacy services.  All FY13 medical workload must be coded not later than 1 February 2014 to receive workload credit under this annuity program.  Funding for the level of effort (LOE) is based on the workload and costs reflected in the FY11 reconciliation inflated to FY14 and is identified as two separate line items on each MTF’s Resource Summary (O&M Inpatient/Outpatient and Pharmacy).  Note: There is an offsetting decrement to the core for these two separate line items, so be aware that MERHCF is budget neutral at the MTF level.  

PPS is the mechanism to adjust the MEDCOM’s budget for Medicare-eligible retiree workload.  Historical LOE for the Medicare-eligible population needs to be maintained to ensure that MEDCOM’s PPS funding is not reduced, and to ensure continuance of stable funding to MEDCOM MTFs.  It remains essential that MTFs ensure all possible inpatient dispositions and patient encounter records are closed by 1 February 2014.  Closed patient dispositions/encounters will garner a full value of work performed by the MTF under the PPS.  All open dispositions/encounters after this date will not be counted as MERHCF workload performed as part of Army PPS reconciliation.  

1.3.0.  Core Carve Outs – MTFs only.  

	1.3.1.  Primary Care.  Primary care funding will be pulled out of the MTF’s core funding and will be identified separately on the Resource Summary.  There are two components to this carve out.  The first is directly connected to the MTF’s FY14 business plans.  A MTF will earn a capitation payment by taking their business plan’s prime enrollees times a capitation rate of $409 per enrollee.  The second component is fee-for-service funding to take care of the MTF’s reliant and other populations.  Both of these components will be adjusted downward for Military strength and Local National pay subsidies.

In the event the Primary Care carve out is less than what a MTF historically has historically executed in Primary Care MEPRS codes (see Appendix F), the MTF will see an additional line item.  This Primary Care transition line item is the difference between historic obligations and the model and is being given to fund a MTF’s historical costs.  The MTF is at risk to losing this transition funding in the future unless it can increase its enrollment or fee-for-service level of effort.  

	1.3.2.  Behavioral Health (BH).  Core BH funding will be pulled out of MTF’s core funding and will be identified separately on the Resource Summary.  The core BH funding will be managed by the Behavioral Health Service Line.  Further guidance will be published under a separate cover.

	1.3.3.  Pharmacy Operations, Pathology, and Radiology (PLX).  PLX funding will be pulled out of MTFs’ core funding and will be identified separately on the Resource Summary.  The PLX carve out is based on obligations in the DA**, DB**, and DC** MEPRS codes.  The funding includes all object classes expect for pharmaceuticals.  Pharmaceuticals will continue to have its own separate line item.

2.  GENERAL GUIDANCE

2.1.0.  Military Health Service (MHS) Transformation.  

	2.1.1.  Defense Health Agency (DHA).  Effective FY14, Tricare Management Activity (TMA) will be known as the DHA.  The DHA is the centerpiece of the MHS governance reform with the intent of capitalizing on opportunities to realize savings in the MHS.  The DHA will assume responsibility for shared services, functions, and activities of the MHS and other common clinical and business processes.  The initial operating capability (IOC) of the DHA will be achieved by 1 Oct 2013 and full operating capability (FOC) within two years.

	2.1.2.  Enhanced Multi Service Markets (eMSM).  In the absence of a formal process to managed Service-run MTFs in a given market, there are concerns there may be unnecessary duplication of services and missed opportunities for greater collaboration resulting in a sub-optimization of direct care system capacity and medical skills.  Thus, to better integrate a given market, eMSMs are being established.  The eMSM authorities will include authority to manage the allocation of the budget for the entire market, optimize readiness to deploy medically ready forces and ready medical forces, and direct the movement of workload and workforce between MTFs.  eMSMs will initially be implemented in six markets with FY14 being a transition year.  FOC will be completed by FY15.  The six markets are the National Capital Region (NCR), Tidewater, Virginia, Puget Sound, Washington, Colorado Springs, Colorado, San Antonio, Texas, and Oahu, Hawaii.    

2.2.0.  Continuing Resolution (CR).  It is anticipated that DoD will begin FY14 under a CR.  Under a CR, Congress intends that new activities not be undertaken and funding be limited to that required to continue current activities.  Rates of execution may be limited by the CR.  Delivery of healthcare and associated missions, however, are considered ongoing.  In general, the CR should not impact the normal business operations of MEDCOM FCs.  Services provided by MEDCOM FCs including the hiring new staff, awarding new contracts, or expanding programs are considered consistent with a continuation of healthcare delivery provided in prior year.

2.3.0.  Sequestration.  The FY14 effects of sequestration (e.g., dollar decrements, furloughs, hiring policies) are still unknown at this point in time.  MEDCOM will publish separate guidance as the impacts of sequestration become clear.  In the mean time, FCs should anticipate that any potential FY14 funding reductions will be similar to those received in FY13 and should plan accordingly.

2.4.0.  Budget Activity Groups (BAGs).  MEDCOM will annotate BAG funding levels in each FC’s FY14 Resource Summary.  The levels are based on previous years’ distribution, mission changes, and MEDCOM’s anticipated annual FAD limits.  With limited ability to reprogram dollars at the OSD level, it is the FC’s responsibility to properly plan to execute within their BAG levels.  Hence, FCs shall, as part of financial management controls, include BAG elements in the development of their operating budgets.  Failure by FCs to properly plan at the BAG level will result in GFEBS hard stops.  Approvals for BAG reprogramming requests will be rare.  FCs are expected to scrutinize their historical execution to ensure transactions occur in the proper BAG.

2.5.0.  Allotment & Resource Summary Entries.  When a new line item is entered on the Resource Summary, additional allotment is not automatically issued.  If additional allotment is needed, FCs must request it from their command budget analyst via their respective RMC/MSC.  Requests must be within Resource Summary BAG levels.  Failure to request additional allotment timely may result in GFEBS hard stops.

2.6.0.  Legacy Systems.  FCs will not incur any obligations in legacy systems with very few exceptions.  MEDCOM has instructed DFAS not to roll over any APC candidates.  If you do require having an APC rollover in order to execute in a legacy system, provide a justification to your command analyst and Mr. Art Lomas of Finance & Account.  If approved, MEDCOM will work with DFAS to have the APC rollover.

[bookmark: resourcemgmtsystem]2.7.0.  Resource Management System.  The Resource Management System is the financial system used to allocate/track funding to FCs and to send flash reports.  Website:  www.rsbux.com/login.asp.  

	2.7.1.  Resource Summary.  Resource summaries are documents that display and trail the informal sub-allocation of funds to each FC.  The summaries represent a straw-man position subject to redistribution by the RMC/MSC.  The FY14 DHP Resource Summary Programs are:




	2.7.2.  Reprogramming Authority.  RMCs/MSCs have reprogramming authority with the exception of the below mentioned programs.  RMCs/MSCs must receive MEDCOM approval prior to reprogramming into or out of these programs.  With all reprogramming, RMCs/MSCs must ensure to include the FCA code in the remarks field for special or high interest programs when moving funding between activities to ensure funding can be tracked appropriately.  Also, RMCs/MSCs may not use the one-time code “V” to reprogram funding between activities.  This code is to be used exclusively by MEDCOM.  RMCs/MSCs may only use the codes “N” or “Y”.




		A.  MEDCOM Reprogramming Procedures.  RMCs/MSCs must submit reprogramming requests for funding changes into or out of a program mentioned above.  Approval is not guaranteed.  Submit reprogramming request to your command budget analyst using the Reprogramming Request form at Attachment 1.  RMCs/MSCs must complete all required data before MEDCOM will consider the reprogramming request.  

2.8.0.  Recurring Resource Summary Line Item Entries.  Use caution when interpreting dollar figures recorded in ‘then-year’ dollars and not in ‘current-year’ dollars.  Entries must be inflated/deflated for analytical purposes (see Appendix A for historical markup inflation indices).  Additionally, note that a FC could have funding in both its ‘core’ and on a separate line item for an issue.  Thus, do not rely on just separate line items in your analysis but also consider what is in your core.

[bookmark: reportingreq]2.9.0.  Reporting Requirements.  

	2.9.1.  Reporting Dates.  See Appendix B for monthly reports by the suspense date.  These reporting requirements listed in Appendix B are not all inclusive.  MEDCOM will request other DHP reporting as required.  

	2.9.2.  Monthly Flash Report.  Flash reporting requirements in Resource Summary System for FY14.
 
		A.  Section I, Reimbursable from MEDCOM (specified by MEDCOM) is completed by FCs to identify those costs to be reimbursed by MEDCOM.  FCs will complete this section monthly by the 8th calendar day of the month.  Do not report non-OCO Contingency Operations reimbursement on the flash report for Non-OCO Contingency Operations will be based on actual obligations under the contingency FCA codes.  MEDCOM will no longer reimburse for Special Forces, HEP A, or Nurse Proficiency Training.  Do not report these costs in Section I of the Flash Report.  

		B.  Section II, Other Requests for Reimbursement (not specified by MEDCOM) is used to identify requests for reimbursement from MEDCOM that are not included in Section I.  Costs in this section include selected MEDCOM taskings.  FCs will complete this section monthly by the 8th calendar day of the month.

		C.  Section III, Special Interest Items is used to identify costs for special interest items as required.  For FY14, there is no reporting requirement on obligations for special interest items in this section of the flash report.  Should reporting requirements on special interest item obligations arise, instructions pertaining to any monthly reporting will be published under separate cover.

[bookmark: OLE_LINK28][bookmark: OLE_LINK29]	2.9.3.  Programming Branch Semi-Annual Reporting Requirements.

		A.  In accordance with Office Management and Budget, Circular A-11, Part 2; "Preparation and Submission of Budget Estimates" and DoD Financial Management Regulation, Volume 2A, Chapter 3; "Operation and Maintenance Appropriations," reports will be requested from RMCs/MSCs RMs during FY14 for the President’s Budget FY15 and Program Objective Memorandum 16-20.  

		B.  The semi-annual data-calls will include POL/Fuel consumption costs, Combating Terrorism, Information Management, Facilities Sustainment and Modernization, Financial Management Activity, Vet counts, Spectacles Count, Contract and Advisory Services, Education and Training, Recruiting/Advertising/Examining, and Medical Workload and Productivity.  The data calls may include other miscellaneous data requests, as needed, to complete the PB-15 and the POM 16-20 requirements.  

		C.  The data calls will include FY13 actual obligations and Budget Years (BY) estimates to complete the PB-15 exhibit requirements and the FY14 and BY obligation estimates to complete POM 16-20 exhibits requirements.

		D.  Not all data schedules/exhibits apply to all FCs.  Thus, the requested data will be provided in subsequent e-mails directly to the appropriate RMC/MSC RMs from MEDCOM Programming Branch's point of contact.  Activity level of detail must be reviewed and consolidated at RMC/MSC level.  A "negative" response will be required.

		E.  Programming Branch Points of Contact are: Velma Smith – 210-295-2840, Charlene Busanet – 210-295-2894, Christel Egby – 210-295-2878, and Maria Hernandez – 210-295-2850.

	2.9.4.  Services Contract Reporting Requirements.

		A.  RMC/MSC RMs will be required to report on their actual and estimated FY14 services contract requirements for their region.  A quarterly data call will be tasked via the Task Management Tool (TMT) and through subsequent e-mails directly to the appropriate RMC/MSC RMs from MEDCOM G8’s POC.  The contract services information from individual FCs must be reviewed and consolidated at RMC/MSC level. 

		B.  The Contractor Manpower Reporting Application (CMRA) is designed to collect contract services information from contractors and Contracting Officer Representative/Contracting Officer Technical Representative (COR/COTR).  Reporting information to the CMRA is a requirement of every service contract.  RMs and budget analysts shall assist the COR/COTR with annual data validation and reporting of FY13 service contracts in the Contractor Manpower Reporting Application (CMRA) found at https://cmra.army.mil no later than 31 October 2013.  RMs shall verify and review that all contract data has been correctly entered into the CMRA by contractors and CORs/COTRs no later than 30 November 2013.

		C.  The Panel for Documentation of Contractors (PDC) Database is a module within the CMRA, https://cmra.army.mil.  All RMs have access to the PDC for their UIC.  RMs should update their UIC’s PDC to project budgeted dollars and link prior year contracts from the CMRA for all active contracts.  Per the Services Contract Approval Form, (http://www.asamra.army.mil/scra/documents/ServicesContractApprovalForm.pdf) new contract requirements should be documented in the PDC with the projected budget dollar amounts, correct manpower mix, and accounting information.  Pending ASA(M&RA) changes to the PDC, further guidance on utilization of the PDC will be released.

		D.  G8 Management Division Point of Contact is Christine Maxwell – 210-295-0870, christine.m.maxwell2.civ@mail.mil.

	2.9.5.  Cost Management Performance Reporting and Unit Assessment.  In support of deliberate efforts to reduce rising governmental costs, the Army requires all FCs to report their cost management performance efforts on a quarterly or semi-annual basis.  This initiative requires FCs to assess and report their progress semi-annually (March and September) using the Cost Management Maturity Model (CM3).  Two specific questions the CM3 asks are if the organization uses cost benefit analysis for decision making and whether there is a Cost Management Review performed quarterly.  Specific guidance was provided under a separate cover that specifies recurring quarterly suspense dates (Email, MEDCOM OTSG - Tasker 110907/110922/Organizational Cost Management Performance Reporting and Unit Assessment dated 1 September 2011).  G8 Management Division POC is Mr. Donald Brocker 210 -295-2876. 

	2.9.6.  Initial Outfitting & Facility Transition (IO&T) Requirements.  For FY14, MEDCOM will centrally compile the required DHA IO&T reports by pulling IO&T obligations and will send the complied report out to the field to validate.  Therefore, it is imperative that all FCs execute IO&T in the proper Functional and Program Areas (see paragraphs 4.4.9 and 4.5.4).  In the event of improper accounting, FCs will be required to make prompt corrections. 

2.10.0.  Integrated Resource & Incentive System (IRIS).  IRIS is the new financial incentive model that will replace PBAM in FY14.  IRIS will focus on four areas: capacity (e.g., Primary Care capitation, OR utilization), quality (e.g., preventable admissions), efficiency (e.g., PMPM % change, TOL appointing), and Readiness.  More specific guidance will be published under separate cover once the new incentive model is approved by senior leadership.

3.  POLICIES

3.1.0.  Title VIII – General Provisions.  Title VIII – General Provisions to the Joint Explanatory Statement to HR 2638 (P.L. 110-329) specifies that no more than twenty percent of the annual direct program shall be obligated during the last two months of the fiscal year.  MEDCOM will monitor each FC for adherence to this provision.  Should your reported obligations indicate that you might not comply with this provision your annual program may be reduced by an amount sufficient to ensure compliance.

3.2.0.  Support to DENCOM and Veterinary activities.  As stated in MEDCOM Regulation 10-1, MTFs will provide planning, budgeting, administrative, safety, logistics, and facilities support to collocated dental and veterinary activities.  MTFs are funded and staffed to provide the above support to collocated dental/veterinary activities to avoid duplication of effort and gain economies of scale.  Support will be provided at the same levels as specified in the MTF’s Support Agreement (SA) with the host garrison (or as provided for in SAs with other enterprise providers such as NETCOM or Army Materiel Command.  Changes in MTF support to dental and veterinary activities may occur but, if so, should be commensurate with changes for others in the command.  Also, if dental and veterinary activities increase the scope of the support needed (e.g., increase the number of GSA vehicles of historical baseline), the dental and veterinary activity will be responsible to fund the increase in scope.

3.3.0.  Civilian Personnel Advisory Centers (CPACs).  MEDCOM FCs shall not reimburse the installation for CPAC support since MEDCOM centrally reimburses those costs to Army Civilian Human Resources Agency (CHRA).  CPAC support under the installation ISSAs should be reflected as non-reimbursable service.  

3.4.0.  Acquisition Agencies.  MEDCOM activities will not transfer funds to U. S. Army Medical Research Acquisition Activity (USAMRAA) and Health Care Acquisition Activity (HCAA) for purchases.  All purchases must be done via purchase request.  MEDCOM G8 is the approving authority for any exceptions.

3.5.0.  Funding Caps/Targets.   

[bookmark: OLE_LINK5][bookmark: OLE_LINK6]	3.5.1.  Section 808 Cap.  The House’s version of the FY14 National Defense Authorization Act (NDAA) includes language to extend the Section 808 caps through FY15.  Section 808 limits the amount of funds DoD may obligate for contract services at the FY10 budget submission levels.  It is not known at this time if the final FY14 NDAA will contain such language.  If such language is included, MEDCOM will again assess 808 caps at the FC level.  The caps will include Commitment Items (CIs) in the 23, 25, 27, 31, 32, 33, 44, and 46 series.  Excluded from the cap will be contracts for OCO, MILCON, and RTD&E as well as contracts in OMB object class 25.6 (medical care) and OMB object class 25.3 (other goods and services from federal sources).  For a list of CIs will be in section 808 ceiling see Appendix C.  

To provide the utmost flexibility in meeting the ceilings, the RMCs/MSCs will have the authority and expectation to reprogram caps between FCs within their region.  Being public law, over-executing the cap at the RMC/MSC level is not permitted.  

		A.  Section 808 Reductions.  FY14 NDAA may also extend the requirement to reduce by 10 percent per FY obligations for staff augmentation contracts and contracts for the performance of functions closely associated with inherently governmental functions or “H” coded positions on the TDA.  These contracts are further defined in section 2383(b)(3) of title 1, U.S.C., and described in OFPP Policy Letter 11-01.

