
Request for Proposals (RFP)

TRAUMA-INFORMED ACES SCREENING & INTERVENTION EVALUATION (TASIE)
DEMONSTRATION PROJECT

This project is supported by the Health Resources and Services Administration (HRSA) of the U.S. Department of Health and Human
Services (HHS) as part of an award totaling $960,000 with no percentage financed with non-governmental sources. The contents are
those of the author(s) and do not necessarily represent the official views of, nor an endorsement, by HRSA, HHS, or the U.S.
Government. For more information, please visit HRSA.gov. 

* 1. Medical Practice Name: 

* 2. Medical Practice Address: 

Name:

Title:

Email Address:

* 3. Please share the following information for your Primary Contact (person completing application): 

* 4. Type of community in which your practice is located: 

Urban

Suburban

Rural

* 5. Where did you learn about this opportunity?  

AAP Chapter

NPPC

Other (please specify)



Provider Champion Name:

Provider Champion Email:

Team Leader Name:

Team Leader Email:

Data Lead Name:

Data Lead Email:

Administrative Lead Name:

Administrative Lead Email:

* 6. Please designate the Provider Champion, the Team Lead, the Data Lead and the Administrative Lead,

who will be the main points of contact for the program team, and provide the following information: 

* 7. Are you an exclusively pediatric-focused practice? 

Yes

No

* 8. Medical Practice Type: (check all that apply) 

Independent primary care practice 

Multi-specialty group practice

Integrated delivery system

Hospital-affiliated practice

Community health center (e.g., Federally Qualified Health Center)

Public health department clinic

School-based health center

Academic medical center 

Military 

Indian Health Service

Residency Clinic

Serve another specific population (write-in)



* 9. Number of physicians in your practice: 

Solo (1 physician)

Small group (2-3 physicians)

Large group (more than 3 physicians)

Physicians

NPs/PAs

RNs

LPNs

MAs/SWs

Office/Practice Manager

Clerical Staff

Other (please specify)

* 10. How many of each type of staff members are in your practice?  

* 11. How many physical clinic sites does your medical practice have? 

* 12. Approximately how many unique pediatric (birth-19 y/o) patients does your practice/clinic see annually? 

(Please respond based on the scope of your screening efforts (e.g., if they are localized to one clinic site or

across your entire practice) to help us estimate potential patients impacted by screening.) 

Above 50k

21,000 - 49,999

11,000 - 20,999

5,000 - 10,999

1,000 - 4,999

50-999

* 13. In a typical month, approximately how many pediatric patients does your practice see?  



Birth-5 year olds

6-11 year olds

12-19 year olds

* 14. Of the patient's your practice sees in a typical month, what percentage (%) are within the following age
ranges?

Please use whole numbers only, not a range of percentages. If you have no patients in a specific group,
please place a zero (0) in that space.

Note: Percent should sum to 100%. 

Private/commercial
insurance

Public insurance (eg,
Medicaid, CHIP, other)

TRICARE (military
insurance)

Uninsured

* 15. What is the approximate percentage (%) of your pediatric patients covered by the following insurance
types? 

Please use whole numbers only, not a range of percentages. If you have no patients in a specific group,
please place a zero (0) in that space. 

Note: Percent should sum to 100%. 



Non-Hispanic African
American

Non-Hispanic White

Hispanic/Latino/Spanish
Any Race

Asian

Native Hawaiian

Other Pacific Islander 

Other (including two or
more races)

* 16. Per your last annual report, what is the approximate percentage (%) of pediatric patients that your
practice sees monthly? 

Please use whole numbers only, not a range of percentages. If you have no patients in a specific group,
please place a zero (0) in that space. 

Note: Percent should sum to 100%. 

Non-Hispanic African
American

Non-Hispanic White

Hispanic/Latino/Spanish
Any Race

Asian

Native Hawaiian

Other Pacific Islander

Other (including two or
more races)

* 17. Per your last annual report what is the approximate percentage (%) of Providers? 

Please use whole numbers only, not a range of percentages. If you have no providers in a specific group,
please place a zero (0) in that space. 

Note: Percent should sum to 100%. 



