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H09- 020 – Procedure
May 28, 2009 
	TO: 
	Home and Community Services (HCS) Division Regional Administrators
Area Agency on Aging (AAA) Directors

	FROM:
	Bill Moss, Director, Home and Community Services Division

	SUBJECT: 
	Intervention Services and Independent Living Consultants

	Purpose:
	To inform staff of updates to the Intervention Services procedures and forms

	Background:
	Intervention Services funds can be used to hire a contractor to help stabilize a client’s situation when:

· All reimbursable resources have been exhausted (e.g., Home Health, case management, RSN, legal aide services, etc.); 

· The problem is client-centered (the funds cannot be accessed for a provider’s ongoing training or business benefit);
· The problem does not require emergent services (if a client’s health and safety is in jeopardy, take action in accordance with policy). 


	What’s new, changed, or

Clarified

 
	· There are new restrictions to the authorization of one-time home clean-up services (e.g., this service must not be authorized for general housekeeping).

· Intervention Services contractors must now be fingerprinted if they have resided in the state less than 3 consecutive years as many contractors have unsupervised access to vulnerable adults.
· The Contractor Letter Example is updated to remove language regarding an obsolete form.

· The Authorization for Intervention Services Form is revised for clarity and ease in completion.
· All updated documents will also be placed on the right hand menu of the ADSA intranet website.

· MB H05-099 is rescinded.

	ACTION:
	Effective immediately, implement all changes in procedures using the updated forms.  

	Related 
REFERENCES:
	To review or establish an account with BCCU: http://www1.dshs.wa.gov/msa/bccu/BCCU-account.htm
To access Intervention Services Forms and Information:

http://adsaweb.dshs.wa.gov/hcs/interventionForms.htm
To follow DSHS contract monitoring procedures:

http://asd.dshs.wa.gov/RPAU/documents/Admin-Policy/13-11.htm

	ATTACHMENT(S):   
	Instructions for Accessing the Intervention Services Website:

[image: image1.emf]Website Access  Instructions Attachment.doc


A-19-1A Invoice Voucher Example:


[image: image2.emf]A-19-1A example -  revised 4-09.xls


Instructions for Completing an A-19-1A Voucher:


[image: image3.emf]A-19-1A  instructions.doc


Authorization for Intervention Services Form:


[image: image4.emf]Authorization for  Intervention Services Form.doc


ADSA Intervention Services Contract Request & Approvals Form:

[image: image5.emf]Intervention  Services Contract Request and Approvals form.doc


Intervention Services Contractor Intake Instructions:


[image: image6.emf]Intervention  Services Contractor Intake Instructions.doc


Intervention Services Contractor Letter Example:


[image: image7.emf]Intervention  Services contractor letter example.doc


Intervention Services Independent     

Living Consultants Procedures:


[image: image8.emf]Intervention  Services Independent Living Consultants Procedure.doc


W-9 Tax Form:


[image: image9.emf]W-9.pdf



	CONTACT(S):
	Carol Sloan, Intervention Services Program Manager
(360) 725-2345
sloancs@dshs.wa.gov 
Patty McDonald, Independent Living Program Manager

(360)725-2559 
mcdonpm@dshs.wa.gov 
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REQUIRED:  Check appropriate boxes:


Worker is with:     FORMCHECKBOX 
  APS       FORMCHECKBOX 
  HCS       FORMCHECKBOX 
  AAA


Client is currently receiving:   FORMCHECKBOX 
  COPES     FORMCHECKBOX 
  MPC


     FORMCHECKBOX 
  CHORE       FORMCHECKBOX 
  NON-MEDICAID (APS ONLY)




(Print)


I authorize:


      (contractor) to provide services to       (client) effective       through       (maximum of 30 days) (check the appropriate box(es) below):

 FORMCHECKBOX 
  For a maximum of       hours at $      per hour for a total of $     ; OR 

 FORMCHECKBOX 
  For a total of $      per event


 FORMCHECKBOX 
  Travel:  $      for each 30 minutes after the first 30 minutes (from personal residence or office, whichever is closer to the interview site), up to a maximum of 3 hours. 

The contractor will provide the following service (check appropriate box):

		 FORMCHECKBOX 
  (Independent Living consultation) Interviewing skills training, e.g., train an individual who is having difficulty keeping a provider on how to interview, hire, and firing process, and effective supervision of personal assistant services



		 FORMCHECKBOX 
  (Independent Living consultation) Mobility training, i.e., maneuvering techniques in inaccessible areas and accessing public transportation



		 FORMCHECKBOX 
  (Independent Living consultation) Money management training and or referring to protective payee



		 FORMCHECKBOX 
  (Independent Living consultation) Training re: how to identify and avoid abusive situations



		 FORMCHECKBOX 
  (Independent Living consultation)  Peer support to assist with managing health care needs and acceptance of a disability



		 FORMCHECKBOX 
  (Independent Living consultation) Housing assistance, i.e., help in application barriers in housing options, including home ownership



		 FORMCHECKBOX 
  (Independent Living consultation) Assistive technology evaluation, i.e., identifying potential barriers in housing, transportation, communication, and equipment needs





		 FORMCHECKBOX 
  One-time home hazardous cleanup (this service does not require the contractor to have direct client contact) 



		 FORMCHECKBOX 
  (APS only) Certified public accountant (CPA) to aid in the investigation of financial exploitation (this services does not require the contractor to have direct client contact) 



		 FORMCHECKBOX 
  Care planning for a specific client in a residential setting (e.g., behavioral needs, special needs)



		 FORMCHECKBOX 
  Home environment evaluation (e.g., occupational therapist not covered by Medicaid)



		 FORMCHECKBOX 
  Medical consultation not available through Medicaid or waiver services 



		 FORMCHECKBOX 
  Nursing rehabilitation evaluation not covered by Medicaid



		 FORMCHECKBOX 
  Physical or occupation therapy evaluation not covered by Medicaid



		 FORMCHECKBOX 
  Capacity evaluation when it is difficult to determine if a person is at significant risk of personal or financial harm because of diminished capacity





  FORMCHECKBOX 
  Other (be specific):       



		

Staff Signature

		

		Regional Administrator


AAA Director or Designee



		

         Phone                                                                                                              Date

		

		Region/Agency



		

Supervisor Signature

		

		      Phone                                                                                                              Date



		

        Phone                                                                                                              Date

		

		







AUTHORIZATION FOR 



INTERVENTION SERVICES















Copies to:  Contractor, Client file







Copies to:  Contractor, Client file
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Contractor Intake

Instructions



		All New DSHS Contractors must:                                              

· Complete, sign and submit this form before a DSHS contract can be created. 


· Complete and return a Request of Taxpayer Identification Number and Certification (W-9) before any payment for services will be made.  A W-9 form is available at http://www.ofm.wa.gov/accounting/vendors/w9.doc.   


All Existing DSHS Contractors who have changed their business name/business organization, or experienced other significant changes, must complete, sign, and submit this form. 



Section One:  Contractor Name/Business Organization


1.
Contractor name. 


· For an Individual or Sole Proprietor, enter your name as shown on your Social Security card on the “Name” line.  Sole Proprietors provide Last Name, First Name, Middle Name, and Suffix.

· Other entities.  Enter your business name as shown on the legal document creating the entity.

    2.
Business Organization.     Please mark only one.  


· If you are a nonresident alien foreign person or foreign entity, the IRS may require you to complete Form W-8.  


· If you are a Non-profit Corporation or a Faith-Based Non-Profit Corporation attach a copy of your 501(c)(3) status.  


3.
Taxpayer Identification Number (TIN).     

· Individual or Sole Proprietor - If you are a sole proprietor you may enter either your Social Security Number (SSN), or if you have one, your federal Employee Identification Number (EIN). 


· Other Business Entities - Enter the entity’s Employee Identification Number (EIN).  If the entity does not have an EIN, enter the SSN of the owner of the business.  


· Resident alien.  -  If you are a resident alien and you do not have and are not eligible to get an SSN, your TIN is your IRS individual taxpayer identification number (ITIN). Enter it in the SSN box.     


4. Default Reported, Fiscal Year, UBI Number, and Business License  


· List any contracts that you have had with the state that have been terminated for default. 


· Provide your fiscal year end date.  


· Provide your Washington State Uniform Business Identifier (UBI) Number. 


· Attach a copy of your State Master Business License.  You may be exempt from registering with the State of Washington if:    


1. Your annual gross income from activities in Washington State is less than $12,000; 


2. Your business is not required to collect or pay sales tax or use tax; and 


3. Your business is not required to obtain a license or registration from another Washington State agency. 


Section Two:  Contractor Primary Address   Enter the primary address information of your business.   If you are completing this form for a new DSHS contract, and you want to provide a contract-specific address in addition to your primary one, please do so in Section Five.   


Section Three:  Contractor Ownership   Check those that apply to your organization.  If you have a certification number, please provide that also. 


Section Four:  Contractor Contact Person(s)   Enter the primary contact information for your business.  If you are completing this form for a new DSHS contract, and you want to provide a contract-specific contact person other than your primary one, please do so in Section Five.  