	3.5.2.  Travel Cap.  Travel caps will continue in FY14.  The cap is a hard cap which includes all travel except for OCO travel.  MEDCOM will assess the cap to each FC and will annotate them on the Resource Summary.  FCs must operate within the cap.

RMCs/MSCs will have the authority to reprogram caps between FCs in order to meet mission needs and to prevent over-execution.  Also, whenever a FC sends travel dollars to another FC, they need to send travel cap as well.  Any FC that forecasts over-execution of the cap must contact their MEDCOM command analyst immediately.  

	3.5.3.  Printing Cap.  Printing caps will continue in FY14.  FCs must operate within their cap amount.  RMCs/MSCs will have the authority to reprogram caps in order to meet mission needs and to prevent over-execution.   Any FC that forecasts over-execution of the cap must contact their MEDCOM command analyst immediately.  

	3.5.4.  Pharmacy target.  Pharmacy funding is identified on the Resource Summary under reason code 120.  Pharmacy targets were computed using FY13 actual pharmacy execution less all contingency operations pharmaceutical expenditures.  Under-execution of pharmacy targets will result in a reduction to funding levels in the outyears.  Pharmacy obligations must be captured in Functional Area 101000847701 or 101000847901 and CI 260I (see paragraph 4.4.1).  MEDCOM will monitor execution of this program throughout the fiscal year and will require FCs to correct pharmacy obligations which are erroneously recorded.  RMCs are authorized to cross-level pharmacy funding between their MTFs to cover other pharmacy shortages.  

[bookmark: OLE_LINK30][bookmark: OLE_LINK31]	3.5.5.  CEEP target.  MEDCOM Assistant Chief of Staff for Logistics (ACSLOG) developed CEEP targets using a three-year average replacement model.  CEEP targets are for equipment purchases with unit cost of less than $100,000.  FCs are expected to actively manage their CEEP program to ensure the appropriate amount of CEEP is purchased throughout the year.  MEDCOM will issue separate CEEP targets for Dental and Veterinary requirements.  Site preparation for CEEP is funded from the FCs’ core budgets.  CEEP expenditures will be executed in 31 series CI.

[bookmark: OLE_LINK17][bookmark: OLE_LINK18]3.6.0.  Capital Investment Programs.  

	3.6.1.  Super CEEP.  Authority to use O&M funding for requirements in excess of $100,000 is not delegated below the MEDCOM Commander.  Purchases over $100,000 will be centrally managed at MEDCOM and procurement will be executed by U.S. Army Medical Materiel Agency (USAMMA), using the same procedures as the MEDCASE program.  FCs do not have the authority to procure investment items in excess of $100,000 without formally establishing the Super CEEP requirement  (appropriate documentation and Asset Control Number, recorded in USAMMA’s MEDCASE Requirements Execution Program), and obtaining both local and RMC/MSC Command approvals, plus  the approval of the appropriate MEDCOM Consultant.  FCs will forward the requirement through MEDCOM ACSLOG.  USAMMA will obtain the approval/disapproval from the appropriate consultant when the locally and RMC/MSC approved documentation is received at USAMMA.  Site preparation for MEDCOM funded Super CEEP is funded from a centrally managed site preparation allocation managed by MEDCOM G9 Facilities.  The exception to this is for site preparation under $1K or for Super CEEP funded locally. These exceptions will be funded by the FCs with their core funding.  Point of Contact, Gary Egmon, (210) 221-8868 or DSN 471-8868.  

	3.6.2.  MEDCASE.  MEDCASE procedures are for requirements in excess of $250,000 and require DHP Procurement funding.  MEDCASE procedures can be found in SB 8-75-MEDCASE.  MEDCOM G9 Facilities centrally funds and manages site preparation greater than $1K.  Activities will fund site preparation under $1K with their core funding.  Point of Contact, Gary Egmon, (210) 221-8868 or DSN 471-8868.
[bookmark: OLE_LINK32][bookmark: OLE_LINK33]
3.7.0.  DoD/VA Joint Incentive Fund (JIF).  MEDCOM will continue to support MTF participation in the DoD/VA JIF program.  JIF is a congressionally created program to encourage development of sharing initiatives at the facility, intra-regional and nationwide level.  Program provides 24 months of seed money to establish sharing agreements to benefit the DoD/VA Health Systems as a whole and not focused on an individual service.  Proposals will be either self-financing, have no recurring costs or that recurring costs will be funded within existing budgets after JIF funding ends.  All MTF submissions to MEDCOM require a business case analysis utilizing the FY14 ARMY JIF BCA Tool, documented coordination of MTF and RMC staffing, documented support of TSG Consultant in field(s) connected to JIF proposal, and a memo signed by the RMC Commander.  JIF packages approved by MEDCOM will be submitted to the JIF Financial Management Work Group for review and will include a JIF Proposal Certification memo signed by MEDCOM Chief of Staff and Assistant Chief of Staff Resource Management and VA Directors.  The Directorate of Plan, Analysis and Evaluation (PA&E) has primary responsibility for managing the review process of all business case proposals involving Army MTFs; all submissions will be to PA&E.

3.8.0.  TRICARE Regional Office (TRO) sponsored optimization programs Military Health System Support Initiatives (MHSSI).  DHA TRO MHSSI program is the only TRO-managed program that is approved by MEDCOM for Army participation in FY14.  MTFs identifying optimization opportunities that meet the MHSSI guidelines may submit business cases for consideration for MHSSI funding.   All MTF submissions require a business case utilizing the AMEDD Business Case Analysis Tool.  Each BCA must first be submitted to MEDCOM and approved by MEDCOM prior to final submission to the respective Regional TRO for MHSSI consideration.  PA&E has primary responsibility for managing the review process of all business case proposals involving Army MTFs.  All submissions will be to PA&E through the RMCs/MSCs.

3.9.0.  Executive Agency (EA) Funding.   EAs are Tri-Service resources and the Army is not allowed to divert funding from them which potentially creates an unfinanced requirement (UFR) for another Service.  Therefore, parent organizations are prohibited from decrementing EAs to offset other requirements.  In the same regard, if an EA has a UFR, it is not the parent unit's responsibility to provide funding.  DoD decrements, however, can be applied equitably to an EA.  EA resourcing issues must be worked in coordination with the Director of Executive Agencies at OTSG.  EAs are required to be managed within available resources. 

3.10.0.  Base Support (-).  Equates to Base Support less MTF facility Sustainment, Restoration and Modernization (SRM), and it is included in the “M” line of your Resource Summary.  Base Support (-) funding should be executed in the appropriate DHP Functional Area IAW DFAS Manual 37-100-13, annex A9-BSSPT (MEDCOM Base Support) or annex DO-0130 (DHP).  Resource Managers should consult with their Facility Managers to ensure utility payments are based on actual metered costs for metered buildings, and that building footprints and energy costs per square foot are accurate when used to estimate payments for unmetered buildings.  Annual payments for Energy Savings Performance Contracts (ESPC) and Utility Energy Services Contracts (UESC) are paid from utility dollars saved by those contracts and must be included in determining the funding level for utilities at your MTF.  

3.11.0.  Support Agreements and Reimbursement Policy.  DoDI 4000.19, Support Agreements, 25 April 2013, superseded the 9 August 1995 version, entitled Inter-service and Intra-governmental Support.  See http://www.dtic.mil/whs/directives/corres/pdf/400019p.pdf.   Additional information on Base Support reimbursable policy is covered in the Army Installation Management Command’s (IMCOM) annual Funding Guidance.  The IMCOM Guidance and other helpful references are posted to MEDCOM G8-ADCSRM’s agreements website on AKO at https://www.us.army.mil/suite/portal.do?%24p=613039.

	3.11.1.  Enterprise Service Providers.  While IMCOM has primary responsibility to provide installation services, other Army Enterprise Service Providers may provide reimbursable and non-reimbursable services under their own portfolios.  NETCOM assumed chief responsibility for installation Information Management services several years ago under its Network Enterprise Centers (NECs), while Directorate of Logistics (DOL) services (i.e., supply management, transportation, food service, Central Issue Facility, ammunition, etc.) transferred from IMCOM to full AMC control in FY13.  As a result, MEDCOM MTFs and activities could have several Support Agreements (SAs) covering installation services.

	3.11.2.  Base Support Reimbursement Policy for MEDCOM Activities.  

		A.  Background.  Shortly after the DHP appropriation was established, Army reimbursement policy in 1995 stated, “Medical activity on an Army installation is considered a non-Army DoD customer and will reimburse for incremental direct costs.”  MEDCOM has historically disputed Army implementation of that as a blanket policy.  Specific line-item amounts (by MDEP) of Army base support funding were transferred to MEDCOM DHP in fee-for-service negotiations during the FY95/96 timeframe.  However, not all MACOMs fully participated in the transfers and for those MACOMs/installations that did participate, not all base support funding lines were necessarily transferred.  Army retained the funding in its base for those exceptions. 

		B.  Current Policy.  Past coordination with IMCOM has resulted in the following general guidance:  MEDCOM activities on Army installations receive installation services comparable to other Army tenants.  MTFs normally reimburse IAW interservice support and reimbursement rules; however, there are exceptions based on specific transfers of Total Obligation Authority from Army OMA to DHP in prior years; i.e., FY96 MACOM fee-for-service transfers and FY03 TRADOC utility transfers.  For purposes of service support and reimbursement, MEDCOM organizations can be categorized as follows:

			1. Army customer:  Defined as MEDCOM organizations (primarily non-MTFs) that were not involved in prior Army-to-DHP transfers for base support.  These organizations generally receive installation support on the same basis as other Army tenants on the installation for customarily non-reimbursable services.  Customarily-reimbursable services that are not budgeted in IMCOM’s baseline requirements may be reimbursed, however, as well as services that are mission-unique or above the common (non-reimbursable) level.   

			2.  Army-MED customer:  Defined as MEDCOM MTFs that were involved in prior Army-to-DHP transfers.  These organizations generally reimburse for direct incremental costs of services included in the transfers, and for other services agreed to in local MTF-garrison Support Agreements (SAs) signed since then.  However, not all Army MACOMs participated in prior Army-to-DHP transfers, nor did all funding lines (MDEPs) necessarily transfer for participating MACOMs.  Army retained funding for those services, and those are to be provided on a non-reimbursable basis unless the service is now customarily reimbursable for other Army tenants on the installation.

			3.  In summary, MEDCOM activities should continue paying for essentially the same services in FY14 as they paid in FY13, unless the installation determines a service is common-level for all customers and does not require reimbursement.  If the MEDCOM activity requires an increased support level or new services, or if revised charges or rates are implemented, reimbursement should be consistent with other Army customers on the installation.    

		C.  Reimbursement for Base Support by MTFs/Clinics at Army Materiel Command (AMC) installations in FY14.  Based on past transfers in establishing DHP in the FY96 timeframe, AMC generally retained installation services funding at its installations (e.g., Pine Bluff Arsenal, Anniston Army Depot, etc.).  The end result was that MEDCOM clinics had usually not reimbursed for Base Operations Support (BOS) or Sustainment, Renovation, & Modernization (SRM) costs at AMC sites in the past.  With transfer of base support funding from Army to MEDCOM in FY13, however, clinics at AMC sites have should now have completed SAs with their host AMC installations and be reimbursing IAW earlier guidance put out by G8-ADCSRM.  Support or billing issues should be elevated to the RMC, and MEDCOM, if necessary.

		D.  Transfer of Army Directorate of Logistics (DOL) Functions.  In FY13, Army’s Directorate of Logistics (DOL) functions transferred from IMCOM to Army Sustainment Command (ASC), a subordinate command of AMC.  At the time of publication of this funding guidance, HQ MEDCOM was finalizing an overarching MOA with HQ AMC to cover details of the DOL support.   Once signed, MTFs can complete their separate Support Agreements for DOL services at installation level (e.g., GSA vehicles).

		E.  Support of Medical Facilities.  MEDCOM’s medical facilities are classified in the installation’s Real Property Inventory (RPI) as either Category 500 (MTFs or clinics) or Category 300 (medical Research and Development).  The command also has non-medical facilities (non-Cat 500 or non-Cat 300) such as headquarters, administrative buildings, or non-medical warehouses.  MEDCOM generally is responsible to fund facility operations and SRM costs of its CAT 300/500 medical facilities; IMCOM is responsible to fund non-CAT 300/500 facilities.  Facilities must be properly coded in the RPI so facility operations and SRM funding are programmed for the party responsible for reimbursement.  MTF facility managers should coordinate with the installation Directorate of Public Works (DPW) to correct any facilities improperly coded on the RPI.

		F.  Common Levels of Support (CLS) and Installation Status Report (ISR).  IMCOM is revamping and re-implementing CLS in FY14, a system originally designed so that baseline services are defined, predictable to an established standard, and tailorable.  In the last several years, CLS and its subsidiary Service Support Programs (SSPs) had largely been subsumed under the ISR program, a decision support tool at installation-to-DA level to evaluate the cost and quality of providing services at Army Installations.  

3.12.0.  Clinical Support Agreements (CSA).  CSAs at MTFs remain as a viable contracting option to acquire contracted clinical providers and clinical support staff under the Third Generation (T-3) of Managed Care Support Contracts (MCSC).  The CSA Program represents a MCS contract modification for a requirement where the MCSC contractor to provide needed clinical personnel to the MTF.  The MTF Commander who has determined that it is in the Government's interest to obtain clinical personnel through this program may utilize this program.  The requesting organization is responsible for funding all actions issued under the CSA Program.  The contract guidance and procedures to execute CSAs changes from "task orders" to "contract modifications" in order to ensure better DoD financial reporting requirements.  

HCAA will no longer administer the MCSC CSA contracts.  That responsibility shifted to the DHA-Contract Resource Management (CRM) with coordination through MEDCOM G8 for funding transfer.  Only the DHA Contracting Officer can acquire clinical support personnel through the MCSC CSA by issuing a modification. The G8 Management Division will be the proponent for the review of all new CSAs.  They are also responsible for the repository of all new CSAs.  G8 Budget Branch will provide DHA-CRM with the appropriate funding documents.  MTFs requesting clinical support personnel through a CSA will submit the packets through their respective RMCs to MEDCOM.  The following documents shall be submitted as the CSA requirement packet:  Requirements Worksheet, Independent Government Cost Estimate (IGCE), Funding Identification form, Personal or Non-Personal Services Determination, Clinical Support Technical Representative (CSTR), and Performance Work Statement (PWS).

3.13.0.  TRICARE Contracts.  The TRICARE North Region Contractor (HealthNet) began operations under T-3 on 1 April 2011.  The TRICARE South Region Contractor (Humana) began operations under T-3 on 1 April 2012.  The West Region began health care delivery operations under T-3 on 1 April 2013.  The West Region switched from TriWest Healthcare Alliance Corp to United Health Military and Veterans Services (UMVS) as the new managed care support contractor.  TRICARE is the program utilized by DoD to provide medical care for its members, retirees and dependents.  TRICARE allows the use of private doctors and facilities within the network as a supplement to the military direct care system.  To manage the program, DoD awards contracts to health insurance companies that cover three CONUS regions, to include Hawaii and Alaska.  In FY11, a new TRICARE Overseas Program (ISOS) contract was implemented, consolidating the Puerto Rico, TRICARE Global Remote Overseas Contract (TGRO), and OCONUS claims processing services.    

	3.13.1.  TNEX Invoicing.  Since FY06, the TNEX invoicing process has been centralized at the DHA-CRM.  As a result of this change, RMCs/MTFs no longer receive BAG 102 funds to pay for the MTF Prime enrollee purchased care claims and no MTF accounting is required for the Military Interdepartmental Purchase Request (MIPR) obligations/disbursements through DFAS.  The following procedures implemented in FY06 will be continued in FY14:

		A.  DHA Resource Management will distribute BAG 102 funds for the MCSC underwritten and non-underwritten claims to DHA-CRM.  DHA-CRM shall receive BAG 102 funds for the payment of the MTF Prime enrollee claims, as well as the non-MTF enrollee claims.  The MTF enrollee claims include the centralization of the MTFs’ Prime and active duty (AD) Supplemental Health Care Program (SHCP) funds.  

		B.  DHA-CRM will pay for MTF Prime enrollee healthcare costs through a central CLIN on each contract and will use the pass-through account for non-underwritten claims (SHCP and Alaska).

		C.  RMCs/MTFs are no longer responsible for the invoicing and collection of purchased healthcare costs for Coast Guard (CG), National Oceanic and Atmospheric Administration (NOAA), and Public Health Service (PHS) beneficiaries enrolled to their MTFs. This responsibility is now with DHA-CRM as the TRICARE central disbursing station.  DHA-CRM shall ensure appropriate procedures are in place for processing collections from non-DoD activities.

		D.  DHA-CRM will report all purchased care payments attributable to each Service/MTF via the Purchased Care Website (PCW) at the following URL: https://DHA-purchasedcare.ha.osd.mil  

			1.  RMCs/MTFs may review execution of MTF-Prime enrollee, SHCP and Alaska payments through the PCW MTF Data Reports Section.

			2.   The PCW will continue to display MTF plans (based on PSC funded requirements) and MTF execution in the Budget Reports Section.   

			3.   DHA-CRM will provide financial data on the PCW for all paid TRICARE Encounter Data (TED) within 24 hours of TED payment.

			4.   Also available on the PCW are downloadable files containing TED Record Indicator (TED ICN) data identifying each claim processed for that specific month. Only limited TED ICN data are contained in this file as the PCW is a financial system only.  To reconcile each MTF’s monthly PSC costs against specific TED data, RMCs/MTFs may use the TED ICNs to query healthcare data in the MHS MART (M2) database.

