Docusign Envelope ID: 300F7F91-2FCF-43FF-AB8F-C7B1869672FE
KP025.A1

AMENDMENT ONE
BETWEEN
FLORIDA DEPARTMENT OF ELDER AFFAIRS
AND
ALLIANCE FOR AGING, INC.

THIS AMENDMENT, entered into between the Florida Department of Elder Affairs, (DOEA or Department) and
Alliance for Aging, Inc.. (Contractor), hereby amends contract KP025.

WHEREAS the purpose of this Amendment is to replace contractual language and replace attachments.

NOW THEREFORE, in consideration of the mutual covenants and obligations set forth herein, the receipt and
sufficiency of which are hereby acknowledged, the Parties agree to the following:

1. Standard Contract, Section 3, Term of Contract is hereby replaced.
3. Term of Contract:

This contract shall begin at twelve (12:00) A.M., Eastern Standard Time July 1, 2025, or on the date the contract
has been signed by the last party required to sign it, whichever is later. It shall end at eleven fifty-nine (11:59)
P.M., Eastern Standard Time June 30, 2026.

2. Attachment I, Section I1.E.1.g., has been added.
g. eCIRTS Cleanup Reports
At a minimum, the Contractor must run quarterly eCIRTS cleanup reports as directed by the Department.
3. Attachment X, Budget Summary, is hereby replaced.
4. Attachment X1V, Invoice Schedule, is hereby replaced.
5. Attachment XV, EHEAP Application and eligibility worksheet, is hereby replaced.

All provisions in the contract and any attachments there to in conflict with this Amendment shall be and are hereby
changed to conform to this Amendment.

All provisions not in conflict with this Amendment are still in effect and are to be performed at the level specified in the
contract.

This Amendment and all its attachments are hereby made part of the contract.

IN WITNESS THEREOF, the Parties have caused this eight (8) page Amendment to be executed by their officials as
duly authorized, and agree to abide by the terms, conditions and provisions of Contract KP025 as amended. This
Amendment is effective on the last date the Amendment has been signed by both Parties.

ALLIANCE FOR AGING, INC. FLORIDA DEPARTMENT OF ELDER

DocuSigned by: AFFAIRS Signed by:
SIGNED BY: M‘W KAHW\M SIGNED BY: /‘/Mé‘“/‘/";
NAME: Max ROEAfHCIEecHo- Name: Michelle Bfanham
TITLE: pres. & CEO Title: Secretary
DATE: 2/18/2026 DATE: 2/22/2026

Approved as to form and legal sufficiency, subject only to full
and proper execution by the Parties.

OFFICE OF GENERAL COUNSEL
FLORIDA DEPARTMENT OF ELDER

AFFAI RS Signed by:
SIGNEDBY:| #nlk SM’(M
Name: Erik Sayler  Date: 2/18/2026

Title: General Counsel
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Docusign Envelope ID: 300F7F91-2FCF-43FF-A68F-C7B1869672FE

KP025.A1
ATTACHMENT X
BUDGET SUMMARY
PSA: 11
Alliance for Aging, Inc.
EMERGENCY HOME ENERGY ASSISTANCE FOR THE ELDERLY PROGRAM
Award*
TOTAL ADMINISTRATIVE BUDGET $105,019.00
TOTAL OUTREACH BUDGET $141,775.00
CRISIS ASSISTANCE $803,412.00
WEATHER RELATED/SUPPLY SHORTAGE CRISIS*** $ 0.00
TOTAL $1,050,206.00
Projected minimum number of Individuals to be served Crisis Energy Assistance **
2676

**Eligible households may be provided with multiple benefits per program year, totaling no more than
$2,000.00. The minimum number of individuals to be served crisis energy assistance may reflect duplicated

consumers if a consumer receives multiple benefits.

**Weather Related/Supply Shortage funds are a set-aside for emergency assistance. These funds must be held
in this budget line item category until December 15th of the program year, for use in response to a possible

disaster.