Section Five:  Additional Information

1.
Contractor Additional Addresses.   If applicable, provide additional addresses used for DSHS Contracts.  


2.
Contractor Additional Staff.    If applicable, provide additional staff information for DSHS Contracts.  Additional staff may include those who have authority to sign a DSHS contract on behalf of the business, and are referred to as a signatory.  

Section Six:  Contractor Certification   You must sign, date, and return this form before DSHS will issue a contract.  
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Contractor Intake



		Section One:  Contractor Name/Business Organization
(DSHS staff enter on ACD Intake Detail screen)



		1.
CONTRACTOR NAME
     

		DBA OR FACILITY NAME


     



		2.
BUSINESS ORGANIZATION


 FORMCHECKBOX 
  Individual or Sole Proprietor
 FORMCHECKBOX 
  Partnership


 FORMCHECKBOX 
  Non-Profit Corporation (Attach a copy of 501(c)(3) status)
 FORMCHECKBOX 
  Limited Liability Company, filing as a Sole Proprietor


 FORMCHECKBOX 
  For Profit Corporation
 FORMCHECKBOX 
  Limited Liability Company, filing as a Corporation


 FORMCHECKBOX 
  Faith Based (FBO) Non-Profit Corporation
 FORMCHECKBOX 
  Limited Liability Company, filing as a Partnership


 FORMCHECKBOX 
  Faith Based (FBO) Unincorporated
 FORMCHECKBOX 
  Foreign Person or Entity


 FORMCHECKBOX 
  Governmental Entity

If your business is NOT a sole proprietorship,
attach a list of the partners, members, directors, officers, and board members.



		3.
TAXPAYER IDENTIFICATION NUMBER (TIN)


Enter your TIN in the appropriate box.  

· For individuals, this may be your Social Security Number (SSN).


· For other entities, it is your Employer Identification Number.

		
Social Security Number


OR


Employer Identification Number

		
 

 FORMTEXT 
 

 FORMTEXT 
 -  

 FORMTEXT 
  -  

 FORMTEXT 
 

 FORMTEXT 
 

 FORMTEXT 
 

(Enter all 9 numbers)

 

 FORMTEXT 
  -  

 FORMTEXT 
 

 FORMTEXT 
 

 FORMTEXT 
 

 FORMTEXT 
 

(Enter all 9 numbers)



		4.
 DEFAULT REPORTED, FISCAL YEAR, UBI NUMBER, AND BUSINESS LICENSE

Have you had any contract with the state terminated for default?   FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No



If yes, attach a list of terminated contracts with an explanation why each contract was terminated.

Is your fiscal year end the same as the calendar year (January 1 through December 31)?   FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No

If the answer is no, what is your fiscal year end date?       

What is your Washington State Uniform Business Identifier (UBI) Number?   

 FORMTEXT 
 

 FORMTEXT 
 - 

 FORMTEXT 
 

 FORMTEXT 
 - 

 FORMTEXT 
 

 FORMTEXT 
   (Enter all 9 numbers)

Attach a copy of your current Washington State Master Business License.


If you do not have a Washington State Master Business License, explain below why you are exempt from registering your business with the State of Washington.  (See page 1 for information on exemptions.)


     



		Section Two:  Contractor Primary Address
(DSHS staff enter on ACD Intake Detail screen)



		CONTRACTOR PRIMARY ADDRESS (NUMBER, STREET, AND APARTMENT OR SUITE NUMBER)
     

		ADDRESS DESCRIPTION


     



		CITY, STATE, AND ZIP CODE


     

		



		EMAIL ADDRESS


     

		COUNTY WHERE PRIMARY ADDRESS IS (FOR OUT-OF-STATE CONTRACTORS)


     



		PHONE NUMBER (INCLUDE AREA CODE)


(     )      

		FAX NUMBER (INCLUDE AREA CODE)


(     )      





		Section Three:  Contractor Ownership Type
(DSHS staff enter on ACD Intake Detail screen)



		Do any of the following descriptions apply to your business?  If so, please check those that apply.


    YES
NO
IF CERTIFIED, ENTER OMWBE CERTIFICATION NUMBER


Disadvantaged Business Enterprise
 FORMCHECKBOX 
     FORMCHECKBOX 

     


Woman Owned Business Enterprise
 FORMCHECKBOX 
     FORMCHECKBOX 

     



Minority Owned Business Enterprise
 FORMCHECKBOX 
     FORMCHECKBOX 

     



Community Based Organization
 FORMCHECKBOX 
     FORMCHECKBOX 





		Section Four:  Contractor Primary Contact Person
(DSHS staff enter on ACD Intake Detail screen)



		Primary contact person is a(n):


 FORMCHECKBOX 
  Officer or Board Member      FORMCHECKBOX 
  Partner      FORMCHECKBOX 
  Staff Member      FORMCHECKBOX 
  Elected Official


 FORMCHECKBOX 
  Other (please identify)      
 (DSHS staff enter as applicable on ACD)


Is the primary contact person a current or former State Employee?
 FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No

If yes, complete Ethics Certification enclosed with this form.

Is the primary contact person authorized to sign contracts?
 FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No
  



		PRIMARY CONTACT NAME


     

		PHONE NUMBER (INCLUDE AREA CODE)


(     )      



		FAX NUMBER (INCLUDE AREA CODE)


(     )      

		PRIMARY CONTACT EMAIL ADDRESS


     



		PAGER NUMBER (INCLUDE AREA CODE)


(     )      

		CELLULAR PHONE NUMBER (INCLUDE AREA CODE)


(     )      



		Section Five:  Additional Information
(DSHS staff enter on Intake Detail – Sub Information Summary screens)



		1.
ADDITIONAL CONTRACTOR ADDRESSES:
IF YOU HAVE MORE THAN TWO ADDITIONAL ADDRESSES,
YOU MAY ATTACH A LISTING OF ADDITIONAL ADDRESSES.



		 FORMCHECKBOX 
  Billing address


 FORMCHECKBOX 
  Facility address


 FORMCHECKBOX 
  Mailing address

		ADDITIONAL ADDRESS (NUMBER, STREET, AND APARTMENT OR SUITE NUMBER)
     

		ADDRESS DESCRIPTION


     



		

		CITY, STATE, AND ZIP CODE


     

		



		PHONE NUMBER (INCLUDE AREA CODE)


(     )      

		COUNTY WHERE PRIMARY ADDRESS IS (FOR OUT-OF-STATE CONTRACTORS)


     



		FAX NUMBER (INCLUDE AREA CODE)


(     )      

		EMAIL ADDRESS


     



		



		 FORMCHECKBOX 
  Billing address


 FORMCHECKBOX 
  Facility address


 FORMCHECKBOX 
  Mailing address

		ADDITIONAL ADDRESS (NUMBER, STREET, AND APARTMENT OR SUITE NUMBER)
     

		ADDRESS DESCRIPTION


     



		

		CITY, STATE, AND ZIP CODE


     

		



		PHONE NUMBER (INCLUDE AREA CODE)


(     )      

		COUNTY WHERE PRIMARY ADDRESS IS (FOR OUT-OF-STATE CONTRACTORS)


     



		FAX NUMBER (INCLUDE AREA CODE)


(     )      

		EMAIL ADDRESS


     





		2.
ADDITIONAL STAFF:
IF YOU HAVE MORE THAN TWO ADDITIONAL STAFF (LISTED BELOW), WHO ARE ALSO RELEVANT TO YOUR DSHS CONTRACTS, PLEASE PROVIDE INFORMATION ABOUT THOSE STAFF ON A SEPARATE PAGE.



		Additional staff person is a(n):



 FORMCHECKBOX 
  Officer or Board Member      FORMCHECKBOX 
  Partner      FORMCHECKBOX 
  Staff Member      FORMCHECKBOX 
  Elected Official



 FORMCHECKBOX 
  Other (please identify)      
 (DSHS staff enter as applicable on ACD)


Is the additional staff a current or former State Employee?
 FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No

If yes, complete Ethics Certification enclosed with this form.

Is the additional staff authorized to sign contracts?
 FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No


Is the additional staff a contact for DSHS contracts?
 FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No
  



		ADDITIONAL STAFF NAME


     

		PHONE NUMBER (INCLUDE AREA CODE)


(     )      



		FAX NUMBER (INCLUDE AREA CODE)


(     )      

		ADDITIONAL STAFF EMAIL ADDRESS


     



		PAGER NUMBER (INCLUDE AREA CODE)


(     )      

		CELLULAR PHONE NUMBER (INCLUDE AREA CODE)


(     )      



		



		Additional staff person is a(n):



 FORMCHECKBOX 
  Officer or Board Member      FORMCHECKBOX 
  Partner      FORMCHECKBOX 
  Staff Member      FORMCHECKBOX 
  Elected Official



 FORMCHECKBOX 
  Other (please identify)      
 (DSHS staff enter as applicable on ACD)


Is the additional staff a current or former State Employee?
 FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No

If yes, complete Ethics Certification enclosed with this form.

