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CALIFORNIA ACCESS TO RECOVERY EFFORT (CARE) PROGRAM
NEW PROVIDER ENROLLMENT APPLICATION AND INSTRUCTIONS
Instructions: Applicants must read the CARE 3 Policies and Procedures dated September 2010 (available on the CARE website at www.californiacares4youth.com) before completing this application to fully understand the provider eligibility requirements, roles, and responsibilities.  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 to:

Department of Alcohol and Drug Programs, CARE Unit

1700 K Street, 4th Floor

Sacramento, CA 95811
NOTE: Faxed applications will not be accepted.
	Are you an active, approved CARE 2 provider?
	 FORMCHECKBOX 
  YES—STOP. You need to complete the application for 

                              existing CARE providers 

 FORMCHECKBOX 
  NO—continue to next section.

	Have you ever been a CARE provider? 
	 FORMCHECKBOX 
  YES   CARE provider ID number, if known:       

Reason no longer active:      
 FORMCHECKBOX 
  NO

	SECTION 1: ORGANIZATION/ENTITY INFORMATION

	Organization/Entity Name (name of individual or organization that will provide CARE services)

     


	DBA (“doing business as”, fictitious business name or assumed name)
     


	Contact Person Regarding Application  (to receive inquiries/correspondence from CARE during review process)

Name:      
Telephone:      
Email address:      


	Organization/Entity Administrative Address (may or may not be same location where services are provided)
Street address:      
City:                                   Zip Code:                  County:      


	Organization/Entity Mailing Address (where checks will be mailed. Can be same as admin address, but must match mailing address on Payee Data Record) 

Street Address:      
City:                                   Zip Code:                   County:     


	Administrator or Director (Person who oversees entire agency. May hold title of administrator, executive director, president, CEO, etc.)

Name:                                                                     Title:                                  

Telephone:                  Fax:                                Email address:      



	Organization/Entity Status (check one only):

 FORMCHECKBOX 
 Sole Proprietor                FORMCHECKBOX 
  Partnership                         FORMCHECKBOX 
  Government Entity

 FORMCHECKBOX 
 For Profit Corporation      FORMCHECKBOX 
 Not for Profit Corporation     FORMCHECKBOX 
 Other (specify):
Corporations must include a board resolution or board minutes authorizing the application submission.

	Taxpayer Identification Number (The TIN for individuals and sole proprietors is their social security number. The TIN for partnerships, estates, trusts, and corporations is their Federal Employer Identification Number (FEIN))
     
 

	Parent Corporation (if applicable) (if the applicant is a subsidiary of a larger corporation) 
Name:      
Address:       

City:                                       Zip Code:                   Telephone:       

	Is the organization/entity faith-based?  
  FORMCHECKBOX 
 NO  
  FORMCHECKBOX 
 YES—Check one:  FORMCHECKBOX 
 Religious Affiliation:               
                                     FORMCHECKBOX 
 No specific religious affiliation, but still faith-based


	Experience with Public Service Systems
    FORMCHECKBOX 
 Contract with a county alcohol and drug program office. Specify scope of services:        

    FORMCHECKBOX 
 Contract/agreement with some other government agency. Specify scope of services:                              

    FORMCHECKBOX 
 Certified as a Drug Medi-Cal provider (certification #     )
    FORMCHECKBOX 
 Contract/agreement with school/school district. Provide copy of MOU or contract scope of work 
    FORMCHECKBOX 
 Member of a behavioral health network

    FORMCHECKBOX 
 Member of a faith-based provider network

    FORMCHECKBOX 
 Other (specify):      


	Licensure/Certification Adverse Action (CARE will review ADP history prior to application approval)
Has the organization/entity’s certification or licensure been suspended, revoked, or fined by ADP or other licensing entity for any reason?  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      If yes, provide details:      


	Staff/Volunteer Clearances  
Describe the organization/entity’s process for criminal background checks of potential staff/volunteers, how results are reviewed, and the criteria for prohibiting employment/volunteerism:        
 

	Client Confidentiality Training 
Describe the type and frequency of training for staff regarding confidentiality of substance abuse services and records:      



	SECTION 2: FINANCIAL MANAGEMENT/INTERNAL CONTROLS

	CARE is not a start-up program. It operates on a fee-for-service payment system which requires that programs be solvent enough to wait 30-45 days for reimbursement of services provided. In this section, include enough information for ADP to determine that the organization is sustainable, can cover operating expenses while awaiting CARE reimbursement, and has strong fiscal management and internal controls to ensure that federal dollars are spent properly on legitimate costs.

