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INSTRUCTIONS:  Complete all items. See Guidelines for Contracting for CSA Funded Services on the CSA site on the Infoweb at https://fairfaxcounty.sharepoint.com/sites/DFS/csa/SitePages/CSA-Provider-Directory.aspx 

1. Requestor Information:

Case Manager’s Name:       

Phone: 
Case Manager’s email address:





Supervisor Name & phone number:      





Agency & Program Area:


2. Service Type:
 FORMCHECKBOX 

*Residential Treatment (RTC) (Requires Utilization Review)



 FORMCHECKBOX 

*Group Home (Requires Utilization Review)



 FORMCHECKBOX 

Day School




 FORMCHECKBOX 

Treatment Foster Care




 FORMCHECKBOX 

Day Treatment




 FORMCHECKBOX 

Outpatient therapist




 FORMCHECKBOX 

In Home Services




 FORMCHECKBOX 

Other      
3. Provider Information:  Tier II (Existing Child Specific)  FORMCHECKBOX 
  Tier III (New to system of care)   FORMCHECKBOX 

Provider Name: 




Facility/Provider Street Address:
      
Website:      
Contact Name:
      



Contact Phone: 
     
Contact Email Address:      
Proposed Cost of Service*:      
* Negotiation of final contract/rates is the responsibility of DPMM Contract Analysts with CPMT approval.

4. Youth’s Harmony # 
5. Date Contract Needed (Anticipated date services will begin):      
a. Have services already been initiated or will they be prior to approval and contract signing?                                             Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 
     Date:      
6. Expected length of time services needed:      


7. Does this child have current Special Education eligibility and an IEP?  
Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 
     Unknown  FORMCHECKBOX 
 

a) What does the IEP state for educational setting?  

  FCPS   FORMCHECKBOX 
      Private Day    FORMCHECKBOX 
      Residential School  FORMCHECKBOX 

8. Does DFS have custody of the youth? Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

9. MEDICAID:  

a.) Does the client have active Medicaid?  Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 
    Unknown  FORMCHECKBOX 

b.) If not, is the client eligible in the future?  Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 
    Unknown  FORMCHECKBOX 

c.) Is the Provider a Medicaid/MCO Enrolled Provider for the needed Service?  
Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 
    Unknown  FORMCHECKBOX 
                                                                    

10. Describe the youth’s unique characteristics and/or distinctive needs as well as specific treatment/services needed.  Include information on the child’s family, custody, legal status, Permanency Plan, transition plan and all pertinent information to support the request, as applicable.
     
11. Describe this provider’s approach, specialty, evidence-based treatments, and/or location that makes them unique and necessary for this youth.

     
12. If this child has active Medicaid or is Medicaid eligible (see #9), and service described above will not be or cannot be covered by Medicaid, explain why Medicaid-funded services are unavailable or inappropriate to meet the needs of this child?

     
13. Current Contracted Providers Explored:  All clinically appropriate providers currently under open contract were considered and none were available or appropriate based on the youth’s diagnosis and situation.  
Yes         FORMCHECKBOX 
                                           No         FORMCHECKBOX 
            

In the table below, identify clinically appropriate current CSA contracted providers explored and other potential providers considered.  Indicate if contact with provider was made by telephone or a packet of material was sent.  Briefly describe the reasons the provider denied the youth or the provider was determined not appropriate for this youth.  If not applicable, please explain. 
*If requesting a new residential provider or Out of State non-Virginia Medicaid residential providers, use Attachment to the Child Specific Contract Request form. 

*If requesting a residential, and it has taken MORE than 30 days from the FAPT approval date, complete the DBHDS Form.
	Provider Name
	Telephone 
	Packet Sent
	Reason for denial or why determined inappropriate
	Accepted/ Denied
Admission

	
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 Yes
	     
	

	
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 Yes
	
	

	
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 Yes
	
	

	
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 Yes
	
	

	
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 Yes
	
	

	
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 Yes
	
	

	
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 Yes
	
	

	
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 Yes
	
	

	
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 Yes
	
	


 FORMCHECKBOX 
 N/A because      .
14. Utilization Review:
When requesting Group Home or Residential contracts, send a copy of this entire request to the CSA UR Manager, at fax # 703-653-1369,







Date Sent:
_____/_____/_____
15. AGENCY APPROVAL

Obtain your agency director’s or designee’s approval and signature before forwarding to the CSA Contracts Manager.  Forward the signed document(s) to DPMM-CSA Contracts Management at DPMM_HMF-CSAContracts@fairfaxcounty.gov . 

(The request cannot be presented to CSA MT or CPMT without a signed copy held by Contracts Staff.)

If the CPMT does not approve the contract and the child receives services prior to the presentation of the proposed contract to the CPMT,   


 FORMCHECKBOX 

Community Services Board


 FORMCHECKBOX 

Department of Family Services, Foster Care & Adoptions


 FORMCHECKBOX 

Department of Family Services, Protection & Preservation



 FORMCHECKBOX 

FCPS Multiagency Services


 FORMCHECKBOX 

FCPS Social Work



 FORMCHECKBOX 

Juvenile & Domestic Relations Court
DOES   FORMCHECKBOX 
  /  DOES NOT  FORMCHECKBOX 
  accept responsibility for payment of the cost of the services.

__________________________________

_________

Agency Director or Designee Signature

Date

*email electronic version to Barbara.Martinez@fairfxcounty.gov (or appropriate Contracts Analyst)

*Representatives from Requesting Department must be present at CSA Management Team and CPMT to present Child Specific Information and answer questions. Notice of CPMT meeting will be provided upon CSA MT approval. 
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