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DEPARTMENT OF SOCIAL AND HEALTH SERVICES
Aging and Long-Term Support Administration
Home and Community Services Division
PO Box 45600, Olympia, WA 98504-5600HCS MANAGEMENT BULLETIN



H17-047 – Policy & Procedure
June 14, 2017

	 TO:

	Home and Community Services (HCS) Division Regional Administrators

Area Agency on Aging (AAA) Directors


	FROM:

	Kathy Morgan, Acting Director, Home and Community Services Division


	SUBJECT:

	Intervention Services and Independent Living Consultation Services


	PURPOSE:

	This management bulletin is to inform staff of amended policy and procedures for authorizing Intervention Services funds.


	BACKGROUND:

	Client private funds, Medicare, Medicaid, or waiver programs must first be utilized and or billed prior to Intervention Services funds being utilized.   Intervention Services funds can only be authorized for a service covered under the fund.


	WHAT’S NEW, CHANGED, OR CLARIFIED:

	Policy
· Policy is amended to clarify that Intervention Services are authorized only when the specific service is not available through Medicare, Medicaid, or waiver services.
· Staff are to seek prior approval from headquarters APS program manager for exceptions to provider rates or travel reimbursement.
· Home cleaning agencies’ travel is not reimbursed.
Procedure
· Reimburse travel via ProviderOne using code SA300-U1 at 1/8 the hourly rate for every 15 minutes unit after the first 30 minutes of travel time, up to a maximum of three hours for providers other than home cleaning agencies.
· If the services desired are medical, check to see if the client is covered by Medicare by going to the ‘coverage lookup tool’ at Medicare.gov.  Remind the provider that Medicare must be billed first.
· The Authorization for Intervention Services form is amended to reflect the new travel calculation for ProviderOne.  This form can only be signed by the HCS Regional Administrator, the Deputy Regional Administrator, the Field Service Administrator, or the AAA Director.  This task cannot be delegated to any other position.
· A new document, “Client Intervention/Independent Living Consultation ProviderOne RAC, Service Codes, Modifiers, and Taxonomies” is added at staff’s recommendation for staff convenience.


	ACTION:

	Implement the amended policy and procedures immediately when authorizing Intervention Services and Independent Living Consultation services.


	RELATED REFERENCES:

	N/A



	ATTACHMENT(S):
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	CONTACT(S):

	Carol Sloan, APS Program Manager
360-725-2345
sloancs@dshs.wa.gov 



[bookmark: _GoBack]
Intervention services Authorization Form.docx
REQUIRED:  Check appropriate boxes:

[bookmark: Check18][bookmark: Check19][bookmark: Check20]Worker is with:    |_|  APS      |_|  HCS      |_|  AAA

Client is currently receiving: 

[bookmark: Check21][bookmark: Check22] |_|  COPES    |_|  CFC   

[bookmark: Text11]|_|  Other waiver service:      

[bookmark: Check24]|_|  NON-MEDICAID (APS ONLY)   

AUTHORIZATION FOR 

INTERVENTION SERVICES









(Print)

I authorize:

[bookmark: Text2][bookmark: Text3][bookmark: Text4][bookmark: Text5]      (Contractor) to provide services to       (client) effective       through       (maximum of 30 days) (check the appropriate box(es) below):

[bookmark: Check25][bookmark: Text6][bookmark: Text7][bookmark: Text8]|_|  For a maximum of       units at $      per unit for a total of $     

[bookmark: Check27][bookmark: Text10]|_|  Travel time reimbursement:  $      1/8 of the hourly rate for each 15 minutes after the first 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, for providers (professionals and independent living) other than the home cleaning agencies, accountants/forensic accountants.  We do not pay travel for these agencies.



The contractor will provide the following service in order to meet the associated outcome (check appropriate box):

		[bookmark: Check10]|_|  (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.  Outcome:  Client will acquire skills to hire/fire and supervise providers.



		[bookmark: Check11]|_|  (Independent Living consultation) Mobility training, i.e., maneuvering techniques in inaccessible areas and accessing public transportation.  Outcome:  Client can access public transportation and navagate in areas with difficult accessibility. Assistive technology will be made available with available resources. 



