	2010 ATR III Recovery Support Service Provider Application


Organization Name: ___________________________________________________________
When was your organization established? (Month/Year?):______________________________
Agency Director: ______________________________________________________________
Address:_____________________________________________________________________
City: ___________________
State __________________      Zip:______________
Telephone: _____________
Fax: ___________________
E-Mail Address: _____________________________________________________
*All organizations must have an e-mail account.*
Billing Contact Name: _______________________Telephone:__________________________
Provider Contact Name: _________________________ Telephone: _____________________
For Income Tax Purposes, Please Provide: 

Federal Employer Tax ID Number: ________________________________________________
*This is not a social security number-the applicant must have a Federal Employer Tax Identification number*
Is your agency registered with the state of Ohio?
Yes         No     Charter number__________

(must be in good standing)
Is your agency Medicaid Certified?        Yes


No
If yes, please list program and Medicaid provider number for each certified program

	Certified Program
	Provider Number

	 
	 

	 
	 


Minority or Economically/Socially Disadvantaged (EDGE) Vendor as recognized by the State of Ohio:





Yes   


No
	
	Minority Vendor
	
	Disadvantaged Vendor

	Check if applicable
	
	Check if applicable
	

	 
	Company must be owned and controlled at least 51% by US citizen(s) and resident(s) of Ohio, belonging to a minority group
	 
	At least 51 percent owned and controlled by EDGE-eligible owner(s). The EDGE owner(s) must have day-to-day control over the business and must exercise final authorization over any significant aspect of daily operation of the business

	 
	 
	 
	 

	 
	The business must be a for-profit business entity
	 
	Individuals whose personal net worth does not exceed maximum personal net worth at program entry ($250,000)***


http://das.ohio.gov/eod/Edge/EDGEFAQBusiness.htm
NON-PROFIT ORGANIZATION:        Yes 

          No
FAITH-BASED ORGANIZATION: 
 Yes   


No

If “yes,” check the following definitions of faith-based organizations that best fits your organization:

___
A religious congregation (church, mosque, synagogue, or temple etc.);

___
A program, organization, or project sponsored/hosted by a religious congregation;

___
A nonprofit organization founded by a religious congregation or religiously  motivated organization and/or board members that clearly states in its name, incorporation, or mission statement that it is a religiously motivated institution; or

___
A collaboration of organizations that clearly and explicitly includes organization 
 from the previously described categories.

Denominational Affiliation________________________________________________________

PROVIDER DESCRIPTION
Please provide a brief description of your agency.  Please provide what information or knowledge the client can expect to gain from your program. This should include programs offered, services designed for specific populations, and unique or unusual features. This information will be used in the Access to Recovery Provider handbook.
FACILITY ACCESSIBILITY (Check all that apply)
___
Offers American Sign Language Interpretation

___
Offers handicapped parking

___ 
Wheelchair accessible

___
Located near public transportation

POPULATIONS SERVED (Check all that apply)
___
Programs for men

___
Programs for women

___
Services for pregnant women (or women with children)

___
Adolescent Male
___
Adolescent Female

___
Veterans and/or Service Members
___
Services for the developmentally/physically disabled

___
Services for persons with co-occurring mental health and substance use disorders

___
Services for persons who do not speak English/cultural competency

 If so, which languages? __________________________________________________

SERVICE PROVISION (Check all that apply)
____
Childcare (If indicated, please provide a copy of State license)
____
Transitional Drug Free Housing 
____ Number of spaces (beds) available.    
Location address:  ____________________________________________________________                 ____________________________________________________________________________ 

(Provide proof of insurance, occupancy, inspections with all other application requirements)

____
Family Engagement (Marriage, Parenting or Family Counseling)
____
Relapse Prevention

____
Recovery Coaching 

____
Peer to Peer Mentoring
____ 
Transportation (If indicated, please include copies of operators licenses, proof 

            Insurance and ODOT inspection report)
____
Spiritual and Faith-based Support

____
Employment Services and/or Job Training

____
GED Education

____
Daily Life Skills

____
Benefits Coordination

____
Substance Abuse Education

____
Anger Management

____
Self Help and Support Groups (not to include 12 step programs)
**Providers are limited in the number of programs they are permitted to apply for** First time providers are limited to no more than 4 individual programs**
HOURS/DAYS of OPERATION

Monday
____________
           Saturday _____________

Tuesday  
____________
           Sunday
    _____________

Wednesday
____________



Thursday
____________

Emergency Contact Number

Friday

____________

(available 24 hours)
_______________________

LENGTH OF SERVICE
What is the length of your program (in weeks) _______________________________________
How many sessions is the client expected to attend each week?  ________________________

How long is each session? ______________________________________________________

All applicants must have at least one year of sobriety, and at least one year of experience providing the same type of services to the targeted population.
BUSINESS ASSESSMENT
(All questions must have a written response in order to be considered complete)

     I.
    Billing/Fiscal Recordkeeping

1.
Who is responsible for managing the books, doing your billing, doing your payroll?

2.
What type of background/training does this person have?

3. How many years of experience do they have in this type of work?

4. What type of billing/monitoring system is being utilized, i.e., any special software program? Any records kept manually?
II. Screening of Employees

1. Who will be responsible for screening/interviewing all individuals and assuring that background checks are completed and acceptable (Note: All background checks shall be completed by the Ohio Bureau of Criminal Identification and Investigation or the Federal Bureau of Investigation)-reviewed for compliance upon completion of the application process.
2. Does the agency have a screening/interviewing tool process in process?