* Award amount to be spent July 1, 2025 to June 30, 2026. Please note this date may be extended by the

Florida Department of Commerce and will be communicated via email.
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Docusign Envelope ID: 300F7F91-2FCF-43FF-AB8F-C7B1869672FE
KP025.A1

ATTACHMENT X1V
INVOICE REPORT SCHEDULE

Invoice Number
1 - KP025JUL
2 - KP0O25AUG

3 - KPO25SEP
4 - KP0250CT
5 - KP025NOV

6 - KPO25DEC
7 - KP025JAN
8 - KPO25FEB
9 - KP025MAR
10 - KPO25APR
11 - KPO25MAY
12 - KP025JUN
13 - KPO25FIN

14 — KP025CLO

Note 1:

Based Upon
July Expenditure Report
August Expenditure Report
September Expenditure Report
October Expenditure Report
November Expenditure Report
December Expenditure Report
January Expenditure Report
February Expenditure Report
March Expenditure Report
April Expenditure Report
May Expenditure Report

June Expenditure Report

Final Closeout Report

Closeout Report

Date Due to the Department

August 15, 2025
September 15, 2025

October 15, 2025
November 15, 2025
December 15, 2025

January 15, 2026

February 15, 2026

March 15, 2026
April 15, 2026
May 15, 2026
June 15. 2026
July 15, 2026
July 24, 2026

July 31, 2026

Submission of invoices may or may not generate a payment request. If final
invoice reflects funds due back to the Department, payment is to accompany

the final close-out invoice.
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Docusign Envelope ID: 300F7F91-2FCF-43FF-A68F-C7B1869672FE

KP025.A1
ATTACHMENT XV
EHEAP APPLICATION AND ELIGIBILITY WORKSHEET
Mame: [Flfst. M, LEE-.:I OEHEAR 0O HEGHI‘rg Season O ':lﬂ“'!; Season
Ciate of birth: A S5M:
Senvice address: City: Diate Stamp
Florida County: Zip Code: Phone: ntake worker's name
Gender: 11 Male 11 Female Mumbser of people i the househaold:
Marital Status: O Mamied O Parinered [ Single O Separated O Divorced 1 Widowed Phone:

Race: O White [ Black/African American [ Asian [0 Matiwe Hawaiian/Pacific |slander O Amencan Indian/Alaska Native [0 Cther
Ethnicity: [0 Hispanic/Lating [ Other Primary Language: [0 English [ Spanish [0 Other

Dipes client hawve limited ability reading, writing, speaking, or understanding the English language? [ Yes [ No

Is the client a veteran? [0 Yes O No Was chient refemred to the local Veteran's Affairs office? O Yes O No O NA

Applicant's monthly income amaount

Applicant’s income typsis):

Section Two: Additional Household Members Information

Mame: Income type(s):

Apge: 35N Monthly income amount:
Mame: Income type(s):

Apge S5N: Moenthly income amount:
Marme: Income type(s):

Apge S5N: Moenthly income amount:
Marme: Income type(s):

A S5N: Manthly income amount:

Household Characteristics

Section Three:

Is there a child 5 years of age or yownger in the housshold? [0 Yes [0 Mo

If Yes, select all that applies: 11 0-2 years old [ 3-5 years old

Is there an individual with a disability in the household? O Yes O No

Is the applicant a 5. citizen or an alien lawfully admitted for permanent residence? [ Yes [ Mo

Is the applicant a homeowner? [ Yes [ Mo

Cioes applicant five in govemment subsidized housing, such as Section 87 [ Yes [ Mo
[f yes, provide the complex name:

[f yes, does the household receive an enengy subsidy? [ Yes [

Mo

Does appheant bve in a student dormmitory, adult family care home, or any kind of group living facility® O Yes O
If yes, provide the facility name:

Section Four: Heating and Cooling Information

Hawe you or any member of your housshold received energy assistance in the cument season? [0 Yes O No
If yes, provide the name of Agency:
Type of Assistance: [ Crsis [0 Home Energy

Mo

1 Weather-Related Date:

¥What is the primary source of home heating? (select one) [ Electricity 1 Natural Gas [0 Propane [0 Wood/Coal [ Refillable Fusls
Dioes househobd use supplemental heating source? [ Electricity 10 Wood/Ceal 0 WA

Air condifioning unit type? 11 Cenfral AMC

[ WindowWall A/C 0O Fans [0 Other — specify (including evaporative cooler)

