AGENCY ON AGING OF SOUTH CENTRAL CONNECTICUT

HOME CARE PROGRAM

PROVIDER INFORMATION TO BE COMPLETED BY ALL POTENTIAL

PROVIDERS OF HOME CARE SERVICES

Mail to: AASCC Home Care Program

Mary Connolly, Contracts Specialist
1 Long Wharf Drive

New Haven, CT 06511

1. Provider name, address, telephone, fax numbers and E-mail address: 
List the corporate address as well as all branch offices.  Have you ever been in business under another name, entity or ownership?  If so, please list and provide documentation.  (Use reverse side if necessary).

________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
2. List the names of all officers or members of the entity (use reverse side if necessary).  Attach resumes for all officers or members of the entity.
Name










Title

________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
3. Authorized Signature: 

Name: ____________________Title: ___________________ Phone: _______________
4. Clinical Contact Person:

Name: ____________________Title: ___________________ Phone: _______________
5. Provider Claims Contact Person:

Name: ____________________Title: ___________________ Phone: _______________
6. Type of provider (check one)

________Limited Liability Company (LLC)
_________Date
________State

________Incorporated Proprietary
_________Date
________State
________Incorporated for profit
_________Date
________State

________Unincorporated
_________Date
________State

________Other
_________Date
________State

7. List all services provided by your entity for which you are requesting approval and the typical number of staff available for each service.

8. Federal Employee Identification No. or Social Security No.

FEIN_____________________________
Social Security No.________________________
9. List all other addresses, telephone numbers or fax numbers in Connecticut that are associated with your entity:

10. No. of years in business: __________________________________________________

Please include the most recent financial statements 
1.
audited financial records 

or

balance sheet or statement of position
and profit/loss statement or statement of activities
and statement of cash flow
2.
IRS records for the previous three (3) years).
11. If you respond “Yes” to any of the following, please attach a written statement of explanation.
Have you filed a bankruptcy at any time under the present or past name or ownership? Yes _____   No _____ 
Do you currently have/or in the past five (5) years had any legal judgments against your business? Yes _____   No _____
Are you a party to any ongoing investigation? Yes _____   No _____
Is your entity a party to any lawsuits? Yes _____   No _____
Are you a party to any lawsuits? Yes _____   No _____

12. Fiscal Year observed by your entity: _____/_____ to _____/_____
MM/DD

MM/DD
13. Does your entity or parent company have a Performing Provider Number from the State of Connecticut Department of Social Services? 

Yes _____   No _____ Performing Provider Number ___________________________


Does your entity or parent company have a National Provider Identifier (NPI) and Taxonomy number(s)? 

Yes _____   No _____ NPI Number _________________________________________

 Taxonomy Number(s) __________________________________

14. Is your entity or parent company listed with Connecticut’s Better Business Bureau/Consumer Relations? 
Yes _____   No _____ 
If yes, please submit verification. 
15. List all services that your entity subcontracts for and the name(s) of the subcontractor(s):

16. What service week does your entity observe? (ex. Monday-Sunday, Sunday-Saturday)

17. List any restrictions or limitations on the availability of your services:

18. Indicate below the types of business and/or professional licenses/registrations/certifications that your entity holds and attach copies of each.
a.) Department of Consumer Protection Registration Yes _____   No _____
Number ______________________________   Expiration Date __________________

b.) CT Department of Public Health License Yes _____   No _____  

License Type: Check all that apply

___________ Homemaker – Home Health Aide Agency (HHHAA)

___________ Home Health Care Agency (HHCA)

___________ Other, Please Specify ______________________________________

Number ______________________________   Expiration Date __________________

19. Is your entity Medicare certified?
Yes __________   No __________

Provider Number: _________________________________________________________

20. Is your entity Medicaid certified?
Yes __________   No __________

Provider Number: _________________________________________________________

21. Is your entity JCAHO certified?
Yes __________   No __________

Provider Number: _________________________________________________________

22. List below the type, carrier name, policy number, and coverage limits for any applicable insurance coverage carried by your entity and submit proof of coverage:


Comprehensive __________________________________________________________


General Liability _________________________________________________________


Professional Liability/Malpractice ____________________________________________

Workers’ Compensation ___________________________________________________

Other __________________________________________________________________
23. What is the name of your entity’s bond carrier?
24. Describe your entity’s hiring practices, including recruitment and screening practices (e.g. Use of references and/or criminal background checks, drug screening, etc.).
25. Describe your entity’s supervisory capacity (staffing, procedure, etc.). 
26. Describe your entity’s training practices for each service provided (responsible staff, frequency, method, curriculum). 
27. Describe your entity’s continuing education program for administrative and direct care staff:

28. Do you use written personnel policies?  If so, please attach the section on progressive discipline.
Yes __________   No __________
29. Describe your method of providing emergency, after hours, weekend and holiday services for your clients:

Contact Name _______________________ Telephone Number___________________


Is this the same telephone number that is used during normal business hours?  






YES 

NO



If yes, how is the call handled?



Answering Service 

Answering Machine

Call forwarded



Other (please describe)

30. Does your entity allow the client and/or his/her family to meet with and interview direct staff persons prior to the start of the delivery of service?

Yes __________   No __________
31. Describe your procedure for providing “back-up” staff in the event of absences:

32. How will your entity monitor the level of client satisfaction with your service?
33. How will your entity handle client complaints or grievances? (Attach any applicable policies)

34. Do you have any previous or present unresolved quality assurance matters as a CHCPE provider under your present or past name or ownership?  If so, please explain: Yes __________   No __________

Describe your entity’s quality assurance plan: (Attach your policy)  

35. Does your entity have the capacity to service clients whose first language is not English?  Yes __________   No __________  If yes, list language(s) 


___________________________________________________________________________

___________________________________________________________________________
36. How much notice will your entity require prior to initiating service for CHCPE clients?
37. Submit four (4) references including: 
· Two (2) professional references specific to the type of service(s) that you intend to provide to CHCPE clients 

· One (1) business reference 
· One (1) client/caregiver reference 
List contact person and telephone number as well as addresses if the reference is an agency or organization.

___________________________________________________________________________
___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
38. For providers of MENTAL HEALTH COUNSELING ONLY:

a) Identify a minimum of three continuing education programs that you and/or your counseling staff has attended in the last two years regarding mental health services for older adults.

Title of Program


Sponsoring Organization

Number of CEUS
___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

b) List your name and degrees/credentials if you are a solo practitioner:

___________________________________________________________________________

c) If you are a practitioner who is affiliated with an agency, list the name and degrees/credentials of the mental health counseling supervisor:

___________________________________________________________________________

39. For ADULT DAY CENTER PROVIDERS ONLY:

a) Has the CT Association of Adult Day Centers (CAADC) certified your center? 

Yes __________   No ______________

Number ___________________________   
b) Expiration date of certification: _____________________________________

c) Social or Medical Model: ___________________________________________
d) Please attach a copy of your certification

40. For EMERGENCY RESPONSE SYSTEM PROVIDERS ONLY:

a) Describe your policy for removing an ERS system:

b) Describe your policy for replacement of lost/damaged equipment:

c) Please attach a copy of your client agreement for ERS installation
41. Has your entity completed an application for the Certified Set-Aside Program for the State of Connecticut (minority owned business enterprise)?  If so, has your entity been determined to be eligible?  Information may be found at:
http://www.das.state.ct.us/PURCHASE/New_PurchHome/busopp_template.asp?F_ID=25 
42. Space is provided here for any other comments that you may wish to make regarding your entity and the services that you provide.

Please print the name of the person completing this survey.

___________________________________________________________________________

Signature and title of the person completing this survey.




Signature: _________________________________________________________________

Printed Name: _____________________________________________________________

Title: _____________________________________________________________________

Date: _____________________________________________________________________

Please attach the following:

· A sample time sheet (required for audit purposes)

· A sample activity log (required for audit purposes)

· A copy of all applicable licenses and certificates 

· A copy of your personnel policy on progressive discipline
· A copy of the invoice that you will use to bill AASCC 
· A completed form W9 - Request for Taxpayer - Identification Number and Certification
This form may be found on the internet at http://www.irs.gov/pub/irs-pdf/fw9.pdf 
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