3. What will be the procedure for maintaining personnel files?

III. Licensure Requirements

1. Who will be responsible for assuring that all applicable individual licenses/certifications/diplomas (both professional licenses/certifications/diplomas and driver’s licenses) and agency licenses/certifications are on file?

2. Is there some type of tracking system set up to assure that the licenses/certifications that are on file are always current?

IV. Service Documentation/Files

1. Who will provide ongoing monitoring of documentation/progress notes?

2. What type of background/training does this person have which would enable them to sufficiently perform this job, i.e.-If you are reviewing/approving/monitoring service documentation, the person doing the monitoring/reviewing should have expertise in that area.

3. Who will check that the reported employee service hours match with the times indicated on the progress notes/documentation?

4. Comment on the maintenance of your client files/charts, i.e.-What do you include in the file? What type of filing system will you use? Where and how are files/charts stored?
V. Training

1. Who will be responsible for any type of staff training that needs to occur?

2. What qualifies this person(s) to do the training?

3. How will you track who has attended what trainings and the number of hours that that person has accumulated in training time or continuing education credits?
     VI.
     CRIMINAL BACKGROUND CHECKS

     All agency staff that will provide direct services to clients served through the
Access to Recovery program must be cleared through a state criminal bureau of investigations background check. A copy of the BCII  background check must be available for review. If the staff has been a resident of Ohio for less than three years, a federal background check is required.
*all background checks must be obtained prior to the application being approved.*
   VII.
      Quality Assurance and Improvement
1. Please list any specific quality assurance mechanism in place at the agency, i.e.-programmatic and fiscal self-auditing, client/consumer satisfaction-surveys, means/procedure for clients/consumers to grieve about services/providers, tracking of any outcomes, etc.

     VIII.
      Voucher Management System

1.  The provider agencies will be required to access ODADAS’ information system via the internet to report services. Thus, the following minimum workstation standards are required:

	Category
	Requirement

	Operating System Version
	Windows XP Pro

	Computer Processor
	 

	memory
	 

	Browser Version
	Internet Explorer 6.0 with current service packs

	Virus Protection
	Required. Virus definitions must be kept current

	Printer
	Required for printing reports

	E-mail
	Internet e-mail access

	Bandwidth
	Fastest network connection available and economic to you. Recommend DSL or cable modem.


IX.    Requirements Specific to Service


   Attach a description addressing the following elements:

1. Program Description- Describe your agency.  Describe what services will be provided to enhance the individual’s strengths and meet identified needs of the client. What are the expected outcomes of your program?  How do you measure the outcomes? (tools, tracking systems etc…)
2. Explain how those services will be delivered. Describe the process of determining client needs, developing and updating service plans, and other components of the service delivery process.

Describe what services a client could receive at your organization (i.e. gender, cultural, spiritual, parenting, life skills, employment, childcare, case management, transportation etc?  
What services are available for dually diagnosed clients?) 

3. Staff- Explain the qualifications and experience of staff that will be providing services in this program, including licenses and certifications when appropriate.  Include a Table of Organization.  Include the length of time your organization has been in existence.  
Describe the staffing pattern and its relationship to the volume of clients or services to be provided, Identify the number of staff involved in direct service, by position in the program, and give specific staff to client ratios, or caseload per staff statistics. Agencies that provide services at more than one site must include a description of the staffing pattern, including the number of full time employees providing direct service at each site, if different. If the staffing pattern is the same for each site include a statement to that effect.

4. Curriculums for Recovery Support Services- Please attach a copy of the curriculum/program descriptions outlining each service that you provide. The curriculum must provide a snapshot of each week.  (please indicate if you are using an evidence based practice)
5. Insurance- Attach child care licenses, professional liability for Medicaid-eligible services (if applicable), commercial general liability insurance (personal injury, fire, legal etc.) commercial automobile liability (bodily injury, property damage, uninsured motorists) and workers compensation.

6. Coordination of Benefits- List HMO’s and other insurance you accept (if applicable): 
7. Signature- I agree that all information included in this application is true and correct and that I understand and agree to the application information and requirements. I further acknowledge that the information in this application is subject to periodic verification without notice and that any misrepresentation on this form may result in disqualification from participation in the Access to  Recovery project and legal and/or fiscal sanctions may be taken as determined appropriate by ODADAS is accordance with applicable law.

Provider Authorized Signature_______________________________



Title_____________________________ Date___________________

	PLEASE RETURN APPLICATION WITH ALL ATTACHMENTS TO:

Ohio Department of Alcohol and Drug Addiction Services

Division of Treatment and Recovery Services

Attn: Access to Recovery (Alisia Clark)

280 Plaza

280 North High St., 15th Floor

Columbus, Ohio 4321543215-2550


Please note all application information must be mailed as a packet.  This includes all necessary information including but not limited to the following:  the application, the rate sheet, insurance declaration documents, occupancy reports, and required certifications or documents.  Please do not mail the information separately. 
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