Section Five: Energy Crisis Explanation

Client Attestation and Signature

The informaton provided on this application, s to the best of my knowlsdge,
true and complets. | understand that priority in providing assistance will be
given to those houssholds with the lowest income and greatest need, ie. those
hiouseholds in which the eldery, disabled, medically needy, or children reside. |
authorize the agency to make benefit payments directly to my energy supplisr.

| am aware that afier | have provided all the information requested to determine

11 Home cooling or heating energy source has been
disconnected. (Life-Threafemimg)

1 Unable to get deliveny of fuel, is out of fuel, oris n
danger of being out of fuel for heating. (Life-
Threafening)

O Cither probéems with lsck of cooling or heating in
the home, such as needing to pay a deposit, repair of
egquipment. or inkerim emergency measurs bo avoid

rriy eligiblity, if | am applying for crisis assistance, the agency has 18 hours to
act upon my application with an eligible action. | am also aware that i | am not
approved or denied within the time allowed, or not approved for the comect
armount, | have a right to appeal the decision. (If you sign with an "X two

further crisis. [Life- Threstenimg)

1 MNotified that the energy source for cooling or
heating is going to be disconnected. (Standsrd)

witnesses are required.)

[1 Received a nofice indicating the energy source bl | Client Signature:
is delinquent or past due. [Siamdand)
1 Has an ensrgy source bill for which the dus date Oiate:

has lapsad. (Standard)

ALL CLEENTS SHOULD SN THE WARER, AUTHORIZEWG THE RELEASE OF GENERAL ANDWHE COMPOENTIAL IWFORA TS PO LIHEAREREAR FERERAL REPORTING.

*Your Soclal SEcurty MUmber (S5M) is confidential under (3w, We may not collect your S unless we explaln the reason for collecting your S5M In writng
ant prowide the applicabie statutory authority for doing 5. Certain proviskons of Chapier 430, Flonda Statuies, read with Section 119.071(5), Florida Statutes,
specifically authorize the Depariment of Elder Afalrs (DOEA) and its Seslgnated stamemployess to collect S5Ms when authorized by law of when collection
of SSME I Imperative to the perfrmance of DOEA's statutonly assigned dutles. The Department is collecting your soclal securtty numBer as part of s
responslbility to provide Emergency Home Energy Assistancs.

DR Faimn 1714 — (002008
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Docusign Envelope ID: 300F7F91-2FCF-43FF-AB8F-C7B1869672FE
KP025.A1

Emergency Home Energy Assistance for the Elderly Program - Eligibility Worksheet

Section S5ix: Income Eligibility Determination

: — Staple calculator tape here showing State Median Incoms (SMI)
Annualize all housshold B inzome calculations or write calculations Guldslines affactive 1000172025
1. Add all gross monthly eamed and in this space. Sedect the annual Income Imit by household slze:
uneamed income from the past 30 100% of Max Income Value [MIV) S0% of MV
days of all household members. =} N §32 155 5 16,078
2. Add Medicare Premium ($202.00), O2.... 542,045 §21,025
if not included in 554 amont O3..... 551,943 525572
3 Add Medicare Part D, if applicable. 0436185 +30,919
O5.. .. 571,730 $35,B65
4. To annualize, multiphy the monthiy = 581,524 5 40,812
fotal by 12 months. 07......583,479 5 41,740
Annual Housshold Incoms OB8....... 585,335 % 42 658
{Please refer to the Federal Poveny Guidelnes [FPG)
s Benefits Matrix for income rangss for househoids with
S-pr-more Individuals. |

[] Categorically Eligible

I the fotal annual household Income i lees than 50% of the current State Median Income for househoid slze (using
chart above), and na one In the househodd Is recelving SNAP assistance, the applicant must provide a signed
statement of how basic Iving expenses (Le., Tood, shelter and transportation) are provided for the housenoid.

