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[bookmark: _GoBack]RESPONSE FORM To PF-001 Comprehensive Behavioral Health Clinics


Agency/Organization Name:
Contact Person:
Address:
Phone: 
E-mail address:

Upon review of all associated documents, please identify your organization’s interest in conducting any of the below services:

The Core Services (all service mandatory)

Services dependent on PROMISE eligibility:
· Assertive Community Treatment (ACT)							☐
· Intensive Care Management (ICM)							☐
· Community Psychiatric Supportive Treatment (CPST) 					☐
· Peer Support Specialist Services							☐
· Psychosocial Rehabilitation (PSR)							☐
· Supervised Apartment Program (SAP)							☐

Non-PROMISE Services (must serve clients with mental illness, substance use and/or both, i.e., co-occurring):
· Outpatient Individual and Group Therapy						☐
· Outpatient Psychiatry									☐
· Peer Support										☐
· Intensive Outpatient Therapy								☐

The Value Added Services (optional)

Services dependent on PROMISE eligibility:
· Benefits Counseling									☐
· Community Transition Services								☐
· Financial Coaching									☐
· Individual Employment Support Services						☐
· Instrumental Activities of Daily Living/ Chore						☐
· Nursing											☐
· Personal Care										☐
· Respite											☐

Non-PROMISE (must serve clients with Mental illness, substance use and/or both i.e.co-occurring):
· Medication Assisted Treatment (MAT)							☐
· Partial Hospital										☐




Please provide below any comments/feedback regarding review of services, outcome measures, and policies:   


All responses must be sent to DHSS_DSAMHCONTRACTS@state.de.us