		[bookmark: Check12]|_|  (Independent Living consultation) Money management training and or referring to protective payee. Outcome: Client will have the ability to self manage her or his money.  If client is not capable to self-manage, then protective payee resources will be made available. 



		[bookmark: Check13]|_|  (Independent Living consultation) Training re: how to identify and avoid abusive situations.  Outcome:  Client will know where to access protective services.



		[bookmark: Check14]|_|  (Independent Living consultation)  Peer support to assist with managing health care needs and acceptance of a disability.  Outcome: Client will be made aware of community resources to assist in health care maintenance.



		[bookmark: Check15]|_|  (Independent Living consultation) Housing assistance, i.e., help in application barriers in housing options, including home ownership.  Outcome:  Client will acquire skills in obtaining and maintaining housing.



		[bookmark: Check16]|_|  (Independent Living consultation) Assistive technology evaluation, i.e., identifying potential barriers in housing, transportation, communication, and equipment needs.  Outcome:  Client will obtain available assistive technology with available resources.







		[bookmark: Check1]|_|  One-time home hazardous cleanup (this service does not require the contractor to have direct client contact).  Outcome:  Client is able to live in residence.



		[bookmark: Check2]|_|  (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).  Outcome:  APS worker will have a report deliniating irregularities in financial documents, if found. 



		[bookmark: Check3]|_|  Care planning for a specific client in a residential setting (e.g., behavioral needs, special needs).  Outcome:  The residential manager will have recommendations for a specific client’s behavioral or special needs that will enable the client to remain in the setting.



		[bookmark: Check4]|_|  Home environment evaluation (e.g., occupational therapist not covered by Medicaid).  Outcome:  The client will have recommendations for reasonable accommodations to their environment, if needed.



		[bookmark: Check5]|_|  Medical consultation not available through Medicaid or waiver services.  Outcome:  Client will have information regarding his/her health and welfare.



		[bookmark: Check7]|_|  Nursing rehabilitation evaluation not covered by Medicaid.  Outcome:  Client will receive an assessment and recommendations to maintain optimum health.



		[bookmark: Check8]|_|  Physical or occupation therapy evaluation not covered by Medicaid.  Outcome:   Client will have knowledge of appropriate rehabilitative services needed.



		[bookmark: Check9]|_|  Capacity evaluation when it is difficult to determine if a person is at significant risk of personal or financial harm because of diminished capacity.  Outcome:  The worker will better define the services the client needs.





[bookmark: Check17][bookmark: Text1]     |_|  Other (be specific and cite outcome):       





		

STAFF SIGNATURE

		

		

REGIONAL ADMINISTRATOR

AAA DIRECTOR OR DESIGNEE





		

         PHONE                                                                                                              DATE

		

		

REGION/AGENCY



		

SUPERVISOR SIGNATURE

		

		

      PHONE                                                                                                              DATE



		

        PHONE                                                                                                              DATE

		

		





5-2017

Copies to:  Contractor, Client file
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contractor letter example.doc
LETTERHEAD















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 & Long-Term Support Administration.  


Please complete the enclosed application documents in full:

· Contractor Intake Form


· Background Authorization Form


· Statewide Payee Registration and W-9 

· Statewide Vendor Registration & Direct Deposit Authorization

· Any supporting documentation, if needed

Once the contract process is completed, enroll in the Provider One payment system at:


http://www.hca.wa.gov/medicaid/providerenroll/pages/enroll.aspx.

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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Contractor Intake

Instructions



		The Washington State Office of Financial Management (OFM) maintains a statewide Vendor Registration System for all Washington State Agencies to use for processing vendor payments.  This allows contractors/vendors, to receive payments from all participating state agencies by direct deposit, the State's preferred method of payment. Information and Vendor registration form and Direct Deposit Authorization can be accessed at    http://www.ofm.wa.gov/isd/vendors.asp.  Once completed, forms can be faxed to 360-664-3363.

Vendors who choose not to participate in receiving payments through direct deposit, must indicate the preferred method of payment in the Vendor Registration form.