Section Seven: Vendor, Benefit, and Verification Information

OYes O MNo OMNA

Ens Vandor £1 Othear Vendor #1 Contact made with LIHEAP provider to verily
MWamie: Name: Pl'Eh"llllE crisks asslsiance.
pem———— Contact Pesson:
Account Mumber, NUTbar Date: Diate of cortact:
Has the applicant recaived LIHEAF crisls
7
Minimum Amount Due:; Ampunt Duse: assisiance during the cument season
[0 ¥es [ No
Vertfication and Commimand O Blanked 0O Repalr Exlsting Haating
- or Cooilng Equipment
] _ Farahle Fan o Emugrn:l:' 3:1;151' If the minimum amount due is more than the
Contact Person: 0 Spaca Heater past due amount, did the energy vendor
Date: O Window AT O Cther verify that this amount is required?
Ensrgy Vandor £2 Other Vendor £2 OYes ONe DOINA
Mame: Hame:
Azzount™vousher
Account Mumber: Date: .
Humper: If the minimum amount due to resolve the
crisis s more than the maximum allowed,
Iinimum Amount Due; Amount Due: explain how the balance of the amount due
will be paid if approved for EHEAP crisis
Varifica®ion and Commitmnani T Blanke? O FlEpaIr E:dstlng HEaihg assistamce.
T Portable Fan or Cocing Equipment
Contact Person: 0 Space Heater O Emesgency Shefier
Date: O Window A O Cther
i1] Total Ensrgy Vendors $ (4] Total Other Vendors $ Is the name on the fuel bill that
' 7
{2} Enargy Subsldy $ Total EHEAP Banafit of the apph-:.anls ?
(3] Watsr, Sewsr, Garbags, s Aidd . O Yes .I 1 Mo
Fira, sic. Total Enargy Vendor (4] If no, provide name on bk
4] Deduct (283) from (1) s & Total Other Vendor (4]

Section Eight: Weatherization Assistance Program (WAP) Referral
I the applicant is a homeowner, has hefshe received more than three LIHEAF or EHEAP benefits in the last 18 months?

[f the answer to the previous question is “yes”, was the applicant referred to WAP? O Yes

O Ne 0OMA

If the answer to the last guestion s “no’, explain;

Section Nine: Resolution of Crisis

Resolution of the Heating/Cooling Energy Crisis cccumed within 1848 hours, by the following eligible actionis): (Select all that apply)

O Approval of application [1 EHEAF benefit prevented disconnection
[0 EHEAF benefit restored energy already disconnected

1 Yes, client signed waiver

O Commitment made to wendor
[0 Denial of Application, pending additional information
[0 Denial of Application. ineligible

[0 Mo, client refused to sign waiver

1 Written referral and assistance to access other community resources

Case Worker Signature

Approval Signature
The application and =ligiblity dedemmination must be reviewed for emors and

appropriate Me documentation prior fo making payment. | haye reviewsd
and approved this application for crisks asslstance.

| hawe datermined the sligidiity of the applicant. | am not the
appiicant, nor am | a friend, relative, or employee of the applicant.

Case Workers Name: SupardisonPeers Name:

Case Workers Signature: SupervisorPeers Signature:
Date: Diate:
Agency Mame: Agency Mame:

DHCHER Fawrn 114 — (T 2008
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Docusign Envelope ID: 300F7F91-2FCF-43FF-A68F-C7B1869672FE

KP025.A1

Seccion uno: Informacion del aplicante (60 afios o mas)
Nombre: {Nombre, segundo nombre, apellido) C1 EHEAP

[1 Temporada caliente [0 Temporada fria
Fecha de nacimiento: Edad: Numero Seg. Soc:
Direccion de servicio: Sello o registro de la fecha
Ciudad: Condado: Cddigo postal: Nombre del trabajador:
Sexo: OM OF Numero de personas en el hogar: Teléfono:
Estado Civil: O Casado/a O Conviviente [ Soltero/a 0O Separado/a O Divorciadofa O Viudo/a Teléfono:

Raza: U Blanca O Negra/Afro-americana O Asiatica O Nativo de Hawai/lslas del Pacifico O Indio americanc/Nativo de Alaska O Otro

Etnicidad: O Hispano/Latino O Otro Lengua materna: O inglés O espaiiol O otro

£ El cliente tiene limitaciones para leer, escribir, entender o hablar el inglés? O SiO Mo

£ El cliente es veterano? O SiO No 4 El cliente ha sido derivado a la Oficina de Asuntos del Veterano? O Si O No O N/A
Tipo(s) de ingreso(s) del solicitante: Ingreso mensual del solicitante:

