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	Access To Recovery III
	

	Clinical Provider Enrollment
	



Clinical Provider Enrollment Application
Checklist

To participate as an Access To Recovery clinical provider, each organization must complete a provider application.  The following sections of the application must be complete Highlighted in the check boxes are critical areas of this packet. Original signatures must be submitted.
Part 1-Southcentral Foundation Vendor Profile:

All questions are answered and all parts initialed and signed on the SCF Vendor Profile Form. 


Fill out completely and U.S. Department of the Treasury Internal Revenue Service W-9 Form


Review and sign, acknowledging receipt of Southcentral Foundation Code of Conduct Manual

Part 2 -Southcentral Foundation ATR Network Clinical Provider Information Packet:  

All applicable questions are answered. If an item is not applicable, do not leave blank, please write N/A.


ATR Network Liaison information: staff person assigned to coordinate ATR services for your organization


ATR Voucher Transactions: staff person(s) – at least two (2) assigned to provide, receive and discuss voucher transactions – assigned as active users who will enter voucher transactions into the electronic voucher system


ATR Fiscal Contact information: individual authorized to provide and receive payments and fiscal reports


ATR Care Categories: check all clinical treatment and or recovery support services that your organization is qualified for and can provide to ATR customer-owners


Substance Abuse Treatment Levels of Care that your organization provides


Substance Abuse and Mental Health Licenses and Accreditation, if applicable

Part 3-Disclosure Statement


Must be completed, signed and dated by an authorized individual (i.e., executive director) on behalf of the organization.

Part 4-Support Documentation

Copy of the State license and/or business license for the organization


W-9 Request for Taxpayer Identification Number and Certification for the organization

Copy of your agency’s background check/criminal history screen policy and procedure.


Notarized attestation affirming your agency has infection control/ blood borne pathogens policy and procedures

Appendix A: Complete if you are non-accredited agency/ provider

Insurance: General Liability Insurance$1/3M;  Professional Liability Insurance $1/3M; Worker’s Compensation & Automobile Insurance; Auto Insurance if transporting customer-owners

Evidence of TB Testing for all employees who have contact with customer-owners
Once the application is complete, the application and support documents must be mailed or faxed to the Access To Recovery Program.  Please retain a copy of the completed application for your files.  Questions regarding the application or the Access To Recovery Program can be directed to Samantha Gunes at 729-4253.
Fax and mail the application to: Southcentral Foundation
Access To Recovery Program 4155 Tudor Center Drive Anchorage Suite 101, AK 99508 (907) 729-6392 (fax)
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Southcentral Foundation                        
Vendor Profile Form

Are you a Contract Vendor?  Yes   FORMCHECKBOX 
 No  FORMCHECKBOX 

   Name of SCF Contact:      
Business Name/ Taxpayer Name (Exact Legal Name):       
Parent Company (if applicable):       
Tax Identification EIN/ SSN#:      


Alaska Business License#:      
Officers:      
Principal/ Owner:      
Chief Executive/ President:          

CFO/ Controller:         

SBA Certified or Minority owned business
Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 

Native American or Alaskan Native

Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 

(if yes, please include supporting documentation)

Primary Contact Name:      


Telephone: 
       









 Email:      
Contact Name for Billing Inquiries:      

Telephone:
     







 
Email:      


Physical Business Address:      
Address:      
City:       



St:      


Zip:      
 Remittance Address:      
Address:         

City:      



St:      


Zip:      
Telephone Number:      




Fax Number:      
Company Website:               

Description of Business (or commodity code, i.e. SIC, NAICS, MCC etc.):      
US Federal Government Debarment Certification: I certify that neither my company or principals have been debarred, suspended, proposed for debarment, declared ineligible, are not in the process of being disbarred, or are voluntarily excluded from conducting business with a federal department or agency of the federal government.
 
Initial:    _______  
I hereby certify, under penalty of perjury, that to the best of my knowledge, the information presented here is true and correct.  I have read and agree to support the Code of Conduct, Mission, Vision, and Values of Southcentral Foundation. 