All New DSHS Contractors must:                                              

· Complete, sign and submit a Statewide Vendor Registration form and a Request of Taxpayer Identification Number and Certification (W-9) to the Office of Financial Management (OFM) before any payment for services can be made.


· Complete, sign and submit the Intake Form to the Department of Social and Health Services (DSHS). 

All Existing DSHS Contractors who have changed their business name or business organization, or experienced other significant changes, must:


· Complete, sign, and submit a Statewide Vendor Registration form and a Request of Taxpayer Identification Number and Certification (W-9) to OFM.


· Complete, sign and submit a new Contractor Intake form to the Department of Social and Health Services (DSHS).


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 a business entity established in another state or country, 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) 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 under certain circumstances. For more information review: http://www.dol.wa.gov/business/faqlicense.html    


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, in your opinion, 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, and job title, 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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		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) 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

		
     

(Enter all 9 numbers,


NO DASHES)

     

(Enter all 9 numbers,


NO DASHES)



		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?         (Enter all 9 numbers, NO DASHES)

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)
     



		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, as applicable, on ACD Intake Detail screen)



		In your opinion, do you consider your business to be one or more of the following?  If so, please check the boxes that apply.                                                                                           



YES
NO.


Disadvantaged Business Enterprise
 FORMCHECKBOX 

     FORMCHECKBOX 


Woman Owned Business Enterprise
 FORMCHECKBOX 

     FORMCHECKBOX 


Minority Owned Business Enterprise
 FORMCHECKBOX 

     FORMCHECKBOX 


Veteran Owned Business Enterprise
 FORMCHECKBOX 

     FORMCHECKBOX 

    

Community Based Organization
 FORMCHECKBOX 

     FORMCHECKBOX 


		If your business is Certified by Washington State’s Office of Minority and Women Owned Business Enterprises (OMWBE) http://www.omwbe.wa.gov, or Department of Veterans Affairs (DVA), enter the certification number.



		

		     


     


     


     




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



		Primary contact person is a(n):


 FORMCHECKBOX 
  Owner 
   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 authorized to sign contracts?
 FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No
  



		PRIMARY CONTACT NAME AND JOB TITLE

     

		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.



		ADDRESS DESCRIPTION

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



		 FORMCHECKBOX 
  Billing address


 FORMCHECKBOX 
  Facility address


 FORMCHECKBOX 
  Mailing address

		



		

		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


     



		



		ADDRESS DESCRIPTION

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



		 FORMCHECKBOX 
  Billing address


 FORMCHECKBOX 
  Facility address


 FORMCHECKBOX 
  Mailing address

		



		

		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 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 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) 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 or proof of exemption

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


 FORMCHECKBOX 
  List of Additional Addresses (if applicable)


 FORMCHECKBOX 
  List of Additional Staff (if applicable)


 FORMCHECKBOX 
  Copy of your Certificate of Insurance (if applicable)
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Client Intervention/Independent Living Consultation Provider One RAC, Service Codes, Modifiers and Taxonomies 

All Client Intervention/Independent Living Consultation Services are under RAC 3110

		[bookmark: Check1]|_|  One-time home hazardous cleanup (this service does not require the contractor to have direct client contact).  Outcome:  Client is able to live in residence. 

Service code: SA391

Tax: 1932IS000L



		[bookmark: Check10]|_|  (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.  Outcome:  Client will acquire skills to hire/fire and supervise providers. 

Service Code: H0038 

Tax: 1932IS000L



		[bookmark: Check2]|_|   (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).  Outcome:  APS worker will have a report delineating irregularities in financial documents, if found.  

Service Code: SA345 

Tax: 1932IS000L

		[bookmark: Check12]|_|  (Independent Living consultation) Money management training and or referring to protective payee. Outcome: Client will have the ability to self-manage her or his money.  If client is not capable to self-manage, then protective payee resources will be made available. 

 Service Code: SA265 

Tax: 1932IS000L



		[bookmark: Check3]|_|  Care planning for a specific client in a residential setting (e.g., behavioral needs, special needs).  Outcome:  The residential manager will have recommendations for a specific client’s behavioral or special needs that will enable the client to remain in the setting. 