Seccion dos: Informacion sobre otros miembros en el hogar

Nombre: Tipo(s) de ingreso:

|Edad: Numero de SS: | Cantidad de ingreso mensual:
Nombre: Tipo(s) de ingreso:

|Edad: Nimero de SS: | cantidad de ingreso mensual-
MNombre: Tipo(s) de ingreso:

|Edad: Numero de S8 | Cantidad de ingreso mensual:
Nombre: Tipo(s) de ingreso

Edad: Numero de SS: Cantidad de ingreso mensual:

Seccion tres: Caracteristicas de los miembros del hogar

£Hay un nifio menor de 5 afios en el hogar? O Si O No
De ser afirmativo, seleccione las que apliqguen: [ 0-2 afios de edad O 3-5 afios de edad

¢ Existe alguna persona con discapacidades en el hogar? O Si O No

£El solicitante es ciudadano estadounidense o exiranjerc con una residencia permanente? O Si O Mo

£El solicitante es duefio de la vivienda? O Si OO No

¢ El solicitante vive en una vivienda subsidiada por el gobiemo, tal como Section §7 B Si O No
Si es afimativo, provea el nombre del complejo habitacional:
Si es afirativo, § El hogar recibe alguna ayuda en los servicios de electn'cidad?D Si |:|No

¢ El solicitante vive en una residencia universitaria, hogar de cuidado familiar para adultos, o cualquier ofro tipo de instalacion
compartida? O Si O No
Si es afirmativo, provea el nombre de la instalacion:

Seccién cuatro: Informacion sobre aire acondicionado y calefaccién
¢ Ha recibido usted o algin miembro de su hogar ay uda con los servicios de electricidad en la temporada actual?|_JSi O No

Si es afirmativo, provea el nombre de la agencia:
Tipo de ayuda: D Crisis de energia [_JEnergia del hogar |:| Relacionado con €l clima Fecha:

4 Cual es Ia fuente principal de calefaccion doméstica? (seleccione una) O Electricidad O Gas natural 0 Gas propano
O Madera/carbon O Combustibles rellenables

¢ El'hogar utiliza una fuente de calefaccién suplementaria? O Electricidad O Madera/carbon O N/A

Tipo de aire acondicionado O A/C Central O AJ/C de ventana/pared O Ventiladores O Otros — especifique (tales como aire
acondicicnado portatil)

Seccion cinco: Explicacion de la crisis de energia Certificacion y firma del cliente

O Se ha cortado la fuente de energia de la calefaccion o del aire La informacién proporcionada en esta selicitud es a mi leal saber y

acondicionado en el hogar. (Pone en peligro la vida) entender completa y verdadera. Tengo entendido que se dara prioridad
de brindar asistencia a los hogares con ingresos mas bajos y con mayor

O Ne se puede obtener el suministro de combustible, se ha necesidad, p.ej. aquellos hogares en los que residen personas mayores,

guedado sin combustible o corre el riesgo de quedarse sin discapacitados o nifios con necesidades médicas. Autorizo a la agencia

combustible para la calefaccién. (Fone en peligro la vida) realizar los pagos de prestaciones directamente a mi proveedor de

energia. Si estoy solicitando asistencia de cnsis de energia, soy
consciente que después de haber proporcionado toda la informacion
solicitada para determinar mi admisibilidad, la agencia tiene 18 horas
para tomar las medidas necesanas y adecuadas en cuanto a mi solicitud.
Asimismo, tengo conocimiento que, si no me aprueban o deniegan

O Se le notificd que se va a desconectar la fuente de energia para dentro del plazo establecido, o si no se me aprueba por la cantidad

el aire acondicionado o calefaccion. (Estandar) correcta, tengo derecho a apelar la decision. (Si firma con una X", se
exige que haya dos testigos).

