Agency Credentialing Application
                        Rehabilitative and Support Services
Home and Community Based Services (HCBS)

                         Money Follows the Person (MFP)/ Mental Health Waiver (MHW)
Agency Name:      

	Return all requested material to:

Advanced Behavioral Health, Inc.

213 Court Street

Middletown, CT 06457

Attn: Shorey Naphen,  Mental Health Waiver Program Director 
Please remember to make a copy of all documentation submitted.


 FORMCHECKBOX 
    Home Delivered Meals
PLEASE NOTE: This application was created to be filled in on your computer, but you must first save the application to your computer, then complete it, print it and send to ABH®.

SECTION I

GENERAL BUSINESS INFORMATION TC "GENERAL AGENCY INFORMATION" \f C \l "1" 


	 Name of Business
	     

	DBA (if applicable)
	     

	Mailing Address:     

	City:      , State:   , Zip      

	Phone Number (   )      -               Fax Number (   )      -     

	Billing Address (if different from above):     

	City,      State,   Zip:      

	Tax ID Number/EIN:  
                                      
	NPI:
                                                
	Medicaid Provider ID:
     
	501c3 ID:
     

	What percentage of the organization’s fee-for-service business is billed electronically?     %  


CONTACT INFORMATION

	Chief Executive Officer:      
Phone Number (   )      -               Fax Number (   )      -     

	E-Mail:      

	Credentialing/Certification Contact:      
Phone Number (   )      -               Fax Number (   )      -     

	 E-Mail:      
	

	Billing Contact:      
Phone Number (   )      -               Fax Number (   )      -     

	E-mail:      


Business Classification

1. Ownership:
 FORMCHECKBOX 
   Private     
             FORMCHECKBOX 
   Public
         FORMCHECKBOX 
  State Operated Program

2. Status:
 FORMCHECKBOX 
   For-Profit
             FORMCHECKBOX 
   Non- Profit

Does your business have any National Accreditations? 
JCO  FORMCHECKBOX 

CARF  FORMCHECKBOX 

other  FORMCHECKBOX 

SECTION II

The following information/documentation is mandatory to complete the
 Credentialing process:

1. Copy of any Current Health Department Certificate
2. Proof of Insurance

SECTION III

Service Areas:
Please indicate where the agency provides services. 

NORTH CENTRAL:        Hartford        Manchester   New Britain   Bristol

SOUTHWEST:                Bridgeport    Stamford       Norwalk

SOUTH CENTRAL:         New Haven   Meriden        Middletown

NORTHWEST:                Waterbury    Danbury        Torrington

EASTERN:                       Norwich       Windham/Willimantic   New London/Groton           
(Please list them out)

SPECIFIC TOWNS:      
  BACKGROUND INFORMATION
	Please complete this section in its entirety.  If a question does not apply to your facility, you may check Not Applicable (N/A). 
	Yes
	No
	N/A

	Has the agency's state license/certification ever been revoked, suspended, or limited?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Are you or is any person associated with your business an employee of the state of Connecticut?  If yes, specify agency name, department and position:
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Is the owner or executive director of the business a conservator for someone the organization tends to support?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Has any person on this application had an allegation of abuse, neglect or exploitation of a vulnerable person that was substantiated?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Has either the executive director or any of the business owners or board members ever been directly found to be responsible for an HCBS waiver provider’s closure or for the termination of an HCBS waiver provider’s Provider Agreement?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Have any of the business owners, employees, agents, independent contractors or proposed subcontractors been convicted of a crime involving injury or harm to a person or plead guilty to any crime involving a public contract?  If yes, attach a detailed explanation, including the dates and circumstances.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Is any person listed on this application currently on probation for, or ever been convicted of a felony or forfeited bond?  If yes, attach a detailed explanation, including the dates and circumstances.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Is there action pending to revoke, suspend, or limit the agency's OTHER (i.e. COA, AOA, etc) certification/accreditation?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Has the business ever had any sanctions imposed by Medicare and/or Medicaid?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Is there any pending litigation against the business?, If yes please attach a detailed explanation.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Note:
If you have answered yes to any of the above questions, please complete the form on the next page by providing the current status and details.  Please include the following: description of incident, including correspondence with state licensing boards, and/or a detailed description of any litigation, including settlements, court awards, etc.  Please feel free to include a personal summary of the events. However, your application cannot be processed without the necessary official documentation.
	
	
	

	
	
	
	

	


Completed and signed by:





Date      
(All signatures must be original)
Home Delivered Meals
Definition

This service will provide the preparation and delivery of up to two meals per day for persons who are unable to prepare or obtain nourishing meals on their own.  
Provider Qualifications/Conditions for Participation

Certificate: Must comply with all local health department requirements and inspections, and provide certificates.
Other Standards: Providers must be in compliance with all Title IIIC Federal requirements.  Provided meals must meet a minimum standard of one-third of the current daily recommended dietary allowance and requirements as established by the Food and Nutrition Board of the National Academy of Sciences National Research Council.  Credentialed facilities shall be in compliance with all applicable requirements in order to continue providing services to waiver clients.  The failure to comply with any applicable requirements shall be grounds for the termination of its credential and participation as a waiver service provider.  
Entity Responsible for Verification: DMHAS/ABH

Frequency of Verification: Upon enrollment and reenrollment

Covered services

Up to two meals per day, seven days per week, depending on the individual’s recovery plan.  

There are three rates available:

1. Single Meal-$6.32  

2. Double Meal- $11.57
3. Kosher Double Meal- $11.57  

Level of service assigned depends upon the volume and extent of services needed by each individual and is not a limitation of service. Care must be furnished in a way which fosters the independence of each consumer. Routines of care provision and service delivery must be participant-driven to the maximum extent possible, and treat each person with dignity and respect.

Limitations
Coverage of Home Delivered Meals services shall be subject to the following limitations
1. Services are subject to the authorized level in the waiver recovery plan approved by DMHAS and DSS.

2. The department shall not pay for:

a. Programs, services or components of services that are of an unproven, experimental, cosmetic or research nature;

b. Programs, services or components of services that do not relate to the client’s diagnosis, symptoms, functional limitations, or medical history;

c. Programs, services or components of services that are not included in the fee established by the department
Non-billable Activities

Payment for Home Delivered Meals shall include the costs of transportation, and all other required services.  Any claims for these services shall be denied.  
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