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Bureau of Substance Use Disorders

Recovery Support Services 

New Provider Application for Community BASED and faith based providers
Dear Applicant,

Thank you for your interest in becoming a Recovery Support Service Provider for state substance use disorders services.  Enclosed you will find a new provider application packet for community based and faith based providers.   The current requirements for Recovery Support Services are available on the Idaho Department of Health and Welfare website at:

http://healthandwelfare.idaho.gov/Medical/SubstanceUseDisorders/RecoverySupportServices/tabid/381/Default.aspx
Please be advised that the General Requirements found on pages 10 through 26 of the Recovery Support Services Requirements Manual apply to all Recovery Support Service providers and must be addressed and included in your policies and procedures along with policies and procedures specific to the Recovery Support Service(s) you wish to provide.

Policies and procedures and other documentation applicable to the recovery support services you will be providing must be submitted with your application.  Policies and procedures must be specific to the agency and need to describe how the agency will meet the Recovery Support Service requirements outlined in the Manual.  Submission of the requirements as the agency’s policies and procedures manual is not sufficient.

The application materials which are required to be submitted along with the application form are listed in the New Provider Application Procedure. Please review the requirements carefully.  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.  
New Provider Application Procedure for community BASED and faith based providers
1) Complete the RSS New Provider Approval Application and sign Acknowledgement of Provider Responsibilities form.
Required items:

· Original signature on New Provider Approval Application

· Original signature on Acknowledgement of Provider Responsibilities
· Policies and procedures (P&P) for general business practices (RSS Standards Manual, pages 10-26)  Note:     

        P&P for individual recovery support service areas are covered below, see #6.

2) 
Complete RSS Facility Data Form (Attachment A). Include one for each facility location.


a. For each 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 each recovery support service for which you are proposing to provide at this location. 


c. Indicate population served by checking the appropriate box.


d. List employees who will be responsible for providing recovery support services at this location.

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)

· Resume and supporting documentation for each Case Manager/Case Management Clinical Supervisor, per facility location

· Criminal background checks of individuals working directly or unsupervised with anyone less than eighteen years of age. NOTE:  Must be a Department of Health and Welfare background check.
3) Complete Description of Services for Recovery Support Services (Attachment B).
4) Complete Ownership and governing board membership list (Attachment C).
Required attachments:
(   Organizational Overview and Chart

· Financial Summary or Balance Sheet (list of assets and liabilities).
At least one of the following:

( Articles of Incorporation

( Bylaws

( Articles of Faith

( Business License 

5) Complete and sign Recovery Support Services Provider Agreement.
Required items:

· Original signature on Provider Agreement
· Only submit one Provider Agreement for the agency
6) Complete Recovery Support Service Policies and Procedures
Complete policies and procedures (P&P) for each service to be provided per RSS Requirements Manual.

CASE MANAGEMENT Services

        ( Basic/Intensive Case Management – and/or –  ( Clinical Case Management

· P&P are included and address all Case Management requirements. 
FAMILY, MARITAL AND LIFE SKILLS (FMLS) Services

(   P&P are included and address all FMLS requirements. 

The following supporting documents are required:

(   Description and curriculum for all FMLS services

· Curriculum provided is an evidence-based best practice

· Curriculum provided is for non-clinical services that cannot be billed under treatment.


TRANSPORTATION Services

· P&P are included and address all Transportation requirements. 

(    Proof of automobile insurance 

ALCOHOL/DRUG TESTING Services



(   P&P are included and address all Alcohol/Drug Testing requirements.
CHILD CARE Services

(  P&P are included and address all Child Care requirements and 

(  Copy of child care license   - or - 

(   Letter requesting waiver of licensing requirements (waiver can only be requested when Child         

       Care services are provided when the parent(s) are on-site).
 ADULT SAFE AND SOBER HOUSING Services

· P&P are included and address all Staffed Safe and Sober Housing requirements.
The following supporting documents are required:

             (   Certificates 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

7) 
Once you have assembled and completed all of the required documents, take a moment to check off each item as  

               listed above.  Incomplete applications are returned to the provider. Retain copies of all application packet materials  

               prior to submission.

