DSCYF-DIVISION OF PREVENTION AND BEHAVIORAL HEALTH SERVICES

RFP Face Sheet 

 Intensive Outpatient, Day, Part-Day and Behavioral Intervention (formerly Wrap-Around Aide) Services

______________________________________________________________________________________

This proposal face sheet is to be on the TOP of all proposals.

TYPE OF SERVICES BEING OFFERED  

(Check all that apply.)








County  

SC
KC

NCC

  Behavioral Intervention (Wrap-Around Aide Services)


SC
KC

NCC

  Mental Health Intensive Outpatient Services



SCKC

NCC

  Substance Abuse Intensive Outpatient Services



SCKC

NCC

  Co-Occurring Mental Health and Substance Abuse



Intensive Outpatient Services

SCKC

NCC

  Part-Day Substance Abuse Services




SCKC

NCC

  Full-Day Mental Health Services




SCKC

NCC

  Full-Day Substance Abuse Services




SCKC

NCC

  Co-Occurring Mental Health and Substance Abuse



Full-Day Services

Note:
All proposals for substance abuse treatment and/or services for the dually diagnosed must include a copy of the most recent licensing report and license from the Delaware Division of Substance Abuse and Mental Health (DSAMH) 

AGENCY/PROGRAM ACCREDITATION

(Check all that apply.)
   Commission of Accreditation of Rehabilitation Facilities (CARF)


Type      _________________________________________________


Year(s) _     _______________________________________________
   Joint Commission on Accreditation of Healthcare Organizations (JCAHO)


Type      _________________________________________________


Year(s) _     _______________________________________________

  Council on Accreditation of Services for Families and Children (COA)

Type/Program      __________________________________________


Year(s)      _______________________________________________
  Community Health Accreditation Program (CHAP)

Type/Program      __________________________________________


Year(s)      _______________________________________________
  Other  (Specify):      _____________________________________________


Type/Program      ___________________________________________


 Year(s)      ________________________________________________
  


PRIMARY CONTACT FOR PROPOSAL

Name _     _________________________________________ Position _     _________________________

Address_     _______________________________________________________________________________

Telephone _     ________________________________    

E-Mail _     ___________________________________ 
GENERAL INFORMATION     Please print or type and complete all applicable sections.

Organization Legal Name (The name that will be on the contract)

_     _________________________________________________________________________________

Mailing Address     ______________________________________________________________________


City      __________________________State      __________________________ Zip      _________


Telephone:      _____________    FAX Number:      ___________

E-Mail      _________________________________________________________

Administrative Contacts


Chief Executive Officer      ____________________________________________   Telephone      __________ 

Fiscal Officer      _________________________________________________  Telephone      __________
President of Board of Directors      ______________________________________  Telephone      ____________

Complete this section only if group practice is part of a corporate system:

Corporate Owner Name:      _______________________________________________________________

Contact Name _     ______________________________________________________________________

Corporate Address _     ___________________________________________________________________

 City _     ________________________State _     ________________________ Zip      ___________


Telephone:      _____________    FAX Number:      ____________

E-Mail:      _______________________________________________________

Business Classification: 

1.
Ownership

  Private 
  Public

2.
Status


  For-Profit
  Not-for-Profit

For-Profit: Submit copy of Delaware Business License

Not-for-Profit:  Submit copy of 501C-3 

Employee Identification Number (E.I.) _     ___________________________________________ 

Type of Agency


  Acute General Hospital


  Outpatient MH Facility/Clinic


  Private Psychiatric Hospital

  Outpatient Substance Abuse Clinic


  Freestanding Day/Partial Day Program
  Multi-Level Social Service Agency


  Home Health Agency


  Other (specify)      _____________
SOURCES OF FUNDING (Percentage of calendar year 2010 income from the following sources for the types of services or division of the corporation which will provide the services in this proposal.)

	_     _____ Endowments, Bonds

_     _____  Parent Corporate/Religious Organization _     _____  United Way

_     _____  Grant-in-Aid


	Contracts with

_     _ Division of Prevention and Behavioral Health Services

_     _ Division of Youth Rehabilitative Services

_     _ Division of Family Services



	_     _____  Insurance Payment (excluding Medicaid)

_     _____  Medicaid (including MCO’s)

_     _____  Victim’s Assistance

_     _____  School Districts (Including sub-contracts with wellness-center providers.)

_     _____  Client Fees


	Contracts with

_     _ Division of Substance Abuse and Mental Health

_     _ Division of Aging

_     _ Division of Mental Retardation 

_     _ Division of Public Health

_     _ Division of Social Services

_     _ Department of Public Instruction




Relationship/Contract with Diamond State Health Plan (Medicaid) Managed Care Organizations


Delaware State Partners


  Yes 
  No

Delaware Physicians Care, Inc.  

  Yes 
  No
In calendar year 2010, what percent of your services were to Medicaid clients?      ___________ 

PRACTICE  INFORMATION     Please print or type and complete all applicable sections.
Primary Service  Location
Address _     ________________________________________________________________________

City _     ___________________ County _     _______________   State      __  Zip      ____

Telephone # _     ___________________Fax # _     _____________________  

Type of Facility
Office is located in 
  Office Building
  Medical Facility (specify) ___________________

Office is handicapped accessible?