		E.  RMC/MTF Commanders maintain responsibility for managing their MTF Enrollee PSC healthcare costs.  Explanations on the variance between the MTF plans and actual execution (posted on the PCW) may be required, especially if there is significant variance between the funded plan and actual execution.     

3.14.0.  Intra-Agency and Interagency Support Agreements (SAs).  Intra-agency and interagency SAs are used to request and accept orders for goods or services within/between DoD Components, or between a DoD Component and a non-DoD federal agency.  DoDI 4000.19 is the governing instruction for SAs.  Funding for an reimbursable SA is usually certified using a MIPR for interservice or interagency agreements, or a GFEBS direct-charge if both parties are Army.  Among other information, the agreement must include a specific description of goods or services ordered; specific quantities and/or a definite period of performance; and proper funding with respect to purpose, time, and amount. 

	3.14.1.  Documentation of SAs.

		1.  DD Form 1144, Support Agreement, is used to document recurring reimbursable support and is normally prepared by the supplier/seller.

		2.  A memorandum of agreement (MOA) will be used to document specific
terms and responsibilities that two or more parties agree to.  MOAs include either a commitment of resources or bind a party to a certain action(s).  They can be used to document a single reimbursable purchase, non-recurring reimbursable support, and non-reimbursable support.

		3.  A memorandum of understanding (MOU) will be used to document issues
of general understanding between two or more parties.  It does not involve reimbursement, nor does it bind a party to a specific action.

	3.14.2.  Preparation.  The staff element or activity responsible for the agreement’s subject matter (i.e., the proponent or functional manager) will develop a rough draft of the agreement’s basic provisions.  The organization’s Support Agreements Manager (SAM) will assist in preparation, coordination, and resolving issues as needed.  As a minimum, all agreements will be coordinated with the organization’s G8-RM and SJA before approval.

	3.14.3.  Approval.  Unless there are statutory or regulatory constraints, an agreement may be signed by the head of the lowest-level activity with control over ALL of the following: mission involved, commitments made, and resources used (including funds, personnel, materiel, data, etc.).  If any of those are questionable, agreement should be signed at the next higher level.  Note: control of resources typically means the activity holding certification authority for the funding involved.  

	3.14.4.  Support Agreement (SA) Review.

		1.  MEDCOM activities and MTFs will review their SAs (DD Forms 1144) with the host installation annually, on or around the anniversary date, for financial impacts and triennially in their entirety.  Pay particular attention to any needed changes in support standards or cost basis.  SA terms are to be fair, reasonable, and IAW DoD and Army reimbursement policies.  SA revisions are classified as either major or minor.  Major revisions are those significantly affecting support levels and/or reimbursement rates and warrant written revision of the SA – these changes typically require 180 days advance notice in writing, if practical, to allow customers time to coordinate funding adjustments and/or reprogramming.  Minor revisions are those not significantly changing terms of support or costs.  Handle these by correcting and initialing the existing SA or supporting Memorandum of Agreement (MOA).

		2.  Prior to agreeing to significant increases in SA reimbursement (≥ 20% of prior year cost for any major service), MEDCOM activities are to notify G8-ADCSRM Management Division (Support Agreements Manager, MCRM-M).  G8 will coordinate review of the increase by appropriate MEDCOM staff to determine if the increase is valid. 

3.15.0.  Best Interest Determination (Determination & Finding, D&F).  The head of the requiring activity must determine if it is in the best interest of the Army to request/order support from another activity or agency. The manner in which the determination is made differs for agreements with DoD agencies and agreements with non-DoD agencies. 

	3.15.1.  For SAs with DoD agencies (intra-Army or interservice), the head of the requiring activity determines that the following conditions are met: (1) funds are available, (2) the order is in the best interest of the U.S. Government, (3) the agency filling the order is able to provide or get by contract the ordered goods or services, and (4) support cannot be provided as conveniently or economically by a commercial enterprise.  This determination is normally incorporated to the SA itself, and thus part of its approval.

	3.15.2.  For interagency SAs with non-DoD agencies under authority of the Economy Act (31 USC 1535), activities require a separate, written D&F incorporating the determinations cited above and certifying the supplier is able to render the support without jeopardizing its assigned missions.  D&Fs must be approved by the head of the requiring activity, and may be delegated, but designees may not be lower than General Officer or SES. 

3.16.0.  Statutory Authority.  The Economy Act provides authority for federal agencies to order, and reimburse for, goods and services from other federal agencies (including other Military Departments and Defense Agencies).  Orders with non-DoD agencies may be outside the authority of the Economy Act, but only if there is a more specific statutory authority for the order.  If a more specific authority does not exist, the default legal authority will probably be the Economy Act. 

3.17.0.  Use of Non-DoD Contracts -- Direct and Assisted Acquisition.  Interagency SAs typically involve placement of a task or delivery order using another agency’s contract; i.e., a non-DoD contract.  Direct acquisition is a task or delivery order placed by a DoD official under a contract awarded by a non-DoD agency.  Assisted acquisition is a contract awarded or a task or delivery order placed by another federal agency on behalf of DoD. 

Non-DoD contracts may not be used to circumvent funding restrictions or as a workaround for late planning for use of a DoD contracting vehicle.  Use of a non-DoD contract requires that the head of the requesting activity prepare a written certification prior to funds being made available.  The certification must have concurrence by the supporting Contracting Office and Staff Judge Advocate (SJA).  A separately-approved D&F does not satisfy the certification requirement, although the D&F and the certification may be packaged together for coordination and approval.  MEDCOM policy requires a Certification for Use of Non-DoD Contract even if the purchase amount is below the Simplified Acquisition Threshold ($150,000).  

For copies of DoD and Army references on Certification for Use of Non-DoD Contracts and D&Fs, go to the Defense Acquisition and Procurement Policy website at http://www.acq.osd.mil/dpap/cpic/cp/interagency_acquisition.html.   

3.18.0.  Unfinanced Requirements (UFRs).  All unfunded requirements including rebasing requests will compete for available funds at that time.  FCs/RMCs/MSCs are not to forward UFRs for regional or local initiatives.  Any regional or local initiatives are supposed to be self funding and the region or activities shall not engage in them if doing so creates a funding issue.  

All UFRs are considered unresourced until otherwise notified.  Regions must attempt to cross level funding between subordinate activities before submitting UFRs to MEDCOM.  No UFRS will be accepted by MEDCOM without FC Commander’s signature and supporting RMC/MSC Command concurrence.  A cover letter with a list of UFRS does not suffice.  Letter must address actions taken internally to resource the UFR, possible internal bill payers, impacts if the UFR is not resourced, enduring sustainment tails, and what MEDCOM priority/initiative does the UFR meet.

3.19.0.  Registration Fees for TDYs.  Per DoDFMR Volume 9, Chapter 5, Paragraph 050306, all registration fees incurred while DoD travelers are on TDY shall be charged to CI 21**.  MEDCOM FCs which charge their registration fees to a government purchase card (GPC) must ensure they transfer the registration cost to CI 21**.  An exception to this policy is not permitted.

3.20.0.  Information Management/Information Technology.  

	3.20.1.  DHA-Health Information Technology (HIT).  DHA is standing up 1 Oct 13 and will provide HIT services in the Military Health System.  HIT aims to create an integrated and standardized HIT environment for IT infrastructure and applications down to the desktop. In support of this vision, HIT operations will be consolidated under the management of the DHA.  The Service Medical Departments Chief Information Officer (CIO) Offices and Operational Services (e.g. AFMOA, NAVMISSA, USAMITC) transition under the management of the DHA 1 Oct 13.  They will work under the direction of the DHA HIT Director to maintain current operations and delivery to the Service Medical Departments, stand up the DHA HIT organization, and oversee the step-w se transition of lower echelon (regions and MTFs) HIT functions into the DHA by FOC.  Specific terms and responsibilities, as well as expected levels of performance, will be described in greater detail in a Coordinated Concept of Operations (CONOPS). 

	3.20.2.  Governance Process for Information Technology and Automated Information Systems.  All IM/IT requirements must be identified for planning and programming to ensure funds availability throughout the Lifecycle.  

		A.  IM Governance.  MEDCOM mandates adherence to the IM Governance process to obtain approval for all new IM/IT expenditures prior to initiating procurement activities.  IM Governance is the first step to establishing the discipline in innovation that is essential to building a streamlined IM/IT portfolio.  Through Governance, MEDCOM can avoid the costs associated with duplicative, stove-piped, and poorly integrated solutions while leveraging the cost savings of expanding the use of good locally developed IT capabilities.  All requirements must be presented to and reviewed by the Information Management Investment Review Board (IMIRB).  All IM/IT fund requirements must first be approved by the IMIRB and then must be coordinated through MEDCOM G8 to ensure the correct appropriation is requested and available.  The updated IM Governance guidance will be distributed to the RM community upon completion.  More detail on the IM Governance process is available at https://mitc.amedd.army.mil/sites/CMIO/IMG/default.aspx or by email to MEDCOM.Governance@amedd.army.mil.

		B.  System Certification.  The FY05 NDAA mandated the initial Defense Business Transformation (DBT) Certification process.  Requirements under the FY05 NDAA included modernization or development work exceeding $1M over the lifecycle of the system required DoD level certification prior to obligation of funds.  This formal process consisted of documentation requirements and approvals at various levels including RMC/MSC, HQ MEDCOM, DHA/ Army, and DoD.  FY12 NDAA changed the scope to include all cumulative Defense Business Systems (DBS) meeting costs over the FYDP of $1M including procurement and sustainment regardless of the appropriation used.  DBT also applies when the scope or user base of the system is increased, when new capability is introduced, and for “new” systems including “pilot projects” and “proof of concept” under the FY12 NDAA.  Obligating funds without the required certification is a violation of 31 USC 1341(a)(1), The Anti-Deficiency Act (ADA) under both the FY05 NDAA and FY12 NDAA.

A DBS is defined as an information system, other than a national security system, operated by, for, or on behalf of DoD, including financial systems, mixed systems, financial data feeder systems, and IT and information assurance infrastructure.  DBS support planning and budgeting, installations and environment, and human resource management.

Program Managers and functional system owners must submit certification documentation for any DBS with planned cumulative costs meeting $1M criteria over the FYDP and the Defense Business Certification (DBC) received before dollars are obligated.  Documentation will be submitted to the MEDCOM G6 to begin the certification process.  Guidance on the certification process is provided in Policy 09-082, US Army Medical Command Information Management/Information Technology Defense Business Transformation, dated 9 October 2009.

MEDCOM G6 queried the MEDCOM System Inventory Repository (MSIR) and compiled a list of systems requiring DBT certification under the FY12 NDAA.  FY14 DBC certification packets were completed and submitted for all systems on the list.  Systems meeting the criteria not included in the initial FY14 DBC certification submission must be submitted separately as out-of-cycle DBC certification.  More information on System Certification is available through the MEDCOM G6 or by email to MEDCOM.DBT@amedd.army.mil.

Requirements for system certifications and associated documentation change every year.  Questions related to changes to the DBT process should be directed to MEDCOM.DBT@amedd.army.mil prior to organizations initiating any efforts at procuring, developing, or modifying systems or applications.  Specific POC is Jan Eagan, (210) 221-8989.

		C.  DBT Annual Reviews.  Annual reviews are required for certified system development to show progress against planned development and funding utilization.  Definitive guidance is available in the MEDCOM Defense Business Certification Policy, or by email to MEDCOM.DBT@amedd.army.mil.

		D.  Goal 1 Waiver Request.  FY12 NDAA Section 2867 mandated that a waiver, to procure any Server Equipment, must be approved by the DoD CIO before a Purchase Request can be processed through any Contracting Office. To be in compliance with the requirement, FCs will have to complete a Goal 1 waiver request.  The required forms, including instructions for its completion can be accessed through the following Link: https://adminapps.hqda.pentagon.mil/akmg1w/index.html

	3.20.3.  Enterprise Services.  Certain IM/IT Services will be centralized within one Program Management Office (PMO).  Essentris, Tier 1 Help Desk Support (ESD), and Enterprise Software Licenses costs will be scrutinized during the annual reviews, and additional periodic reviews.  Therefore, no costs should be accrued for the following Centralized IM/IT Services at the activity level.

		A.  Essentris Clinical Information System (CIS).  All MEDCOM Essentris CIS activities are subject to CMIO centralized management and standardization, to include configuration and routine support calls.  Funding for Essentris contracts, previously paid to DHIMS (CITPO) or Clinicomp, will be pulled from activities based on historical data.

		B.  Enterprise Service Desk (ESD).  ESD continues deployment of Tier 1 services to MEDCOM activities, providing a 24/7 central point for reporting, tracking, and resolving IT problems across the Enterprise.  The ESD provides hardware, software, and remote desktop support.  Funding for ESD will be pulled from activities receiving help desk support once the capability is implemented ($150 per active directory account).  Activities should no longer pay for Tier 1 help desk support at the local level.

		C.  Software License Purchases.  The MEDCOM CIO, after evaluation for correct use of appropriation, will review and approve any purchase of enterprise software products and services prior to funds expenditure.  Larger purchases servicing more communities offer the possibility of economies of scale.  The MITC will execute purchasing/contracting actions for enterprise software products and services on behalf of all MEDCOM FCs.  Enterprise Software and Services is defined as products that will meet a requirement or provide a service for more than one location.  Software products such as Microsoft Office, Oracle Database, or Credant are considered enterprise software.  Services such as Microsoft Premier Support are considered enterprise services.  To obtain a listing of products contained within the Enterprise License Agreements (ELA), reference the following site: https://mitc.amedd.army.mil/as/es/ELA/Pages/default.aspx. 

3.21.0.  Account Receivables & Debt Management.  MEDCOM G8 Finance and Accounting (F&A) Division Standard Operating Procedures (SOP) – Medical Services Account Receivable dated 2013 is located on SharePoint under G8 Documents under Policy/Guidelines/Regs titled "Medical AR CONOPS".  The SOP outlines the process and procedures for managing medical account receivables: “Public" (i.e., MSA, TPC & MAC), "Reimbursables" (Intra-governmental: e.g., VA Public Health, Elective Surgery, CRADA & Advances to include Subsistence in Kind), and medical debt management guidelines in GFEBS.  The requirements contained in the SOP are intended to improve the accuracy and completeness of the financial records and Audited Financial Statements of DoD through the prompt and accurate recognition, recording, reporting, and management of medical accounts receivable.

	3.21.1.  The procedures to record medical public and reimbursable receivables in GFEBS will remain in place and will be referred to as the "Interim Solution".  Current manual processes will remain in effect until such time as interfaces or other automated processes are developed and incorporated into future GFEBS releases.  The SOP will be updated accordingly.

	3.21.2.  Upcoming guidance to be added to SOP before fiscal year-end cited below:

		A.  Reimbursable with Advance for Orders from non-Federal Activities (NAFI) will be added to SOP once draft memo has been signed by OMB.  The current executive orders states, "Any new non-Federal orders received during FY 2011 and beyond, ensure that the order received is accompanied by an advance and that both the Order and Advance are accurately recorded.”  Awaiting guidance from DFAS-RO on draft memo that speaks to performing (MEDCOM) agency using direct funds if no advance is received until non-Federal entity makes payment to gain budgetary authority.

		B.  Public Collections (MSA,TPC & MAC)  - Monthly Public Accounts Receivable (AR) Reconciliation Data Call, will be added to the next SOP update for FY14 to capture aged account receivables for collections received past 30 days. This data call will not only assist in reducing the aged receivable but will indicate there is a problem with the collection if the collection does not interface into GFEBS in 7 to 10 working days. Our goal is to reduce aged ARs in order to meet our quarterly metrics report from DFAS Monthly Report of Debt (MRD) report.

		C.  Intra-Governmental Account Receivables - The quarterly medical billing data call for Intra-Governmental Receivables for FY 14 will be added to the SOP.  The purpose of the quarterly data call will be used to ensure that all medical Intra-governmental receivable are posted timely to authorize the budgetary authority in the year the service is provided. This data call will also identify aged receivables which may indicate an issue with the billing from Agency due to a variety of factors that may be contributing to the delay of payment. This data call will also assist in minimizing our aged receivables over 30 days on the quarterly MRD report provided by DFAS.

3.22.0.  Prior Year Funding Adjustments.  FC RMs will provide requests for all prior year funds via e-mail to usarmy.jbsa.medcom.mbx.ops@mail.mil with a cc to Michael Ham, michael.s.ham2.civ@mail.mil, and Art Lomas, arturo.n.lomas.civ@mail.mil.  Any requests for facility type funding must be coordinated with MEDCOM G9 Facilities and any amounts whose sum is greater than $100,000.00 or 25% of original obligation amount will require a signed memorandum by the Resource Manager (RM)/Medical Service Corps Chief of Staff (MSC) and approval from MAJ Sean Casperson, Chief, Finance and Accounting, HQ MEDCOM.  

	3.22.1.  Funding requests.  The first step for prior year funding requests involves consideration of Fiscal Policy.  Care should be taken to avoid violating the purpose, time and amount principles.  If you have a bona fide need, check your unobligated amounts to see if there are amounts that may be adjusted in excess of your bona fide need.  If so, submit prior year funding request through the appropriate chain of command.  Funding requests must include the ASN/Fund Center, Fiscal Year, Basic Symbol Number, Limit and Budget Activity Group (BAG) or Sub Activity Group (SAG).

