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Behavioral Health Agency Resource Summary

State Fiscal Year	: 07/01/20		through 06/30/20	


Name of Agency:											

Chief Executive Officer (or equivalent):									

Corporate Compliance Officer (or equivalent):								

Clinical Director (or equivalent):									

Medical Director (or equivalent):									

Physical Address:											
			Street Address				City		State 		Zip

Mailing Address:											
			Street Address				City		State 		Zip

County:					Phone:					Fax:			

E-mail:													

Provider Type:	Private Non-Profit		Private for Profit		Public Entity

Other (Specify):									


Chief Executive Officer (or equivalent) Certification: By my signature, I certify that I have reviewed this report and attachments and to the best of my knowledge it represents an accurate report of agency services and resources. 



												
Signature of Chief Executive Officer (or equivalent)				Date 



												
Name of Chief Executive Officer (or equivalent) typed or printed



	PERSONNEL RESOURCES
(as of the date this report is submitted)
	SFY:

	1. Psychiatrists
	

	2. MD. Non-psychiatrists
	

	3. Psychologists
	

	4. Independently Licensed Clinicians
	

	5. Non-Independently Licensed Clinicians
	

	6. Registered Nurses
	

	7. Qualified Behavioral Health Providers (including Certified Peer Support Specialists, Certified Youth Support Specialists, Certified Family Support Partners)
	

	8. All other staff not included above
	

	9. Sum of Lines 1-8
	

	
	

	PROGRAM RESOURCES
(round to nearest whole number)
	

	10. Number of counties in service area
	

	11. Number of counties in services area in which agency operates a service site
	

	12. Total number of service sites operated by Agency
	

	13. Average daily clients served by Agency
	

	14. Number of School Based Behavioral Health Programs run by Agency
	

	15. Total projected daily average of clients in all school based sites combined
	

	16. Total projected number of clients served in the outpatient clinics
	

	17. Please list other mental health services provided by the Agency and provide capacity information, as appropriate (i.e. residential beds, crisis beds, inpatient beds, housing, therapeutic foster care, partial hospitalization, therapeutic communities, etc.)

	17.a.
	

	17.b.
	

	17.c.
	

	17.d.
	

	If more room is needed, please list on a separate sheet and attach to report

	
FINANCIAL RESOURCES 
(Projected Income for current fiscal year – July 1 through June 30)
	SFY:
	SFY:

	18. Total Medicaid Revenues
	
	

	19. Total Medicare Revenues
	
	

	

	
Contact Information

	20. Contact person regarding this report
	

	21. Telephone number of contact person for this report
	

	22. Email address of contact person for this report
	




PERSONNEL QUALIFICATIONS & RESOURCES

1. Attach organizational chart for agency making certification application. (Include names of staff for each position)

2. Describe the agency’s governing body, to include the make-up of the Board of Directors, and the rules and/or policies regarding oversight of the executive and administrative staff.  Include the coordinated management plan for all operations.

3. Attach policy and procedures related to Code of Ethics and Client Grievance Procedures.

4. Identify one Clinical Director for the entire agency. Include name, credentials, resume and contact information.

5. Attach licenses or certifications and resumes of all administrators, medical director and consulting psychiatrist if medical director is not a psychiatrist.

6. Attach all contracts with consulting professionals. 

7. Explain how psychological testing services are delivered. Include names, licenses and any contracts or signed agreements related to psychological services.

8. Attach all existing contracts the agency has with any other providers or agencies (including schools) to provide Outpatient Behavioral Health Services. 

9. Attach one job description for Licensed Mental Health Professionals and one for Qualified Behavioral Health Providers.

10. Attach policy for supervision of all direct care staff and the plan for staff training and supervision of those staff whose licensure or certification require professional supervision.


PHYSICAL PLANT(S)

1. Attach a list of all service delivery sites including each site’s address (street, city & county), telephone number, fax number, the name of the designated contact person for each site and that person’s email address, the geographic area served by each site and the Outpatient Behavioral Health Services available at each site. 

2. Submit website if available.

3. Attach a photograph of each service delivery site. Include outside entrance to building, staff offices and waiting area.

4. Describe any projected plan for expansion of the physical plant post Behavioral Health Agency certification.  Please include time frames for the expansions. 




SERVICE DELIVERY PLAN IN PLACE FOR EACH SITE

In a narrative report, describe the agency’s plan for the provision of services including all requested information in compliance with the current Behavioral Health Agency Certification Policy and Outpatient Behavioral Health Services Medicaid Manual.  Please utilize the following format:

I. Type of services available at each site, hours of operation and type of clients served (i.e. children, adults, Seriously Mentally Ill, Seriously Emotionally Disturbed, Juvenile Justice population, school based sites etc.) 

II. The number of clients the agency is currently serving. Include the age ranges and total numbers of children (3y/o – 12y/o), adolescents (13 y/o – 17y/o) young adults (18y/o – 21y/o) and adults (21y/o and older). Also, include the average length of treatment for clients served by the agency.

III. Identify the names and locations of schools where the agency provides services. Include the number of children/adolescents served in each school and specific services that are provided in each school (i.e. individual therapy, group therapy, day treatment case management). If the agency does not currently provide services in school, please identify any plans to do so in the future and the projected number of students anticipated to be treated.  

IV. Description of agency’s crisis services plan that is available at each site including policy and procedures for provision of crisis services 24 hours a day; 7 days a week.  

V. Describe any plans for expansion or reduction in services, as described above, for the current fiscal year.

VI. Treatment Process:  

A. Briefly describe the following:
(This item must include a description of the resources and procedures used to ensure the timely delivery of services and the policy addressing family involvement in treatment.) 
1. How a client accesses treatment/services
2. Intake/diagnostic process (Include a sample of assessment instrument(s)
3. Treatment planning and review process (Include a sample of Treatment Plan and Treatment Plan Review)

B. Briefly state how Qualified Behavioral Health Providers will be utilized in service delivery including coordination/supervision with clinical staff.

C. Briefly explain how the agency utilizes and interfaces with other community resources to provide services for the recipient.  

VII. Substance Abuse Services:  Describe in detail substance abuse services provided by the agency, including services for co-occurring disorders.

VIII. Submit plans and activities to overcome cultural and linguistic barriers to treatment.

IX. Quality Assurance & Improvement Efforts: 

A. Submit the policy and procedures for the agency’s quality assurance committee. Include committee make up, schedule for meetings and procedural activities.  

B. Describe any quality improvement efforts the agency has initiated or plans to undertake during the coming fiscal year. Describe the outcomes expected and the methods by which these outcomes will be monitored. 

This Behavioral Health Agency Service Resource Summary and Plan of Services should cover the current fiscal year.

Please send this form with your application to be certified by DHS as a Behavioral Health Agency to the following address:

Arkansas Department of Human Services
Division of Provider Services and Quality Assurance
ATTN: Licensure and Certification
P.O. Box 8059, Slot S408
Little Rock, AR  72203
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