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RECOVERY SUPPORT SERVICES 
COMMUNITY BASED AND FAITH BASED PROVIDERS

ADD A NEW FACILITY

ADD A new FACILITY procedure for community BASED and faith based providers approved for recovery support services:

1) Complete the RSS Application to Add A New Facility. 
Required items:

· Original signature on Application to Add A New Facility
2) Complete RSS Facility Data Form (Additional Facility). Include one form for each new facility location. Duplicate form as necessary.



a.
For each new site where services are to be delivered, enter the facility name, contact person, location  




address, phone number and fax number.



b.
Make an entry for services to be provided at this location.  The agency must be currently approved for the 




services being provided at the new facility.


c.
Indicate population served by checking the appropriate box.
Required attachments:

(   Certificate of Occupancy for non-housing business location(s)

(   Fire inspection for non-housing business location(s)

· Proof of insurance for non-housing business location(s) (as defined in section 10.5 of the Provider   

       Agreement)

Adult Safe and Sober Housing Locations
Required attachments:          
(   Certificate of Occupancy for each housing location that is commercially zoned
· Proof of fire inspection for each housing location that is commercially zoned

· Certified Home Inspection for each housing location that is residentially zoned
· Proof of insurance for each housing location
3) 
Retain copies of the application materials prior to submission.

4) 
The application and supporting documentation should be submitted to:


Bureau of Substance Use Disorders


Idaho Department of Health and Welfare


450 W State Street, 3rd Floor


Boise, ID  83720-0036
It is recommended that the packet be sent via certified mail, using “signature required” delivery option.
Once the necessary information is received, the Department will review it and advise you via certified letter whether the application meets requirements or more information is needed.  
Questions regarding Recovery Support Services or this application may be e-mailed to Treena Clark, Department of Health and Welfare at clarkt@dhw.idaho.gov  or call (208) 334-6611.
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RECOVERY SUPPORT SERVICES 
COMMUNITY BASED AND FAITH BASED PROVIDER 

ADD A NEW FACILITY APPLICATION

This form is used to add a facility for Community Based and Faith Based providers who are currently approved for Recovery Support Services.
1.  Organization Information
Organization Name: _____________________________________________________________________

Name of Executive/Program Director:________________________________________________________

Mailing Address of Main Office: ____________________________________________________________

City:_______________________     State:___________  Zip:____________

Telephone:_________________      Fax: ________________
By my signature, I affirm that I understand and agree to abide by the provider responsibilities pursuant to the terms of the original Recovery Support Services application and I am duly authorized to sign on behalf of the provider.

____________________________________________________ 

Position:_________________________

Printed name









____________________________________________________ 

______________________

Signature







Date

THE RECOVERY SUPPORT FACILITY SITE DATA FORM

(ADDITIONAL FACILITY)
A separate form must be completed for each new facility where services will be provided.  This form may be copied if necessary.

Name of Facility:_______________________________________________________________________

Name of contact/person in charge:_________________________________________________________

Address of Site Location:_________________________________________________________________

City:____________________________________  State:__________________ Zip:__________________

Telephone:___________________________ Fax:_______________________
Recovery Support Services delivered at this location (agency must already be approved for the services to be provided):
	Services
	Population Served

	(  Clinical Case Management (requires Master’s Degree or higher)
	( Adults           (  Adolescent

	(  Basic/Intensive Case Management
	( Adults           (  Adolescent

	(  Family, Marital, Life Skills
	( Adults           (  Adolescent

	(  Transportation
	( Adults           (  Adolescent

	(  Alcohol/Drug Testing
	( Adults           (  Adolescent

	(  Child Care
	NA

	( Staffed Safe and Sober Housing—Adult
	          ( Men               (  Women