Respondent’s Name;           Respondent’s Signature:    __________________ 
To complete your file we require a completed W9 and in addition, at least one of the following:

-Corporate Charter


-Federal Tax Return



-City/ County Business License

-Recent Audited Annual Report
-Product Catalog


-Sale Tax Certificate

-Other:      
Part 2- General Application Information

Section A-Administration Information

1. Program Name if Different than the Agency (If more than one, please attach a copy for all)


     
2. Year Organization was Established:

     
3. Date of Incorporation with State:

     
4. Contact person regarding ATR process approval:

     
*If your agency is not nationally or state recognized please see Appendix A
Section B-Fiscal Information (If applicable)

Provide Fiscal Information for Payment of Service(s)

1.  Contact Name and Title (If different):


     
2. Mailing Address (If different [Street/P.O. Box, City, State, ZIP Code]):


     
3. Telephone Number (If Different):             


     
4. Fax Number:                   


     
5. Email (If different):


     
Section C –State License

Provide Licensing Information for your Organization

1. State Licensing Agency Name:


     
2.  State Licensing Classification


     
3. State License Number


     
4. State License Dates

     (Effective)                                                                             (Expiration)       
Section D-Program/Department Information (if applicable)

Provide Information for the Program/Department that will Provide Recovery Support Service(s) Provide attachments if more than one location
2.  Contact person 

     
3.  Physical Address (Street/P.O. Box, City, State, ZIP Code)


     
4.  Mailing Address (If different [Street/P.O. Box, City, State, ZIP Code])


     
5.  Telephone Number (If different)           6.  Fax Number                      7. Email (If different) 


     





     



     
Section E- ATR Provider Registration for VMS Account—Access Center  
· All individuals who enter information into the system are required to have their own VMS account.

· Sharing an account is not allowed.

· Additional account requests must come from the Primary Contact individual through the e-mail list.

· All new account holders must attend VMS training. 

· List three individual who should have VMS access for your business.

· Individuals on the list below will be sent information on the training course once available. 

Business Name:       
Business Name used for payment (reported on W-9):       
	First Name:                         Last Name:                            E-mail Address:       
Read Only Access:    Yes   FORMCHECKBOX 
       No
 FORMCHECKBOX 

Primary Contact for ATR*        Yes        FORMCHECKBOX 
       No
 FORMCHECKBOX 

Secondary Contact for ATR*      Yes        FORMCHECKBOX 
       No
 FORMCHECKBOX 

RSS   FORMCHECKBOX 
       Clinical   FORMCHECKBOX 
         Both   FORMCHECKBOX 
       



	First Name:                         Last Name:                            E-mail Address:       
Read Only Access:    Yes   FORMCHECKBOX 
       No
 FORMCHECKBOX 

Primary Contact for ATR*        Yes        FORMCHECKBOX 
       No
 FORMCHECKBOX 

Secondary Contact for ATR*      Yes        FORMCHECKBOX 
       No
 FORMCHECKBOX 

RSS   FORMCHECKBOX 
       Clinical   FORMCHECKBOX 
         Both   FORMCHECKBOX 
       



	First Name:                         Last Name:                            E-mail Address:       
Read Only Access:    Yes   FORMCHECKBOX 
       No
 FORMCHECKBOX 

Primary Contact for ATR*        Yes        FORMCHECKBOX 
       No
 FORMCHECKBOX 

Secondary Contact for ATR*      Yes        FORMCHECKBOX 
       No
 FORMCHECKBOX 

RSS   FORMCHECKBOX 
       Clinical   FORMCHECKBOX 
         Both   FORMCHECKBOX 
       




 Section F-Services
1. Identify the Clinical Services Your Program/Department is Authorized to Provide 
(Check all that apply)
	Aftercare 
	 FORMCHECKBOX 


	Alcohol/Drug Testing
	 FORMCHECKBOX 


	Assessment
	 FORMCHECKBOX 


	Case Management
	 FORMCHECKBOX 


	Detoxification
	 FORMCHECKBOX 


	Family/Marital Counseling
	 FORMCHECKBOX 


	Group Counseling
	 FORMCHECKBOX 


	Individual Counseling
	 FORMCHECKBOX 


	Intensive Outpatient
	 FORMCHECKBOX 


	Outpatient
	 FORMCHECKBOX 


	Pharmacological Interventions
	 FORMCHECKBOX 


	Residential Treatment
	 FORMCHECKBOX 




 FORMCHECKBOX 

Other (specify)         
2. Identify the following Recovery Support Services your Agency is Authorized to provide (Check all that apply)
	Aftercare Services 
	 FORMCHECKBOX 