Non-Hispanic African
American

Non-Hispanic White

Hispanic/Latino/Spanish
Any Race

Asian

Native Hawaiian

Other Pacific Islander

Other (including two or
more races)

* 18. Per your last annual report what is the approximate percentage (%) of Board Members? 

Please use whole numbers only, not a range of percentages. If you have no Board Members in a specific
group, please place a zero (0) in that space. 

Note: Percent should sum to 100%. 

Non-Hispanic African
American

Non-Hispanic White

Hispanic/Latino/Spanish
Any Race

Asian

Native Hawaiian

Other Pacific Islander

Other (including two or
more races)

* 19. Per your last annual report what is the approximate percentage (%) of your Leadership Team? 

Please use whole numbers only, not a range of percentages. If you have no Leadership Team members in a
specific group, please place a zero (0) in that space. 

Note: Percent should sum to 100%. 

 Yes No

Quality Improvement
Projects

Project ECHO Programs

* 20. Has your practice participated in any previous: 



* 21. Does your clinic have the capacity to start screening a small pilot population for ACEs within 3 months of

starting the program? 

Yes

No

* 22. Does the Physician Lead have the capacity to attend the majority of the required meetings for this

program (please see overview for list of meetings and dates)? 

Yes

No

* 23. What would the benefits of ACEs screening be in your practice setting?  

* 24. Where do you think screening for ACEs fits into your organizational priorities or projects (PCMH
Designation, FQHC Quality Improvement program, etc.)? Are there any other quality-improvement initiatives

the organization is undertaking within the next year? 

* 25. What support resources do you have in place that will contribute to your success in this program?  

* 26. Why are you applying to this program? Has anything in your practice recently changed that you feel
would contribute to your success in this program (i.e. leadership now fully on-board, new partnership with

mental health services, new support staff hired)? 

* 27. What are the barriers to screening all your pediatric patients for ACEs (current or anticipated)?  



* 28. Which of your sites will administer the pilot? (If applicable) 

* 29. What patient population will be part of the pilot?  

* 30. How many pediatric medical providers at your practice will be screening as part of the pilot? 

* 31. Do you use an EHR? Which one?  

No EHR System

EPIC

NextGen

PracticeFusion

eClinical Works

Athena

Other (please specify)

* 32. How easy or difficult is it to add new data fields to your EHR and design reports to review those new data

points? How long might that process take? 

* 33. How would you describe your practice’s current ability to address mental or behavioral health concerns in

your patients and families? 

Far above average

Above average

Average

Below average

Far below average



* 34. We are currently tracking referrals to mental, behavioral and social resources outside our clinic. 

Yes - we consistently and systematically track referrals to all of these resources

Somewhat -  we track referrals, but may not consistently or systematically track referrals to all of these resources

No - we are unable to consistently and systematically track referrals at this time

* 35. We are currently tracking the success or outcome of these referrals to mental, behavioral, and social

resources outside our clinic (e.g. whether the service was accessed). 

Yes - we are consistently and systematically able to track referral outcomes (i.e., “close the loop’)

Somewhat - we have some ability to track referral outcome in some cases (e.g., certain patient populations, referral types), but
it’s not consistent or systematic

No - we are unable to track referral outcome at this time

* 36. If you answered Yes or Somewhat to Q 35, please explain.  

* 37. Please describe your process for screening for and addressing Social Determinants of Health (SDOH):

* 38. Does your practice have access to onsite or in-system/in-network referrals to a social worker or

mental/behavioral health practitioner for at-risk patients/families? 

Yes

No

Unsure



39. In which languages other than English do you carry patient education materials (check all that apply)?  

Spanish

Vietnamese

French

Arabic

Bengali

Chinese (Catonese, Mandarin)

French or Haitian Creole

German

Hindi or Urdu

Korean

Portuguese

Russian, Polish, or other slavic language

None of the above

* 40. Do you currently work with (select all that apply): 

Healthy Steps

Help me Grow

Family-nurse partnership or other home visiting program

Other screening or care coordination program

CHADIS

FindConnect

UniteUs

AuntBertha

One Degree

Now Pow

360 Cares

Other (please specify)
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