8) 
New Provider application packet, signed Provider Agreement, supporting documentation and all policies and           

               procedures 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.

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 
	This form is for Community Based and Faith Based  providers who are currently not approved for Recovery Support Services

	SECTION I – ORGANIZATION DATA

	1.  ORGANIZATION INFORMATION
Organization Name: _____________________________________________________________________

Name of Executive/Program Director:________________________________________________________

Mailing Address of Main Office: ____________________________________________________________

City:_______________________     State:___________  Zip:____________

Physical Address of Main Office (if different than above):_________________________________________

City:_______________________     State:___________  Zip:____________

Telephone:_________________      Fax: ________________

Email Address for Official Communication:___________________________________________________
Organization Type (Check One):           (  Community Based Organization                (  Faith Based Organization


	2.  EMPOLYER IDENTIFICATION NUMBER (EIN):____________________________________________



	3.  CHECK TYPE OF APPLICANT/RECEIPIENT

For-Profit Public     (  Nonprofit     (  Public     (  Other ______________________________

	4.    If you answer yes to any of the following, provide a detailed explanation.

	4a.  Disclosure of Contract Suspension/Termination, License surrender/revocation/suspension.  If Yes, explain:

       (  Yes               (  No

	4b.  Disclosure of Pending or Threatened Litigation.  If Yes, explain:

(  Yes                (   No

	4c.  Disclosure of IRS debt.  If Yes, explain and attach proof of good standing with the IRS:

       (  Yes               (  No 

	4d.  Disclosure of Criminal History.  If Yes, explain:

(  Yes               ( No

	SECTION II

	5.   THE APPLICANT CERTIFIES THAT
	To the best of my knowledge, data in this response are true and correct, the document has been duly authorized by the governing body of the provider and the provider will comply with the attached provider responsibilities should an agreement be signed.

	6.  CERTIFYING REPRESENTATIVE


	a. NAME AND TITLE
	a.  SIGNATURE


NEW PROVIDER APPROVAL APPLICATION
 COMMUNITY AND FAITH BASED PROVIDERS
ACKNOWLEDGEMENT OF PROVIDER RESPONSIBILITIES
Please read the following information carefully and submit form with application
By submitting an application and participating in the Recovery Support Service provider network, applicant agrees to comply with the requirements listed and summarized below:

· Accept vouchers from clients who are appropriate for the provider’s services, as long as there is available capacity.

· Deliver appropriate, effective and efficient services to clients as identified and approved on the individual client voucher.

· Utilize staff and/or volunteers with the necessary qualifications, training, and knowledge to provide the specified services.

· Accept the authorized services and rates offered by the Bureau of Substance Use Disorders and be reimbursed after services are provided.

· Document client service delivery by date and nature of encounters and bill Business Psychology Associates in accordance with the billing procedures.

· Provide services at times and locations specified by the Description of Services.

· Maintain the Recovery Service Provider’s organization’s staffing plans to provide the Recovery Support Services in compliance with Provider Agreement.

· Initiate service for each client within 48 hours of accepting referral of the client.

· Communicate client progress, change in status, and additional service needs to the Assessment and/or Treatment provider.

· Be willing to participate in trainings provided by Bureau of Substance Use Disorders to carry out the duties and responsibilities under the program.

· Notify the Bureau of Substance Use Disorders whenever there are changes to program information, such as a change in program location, contact information, types of services offered, hours of operation etc.

· Allow representatives of the Bureau of Substance Use Disorders to visit the organization’s program site(s) as needed to assure compliance with standards of care and other requirements of the Bureau and to provide representatives reasonable and immediate access to premises, individuals, and requested information pertaining to the delivery of Recovery Supports Services.