	Year Organization/Entity Established      


	Annual Operating Budget  (Estimate in thousands. An amount less than $500,000 is defined by SAMHSA as a grass-roots provider)       


	Has the organization/entity ever filed bankruptcy?
  FORMCHECKBOX 
 NO 
  FORMCHECKBOX 
 YES—if yes, provide dates and conditions under which this occurred:      


	Other Sources of Funding (other than potential CARE funds):      


	Sustainability
Based on current financial statements, provide an estimate of how long the organization/entity could maintain current operations (payroll, provide services to clients, etc.) without CARE funds      


	Billing Practices  

Describe the process the organization/entity will use to enter billings into the voucher management system (VMS) and ensure that information entered is accurate and in compliance with CARE policies/procedures:      
Describe how the organization will track CARE expenditures (i.e. general ledger or other tracking systems such as spreadsheets or copies of VMS billing screens):      
Describe the organization/entity’s procedures to protect the user ID and password and control access to the VMS:      


	Information System Requirements Providers must use IBM-compatible personal computers for data input (no Apple or MacIntosh products) and have internet access, either dial-up or DSL.  
Does the entity meet the computer workstation requirements described below?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Category
	System Requirement

	Operating System Version
	Windows XP Pro

	Computer Processor
	450 Mhz or higher

	Memory
	256 MB or higher

	Browser Version
	Internet Explorer 6.0 or higher, with current service packs 

	Virus Protection
	Required.  Virus protections must be kept current

	Monitor
	Capable screen resolution of 1024 x 768

	Printer
	Required for printing reports

	E-mail
	Internet e-mail address, required for correspondence

	Bandwidth
	Fastest network connection available/economical to you. 


	SECTION 3: PROGRAM/FACILITY APPLICATION – Submit one for each service location

	Complete a separate Program/Facility Application for each physical location where the organization will be providing direct services to CARE clients, including school sites or group homes. CARE services will not be reimbursed if they are provided at any other location.  Information from this section will be included in the provider directory so that clients can make informed provider selections.

	Name of Program/Facility:      
Address:                                                 City:                                              Zip Code:         

County:                                                   Telephone:                                   Fax:                    


	Type of Services
   FORMCHECKBOX 
 Case Management                            
   FORMCHECKBOX 
 Outpatient Treatment (for service members/vets only)           
   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                      FORMCHECKBOX 
 Recovery coaching
       If providing recovery support services only (not also treatment), include photos of the facility, as 
       described in document checklist.

	Target Population
Age/Military Status:  FORMCHECKBOX 
 Youth (ages 12-17)   FORMCHECKBOX 
 18-20 yr olds  FORMCHECKBOX 
   Service members/veterans (up to age 25)  

Culture:   FORMCHECKBOX 
 Specific culture targeted:                                   FORMCHECKBOX 
 No specific culture targeted

Gender:  FORMCHECKBOX 
 Serve females only        FORMCHECKBOX 
  Serve males only         FORMCHECKBOX 
  Serve both males and females
Describe the organization/entity’s history/experience providing services for the targeted population. Include evidence that the organization meets the eligibility criteria specified in the CARE 3 Policies and Procedures        


	Staffing

How many staff will be providing CARE services?          Average client-to-staff ratio:    :       

Estimate how many CARE clients the program can serve at any one time:      
Describe minimum staff qualifications. Must demonstrate that staff are qualified by training or education to provide services to the targeted population identified above:      

	Language Fluency (check all that apply)

 FORMCHECKBOX 
 English only                            FORMCHECKBOX 
  Spanish only                                     FORMCHECKBOX 
  Both English and Spanish

 FORMCHECKBOX 
 American Sign Language       FORMCHECKBOX 
  Other language(s) (specify):      


