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MENTAL HEALTH MENTAL RETARDATION of TARRANT COUNTY
OPEN ENROLLMENT APPLICATION

Adult Residential Care Homes

A.R.C.H.

Adult Residential Care Homes provide a 24-hour supervised living arrangement in a home setting for persons who are unable to continue independent functioning in the community because of physical, mental, or emotional limitations. ARCH provides a safe, supportive, semi-independent living environment for persons needing assistance with activities of daily living, personal care, medication monitoring, and transportation. The consumer or family pays the provider for monthly room and board.

The Texas Legislature, pursuant to HB 2292 and with the approval of the Texas Department of State Health Services (DHSH), has authorized Mental Health Mental Retardation of Tarrant County (MHMRTC), as the Local Authority, to assemble a network of service providers to provide community services to the Priority Population of persons with mental illness and mental retardation in Tarrant County. 

The goals of this network are:

1. To provide a comprehensive community treatment system.

2. To identify, implement and evaluate successful programs so that these efforts can be replicated.

3. To create meaningful cooperative relationships between Local Authority and the private health care and service providers in the local community.

4. To increase client access and allow client choice in the selection of qualified providers.

This document requests participation from applicants for the purpose of implementing community programs to provide the following services to persons with mental illness:

Resident Care and Services: 

1. Provides services according to the individual’s treatment plan including but not limited to assistance with:

a. Meals

b. Personal hygiene and grooming.

c. Medication reminders / monitoring.

d. Transportation assistance.

e. Seeking medical care.

f. Daily living tasks (laundry, housekeeping, appointments, etc.)

g. Social interactions

2. Has clearly defined house rules.

3. Obtains medical attention for resident when indicated.

4. Ensures service delivery sites are safe and free from hazards.

Target Population

Adults who are identified as members of the DSHS Mental Health Target Population in accordance with the definitions established by DSHS (See Attachment 1 -- DSHS Mental Health Target Population). Referred individuals must be 18 years of age and have been assessed to have a need for residential supports and services due to impairments interfering with the individual’s ability to obtain and maintain independent housing in the community.
Eligible Applicants

Applicant must meet Local Authority requirements including but not limited to:

· Initial and quarterly Site Assessment Surveys

· Infection Control, Fire Drill and Environmental Reviews
· Verification of required training

· Special reviews based on complaints or other client related incidents

· Contract compliance reviews

· Applicant’s facility may provide personal care services only to persons whose services are funded by MHMRTC and the provision of such services are monitored by MHMRTC.
· Applicants serving nine or more residents must be licensed by the State of Texas licensing authority as a Type A-Class I assisted living facility.

Applicant must be the owner or lessee of the facility used for the Adult Residential Care Homes.

Applicant and staff must be 18 years of age or older, have a high school diploma or GED, pass a criminal conviction check, and meet minimum training requirements. (See Attachment 2 – Training).
Applicants may not subcontract responsibilities for this service.

Local Authority Responsibilities

The Local Authority will be responsible for making referrals, authorizing services, reviewing claims and paying for appropriate, authorized services rendered by the Applicant.  The Local Authority is responsible for utilization management and quality assurance.  All services contracted by Local Authority are reviewed for effectiveness and continued value to the individual (and when appropriate, the family) every ninety (90) days.  Reauthorization of any service is based on that review.  The Local Authority is responsible for ensuring that contracted services address the needs of the Priority Population, are provided as required by the Texas Department of State Health Services and comply with the rules and standards adopted under Section 534.052 of the Texas Health and Safety Code.  The Local Authority does not guarantee any referral volume to any Network Provider.

Provider Responsibilities 

The Provider will be responsible for maintaining all records regarding treatment and/or services rendered to the Local Authority’s consumers as directed by the Local Authority.  The Provider is required to comply with all state and federal laws regarding the confidentiality of consumers’ records and nondiscrimination.  The Provider will obtain prior authorization; maintain acceptable levels of liability insurance in the minimum amount of $100,000 or more on property and vehicles, and appropriate licenses. Provider will negotiate and collect rents for room and board directly from the consumer or consumer’s family, in an amount not to exceed $475.00 per month.  Provider is responsible for ensuring the consumer(s) have immediate availability to night shift staff and that the service location meets all required safety and sanitation requirements. The Provider also agrees that its name may be used, along with a description of its locations, care, and services in any information distributed by the Local Authority listing its providers.  The Provider must comply with the rules and standards adopted under Section 534.052 of the Texas Health and Safety Code, and applicable local, state, and federal laws, rules and regulations.