· Secure and protect the privacy and confidentiality of client information in accordance with 42 CFR and HIPPA as applicable.

· Comply with data collection requirements.

By my signature, I affirm that I understand and agree to abide by the provider responsibilities listed above and that I am duly authorized to sign on behalf of the provider.
____________________________________________________ 

Position:_________________________

Printed name









____________________________________________________ 

______________________

Signature







Date

THE RECOVERY SUPPORT FACILITY SITE DATA FORM
(ATTACHMENT A)
A separate form must be completed for each facility (location).  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:
	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


Current Staff at this location:
	List of Employees For This Location
	Position Or Job Title

	
	

	
	

	
	

	
	

	
	

	
	

	
	


*Please submit a résumé for each staff person providing Case Management Services
Description of Services
(ATTACHMENT B)

Please attach a written plan for the provision of services for your program that includes:
1.  The mission statement, goals and objectives for the agency developed by the governing body that establish the  

     agency’s philosophy and direction for recovery support services

2.  Goals and objectives that identify the annual and the long-range needs of the program:


a.  Goals and objectives are specified for each facility


b.  The objectives are written so that performance can be measured

3.  A description of the process used to develop, adopt and implement the goals and objectives of the agency
4.  The client population served, including age groups and other relevant characteristics.

5.  The hours and days the program provides recovery support services.

6.  The intake or admission process for recovery support services including how the initial contact is made with the  

     client and the family or significant others.

7.  The client assessment and evaluation process used by the program to determine client admission into services.
OWNERSHIP AND GOVERNING BOARD MEMBERSHIP LIST

(ATTACHMENT C) 
	Names of Owners, Stockholders, or Board Members
	Titles or Positions
	Form—Partnership, Corporation, LLC etc.
	Percentage of Ownership

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


STATE OF IDAHO

DEPARTMENT OF HEALTH AND WELFARE

BUREAU OF SUBSTANCE USE DISORDERS

RECOVERY SUPPORT SERVICES PROVIDER AGREEMENT


1.  Purpose.  This Recovery Support Services Provider Agreement is entered into by and between the State of Idaho, Department of Health and Welfare, Division of Behavioral Health, Bureau of Substance Use Disorders, (“the Department”), and

______________________________________________________________________________

(Name of Provider)

______________________________________________________________________________

 (Address)


The purpose of this Provider Agreement is to implement Recovery Support Services for Eligible Recipients, in partnership with the Provider, and in compliance with Bureau of Substance Use Disorders standards, as may be amended from time to time. The Department’s Management Services Contractor will issue vouchers to Providers in the name of Eligible Recipients, to be redeemed in payment for authorized Recovery Support Services.  The parties mutually agree to the following terms and conditions:


2.  Definitions.


2.1. “Department.”  The State of Idaho, Idaho Department of Health and Welfare, Division of Behavioral Health, Bureau of Substance Use Disorder.


2.2. “Eligible Recipient.”  Any person meeting the eligibility requirements of the Department’s substance abuse treatment programs at the time services were provided.  


2.3. “Provider.”  A proprietorship, partnership, corporation, organization, individual or other legal entity that offers Recovery Support Services in compliance with this Provider Agreement.   


2.4. “Management Services Contractor (MSC).” Agency under contract with the Department to manage the statewide substance abuse treatment and recovery support services program for the Department.


2.5. “Recovery Support Services.”  Approved non-clinical substance abuse services designed to engage and maximize the ability of Eligible Recipients to be successful in their recovery, and to live productively in the community.


3.   Services to be Provided.  The Provider agrees to furnish the following services to Eligible Recipients:


          Clinical Case Management



(  Adult
(  Adolescent


          Basic/Intensive Case Management



(  Adult
(  Adolescent


          Family and Marriage Life Skills Education



(  Adult
(  Adolescent


   _     Transportation



(  Adult
(  Adolescent

_____ Alcohol or Drug Testing, or both  

(  Adult
(  Adolescent

_____  Child Care

         Staffed Safe and Sober Housing – Adult

4.   Duties of Provider


4.1 The Provider agrees to participate in the quality assurance/utilization review programs and grievance procedures as established by the Department.  This process may include both verbal and written communication of case-specific clinical and non-clinical information.


