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Response to Registration of Interest #1020-001
NC Medicaid Children and Youth Services (Burke & Rutherford Counties)

All Response to ROI #1020-001 documents must be submitted to Lisa Jordan, ljordan@partnersbhm.org, 
by no later than December 31, 2020 by 5:00 PM in order to be reviewed for ROI #1020-001. Thank you. 

Please complete the following information:
	Name of Organization:

	Click here to enter text.
	Organization Type:
	☐   Hospital
☐   Private Organization:   ☐ not for profit          ☐  for profit
☐   Governmental/Public

	Facility License Number:
	Click here to enter text.
	Accreditation Type and Source:
	Click here to enter text.
	Primary Client Population:
	☐   Adults     ☐  Adolescents     ☐  Children      ☐  All ages

	Mailing Address:
	Street, City and Zip Code Click here to enter text.


	Facility Location Address:
	Street, City and Zip Code Click here to enter text.


	Name of Contact Person:
	Click here to enter text.
	Contact Person Phone # & Email:
	Click here to enter text.
	Please identify other MCOs and health plans with whom you are authorized to provide services:
	Click here to enter text.
	Please indicate in which county(ies) you would provide the identified service:
	☐   Burke                                                   ☐  Lincoln
☐   Catawba                                             ☐  Rutherford
☐   Cleveland                                           ☐  Surry
☐   Gaston                                                ☐  Yadkin
☐    Iredell       

	Is this agency a Department of Social Services that does not bill Medicaid, and therefore, requests a waiver for the above fees:
	☐   Yes                                                  ☐     No





Please respond to the following questions:
	Describe your organization’s experience providing Children & Youth Services:
	Click here to enter text.
	Please indicate the number of years’ experience your organization has providing Children & Youth Services: 
	☐   0                                ☐ 1-2                            ☐  3-5

☐   6-10                           ☐ 11+                            

	List any other services (including evidence-based practices used) your organization currently provides:
	Click here to enter text.
	Indicate where your services are currently located:
	Click here to enter text.
	Describe your procedures and timeline for responding to referrals from Partners:
	Click here to enter text.
	Describe your plan for managing crisis:
	Click here to enter text.
	Please indicate the number of Trauma-intensive CCAs you expect your agency to be able to complete annually:
	Click here to enter text.
	Briefly list services and describe models of service provided to youth involved with the Department of Social Services agencies in Surry and Yadkin counties:
	Click here to enter text.
	          * Please list any additional counties    
          where you provide services to youth 
          involved with the Department of 
          Social Services:
	Click here to enter text.
	What is your current process for ensuring children and teens are receiving the appropriate model of care?
	Click here to enter text.
	While this protocol does not have a specific focus on treatment, what Evidence Based Practice does your agency provide and what is your agency’s capacity and availability to provide treatment post-Trauma Intensive Comprehensive Clinical Assessment?
	Click here to enter text.
	What is your plan to maintain adequate capacity treatment levels in these areas when this project has ended?
	Click here to enter text.
	Does your agency have any internal fidelity monitoring processes? If so, please describe.
	Click here to enter text.



	Provide a list of the learning collaboratives your agency has participated in along with the subject of the learning collaborative along with the entity that facilitated the learning collaborative.
	

	Throughout the state, more foster families are needed to care for our most vulnerable youth. Do you have foster families in the local area and if so, how many? Are you open to increasing the number of family foster care homes that you have in the area and if so, how would you do so?
	Click here to enter text.
	Please list the name of the clinical team lead and clinicians who will be participating in the protocol. *Please note that provisionally licensed clinicians are eligible to participate in the protocol.
	Click here to enter text.
	What measurement-based care tool are you using with this population?  
	Click here to enter text.
	Please have your Clinical Director complete the Agency Assessment and return it with the above information.



Attestation (Please read, complete all fields and sign below)
The below signed attests the following:
1. the information contained in this RFI and service definition has been read; 
2. understanding and agreement that an organizational representative in attendance at the Bidder’s Conference is mandatory for application; 
3. understanding and agreement of all exclusionary criteria as listed on page 4 of ROI #1020-001; 
4. affirms that information submitted in the response is true and accurate to the best of their knowledge; and 
5. confirms the organization’s authorization to submit this information.

Signature: 
Title:  Click here to enter text.
Organization:  Click here to enter text.
Date:  Click here to enter a date.
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