Is the additional staff authorized to sign contracts?
 FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No


Is the additional staff a contact for DSHS contracts?
 FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No
  



		ADDITIONAL STAFF NAME


     

		PHONE NUMBER (INCLUDE AREA CODE)


(     )      



		FAX NUMBER (INCLUDE AREA CODE)


(     )      

		ADDITIONAL STAFF EMAIL ADDRESS


     



		PAGER NUMBER (INCLUDE AREA CODE)


(     )      

		CELLULAR PHONE NUMBER (INCLUDE AREA CODE)


(     )      



		Section Six:  Contractor Certification
(DSHS staff enter on ACD Intake Detail as Intake Form Date)



		You must sign, date, and return this form.



		I certify, under penalty of perjury as provided by the laws of the State of Washington, that all of the foregoing statements are true and correct, and that I will notify DSHS of any changes in any statement.     



		SIGNATURE
DATE




     

		PRINTED NAME


     



		

		TITLE


     



		ATTACHED SUPPORTING DOCUMENTATION CHECKLIST


 FORMCHECKBOX 
  Copy of your W-9 - Request of Taxpayer Identification Number and Certification


 FORMCHECKBOX 
  Copy of statement showing non-profit 501(c)(3) status (if applicable)


 FORMCHECKBOX 
  List of partners, members, directors, officers, and board members (not applicable to sole proprietors)


 FORMCHECKBOX 
  Copy of your Washington State Master Business License


 FORMCHECKBOX 
  List of any contracts you have had with the state that have been terminated for default, including a brief explanation (if applicable) 


 FORMCHECKBOX 
  Ethics Certification (if applicable)  


 FORMCHECKBOX 
  List of Additional Addresses (if applicable)


 FORMCHECKBOX 
  List of Additional Staff (if applicable)


 FORMCHECKBOX 
  Copy of your Certificate of Insurance
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Intervention Services 

Independent Living Consultants

Procedure

Intervention Services funds are available for specific, short-term, client intervention services needs not available through Medicaid or waiver services.  The contract service must include direct client contact sometime during the provision of services.  The contracted services should assist the Home and Community Services (HCS) staff person or Area Agency on Aging (AAA) case manager in establishing appropriate service interventions for the client in his or her home or residential setting.  Intervention Services are not intended for long-term or ongoing services.


Any HCS or AAA staff person responsible for direct client assessments, case management, or investigations of abuse, abandonment, neglect, self-neglect, or financial exploitation, can assess Intervention Services funds, recruit, and/or contract providers using the Intervention Services contract process.    

Due to limited funding, up to $2,500 is available to each AAA each fiscal year.  This funding is provided on a first-come basis; each AAA is not guaranteed $2,500 each year.  


Who Are Eligible Recipients of Intervention Services and Independent Living Consultant Funds?

· HCS or AAA staff are authorized to use Intervention Services funds for those people receiving MPC, CHORE, or waiver recipients only.  

· APS staff are authorized to use Intervention Services funds for both Medicaid and Non-Medicaid recipients.

What Services Can I Obtain For My Clients With Intervention Services funds?


Intervention Services funds can be used to contract services not available through Medicaid or waiver services, including, but not limited to:


· (APS only) Certified public accountant (CPA) to aid in the investigation of financial exploitation (this service does not require direct client contact).

· Capacity evaluations when it is difficult to determine if a person is at significant risk of personal or financial harm because of diminished capacity.  If you need to request a capacity evaluation, do so prior to any court involvement.

· Home environment evaluations (e.g., occupational therapist) 


· One-time home cleanup (this services does not require direct client contact by the contractor).  HCS and AAA staff can authorize this service:

· only once per client

· only where the home or immediate environment poses a risk of such a magnitude that the home is uninhabitable or has a greater-than-normal risk of being uninhabitable, and the client is at risk of losing the community setting.  Do not authorize this service for general housekeeping, such as dusting.

· Care planning for a specific client in a residential setting (e.g., behavioral needs, special needs).

· Medical consultation not available through Medicaid or waiver services.

· Subsidized housing or housing options evaluation.

· Nursing rehabilitation evaluation (not ongoing services).

· Physical or occupation therapy evaluation (not ongoing services).

Intervention Services funds are also appropriate for Independent Living consultation contracts for (but not limited to):

· Interviewing skills training, e.g., train an individual who is having difficulty keeping a provider on how to interview, hire and firing process and effective supervision of personal assistant services

· Mobility Training, i.e., maneuvering techniques in inaccessible areas and accessing public transportation

· Money management training and or referring to protective payee services 


· Training an individual on how to identify and the tools to assist an individual in avoiding and or addressing abusive situations 


· Provide peer support to an individual to be able to manage their health care needs and to assist in acceptance of the disability. Connect the individual with local resources and assist in establishing the person to become independent in the community

· Provide housing assistance, i.e., help in application process for a variety of housing options, including home ownership 


· Assistive Technology evaluation, i.e., identifying potential barriers in housing, transportation, communication and durable medical equipment needs

Intervention Services funds may NOT be used for:


· Psychotherapy or counseling.

· Ongoing adult family home (AFH), boarding home (BH), or in-home provider training.  Training and consultation to residential providers must involve a specific client’s special needs (e.g., inappropriate behaviors) and must include a face-to-face interaction with the client.

· Persons not receiving MPC, CHORE, or waiver services in an AFH, BH, or in-home setting, other than APS protective services recipients.  

· General housekeeping.

What is the Procedure to Initiate an Intervention Services or Independent Living Consultant Contract?


1. Discuss the appropriateness of the potential contractor and service with your supervisor.  Obtain supervisor approval to pursue the contract and document the approval in the Service Episode Record (SER) of the case record.

2. Negotiate the scope of the service and payment rate with the potential contractor (see payment schedules).  Stress that the funding for such services is limited:


a. For independent living contractors, negotiate an hourly rate up to $80 per hour.

b. For psychiatrist and psychologist contractors, use the appropriate services payment schedule.

c. For all other contractors, negotiate a rate per hour up to $100 for all intervention services contracts.  


d. Travel: Reimburse travel time at ¼ the hourly rate, or ‘event’ rate for a psychiatric contract, for every 30 minute unit after the first 30 minutes of travel time, up to a maximum of three hours.

i. Allowable travel time is portal to portal:

1. Portal to portal is defined as: 

a. the distance traveled by the contractor from the contractor’s residence or office, whichever is closer, to the address of an appointment (appointment is defined as scheduled time with a person receiving intervention services);

b. the distance from the address of an appointment to another appointment;

c. the distance from an appointment to the contractor’s residence or office, whichever is closer.

2. Travel time is not reimbursed for travel to non-relevant destinations, such as restaurants.       

ii. Calculate travel time from the contractor’s residence or office to the client’s location (to whom intervention or independent living services are being provided), whichever is closer.


iii. The contractor is to specify travel time on the A-19 (example for a psychologist:  Total travel time = 30 minutes (after the first 30 min.)  = one 30 minute unit X $34.84 (1/4 the psychologist rate) = $34.84 for travel time).

iv. If the contractor travels to multiple clients in a given area, the contractor can bill travel only once.  The contractor cannot submit a separate travel billing for each client.  


3. Send the potential contractor a packet containing the following forms.  You can find all required forms on the HCS website in the right side-bar, under ‘HCS Forms:’

a. Cover letter


b. Background Authorization DSHS 09-653 (1/2008)


i. All potential contractors, including all persons who will be providing Intervention Services employed by an agency, must complete a background check form.  Complete the background check form following the directions to form DSHS 09-653 (1/2008).  Be sure to use the account number for your region found at:  http://www1.dshs.wa.gov/msa/bccu/BCCU-account.htm.  BCCU will reject the form if the account number is absent.


ii. When contracting with an agency, ask:


1. the potential contractor how many persons will be providing the service and send the appropriate number of forms or tell the potential contractor to access the form at http://www1.dshs.wa.gov/msa/forms. 

2. whether a staff psychiatrist or psychologist may be providing any services.  If so, note on the Contracts Request and Approval sheet that a contract for a psychiatrist or psychologist is also needed (April Boze-Hassett will send out the appropriate paperwork).

c. Contractor Intake and Instructions [DSHS 27-043 (5/2007)].

d. W-9 Request for Taxpayer Identification Number and Certification.  Note:  people who already have a contract on file do not need to complete another W-9 form.  Send a W-9 form to new, potential contractors only.

e. Envelope with your name and office address so the provider can send the completed forms back to you.


4. When you receive the completed forms, check the Background Authorization for completeness.  If incomplete, send the Background Authorization form back to the contractor to complete.  Send the completed form to the Background Check Central Unit (BCCU).  

5. A potential contractor who has resided in Washington State less than 3 consecutive years must be fingerprinted for investigating conviction records both through Washington state patrol and the federal bureau of investigation.  Follow the procedure for fingerprinting outlined in the Long-Term Care Manual Chapter 7A.  

6. Make sure the contractor included a certificate of insurance with DSHS as an additional insured.


7. When the packet is complete and the background check indicates no disqualifying crimes, complete and attach the Contract Request and Approvals Sheet, and send the packet to April Boze-Hassett, Contracts, Management Services Division, MS 45600.  Ms. Boze-Hassett will send the contractor a contract for signature and an A-19 Invoice Voucher for future billing.  Once the contract is finalized, the contractor’s name and demographic information will be posted on the ADSA/HCS website.  You may then authorize the service.  