4.2. The Provider shall comply with all rules, regulations, administrative policies and procedures of the Department relating to the delivery of services, including but not limited to timeliness standards and procedures to request additional services beyond those initially authorized.


4.3. The Provider agrees to allow the Department, upon request, to inspect its facilities and its records of Eligible Recipients.




5.  Service Delivery and Reimbursement.  


5.1. The Provider is responsible for ensuring compliance with this Provider Agreement.     Services may be provided only by the Provider, its qualified employees, volunteers and subcontractors in compliance with this Provider Agreement and Department Standards.  The Department, through its MSC shall determine whether individuals are Eligible Recipients and shall recommend appropriate Recovery Support Services to Eligible Recipients.


5.2. Eligible Recipients have the right to choose among approved and qualified Recovery Support Services Providers.  The Provider shall advise Eligible Recipients that they may contact the MSC if they are dissatisfied with the services they are receiving.


5.3. Recovery Support Services shall be provided at a time and location that is convenient and suitable for the Eligible Recipient.  The Provider shall ensure that Recovery Support Services are scheduled to ensure that services can be implemented effectively.   The Provider shall maintain the capacity to provide coverage or backup in the absence of the assigned employee, volunteer or subcontractor.    


5.4. The Provider agrees to accept vouchers for Eligible Recipients who are appropriate for the Provider’s services, based on the Provider’s ability to meet their needs.  


5.5. If the Provider transports an Eligible Recipient in a private vehicle, the Provider shall follow all laws regarding the operation of a motor vehicle, and shall maintain liability insurance with a limit of not less than five hundred thousand dollars ($500,000) per occurrence, covering owned, non-owned and hired vehicles.  This coverage may be written in combination with commercial general liability insurance. This insurance coverage shall include the Department, its divisions, officers, agents and employees as additional insureds.  


5.6.   The MSC shall issue vouchers for approved services to the Provider in the name of the Eligible Recipient.  Services that are not authorized by the MSC through a voucher are not payable by the Department.  Reimbursement is subject to review to ensure that billed services were rendered, were necessary to support recovery and were provided in accordance with Department standards.  Once approved services are provided to an Eligible Recipient and the MSC is billed in compliance with billing policies and procedures, the MSC will reimburse the services within thirty (30) days of billing.  


 5.7. The Provider agrees to provide authorized services at the rates identified in the Recovery Support Services fee schedule.  The Provider agrees that the Department approved rates are in full payment for services provided, and that an Eligible Recipient or the Department are not responsible for any additional charges.


5.8. The Provider shall not balance bill (i.e. bill for the difference between what the Department will pay and what the provider customarily charges) Eligible Recipients for charges beyond those covered by the applicable provider agreement.  Provider agrees to seek payment for services rendered under the terms of this agreement solely from either the MSC or the contracted insurer and not from Eligible Recipients.


5.9 The Provider may charge, and collect directly from the Recipient for services rendered to the Recipient where the MSC determines that the Recipient was not an Eligible Recipient at the time of service.  The Provider shall not look to the Department for payment of services rendered to non-eligible persons, services which were not authorized by the MSC, or services for which the Recipient is not eligible to receive payment under the particular State funded program.


5.10. The Provider shall not request or require pre-payment for Recovery Support Services from Eligible Recipients. 


5.11. The Provider shall notify an Eligible Recipient and the MSC when the Eligible Recipient is being discharged from Recovery Support Services. 


5.12. If the Provider is a faith-based organization, the Provider, employees and subcontracts shall:



a. Segregate contract funds in a separate account;



b. Ensure that Eligible Recipients’ participation in religious activities, including worship, scripture study, prayer or proselytization, is only on a voluntary basis;



c. Notify Eligible Recipients of the religious nature of the organization, their right not to take part in religious activities, their right to request an alternative provider, and the process for doing so.


