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CALIFORNIA ACCESS TO RECOVERY EFFORT (CARE) PROGRAM
ENROLLMENT APPLICATION FOR CURRENT CARE PROVIDERS
Instructions: Review the CARE 3 Policies and Procedures dated September 2010 (available on the CARE website at www.californiacares4youth.com) before completing this application. Questions can be directed to Beverly Tukes at (916) 323-7630 or btukes@adp.ca.gov.  When completed, mail one copy of the application with an original signature (via US mail or other ground delivery) to:

Department of Alcohol and Drug Programs, CARE Unit
1700 K Street, 4th Floor, Sacramento, CA 95811

NOTE: Faxed or emailed applications will not be accepted.

	Section 1 – Verify Continued Eligibility

	1. Organization/Entity Name 

      
	2. CARE Provider Number(s):          

If you are not an approved CARE provider, STOP.     Please complete the application for new providers

	3. Are there any changes to your organizational information from CARE 2?      

      FORMCHECKBOX 
 NO       FORMCHECKBOX 
 YES—Complete and attach Organizational Change Form (available on CARE website).  

	4. If you are a treatment provider, please attach a copy of your current ADP certification (AOD program 
    standards or Drug Medi-Cal). 

	5.  If you are a recovery support provider only (not treatment also), please attach photographs of the 
     facility, including an external view that verifies the street address and internal views of all areas 
     where services are provided.

	6. Are you requesting to add new services?

      FORMCHECKBOX 
 NO - Complete Section 3                 FORMCHECKBOX 
 YES - Complete Sections 2 and 3



	Section 2 – Request to Provide New Services 

	 FORMCHECKBOX 
 Outpatient treatment for service members and/or veterans through age 25

 FORMCHECKBOX 
 Case management

 FORMCHECKBOX 
 Recovery Support (Check type of services and attach program curriculum or description of each) 
            FORMCHECKBOX 
 Educational Services      FORMCHECKBOX 
 Employment Services     FORMCHECKBOX 
 Spiritual coaching 

            FORMCHECKBOX 
 Transportation                 FORMCHECKBOX 
 Residential recovery support      

	Describe the organization/entity’s history and experience providing the new CARE services requested. Include evidence that the organization meets the eligibility criteria specified in the CARE 3 Policies and Procedures.  (Attach additional page(s) if needed): 

     


	Describe the minimum qualifications required of staff, and provide documentation of staff training and/or education that qualifies them to provide these services  (Attach additional page(s) if needed):
     



	Section 3: PARTICIPATION AGREEMENT AND AUTHORIZED SIGNATURE

	As the duly authorized representative of   ________ ___________________________  (organization/entity),   I affirm that the facts contained in this application and supporting documents are true and correct.  I understand the requirements contained in the CARE 3 Policies and Procedures (dated September 2010) and summarized below, and agree that I/my organization will comply with these requirements as a condition of participation in the CARE 3 program:

· Not coerce or attempt to bias any potential client’s decision regarding their choice of service provider. 

· Utilize staff who have been cleared to have contact with youth (if applicable), and who have the necessary qualifications and experience to provide the authorized service.  

· (If organization/entity is a youth treatment program), comply with the overarching principles for effective AOD treatment for youth contained in ADP’s Youth Treatment Guidelines. 

· Accept the authorized services and rates offered by the CARE program and agree to be reimbursed 30-45 days after the service is provided and billed.  

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

· Verify that a client has a valid voucher prior to providing CARE services. I understand that services provided before a voucher is authorized or outside the voucher start and end dates will not be reimbursed. 

· Complete all billing within 14 days of the voucher end date or the client’s discharge, whichever comes first. I understand that a client’s voucher is closed 15 days after discharge or voucher expiration and billing is no longer allowed. 
· Document in the client’s file all services provided and billed, in accordance with ADP requirements.  
· Collect all required data using the mandated forms, and report such data to ADP or the call center within the specified timeframes. 

· Notify the client’s case manager immediately when a client drops out or is discharged.  
· Participate in meetings and/or trainings required by ADP to carry out the duties and responsibilities under the program.

· Notify ADP when there are changes to program information, such as a change in program location, contact information, types of services offered, hours of operation, etc. 

· Not subcontract any portion of CARE services to another agency without ADP approval.
· Allow agents of ADP to inspect the premises, review personnel and client records, observe program operations, and interview employees and clients associated with the CARE program.

If I am, or my organization is, an assessment provider, I also understand and agree to the following additional requirements: 

· Use one of the allowable assessment tools identified by ADP, and conduct assessments in a manner and setting that maintains the individual’s confidentiality.

· Attempt to obtain, verify, and document in the file, the client’s social security number (SSN) and residence.  
· Not bill for an assessment unless and until the client has met with a case manager. 

If my organization is applying to be a case management provider, I also understand and agree to the following additional requirements, that case managers must:
· Maintain contact with their clients for at least six months after intake;

· Complete all GPRA interviews within the required timeframes;

· Offer clients a genuine, independent choice of providers and document those choices, as specified in the CARE 3 Policies and Procedures.
I understand that any failure to comply with these requirements may result in sanctions, including, but not limited to, withholding payment until compliance is attained, disallowance of unauthorized billings, repayment of fraudulent billings, fiscal audits, forfeiture of CARE participation, and criminal prosecution.  I further understand that ADP may terminate this provider agreement pursuant to the loss of funding, expenditure of grant funds, or other financial limitation to funds.  ADP may also terminate this agreement if I have provided any false or misleading material information.

	Authorized Signature

	Date



	Title
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