	Program Setting and Approach  

Which setting(s) best describes the location where services are provided? (check only one):
 FORMCHECKBOX 
 Community-based program     FORMCHECKBOX 
 School site                           FORMCHECKBOX 
 Church site                            
 FORMCHECKBOX 
 Residential Facility                   FORMCHECKBOX 
 Government office               FORMCHECKBOX 
 Medical office

Identify the program’s days and hours of operation      
Which of the following best describes the program’s approach and/or philosophy? (check only one) 

 FORMCHECKBOX 
 Faith-focused       FORMCHECKBOX 
  Social model       FORMCHECKBOX 
 Therapeutic community       FORMCHECKBOX 
 Clinical or medical model



	Participant Requirements (check all that apply)

 FORMCHECKBOX 
 Attendance at church          FORMCHECKBOX 
 Participation in religious activities            FORMCHECKBOX 
 None   

 FORMCHECKBOX 
 Family participation             FORMCHECKBOX 
 Maintaining a job or attending school      FORMCHECKBOX 
 Other (specify):     



	SECTION 4: 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 have read the CARE 3 Policies and Procedures (dated September 2010) and agree that I/my organization will comply with the requirements contained therein and summarized below as a condition of participation in the CARE 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 (training and/or education) 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 my organization is 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 dated September 2010.
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
     

	SECTION 5: DOCUMENTATION CHECKLIST

	Please use this checklist to ensure that all required documentation is included with the application: 

	Outpatient Treatment Provider

 FORMCHECKBOX 
 Copy of ADP certification (Drug Medi-Cal or AOD program standards)

 FORMCHECKBOX 
 Organizational history that provides evidence that the organization meets the eligibility  

      criteria specified in the CARE 3 Policies and Procedures.
 FORMCHECKBOX 
 Resume or curriculum vitae of program director and/or clinical supervisor

 FORMCHECKBOX 
 If a corporation, a copy of the board resolution or board minutes authorizing the
      submission of the application.
 FORMCHECKBOX 
 If applicable, a list of all staff who will provide family therapy, with name, license 

     number and type of license  


	Recovery Support Provider

 FORMCHECKBOX 
 Organizational history that provides evidence that the organization meets the eligibility 

     criteria specified in the CARE 3 Policies and Procedures
 FORMCHECKBOX 
 If a corporation, a copy of the board resolution or board minutes authorizing the
      submission of the application.

 FORMCHECKBOX 
 Photocopy of policies and procedures manual.
 FORMCHECKBOX 
 Photographs of facility, including an external view that verifies street address; and internal 

      views of all areas where services are provided.
 FORMCHECKBOX 
 Program curriculum or other service description

 FORMCHECKBOX 
 If applying for residential recovery support, copies of occupancy and zoning permits.
 FORMCHECKBOX 
 If applying to provide transportation services, completed Provider Acceptance of  

     Transportation Requirements and Conditions (available on the CARE website at 
      www.californiacares4youth.com)


	Case Management  Provider

 FORMCHECKBOX 
 Organizational history that provides evidence that the organization meets the eligibility 

     criteria specified in the CARE 3 Policies and Procedures
 FORMCHECKBOX 
 If a corporation, a copy of the board resolution or board minutes authorizing the
      submission of the application.

 FORMCHECKBOX 
 Photocopy of policies and procedures manual.
 FORMCHECKBOX 
 Completed Provider Acceptance of Transportation Requirements and Conditions  

     (available on CARE website at www.californiacares4youth.com)


	All Applicants

 FORMCHECKBOX 
 Documentation of staff qualifications, which may include resumes, curriculum vitae, copies of 

      training certificates, or other evidence of sufficient education and training as specified in the 

      CARE 3 Policies and Procedures.
 FORMCHECKBOX 
 Completed Payee Data Record (form STD 204).  A blank form is available to download from 

      the CARE website at www.californiacares4youth.com.
 FORMCHECKBOX 
  For organizations that have a contract or MOU with a government agency or school, a
      copy of the contract scope of work, MOU, or letter from authorized representative of
      the agency summarizing the scope of the service agreement.
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