6.  Administrative Requirements.

6.1. The Department may develop, offer and may require the Provider to participate in training.  The Provider’s expenses to attend the training are the responsibility of the Provider and are not billable to the Department, unless otherwise specified by the Department.


6.2. Every Provider shall comply with the Department’s Criminal History Background check rules, IDAPA 16.05.06 and “Rules and Minimum Standards Governing Alcohol/Drug Abuse Prevention and Treatment Programs” IDAPA 16.06.03.


6.3. The Provider shall inform the Department within forty-eight (48) hours if any owner, employee, volunteer or subcontractor is charged with criminal conduct, or accused of fraudulent, negligent or abusive conduct in the provision of Recovery Support Services.

7.  Confidentiality.


7.1. The Provider, employees, volunteers and subcontractors shall maintain the confidentiality requirements of Substance Abuse information in compliance with 42 CFR Part II, and shall comply with the Department’s Use and Disclosure rules at IDAPA 16.05.01.  


7.2.  The Provider shall comply with applicable law regarding Protected Health Information and will not use or further disclose the Protected Health Information other than as permitted or required under this Agreement or as required by law.


7.3.  The Provider shall use appropriate safeguards to prevent the use or disclosure of Protected Health Information. 

7.4. The Provider, its employees, volunteers and subcontracts shall not disclose identifying information to third parties regarding Eligible Recipients without the written authorization of the individual, except as authorized by law, rule, or as required by the MSC to monitor or authorize services.  This section does not apply to review of Provider records by the Department, MSC or federal oversight entities.

7.5.  The parties recognize that in the event the Department knows of a pattern of activity or practice of the Provider that constitutes a material breach or violation of the Provider’s obligation for Protected Health Information, then the parties shall take reasonable steps to cure the breach or end the violation.  If such steps are unsuccessful, then the Department shall be authorized to terminate this Agreement, if feasible, and if not feasible, to report the problem to the Secretary of the Department of Health and Human Services.


8.  Records.

8.1. The Provider shall maintain documents verifying that each employee, volunteer or subcontractor who provides services has the qualifications required by the Standards for Recovery Support Services.  The Provider shall also document the services provided in the permanent record of each Eligible Recipient, including date, the nature of the service, the individual who provided the service, and the duration of the service.  These records shall be made available to the Department, the MSC, federal or state auditors, and the U.S. DHHS Substance Abuse Mental Health Services Administration, Center for Substance Abuse Treatment.  


8.2.   The Provider shall regularly report to the MSC the Recovery Support Services provided and types of service for each Eligible Recipient in a format, timeframe and method specified by the MSC.


8.3.  The Provider shall maintain records on Eligible Recipients, to whom services are rendered; using State approved record documentation and housing procedures.  The Department shall have the right to access and copy the records of Eligible Recipients at mutually convenient times.


8.4. The Provider shall maintain all records and documents related to this Provider Agreement for a period of three (3) years from the date of final payment.  If an audit, litigation or other action involving the records is initiated before the three (3) year retention period has expired, the Provider shall maintain the records until all issues are resolved, or for an additional three (3) years, whichever is later.  During this retention period, the Provider shall provide full access for inspection, review and audit.  


9.  Notice.

9.1. The Provider shall keep the Department informed in writing of its current address.


9.2. Notice sent to the address on file with the Department shall be presumed to have been received by the Provider.


9.3. Notice to the Department is to be provided to the Bureau of Substance Use Disorders, Idaho Department of Health and Welfare, 3rd Floor, P.O. Box 83720, Boise ID  83720-0036.


10.  General Provisions.

10.1. This Provider Agreement may only be amended by the written consent of the parties.  


10.2. The failure of either party to require strict performance of any term of this Provider Agreement shall not be construed to be a waiver of that term.  All requirements shall remain in full force and effect unless there is a written amendment of the Provider Agreement by the parties.  