8. Patty McDonald maintains the contractors databases on the ADSA intranet.  Contact Patty McDonald to insert or remove a contractor from the database.

Payment Schedules


		PSYCHIATRIC SERVICES PAYMENT SCHEDULE MAXIMUM CONSIDERATION



		CPT Code

		Description of Service

		Fee



		NOTE:

		For psychiatric services only:  If the interview extends to 2 ½ hours or over, you may authorize an additional event ($203.33) for each two hour period.  

		



		90801

		Diagnostic Interview with report CPT 90801.  The contractor shall conduct a face-to-face diagnostic interview to establish a psychiatric diagnosis, collect data sufficient to permit a case formulation, and, if requested by the department, to develop an initial treatment plan, with particular consideration of any immediate intervention that may be needed to ensure the patient’s safety, or, if the evaluation is a reassessment of a patient in long-term treatment, to revise the plan of treatment in accord with new perspectives gained from the evaluation.   


The Evaluation shall be based on the following: 


· Diagnostic Interview, taking into consideration the following domains;


· History of the present illness


· Past mental health history


· General medical history


· Effect of alcohol/drug use and abuse on functional capabilities


· Current mental health status


· Multi-axis diagnosis per current DSM criteria


· Prognosis


· An account of the client’s views of his/her present situation


· Recommended treatment and expected results.


· Test(s) appropriate to the evaluation


· Review of records


· Collateral contacts when requested (i.e. family or with others; when dealing with minors, a parent or guardian must be consulted)


The Contractor shall provide a legible written report of the Client’s:


· Medical


· Cognitive


· Emotional


· Behavioral and/or social characteristics


The Contractor’s reports shall include:


· History of the present illness


· Past psychiatric history


· General medical history


· Effect of chemical use and/or abuse on functional capabilities


· Mental status


· Multi-axis diagnosis per current DSM criteria 


· Prognosis


· Recommended treatment and expected results 


· An account of the client’s views of his/her present situation


· Additional information as requested by DSHS


The report shall be provided to DSHS within 30 days of visit, or less if deemed necessary.

		$203.33 per event



		90802

		Interactive interview examination with report CPT 90802 – This shall include all of the Psychiatric Evaluation components (including a face to face encounter between the contractor and client), however, devices to assist in communication may also be utilized, i.e. physical devices, language interpreter, sign language interpreter, and in the case of children, play devices might also be used as well as other mechanisms of communication.

		$203.33 per event



		ADVANCED REGISTERED NURSE PRACTITIONER (90% of Psychiatrist rate)



		CPT Code

		Description of Service

		Fee



		90801

		Diagnostic Interview with report (same description as under psychiatric payment schedule)

		$183.00



		90802

		Interactive interview examination with report (same description as under psychiatric payment schedule)

		$183.00



		Psychological Services Payment Schedule



		CPT Code

		Description of Service

		Fee



		96101

		Psychological Evaluation 


CPT 96101 – Psychological testing with interpretation and report 


The Contractor shall conduct a face-to-face psycho-diagnostic assessment of personality, psychopathology, emotionality, intellectual abilities, by utilizing standardized, valid and reliable psychological tests. Sufficient data shall be collected to permit a case formulation, and, if requested, to develop an initial treatment plan, with particular consideration of any immediate intervention that may be needed to ensure the patient’s safety, or, if the evaluation is a reassessment of a patient in long-term treatment, to revise the plan of treatment in accord with new perspectives gained from the evaluation. 


The Evaluation shall be based on the following:  


· Diagnostic Interview Examination, taking into consideration the following domains


· History of the present illness


· Past mental health history


· General medical history


· Effect of chemical use and abuse on functional capabilities


· Current mental health status


· Multi-axis diagnosis per current DSM criteria


· Prognosis


· An account of the client’s views of his/her present situation


· Recommended treatment and expected results 


· Test(s) appropriate to the evaluation; at a minimum, provide a description of which mental status exam was administered.  The associated range of normative values, e.g., a score of 30 to 35 is normal, etc., and the person’s score.  Test should summarize


· Test findings


· Interpretation of results


· Note strengths; 


· Diagnosis (DSM’s current edition criteria)


· Functional limitations


· Recommendation for treatment and accommodations


In addition, it may include the following components:


· Review of records


· Collateral contacts when requested (i.e. family or with others; when dealing with minors, a parent or guardian must be consulted)

· Observation of interactions;


· Other reviews/contacts or consultation if requested by DSHS

The Contractor shall provide a legible written report of the Client’s:


· Medical


· Cognitive


· Emotional 


· Behavioral and/or social characteristics


The Contractor’s reports shall include: 

· History of the present illness


· Past mental health history


· General medical history


· Effect of chemical use and/or abuse on functional capabilities


· Current mental status


· Multi-axis diagnosis per current DSM criteria


· Family of origin history 


· Educational history


· Relationship history


· Employment history


· Criminal history


· Prognosis


· Recommended treatment and expected results 


· An account of the client’s views of his/her present situation 


· Additional information as requested by DSHS

· A description as to how the Contractor’s time was utilized


The report shall be provided to DSHS within 30 days of last visit, or sooner if deemed necessary by DSHS

		$139.35 per hour



		96118

		Neuropsychological testing battery and Neurobehavioral Status Exam with interpretation and report


This service shall include all elements of a Psychological Evaluation (96101) plus the testing battery and Neurobehavioral status exam under CPT 96118.

		$186.52 per hour



		INDEPENDENT LIVING PAYMENT SCHEDULE



		------

		Description of Service

		Fee



		

		· Independent living skills training


· Advocacy to identify barriers to living in the community; 


· Peer support services (e.g., contracting with an agency or persons with disabilities to work with clients to maximize independence and acceptance of their disability)


· Assistive technology consultation

		Up to $80 per hour



		All OTHER INTERVENTION SERVICES CONTRACTORS PAYMENT SCHEDULE



		​​​----

		Description of Services

		Fee



		

		Services may include:


· Certified public accountant (CPA) to aid in the investigation of financial exploitation (this services does not require direct client contact)


· Capacity evaluations when it is difficult to determine if a person is at significant risk of personal or financial harm because of diminished capacity.  Request capacity evaluations prior to any court involvement


· Home environment evaluations (e.g., occupational therapist)


· One-time home hazardous cleanup (this services does not require direct client contact)


· Care planning for a specific client in a residential setting (e.g., behavioral needs, special needs)


· Medical consultation (not available through Medicaid or waiver services)


· Subsidized housing or housing options evaluation


· Nursing rehabilitation evaluation


· Physical or occupation therapy evaluation

		$60 to $100 per hour
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Give form to the
requester. Do not
send to the IRS.


Form W-9 Request for Taxpayer
Identification Number and Certification(Rev. November 2005)


Department of the Treasury
Internal Revenue Service


Name (as shown on your income tax return)


List account number(s) here (optional)


Address (number, street, and apt. or suite no.)


City, state, and ZIP code
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2.


Taxpayer Identification Number (TIN)


Enter your TIN in the appropriate box. The TIN provided must match the name given on Line 1 to avoid
backup withholding. For individuals, this is your social security number (SSN). However, for a resident
alien, sole proprietor, or disregarded entity, see the Part I instructions on page 3. For other entities, it is
your employer identification number (EIN). If you do not have a number, see How to get a TIN on page 3.


Social security number


––
or


Requester’s name and address (optional)


Employer identification numberNote. If the account is in more than one name, see the chart on page 4 for guidelines on whose
number to enter. –


Certification


1. The number shown on this form is my correct taxpayer identification number (or I am waiting for a number to be issued to me), and


I am not subject to backup withholding because: (a) I am exempt from backup withholding, or (b) I have not been notified by the Internal
Revenue Service (IRS) that I am subject to backup withholding as a result of a failure to report all interest or dividends, or (c) the IRS has
notified me that I am no longer subject to backup withholding, and


2.


Certification instructions. You must cross out item 2 above if you have been notified by the IRS that you are currently subject to backup
withholding because you have failed to report all interest and dividends on your tax return. For real estate transactions, item 2 does not apply.
For mortgage interest paid, acquisition or abandonment of secured property, cancellation of debt, contributions to an individual retirement
arrangement (IRA), and generally, payments other than interest and dividends, you are not required to sign the Certification, but you must
provide your correct TIN. (See the instructions on page 4.)


Sign
Here


Signature of
U.S. person � Date �


Purpose of Form


Form W-9 (Rev. 11-2005)


Part I


Part II


Business name, if different from above


Cat. No. 10231X


Check appropriate box:


Under penalties of perjury, I certify that:


3
I.R.S. SPECIFICATIONS TO BE REMOVED BEFORE PRINTING


DO NOT PRINT — DO NOT PRINT — DO NOT PRINT — DO NOT PRINT


TLS, have you
transmitted all R
text files for this
cycle update?


