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CALIFORNIA ACCESS TO RECOVERY EFFORT (CARE)

ADDENDUM TO PROVIDER ENROLLMENT APPLICATION
FOR ADDITIONAL SERVICE LOCATION
Instructions:  Print as many copies of this document as needed to submit one addendum for each additional program site (other than the program location #1 listed on the main application).  Attach this document(s) to the main application.
	Program Name

     
	Address (street, city, zip code)

     

	Telephone

     
	Fax Number

     
	County

     
	CARE Provider Number (if applicable):      


	TYPE OF APPLICATION AND VERIFICATION OF ELIGIBILITY CRITERIA: Check all that apply to the location shown above

	 FORMCHECKBOX 
 Independent Assessment Provider (Licensed Clinician)
        FORMCHECKBOX 
 Individual is licensed as a psychologist, marriage and family therapist, or clinical social worker; 
        FORMCHECKBOX 
 Individual has at least two years experience conducting clinical assessments for youth and their families;
        FORMCHECKBOX 
 Individual has at least one year experience working with clients with AOD problems
        FORMCHECKBOX 
 Individual has no personal conflict of interest that would create a bias towards or against any particular 

            provider(s)


	 FORMCHECKBOX 
 Assessment Provider (Organization)
       FORMCHECKBOX 
  Organization is certified by ADP (AOD program standards and/or Drug Medi-Cal);
       FORMCHECKBOX 
  All staff who will conduct assessments are either licensed professionals (physician; psychologist;

           marriage and family therapist; clinical social worker; registered MFT intern or associate clinical social 
           worker under the supervision of a licensed therapist) with AOD-specific training and experience; or are
           certified AOD counselors, certified by one of the certification organizations listed in the Counselor 
           Certification Regulations (California Code of Regulations, Title 9, Section 13035(a)).

       FORMCHECKBOX 
 If also applying to provide treatment and/or recovery support services, the organization has a separate 

           assessment unit and multi-level, multi-disciplinary review of placement and referral decisions.


	 FORMCHECKBOX 
 Outpatient Treatment Provider
       FORMCHECKBOX 
  Organization is certified by ADP (AOD program standards and/or Drug Medi-Cal);
       FORMCHECKBOX 
  Organization has been providing AOD treatment services to youth between the ages of 12-20 for at least

            three (3) years; OR

       FORMCHECKBOX 
  Organization has been providing AOD treatment/recovery services, mental health counseling, or other  

            behavioral health services for at least one year and employs a program director or clinical supervisor who
            is an AOD counselor certified by one of the certification organizations listed in the Counselor 
           Certification Regulations (California Code of Regulations, Title 9, Section 13035(a)) with at least three (3)
           years of experience in providing AOD treatment services to youth between the ages of 12 and 20.




	TYPE OF APPLICATION AND VERIFICATION OF ELIGIBILITY CRITERIA (continued)

	 FORMCHECKBOX 
 Residential Treatment Provider (adolescent only)
        FORMCHECKBOX 
  Organization is certified by ADP (AOD program standards); 

        FORMCHECKBOX 
  Organization is licensed by ADP as an adult alcohol and drug treatment program OR is licensed by the 

             Department of Social Services as an adolescent group home; 

        FORMCHECKBOX 
  Organization has been providing AOD treatment services to youth between the ages of 12-20 for at least

             three (3) years; OR

        FORMCHECKBOX 
  Organization has been providing AOD treatment/recovery services, mental health counseling, or other

             behavioral health services for at least one year and employs a program director or clinical supervisor 
             who is an AOD counselor certified by one of the certification organizations listed in the Counselor 
             Certification Regulations (California Code of Regulations, Title 9, Section 13035(a)) with at least 3 years
             of experience in providing AOD treatment services to youth between the ages of 12 and 20.



	 FORMCHECKBOX 
 Recovery Support Provider (Accredited)
       FORMCHECKBOX 
  Organization is accredited, certified, or approved by a nationally recognized accrediting organization or 
            State-approval agency for the specific recovery support service(s) checked in the next section.  


	 FORMCHECKBOX 
 Recovery Support Provider (Non-Accredited)
        FORMCHECKBOX 
  Organization is registered with the California Secretary of State’s Office;
        FORMCHECKBOX 
  Organization maintains all required occupancy and zoning permits;
        FORMCHECKBOX 
 Organization has a documented policy and procedure manual that addresses at least: 

· organization’s purpose and philosophy; 
· standards of conduct for all staff and volunteers, including roles, boundaries, supervision, conflict of interest, and training; and
· client rights and grievance procedures.
        FORMCHECKBOX 
  Organization has a governing body (e.g., a board of directors) that meets according to their bylaws to
             provide fiscal planning and oversight, ensure quality improvement in service delivery, establish policies
             to guide operations, ensure responsiveness to the community and individuals being served, and
             delegate operational management to a program manager in order to effectively operate its services. 

        FORMCHECKBOX 
  Organization has a risk management strategy that includes adequate insurance to cover risks;
        FORMCHECKBOX 
  Organization has at least one year of experience providing the same type of recovery support services 
             to youth in the local community.