Service Code: SA114 

Tax: 1932IS000L

		[bookmark: Check15]|_|  (Independent Living consultation) Housing assistance, i.e., help in application barriers in housing options, including home ownership.  Outcome:  Client will acquire skills in obtaining and maintaining housing. 

Service code: SA293 

Tax: 1932IS000L





		[bookmark: Check7]|_|  Nursing rehabilitation evaluation not covered by Medicaid.  Outcome:  Client will receive an assessment and recommendations to maintain optimum health. 

Service Code: T1028 

Tax: 163W00000X/251J00000X



		[bookmark: Check13]|_|  (Independent Living consultation) Training re: how to identify and avoid abusive situations.  Outcome:  Client will know where to access protective services. 

Service code: H2014  

Modifier: U2 

Tax: 101Y00000X



		[bookmark: Check4]|_|  Home environment evaluation (e.g., occupational therapist not covered by Medicaid).  Outcome:  The client will have recommendations for reasonable accommodations to their environment, if needed. 

Service Code: T1028 

Tax: 163W00000X/251J00000X



		[bookmark: Check14]|_|  (Independent Living consultation)  Peer support to assist with managing health care needs and acceptance of a disability.  Outcome: Client will be made aware of community resources to assist in health care maintenance. 

Service Code: H2014

Modifier: UD 

Tax: 1932IS000L



		

[bookmark: Check8]|_| Physical or occupation therapy evaluation not covered by Medicaid.  Outcome:   Client will have knowledge of appropriate rehabilitative services needed. 

PT –  Service Code: 97001 

Tax: 193200000X/ 225100000X 

OT –  Service Code: 97003 

Tax: 193200000X/225100000X



		

[bookmark: Check16]|_|  (Independent Living consultation) Assistive technology evaluation, i.e., identifying potential barriers in housing, transportation, communication, and equipment needs.  Outcome:  Client will obtain available assistive technology with available resources. 

Service code: 97755 

Tax: 246Z00000X



		

[bookmark: Check9]|_|  Capacity evaluation when it is difficult to determine if a person is at significant risk of personal or financial harm because of diminished capacity.  Outcome:  The worker will better define the services the client needs.



Psychiatric Eval.: Service Code: 90791 Tax:2084P0800X/363LP0808X

Psychological Testing: Service Code: 96101 Tax: 103T00000X/ 2084P800X/251S00000X

Neurological Testing: Service Code: 96118 Tax:103T00000X/251S00000X

Geriatric Assessment: Service Code SA038 Tax: 1932IS000L



		[bookmark: Check27]|_|  Travel time reimbursement for both Intervention Services and Independent Living Consultation use: 

Service Code SA300, Service code modifier U1, 1/8 of the hourly rate for each 15 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.

 Note there are different Taxonomies for Travel time Non-IP:

· Psychologist: 103T00000X

· Psychiatrist: 2084P0800X    

· Clinical Social Worker: 1041C0700X   

· Nutritionist: 133N00000X   

· Dietitian: 133V00000X

· Registered Nurse: 163W00000X   

· LPN: 164W00000X   

· PT: 225100000X   

· OT: 225X00000X 

· Assistive Tech. Specialist: 246Z00000X   

· Client Training Non-Medical: 1932MR000L



		[bookmark: Check5]|_|  Medical consultation not available through Medicaid or waiver services.  Outcome:  Client will have information regarding his/her health and welfare. Service Code: H2014,   Modifier: UC 

Note there are different Taxonomies for Medical Consultation 

Pharmacist - Tax: 183500000X       Home Health Nurse-Tax: 163W0200X

Nutritionist – Tax: 133N00000X      LPN - Tax: 164W00000X

Dietitian – Tax: 133V00000X           

Registered Nurse - Tax: 163W00000X

Psychiatric MH Nurse Practitioner - Tax: 363LP0808X
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		Background Check Authorization

		PROCESSING CODE

     



		Section 1.  Entity Information (Completed by DSHS staff, provider, applicant, licensee, and/or contractor)



		1A.  ENTITY REQUESTING THE BACKGROUND CHECK

     