	3.22.2.  Funding pulls.  DHA has directed MEDCOM to withdraw prior year unobligated balances on a regular basis.  To prevent your (needed/required) funds from being pulled and turned in, an active role on your part is necessary in reviewing and responding to our data calls

	3.22.3. Monthly Data calls.  Monthly unobligated (UOB) balances data call will be sent as needed to each RM/Program Director monthly for DHP, OMA, and other appropriations as required.    

		1.  MEDCOM will not return funds that have been pulled due to non-response of the monthly unobligated data calls; therefore, it is imperative that you respond accordingly.

		2.  If you are not the POC for the monthly funding data call, please notify our POCs so that we can update our mailing list and forward the information to the appropriate individual.  Please include your ASN and Budget Activity Group (BAG) or Sub Activity Group (SAG) on all responses.

	3.22.4.  G8 F&A POCs are Michael Ham, Commercial 210-295-0865, and Art Lomas, Commercial (210) 295-0866.


4.  PROGRAM GUIDANCE

4.1.0.  Purpose.  The following information is being provided to ensure the proper accounting of high interest programs or to facilitate correcting common accounting errors.  The information, however, is not inclusive to all programs.  It is imperative that all activities refer to the appropriate official regulation or MEDCOM guidance (e.g., DFAS 37-100) to ensure they are utilizing the correct accounting classification to include GFEBS Program Area (i.e., Point Accounts).  As MEDCOM’s top line budget gets squeezed due to ever dwindling resources (e.g., sequestration and execution base line) and as more restrictions are placed upon MEDCOM by higher headquarters, it is imperative that activities account for their programs appropriately.  If accounting is deemed incorrect by MEDCOM staff, activities will be required to take prompt corrective action.  Failure to make corrective actions may result in funding being withdrawn.  Note: the MEPRS codes (i.e., Attribute 3) listed below are only applicable to MTFs/DTFs.  Contact the MTF MEPRS Office for the specific 4th Level MEPRS code when the 4th level is variable.

4.2.0.  High Interest Programs (HIPs)

	4.2.1.  Integrated Disability Evaluation System (IDES) (Functional Area: 103000847714; Program Area: 22; Functional Cost Account: F4641; MEPRS (i.e., Attribute 3): FEDC for a work center dedicated to performing the IDES mission within the MTF.  For personnel assigned as PEBLOs performing the IDES mission within the PEBLO office, report in FEDB) Note: for Initial Outfitting and SRM related IDES issues, use the respective Initial Outfitting and SRM functional area/program area/MEPRS code as well as FCA F4641.  Activities will see at least two separate line items on their Resource Summary for IDES.  One is for core IDES funding and another is for gap analysis funding.  The gap funding will include incidental funding for office supplies and equipment.  Activities will charge all their IDES costs (core and gap) to the FCA code above.

RMCs do not have the authority to reallocate funding within their region.  RMCs must submit reallocation requests to the IDES service line for approval.  Additionally, the following items must receive IDES service line approval prior to executing:

		A.  Hiring actions to include vice and new positions.

		B.  New contracts awards and option year renewals.

		C.  IDES travel.

		D.  Equipment purchases.

IDES spend plans will be required of activities receiving IDES funding.  Additionally, MEDCOM will perform, at minimum, quarterly reviews.  If any surplus IDES funding is identified, the surplus must be returned to MEDCOM.  IDES funds cannot be utilized for programs outside of IDES.

	4.2.2.  Medical Management Centers (MMC) (Functional Area: 101000847700 (CONUS) or 101000847900 (OCONUS); Program Area: 25; Functional Cost Account: F4642; MEPRS (i.e., Attribute 3): ELAN or if personnel are dedicated to perform MMC mission for a specific clinic, use the appropriate MEPRS code of that clinic).  Funding is provided for personnel based on medically-not-ready populations.  MMC funds may not be used for any other purposes and must be captured in the accounting structure above.

RMCs do not have authority to reallocate funding.  RMCs must submit reallocation requests to the MMC service line for approval.

Primary Care service line approval is needed prior to execution for:

		A.  Hiring actions (new and vice positions).  The Primary Care service line is in the process of reshaping the MMC workforce as it prepare for merger with the Soldier Centered Medical Home in FY14.  All FY14 hires will be staffed through the Primary Care service line to ensure the positions fall in line with the current staffing model.

		B.  New contracts awards and option year renewals.  The use of contracts is not authorized to support the MMC mission.

		C.  Travel, and equipment purchases.

		D.  Equipment if using MMC funding.  No approval is needed if using core funding.

Activities receiving MMC funding will submit spend plans.  MEDCOM will perform, at minimum, quarterly reviews with these activities.  Any surplus MMC funding due to under execution will be returned to MEDCOM.  . 

MMC will go away at the end of FY14 and will merge with the Soldier Centered Medical Home (SCMH) initiative.  Therefore, starting FY15 the MMC FCA will no longer be used; activities must plan accordingly.

	4.2.3.  Comprehensive Pain Management Campaign (CPMCP) (Functional Area: 101000847700 (CONUS) or 101000847900 (OCONUS); Program Area: 25; Functional Cost Account: F4643; MEPRS (i.e., Attribute 3): when performed in a dedicated clinic meeting the criteria of a standalone work center, use BBL* or when performed in a non-dedicated clinic meeting the criteria of a standalone work center, use the MEPRS code of the clinic) Note:  SRM related CPMCP issues will use the respective SRM functional area/program area/MEPRS code as well as FCA 4643.  CPMCP funding is provided specifically to establish pain management capabilities that have not been part of the historic pain management service lines.  Existing MTF pain management activities primarily focused on interventional and procedural management/treatment of pain have been historically resourced by core MTF funding should have been identified in FY13.  Funding for these legacy personnel will be transferred on the Resource Summary from the activities core budgets to CPMCP.  .  Only CPMCP expenditures are to be captured in the above accounting structure.  

The following need CPMCP service line approval prior to execution:

	A. Hiring actions to include new and vice positions.  The CPMCP task force is in the process of reshaping the enterprise CPMCP workforce.  All FY14 hires will be staffed through the CPMCP taskforce to ensure the positions fall in line with the current staffing model. 

     B.  New contracts awards and option year renewals.  

     C..  Travel and equipment purchases.

	D.  Equipment if using pain funding.  No approval is needed if using core funding.

 Reallocation of funding.  RMCs must submit a reallocation request to the CPMCP service line for approval to realign CPMCP funding within their region.
[bookmark: OLE_LINK7][bookmark: OLE_LINK8]
MEDCOM will require CPMCP spend plans and will conduct, at minimum, quarterly reviews.  Activities will return any surplus CPMCP funding due to under execution to MEDCOM.  These funds cannot be reallocated for usage outside of CPMCP purposes.  

[bookmark: OLE_LINK24][bookmark: OLE_LINK25]	4.2.4.  Patient Centered Medical Home (Functional Area: 101000847700 or 101000847900; Program Area: 25; Functional Cost Account: F4644; MEPRS (i.e., Attribute 3): B*Z*) Note: for Initial Outfitting and SRM related PCMH issues, use the respective Initial Outfitting and SRM functional area/program area/MEPRS code as well as FCA F4644. In FY14 PCMH will be funded utilizing the Integrated Resource Incentive System (IRIS).  This is a change from the previous methodology which used the gap analyses completed between RMCs and the PCMH service line to meet NCQA standards.  The base funding will resource primary care teams to support the enrolled population identified in the FY14 Business Plan.   Additionally, MEDCOM will carve a PCMH core line item out of a MTF’s core funding line.  Activities will capture all PCMH related costs in the PCMH FCA (F4644).  

Currently, MEDCOM will provide only funding for the primary care teams portion of the Patient Centered Medical Home initiative.  MEDCOM is requesting funding for the extended team members (Clinical Pharmacist, Dietician, Physical Therapy) but activities are not to resource these requirements unless they have available funding within their existing activity budgets.  MEDCOM will publish guidance and grant hiring authority when funding for these requirements is received.  


The PCMH service line must approve the following items prior to execution:

	1.  Hires to include new and vice positions.  The Primary Care service line is in the process of reshaping the primary care workforce.  All FY14 hires will be staffed through the Primary Care service line to ensure the positions fall in line with the current staffing model.  Additional funding for staffing will not be provided if  an activity decides to hire above the authorized levels per the IRIS model.  

	2.  Travel.

	3.  Reallocation of funding.  RMCs do not have the authority to reallocate PCMH funding and must submit a reallocation request to the PCMH service line for approval.  This reallocation has to be for PCMH specifically and only for personnel in skill type 3, 4, and 5 not to exceed the gap funding thresholds by MTF.  

MEDCOM will require activities receiving PCMH funding to submit spend plans and will conduct, at minimum, quarterly reviews.  Any identified surplus PCMH gap funding must be returned to MEDCOM.  These PCMH funds cannot be reallocated for usage outside of the PCMH initiative.

	4.2.5.  Behavioral Health in Patient Centered Medical Home (Functional Area: 101000847700 or 101000847900; Program Area: 25; Function Cost Account: F4646).  BH in PCMH funding is provided based on MTF enrollment.  The funding is allocated for BH providers as well as incidental requirements.  For all other requirements, PCMH service line approval is required prior to funds being executed.  

In FY14 BH in PCMH funding will be managed by the Behavioral Health service line. All policies and procedures governing BH in PCMH funding will be provided under a separate cover. 

Surplus BH in PCMH funding due to under execution will be returned to MEDCOM.

	4.2.6.  Soldier Centered Medical Home (SCMH) (Functional Area: 101000847700 (CONUS) or 101000847900 (OCONUS); Program Area: 25; Functional Cost Account: F4649; MEPRS (i.e., Attribute 3): BHZ*) Note:  for Initial Outfitting and SRM related SCMH issues, use the respective Initial Outfitting and SRM functional area/program area/MEPRS code as well as FCA F4644.  Activities which will convert to the SCMH model in FY14, or have already converted, are to record SCMH costs to the accounting structure above.  This will include any core funding as well as any additional funding they may receive.  Activities which will not convert to the SCMH model until FY15 or later, will not use the SCMH FCA.  

Currently, MEDCOM will provide only funding for the primary care teams portion of the Soldier Centered Medical Home initiative.  MEDCOM is requesting funding for the extended team members (Clinical Pharmacist, Dietician, Physical Therapy) but activities are not to resource these requirements unless they have available funding within their existing activity budgets.  MEDCOM will publish guidance and grant hiring authority when funding for these requirements is received.  

SCMH hiring actions must be approved by the PCMH service line prior to initiation.  Additionally, RMCs do not have reprogramming authority for SCMH funding.  Any requests to reallocate funding must be submitted to MEDCOM G8 for approval.

	4.2.7.  Performance Triad (Functional Area: 103000847705; Program Area: 71; Functional Cost Account: F4651).  Activities which receive and execute performance triad funding shall use the above accounting codes.

4.3.0.  Special Programs

     4.3.1.  Army Medical Action Plan (AMAP).  AMAP was the Army’s response to NDAA08 which required Army to develop a comprehensive program geared toward the quality care while healing and ultimately the transition of our Wounded Warriors back to duty or productive civilian life.  The AMAP program is made up of multiple parts:  Soldier Family Assistance Center (SFAC), facility inspections, construction projects, and the Warrior Transition Unit (WTU).  The guiding program established for WTU operations is the Warrior Care and Transition Program (WCTP).  The policies and initiatives established under the umbrella of WCTP directly impact the WTUs and are executed by WTUs based on guidance rendered by Warrior Transition Command (WTC) as endorsed by The Surgeon General. 

[bookmark: _Toc335204876]          A.  AMAP Funding.  MEDCOM G8, in coordination with WTC G8, will provide approved funding targets to each activity.  The funding targets are established based on FY14 submitted requirements, (i.e., Comprehensive Transition Plan (CTP), Remote Care, Adaptive Reconditioning, Warrior Games, , VCSA decision brief on AMAP restructure plan, etc.).  AMAP funding will be largely executed in BAG 103, reason code 506.  The AMEDDC&S is the only activity authorized to use BAG 106.  The following activities are authorized to use BAG 107:  LRMC, Hood, Knox, and NRMC HQs.  MEDCOM G8 must approve any obligations in other than BAG 103 on a case by case basis.  Activities approved to execute in other BAGs will be notified through audit trail in RSBux.  A review of obligations will be done at mid-year.  Excess funding at the end of the FY cannot be used for non-AMAP requirements and must be returned to HQ’s MEDCOM.  PEBLOS, which have historically been charged to AMAP, will be charged to the IDES FCA, F4641, beginning in FY12.  Specific guidance on PEBLO funding is provided in paragraph 4.2.1.

[bookmark: OLE_LINK41][bookmark: OLE_LINK42]          B.  Accounting Instructions.  In order to properly account for expenditures, all obligations must be executed using FCA code F4610, Functional Area 103000847714.  For allocation purposes and to ensure proper reporting, each activity receiving funding in GFEBS will create a separate Cost Center and a WBS that includes the following projects as applicable:

	Projects

	AMAP Cadre

	AMAP Contracts

	AMAP Travel – WT

	AMAP Travel – Conferences

	AMAP Travel – Cadre

	AMAP Travel – NMA

	AMAP Training – Cadre

	AMAP Training – WT

	AMAP Equipment

	AMAP Adaptive Reconditioning Activities

	AMAP Other



               1.  Other Health Activities (Functional Area: 103000847714; Program Area: as applicable; FCA F4610).  In general, AMAP costs will be captured in the accounting structure above.  Exceptions are as follows: 

· For IM/IT use functional area 104000847781 
· For Patients and Attendant Travel (For AMAP Only) see para 4.5.2.
· For Base Communications see para 4.6.5. 
· [bookmark: _Toc335204878]For vehicles and contracts for drivers see para 4.6.6.

          C.  AMAP funding should not be used to operate a clinic and clinical services should be charged to BAG 1.  It is recommended that activities evaluate their WTB population.  If the population consists primarily of Soldiers from theater, OCO should be considered for the expanded clinical mission.  Otherwise, the current clinical services should be charged to core. 

[bookmark: _Toc335204879][bookmark: _Toc334646182]          D.  AMAP Key Dates.     

· Spend plans for FY14 will be sent out in June with a due date to the ACSRM NLT 3 July.  Justifications for significant increases must be explained on the appropriate tab of the spend plan.  A timeline or battle rhythm of the spend plan process follows:  

· NLT 15 May of each FY,  MEDCOM G8 Special Program Branch (SBP) will send a data call to the RMC/MSC RM Offices for projected requirements for the upcoming FY (funding levels requested are not guaranteed).

· 16 May – 2 Jul of each FY – Each RMC/MSC RM POC coordinates with the WTUs to ensure accurate projections in support of the mission.

· NLT 3 Jul of each FY:  RMC/MSC RM POCs submit all projected requirements for the next FY to the MEDCOM ACSRM SPB.

· September of each FY.  RMCs/MSCs will be notified of budget.

· January of each FY – 1st Quarter Review of Execution to spend plans.

· Late March/April of each FY – Mid-year review with MEDCOM G8.

· Late March/April of each FY – Mid-year UFRs will be submitted with Core UFRs in accordance with paragraph 3.18.0.

· May of each FY –  UFRs funding decision.  

· June of each FY – 3rd Qtr review of execution to spend plan.

· [bookmark: _Toc335204880]NLT first week in September of each FY – Close out FY. 

[bookmark: _Toc335204881]          E.  UFRs will be submitted to the MEDCOM G8, with core DHP UFRs during MYR.  Ensure you annotate UFR is AMAP.  UFR will be routed through the MTF to the RMC chain of command for consideration. MEDCOM Special Programs Branch will coordinate with WTC G8 to validate submitted UFRs.

[bookmark: _Toc335204882]          F.  Hiring of personnel above the WTU TDA/approved structure (over hires and not in accordance with the grade as reflected on the TDA) must obtain approval from the Warrior Transition Command CG, to include hiring an employee for a vacant over hire position.  A packet, which includes a Program and Budget Advisory Committee (PBAC) Quad Chart, current TDA, current staffing, workload validation, memorandum from the region endorsing the request, and any other pertinent information to be considered as appropriate must be turned in 2 weeks prior to the WTC (PBAC) meeting to Ms. Kellie Lovejoy, Chief, G8 Division, WTC at kellie.j.lovejoy.civ@mail.mil, phone number is 703-428-8357.  The submitters may also request to be in the room to provide further detail of the requirement and answer any questions.  If additional information is needed, the submitter is contacted immediately to ensure complete submission of the packet.  The SRB recommendations are forwarded to the CG for approval/endorsement.  Regions will be notified within 10 days of the board’s results.  Requests for additional structure out of cycle (based on timing of need) will be considered as part of force structure setting activities.  If the need is urgent, the packet will be boarded as an out of cycle request.  

          G.  The last Thursday of each month, the WTC G8 hosts an RM Synch Session to discuss manpower and funding issues.  The RMS2 is attended by MEDCOM RM SPB to ensure the most current information is disseminated to the appropriate audience.  All regional RMs/reps with an interest in manpower and funding topics are encouraged to attend.

     4.3.2. Traumatic Brain Injury (TBI) Program.

          A. TBI Operations.  To address the needs of our Wounded Warriors, meet the intent of Congress, and properly execute the funding appropriated for TBI, a significant effort will be made by the Military Health System (MHS) to identify the operational and functional requirements, monitor and execute the funding, demonstrate increased value as a result of our efforts, and report the progress and execution of the programs to senior DoD leadership and Congress.  In FY14, TBI DHP O&M funding is a 1 year appropriation, and will use the 0130.1881 limit code. 