	 FORMCHECKBOX 
 Recovery Support-Only Assessment Provider (Organization)
        FORMCHECKBOX 
 Organization meets the requirements for a Recovery Support Provider (either accredited or non-
             accredited);

        FORMCHECKBOX 
 All staff who will conduct assessments are either licensed professionals (physician, psychologist,

             marriage and family therapist, clinical social worker or a registered MFT intern or associate clinical social 
             worker under the supervision of a licensed therapist) with AOD-specific training and experience; or are
             certified AOD counselors, certified by one of the certification organizations listed in the Counselor 
             Certification Regulations (California Code of Regulations, Title 9, Section 13035(a)).




	SERVICES OFFERED: Check all services that the organization/entity is licensed, certified, or otherwise qualified to provide at this location. 

	Clinical Treatment Services 

 FORMCHECKBOX 
 Screening/assessment

 FORMCHECKBOX 
 Care coordination 
 FORMCHECKBOX 
 Treatment planning

 FORMCHECKBOX 
 Individual counseling

 FORMCHECKBOX 
 Group counseling

 FORMCHECKBOX 
 Individual family therapy

 FORMCHECKBOX 
 Multiple family group therapy

 FORMCHECKBOX 
 Education group

 FORMCHECKBOX 
 Drug testing

 FORMCHECKBOX 
 Adolescent (12-17) residential treatment bed day


	Recovery Support Services 
 FORMCHECKBOX 
 Educational Services – individual

 FORMCHECKBOX 
 Educational Services – group

 FORMCHECKBOX 
 Employment Services – individual

 FORMCHECKBOX 
 Employment Services – group

 FORMCHECKBOX 
 Mentoring

 FORMCHECKBOX 
 Spiritual coaching – individual 

 FORMCHECKBOX 
 Spiritual coaching – group

 FORMCHECKBOX 
 Transportation – mileage

 FORMCHECKBOX 
 Childcare

 FORMCHECKBOX 
 Residential recovery support



	Treatment Intensity: If you provide outpatient treatment services, do you offer intensive services (which means that for each client, you provide therapeutic services at least 3 hours per day, 3 days a week)?   FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes



	Service Schedule: Enter below, or attach as a separate document, a program schedule (including hours of operation) for the services checked above:         
 


	STAFFING

	Staffing Capacity:  
How many staff will be providing CARE services checked above?             
Average client-to-staff ratio:      :            Estimate how many CARE clients the program can serve:        



	Minimum Qualifications: Describe the minimum qualifications, experience, and/or training required of program staff:      


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



	ASSESSMENT PROVIDER APPLICANTS ONLY: Which of the following assessment tools will you utilize at this location: (select no more than two—one for adolescents and one for adults)

	√
	Assessment Instrument
	Target Population

	 FORMCHECKBOX 

	Addiction Severity Index (ASI)
	Adult

	 FORMCHECKBOX 

	Adolescent Diagnostic Interview (ADI)
	Adolescent

	 FORMCHECKBOX 

	Global Appraisal of Individual Needs (GAIN) – Initial, core only
	Adolescent and Adult

	 FORMCHECKBOX 

	Personal Experience Inventory (PEI)
	12-18 years of age

	 FORMCHECKBOX 

	Personal Experience Inventory  (PEI) – Adult
	19 years of age and older

	 FORMCHECKBOX 

	Teen Addiction Severity Index (T-ASI)
	Adolescent

	ASSESSMENT PROVIDER APPLICANTS ONLY

	What Service Planning Areas (SPAs) will the organization/entity serve? (check all that apply):

 FORMCHECKBOX 
SPA 1      FORMCHECKBOX 
 SPA 2     FORMCHECKBOX 
 SPA 3     FORMCHECKBOX 
 SPA 4     FORMCHECKBOX 
 SPA 5     FORMCHECKBOX 
 SPA 6     FORMCHECKBOX 
 SPA 7     FORMCHECKBOX 
 SPA 8

	Where Will Assessments Be Conducted (check only one):

Will you/your assessment staff travel to other locations to assess clients?   FORMCHECKBOX 
 Yes: Specify:       

Will you/your assessment staff conduct client assessments only at the organization’s location?   FORMCHECKBOX 
 Yes


	PROGRAM PROFILE

	Which setting 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



	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 
 Medical model



	Participant Requirements (check all that apply)

 FORMCHECKBOX 
 Attendance at church                                      FORMCHECKBOX 
 Participation in religious activities     FORMCHECKBOX 
  Family participation
 FORMCHECKBOX 
 Maintaining a job or attending school             FORMCHECKBOX 
 Other (specify):      


	Age Groups Served (check only one)

 FORMCHECKBOX 
 12 -17 year olds only                     FORMCHECKBOX 
  18-20 year olds only              FORMCHECKBOX 
   All ages (12-20)


	Gender-Specific Services (check only one)

 FORMCHECKBOX 
 Serve females only                        FORMCHECKBOX 
  Serve males only                   FORMCHECKBOX 
  Serve both males and females



	Specific Culture Targeted:  FORMCHECKBOX 
 No                          FORMCHECKBOX 
 Yes (specify):                                               
 

	Staff Language Fluency (check all that apply)

 FORMCHECKBOX 
 English only                           FORMCHECKBOX 
  Spanish only                         FORMCHECKBOX 
  Both English and Spanish

 FORMCHECKBOX 
 American Sign Language      FORMCHECKBOX 
  Other languages (specify):      
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