Application Instructions
Applicants must follow the outline for submissions (see below) to facilitate objective review.  Submissions should be limited to ten (10) pages plus attachments and forms.  Applications must be sent to:

Kevin McClean, Director of Contracts Management/Provider Relations
MHMR of Tarrant County

P.O. Box 2603
Fort Worth, Texas 76113
Applications may be sent by regular mail or special carrier.  Applications may not be faxed.  Send two (2) copies of the application and with all assurances pages signed with original signatures.

False statements by prospective providers may disqualify enrollment. The Local Authority reserves the right to reject any and all applications, to waive technicalities, and to accept any advantages deemed beneficial to the Local Authority and its clients.

Forms A, B, C, Attestation and Assurances Statements must be completed and returned for each applicant or person, including volunteers, who will be providing services under the proposed arrangement.

Following contract award, the contents of all applications may be made available upon written request.  Therefore, any information contained in the application that is deemed to be proprietary or confidential in nature must clearly be so designated in the application.  Such information may still be subject to disclosure under the Public Information Act depending on opinions from the Attorney General’s office.

Please be sure to answer every question. Incomplete forms will result in delays in completing the verification of information.  All requested documents must be included. Application process will be terminated if the Application and required documentation are not completed by Applicant  within 90 days of initial submission date.

 If the question does not apply, simply and clearly write “N/A”.  Interviews or site visits will be conducted to further evaluate applications and credential applicant.

ATTACHMENT 1
Adult Mental Health Target Population

Definition:

The Target Population for mental health services consists of:

Adults who have severe and persistent mental illnesses such as schizophrenia, major depression, bipolar disorder, or other severely disabling mental disorders which require crisis resolution or ongoing and long-term support and treatment.

Service Determination:

In providing services to the target population, the choice of and admission to services is determined jointly by the individual seeking service and the Local Authority.  Criteria used to make these determinations are the level of functioning of the individual, the need of the individual, and the availability of resources.

Persons who are members of the Target Population are eligible to receive services from the DSHS system.  Since resources are insufficient to meet all the service needs of all the members of the Target Population, services are provided to meet the most intense needs first.

ATTACHMENT 2

Training

The Provider is required to complete training as listed below, and ensure that any persons working with Local Authority Covered Individuals also complete the training prior to delivering services.  

Local Authority will not charge for initial and annual training provided to Provider.  However, if Provider does not attend a scheduled training and does not give prior notice of canceling, Provider will be charged for the missed training.  Providers are responsible for scheduling and successfully completing all required classroom training and annual refresher reading packets.  Failure to complete required training will be grounds for termination of this Agreement.

Scheduling Training with MHMR of Tarrant County

Local Authority will provide a calendar of monthly training opportunities for the following month to the Provider.  Provider may register staff for classes after contract is signed.  Additional scheduling information is included in the contract.

Training Costs

Provider is required to use Local Authority’s Training Center to meet the required classroom training.  Providers will be charged the following rates per person per class for missed classes as follows:

AIDS/HIV Disease/Infection Control


$40.00


4 hours

Client Rights





$35.00


2.5 hours

Privacy/HIPAA





$20.00


1 hour

Pharmacology/Self Administration of Medications
$40.00


4.5 hours

CPR/First Aid





$50.00


8.0 hours
            Provider will be sent an invoice monthly for any missed training.

FORM  A

I.  BUSINESS DEMOGRAPHICS

Name: ______________________________ 
Name of Business: _________________________________

SS#:_______________________________ and/or Tax ID ________________________________________

Address: __________________________________ City ____________________ County ______________

Zip Code _____________  Business Phone _____________________ FAX # ________________________

Payment Address (if different from above): ____________________________________________________

City:__________________________________ State:_______ Zip:_________Phone: __________________

Locations Where Clients Will Live:

Street
City
County
Zip Code

1)_______________________________   ________________________     _________________  _______

2)_______________________________   ________________________     _________________  _______

Certification Number if a Historically Underutilized Business: ____________ Years in operation:________

II. 
Organizational Structure

A.  Attach a copy of the organizational chart, including names, titles and vacant positions, if applicable -- Label as Exhibit II.A.