  Yes

  No

Office has public transportation accessible?


  Yes

  No

Practice offers transportation to clients?


   Yes

  No 

Additional Practice Locations
Reproduce the information on this sheet for each location being offered for consideration in the proposal.

AREAS OF PRACTICE 

Indicate the percentage distribution of client population the entire agency has served from each of the following categories. Use data for calendar year 2004.

Population by Age
%  of  Practice

Modality

%  of  Practice
Child (under age 12)
____________

Individual

____________

Adolescent ( age 12  to 17)____________

Group


____________

Adult (age 18 and over
____________

Family


____________







Psychopharmacology 
____________

Race/Ethnic Group
% of Practice

Other ____     ___________________  




White/Caucasian

___________




African American

___________

Asian/Pacific Island
___________

Other (specify)

___________

Hispanic


___________

(Can be any race)

LANGUAGES 
(Check all that apply - in which at least one current staff is fluent enough to provide treatment)

  English (first language) 


  English ( not first language)

  Arabic

 Braille

  Chinese

  Farsi  (Persian)

  French

 German

  Greek

  Haitian/Creole

  Hebrew

  Hindi

  Italian

  Japanese

  Korean

  Russian

  Sign Language (ASL)    Spanish

  Other (specify) ____     _________________________________________




CALL COVERAGE

Every agency  providing service under DCMHS contract must have  24-hour, 7 day/week coverage for active clients.  Service performed by on-call coverage is subject to the same standards as those of the provider.

Describe how your organization meets this requirement.

PRACTICE HISTORY 

A.
General Information

Check  yes or  no for each and every item. If you check yes to any of the items, complete a detailed explanation. Use additional sheets if necessary. Print your name and sign each sheet. 
	1.  Has the business entity or any of its members ever had professional liability  insurance denied, canceled, or non-renewed?
	  No Yes   

	2.  Has the business entity or any of its members ever had a medical or professional license or registration  revoked, suspended, or limited?
	  No Yes   

	3.  Has the business entity or any of its members ever voluntarily relinquished a professional license or registration when there was a challenge or pending challenge to the professional license?
	  No Yes   

	4.  Is there a pending challenge to the business entity’s professional license or registration or for any of its members?
	( Yes   (  No

	5.  Has the business entity  or any of its members ever been voluntarily or involuntarily suspended or terminated for cause from activities and/or employment?
	( Yes   (  No

	6.  Has the business entity or any of its members ever surrendered clinical privileges upon threat of censure, restriction, suspension, or revocation of such privilege?
	( Yes   (  No

	7.  Has Medicare, Medicaid, or any other federal, state or local authority brought charges against the business entity, or any of its members, for alleged inappropriate rates, billing, or quality of care issues?
	( Yes   (  No

	8.  Has the business entity ever been named as a defendant in any criminal proceeding?
	( Yes   (  No

	9.  Has the business entity ever been convicted of any crime involving the abuse of minors?
	( Yes   (  No

	10. Has the business entity, or any of its members, ever been subject of disciplinary actions by any professional association or organization, e.g., licensing board?
	( Yes   (  No

	11. Has the business entity’s membership in any medical or other professional school ever not been renewed or been subject to disciplinary action?
	( Yes   (  No

	12. Are there any current health problems that make the business entity, or any of its members,  unable to carry out any essential professional duties as defined by the requested appointment(s), privileges, and job description(s) in the agency under the contract being sought?
	( Yes   (  No

	13. Is the business entity, or any of its members, aware of any pending malpractice claims?
	( Yes   (  No


Malpractice Claim Information

Enclose a claim summary for any pending claims and/or settled claims in the past five years, unless the answer to both questions below is “No.”.

1.
Malpractice claims pending




  Yes
  No

2.
Malpractice claims settled in the past five years

  Yes
  No.
If answer to either of the above questions is “Yes” submit the following information:

Client/Patient Name  ___     _______________________ Date of Occurrence _     _______________

Program Name__     _____________________________

Status of Claim
  Pending
  Settled
Date_____________________

Case settled
  In Court
  Out-of-Court
         With Prejudice
  Without Prejudice


Liability Insurance

Attach copy of professional liability insurance for the agency/group. 

PROVIDER STATEMENT

This agency grants the Division of Prevention and Behavioral Health Services permission and consent to obtain and verify information contained in this proposal and consent for any person, organization, or other entity to release to the Division of Prevention and Behavioral Health Services all information that may be reasonably relevant to an evaluation of the agency and its professional competence to or the ability to render clinical services in a professional and cost-effective manner.

The agency understands that participation in a partnership with the Division of Prevention and Behavioral Health Services is dependent upon review of this proposal and completion of the credentialing process.

The agency certifies that the information in this proposal is true, correct and complete. 

The agency further understands that any information entered in this proposal which is subsequently found to be false may result in the termination of any contract which may be developed as a result of this proposal.

Group/Practice Name __     ________________________________________

Authorized Signature __________________________________________     Date                                
Title __     ______________________________________________________

Print Name _     __________________________________________________