Date


Action


Revised proofs
requested


Date Signature


O.K. to print


U.S. person. Use Form W-9 only if you are a U.S. person
(including a resident alien), to provide your correct TIN to the
person requesting it (the requester) and, when applicable, to:


1. Certify that the TIN you are giving is correct (or you are
waiting for a number to be issued),


2. Certify that you are not subject to backup withholding, or
3. Claim exemption from backup withholding if you are a


U.S. exempt payee.


3. I am a U.S. person (including a U.S. resident alien).


A person who is required to file an information return with the
IRS, must obtain your correct taxpayer identification number
(TIN) to report, for example, income paid to you, real estate
transactions, mortgage interest you paid, acquisition or
abandonment of secured property, cancellation of debt, or
contributions you made to an IRA.


Individual/
Sole proprietor Corporation Partnership Other �


Exempt from backup
withholding


Note. If a requester gives you a form other than Form W-9 to
request your TIN, you must use the requester’s form if it is
substantially similar to this Form W-9.


● An individual who is a citizen or resident of the United
States,
● A partnership, corporation, company, or association
created or organized in the United States or under the laws
of the United States, or
● Any estate (other than a foreign estate) or trust. See
Regulations sections 301.7701-6(a) and 7(a) for additional
information.


For federal tax purposes, you are considered a person if you
are:


In 3 above, if applicable, you are also certifying that as a
U.S. person, your allocable share of any partnership income
from a U.S. trade or business is not subject to the
withholding tax on foreign partners’ share of effectively
connected income.


Special rules for partnerships. Partnerships that conduct a
trade or business in the United States are generally required
to pay a withholding tax on any foreign partners’ share of
income from such business. Further, in certain cases where a
Form W-9 has not been received, a partnership is required to
presume that a partner is a foreign person, and pay the
withholding tax. Therefore, if you are a U.S. person that is a
partner in a partnership conducting a trade or business in the
United States, provide Form W-9 to the partnership to
establish your U.S. status and avoid withholding on your
share of partnership income.


The person who gives Form W-9 to the partnership for
purposes of establishing its U.S. status and avoiding
withholding on its allocable share of net income from the
partnership conducting a trade or business in the United
States is in the following cases:
● The U.S. owner of a disregarded entity and not the entity,
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Form W-9 (Rev. 11-2005) Page 2


Sole proprietor. Enter your individual name as shown on
your income tax return on the “Name” line. You may enter
your business, trade, or “doing business as (DBA)” name on
the “Business name” line.


3
I.R.S. SPECIFICATIONS TO BE REMOVED BEFORE PRINTING


DO NOT PRINT — DO NOT PRINT — DO NOT PRINT — DO NOT PRINT


Other entities. Enter your business name as shown on
required federal tax documents on the “Name” line. This
name should match the name shown on the charter or other
legal document creating the entity. You may enter any
business, trade, or DBA name on the “Business name” line.


If the account is in joint names, list first, and then circle,
the name of the person or entity whose number you entered
in Part I of the form.


Limited liability company (LLC). If you are a single-member
LLC (including a foreign LLC with a domestic owner) that is
disregarded as an entity separate from its owner under
Treasury regulations section 301.7701-3, enter the owner’s
name on the “Name” line. Enter the LLC’s name on the
“Business name” line. Check the appropriate box for your
filing status (sole proprietor, corporation, etc.), then check
the box for “Other” and enter “LLC” in the space provided.


Specific Instructions
Name


Exempt From Backup Withholding


5. You do not certify to the requester that you are not
subject to backup withholding under 4 above (for reportable
interest and dividend accounts opened after 1983 only).


Certain payees and payments are exempt from backup
withholding. See the instructions below and the separate
Instructions for the Requester of Form W-9.


Civil penalty for false information with respect to
withholding. If you make a false statement with no
reasonable basis that results in no backup withholding, you
are subject to a $500 penalty.
Criminal penalty for falsifying information. Willfully
falsifying certifications or affirmations may subject you to
criminal penalties including fines and/or imprisonment.


Penalties
Failure to furnish TIN. If you fail to furnish your correct TIN
to a requester, you are subject to a penalty of $50 for each
such failure unless your failure is due to reasonable cause
and not to willful neglect.


Misuse of TINs. If the requester discloses or uses TINs in
violation of federal law, the requester may be subject to civil
and criminal penalties.


If you are an individual, you must generally enter the name
shown on your income tax return. However, if you have
changed your last name, for instance, due to marriage
without informing the Social Security Administration of the
name change, enter your first name, the last name shown on
your social security card, and your new last name.


If you are exempt, enter your name as described above and
check the appropriate box for your status, then check the
“Exempt from backup withholding” box in the line following
the business name, sign and date the form.


4. The IRS tells you that you are subject to backup
withholding because you did not report all your interest and
dividends on your tax return (for reportable interest and
dividends only), or


3. The IRS tells the requester that you furnished an
incorrect TIN,


2. You do not certify your TIN when required (see the Part
II instructions on page 4 for details),


You will not be subject to backup withholding on payments
you receive if you give the requester your correct TIN, make
the proper certifications, and report all your taxable interest
and dividends on your tax return.


1. You do not furnish your TIN to the requester,


What is backup withholding? Persons making certain
payments to you must under certain conditions withhold and
pay to the IRS 28% of such payments (after December 31,
2002). This is called “backup withholding.” Payments that
may be subject to backup withholding include interest,
dividends, broker and barter exchange transactions, rents,
royalties, nonemployee pay, and certain payments from
fishing boat operators. Real estate transactions are not
subject to backup withholding.


Payments you receive will be subject to backup
withholding if:


If you are a nonresident alien or a foreign entity not subject
to backup withholding, give the requester the appropriate
completed Form W-8.


Example. Article 20 of the U.S.-China income tax treaty
allows an exemption from tax for scholarship income
received by a Chinese student temporarily present in the
United States. Under U.S. law, this student will become a
resident alien for tax purposes if his or her stay in the United
States exceeds 5 calendar years. However, paragraph 2 of
the first Protocol to the U.S.-China treaty (dated April 30,
1984) allows the provisions of Article 20 to continue to apply
even after the Chinese student becomes a resident alien of
the United States. A Chinese student who qualifies for this
exception (under paragraph 2 of the first protocol) and is
relying on this exception to claim an exemption from tax on
his or her scholarship or fellowship income would attach to
Form W-9 a statement that includes the information
described above to support that exemption.


Note. You are requested to check the appropriate box for
your status (individual/sole proprietor, corporation, etc.).


4. The type and amount of income that qualifies for the
exemption from tax.


5. Sufficient facts to justify the exemption from tax under
the terms of the treaty article.


Nonresident alien who becomes a resident alien.
Generally, only a nonresident alien individual may use the
terms of a tax treaty to reduce or eliminate U.S. tax on
certain types of income. However, most tax treaties contain a
provision known as a “saving clause.” Exceptions specified
in the saving clause may permit an exemption from tax to
continue for certain types of income even after the recipient
has otherwise become a U.S. resident alien for tax purposes.


If you are a U.S. resident alien who is relying on an
exception contained in the saving clause of a tax treaty to
claim an exemption from U.S. tax on certain types of income,
you must attach a statement to Form W-9 that specifies the
following five items:


1. The treaty country. Generally, this must be the same
treaty under which you claimed exemption from tax as a
nonresident alien.


2. The treaty article addressing the income.
3. The article number (or location) in the tax treaty that


contains the saving clause and its exceptions.


Also see Special rules regarding partnerships on page 1.


Foreign person. If you are a foreign person, do not use
Form W-9. Instead, use the appropriate Form W-8 (see
Publication 515, Withholding of Tax on Nonresident Aliens
and Foreign Entities).


● The U.S. grantor or other owner of a grantor trust and not
the trust, and


● The U.S. trust (other than a grantor trust) and not the
beneficiaries of the trust.
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Part I. Taxpayer Identification
Number (TIN)
Enter your TIN in the appropriate box. If you are a resident
alien and you do not have and are not eligible to get an SSN,
your TIN is your IRS individual taxpayer identification number
(ITIN). Enter it in the social security number box. If you do
not have an ITIN, see How to get a TIN below.


How to get a TIN. If you do not have a TIN, apply for one
immediately. To apply for an SSN, get Form SS-5,
Application for a Social Security Card, from your local Social
Security Administration office or get this form online at
www.socialsecurity.gov. You may also get this form by
calling 1-800-772-1213. Use Form W-7, Application for IRS
Individual Taxpayer Identification Number, to apply for an
ITIN, or Form SS-4, Application for Employer Identification
Number, to apply for an EIN. You can apply for an EIN online
by accessing the IRS website at www.irs.gov/businesses and
clicking on Employer ID Numbers under Related Topics. You
can get Forms W-7 and SS-4 from the IRS by visiting
www.irs.gov or by calling 1-800-TAX-FORM
(1-800-829-3676).


If you are asked to complete Form W-9 but do not have a
TIN, write “Applied For” in the space for the TIN, sign and
date the form, and give it to the requester. For interest and
dividend payments, and certain payments made with respect
to readily tradable instruments, generally you will have 60
days to get a TIN and give it to the requester before you are
subject to backup withholding on payments. The 60-day rule
does not apply to other types of payments. You will be
subject to backup withholding on all such payments until you
provide your TIN to the requester.