		1B.  ENTIRE ADDRESS OF ENTITY LISTED IN BOX 1A

     

		1C.  NAME OF SECONDARY ENTITY

     



		2.
REQUIRED:  NAME AND SIGNATURE OF PERSON REQUESTING THE BACKGROUND CHECK



PRINTED NAME:         
SIGNATURE:



		3.
REQUIRED ONLY FOR DSHS STATE EMPLOYMENT

DSHS POSITION NUMBER      
 (WRITE NONE IF NONE)      DSHS JOB CLASSIFICATION:       
      PERSONNEL IDENTIFICATION NUMBER:       
 

 FORMCHECKBOX 
  Permanent appointment    FORMCHECKBOX 
  Non-permanent appointment    FORMCHECKBOX 
  Work study / student internship    FORMCHECKBOX 
  Volunteer     FORMCHECKBOX 
  Acting



		4.  REQUIRED:  BCCU ACCOUNT NUMBER


     

		5.  DSHS ID NUMBER OR NAME


     



		Section 2.  This Section is for Applicant Information Only (The person to be checked is the applicant)



		6.  SOCIAL SECURITY NUMBER


     

		7.
REQUIRED:  DATE OF BIRTH (MM/DD/YYYY)


     

		8.  PRINT YOUR E-MAIL ADDRESS


     



		9.  REQUIRED:  PRINT YOUR NAME AS IT IS LISTED ON YOUR DRIVER’S LICENSE OR OTHER PHOTO ID. WRITE N/A IN THE BOX IF YOU DON’T HAVE A NAME TO ENTER.



		FIRST:       

		MIDDLE:       

		LAST:       



		10.  REQUIRED:  PRINT ALL OTHER FIRST, MIDDLE AND LAST NAMES YOU HAVE USED.  WRITE N/A IN THE BOX IF YOU DON’T HAVE A NAME TO ENTER.



		FIRST:       

		MIDDLE:       

		LAST:       



		REQUIRED:  SELF DISCLOSURE QUESTIONS.  SEE INSTRUCTIONS.  


You must answer Questions 11A through 14.  Attach an additional sheet of paper if you need to list additional crimes or pending charges.  

11A.
Have you been convicted of any crime?  If yes, fill in the blanks below.
  No
  Yes  

      
Degree:         State:     Conviction date:    /  /      

11B.
Do you have charges (pending) against you for any crime?  If yes, fill in the blanks below.
  No
  Yes  

      
 Degree:         State:    

12.
 Has a court or state agency ever issued you an order or other final notification stating that you have sexually
abused, physically abused, neglected, abandoned, or exploited a child, juvenile, or vulnerable adult?
  No   Yes  

13.
Has a government agency ever denied, terminated, or revoked your contract or license for failing to care for
children, juveniles, or vulnerable adults; or have you ever given up your contract or license because a government
agency was taking action against you for failing to care for children, juveniles, or vulnerable adults?
  No  Yes  

14.
 Has a court ever entered any of the following against you for abuse, sexual abuse, neglect, abandonment,
domestic violence, exploitation, or financial exploitation of a vulnerable adult, juvenile or child? 
  No  Yes  

· Permanent* vulnerable adult protection order / restraining order, either active or expired, under RCW 74.34.


· Sexual assault protection order under RCW 7.90.


· Permanent* civil anti-harassment protection order, either active or expired, under RCW 10.14. 
See instructions for description of “permanent.”



		15.  REQUIRED:  PRINT YOUR DRIVER’S LICENSE OR STATE IDENTIFICATION NUMBER (WRITE NONE IF NONE)

     

		REQUIRED:  PRINT THE NAME OF THE STATE ON YOUR LICENSE OR ID


     



		16.  REQUIRED


Have you lived in any state or country other than Washington State within the last three years (36 months)?    No  Yes  



		17.
A.  REQUIRED:  PRINT YOUR MAILING ADDRESS WHERE WE CAN SEND YOU CONFIDENTIAL INFORMATION 






     
APT. NO.       
CITY       
STATE       ZIP CODE      



		
B.  REQUIRED:  PRINT THE STREET ADDRESS WHERE YOU LIVE NOW (WRITE “SAME” IF YOUR STREET ADDRESS IS THE SAME AS YOUR MAILING ADDRESS) 



     
APT. NO. 
     