          B.  Recognized Missions. There are currently three active major fund initiatives that are defined below.  Initiatives may be revised as the program matures.    

               1.  TBI Access to Care:  The intent of this area is to ensure active duty members, their Families, and other beneficiaries have easy and rapid access to services for Traumatic Brain Injury (TBI). Examples of projects within this area include increasing the number of primary care staff, neuroscience specialists, and multi-disciplinary rehabilitation teams for the provision of TBI-related care.

               2.  TBI Quality of Care:  DoD wants to ensure that our beneficiaries are receiving the best TBI care from the most well-trained providers.  DoD aims to identify and promote “best practices” and disseminate evidence-based Clinical Practice Recommendations and Management Guidance across the Services.  Examples of efforts under this initiative include developing training for medical personnel on the identification and management of TBI, and ensuring military Medical Treatment Facilities (MTFs) have modern equipment for diagnosing, treating and rehabilitating patients with a history of TBI.

               3.  TBI Surveillance, Screening and Studies:  The purpose of this initiative involves baseline neurocognitive testing, screening individuals who have deployed for evidence of TBI-related symptoms, and tracking patients with a history of TBI. 

               4. Accounting Instructions.  Activities must create separate Cost Center/Work Breakdown Structure (WBS)/Internal Order (IO) in GFEBS for funding received in each of the initiatives.  There are currently three (3) Functional Cost Accounts (FCAs) that have been set up to accurately track expenditures at the level of detail required by OSD Comptroller and Congress.  The following FCA codes are used when obligating TBI funding:

	FCA
	Description

	F4616
	Traumatic Brain Injury – Access to Care

	F4618
	Traumatic Brain Injury – Quality of Care

	F4619
	Traumatic Brain Injury – Surveillance, Screening and Studies



          C.  As directed by Congress, the MHS is required to periodically report progress, outcomes, and funding execution for TBI/PH initiatives.  All activities must accurately track and report all TBI obligations.  The accounting reports will be used to pull information by initiative and report execution to DHA. 

          D.  Project ID Codes.  In addition to the FCA codes, each line of accounting must include the Project ID Codes (listed in the TBI Project Numbering Workbook) in the Attribute 1 field within GFEBS (See Appendix G).  In an effort to sync MEDCOM POM and execution efforts, RMC/MSC(s) must ensure obligations are currently charged to the specified BAG and Program Element reflected on the TBI Project Numbering Workbook for each initiative/Project ID Code.  Alternate accounting may be considered with request to the PTBI Program Coordinator.

          E.  Personnel Reporting.  Monthly Personnel reports must be submitted by RMCs to the BizOps mailbox (usarmy.ncr.hqda-otsg.list.otsg-bizops-mbo@mail.mil) and a courtesy copy forwarded to Mr. Leslie Robinson (TBI Program Analyst) and Dr. Stephanie Maxfield-Panker (TBI Program Manager) by the 15th of each month.  Personnel reports must be a joint effort between the Resource Management (RM) staff, the functional program management (PM) representatives, and the local contracting office representatives.  At a minimum, both functional PMs and RMs at each RMC should receive, review, and endorse the report prior to submission to the BizOps mailbox. Of note, positions receiving TBI funding require continued demonstration of sufficient TBI-related workload.  For FY14, minimum workload requirements have increased to 60% for TBI funded personnel and to 70% for TBI funded personnel residing in Patient Centered Medical Homes.  The workload generated by non-TBI funded personnel who perform TBI related care may be used to meet workload requirements.   

          F.  Lower Initial Distribution.  After thorough analysis and approval of the FY14 TBI budget, the initial distribution will be based on commodity type and FY13 execution rates.   In some cases, the initial distribution may be lower than the overall budget for the year, and will be determined by the OTSG/MEDCOM staff.  For example, RMC/MSC(s) that had unsatisfactory execution rates in previous FYs and large unprogrammed returns due to under execution of their funds may receive a reduced amount of funding initially for FY14.  Programs may be adjusted up to the established and approved budget amounts during the quarterly reviews.  Funds cannot shift locally and/or regionally between TBI programs and MTFs without prior coordination and approval by the TBI Program Manager.  

          G.  Travel Caps.  In FY14, TBI travel budgets are annualized based on 12 months of obligations.  Additional travel caps may be instituted during the FY and will be communicated prior to decrements.  RMC/MSC(s) CANNOT exceed established travel caps.  Travel execution will be monitored monthly and total RMC/MSC travel obligations must remain under their specified travel cap.  Any redistribution of TBI travel funds must be approved by the TBI Program Manager.

          F.  Quarterly Status of Funds Review.  In FY14, RMC/MSC(s) will have quarterly reviews conducted using tele-conferences and Defense Connect Online (DCO).  These reviews are necessary to monitor status of funds, verify obligation rates, and adjust TBI resourcing.  The intent is to prevent large, unprogrammed returns of funds at the end of the FY, as occurred in previous years.  At least one representative from each activity is expected to be available for their RMC/MSC(s) review. If appropriate accountability is not available, nor provided, during the Quarterly Variance Reviews, activity budgets may be adjusted without consent of the activity by the TBI Program Manager in consultation with the PTBI Program Coordinator.

          G.  Unexecuted Funds.  With MEDCOM CoS approval, excess funding may be “swept” without concurrence from the RMC/MSC(s).  This is intended to reduce unprogrammed EOY returns and to allow reallocation of funding to improve care for Soldiers and Army Families.

          H.  Recurring Review & Assessment (R&A) Meetings (external and internal).  There will be a recurring, routine review of funding execution, including regular briefings to the Director, Health Care Delivery, MEDCOM G-3/5/7 and quarterly updates to the MEDCOM CoS.  The intent is to ensure senior leadership maintains visibility of ongoing program execution status and to get leadership assistance with any potential problems/issues. 

          I.  Program Evaluation of TBI Initiatives.  MEDCOM/OTSG staff from R2D and PA&E will collaborate on implementing and executing a Program Evaluation (PE).  The goal of the PE is to assess the extent to which initiatives are performing in accordance with MEDCOM Policy, demonstrating efficacy by meeting initiative objectives, and synchronized with the approved clinical program models.  The results of the PEs will be used for multiple purposes to include but not limited to: identifying projects for expansion or proliferation, informing future funding decisions, prioritizing TBI projects/initiatives, and recommending improvements/funding reductions/elimination of poorly performing initiatives.  The desired end state is to achieve the most effective TBI service outcomes for those we serve, within the limitations of available resources and in accordance with senior Army leadership guidance.    	    

           J.  Recruitment, Relocation, and Retention (3R) Incentives and Awards Caps.  In FY14, TBI 3R budgets are capped at 8% of approved budgets for civilian pay at each MTF/site.  Approval from the TBI Program Manager must be received prior to exceeding the cap.  

               1.  Recruitment.  Recruitment incentive may be paid to a newly appointed employee to fill a position that is likely to be difficult to fill with a high quality candidate in the absence of the incentive. Prior to approving a recruitment incentive, the approving official must first consider the practicality of using the recruitment incentive.  

               2.  Relocation.  Relocation incentive may be paid to a new or current employee who must relocate to accept a position in a different geographic area (50 mile rule), when the position would otherwise be difficult to fill with a high quality candidate in the absence of the incentive. Relocation incentives must be approved on a case-by-case basis. 

               3.  Retention.  Retention incentive may be paid to an employee when a determination is made that the unusually high or unique qualifications of the employee or a special need exists for services of the employee makes it essential to retain the employee. It must be determined that the employee would likely leave Federal service without the incentive. A retention incentive may also be authorized for an employee, likely to leave for a different position in the Federal service, in the absence of a retention incentive.  

               4.  Reporting Instructions.  The following CIs have been assigned as identifiers when obligating each incentive funding:

	INCENTIVES
	GFEBS Commitment Item

	Recruitment
	12F0

	Relocation
	12A6

	Retention
	12E0



          K.  Annual Review & Service Agreement.  Approving officials must review and recertify the necessity to continue payment of a retention incentive annually. At the minimum, employees awarded relocation or recruitment incentives will be required to sign a 12 month service agreement. If the employee leaves before their service agreement period is completed, the amount received must be repaid by the employee.  Retention will require proof that the individual is being actively recruited away from federal service.  RMCs will review and concur with each request for payment of an incentive, or document the delegation of that responsibility to the MTF level.  Ultimately, it is the RMC’s responsibility to ensure the existence of a sound and documented premise for approving an incentive request.  

          L.  Call For Proposals (Unfunded Requirement(s).  Specific procedures have been established to allow RMC/MSC(s) to identify funding needed beyond the initial fiscal year budget approvals.  These requirements must be fully staffed at the RMC/MSC level before being submitted to the TBI  Program Manager (Dr. Stephanie Maxfield-Panker) for review and endorsement.  Submission of these requirements with the initial budget coordination does not ensure approval.   TBI proposals must include justification with patient numbers and workload as appropriate.  See Annex H for process procedures and form to be used for UFR submission.

          M. TBI Program Point of Contacts.

               1.  TBI-PH Program Coordinator (PTBI Office):  
                    Mr. Brad Lieurance  						(210) 221-6703

               2.  TBI POC(s):
                    Dr. Stephanie Maxfield-Panker, Program Manager  	(703) 681-5781
                    Leslie Robinson, Program Analyst				(703) 681-5780

               3.  RM POC (s):
                    Yulonda Clark, Special Programs, Budget Analyst	(210) 295-2866

	4.3.3.  Behavioral Health Service Line.  Guidance for the Behavioral Health Service Line will come under separate cover.

4.4.0.  BAG 101 Programs

	4.4.1.  Pharmacy Operations and Pharmaceutical Supplies.

		A.  Pharmacy Operations (Commitment Item: except for 260I; Functional Area: 101000847700 (CONUS) or 101000847900 (OCONUS); Program Area: 31; MEPRS (i.e., Attribute 3): DAA*).  Includes manpower costs, support equipment and other costs directly associated with the production and operation of DoD owned and operated pharmacy facilities.

		B.  Pharmaceutical Supplies (Commitment Item: 260I only; Functional Area: 101000847701 (CONUS) or 101000847901 (OCONUS); MEPRS (i.e., Attribute 3): DAA*).  Includes all prescription supply items used in the direct patient care by hospitals, dental clinics, veterinary clinics and other clinics such as Occupational Health Clinics.  These items includes all Federal Supply Class (FSC) 6505, intravenous (IV) fluids, immunizations, food supplements that require a prescription and are dispensed directly to the patient, and (FSC) 6540 items such as chemistry strips, glucose strips, urine test strips, when disposed to the patient.  

	4.4.2.  Blood Bank Functions and Blood Donation Centers (Functional Area: 101000847700 (CONUS) or 101000847900 (OCONUS); Program Area: 32; MEPRS (i.e., Attribute 3): FADA).  Exclude expenses applicable to operations of DOD military blood program.

[bookmark: OLE_LINK36]	4.4.3.  Provost Marshal and Security Guards – MTFs (Functional Area: 101000847700 (CONUS) or 101000847900 (OCONUS); Program Area: 52; MEPRS (i.e., Attribute 3): GAAA).  MTFs shall charge costs related to Provost Marshal activities and civilian/contract security guard personnel to the accounting structure above.  

	4.4.4.  MEDCOM AHLTA Provider Satisfaction (MAPS) (Functional Area: 101000847700 (CONUS) or 101000847900 (OCONUS); Program Area: 5G; MEPRS (i.e., Attribute 3): EBJ*).  MAPS initiative provides for the insertion of technology into evolving clinical processes in order to decrease encounter documentation time and improve provider satisfaction.  Funding supports a suite of capabilities being deployed to providers across MEDCOM medical facilities.  These include Dragon Naturally Speaking, As-U-Type, and PDF Converter software as well as developing standard macros for documenting the encounter.  

	4.4.5.  Housekeeping and Janitorial Services – MTFs (Functional Area: 101000847700 (CONUS) or 101000847900 (OCONUS); Program Area: 62; Commitment Item: 254A for contracts; MEPRS (i.e., Attribute 3): EFA*).  To be used for expenditures for the maintenance of the medical facility interior either by in-house or contract services.  Also to be used for snow and debris removal from entrances and walks adjacent to buildings, and for trash removal from building.  

	4.4.6.  Linen/Laundry Services (Function Area: 101000847700 (CONUS) or 101000847900 (OCONUS); Program Area: 64; MEPRS (i.e., Attribute 3): EHA*).  Operation of linen and laundry services to include linen procurement, repair, fabrication, pickup, and delivery services.

[bookmark: OLE_LINK34][bookmark: OLE_LINK35]	4.4.7.  Ambulance/EMS Services (Function Area: 101000847700 (CONUS) or 101000847900 (OCONUS); Program Area: 71; MEPRS (i.e., Attribute 3): FEA*).  Transportation of patients to, from or between MTFs to includes contractual ambulance services.

	4.4.8.  Medical Travel (non-AMAP).  

		A.  Patient and Attendant Travel (Functional Area: 101000847700 (CONUS) or 101000847900 (OCONUS); Program Area: 72; MEPRS (i.e., Attribute 3): FEB*).  For authorized travel of active duty Army patients and for travel and allowances (actual expenses not to exceed per diem rate) of required attendants to, from or between hospitals in connection with inpatient care, including return of required attendants to proper station in accordance with Volume I, Chapter 7, Part I of the JFTR.  Also, for a member to attend with a dependent when the dependent is medically evacuated in CONUS to or from a medical facility for required medical attention which is not available locally.  Not applicable for travel of patients in connection with outpatient medical or dental care.  Per paragraph 2-6.d. of AR 40-400, transportation and per diem for active duty patients and required attendants for the purpose of providing outpatient care is chargeable to the active duty patient’s assigned unit’s operating funds.   

		B.  Dependant and Attendant Travel (Functional Area: 101000847700 (CONUS) or 101000847900 (OCONUS); Program Area: 73; MEPRS (i.e., Attribute 3): FEB*).  For travel and per diem, as authorized by Joint Federal Travel Regulation (JFTR) – U5240, of dependents of Army personnel and necessary attendants for the purpose of receiving medical or dental care.  Family members who accompany dependent patients, in a role not as nonmedical attendants are not authorized per diem.  However, where competent medical authority determines that a family member is required to accompany a dependent, they may be reimbursed actual expenses for meals and lodging. Travel of military members acting as nonmedical attendants on ordinary leave or permissive TDY orders will be without cost to the Government for per diem or other travel allowances.

[bookmark: OLE_LINK15][bookmark: OLE_LINK16]	4.4.9.  Initial Outfitting – Medical Treatment Facilities & Dental Treatment Facilities.  Funding is provided for expense equipment in support of medical and dental military construction projects and renewal projects.  If funding is given for a high interest program, the appropriate FCA must also be used (see Appendix D for FCA listings).  

		A.  Initial Outfitting Medical Treatment Facilities (MTFs) (Functional Area: 101000847700 (CONUS) or 101000847900 (OCONUS); Program Area: 68; MEPRS (i.e., Attribute 3): FDEA).  

		B.  Initial Outfitting Dental Treatment Facilities (DTFs) (Functional Area: 101000847715 (CONUS) or 101000847915 (OCONUS); Program Area: 68; MEPRS (i.e., Attribute 3): FDED).  

4.5.0.  BAG 103 Programs

	4.5.1.  Immunization Clinic (Functional Area: 103000847705; Program Area: 22).  Cost incurred in the operation of separate stand alone immunization clinics, but excludes costs to administer immunizations in primary care or specialty clinics.  Also, excludes the cost of pharmaceutical supplies; all pharmaceutical supply costs must be captured in functional area 101000847701 (CONUS) or 101000847901 (OCONUS).  Do not capture the cost of operating a separate immunization clinic in a BAG 101 PE/Functional Area.

	4.5.2.  Patient and Attendant Travel (for AMAP only) (Functional Area: 103000847714; Program Area: 28; Functional Cost Account: F4610; MEPRS (i.e., Attribute 3): FEB*).  For authorized travel of Army Uniformed Service patients assigned or attached to the Warrior Transition Unit and for travel and allowances (actual expenses not to exceed per diem rate) of required attendants to, from, or between hospitals in connection with healthcare, including return of required attendants to proper station.

	4.5.3.  Enhanced Multi Service Markets (L-line funding) (Functional Area: 103000847714; Program Area: 84).  Use the above accounting codes to capture the costs associated with the operations of Army managed enhanced Multi Service Markets (eMSM).  The funding comes down on the L-line on the Resource Summary.  With FY14 being a transition year to FOC, it is imperative that the MTF captures the eMSM cost correctly.  

	4.5.4.  Initial Outfitting Non-MTF/DTF Activities (Functional Area: 103000847714; Program Area: 86).  Funding is provided for expense equipment in support of construction projects and renewal projects of non-MTF/DTF activities.  If funding is given for a high visibility program initial outfitting initiative, the appropriate FCA must also be used (see Appendix D for FCA listings).  Initial outfitting of non-MTF/DTF activities is not MEPRS reportable; do not use a WBS/Cost Center with a valid MEPRS Code (i.e., Attribute 3).  

	4.5.5.  Site Preparation (Functional Area: 103000847714; Program Area: 87; MEPRS (i.e., Attribute 3): EDAF).  Equipment site prep is a responsibility of the Facility Manager (FM).  FMs coordinate and develop requirements for Installation of Super-CEEP and MEDCASE equipment purchases.  Equipment procurements will be coordinated with the Logistics Division.  

