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REQUEST FOR IPRS FUNDING APPLICATION
Organizations that desire to render services to eligible consumers in the ECBH area using State Funds must be approved/or obtain approval from ECBH LME in order to be considered and awarded a service contract and funding.
Complete this application and submit with required attachments found in Section III if you are interested in pursuing funding. 







Application Date_____________________

Please check the service(s) for which you are applying.  

Please note that national accreditation will be required for all services listed below with an *.

	SERVICE
	SERVICE YOU ARE APPLYING

FOR 
	List Counties of Interest

(Priority Funding will be given to agencies serving all 9 ECBH Counties unless otherwise indicated)

	*Assertive Community Treatment Team – ACTT
	
	

	Day Activity for MR-DD
	
	Pitt County Only

	Developmental Therapy Services
	
	

	*Mobile Crisis Management (MH/DD/SA)
	
	

	Respite
	
	

	*Substance Abuse Comprehensive Outpatient Treatment Program 
	
	

	*Substance Abuse Intensive Outpatient Program 
	
	

	SECTION I:  CORPORATE INFORMATION

	Agency Legal Name:
(as used for tax reporting purposes)
	

	Agency federal tax id #
	

	For Profit / Not for Profit Status?
	

	Agency Mailing Address:

(primary address)
	

	
	

	Agency Street Address:

(physical address)
	

	
	

	Agency Phone Number:
	

	Agency Fax Number:
	

	County where office is located:
	

	Is this site endorsed to provide enhanced services?
	· Yes –include copy of Medicaid enrollment notice from DMA and NPI #   

· No

	Number of years doing business under this name:
	

	*Website address:
	

	Has this Organization ever been in business under a different name?
	· Yes        

· No

	If yes, what name?
	

	Agency Primary Contact:
	

	Primary Contact’s Title:
	

	Primary Contact Number(s):
	Office

Mobile

Pager



	Primary Contact Fax Number:
	

	Primary Contact email address:
	

	Primary Contact Mailing address:
	

	
	

	Agency Corporate Contact:
	

	Corporate Contact Email Address:
	

	Clinical/Medical Director:
	

	Clinical Director credentials and license #
	

	Agency Claims Contact:
	

	Claims Contact Phone Number:
	

	Claims contact email address:
	

	Agency Finance Officer:
	

	Finance Officer Contact Number:
	

	Finance Officer email address:
	

	Payment Address:

(address to mail checks)
	


	Section II:  Site-Specific Contact Information

	Site Contact Name:
	

	Local Street Address:

(physical site address)
	

	
	

	Local Phone Number:
	

	Local Fax Number:
	

	County where site is located:
	

	Is this site endorsed to provide enhanced services?*
	· Yes –include copy of Medicaid enrollment notice from DMA and NPI #   

· No

	Is this site licensed?*
	· Yes –include copy of current license   

· No

	
	

	After Hours Contact Name:
	

	After Hours Contact Number:
	

	* Attach copy of license and Medicaid Direct Enrollment


2.   There is evidence that background checks have been completed on the owners, director, officers, administrators and staff.
Yes □

No □

(If yes, please attach supporting documentation.)

3.   Organization Legal Entity Type: 

□    C-Corporation


□     General Partnership

□    Cooperative

□    S-Corporation


□     Sole Proprietorship

□    Not for Profit

□    Limited Liability Corporation

□     Limited Liability Partnership
□    Government

Note: If your Business/Organization has a filing status as listed above, you must submit a copy of the “Articles” filed with the NC Secretary of State in their entirety.
4.   Is this Organization accredited? (If yes, attach verification of accreditation.)

JCAHO:

Yes □

No □
Years accredited? _____
Expiration Date: ______

CARF:

Yes □

No □
Years accredited? _____
Expiration Date: ______

COA:

Yes □

No □
Years accredited? _____
Expiration Date: ______

CQL:

Yes □

No □
Years accredited? _____
Expiration Date: ______

OTHER:
Yes □

No
_________________________

If not yet accredited what agency has been selected to be accredited:  ______________________ 

And by what date:  _____________
5.   Has the Organization ever been sanctioned, placed on probation or lost accreditation or certification status?






Yes □

No □ 

(If yes, attach an explanation of the circumstances and how it was resolved.)
6.   Liability Insurance:










1)   Have you ever had a claim against you?



Yes □

No □   


(If yes, please list the name and amounts


of the insurance and disposition.)

2)   Are there any current, unsettled claims?



 Yes □

No □  

            (If yes, please attach explanation.)
3)   Are you aware of any circumstances that may result                  

      in a claim or suit?





