Agency Credentialing Application

Rehabilitative and Support Services
Home and Community Based Services (HCBS)

 

Money Follows the Person (MFP)/ Mental Health Waiver

WORKING for INTEGRATION, SUPPORT and EMPOWERMENT (WISE)

Agency Name:      

	Return all requested material to:

Advanced Behavioral Health, Inc.

213 Court Street

Middletown, CT 06457

Attn: Monica Vaughn, Program Specialist 
Please remember to make a copy of all documentation submitted.


Personal Emergency Response System
                          PERS- 
To ensure accurate billing-please submit a separate application for Specialized Medical Equipment SME
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

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	Has the agency's state license/certification ever been revoked, suspended, or limited?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

	X

	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 

	X

	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 

	X

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

	 FORMCHECKBOX 

	X

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	X

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	X

	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)
PERSONAL EMERGENCY RESPONSE SYSTEM
Service Definition:

PERS is an electronic device which enables waiver participants to secure help in an emergency.  The participant may also wear a portable "help" button to allow for mobility.  The system is connected to the person's phone and programmed to signal a response center once a "help" button is activated.  The response center is staffed by trained professionals 24/7.  PERS services are limited to those individuals who live alone, or who are alone for significant parts of the day, and have no regular caregiver for extended periods of time, and who would otherwise require extensive routine supervision. Installation, upkeep and maintenance of the device are provided.

This service may also be provided in combination with an electronic medication management system.
Provider Type: Any willing provider
Provider Qualifications

Ability to sell and install PERS at the contracted rate
Limitations:
Service cannot exceed contracted rate of $58.91 per unit.
