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	C.L. “BUTCH” OTTER– Governor
	
	Kathleen P. Allyn– Administrator

	RICHARD B. ARMSTONG – Director
	
	Division of Behavioral Health

	
	
	450 West State Street, 3rd Floor

	
	
	P.O. Box 83720

	
	
	Boise, Idaho  83720-0036

	
	
	Phone   208-334-6697


To:
Applicant for Recovery Support Service Provider Approval


Currently Approved Programs Desiring to Renew Approval


Currently Approved Program Desiring to Relocate Services


Currently Approved Program Desiring to Add Additional Sites

Subject:  Recovery Support Service Provider Application/Relocation/Addition to Program

Dear Applicant,

Thank you for your interest in becoming a Recovery Support Service Provider for state substance abuse services.  Enclosed you will find an application packet and the Standards Manual for Recovery Support Services.  The application materials which are required to be submitted along with the application form are listed on the “Application Checklist” (page 3 of application packet). Please review the requirements carefully.  The Standards Manual for Recovery Support Services contains helpful information to assist you with the completion of the application materials and compliance with the Provider Agreement.  Once the necessary information is received, the Department will review and advise you within thirty (30) days if the application meets requirements.  

Please contact the Bureau of Substance Use Disorders for information and forms necessary to add a new service to an existing program.
New Applicants:

Please include your policies and procedures with your application along with other documentation applicable to the services you will be providing.  Policies and procedures must be specific to the agency and need to describe how the agency will meet the Recovery Support Service standards outlined in the Standards Manual.  Submission of the standards as the agency’s policies and procedures manual is not sufficient.
Renewal/Relocation and Additional Site Applicants:

Complete the application as indicated. You are not required to submit a policies and procedures manual. 

Application materials may be sent to:

Treena Clark, B.S. MPA

Bureau of Substance Use Disorders

450 W. State Street, 3rd Floor

Boise, Idaho 83720-0036

Please feel free to contact me at 208-334-6611 or  Clarkt@dhw.idaho.gov if you have any questions or need assistance.

Sincerely,

Treena Clark, B.S, MPA

Program Specialist

Bureau of Substance Use Disorders
Authorization Procedures for Recovery Support Services

1. Application Procedure
a. Application packets will be sent out electronically and physically to all interested applicants upon request.

b. Completed applications must be returned to the appropriate Program Specialist at the Bureau of Substance Use Disorders.
c. Upon receipt of the application, the Program Specialist will review and advise the applicant within thirty (30) days if the application meets the requirements or if more information is needed.

d. If the application is complete and meets requirements of the Standards for Recovery Support Services, the Program Specialist will contact the applicant and schedule an on-site inspection.
e. The Program Specialist will complete the on-site inspection and prepare a written report of findings.

f. The applicant will be notified within thirty (30) days of the completed on-site inspection of results of the written report of findings.

g. If the program meets requirements of the Standards for Recovery Support Services, the Program Specialist will submit the Provider Agreement for Division signature

h. The Program Specialist will send a copy of the signed Provider Agreement to the applicant and a six (6) month provisional Certificate of Approval will be granted subject to Standards for Recovery Support Services.
2. Denial/Suspension or revocation of Approval
a. The Department will deny approval or suspend approval, without prior notice, of any Recovery Support Service program when persuaded by evidence that such conditions exist to endanger the health or safety of any client.
i. When a program holds multiple certificates of approval for facilities, the facility having the certificate of approval denied, suspended or revoked shall be clearly specified.

ii. The denial, suspension or revocation of a facility, shall not affect the approval of any of the other facilities of the program with multiple certificates of approval.

b. The Department may deny or suspend approval, giving fifteen (15) days notice prior to the effective date to any Recovery Support Service program when:
i. The program or one or more of its facilities are not in compliance with applicable provisions of the Idaho Code, applicable standards from the “Rules and Minimum Standards Governing Alcohol/Drug Abuse Prevention and Treatment Programs” IDAPA 16.06.03,    Standards for Recovery Support Services, Provider Agreement, or any condition of a provisional certificate of approval.
c. The appeals process will follow the “Rules and Minimum Standards Governing Alcohol/Drug Abuse Prevention and Treatment Programs” IDAPA 16.06.03
3. Corrective Action Plans
a. Corrective Action Plans are based on the written report of findings and will be submitted to the Department within thirty (30) days of the receipt of the results of the written report of findings.

b. The Bureau of Substance Use Disorders staff will review the Corrective Action Plan for compliance and will make a recommendation to the Department on whether to accept or reject the plan.
4.  Application Response Instructions
a. Applicant Signature. Responses must contain original signatures on all forms requiring signatures. Signatures must be from an official appointed by the organization’s governing body with the authority to bind the organization.

b. Application Preparation and Assembly. Complete and return all required forms to the address indicated below. A complete application consists of responses to all required forms and information listed on the Enrollment Response Checklist.

**All required forms are available by contacting:


Treena Clark, Program Specialist—

334-6611


Michelle Buskey, Admin. Assistant—

334-5765


BPA Provider Network Management— 

1-800-688-4013 

**Place the application form page at the front of the application packet followed by the other required forms and documentation as applicable.

c. Applications may be sent to the following address:

Bureau of Substance Use Disorders

450 W. State Street, 3rd Floor

Boise, ID  83720-0036

5.  Recovery Support Facility Data Form
Duplicate form if necessary.
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 services at this location.

APPLICATION CHECKLIST

To complete the application process, you will need the following documents:
	· Approval Application

	· Signed Acknowledgement of Provider Responsibilities

	· Recovery Support Services Facility Data Form for each locations (Attachment A)

	· Description of Services (Attachment B)

	· Ownership and Governing Board Membership List (Attachment C)

	· Articles of Incorporation or Bylaws and/or Articles of Faith

	· Organizational Overview and Chart

	· Policies and Procedures

	· Transportation policy and proper automobile insurance—for facilities providing transportation services.

	· Child Care License or request for waiver of licensing requirements –for facilities providing child care services

	· Criminal History Checks of Individuals working directly or unsupervised with anyone less than eighteen years of age

	· Family, Marital and Life Skills Education/Guidance (FMLS) Description and Curriculum—for facilities providing FMLS

	· Résumé for each Case Manager and Case Management Clinical Supervisor—for facilities providing Case Management

	· Certificate of Occupancy and/or Certified Home Inspection 

	· Certificate of Fire Inspection

	· Financial Summary or Balance Sheet

	· Proof of Insurance (as defined in section 10.5 of Provider Agreement)

	· Signed Provider Agreement (original signature needed)


Once your have assembled and completed all of the required documents, take a moment to check off each of the items listed above.  Incomplete applications are returned to the provider.  Make a copy of this application packet for your records.  Send the original to the Bureau of Substance Use Disorders at the address listed on page 2.
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RECOVERY SUPPORT SERVICES 
	(  New Facility     (  RENEWAL     (  RELOCATION     (  ADD SITE

	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:___________________________________________________



	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


APPROVAL APPLICATION
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 developed by the governing body that establish the program’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 for developing, adopting and implementing agency goals and objectives

4.  The client population served, including age groups and other relevant characteristics.

5.  The hours and days the program provides services.

6.  The intake or admission process, 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.

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
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