		A.  Planning and Coordination  Planning for site prep should begin during initial equipment programming.  Funding to support Super-CEEP and MEDCASE site preparation is centrally managed at G9 Facilities.  Site prep should be completed prior to the equipment delivery date.  Repair or minor construction projects to support failing infrastructure, aesthetics or functional requirements should be planned and programmed as SRM projects and timing should be in coordination with site prep activities.  Items purchased for MILCON projects are exempt from the site preparation program.  Reference DA PAM 420-22 2-8 Work Classification – Equipment Classification for more detail.  The following list, though not all inclusive, provides guidance on what qualifies for site prep funding.

			1.  Site preparation consists of providing the means to physically attach the piece of equipment to the real property MTF, which may include plumbing, cabling, or wiring necessary for the specific item of equipment.  It is not used to fund repair or new construction projects in support of these equipment purchases.

				(A)  Secondary utility work necessary to connect the equipment to existing utility services within the building.  This work lies between the primary entry or source within the building and the room in which the equipment is to be placed.  Site prep can include upgrade to existing electrical infrastructure if current capacities are exceeded by the new equipment installation.  

				(B)  Installation of air conditioning for types of equipment where the manufacturer's written specifications states that the equipment must be operated in an air-conditioned space and provides temperature and/or humidity parameters which cannot be sustained by existing air conditioning.

				(C)  Provision of false floors or platforms required solely for the operation of the equipment.  Repair of flooring and interior partitions projected to be compromised during the installation of new equipment will also be included.  

				(D)  Installation of required shielding for electromagnetic radiating devices such as X-ray machines and linear accelerators.  This includes wall construction with lead-lined sheetrock.  

				(E)  Removal and reinstallation of items such as portions of walls, roof, and utility systems to permit installation of equipment.  Reinstallation may involve rerouting or relocation of some items.  If the installation of the equipment requires space modification, it will be included as site prep to include all divisions of labor affected by the equipment installation.

			2.  Most work eligible for funding as site preparation will be classified as "non-construction" (i.e., engineer's "M" cost account, municipal services) by the DPW/BCE on the work request (DA Form 4283/AF Form 332).  The DPW/BCE is responsible for properly segregating and classifying all work.  

			3.  Site prep that adds real property outside the footprint of the MTF, such as a foundation and utilities for a Relocatable building, will be classified as "L" new work and will be funded with traditional SRM funds as appropriate.  

			4.  The repair or minor construction work associated to repair failing infrastructure, improve aesthetics or functions may be performed in conjunction with the site prep work but funded with traditional SRM funds.

			5.  The transportation, assembly, installation, calibration, and testing of the equipment are NOT site prep costs.  

		B.  Funding policy.  Site prep funds support equipment purchased through Super-CEEP and MEDCASE Programs.  Items purchased for MILCON projects are exempt from this program.  

			1.  Site prep costing less than $1K will be financed from local resources.

			2.  Activities are not authorized to reprogram site prep funds to any other requirement unless such reprogramming is approved by the G9 Facilities.  

			3.  The following documents are required to be submitted to the G9 Facilities site prep point of contact for site prep funding release: 

			     (A)  Approved DA Form 4283/AF Form 332 identifying work classification and approval amounts.  

				(B)  Scope of Work or Division of Site Labor Breakout.

				(C)  Cost estimate of site preparation to be completed.

	4.5.6.  Facility Transition (Functional Area: 103000847714; Program Area: 88).  One-time costs incurred to provide seamless healthcare and continuity of medical operations during major medical construction projects.  Costs include, but are not limited to, moving and storage, housekeeping, and project support staff for MILCON or OMD Restoration/ Modernization projects.  This may include funding for special initiatives such as IDES, Community Based Medical Homes, TBI, etc. but will be reviewed on a case by case basis.  The following projects are eligible for transition funding: Medical MILCON, Unspecified Minor Construction (UMC), Restoration and Modernization projects exceeding $500K that are funded by MEDCOM SRM Program.  

	4.5.7.  DOD Military Blood Program (Functional Area: 103000847724; Program Area: 20; MEPRS (i.e., Attribute 3): FADA).  Operation of the DoD military blood program.  Excludes blood operation in support of patient care.

	4.5.8.  Plans, Training, Mobilization, and Security (PTMS).  PTMS costs are not captured in a BAG 101 PE/Functional Area.  Use the following accounting codes:

		A.  Medical (Functional Area: 103000847724; Program Area: 43; MEPRS (i.e., Attribute 3): GAAA).  

		B.  Dental (Functional Area: 103000847724; Program Area: 44; MEPRS (i.e., Attribute 3): GAAD).

	4.5.9.  PROFIS Training / At Site

		A.  4.4.9.  PROFIS Training (Functional Area: 103000847724; Program Area: 72; MEPRS (i.e., Attribute 3): GBAA).  Includes costs to replace mandays to MTF as PROFIS designated personnel (providers and nurses) train with their assigned unit approximately 5 days each year (minimum requirement).  Also, includes the cost of transportation to and from the individual's duty location to the unit's home station.  Does not include per diem associated with this training; per diem once at the training site is the responsibility of the supported unit.

		B.  AT Site Support (Functional Area: 103000847724; Program Area: 73; MEPRS (i.e., Attribute 3): FCGS).  Includes costs to replace lost mandays in the MTF as assigned personnel provide medical site support to the various Annual Training sites.  Usually transportation costs to/from the site and per diem costs associated with this support are provided by the supported installation.  In the event the supported installation cannot reimburse these costs they may be charged to this accounting code.  Cost associated with contracting for the AT Site Support in lieu of providing AC military from the MTF may be included.  

		C.  Surplus PROFIS/AT Site Support funding may not be used for other mission requirements and must be returned to MEDCOM.  Only those obligations charged to the accounting codes above (i.e., PROFIS or AT Site) will be scored against PROFIS/AT Site Support funding.  MEDCOM will begin pulling funding in the Mid Year time frame.  

4.6.0.  BAG 107 Programs

	4.6.1.  Sustainment, Restoration, and Modernization (SRM).  Any proposed work, either Maintenance and Repair or New Construction, will not be started or funded without the approval from the proper authority, either IMCOM or MEDCOM G9 Facilities, and in full accordance with AR 420-1.  Any prior year request for facility related work must be requested on the prior year request form and submitted to G9 Facilities for approval.  See FY14 G9 Facilities Funding Guidance for more information.

		A.  Facility Restoration and Modernization (Commitment Item: 3230; Functional Area: 107000846276 (CONUS) or 107000846376 (OCONUS); MEPRS (i.e., Attribute 3): EDD*).  Facility Restoration and Modernization provide resources for improving and restoring facilities.  Restoration and Modernization funding is distributed on the “RM” line of the Resource Summary.  Minor Construction (“new work/over $25K”) is part of Restoration and Modernization and should be obligated under CI 3230.   New work less than $25K is funded with Program M.  All activities must receive prior written approval from MEDCOM G9 Facilities to spend above their funded SRM level.  If funding is given for a high visibility program initial outfitting (e.g., IDES) initiative, the appropriate FCA must also be used (see Appendix E).

		B.  Facility Sustainment (Commitment Item: 2540; Functional Area: 107000846278 (CONUS) or 107000846378 (OCONUS); MEPRS (i.e., Attribute 3): EDC*).  Facility Sustainment funds the routine maintenance, minor repair, and scheduled major repair of real property inventory that is in the MEDCOM baseline inventory for medical, dental, veterinary services, and certain other buildings.  It does not include repairing or replacing non-attached equipment or furniture or housekeeping contracts.  Sustainment is distributed under the “S” line of the Resource Summary.  

	4.6.2.  Environmental Program.  Environmental funds are high interest funds used to achieve and maintain compliance with federal, state, local or host nation environmental laws and regulations. These funds are distributed under the “E” line of the Resource Summary and are managed by the G9 Environmental office.  Funds for the environmental program are distributed directly to MTFs/PHC and are ineligible for RMC requirements.  No one is authorized to reprogram environmental funds to any other requirement unless such reprogramming is approved by the G9 Environmental Office (see paragraph 2.7.2.).  Transfer of environmental funds between projects must be approved by the G9 Environmental Office.  Projects eligible to receive environmental funds must meet the criteria for one of the following programs:  Pollution Prevention or Compliance.  See FY14 G9 Facilities Funding Guidance for the use of the new work breakdown structure (WBS) for the execution of Environmental dollars.

		A.  Environmental Pollution Prevention (Functional Area: 107000847754; Program Area: as applicable; MEPRS (i.e., Attribute 3: FBE*).  Cost of projects and activities that implement prevention-based solutions.  Pollution prevention solutions are those actions specifically aimed at reducing the quantity of hazardous and non-hazardous pollutants through permanent source reduction or material process change to include transfer of proven technology products. Excludes pollution prevention requirements associated with large construction or equipment actions and solid waste disposal activities.  Projects must demonstrate a return on investment of less than 5 years and a significant reduction of pollution to be eligible for environmental funding. 

		B.  Environmental Compliance (Functional Area: 107000847756; Program Area: as applicable; MEPRS (i.e., Attribute 3: FBE*).  Cost of recurring and nonrecurring projects and activities to achieve compliance with current or new federal, state, local or equivalent country-specific final Governing Standards for Environmental quality and management.  Projects specifically excluded for DHP Environmental funding are:  Environmental Restoration, Army (ERA) or Base Closure Account (SCA) activities; Radiation, Safety and Industrial Hygiene program requirements; Climatic Injury Prevention program requirements such as Wet Bulb Global Temperature (WBGT) and Heat/Cold Stress Training; Pest Management and Surveillance program requirements such as pest control operations, and training and certification of pest control operators; Food Sanitation/Surveillance program requirements; Environmental Sanitation/Surveillance program requirements such as sanitation of Barber/Beauty Shop, Child/Youth Center and Family Child Care; solid waste collection and disposal; lead-based paint (LBP), asbestos, radon, and PCB facility management issues not driven by environmental laws and regulations (e.g., LBP, asbestos surveys and removal projects and radon mitigation) and incidental environmental requirements associated with larger construction or equipment actions.  

			1.  Medical Waste Contracts (Commitment Item: 3230 or 3240).  Record contracts for the assessments of medical waste required by National Environmental Policy Act (NEPA) to CI 3230 and contracts for the disposal of medical waste to CI 3240.  Do not use a 25 series CI.

	4.6.3.  Utilities (Commitment Item: multiple 233*; Functional Area: 107000847779 (CONUS) or 107000847979 (OCONUS); Program Area: J*; MEPRS (i.e., Attribute 3): EDB*).  For utilities purchased from DWCF or from Commercial Sources.  Also includes contracts to include government owned-contractor operated facilities.

	4.6.4.  Housekeeping Non-MTFs (Functional Area: 107000847779 (CONUS) or 107000847979 (OCONUS); Program Area: M4; Commitment Item: 254A for contracts).  For custodial services costs to include cost of non-housing interior cleaning, materials, supplies, and equipment; maintenance and repair of equipment; supervision and training of the workforce that perform custodial services at the installation; and supervision and inspection of in-house and contract performance. Includes housing (common area and areas not cleaned by residents) interior cleaning and supplies.  

Housekeeping of non-MTF/DTF activities is not MEPRS reportable; do not use a WBS/Cost Center with a valid Attribute 3 (MEPRS Code/FCC).  The exception is the  Soldier Readiness Program (SRP); in the event the MTF is providing housekeeping services for the space occupied by the MTF personnel during a SRP in a non-MTF/DTF facility and this is included in the MTFs housekeeping contract, then the cost of the housekeeping will be captured with the square footage cleaned reported on the Square Footage Cleaned dataset.  The cost of the housekeeping contract will be reported in the MEPRS Code (i.e., Attribute 3) of EFA*.

	4.6.5.  Base Communications (Functional Area: 107000847795 (CONUS) or 107000847995 (OCONUS); Program Area: 10; MEPRS (i.e., Attribute 3): EDJ*).  Includes all costs associated with providing local communications.  Includes intra and inter installation communications leased from local carriers, maintenance of communication equipment (telephones, radios, fax, others), Local Area Networks (LANs) not provided through MEDCOM Enterprise Infrastructure, local phone, data, and video service, cellular phone service, blackberry service, pager service, and telecommunications equipment and support.  Excludes long haul communications requirements.

	4.6.6.  Vehicles (Commitment Item: multiple 21S; Functional Area: 107000847796 (CONUS) or 107000847996 (OCONUS); Program Area: DA or DC).  Captures all costs associated with GSA and Non-GSA owned and leased non-tactical vehicles.

	4.6.7.  Copiers (Commitment Item: 2400; Functional Area: 107000847796 (CONUS) or 107000847996 (OCONUS); Program Area: Y0; MEPRS (Attribute 3): work center of the COR).  Includes costs associated with leases and maintenance contracts.

4.7.0.  Commitment Items

[bookmark: OLE_LINK3][bookmark: OLE_LINK4]	4.7.1.  Contract Advisory Assistance Services (CAAS) Contracts (Commitment Item: 251*).  This series of CIs is restricted for consulting services that are classified as CAAS.  CAAS are those services acquired by contract from non-governmental sources to assist the MEDCOM to support and improve agency policy development, decision-making, management, administration, and the operation of management systems.  For clarification of services classified as CAAS, refer to AR 5-14 Management of Contracted Advisory and Assistance Services.  When looking for places to cut, CAAS obligations are one of the items Congress looks at first.  Thus, it is imperative that erroneous obligations in a CAAS CI be promptly corrected.  Do not use this series of CIs without first obtaining approval from your command analyst.

	4.7.2.  R&D Contracts (Commitment Item 2550).  The use of this CI is limited to research and development (RDT&E) appropriations only.  MEDCOM continues to see misuse of this CI in the DHP O&M appropriation (i.e., 0130.1881).  Activities must ensure this commitment item is not used with their O&M funding.  Also, RDT&E is not reportable in MEPRS; do not use a WBS/Cost Center with a valid MEPRS code.

	4.7.3.  Provider, Medical Service Contracts.  In GFEBS there are multiple CIs that can potentially be used to capture the costs of contract medical providers.  To standardize the use of CI throughout the MEDCOM, the following CIs should be utilized.  An activity which uses another CI, will be required to make corrective actions.  Coordinate with the contracting officer to ensure separate Contract Line Item Numbers (CLIN) are established for each type of provider and work center where specific provider/work center combinations can be identified.

		A.  Paraprofessional Provider, Medical Service Contract (Commitment Item: 25A2; MEPRS (i.e., Attribute 3): work center where services will be provided).  

		B.  Nurse Provider, Medical Service Contract (Commitment Item: 25A4; MEPRS (i.e., Attribute 3): work center where services will be provided).  

		C.  Physician Provider, Medical Service Contract (Commitment Item: 25A5; MEPRS (i.e., Attribute 3): work center where services will be provided).  

	4.7.4.  Other Non-provider, Medical Service Contracts (Commitment Item: 256D or 256E; MEPRS (i.e., Attribute 3): work center where the services will be provided).  ASA-FMC will be establishing a new CI to capture costs associated with non-provider medical support service contracts.  The new CI will be 256E.  Since many FCs have already sent in their option-year renewals with the old CI, 256D may be used in FY14 to avoid unnecessary contract modifications.  For new medical support services contracts, however, FCs will use CI 256E.

	4.7.5.  Information Management/Information Technologies Contracts.  Many activities continue to default to the generic CI 252G for their IT contracts.  252G is explicitly non-IT related.  Therefore, activities must choose a more specific CI for their IT contracts.  In general, most IT contracts should fall into one of the following CIs: 

		A.  IT Services – Processing (Commitment Item 252A; MEPRS (i.e., Attribute 3): EBJ*).

		B.  IT Support Services (Commitment Item 252B; MEPRS: EBJ*).

		C.  IT Equipment Maintenance (Commitment Item 2575; MEPRS: EBJ*).

		D.  IT Software Maintenance (Commitment Item 2576; MEPRS: EBJ*).  

	4.7.6.  Lease for the Community Based Medical Home (CBMH) (Commitment Item: 2320; MEPRS (i.e., Attribute 3): EDF*).  CBMHs’ leases will be charged to CI 2320 unless the payment is to the GSA or other federal agencies.

4.8.0.  Functional Area.

[bookmark: OLE_LINK9][bookmark: OLE_LINK10]	4.8.1.  Continuing Health Education (CHE) Training (Functional Area: 101000847700 or 101000847715 or 101000847900 or 101000847915 or 103000847705 or 103000847714 or 103000847724; Program Area: 5H; MEPRS (Attribute 3): FAL*).  CHE is for expenses incurred by MEDCOM activities for travel, per diem, fees and other expenses incident to CHE for physicians and providers to maintain, develop or increase the knowledge, skills, and professional performance required to maintain certification and provide services for patients.  CHE is not a BAG 106 program.  

	4.8.2.  Health Care Precommissioning Professional Scholarship (HPSP) (Functional Area: 106000846722; Program Area: as required; MEPRS (i.e., Attribute 3): FAK*).  MEDCOM continues to see misuse of the HPSP functional area such as education and training costs being captured in it.  This functional area is limited only to costs specifically identified and measurable to the Armed Forces Health Professions Scholarship Program, Financial Assistance Program, and other pre-commissioning professional scholarship programs.  The functional area excludes administrative support costs for the above programs.