B.  List the names and business affiliations of board members or other governing body, if applicable:

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
C.  List names of all employees and volunteers (each person must also complete Form B)________________

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

III.
Quality Management/Utilization Management

List all licenses, credentials, certifications, and/or accreditations you or your organization currently holds:

______________________________________________________________________________________________________________________________________________________________________________
IV.
Services

A. Identify what services you will provide:____________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

B.  What times of day and days of the week are services available?

Monday
Tuesday
Wednesday
Thursday
Friday
Saturday
Sunday

_______________________________________________________________________________________

What is your capacity to provide this service? __________________________________________________

How long do people currently wait to get into your services? ______________________________________

_______________________________________________________________________________________

Detail the specific population you would serve under this proposal.  Include ages and level of severity and concurrent diagnoses: _____________________________________________________________________

_______________________________________________________________________________________

C. Describe your experience in working with persons with severe and persistent mental illness over the last five (5) years:  ___________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

D. Describe your ability to work with persons who are hearing impaired, persons who have limited language skills and persons who speak a language other than English: _______________________________

_______________________________________________________________________________________

E. Describe your experience in working with persons with physical impairments and adaptive equipment:

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

V.
Financial

Is the organization/provider incorporated? ____________  If yes, as “For Profit”,  “Not-for-profit”, or “Other?” ____________________ If “other”, please explain:_____________________________________

_______________________________________________________________________________________

Do you own or lease your home?_________ How long have you lived there? _________________________

If clients will live in a separate location, do you own or lease that property? __________________________

If lease, who is the leaseholder?______________________________________________________________

VI. 
Risk Assessment

A.  Has the organization/provider had any validated client abuse, client neglect, or rights violations claims in the last three (3) years? ________ If so, explain in detail:_________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

Describe or attach any policies and procedures regarding client abuse, client neglect, or rights violations and the training of staff on these issues: ___________________________________________________________

_______________________________________________________________________________________

B.  Are you delinquent in State Franchise Tax? ____________________  Organizations must have a Letter of Good Standing that verifies that it is not delinquent in State Franchise Tax.  Corporations that are non-profit or exempt from Franchise Tax are not required to have this letter, but will have a 501C IRS Exemption form from the Comptroller’s Office.  Attach and label as Exhibit VI.B.  

C. Is the Provider delinquent in the payment of any court ordered Child Support Payments? ____________

If so, explain: ____________________________________________________________________________

_______________________________________________________________________________________

D.  Provide a Certificate of Insurance showing liability insurance coverage (property and vehicles, including riders) and including professional liability, general liability, and medical malpractice insurance -- Label as Exhibit VI.D.

E.  Does the organization carry Worker’s Compensation coverage for employees? _____________________ Provide the name of Workers’ Compensation carrier if the organization/provider has Workers’ Compensation coverage, or self funding documents if self funded -- Label as Exhibit VI.E.

F. Has the organization/provider been cited by any licensing, accrediting or certifying body in the last five (5) years? ___________  If yes, explain: ______________________________________________________

_______________________________________________________________________________________

VII.  Rate Schedule

Applicant agrees to accept the fees listed below as payment in full for approved Covered Services.  The Applicant will not submit a claim or bill or collect compensation from Local Authority for any non-covered service.  Applicant agrees that compensation for providing non-covered services will be solely between the client and the Applicant.  The Covered Individual must be informed in writing, before any non-covered services are provided, that Local Authority is not responsible for payment for such services.  Consumers are responsible for payment for non-covered services only if the Covered Individual consents in writing to the provision of such non-covered services.  If the services authorized for a Covered Individual are currently paid for by a third party payor, Applicant may not bill both entities for the same service.  