	After school Program
	 FORMCHECKBOX 


	Anger Management
	 FORMCHECKBOX 

	Coaching
	 FORMCHECKBOX 


	Case Management
	 FORMCHECKBOX 

	Care Coordination
	 FORMCHECKBOX 


	Childcare 
	 FORMCHECKBOX 

	Communication Training
	 FORMCHECKBOX 


	Domestic Violence Victim Support
	 FORMCHECKBOX 

	Domestic Violence Batter Services
	 FORMCHECKBOX 


	Daily Living Skills
	 FORMCHECKBOX 

	Employment Services
	 FORMCHECKBOX 


	Emergency or Temporary Housing
	 FORMCHECKBOX 

	Education Services
	 FORMCHECKBOX 


	Family Services
	 FORMCHECKBOX 

	Food
	 FORMCHECKBOX 


	Family/Marital Counseling
	 FORMCHECKBOX 

	Goal Setting Training
	 FORMCHECKBOX 


	HIV/AIDS Education
	 FORMCHECKBOX 

	Household Management
	 FORMCHECKBOX 


	Housing Assistance/Services
	 FORMCHECKBOX 

	Job Training
	 FORMCHECKBOX 


	Life Skills
	 FORMCHECKBOX 

	Mentoring
	 FORMCHECKBOX 


	Outreach
	 FORMCHECKBOX 

	Pastoral Counseling
	 FORMCHECKBOX 


	Parenting Classes
	 FORMCHECKBOX 

	Peer to Peer Services
	 FORMCHECKBOX 


	Recovery Support Coordination
	 FORMCHECKBOX 

	Relapse Prevention Services
	 FORMCHECKBOX 


	Recovery Homes
	 FORMCHECKBOX 

	Recovery Coaching
	 FORMCHECKBOX 


	Social Skills Training
	 FORMCHECKBOX 

	Self Help & Support Groups
	 FORMCHECKBOX 


	Substance Abuse Education
	 FORMCHECKBOX 

	Sober Living Homes
	 FORMCHECKBOX 


	Spiritual Support
	 FORMCHECKBOX 

	Time Management
	 FORMCHECKBOX 


	Traditional/cultural activities
	 FORMCHECKBOX 

	Transportation
	 FORMCHECKBOX 


	Traditional and Cultural Healing Support
	 FORMCHECKBOX 

	Personal Necessities
	 FORMCHECKBOX 



3. Identify the Gender and Age of Customers that your Program/Department Serves

 FORMCHECKBOX 

Adults (Specify gender AND age range):  M  FORMCHECKBOX 
  F  FORMCHECKBOX 
         
 FORMCHECKBOX 

Youth (Specify gender AND age range):   M  FORMCHECKBOX 
  F  FORMCHECKBOX 
         
4. Hours of Operation (provide attachments if more than one program):
Monday       Tuesday          Wednesday         
Thursday          
Friday          
Saturday           
Sunday

     
     
           5.   Check if you provide services for the following:
 FORMCHECKBOX 

Men

 FORMCHECKBOX 

Women

 FORMCHECKBOX 

Pregnant Women

 FORMCHECKBOX 

Families with Children
 FORMCHECKBOX 

Veterans  
 FORMCHECKBOX 

Active Military Persons
 FORMCHECKBOX 

Persons involved in the child welfare system

 FORMCHECKBOX 

Persons involved in the criminal justice system

 FORMCHECKBOX 

Persons who are developmentally/physically disabled

 FORMCHECKBOX 

Person with co-occurring mental health and substance abuse disorders

 FORMCHECKBOX 

Methamphetamine Users

 FORMCHECKBOX 

Persons with HIV/AIDS
6.  Languages Spoken by Program Staff

 FORMCHECKBOX 

English
 FORMCHECKBOX 

Alaska Native Language ( 
 FORMCHECKBOX 

Spanish
 FORMCHECKBOX 

Other (specify)      
7. Additional Information (check if your organization)
 FORMCHECKBOX 

Offers American Sign Language interpretation

 FORMCHECKBOX 

DD/TTY (Telecommunication Device for the Deaf/TeleTYwriter)