5.  Point of Contacts (POCs).  

	Analyst
	DSN: 421 / Com: 295
	RMC / Activities / Other Duties
	Email Address

	Bryan Longmuir
	-2887
	Budget Officer
	bryan.w.longmuir.civ@mail.mil

	MAJ David McCaskill
	-0988
	Deputy Budget Officer, High Interest Programs HIPs (IDES, MMC, Pain Management, PCMH/SCMH)
	david.l.mccaskill.mil@mail.mil

	Debra Willard
	-2849
	Senior Budget Analyst
	debra.m.willard.civ@mail.mil

	Jason Willard
	-2852
	Budget Analyst – Controls
	jason.p.willard4.civ@mail.mil

	Jason Arellano
	-2870
	Lead Analyst RMC's /TBI/PH; BH in PCMH
	jason.t.arellano.civ@mail.mil

	Brian Lynch
	-0868
	WRMC; PRMC, DENCOM
	brian.c.lynch3.civ@mail.mil

	Yulonda Clark
	-2866
	SRMC, ERMC, NRMC
	yulonda.clark.civ@mail.mil

	Kathy Harris
	-2881
	Lead Analyst MSC's
	kathy.m.harris.civ@mail.mil

	Patricia Brown
	-2858
	MRMC, PHC, AMEDDC&S, DHP RDTE
	patricia.n.brown2.civ@mail.mil

	Wayne Doyal 
Amber Hodge
	-2867
-2853
	HCAA; HQs;Hold Accounts; CONOPS reimbursement; Flash Reports
	wayne.n.doyal.civ@mail.mil amber.j.hodge.civ@mail.mil

	Wayne Wanner
	-2851
	ADLG; MED ED; MEPCOM; AFPM; Foreign Currency 
	wayne.g.wanner2.civ@mail.mil

	Roger Casillas
	-2859
	Lead Analyst Special Programs
	roger.a.casillas.civ@mail.mil

	Ron Augustin
	-2854
	OCO; AMAP, FAP, Gift Funds
	ronald.l.augustin.civ@mail.mil

	Lisa Love-Lynch
	-2857
	OMA, RDT&E, OPA, IMET, CE2, CMP
	lisa.lovelynch.civ@mail.mil

	MAJ Colleen Reichenberg
	-2846
	Budget Integration – IRIS model
	Colleen.m.reichenberg.mil@mail.mil




APPENDIX A –Markup Inflation Rates Since FY00




* The President requested a 1 % pay raise for government civilians for the 2014 calendar year.  It is unknown at this time if Congress will approve the pay raise or not.  MEDCOM will adjust budgets accordingly based on the actual approved rate.




APPENDIX B. – Calendar of Significant Events

October
· 1st Qtr Allotment or CRA Allotment Pushed					1st week
· Program Branch Data-call (Para 2.9.3.)					Throughout
· RMC/MSC FY13 Recap Teleconference					Oct 8
· DHP Spending Plan due							Oct 28
· CMRA data validation and reporting (Para 2.9.4.)				Oct 31

November
· [bookmark: OLE_LINK26][bookmark: OLE_LINK27]Monthly Execution Review							Nov 6
· Initial Outfitting obligation report validation (Para 2.9.6.)			Nov 8
· DHP Spending Plan due							Nov 28
· Verify contract data in CMRA (Para 2.9.4)					Nov 31

December
· Monthly Execution Review							Dec 4
· Initial Outfitting obligation report validation (Para 2.9.6.)			Dec 8
· DHP Spending Plan due							Dec 28

January
· 2nd Qtr Allotment Pushed (depending on passage of appropriation)		1st Week
· Initial Outfitting obligation report validation (Para 2.9.6.)			Jan 8
· 1st RSBux Flash Report due (Para 2.9.2.)					Jan 8
· [bookmark: OLE_LINK20][bookmark: OLE_LINK21]Monthly Execution Review							Jan 8
· ORF reports due to DCOMM	(Annex B, Para 3.10.3)			Jan 10
· DCOMM submits ORF report to MEDCOM RM (Annex B, Para 3.10.3)	Jan 12
· Flash Reimbursement distribution						Jan 15
· 1st QTR OMA Execution Review (Annex B)					2nd Week
· DHP Spending Plan due							Jan 28
· Quarterly High Interest Programs (HIPs) review (Para 4.2.0.)		TBD
· AMAP 1st Qtr Review (Para 4.3.1)						TBD

February
· Monthly Execution Review							Feb 5
· Initial Outfitting obligation report validation (Para 2.9.6.)			Feb 8
· RSBux Flash Report due (Para 2.9.2.)					Feb 8
· Flash Reimbursement distribution						Feb 15
· DHP Spending Plan due							Feb 28

March
· Monthly Execution Review							Mar 5
· OMA UFRs due in format provided (Annex B)				Mar 5
· Initial Outfitting obligation report validation (Para 2.9.6.)			Mar 8
· RSBux Flash Report due (Para 2.9.2.)					Mar 8
· Flash Reimbursement distribution						Mar 15
· OMA 2nd QTR Rev/MYR (Annex B)						3rd Week
· DHP Spending Plan due							Mar 28
· Cost Management Maturity Model reporting (Para 2.9.5.)			TBD
· Mid Year Review with RMCs/MSCs						TBD
· AMAP Midyear Review (Para 4.3.1)						TBD

April
· [bookmark: OLE_LINK13][bookmark: OLE_LINK14]3rd Qtr Allotment Pushed							1st Week
· Programming Branch Data-call (Para 2.9.3.)					Throughout
· Monthly Execution Review							Apr 2
· Initial Outfitting obligation report validation (Para 2.9.6.)			Apr 8
· RSBux Flash Report due (Para 2.9.2.)					Apr 8
· ORF reports due to DCOMM	(Annex B, Para 3.10.3)			Apr 10
· DCOMM submits ORF report to MEDCOM RM (Annex B, Para 3.10.3)	Apr 12
· Flash Reimbursement distribution						Apr 15
· DHP Spending Plan due							Apr 28
· Quarterly HIPs Review (Para 4.2.0.)						TBD
· Pull excess PROFIS/AT Site funding (Para 4.5.9)				TBD

May
· Monthly Execution Review							May 7
· Initial Outfitting obligation report validation (Para 2.9.6.)			May 8
· RSBux Flash Report due (Para 2.9.2.)					May 8
· Flash Reimbursement distribution						May 15
· FY14 AMAP datacall send out (Para 4.3.1)					May 15
· DHP Spending Plan due							May 28

June
· Monthly Execution Review							Jun 4
· Initial Outfitting obligation report validation (Para 2.9.6.)			Jun 8
· RSBux Flash Report due (Para 2.9.2.)					Jun 8
· Flash Reimbursement distribution						Jun 15
· OMA 3rd QTR Review (Annex B)						3rd Week
· DHP Spending Plan due							Jun 28
· AMAP 3rd Qtr Review (Para 4.3.1)						TBD

July
· Monthly Execution Review							Jul 2
· FY15 AMAP Spend Plan due (Para 4.3.1)					Jul 3
· 4th Qtr Allotment Pushed							1st Week
· Initial Outfitting obligation report validation (Para 2.9.6.)			Jul 8
· RSBux Flash Report due (Para 2.9.2.)					Jul 8
· ORF reports due to DCOMM (Annex B, Para 3.10.3)			Jul 10
· DCOMM submits ORF report to MEDCOM RM (Annex B, Para 3.10.3)	Jul 12
· Flash Reimbursement distribution						Jul 15
· First Year-End (YE) RMC/MSC teleconference				o/a Jul 16 
· DHP Spending Plan due							Jul 28
· Minimum 80% obligated for DHP O&M & OMA (Para 3.1.0./Annex B)	Jul 31
· Submit FY15 OMA Requirements (Annex B, Para 3.3.0)  			Jul 31
· Quarterly HIPs Review (Para 4.2.0.)						TBD

August
· Year-End (YE) RMC/MSC teleconference					o/a Aug 6 
· [bookmark: OLE_LINK12][bookmark: OLE_LINK19]Initial Outfitting obligation report validation (Para 2.9.6.)			Aug 8
· RSBux Flash Report due (Para 2.9.2.)					Aug 8
· Flash Reimbursement distribution						Aug 15
· Year-End (YE) RMC/MSC teleconference					o/a Aug 20 
· DHP Spending Plan due							Aug 28

September
· AMAP FY Close Out (Para 4.3.1)						1st Week
· Begin Reducing WBS funding to match WBS obligations			Sep 1
· Last day to turn in or request DHP OCO (Annex B)				Sep 5
· Initial Outfitting obligation report validation (Para 2.9.6.)			Sep 8
· Year-End (YE) RMC/MSC teleconference					o/a Sep 3 
· Final Flash Report including estimate for Sep reimbursements due		Sep 8
· Year-End (YE) RMC/MSC teleconference					o/a Sep 10 
· Flash Reimbursement distribution						Sep 15
· Year-End (YE) RMC/MSC teleconference					o/a Sep 17 
· Identify Funding Excess/Shortfalls to MEDCOM				Sep 25
			(EARLIER IF POSSIBLE)
· Final Status Report due to MEDCOM					Sep 30
· Call MEDCOM prior to leaving						Sep 30
· Cost Management Maturity Model reporting (Para 2.9.5.)	
	



APPENDIX C. – Section 808 Contract Crosswalk

The following is a complete listing of Commitment Items (CI) that are classified as Section 808 contracts.  Not all CIs should be used in the execution of the DHP O&M appropriations (e.g., CI 2573 – Ship Maintenance).

	System
	CI 
	Description

	GFEBS
	251A
	Management and Professional Support Services

	GFEBS
	251B
	Studies, Analyses, and Evaluations

	GFEBS
	251C
	Engineering Technical Services

	GFEBS
	252A
	IT Services - Processing - Non-Government

	GFEBS
	252B
	IT Support Services - Non-Government

	GFEBS
	252C
	Civilian and Military Tuition and Training Costs

	GFEBS
	252E
	Commercial Contract Awarded on OMB Circular A-76

	GFEBS
	252G
	Other Contractual Services (Non-IT) - Non-Government

	GFEBS
	252H
	Demilitarization Ammunition

	GFEBS
	2540
	Operation and Maintenance of Facilities

	GFEBS
	254A
	Housekeeping # Civilian Pro

	GFEBS
	254B
	Housekeeping # DoD Pro

	GFEBS
	254C
	Housekeeping # VA Pro

	GFEBS
	254D
	Housekeeping # Tricare

	GFEBS
	2571
	Equipment Maintenance By Contract

	GFEBS
	2572
	Air Defense Contract / Space Support (AF)

	GFEBS
	2573
	Ship Maintenance by Contract

	GFEBS
	2574
	Aircraft Reworks by Contract

	GFEBS
	2575
	IT Equipment Maintenance

	GFEBS
	2576
	IT Software Maintenance

	GFEBS
	2577
	Other Depot Maintenance (Non-DWCF)

	GFEBS
	2578
	PCS Storage Temp

	GFEBS
	2579
	PCS Storage Nontemp

	GFEBS
	257H
	Contract Tactical Equipment Maintenance Below Depot

	GFEBS
	2580
	Subsistence and Support of Persons

	GFEBS
	25A8
	Ad/Log/IT (ST5)-Civilian Provider

	GFEBS
	25B8
	Ad/Log/IT (ST5)-DoD Provider

	GFEBS
	25C8
	Ad/Log/IT (ST5)-VA Provider

	GFEBS
	25CC
	Foreign Currency Fluctuations

	GFEBS
	2711
	Cost Distributions - Civilian Labor Regular Time

	GFEBS
	2712
	Cost Distributions - Civilian Labor Overtime

	GFEBS
	2714
	Cost Distributions - Shop Stock

	GFEBS
	2715
	Cost Distributions - Supplies Other Than Shop Stock

	GFEBS
	31T1
	Information Technology (IT) Support Services-Investment

	GFEBS
	3240
	Land and Structures, Hazardous Waste Disposal





APPENDIX D. - Program Element (PE) Crosswalk to Budget Activity Group (BAG)






APPENDIX E. – Functional Cost Accounting Codes (FCA)

The following FCAs will be used to capture special interest programs’ obligations.






APPENDIX F – Carve Out Matrix






APPENDIX G – TBI Project ID Numbering Workbook





APPENDIX H – Process for Submission of TBI/PH Program Proposals
Standardized Methodology to Staff and Request Funding for Proposals

There are a number of worthy proposed programs that are requesting funding to improve care for patients diagnosed with Post Traumatic Stress Disorder (PTSD), Traumatic Brain Injury (TBI), and Behavioral Health (BH) issues.   The following are guidelines for the submission of such proposals: 

Step #1:  A point-of-contact (POC) for each proposal needs to be identified.  The POC needs to take the lead in the preparation of the “Call for Proposals” template.  This is a fairly simple process to identify the objectives of the proposed program, the metrics, measures and outcomes which will be used to assess the proposal, and the projected costs of implementation and sustainment of the proposal.  As reviews of the proposed program are undertaken by appropriate parties within the Medical Treatment Facility (MTF) or organization, additional questions or issues may need to be addressed. 

Step #2:  Once staffed (as needed), the proposal should be submitted to the MTF/Organization Command for endorsement.

Step #3:  If endorsed by the MTF/Organization Command, the proposal (and endorsement) should be submitted to the Chief of Staff of the appropriate Regional Medical Command (RMC) or Major Subordinate Command (MSC).  The proposal should be staffed through appropriate RMC/MSC activities as required.  

Step #4:  If endorsed by the RMC Chief of Staff, the proposal should be concurrently forwarded to the appropriate Program Manager and to the PTBI Office for review with all endorsement attachments.  TBI proposals should be submitted to the TBI Program Manager and Psychological Health/Behavioral Health (PH/BH) proposals submitted to the PH/BH Program Manager for review and endorsement. PH/BH proposals must be linked to BHSL priorities. 

Step #5:  If an endorsement is received from the appropriate Program Manager, the PTBI Office will ensure appropriate MEDCOM staffing.  Some proposals may require that the MEDCOM Assistant Chief of Staff for Resource Management submit the proposal to Health Affairs for review and assessment.  The PTBI Office maintains an Order of Merit List for all unfunded proposals and makes recommendations for the funding of proposals.  

Step #6:  The PTBI Office sends recommendations to the MEDCOM Chief of Staff (CoS)/Deputy Chief of Staff (DCoS) for review and final approval.  The CoS then directs execution and funding of approved proposals as funding becomes available.  If at any step during the process, the proposal is NOT endorsed, it will be returned to the POC through the MTF/RMC/MSC.

Submission of a proposal does NOT guarantee funding.  Endorsement/validation by the RMC/MSC leadership does not guarantee approval/funding by MEDCOM.


IF YOUR PROPOSAL IS FUNDED, KEEP THESE TIPS IN MIND!

· There are tight restrictions related to TBI/PH Funding.  Funding for a specific program should not be used to fund other programs.   If funding is received for staffing, it may not be used for equipment, etc. 
· Work closely with your MTF/MSC/RMC Resource Management staff members who manage TBI/PH funds.
· Ensure that sustainment funding is requested on a yearly basis through the yearly Resource Management budget drill. 
· Outcomes, metrics and measures if continued funding is needed, you must have data to prove the worth of your program!
· If you receive a full year’s worth of salaries for various positions, but some of those positions remain unfilled half-way through the year, return those unused funds then so that they can be used for other unfunded proposals submitted to the PTBI Office.

PTBI Program Coordinator:  Mr Brad Lieurance, 210-221-6703
PH/BH Program Manager:  LTC Edward Brusher, 703-681-4188
TBI Program Manager:  Dr. Stephanie N. Maxfield-Panker, 703-681-5781


 (
5 Dec 2012
 
version
)CALL FOR PROPOSALS TO REQUEST
TRAUMATIC BRAIN INJURY (TBI) AND
PSYCHOLOGICAL HEALTH (PH) FUNDING
	PROPOSAL TITLE / SUBMISSION DATE

	Title:
	Submission Date:

	POINT OF CONTACT


	Name:  
	Rank/Title:  

	Position Title:  
	Email Address:  

	Telephone # (with Area Code): 
	DSN:  

	MTF/MSC:  
	RMC (if applicable)  


	WHICH CATEGORY DOES THE PROPOSAL RELATE TO?  Select only one

	 Traumatic Brain Injury (TBI)                                          Psychological Health (PH) 

	STRATEGIC GOAL OF THE PROPOSAL Select only one

	Access to Care                                                              Resilience Promotion                              Quality of Care
 Surveillance, Screening & Studies                                Transition/Coordination of Care

	PROPOSAL DETAILS

	Description of Proposal, Objectives and Justification:  Describe the nature and scope of the proposed program. Provide a summary of background research on this or similar programs that show evidence that this program has had or will have an impact.  How will the proposed program support/improve the area of interest?  What are the anticipated short term and long term outcomes?  

	Insert text here:


	Metrics:  What performance and outcome measures will be used to monitor the proposed program?  How will the outcome measures be monitored and reported? If providers are included in this proposal, will they perform patient care?  Is there a plan to recapture purchased care workload? (Provide specifics regarding the data systems and other sources of information that will be used to manage and analyze the data [BOXI, PMRM, EASIV, DMHRSi, etc.], the techniques that will be used to analyze the data and a plan for disseminating the data and analysis to improve the program).

	Insert text here:


	Timeline:  What is the timeline and major milestones for developing and implementing the proposed program?  When will the outcome measures be monitored and reported?

	Insert text here:


	Effectiveness:  How will we know the proposed program was effective in achieving anticipated outcomes?  If applicable, what clinical workload goals/targets will be used to determine adequate production of work? 

	Insert text here:


	Evaluation:  How often will the proposed program be evaluated for implementation fidelity across the system, effectiveness and efficiency (provide specific intervals at which data will be reported [quarterly, monthly, annually, etc.])?  See Note 3 below.