10.3. The Provider’s status is that of an independent contractor and not that of an agent or employee of the Department or the State of Idaho.  The Provider is responsible for the recruitment, hiring, firing, training, supervision, scheduling and payroll for its employees, subcontractors, and to the extent applicable, volunteers.  


10.4. The Provider is responsible for employment-related expenses and benefits, including worker’s compensation, unemployment compensation, FICA taxes, all state and federal tax withholding for its employees, and any employer costs for pensions, health and life insurance.


10.5. The Provider shall maintain, at Provider expense until all work specified in the Provider Agreement is completed, commercial general liability insurance in the amount of $500,000 per occurrence, or the equivalent. This insurance shall include personal injury liability coverage and blanket contractual liability coverage. Each annual aggregate limit shall not be less than $1,000,000 when applicable, and shall be endorsed to apply separately to each job site or location.  The Provider shall comply with all limits, terms and conditions of this insurance.  This insurance coverage shall include the Department, and its divisions, officers, agents and employees as additional insureds. 


10.6. If the Provider transports Eligible Recipients, the Provider shall maintain, at Provider’s expense, automobile liability insurance with a limit of not less than five hundred thousand dollars ($500,000) per occurrence, covering owned, non-owned and hired vehicles.  This coverage may be written in combination with commercial general liability insurance. This insurance coverage shall include the Department, its divisions, officers, agents and employees as additional insureds. 

10.7 The Provider shall furnish certificates of insurance to the Department prior to beginning work under this Provider Agreement.  The certificates of insurance shall specify all of the additional insureds or loss payees.  The Provider shall be responsible for all deductibles, self-insured retentions, and self insurance.  
 10.8. The Provider shall indemnify, defend and save harmless the Department, its officers, divisions, agents, and employees, from and against all liability, claims, damages, losses, expenses, claims actions, attorney fees and suits whatsoever, including but not limited to, injury or death of others or any employee of the Department, Provider or any subcontractor caused by or arising, arisen or to arise out of the Provider’s negligent or otherwise wrongful performance, act or omission under this Provider Agreement or Providers, failure to comply with any state, federal or local statute, law, regulation, or rule. 

10.9. In no event shall any official, officer, employee or agent of the State of Idaho or the Department be liable or responsible for any representation, statement, covenant, warranty or obligation contained in, or made in connection with this Provider Agreement.


10.10. The Provider Agreement shall be governed by and construed under the laws of the State of Idaho.  


11.  Effective Date and Term of the Provider Agreement.


11.1. This Provider Agreement is effective when it is signed by all parties, or at a later date as specified in an amendment.  


11.2. The Provider shall not perform or bill for Recovery Support Services until the Provider Agreement is effective.


11.3. This Agreement shall automatically continue from year to year thereafter unless terminated by either party as provided in this Agreement.


12.  Denial, Suspension, Revocation of Approval


12.1 The Department shall deny, suspend or revoke approval for a Recovery Support Service in accordance with “Rules and Minimum Standards Governing Alcohol/Drug Abuse Prevention and Treatment Programs” IDAPA 16.06.03. 


13.  Termination

13.1.   Either party may terminate this Provider Agreement for convenience, with or without cause by giving thirty (30) days’ notice in writing to the other party.  In the event of termination by the Department, the Department’s sole obligation shall be to tender payment for services provided prior to the date of the notice of termination.  In the event of termination, neither the Department nor The MSC is under any obligation to refer Eligible Recipients to the Provider for Recovery Support Services. 
The undersigned have read and understand this Provider Agreement, and agree to be bound by its terms.

PROVIDER



DEPARTMENT OF HEALTH AND WELFARE







DIVISION OF BEHAVIORAL HEALTH

________________________________   
_______________________________________

by:





by:

___________________________________
_______________________________________

Authorized Agent




Department Designee

___________________________________
_______________________________________

Date






Date
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