Yes □

No □  

            (If yes, please attach explanation.)
4)  Have you ever had a policy cancelled?



 Yes □

No □  

           (If yes, please attach explanation.)
7.   Has there ever been any action or investigation against you or any owner or qualified professional in your Organization relating to:  
(If yes, please attach explanation.): 





1)
license?



Yes □

No □ 
2)
certification?


Yes □

No □  
3)
registration?


Yes □

No □  
4)
privileges?


Yes □

No □  
5)
billing Organizations?

Yes □

No □ 
6)   ethics?



Yes □

No □ 
8.   Have any adverse actions been filed against you by

(If yes, please attach explanation.)





1)
Medicaid?
Yes □

No □ 
2)
Medicare?
Yes □

No □  
3)
Other Insurance?
Yes □

No □  

9.   Has anyone in your company who has an ownership, managerial 

or clinical role ever been sanctioned by any professional organization

or government Organization for violation of ethics, professional misconduct,

 unprofessional conduct, incompetence or negligence in any state or

 country?          






   


  (If yes, attach explanation.)                                                                   
 Yes □

No □  

10.  Are you aware of any circumstances that may result in such an action?  
       (If yes, attach explanation.)





Yes □

No □
11.  Have you ever had a contract cancelled by another Area Authority/County Program in
 North Carolina or similar entity in another state?


Yes □

No □ 

  (If yes, attach explanation.)                                                       
     

12. Please list all relevant contracts your Organization currently has and/or has had for  the past three (3) years. (Skip to the next question if you have no contracts.)

Please include for each:

A) Contracting Organization/Area Program LME
•    Contact name

•    Phone number

•    E-mail address

B) What services are/were provided?

C) Beginning and ending dates.

D) Dollar amount of contract.
13.  A Self Study of Core Rules along with supportive documentation must be submitted with Section I of this application.  Submission of a Self Study is not necessary if:

· The corporate entity is nationally accredited by an organization recognized by the DMH/DD/SAS, or

· At least one MH/DD/SA service in the provider’s service array is licensed or provided in a facility holding a current 122C MH/DD/SA services license, or

· A 131D licensed agency or facility has received an AA/CP review of the Core Rule elements in accordance with current North Carolina statute, rule, or relevant policy and was deemed approved by the AA/CP, or

· The agency has successfully completed a compliance review through the NC Council of Community Programs, or an equivalent review by a like entity, during the last 12 months.
· The agency is currently endorsed by ECBH as a provider of services for MH/DD/SA services.
SECTION III.
INFORMATION TO BE SUBMITTED

Information included in items (1 through 8) is required in order for the application to be considered for further evaluation and approval.  These items should be tabbed separately in your proposal.

1. Application-

2. Executive Summary- 

3. Corporate Eligibility

· Statement of Financial Stability and Position

· Organizational Chart including all programs and staffing patterns including the program you are applying for funding.

·  If an out-of-state Organization, submit a certificate of authority that shows eligibility to do business in NC (obtained from the Secretary of State’s office).

· If Organization is privately owned, submit listing of duties of Owner/CEO. Provide documentation of qualifications via resume/curriculum vitae. (only required for corporate endorsement.)

· Submit a conflict of interest procedure (required for private, non-profit Organizations).

· Submit a copy of the Certificate of Insurance or letter of intent from the Organization’s proposed insurance carrier that meets the minimum amounts required

· Submit proof of automobile insurance for company vehicles, and employee (include contracted employees) vehicles that are used to transport consumers.

· Submit a detailed description of participation in related services.

· Submit written references that contain the reference person’s name, telephone, and e-mail information. References must include:

i. one from an individual familiar with fiscal operations of the facility.

ii. one from an individual familiar with the clinical operations of the Organization. If the Organization is a new business the reference must be obtained from someone familiar with the clinical director’s qualifications and abilities.

iii. two from individuals currently receiving services and/or family members. If the Organization is a new business the references must be obtained from individuals involved in the field of disabilities either professionally or through life experience.

4. Budget- Submit requirements for a start up budget and an annualized budget. 

5. Scope of Work- Submit a detailed Description of the service and how your agency will deliver this service using best practice models and/or evidence based practices.

6. Barriers- Submit a detailed description of how barriers to service delivery will be eliminated or reduced through the use of start up funding.

7. Staffing- Submit a Staff Recruitment and Retention Plan

8. Training- Submit a detailed description of your initial and ongoing staff training program specifically related to this service.  

9. Marketing- Submit a social marketing plan for informing consumers and families and other stakeholders about the service you intend to offer.      
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