 FORMCHECKBOX 

Is wheelchair accessible

 FORMCHECKBOX 

Has a location near public transportation

 8. Staff:
A.  How many staff will be providing recovery support services listed above?

     
B.  What is the average customer-to-staff ratio?  


     
C.  Approximately how many Access To Recovery customers can the program serve?

     
D. Describe the minimum qualifications, experience and/or training required of staff (providing attachments of job descriptions for the different job types that list the minimum qualifications will suffice):

     
E. Does your agency require employees, contractors and volunteers who have direct contact with customers or direct contact with the medical/financial records of customers to submit to a criminal history screen pursuant to any of the following laws (please check all that apply)?:

	 FORMCHECKBOX 

	The Alaska Criminal History Barrier Crimes, a/k/a “State Background Check Unit (‘BCU’)”, AS 47.05.300 et seq., 7 AAC 10

	 FORMCHECKBOX 

	The Indian Child Protection and Family Violence Prevention Act, 25 U.S.C. § 3201 et seq.

	 FORMCHECKBOX 

	The Federal Crime Control Act, 42 U.S.C. § 13041 et seq.

	 FORMCHECKBOX 

	The Social Security Act, 42 U.S.C. §1320a-7 a/k/a the “Federal Excluded Parties List”

	 FORMCHECKBOX 

	Other (please describe)




F. Please provide a copy of your agency’s background check/criminal history screen policy and procedure.


     
G. If your agency does not have a background check/criminal history screen policy and procedure, please describe your agency’s process for obtaining background checks/criminal history screens of all employees/contractors/volunteers who have direct contact with customers or direct contact with the medical/financial records of customers.  In this description, please explain how frequently the background checks/criminal history screens are performed; the method used to obtain the background checks/criminal history screens; how the background checks/criminal history screens results are reviewed and evaluated; the criteria your agency uses for prohibiting employment/contracting/volunteerism, based upon the results of the background checks/criminal history screens; and the method(s) your agency employs to ensure that is notified of any subsequent criminal legal action taken against applicable employees/contractors/volunteers, after your agency has performed a background check/criminal history screen (please provide attachments if necessary):


     
H. Please provide a notarized attestation affirming that your agency, or any individual employed, and any subcontractor providing services under Access To Recovery has infection control and blood borne pathogens policy and procedure in place and available for audit.
     
I. Please provide a list of names of employees/contractors/volunteers that will have direct contact with Access To Recovery customers or direct contact with the medical/financial records of Access To Recovery customers.
                 
J. Describe the type and frequency of training for staff regarding confidentiality of substance abuse services and records (provide attachments if needed):
     
K. Describe the type of ethics training staff and volunteers receive (provide attachments if needed including procedure if available):


     
L. Describe how you or your agency provides oversight and quality assurance over clinical care and documentation standards (provide attachments if needed): 


     
Section G-Gender Specific Services

1. Does your agency provide Gender-Specific Services?   
      Yes        FORMCHECKBOX 
       No
 FORMCHECKBOX 

If yes, please describe how you provide gender specific treatment: 

     
Section H-Trauma Service
1. Does your agency provide Trauma Services?    
      Yes        FORMCHECKBOX 
       No
 FORMCHECKBOX 

If yes, please describe how you provide Trauma Services:      
Section I-GLBT Service
1. Does your agency provide Gay/Lesbian/Bi/Trans-gendered services?   
      Yes        FORMCHECKBOX 
       No
 FORMCHECKBOX 

If yes, please describe how you provide Gay/Lesbian/Bi/Trans-gender specific treatment:      
Section J-Methamphetamine Services
1. Does your agency provide specific services for Methamphetamine recovery?    

     
Yes        FORMCHECKBOX 
       No
 FORMCHECKBOX 

If yes, please describe the type of services and what clinical model is used:      
Section K-Discharge/Transfer

1. Please include a description of your Discharge and Transfer procedure:      
Section L-Service Access


1. What is the length and time in days for new customers to be seen for designed services?      
Section M- Type of Organization
	Faith Based* 
	 FORMCHECKBOX 

	Community Based
	 FORMCHECKBOX 


	For-profit
	 FORMCHECKBOX 

	Not-for-profit
	 FORMCHECKBOX 


	Grass-roots
	 FORMCHECKBOX 

	Corporate
	 FORMCHECKBOX 


	Alaska Native or American Indian spiritual or cultural services


	 FORMCHECKBOX 



: * If Faith-based, please answer the following:
1.  What type of faith is the organization founded on?


