
[image: image1.jpg]



	Prospective Provider Proposal

	Provider Name / Title:


	Program Name:   

	Provider Address and phone number: 


	Contact Person Name / Title:



	Hours of Operation: (include staff schedule)

	Staff to Child ratio:  

	Target Population (gender, age and special needs)


	Bed Capacity


	Describe the unmet need in the community


	Overall Program Description (include expected outcome)



	List and describe each service provided: Including how often services are provided, by what level of staff and length of time per child. Explain how services provided is included in the bed rate or if they are funded through another revenue source, i.e. Medicaid.  

If services will be billed through Medicaid then specify which services.


	Rates: (specify each rate per service and total bed rate) 



	Admission criteria: (including age, gender, admission disqualifier, be specific as a need analysis will be completed)

*submit copy of admission packet as attachment 

	Describe your Discipline Policy: (attached policy)

	Describe your Normalcy Plan/ Independent Living services:



	Describe the program specific plans for the following: Treatment, Education and Recreation (attach forms)


	List staff positions: (including staff qualification requirements for each position) 



	Job descriptions for each position (as attachments) 


This form and all attachments can be mailed to: 
Big Bend Community Based Care

Attn: Shannon Piotrowski, Contract Administrator

525 N. Martin Luther King Blvd,.

Tallahassee, FL  32301

Or faxed to:

Attn: Shannon Piotrowski

850-410-1076

Or emailed to:

spiotrowski@bigbendcbc.org
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