O Otros problemas relacionados con la falta de aire acondicionado
o calefaccion en el hogar, tales comoe la necesidad de pagar una
garantia, reparacion de equipos o una medida de emergencia
provisional para evitar futuras cnsis. (Amenaza la vida)

O Recibié una notificacion indicando que la factura de electncidad ) _ )
esta atrasada o vencida. (Estandar) Firma del cliente:

O Tiene una factura de electncidad cuya fecha de vencimiento ha Fecha:
caducado. (Estandar)

TODOS LOS CLIENTES DEBEN FIRMAR LA EXENGION, AUTORIZANDO LA DIVUL GAGION DE INFORMACION GENERAL Y/O CONFIDENCIAL PARA EL
INFORME FEDERAL DE LIHEAF/EHEAP
*Su nimero de seguro social (SSN) es confidencial en virtud de la ley. No podemos recolectar su SSN a menos que le expliqguemos por escrito la razon v le
proporcionemos la autoridad legal comespondiente para hacero. Ciertas disposiciones del Capitulo 430, articulo 119.071 (5) de las Leyes de Florida, autorizan
especificamente al Departamento del Adulto Mayor (DOEA) y a su personal/empleados autorizados recolectar los SSM cuando lo autorice la ley o cuando la
recoleccion del SSN sea imperativa para el desempefio de las funciones asignadas por ley del DOEA. El Departamento recolecta su nimero de seguro social
como parte de su responsabilidad de proporcionar asistencia de emergencia energética en el hogar.

DOEA Form 114 — D2/01/2026
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Docusign Envelope ID: 300F7F91-2FCF-43FF-A68F-C7B1869672FE

KP025.A1

Hoja de admisibilidad del Programa de Asistencia de Emergencia Energetica en el Hogar para Adultos Mayores

Seccion seis: Determinacion de la admisibilidad de ingresos

Anuallce todos |os Ingresos del hogar

1. Sume todos los Ingresos brutos
mensuaks ganados y aquelios

Ingresas no salariaes o los
uldmos 30 dias oe 10dos s

2. Agregue I3 prima de Medicarns

{5202.90), &l no esta Inclulda en

2| manto de o5 benaficios del

3. Agregus |3 Pane D de Medicare,

& B5 NECesano.

4. Para anuallzar, multiplgus &l
iotal mensual por 12 meses.

Ingreso anual ded hogar
3

Escriba log calculos en esie espacio o engrape
3 cinita de papel de |3 calculadora agul en

donde s2 muestren los calculos de sus
NQrEE0s,

Guka del Ingreso promedio del esiade a partir

dal o0z

Saleccione o limite de INgreses anuaies Segon &
tamafio de |a unidad famillar

150% mdsdimio ded vesior de Ingresos (MWD S0 de B

o1..-..
Oox...
Oa.....
O4.._..
O5._...
O6.._...
ov. ...
OB.....

&322 155 6078
20 21125
251,343 225972
61 AT 330,515
ST 335,865
ey 340,612
3409 1,740
555,335 342 668

(Consuhe |3 esiruciura de bos indices Tederales o2
pobreza [FRE) Dara ConOee! s r@noos 38
Ingresce para NOganss con S 0 MEs Personas |

51 & fotal INngreso anual del hogar £ menor gue & S0% de (35 guias achuaies de Ingreso promedio para & tamafio e

[l Calegaricaments
agmisiie

vivienda y fransporte en &l hogar.

13 unidad famillar {usando &l cuadno anberor), y ninguna pesona enel
:Eteprtpmﬁn'ﬁimm‘ﬂm !

recioe asishencia de SHAP, & soliciEna

e GOMO 52 proportionan 106 gashe baslcos dance tEes como comida,

Seccion siete: Proveedor, renta y werificacion de la informacion

Provesador da snemia 21 Otro provesdor #1 Contacin reallzaio con & provesdon da
hiombre: ot UHEAP para vartlicar la previa asstencla
de caisls de enemla
HIMEnD e clemal’ Fersona oe corractn
HWimen de cUeTE COMpams" Faca de
Fecha de coniacioc
Impoite minimo 30 KR Camidad adeudsdy
£ El soilztante fa reciiédo asksienda de
crisls e enefgla de LIHEAP durante [3
temporada achual? [ 51 O No
Varficacion y oolgadiones L Mantzs 0] Reparacicn de equipos de
) O Ventiiador portats calefaccion o are acondicionado
Pers0na de contacka enlEaries 2 el Importe minime adewdado 5
O Caletasor 01 Refuglo e smengencda mayor que 13 cantidad adeudada
Fecha [ AT de ventanas 1 Ot anieror, ;& provesdor de energla
verificd que 2 requierd ese monio?
Provesdor da snermias £2 Oty provessar #2 Sl ONo DN
homins: homizre:
HIMErD e cLemal’
NOme de cusmal COMpIDOaTS Fechar &1 el Importe minimo adeutads para
solucionar |a ciisls es mayor que &l
maximo permitide, expique comao 52
pagara 2l saldo del monto adeudabo
gl &5 @aprobado para la asistencia de
) {1 Reparacion de equipss de
Varficacon y aolgacionss O Mk £aefaction o are 30onalaona
Parsona ge contach L Wetiador poral EHEIETEE
Caletacior 01 Refuglo e smengencda
Fecha: LI &80 de ventanas 1 oo