If you are a sole proprietor and you have an EIN, you may
enter either your SSN or EIN. However, the IRS prefers that
you use your SSN.


If you are a single-owner LLC that is disregarded as an
entity separate from its owner (see Limited liability company
(LLC) on page 2), enter your SSN (or EIN, if you have one). If
the LLC is a corporation, partnership, etc., enter the entity’s
EIN.
Note. See the chart on page 4 for further clarification of
name and TIN combinations.


Note. Writing “Applied For” means that you have already
applied for a TIN or that you intend to apply for one soon.
Caution: A disregarded domestic entity that has a foreign
owner must use the appropr iate Form W-8.


9. A futures commission merchant registered with the
Commodity Futures Trading Commission,


10. A real estate investment trust,
11. An entity registered at all times during the tax year


under the Investment Company Act of 1940,
12. A common trust fund operated by a bank under


section 584(a),
13. A financial institution,
14. A middleman known in the investment community as a


nominee or custodian, or
15. A trust exempt from tax under section 664 or


described in section 4947.


THEN the payment is exempt
for . . .


IF the payment is for . . .


All exempt recipients except 
for 9


Interest and dividend payments


Exempt recipients 1 through 13.
Also, a person registered under
the Investment Advisers Act of
1940 who regularly acts as a
broker


Broker transactions


Exempt recipients 1 through 5Barter exchange transactions
and patronage dividends


Generally, exempt recipients
1 through 7


Payments over $600 required
to be reported and direct
sales over $5,000 1


See Form 1099-MISC, Miscellaneous Income, and its instructions.


However, the following payments made to a corporation (including gross
proceeds paid to an attorney under section 6045(f), even if the attorney is a
corporation) and reportable on Form 1099-MISC are not exempt from
backup withholding: medical and health care payments, attorneys’ fees; and
payments for services paid by a federal executive agency.


The chart below shows types of payments that may be
exempt from backup withholding. The chart applies to the
exempt recipients listed above, 1 through 15.


1


2


7. A foreign central bank of issue,
8. A dealer in securities or commodities required to register


in the United States, the District of Columbia, or a
possession of the United States,


2


Exempt payees. Backup withholding is not required on any
payments made to the following payees:


1. An organization exempt from tax under section 501(a),
any IRA, or a custodial account under section 403(b)(7) if the
account satisfies the requirements of section 401(f)(2),


2. The United States or any of its agencies or
instrumentalities,


3. A state, the District of Columbia, a possession of the
United States, or any of their political subdivisions or
instrumentalities,


4. A foreign government or any of its political subdivisions,
agencies, or instrumentalities, or


5. An international organization or any of its agencies or
instrumentalities.


Other payees that may be exempt from backup
withholding include:


6. A corporation,


Generally, individuals (including sole proprietors) are not
exempt from backup withholding. Corporations are exempt
from backup withholding for certain payments, such as
interest and dividends.
Note. If you are exempt from backup withholding, you
should still complete this form to avoid possible erroneous
backup withholding.
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I.R.S. SPECIFICATIONS TO BE REMOVED BEFORE PRINTING
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What Name and Number To Give the
Requester


Give name and SSN of:For this type of account:


The individual1. Individual


The actual owner of the account
or, if combined funds, the first
individual on the account 1


2. Two or more individuals (joint
account)


The minor 23. Custodian account of a minor
(Uniform Gift to Minors Act)


The grantor-trustee 14. a. The usual revocable
savings trust (grantor is
also trustee)


1. Interest, dividend, and barter exchange accounts
opened before 1984 and broker accounts considered
active during 1983. You must give your correct TIN, but you
do not have to sign the certification.


The actual owner 1b. So-called trust account
that is not a legal or valid
trust under state law2. Interest, dividend, broker, and barter exchange


accounts opened after 1983 and broker accounts
considered inactive during 1983. You must sign the
certification or backup withholding will apply. If you are
subject to backup withholding and you are merely providing
your correct TIN to the requester, you must cross out item 2
in the certification before signing the form.


The owner 35. Sole proprietorship or
single-owner LLC


Give name and EIN of:For this type of account:


3. Real estate transactions. You must sign the
certification. You may cross out item 2 of the certification.


A valid trust, estate, or
pension trust


6.


Legal entity 4


4. Other payments. You must give your correct TIN, but
you do not have to sign the certification unless you have
been notified that you have previously given an incorrect TIN.
“Other payments” include payments made in the course of
the requester’s trade or business for rents, royalties, goods
(other than bills for merchandise), medical and health care
services (including payments to corporations), payments to a
nonemployee for services, payments to certain fishing boat
crew members and fishermen, and gross proceeds paid to
attorneys (including payments to corporations).


The corporationCorporate or LLC electing
corporate status on Form
8832


7.


The organizationAssociation, club, religious,
charitable, educational, or
other tax-exempt organization


8.


5. Mortgage interest paid by you, acquisition or
abandonment of secured property, cancellation of debt,
qualified tuition program payments (under section 529),
IRA, Coverdell ESA, Archer MSA or HSA contributions or
distributions, and pension distributions. You must give
your correct TIN, but you do not have to sign the
certification.


The partnershipPartnership or multi-member
LLC


9.


The broker or nomineeA broker or registered
nominee


10.


The public entityAccount with the Department
of Agriculture in the name of
a public entity (such as a
state or local government,
school district, or prison) that
receives agricultural program
payments


11.


Privacy Act Notice


List first and circle the name of the person whose number you furnish. If
only one person on a joint account has an SSN, that person’s number must
be furnished.


Circle the minor’s name and furnish the minor’s SSN.


You must show your individual name and you may also enter your business
or “DBA” name on the second name line. You may use either your SSN or
EIN (if you have one). If you are a sole proprietor, IRS encourages you to
use your SSN.
List first and circle the name of the legal trust, estate, or pension trust. (Do
not furnish the TIN of the personal representative or trustee unless the legal
entity itself is not designated in the account title.) Also see Special rules
regarding partnerships on page 1.


Note. If no name is circled when more than one name is
listed, the number will be considered to be that of the first
name listed.


Sole proprietorship or
single-owner LLC


The owner 3


12.


Part II. Certification


For a joint account, only the person whose TIN is shown in
Part I should sign (when required). Exempt recipients, see
Exempt From Backup Withholding on page 2.


3


You must provide your TIN whether or not you are required to file a tax return. Payers must generally withhold 28% of taxable
interest, dividend, and certain other payments to a payee who does not give a TIN to a payer. Certain penalties may also apply.


To establish to the withholding agent that you are a U.S.
person, or resident alien, sign Form W-9. You may be
requested to sign by the withholding agent even if items 1, 4,
and 5 below indicate otherwise.


Section 6109 of the Internal Revenue Code requires you to provide your correct TIN to persons who must file information returns
with the IRS to report interest, dividends, and certain other income paid to you, mortgage interest you paid, the acquisition or
abandonment of secured property, cancellation of debt, or contributions you made to an IRA, or Archer MSA or HSA. The IRS
uses the numbers for identification purposes and to help verify the accuracy of your tax return. The IRS may also provide this
information to the Department of Justice for civil and criminal litigation, and to cities, states, the District of Columbia, and U.S.
possessions to carry out their tax laws. We may also disclose this information to other countries under a tax treaty, to federal
and state agencies to enforce federal nontax criminal laws, or to federal law enforcement and intelligence agencies to combat
terrorism.


Signature requirements. Complete the certification as
indicated in 1 through 5 below.


1


2


3


4
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DATE


Dr. Doctor


1111 Good Works Road


Anytown, WA 00000


Dear Dr. Doctor:


Thank you for your interest in establishing a contract to provide Intervention Services for Aging & Disability Services Administration.  


Please complete the enclosed application documents in full:

· Contractor Intake Form


· Background Authorization Form


· Certificate of insurance (must meet attached requirements)


· W-9 Form (if you are a new DSHS contractor)


· Any supporting documentation, if needed


Each person in an organization who will be providing the Intervention Services must have a current criminal background check on file with the DSHS Background Check Central Unit.  You may duplicate the enclosed form as needed.  Carefully read the instructions on the back of the form.  Incomplete documents will be returned and execution of the contract may be delayed.


Persons who have resided in Washington State for less than 3 consecutive years must also have their fingerprints processed.  You can have your fingerprints processed by (state your region’s process for fingerprinting).

Mail all completed documents to me at the address below.  I have provided an envelope for your convenience.  


If you have any questions, please call me at 000-000-0000.








Sincerely, 








HCS/AAA/RCS/APS Worker








Intervention Services








Home & Community Services Division, Region 0








PO Box XXXX








Anytown, WA  88888


Enclosures


Insurance Requirements

1. Insurance


The Contractor shall at all times comply with the following insurance requirements.  


a. General Liability Insurance


The Contractor shall maintain Commercial General Liability Insurance, or Business Liability Insurance, including coverage for bodily injury, property damage, and contractual liability, with the following minimum limits: Each Occurrence - $1,000,000; General Aggregate - $2,000,000.  The policy shall include liability arising out of premises, operations, independent contractors, products-completed operations, personal injury, advertising injury, and liability assumed under an insured contract.  The State of Washington, Department of Social & Health Services (DSHS), and elected and appointed officials, agents, and employees of the state, shall be named as additional insured’s.   