· Residential Care and Assistance……….. $22.00 per day per authorized individual (capped at $8,030 / yr per individual) 

Room and Board Charges:

Room and Board charges are negotiated separately between the Provider and the consumer or consumer’s family.  Provider may collect up to $475 per month from each consumer (or consumer’s family) for room (rent) and board (3 nutritious meals per day).  In some instances, the room and board charges may be paid by another agency.  In such cases, the Provider must discuss payment arrangements with Local Authority to be sure that payments for residential services comes from only one agency.

FORM B

Credentialing and Attestation for Non-Licensed Providers

(Must be completed by each provider of services, including volunteers)

Provider Name ____________________________________________________________________________


Last 
First
MI

Date of Birth: _____________________________ Social Security Number: __________________________

Driver’s license # __________________________  Attach a copy of your driver’s license.

Have you ever been found to be the perpetrator of a confirmed case of client abuse? _____ Yes    ______ No

If yes, please explain. _____________________________________________________________________

Have you ever been convicted of a felony? _____ Yes    ______ No  If yes, please explain. ______________

_______________________________________________________________________________________

Do you speak a language other than English? _____Yes    ______ No If yes, please list:_________________

Do you know sign language? _____ Yes    ______ No

Education History - High School, undergraduate, graduate and postgraduate education. Attach a copy of diploma or GED

	School Name
	
	Degree
	
	Year Received
	

	City/State/Country
	
	Major
	

	School Name
	
	Degree
	
	Year Received
	

	City/State/Country
	
	Major
	

	School Name
	
	Degree
	
	Year Received
	

	City/State/Country
	
	Major
	


Continuing Education - Please list the continuing education programs relevant to the services you intend to provide that you have attended in the past two years.  You may attach a current resume or other documentation of training.

	Date(s)
	Subject
	# CE Hours

	From:
	To:
	
	

	From:
	To:
	
	

	From:
	To:
	
	

	From:
	To:
	
	

	From:
	To:
	
	

	From:
	To:
	
	


WORK HISTORY - For the past ten (10) years or since completion of highest degree.   Attach a separate sheet if additional space is needed.  You may submit a current resume or vita to meet this requirement.

1._____________________________________________________________________________________

      Employer name                           
Address

City, State, Zip



_______________________________________________________________________________________


Position title/description


From
To

2.______________________________________________________________________________________

      Employer name                           
Address

City, State, Zip



_______________________________________________________________________________________


Position title/description


From
To

3.______________________________________________________________________________________

      Employer name                           
Address

City, State, Zip


_______________________________________________________________________________________


Position title/description


From
To

4.______________________________________________________________________________________

      Employer name                           
Address

City, State, Zip



_______________________________________________________________________________________


Position title/description


From
To

5.______________________________________________________________________________________

      Employer name                           
Address

City, State, Zip



_______________________________________________________________________________________


Position title/description


From
To

ATTESTATION

Are there any reasons you would be unable to perform the essential functions required with or without accommodation?

(  Yes                 (  No                 If yes, please explain fully on a separate sheet.
I hereby attest to the following:

· I do not currently use any illegal drug.

· I have reported accurately and completely any reason(s) for any inability to perform the essential functions required with, or without, accommodation.

· I have reported accurately any history of felony convictions or client abuse and neglect.

· I have reported accurately my chronological work history.  

· I consent to the inspection of records and documents pertinent to this application, including the release by any person to MHMR of Tarrant County of all information that may reasonably be relevant to an evaluation and verification of this application or evaluation of competence, including, but not limited to, consultation with any other professionals or institutions with which I have been or am currently associated.

· The information submitted in and with this application is complete and correct to the best of my knowledge.
_________________________________________________________________________________________