(1) Tivtal dal provesdon'ss s s
negla

4] Tofal de ofros provesdorss | §

2} Subsido de snerpla $
Agﬂ,mm Renta total de EHEAP
mt:w_la,fmm,d::. § Sume el total ol da $
anergia (4) y o fotal de ofroe
i4) Dedudbls (283) da (1) 3 F H

¢ El nambre que figura en la
faciura o2 combustble es el
de| sollctante?

i ]| O Mo

Sl es no, prowaa el nombre de
Ia persona que figura en &
Tactha:

Seccion ocho: Referencia del Programa de Asistencia para Climatizacion (WAP)

5l el solichante es propletario de |a vivienda, ; ha recibido mas de res beneficios de LIHEAP o EHEAP en los (iimos 18 measas?

O 510 Ko (O MiA

5l la respuesia a la pregunta anteror es 507, j el sollstanie obuvo una referencla de WAP? O 5l

51 13 respuasia a la Witima pregunta es "Ho”, expilqus:

Ok O MA
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KP025.A1

Seccion nueve: Solucion de la corisis

La solucion d2 |3 crlsls de calefaccion o alre acondiclonado s& produjo dentro de las 18/48 horas, mediante 135 sigulent2s acoiones

adecuadas: [Seleccions 10das 135 que cormespondan)
01 Aprobacion de |a aplicacion

O Compromiso hacho con & provesdar

O Los keneficios de EHEAP evitd la Sesconexion
[0 Los keneficios de EHEAP restaurd |3 ensrgla conada

O Aplicacin denagada, Informackn adicional pendlents

[0 51, el dierte fmd la exenclan

O Aplicackin densgada, no cumple con ks requisiios

[ Ko, el cllents 58 nego a frmar la exenctn

1 Obtuvo una referencia por escrito y ayuda para accedsr 3 oms seniclos de [ comunidad

Firma del encargadola del caso

Firma de aprobacion

La detemminachan de 13 aplicacion y de admisibiliad deben revisase paa

He deberminaco k3 sdmisibilidad del solicitants: Mo soy el solicitants,
ni 5u amigo, parkents o eMpleaco del aolicitants.

| NOMINE O ENCAEN0/E 0 (350 NOMmbrE B8l SUDeniscr
FInma del encangac’a ded casd: FinTa del sLpervisar.
Fecha Facha:

| Momore de |3 agenc: Nombre g la agenda
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	AMENDMENT ONE
	BETWEEN
	FLORIDA DEPARTMENT OF ELDER AFFAIRS
	AND
	NOW THEREFORE, in consideration of the mutual covenants and obligations set forth herein, the receipt and sufficiency of which are hereby acknowledged, the Parties agree to the following:
	1. Standard Contract, Section 3, Term of Contract is hereby replaced.
	3. Term of Contract:
	This contract shall begin at twelve (12:00) A.M., Eastern Standard Time July 1, 2025, or on the date the contract has been signed by the last party required to sign it, whichever is later.  It shall end at eleven fifty-nine (11:59) P.M., Eastern Stand...
	2. Attachment I, Section II.E.1.g., has been added.
	g. eCIRTS Cleanup Reports
	At a minimum, the Contractor must run quarterly eCIRTS cleanup reports as directed by the Department.
	3. Attachment X, Budget Summary, is hereby replaced.
	4. Attachment XIV, Invoice Schedule, is hereby replaced.
	5. Attachment XV, EHEAP Application and eligibility worksheet, is hereby replaced.
	ATTACHMENT XIV
	INVOICE REPORT SCHEDULE

	ATTACHMENT XV
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