In lieu of general liability insurance mentioned above, if the contractor is a sole proprietor with less than three contracts, the contractor may choose one of the following three general liability policies but only if attached to a professional liability policy, and if selected the policy shall be maintained for the life of the contract:


Supplemental Liability Insurance, including coverage for bodily injury and property damage that will cover the contractor wherever the service is performed with the following minimum limits: Each Occurrence - $1,000,000; General Aggregate - $2,000,000.  The State of Washington, Department of Social & Health Services (DSHS), its elected and appointed officials, agents, and employees shall be named as additional insured’s.


                                                           or


Workplace Liability Insurance, including coverage for bodily injury and property damage that provides coverage wherever the service is performed with the following minimum limits: Each Occurrence - $1,000,000; General Aggregate - $2,000,000.  The State of Washington, Department of Social & Health Services (DSHS), and elected and appointed officials, agents, and employees of the state, shall be named as additional insured’s. 


                                                           or


Premises Liability Insurance and provide services only at their recognized place of business, including coverage for bodily injury, property damage with the following minimum limits: Each Occurrence - $1,000,000; General Aggregate - $2,000,000.  The State of Washington, Department of Social & Health Services (DSHS), and elected and appointed officials, agents, and employees of the state, shall be named as Additional Insured.


b. Business Automobile Liability Insurance


The Contractor shall maintain a Business Automobile Policy on all vehicles used to transport clients, including vehicles hired by the Contractor or owned by the Contractor’s employees, volunteers or others, with the following minimum limits: $1,000,000 per accident combined single limit.  The Contractor’s carrier shall provide DSHS with a waiver of subrogation or name DSHS as an Additional Insured.


c. Professional Liability Insurance (PL)


The Contractor shall maintain Professional Liability Insurance or Errors & Omissions insurance, including coverage for losses caused by errors and omissions, with the following minimum limits: Each Occurrence - $1,000,000; Aggregate - $2,000,000.


d. Worker’s Compensation


The Contractor shall comply with all applicable Worker’s Compensation, occupational disease, and occupational health and safety laws and regulations.  The State of Washington and DSHS shall not be held responsible for claims filed for Worker's Compensation under RCW 51 by the Contractor or its employees under such laws and regulations. 


e. Employees and Volunteers


Insurance required of the Contractor under the Contract shall include coverage for the acts and omissions of the Contractor’s employees and volunteers.  In addition, the Contractor shall ensure that all employees and volunteers who use vehicles to transport clients or deliver services have personal automobile insurance and current driver’s licenses. 


f. Subcontractors


The Contractor shall ensure that all subcontractors have and maintain insurance with the same types and limits of coverage as required of the Contractor under the Contract. 


g. Separation of Insured’s


All insurance policies shall include coverage for cross liability and contain a “Separation of Insured’s” provision. 


h. Insurers


The Contractor shall obtain insurance from insurance companies identified as an admitted insurer/carrier in the State of Washington, with a Best’s Reports’ rating of B++, Class VII, or better.  Surplus Lines insurance companies will have a rating of A-, Class VII, or better.


i. Evidence of Coverage


The Contractor shall submit Certificates of Insurance to the DSHS point of contact located on page one of the contract for each coverage required of the Contractor under the Contract.  The Certificate shall identify the DSHS Office of Risk Management, PO Box 45882, Olympia, Washington 98504-5882 as Certificate Holder.  A duly authorized representative of each insurer, showing compliance with the insurance requirements specified in this Contract, shall execute each Certificate of Insurance.  The Contractor is not required to submit to DSHS copies of Certificates of Insurance for personal automobile insurance required of the Contractor’s employees and volunteers under the contract


The Contractor shall maintain copies of Certificates of Insurance for each subcontractor as evidence that each subcontractor maintains insurance as required by the Contract.


j. Material Changes


The insurer shall give DSHS Central Contract Services; 45 days advance written notice of cancellation or non-renewal.  If cancellation is due to non-payment of premium, the insurer shall give DSHS 10 days advance written notice of cancellation.


k. General


By requiring insurance, the State of Washington and DSHS do not represent that the coverage and limits specified will be adequate to protect the Contractor.  Such coverage and limits shall not be construed to relieve the Contractor from liability in excess of the required coverage and limits and shall not limit the Contractor’s liability under the indemnities and reimbursements granted to the State and DSHS in this Contract.  All insurance provided in compliance with this Contract shall be primary as to any other insurance or self-insurance programs afforded to or maintained by the State.  
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		Aging & Disability Services Administration


INTERVENTION SERVICES

Contract Request and Approvals 

		ADSA Contract Manager:


  April Boze-Hassett

ADSA Program #:


ADSA Log #:



		Contractor Information



		Contractor Legal Name and DBA (doing business  as):

		 



		 Mailing Address:

		



		Contractor Contact Person: 

		Contractor SSN or Federal ID#:



		Phone Number:


Fax Number:

		E-mail Address:



		Contract Information



		Description of Services to be provided:  

		  FORMCHECKBOX 
 Independent Living Consultation


  FORMCHECKBOX 
 Psychiatrist


  FORMCHECKBOX 
 Psychologist


  FORMCHECKBOX 
 Other Intervention

		$Rate ____________


(Rate is not needed for Psychiatric or Psychological Services)



		Period of Performance:

		Start Date:                                           End Date:



		Type of Contract:

		( Personal Service    ( Purchased Service             X Client Service  
( Intergovernmental  ( Information Technology      (   Data Sharing   



		Type of Procurement:

		( Competitive     ( Sole Source   ( Emergency    X None



		Cost-benefit analysis completed:

		( Yes (on file)     X N/A  



		 Program Requirements/Approvals 



		Please check the items required:           


        Washington State Business License    (  attached    (  on file    (  not required        


        Professional License(s)                        (  attached    (  on file    (  not required            


        Background Check                                                      (  on file    (  not required        


        Certificate of Insurance  Required:  X  CGL   X  PL   ( BAP  ( Waiver  (attach copy of COI or Waiver)            


                                                                 CGL = Commercial General Liability   PL = Professional Liability



		Risk assessment complete and on file?         (  Yes (on file)    (  No   



		How will this contract be monitored?  The contract will be monitored using the Authorization for Intervention Services form, invoices, and reports (per Authorization for Intervention Services form, by:  



		Program Manager Approval:                                                             Date:



		Program Office Chief  Approval:                                                         Date:



		THE FOLLOWING FORMS MUST BE ATTACHED TO THIS CONTRACT REQUEST IN ORDER TO PROCESS A CONTRACT:


(1) CONTRACTOR INTAKE FORM;


(2) W-9 TAXPAYER IDENTIFICATION FORM; (IF NEW CONTRACTOR)


(3) CERTIFICATE OF INSURANCE
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				FORM						STATE OF WASHINGTON																AGENCY USE ONLY

				A 19-1A						INVOICE VOUCHER

				(Rev. 6/95)

																										AGENCY NO.						LOCATION CODE				AUTH. NO. OR P.R.#

		AGENCY NAME																								3000

																										INSTRUCTION TO VENDOR OR CLAIMANT:  Submit this form to claim

				DSHS-AGING & DISABILITY SERVICES																						payment for materials, merchandise or services. Show complete detail

				640 WOODLAND SQ. LP. S. E.																						for each item.

				P. O. BOX 45600

				OLYMPIA, WA  98504-5600																						VENDOR'S CERTIFICATE. I hereby certify under penalty of perjury that

																										the items and totals listed herein are proper charges for materials,

																										merchandise or services furnished to the State of Washington, and that

																										all goods furnished and/or services rendered have been provided without

																										discrimination because of age, sex, marital status, race, creed, color,

		VENDOR OR CLAIMANT          (Warrant is to be payable to)																								national origin, handicap, religion, or Vietnam era or disabled veterans

																										status.

				Mr. Clean																						BY

				XXXXXXXXXXXXXXs																												(SIGN IN INK)

				XXXXXXXXXXXXXXs

				XXXXXXXXXXXXXXs

																														(TITLE)						(DATE)

		FEDERAL I.D. NO. SOCIAL SECURITY NO.    (For Reporting Personal Services Contract Payments to I.R.S)																								RECEIVED BY										DATE RECEIVED

																												UNIT								FOR AGENCY

		DATE				DESCRIPTION																QUANITY				UNIT		PRICE				AMOUNT				USE

						For services rendered under contract no. __333333___________

						for ____________________________________________				Jane Doe

		12/31/99				CPT Code 90801 Diagnostic Interview with report - 2 events @ $203.33 per event																										$406.66

												final billing

		12/31/99				Travel:  $ 51  X  1 (# of 30 min intervals AFTER the first 30 min.) = $51																										$51.00

																				total												$457.66

		PREPARED BY										TELEPHONE NUMBER						DATE				AGENCY APPROVAL														DATE

																						SIGNED BY RA, AAA Director, or designee

		DOC. DATE						PMT DUE DATE				CURRENT DOC. NO.						REF. DOC. NO.				VENDOR NUMBER						VENDOR MESSAGE						USE TAX		UBI NUMBER

										MASTER INDEX										WORK-		COUNTY		CITY/

		REF				M										SUB				CLASS				TOWN

		DOC		TRANS		O		FUND		APPN		PROGRAM		SUB		SUB		ORG				BUDGET						SUB		PROJ		AMOUNT				INVOICE NUMBER

		SUF		CODE		D				INDEX		INDEX		OBJ		OBJ		INDEX		ALLOC		UNIT		MOS		PROJECT		PROJ		PHAS

		ACCOUNTING APPROVAL FOR PAYMENT																				DATE										WARRANT TOTAL				WARRANT NUMBER

																																$   - 0



&R&D   &T
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Instructions for Completing 


A19-1A Invoice Voucher

(For contracted Intervention Services payments only)


Complete the following fields each time you submit an A19-1A for contracted reimbursement.  Failure to complete all of the required fields will result in delay of payment.  