     
2.  What is the denomination or sect of the organization?


     
3.   Check the following definition of a faith-based organization the fits your organization:

 FORMCHECKBOX 

A religious congregation (church, mosque, synagogue, or temple); or

 FORMCHECKBOX 

An organization, program, or project sponsored/hosted by a religious congregation (may be incorporated or not incorporated); or

 FORMCHECKBOX 

A non-profit organization founded by a religious congregation or religiously-motivated incorporators and board members that clearly states in its name, incorporation, or mission statement that is a religiously motivated institution; or

 FORMCHECKBOX 

A collaboration of organizations that clearly and explicitly includes organizations from the previously described categories

4.  If the organization is a religious congregation, indicate the size of the congregation:


     
5.  Describe any requirements you have for the participation in your program, such as requiring attendance at church or religious services a certain number of times each week or needing to have a full time job within 30 days of admission, etc.  This information will be included in the provider directory so that customers will be able to have the information when making their provider selections.


     
Section N-Certification
1. I understand that I/we have a right to appeal any decision regarding the disposition of this application.
2. I declare under the penalty of perjury that the statements on this application are correct to the best of my knowledge.
3. I am authorized to sign this application on behalf of the named applicant.


Print, Organization Name (corporation, partnership, or sole-proprietor name)

     




     
Print, Authorized Signer’s Name                         Print, Authorized Signer’s Title

Signature, Authorized Signer’s Name                         Date

(Stamped signature is not acceptable)

Part 3-Disclosure Statements
1. Have you or your organization ever lost a professional certification or licensure for failure to maintain required standards, misconduct, or any other reason?

 FORMCHECKBOX 

No

 FORMCHECKBOX 

Yes (please explain)      
2. Do you or your organization have any pending or threatened litigation against it?

 FORMCHECKBOX 

No

 FORMCHECKBOX 

Yes (please explain)      
3. Do you or your organization owe any debt to the IRS?

 FORMCHECKBOX 

No

 FORMCHECKBOX 

Yes (please explain)      
4. Do you or your organization endorse a political party or have a political affiliation?

 FORMCHECKBOX 

No

 FORMCHECKBOX 

Yes (please explain)      
5. Have you or anyone in your organization ever been convicted of a felony?

 FORMCHECKBOX 

No

 FORMCHECKBOX 

Yes (please explain)      
By signing below, I certify that the information provided above, is correct and true to my knowledge.

     
Print, Organization Name (corporation, partnership, or sole-proprietor name)

     





Print, Executive Director/ CEO Name               
_______________________________________________________

Signature, Executive Director /CEO                          Date

(Stamped signature is not acceptable)

Appendix A Checklist

For non-accredited recovery support programs, please indicate in the box if the agency and/or provider meets the following eligibilities. 

	Do the agency and/or provider have the fiscal infrastructure to accept, apply, and account for Access To Recovery funds and follows good business practices. If so, please attach a copy of a financial summary.
	

	Do the agency and/or provider meets all required federal, state and/or local zoning, codes, and other regulations?
	

	Do the agency and/or provider have the ethical framework for guiding employees, volunteers, and consumer interactions that address roles, boundaries, supervision, training, consumer rights, that services offered are safe, and a plan is in place to protect participants from harm (organizational code of ethics)?
	

	Do the agency and/or provider have a risk management strategy including adequate insurance to cover risks?
	

	Do the agency and/or provider have the following: an organizational overview, organizational chart, mission statement or articles of faith, and organizational policies and procedures related to the delivery of recovery support services? Please attach a copy of any of the above mentioned documents.
	


By signing below, I certify that the information provided in Appendix A, is correct and true to my knowledge.

     
Print, Organization Name (corporation, partnership, or sole-proprietor name)

     




     
Print, Authorized Signer’s Name                         Print, Authorized Signer’s Title

_______________________________________________________

Signature, Authorized Signer’s Name                         Date

(Stamped signature is not acceptable)

(Office Use Only)


Vendor #:_________


TIN Match Complete:__________


EPLS:_____________


Date: ___________Initial:__________
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