	Insert text here:


	BHSL SYNCHRONIZATION PH Programs Only

	Linkage to the BHSL:  State how the proposal supports the BHSL, what line of action it fulfills, is it standardized against core components of equivalent programs and if unique, explain why an exception should be granted and resourced. Identify which of the core metrics will be collected as a part of regular business practices and a justification for any exclusions.

	Insert text here:

	ESTIMATED PROPOSAL COSTS

	Requirement
	Current Fiscal Year
	Next Fiscal Year

	Personnel Costs (Civilian Pay)           see Note 1 below
	$
	$

	Personnel Costs (Contract)                see Note 1 below
	$
	$

	Equipment
	$
	$

	Supplies
	$
	$

	Facility / Space                                   see Note 2 below
	$
	$

	Travel
	$
	$

	Other
	$
	$

	TOTAL
	$
	$


Note 1:  Personnel costs must be broken out by clinical specialty and number required in this proposal.
Note 2:  If funding for facility/space is required, include location (Bldg #, Room #, etc.).  If the space will be used by more than one entity, ensure you provide percentage of space requirements for each of the various entities (BH, TBI, NCAT, etc.) in the Description/ Objectives/Justification section.
Note 3: Approved proposals are subject to Program Evaluation which will assess the extent to which the initiative is performing in accordance with MEDCOM Policy, synchronized with the BHSL, effective in meeting initiative objectives and efficient in utilizing provided resources.    
Submission of a proposal does NOT guarantee funding.  
Endorsement/validation by the RMC/MSC leadership does NOT guarantee approval/funding by MEDCOM.
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BAG Movement into or out of any BAGs              
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FY Pay Pharmacy Non-Pay

MTF non-

pay

Non-MTF 

non-pay

Non-Pay 

IHC

Non-Pay 

Non-IHC

00 4.200% 3.200%

01 3.980% 3.030%

02 4.380% 15.000% 5.710% 2.710%

03 4.230% 15.000% 5.110% 1.500%

04 4.100% 13.000% 4.080% 1.860%

05 3.650% 13.000% 4.760% 1.510%

06 3.200% 12.000% 4.860% 2.140%

07 2.430% 9.000% 4.130% 2.100%

08 3.180% 4.000% 4.180% 2.300%

09 3.800% 2.000% 5.020% 2.000%

10 2.475% 4.000% 4.200% 1.200%

11 0.000% 3.300% 3.090% 1.600%

12 0.000% 3.500% 3.060% 1.500%

13 0.000% 3.600% 2.860% 1.700%

14 0.000%* 3.900% 3.180% 1.900%
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		FY		Pay		Pharmacy		Non-Pay		MTF non-pay		Non-MTF non-pay		Non-Pay IHC		Non-Pay Non-IHC		MTF  IHC Split		MTF Effective				Core Decrement		MTF Core Decrement

		00		4.200%				3.200%																-4.14%

		01		3.980%				3.030%																-1.36%

		02		4.380%		15.000%				5.710%		2.710%
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		11		0.000%		3.300%								3.090%		1.600%		81.500%		2.814%

		12		0.000%		3.500%								3.060%		1.500%		78.700%		2.728%

		13		0.000%		3.600%								2.860%		1.700%

		14		0.000%*		3.900%								3.180%		1.900%
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BAG BAG Title PE PE Title

847700   MEDCENs, Hospitals & Clinics (CONUS)

847701   Pharmaceuticals (CONUS)

847715   Dental Care Activities (CONUS)

847799   Out of Service Debt – Reimb only (CONUS)

847900   MEDCENs, Hospitals & Clinics (OCONUS)

847901   Pharmaceuticals (OCONUS)

847915   Dental Care Activities (OCONUS)

847999   Out of Service Debt – Reimb only (OCONUS)

847743  Supplemental Health Care Program CONUS

847749  Overseas Purchased Health Care

841720   MEPCOM

847705   Public Health/Occ Hlth

847714   Other Health Activities

847724   Military Unique - Other Medical

847760   Veterinary Services

847781   Non-Central IM/IT

847793   Medical IM/IT Program Activity

105000

  Management Activities

847798   Management Headquarters

846722   HPSP/FAP

846761   Other Education & Training

846276   Facility Restoration & Modernization (CONUS)

846376   Facility Restoration & Modernization(OCONUS)

846278   Facility Sustainment (CONUS)

846378   Facility Sustainment (OCONUS)

847754   Pollution Prevention

847756   Environmental Compliance

847779   Facilities Operations – Health Care (CONUS)

847790   Visual Information 

847795   Base Communications (CONUS)

847796   Base operations (CONUS)

847979   Facilities Operations – Health Care (OCONUS) 

847995   Base Communications (OCONUS)

847996   Base operations (OCONUS)

104000   Information Management

106000   Education & Training

107000

  Base Operations / 

Communications

101000   In House Care

102000   Private Sector Care

103000   Consolidated Health Support
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FCA Remarks

F4610 Army Medical Action Plan (AMAP)

F4616 Traumatic Brain Injury – Access to Care

F4617 Traumatic Brain Injury – Resilience Promotion 

F4618 Traumatic Brain Injury – Quality of Care

F4619 Traumatic Brain Injury – Surveillance, Screening and Studies

F4620 Traumatic Brain Injury – Transition of Care

F4621 Traumatic Brain Injury – Central Support Structure

F4622 Psychological Health – Access to Care

F4623 Psychological Health – Resilience Promotion

F4624 Psychological Health – Quality of Care

F4625 Psychological Health – Surveillance, Screening and Studies

F4626 Psychological Health – Transition of Care

F4627 Psychological Health – Central Support Structures

F4631 Pre-Post Deployment Activities

F4632 Medical Operations Outside Theater

F4633 Medical Backfill

F4634 Non-Military Treatment Facility Support Activities

F4635 Mobilized Reserve Component Healthcare

F4636 Armed Services Blood Program

F4637 Active Duty Casualty Care

F4638 Post Deployment Health Reassessments

F4639 Dental De-Mobilization Reset (DDR)

F4641 Integrated Disability Evaluation System (IDES)

F4642 Medical Management Centers (MMC)

F4643 Integrated Comprehensive Pain Management

F4644 Patient Centered Medical Home (PCMH)

F4645 Extremities Amputee Center of Excellence

F4646 Behavioral Health in Patient Centered Medical Home (BH PCMH)

F4647 Suicide Prevention

F4648 Active Duty Health Professional Loan Repayment Program (ADHPLRP)

F4649 Soldier Centered Medical Home (SCMH)

F4650 Base Casualty Care

Note: List not inclusive of all FCA.
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		FCA		Remarks

		F4610		Army Medical Action Plan (AMAP)

		F4616		Traumatic Brain Injury – Access to Care

		F4617		Traumatic Brain Injury – Resilience Promotion

		F4618		Traumatic Brain Injury – Quality of Care

		F4619		Traumatic Brain Injury – Surveillance, Screening and Studies

		F4620		Traumatic Brain Injury – Transition of Care

		F4621		Traumatic Brain Injury – Central Support Structure

		F4622		Psychological Health – Access to Care

		F4623		Psychological Health – Resilience Promotion

		F4624		Psychological Health – Quality of Care

		F4625		Psychological Health – Surveillance, Screening and Studies

		F4626		Psychological Health – Transition of Care

		F4627		Psychological Health – Central Support Structures

		F4631		Pre-Post Deployment Activities

		F4632		Medical Operations Outside Theater

		F4633		Medical Backfill

		F4634		Non-Military Treatment Facility Support Activities

		F4635		Mobilized Reserve Component Healthcare

		F4636		Armed Services Blood Program

		F4637		Active Duty Casualty Care

		F4638		Post Deployment Health Reassessments

		F4639		Dental De-Mobilization Reset (DDR)

		F4641		Integrated Disability Evaluation System (IDES)

		F4642		Medical Management Centers (MMC)

		F4643		Integrated Comprehensive Pain Management

		F4644		Patient Centered Medical Home (PCMH)

		F4645		Extremities Amputee Center of Excellence

		F4646		Behavioral Health in Patient Centered Medical Home (BH PCMH)

		F4647		Suicide Prevention

		F4648		Active Duty Health Professional Loan Repayment Program (ADHPLRP)

		F4649		Soldier Centered Medical Home (SCMH)

		F4650		Base Casualty Care

		Note: List not inclusive of all FCA.
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Product Line MEPRS Code Description

BAA Internal Medicine Clinic

BDA Pediatric Clinic

BDB Adolescent Clinic

BDC Well-Baby Clinic

BDX Pediatric Clinics Cost Pool

BGA Family Practice Clinic

BGX Family Practice Cost Pool

BGZ Family Practice Not Classified Elsewhere (NCE)

BHA Primary Care Clinics

BHB Medical Examination Clinic

BHH Tricare Clinic

BHI Immediate Care Clinic

BHX Cost Pool

BHZ Primary Medical Care Clinics NCE

BJA Flight Medicine Clinic

BJX Flight Medicine Cost Pool

BKA Underseas Medicine Clinic

Pharmacy OperationsDA** Pharmacy Services

Pathology

DB**

Pathology

Radiology DC** Radiology

Primary Care
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		Product Line		MEPRS Code		Description

		Primary Care		BAA		Internal Medicine Clinic

				BDA		Pediatric Clinic

				BDB		Adolescent Clinic

				BDC		Well-Baby Clinic

				BDX		Pediatric Clinics Cost Pool

				BGA		Family Practice Clinic

				BGX		Family Practice Cost Pool

				BGZ		Family Practice Not Classified Elsewhere (NCE)

				BHA		Primary Care Clinics

				BHB		Medical Examination Clinic

				BHH		Tricare Clinic

				BHI		Immediate Care Clinic

				BHX		Cost Pool

				BHZ		Primary Medical Care Clinics NCE

				BJA		Flight Medicine Clinic

				BJX		Flight Medicine Cost Pool

				BKA		Underseas Medicine Clinic

		Pharmacy Operations		DA**		Pharmacy Services

		Pathology		DB**		Pathology

		Radiology		DC**		Radiology
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PROJECT 

ID

PROJECT NAME STRATEGIC GOAL FCA PRGM

BAG CONUS OCONUS BAG

PRGM 

ELEMENT

BAG

PRGM 

ELEMENT

BAG

PRGM 

ELEMENT

BAG

PRGM 

ELEMENT

AR10108 CAT 1 Teams  Access to Care F4616 TBI 101 847700 847900

AR10208 CAT 4 Teams  Access to Care F4616 TBI 101 847700 847900

AR10308 CAT 2&3 Teams  Access to Care F4616 TBI 101 847700 847900

AR10408 Rehab Surge Team- INACTIVE Access to Care F4616 TBI 101 847700

AR10508 TBI Telehealth Access to Care F4616 TBI 101 847700 847900 103 847724

AR10609 TBI/ATC Facilities: Remodeling/Renovation/Expansion Access to Care F4616 TBI

101 

103 

107

847700.68 

847714.88 

846276

847900.68 

847714.88 

846376

BAG 101/ 847700.68 (CONUS) and BAG 101/847900- INITIAL 

OUTFITTING. BAG 103/847714.88 - FACILITY TRANSITION 

AR10714 NICoE  Access to Care F4616 TBI 101 847700 847900

AR15007 TBI Training Conference  Quality of Care F4618 TBI 101 847700 847900 106 846761 103 847724 103 847724

AR15208 Drug Therapy Monitoring (also called EMMA) - INACTIVE Quality of Care F4618 TBI 101 847700

AR15308 Frame of Choice (FoC) Sunglass Fabrication  Quality of Care F4618 TBI 101 847700

AR15408 Neurosurgery and Imaging Equipment Quality of Care F4618 TBI 101 847700 103 847724

AR15508 Medical Rehabilitation Equipment  Quality of Care F4618 TBI 101 847700 847900

AR15608 Mobile CARE (mCARE) Quality of Care F4618 TBI 103 847724

AR15708 Rehabilitation & Reintegration Division (R2D) Quality of Care F4618 TBI

103 

105

847724  

847798

PE 847724 - ALL OTHER COMMODITIES (MCHQ)                                   

PE 847798 - CIV PAY ONLY (MCHQ). 

AR15808 TBI Education Programs Quality of Care F4618 TBI

103   

101

847724

847900 106 846761 103 847724 103 847724

AR15908 TBI Risk Communication (Marketing)  Quality of Care F4618 TBI 103 847724

AR16009 TBI RMC Management Cell Quality of Care F4618 TBI 101 847700 847900

AR18008 Pure Edge Tool  Screening & Surveillance F4619 TBI 104 847781 MITC ONLY

AR18108 Neurocognitive Assessment Tool (NCAT)   Screening & Surveillance F4619 TBI 101 847700 847900 103 847724

AR18409 TBI/NCAT Facilities: Remodeling/Renovation/Expansion Screening & Surveillance F4619 TBI

101 

103 

107

847700.68 

847714.88 

846276

847900.68 

847714.88 

846376

BAG 101/ 847700.68 (CONUS) and BAG 101/847900- INITIAL 

OUTFITTING. BAG 103/847714.88 - FACILITY TRANSITION 

AR18514 Neuro-Rehabilitation Data Portal (NRDP) Screening & Surveillance F4619

TBI

101 847700 847900 103 847724

AR18609

DVBIC Staffing and Travel - Pass through Screening & Surveillance

F4619

TBI

103 847724

COMMENTS

RMCs

AMEDD MRMC MCHQ PHCM

MSCs

PROGRAM ELEMENT
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Project Numbering

																		RMCs						MSCs

		PROJECT ID		Previous Project ID		CBHSOC -CP? 		SERVICE LINE		PROJECT NAME		STRATEGIC GOAL		FCA		PRGM				PROGRAM ELEMENT				AMEDD				MRMC				MCHQ				PHCM				COMMENTS

								BH										BAG		CONUS		OCONUS		BAG		PRGM ELEMENT		BAG		PRGM ELEMENT		BAG		PRGM ELEMENT		BAG		PRGM ELEMENT

		AR10108		A104/A215		N/A		No		CAT 1 Teams 		Access to Care		F4616		TBI		101		847700		847900

		AR10208		A218a		N/A		No		CAT 4 Teams 		Access to Care		F4616		TBI		101		847700		847900

		AR10308		A221		N/A		No		CAT 2&3 Teams 		Access to Care		F4616		TBI		101		847700		847900

		AR10408		A224		N/A		No		Rehab Surge Team- INACTIVE		Access to Care		F4616		TBI		101		847700

		AR10508		A304		N/A		No		TBI Telehealth		Access to Care		F4616		TBI		101		847700		847900						103		847724

		AR10609		-		N/A		No		TBI/ATC Facilities: Remodeling/Renovation/Expansion		Access to Care		F4616		TBI		101 103 107		847700.68 847714.88 846276		847900.68 847714.88 846376																		BAG 101/ 847700.68 (CONUS) and BAG 101/847900- INITIAL OUTFITTING. BAG 103/847714.88 - FACILITY TRANSITION 

		AR10714								NICoE 		Access to Care		F4616		TBI		101		847700		847900

		AR15007		A105		N/A		No		TBI Training Conference 		Quality of Care		F4618		TBI		101		847700		847900		106		846761		103		847724		103		847724

		AR15208		A211		N/A		No		Drug Therapy Monitoring (also called EMMA) - INACTIVE		Quality of Care		F4618		TBI		101		847700

		AR15308		A212		N/A		No		Frame of Choice (FoC) Sunglass Fabrication 		Quality of Care		F4618		TBI		101		847700

		AR15408		A220		N/A		No		Neurosurgery and Imaging Equipment		Quality of Care		F4618		TBI		101		847700								103		847724

		AR15508		A217/A219/A222		N/A		No		Medical Rehabilitation Equipment 		Quality of Care		F4618		TBI		101		847700		847900

		AR15608		A305		N/A		No		Mobile CARE (mCARE)		Quality of Care		F4618		TBI												103		847724

		AR15708		A301/A218c/201a		N/A		No		Rehabilitation & Reintegration Division (R2D)		Quality of Care		F4618		TBI																103 105		847724  847798						PE 847724 - ALL OTHER COMMODITIES (MCHQ)                                   PE 847798 - CIV PAY ONLY (MCHQ). 

		AR15808		A302/A303/A218b		N/A		No		TBI Education Programs		Quality of Care		F4618		TBI		103   101		847724		847900		106		846761		103		847724		103		847724

		AR15908		A306		N/A		No		TBI Risk Communication (Marketing) 		Quality of Care		F4618		TBI																103		847724

		AR16009		-		N/A		No		TBI RMC Management Cell		Quality of Care		F4618		TBI		101		847700		847900

		AR18008		A213		N/A		No		Pure Edge Tool 		Screening & Surveillance		F4619		TBI																104		847781						MITC ONLY

		AR18108		A216		N/A		No		Neurocognitive Assessment Tool (NCAT)  		Screening & Surveillance		F4619		TBI		101		847700		847900										103		847724

		AR18409		-		N/A		No		TBI/NCAT Facilities: Remodeling/Renovation/Expansion		Screening & Surveillance		F4619		TBI		101 103 107		847700.68 847714.88 846276		847900.68 847714.88 846376																		BAG 101/ 847700.68 (CONUS) and BAG 101/847900- INITIAL OUTFITTING. BAG 103/847714.88 - FACILITY TRANSITION 

		AR18514								Neuro-Rehabilitation Data Portal (NRDP)		Screening & Surveillance		F4619		TBI		101		847700		847900										103		847724

		AR18609				N/A		No		DVBIC Staffing and Travel - Pass through		Screening & Surveillance		F4619		TBI												103		847724
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