1.
Vendor or Claimant


Enter the name and address of your name/organization or person to whom payment is to be remitted (as listed on the contract). 


2.
Vendor’s Certificate



You or your designee must sign the A19-1A in ink.  The person signing must include their position title and date of signature.  Please read the Vendor’s Certificate carefully.  Signature indicates services have been rendered in the amount invoiced.


3.
Federal ID No. or Social Security No.


Enter your federal identification number, as indicated on your contract.  If you (the contractor) are a sole proprietor, the social security number may act as the federal identification number. 


4.
Description


Enter the DSHS/ADSA contract number.  This information is on the contract and/or work order.  Enter:


· the service provided;


· the dates for which reimbursement is being requested;


· the name of services recipient;


· the number of hours the services were performed;


· the charge per hour (or event) as per contract; and

· for travel time, the number of 30 minute intervals AFTER the first 30 minutes of travel, times ¼ the hourly rate, or event (psychiatric contract), up to a maximum of 3 hours.

Please indicate if the payment is for a final billing.


5.
Amount


Enter the amount billable to Aging & Disability Services Administration (ADSA) per the terms of the contract.


6. Submission


Attach any supporting billing documentation and/or invoices to the original A19-1A and submit them to the Home & Community Services or Area Aging on Aging  worker who requested the service.  

Payment Schedules

		PSYCHIATRIC SERVICES PAYMENT SCHEDULE MAXIMUM CONSIDERATION



		CPT Code

		Description of Service

		Fee



		NOTE:

		For psychiatric services only:  If the interview extends to 2 ½ hours or over, you may authorize an additional event ($203.33) for each two hour period.  

		



		90801

		Diagnostic Interview with report CPT 90801 –  means the face-to-face interview, conducted by a psychiatrist, whose focus is to discover the patient’s main complaint, elicited in sufficient detail to permit a comprehensive understanding of the course of treatment needed. The Diagnostic Interview Examination provides the Contractor with a sample of the patient’s interpersonal behavior and emotional processes that can either support or qualify diagnostic inferences from the history and examination, and can also aid in prognosis and treatment planning.   


The Evaluation shall be based on the following: 


· Diagnostic Interview, taking into consideration the following domains;


· History of the present illness


· Past mental health history


· General medical history


· Effect of alcohol/drug use and abuse on functional capabilities


· Current mental health status


· Multi-axis diagnosis per current DSM criteria


· Prognosis


· An account of the client’s views of his/her present situation


· Recommended treatment and expected results.


· Test(s) appropriate to the evaluation


· Review of records


· Collateral contacts when requested (i.e. family or with others; when dealing with minors, a parent or guardian must be consulted)


· The Contractor shall provide a legible written report of the Client’s:


· Medical


· Cognitive


· Emotional


· Behavioral and/or social characteristics


· The Contractor’s reports shall include:


· History of the present illness


· Past psychiatric history


· General medical history


· Effect of chemical use and/or abuse on functional capabilities


· Mental status


· Multi-axis diagnosis per current DSM criteria 


· Prognosis


· Recommended treatment and expected results 


· An account of the client’s views of his/her present situation


· Additional information as requested by DSHS


· The report shall be provided to DSHS within 30 days of visit, or less if deemed necessary

		$203.33 per event



		90802

		Interactive interview examination with report CPT 90802 – This shall include all of the Psychiatric Evaluation components (including a face to face encounter between the contractor and client), however, devices to assist in communication may also be utilized, i.e. physical devices, language interpreter, sign language interpreter, and in the case of children, play devices might also be used as well as other mechanisms of communication.




		$203.33 per event



		ADVANCED REGISTERED NURSE PRACTITIONER (90% of Psychiatrist rate)



		CPT Code

		Description of Service

		Fee



		90801

		Diagnostic Interview with report (same description as under psychiatric payment schedule)

		$183.00



		90802

		Interactive interview examination with report (same description as under psychiatric payment schedule)

		$183.00



		Psychological Services Payment Schedule



		CPT Code

		Description of Service

		Fee



		96100

		Psychological Evaluation 


CPT 96100 – Psychological testing with interpretation and report 


The Contractor shall conduct a face-to-face psycho-diagnostic assessment of personality, psychopathology, emotionality, intellectual abilities, by utilizing standardized, valid and reliable psychological tests. Sufficient data shall be collected to permit a case formulation, and, if requested, to develop an initial treatment plan, with particular consideration of any immediate intervention that may be needed to ensure the patient’s safety, or, if the evaluation is a reassessment of a patient in long-term treatment, to revise the plan of treatment in accord with new perspectives gained from the evaluation. 


The Evaluation shall be based on the following:  


· Diagnostic Interview Examination, taking into consideration the following domains


· History of the present illness


· Past mental health history


· General medical history


· Effect of chemical use and abuse on functional capabilities


· Current mental health status


· Multi-axis diagnosis per current DSM criteria


· Prognosis


· An account of the client’s views of his/her present situation


· Recommended treatment and expected results 


· Test(s) appropriate to the evaluation; Test should summarize


· Test findings


· Interpretation of results


· Note strengths; 


· Diagnosis (DSM’s current edition criteria)


· Functional limitations


· Recommendation for treatment and accommodations


· Review of records


· Collateral contacts when requested (i.e. family or with others; when dealing with minors, a parent or guardian must be consulted)


The Contractor shall provide a legible written report of the Client’s:


· Medical


· Cognitive


· Emotional 


· Behavioral and/or social characteristics


The Contractor’s reports shall include: History of the present illness


· Past mental health history


· General medical history


· Effect of chemical use and/or abuse on functional capabilities


· Current mental status


· Multi-axis diagnosis per current DSM criteria


· Family of origin history 


· Educational history


· Relationship history


· Employment history


· Criminal history


· Prognosis


· Recommended treatment and expected results 


· An account of the client’s views of his/her present situation 


· Additional information as requested by DSHS

· A description as to how the Contractor’s time was utilized


· The report shall be provided to DSHS within 30 days of last visit, or sooner if deemed necessary by DSHS

		$97.72 per hour



		96117

		Neuropsychological testing battery and Neurobehavioral Status Exam with interpretation and report


(clinical assessment of thinking, reasoning and judgment, e.g. acquired knowledge, attention, memory, visual spatial abilities, language functions, planning; the psychological measurement, assessment and evaluation of a client).


CPT 96117 - Report shall summarize the following:


· Test findings


· Interpretation of results


· Note strengths


· Diagnosis (DSM’s most current edition criteria)


· Functional limitations 


· Provide recommendations for treatment and accommodations




		$97.72 per hour



		INDEPENDENT LIVING PAYMENT SCHEDULE



		------

		Description of Service

		Up to $80 per hour



		

		· Independent living skills training


· Advocacy to identify barriers to living in the community; 


· Peer support services (e.g., contracting with an agency or persons with disabilities to work with clients to maximize independence and acceptance of their disability)


· Assistive technology consultation

		



		All OTHER INTERVENTION SERVICES CONTRACTORS PAYMENT SCHEDULE



		​​​----

		Description of Services

		Fee



		

		Services may include:


· Certified public accountant (CPA) to aid in the investigation of financial exploitation (this services does not require direct client contact)


· Capacity evaluations when it is difficult to determine if a person is at significant risk of personal or financial harm because of diminished capacity.  Request capacity evaluations prior to any court involvement


· Home environment evaluations (e.g., occupational therapist)


· One-time home hazardous cleanup (this services does not require direct client contact)


· Care planning for a specific client in a residential setting (e.g., behavioral needs, special needs)


· Medical consultation (not available through Medicaid or waiver services)


· Subsidized housing or housing options evaluation


· Nursing rehabilitation evaluation


· Physical or occupation therapy evaluation

		$60 to $100 per hour
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To Access the Intervention Services Website


· Go to the ADSA website


· Click on ‘Home & Community Service (HCS) in the left sidebar.  You are now on the HCS website.


· Click either on ‘Independent Living Contractors’ or ‘Intervention Services Contractors’ in the right sidebar to access the desired list.  
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Scroll down to find the contractor lists







Scroll down to find the link to the Intervention Services forms







Click on ‘HCS’ to pull up the right screen menu












