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AGENCY FOR PERSONS WITH DISABILITIES 

PROVIDER SUPPLEMENT TO HCBS WAIVER APPLICATION


	GEOGRAPHIC LIMITATION
	CASELOAD LIMITATION

	Unless you indicate limits of geographic areas of interest below, your services will be available statewide.

Areas of interest:  _______________


	· I am enrolling to serve ______(#) of individuals.  Please do not place my name on a list for additional individuals.




SERVICES

1. Check all services for which the applicant is requesting certification.

 FORMCHECKBOX 
  Adult Day Training

 FORMCHECKBOX 
 Adult Dental

 FORMCHECKBOX 
 Behavior Analysis

 FORMCHECKBOX 
 Behavior Assistant

 FORMCHECKBOX 
 Companion

 FORMCHECKBOX 
 Consumable Medical Supplies

 FORMCHECKBOX 
 Dietician

 FORMCHECKBOX 
 Durable Medical Equipment

 FORMCHECKBOX 
 Environmental Accessibility Adaptations/Assessment
 FORMCHECKBOX 
 In Home Support Services

 FORMCHECKBOX 
 Medication Review

 FORMCHECKBOX 
 Occupational Therapy/Assessment

 FORMCHECKBOX 
 Personal Care Assistance

 FORMCHECKBOX 
 Personal Emergency Response System


 FORMCHECKBOX 
 Physical Therapy/Assessment

 FORMCHECKBOX 
 Private Duty Nursing

 FORMCHECKBOX 
 Residential Habilitation

 FORMCHECKBOX 
 Residential Nursing

 FORMCHECKBOX 
 Respiratory Therapy/Assessment

 FORMCHECKBOX 
 Respite

 FORMCHECKBOX 
 Skilled Nursing

 FORMCHECKBOX 
 Special Medical Home Care

 FORMCHECKBOX 
 Specialized Mental Health Services

 FORMCHECKBOX 
 Speech Therapy/Assessment

 FORMCHECKBOX 
 Support Coordination*

 FORMCHECKBOX 
 Supported Employment

 FORMCHECKBOX 
 Supported Living Coaching

 FORMCHECKBOX 
 Transportation

*Agencies or individuals applying for support coordination shall not apply to provide any other service.

Applicant is applying as:

Individual  
  (Applicant alone will be providing services.)  
agency  
  (Applicant will be hiring others to perform services.)

NOTE:  The provider and employees of a provider agency must meet qualifications required to perform the specified services.

Applicant Name:  


3. Have you ever provided services to individuals with developmental disabilities?  If so, under what name and in what Area?


 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No









_______

 
Name(s)


APD Area(s)

4. List all current or past services provided by the applicant to individuals who are customers of APD, including type of service, dates and district(s) where provided.

	Service
	Date(s)
	APD Area(s)

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


5. List the qualifications, educational information, history, experience, background, licenses and certificates that make the applicant qualified to perform each service checked in #1 of this supplement.  (You must attach a resume or employment history (see page 4).)
	

	

	

	

	


	LICENSE, REGISTRATION OR CERTIFICATION:
	Number
	Effective Date
	Expiration Date
	State Licensing Agency

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


6. Have your enrollment to provide services been terminated in any other APD Area or from Medicaid?  ___ Yes  ___ No

If yes, what date(s) and APD Area(s)?
Date(s):  




APD Area(s): 





7. If applicant is an agency or group provider, attach a current table of organization that contains, as appropriate to the organization, the board of directors, directors, supervisors, support staff, and all other employees (the number and type of staff available).


8. ‘Complete if applicant is an agency or group provider; or a solo provider wishing to provide one or more of the following service(s): Adult Day Training, Non-residential Support Services, Residential Habilitation, Support Coordination, Supported Employment, Supported Living Coaching:


a. A description in detail of how each service being applied for will be implemented.  Include in the description how services being provided will meet the needs and/or support the individual (person-centered).  (How will consumer needs be assessed and training or services be implemented?  How will success or needed change be determined for the training and/or service)


b. If the population you plan to serve is a specific targeted population, then describe the population to be served.

9. Applicants of Support Coordination, Residential habilitation and Supported Living Coaching services applicants only:

· Attach a detailed description of your plan for 24-hour/7 days a week service and appropriate qualified back-up.

I certify that all licenses, insurance, certificates, etc. are current and any changed will be transmitted to the Area office of the application orientation.




Signature





 

Date

NOTE:
Upon submission of check and fingerprint card for background screening purposes, processing will occur while application is being reviewed.

EXPERIENCE
Describe your work experience in detail, beginning with your current or most recent job.  Use a separate block to describe each position.  Include military service (indicate rank) and job-related volunteer work, if applicable.  Indicate number of employees supervised.  Provide an explanation of any gaps in employment.  If needed, attach additional sheets, using the same format as on the application.  Resumes are acceptable for the description of duties and only responsibilities.  All other information in this section must be completed.

Name of Present or Last Employer:      

Address:      
Phone No.  (     )_                              


Your Job Title:      
Supervisor’s Name:      

FROM: _     /      /                                TO: _     /      /         

HOURS PER WEEK:                





      MTH
    DAY   YEAR
                            MTH   DAY    YEAR

YOUR  NAME   IF  DIFFERENT  









DURING  EMPLOYMENT
Duties and Responsibilities:      


Reason(s) for Leaving:      


Name of Present or Last Employer:      

Address:      
Phone No.  (     )_                              


Your Job Title:      
Supervisor’s Name:      

FROM: _     /      /                                 TO: _     /      /         
HOURS PER WEEK:                




      MTH
    DAY   YEAR
                             MTH   DAY    YEAR

YOUR  NAME   IF  DIFFERENT  









DURING  EMPLOYMENT
Duties and Responsibilities:      


Reason(s) for Leaving:      


Name of Present or Last Employer:      

Address:      
Phone No.  (     )_                              


Your Job Title:      
Supervisor’s Name:      

FROM: _     /      /                                 TO: _     /      /         
HOURS PER WEEK:                





      MTH
    DAY   YEAR
                             MTH   DAY    YEAR

YOUR  NAME   IF  DIFFERENT  









DURING  EMPLOYMENT
Duties and Responsibilities:      


Reason(s) for Leaving:      