Print applicant’s name
Applicant’s signature

Date

Please return completed form to:
              Quality Management



              MHMR of Tarrant County



              P.O. Box 2603

              Fort Worth,  TX  76113

FORM  C

MENTAL HEALTH MENTAL RETARDATION OF TARRANT COUNTY

  Required Information for Criminal Conviction Checks.  Provider agrees to provide conviction data on Provider or any of Provider’s officers, employees, or agents whose duties place them in direct contact with clients in accordance with Vernon’s Texas Codes Annotated, Health and Safety Code, §533.007, as amended; Chapter 250, the Texas Government Code §411.115; and Chapter 414, Subchapter K of Title 25 of the Texas Administrative Code.  Results must be reported to the Local Authority’s Credentialing Department on all existing staff and new staff, and must be updated annually for all employees.  Should any employee have been convicted, received a probated sentence, or for whom there exists an arrest warrant or wanted persons notice relevant to his employment, Provider will immediately remove the employee from any direct contact with clients.  If Provider, its officers, employees or agents have a conviction as described in this section of this Agreement, then this Agreement may be terminated without prior notice.  For the purposes of this Agreement, convictions of criminal offenses which constitute an absolute bar to employment are (1) criminal homicide, (2) kidnapping and unlawful restraint, (3) indecency with a child, (4) sexual assault, (5) aggravated assault, (6) injury to a child, elderly individual, or disabled individual, (7) abandoning or endangering a child, (8) aiding suicide, (9) agreement to abduct from custody, (10) sale or purchase of a child, (11)arson, (12) robbery, (13) aggravated robbery, (14) a conviction under the laws of another state, federal law, or the Uniform Code of Military Justice for an offense containing elements that are substantially similar to the elements of an offense listed under paragraphs (1)-(13) of this subsection; and (15) a conviction which occurred within the previous five years for: (A) assault that is punishable as a Class A misdemeanor or as a felony; (B) burglary; (C) theft that is punishable as a felony; (D) misapplication of fiduciary property or property of a financial institution that is punishable as a Class A misdemeanor or felony; or (E) securing execution of a document by deception that is punishable as a Class A misdemeanor or a felony.

	To facilitate the criminal background check we require:
PLEASE PRINT CLEARLY

	NAME (Last, First, Middle)
	SOCIAL SECURITY NUMBER
	DRIVERS LICENSE NUMBER 
 STATE ISSUED FROM

	 
	 
	 

	Date of Birth
	Sex
	Race

	
	
	

	Mental Health Mental Retardation of Tarrant County can assume no liability nor responsibility should the results of this background check divulge the applicant as ineligible for consideration as a provider of services to this Professional Services Agreement.

With the below signature, I give Mental Health Mental Retardation of Tarrant County my permission to run the above described background check, as well as declare my full understanding that the above test will be performed by MHMRTC and on an annual basis thereafter.

	Applicant Signature
	Date
	 

	
	 
	 

	Witness Signature
	Date
	 

	 
	 
	 


Assurances Statement

Applicant assures the following:

1. That all addenda and attachments to the Application as distributed by the Local Mental Health and Mental Retardation Authority have been received. 

2. No attempt will be made by the Applicant to induce any person or firm to submit or not to submit an application, unless so described in the application document.

3. The Applicant does not discriminate in its services or employment practices on the basis or race, color, religion, sex, national origin, ethnicity, disability, veteran status, sexual orientation, or age.

4. That no employee of the Local Authority or DSHS, and no member of the Local Authority’s Board of Trustees will directly or indirectly receive any pecuniary interest from an award of the proposed contract.  If the applicant is unable to make the affirmation, then the applicant must disclose any knowledge of such interests.

5. Applicant accepts the terms, conditions, criteria, and requirements set forth in the Application.

6. Applicant accepts the Local Mental Heath Mental Retardation Authority’s right to cancel the Application at any time prior to contract award.

7. Applicant accepts the Local Mental Health Mental Retardation Authority’s right to alter the timetables for procurement as set forth in the Application.

8. The application submitted by the Applicant has been arrived at independently without consultation, communication, or agreement for the purpose of restricting competition.

9. Unless otherwise required by law, the information in the application submitted by the Applicant has not been knowingly disclosed by the Applicant to any other Applicant prior to the notice of intent to award.

10. No claim will be made for payment to cover costs incurred in the preparation of the submission of the application or any other associated costs.

11. Local Authority has the right to complete background checks and verify information. 

12. The individual signing this document and the contract is authorized to legally bind the Applicant.

13. The address submitted by the Applicant to be used for all notices sent by the Local Authority is current and correct.

____________________________________
_______________________________
________

Signature Authority for the Applicant

Title of the Organization/Provider

Date
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1