CITY       
STATE       ZIP CODE      



		
C.  REQUIRED: GIVE THE DAYTIME AREA CODE AND TELEPHONE NUMBER WHERE YOU CAN BE REACHED


     



		18.
I am the person named above.  If I do not tell the whole truth on this form, I understand I can be charged with perjury and I may not be allowed to work with vulnerable adults, juveniles or children. I understand and agree my signature in box number 19 means:


· I give DSHS permission to check my background with any governmental entity and law enforcement agency.


· My background check result may include prior self-disclosure information and fingerprint results that are contained in the DSHS Background Check System and that this information will be reported as allowed by federal or state law.


· If a final finding is identified, DSHS will report only my name and that a final finding was identified on the background check result.


· DSHS will give my background check result to the persons or entities named in Section 1 and may release my background check results to other persons or entities when the law authorizes or requires DSHS to do so.  Fingerprint rap sheets are provided if allowed by federal or state law.


· The entity requesting this background check must submit this form to the Background Check Central Unit within the timeframe required by the DSHS oversight program.  



		19. REQUIRED:  YOUR SIGNATURE.  YOUR PARENT OR GUARDIAN’S SIGNATURE IF YOU ARE UNDER 18.



		20.
REQUIRED:  TODAY’S DATE (MM/DD/YYYY)


     



		PROGRAM USE – FOLLOW INSTRUCTIONS PROVIDED BY YOUR DSHS OVERSIGHT PROGRAM



		     





		Instructions for Completing the Background Check Authorization
DSHS 09-653

These instructions provide general directions for completing the Background Check Authorization form.  This form is used by multiple DSHS programs to meet varying background check needs.  The DSHS oversight program requiring the background check may have additional instructions that you must follow.  


The Background Check Central Unit (BCCU) cannot complete the background check unless all required boxes are complete.    Required boxes have the word REQUIRED: next to the box number as shown in the example below:


4. REQUIRED: BCCU ACCOUNT NUMBER 


IMPORTANT:  If you do not provide all required information, your background check will be delayed. 


ATTENTION ENTITIES AND DSHS STAFF: Only submit this authorization form once. Multiple submissions of the same authorization form causes delays in processing background checks.  

PROCESSING CODE:  If you use a priority processing code or “fingerprint required”, enter it in this box.  Priority processing codes include new hire, initial contract, initial license, approved rush, Community Protection, and DSHS state employee.


SECTION 1:  TO BE COMPLETED BY THE ENTITY REQUESTING THE BACKGROUND CHECK


This section must be completed by the entity requesting the background check.  Entities are most often DSHS programs, hiring authorities, and external providers who submit background check requests to the Background Check Central Unit.  


Box No.
Instructions


1A
Enter the name of the entity requesting the background check.  



1B
Enter the full address of the entity listed in Box 1A.  



1C
Enter the name of the secondary entity associated with the background check.   A secondary entity may be a contractor, subcontractor, or other entity associated with this background check.  Your oversight program will provide instructions on how to use this box.



2
Provide the printed name and signature of the person requesting the background check.  This is the person who is submitting the background check on behalf of the entity listed in Box 1A.



3
Complete this box ONLY if the background check is for DSHS employment purposes.  External providers should not complete this box.



4
Enter your BCCU account number in this box.  You can find your BCCU account number at http://www.dshs.wa.gov/fsa/bccu/account-numbers.  DSHS state employment account numbers are available on the BCCU intranet webpage.


5
Enter a DSHS ID number or name if required by your DSHS oversight program.


SECTION 2:  TO BE COMPLETED BY THE APPLICANT 


This section must be completed by the applicant.  The applicant is the person whose background we are checking.  Except as noted in these instructions, DSHS staff must not complete Section 2 for the applicant.  Note:  Adult Protective Services program staff may complete the applicant information for an APS investigation background check.  


Box No.
Instructions



6
You may choose to provide your Social Security Number.  Your Social Security Number helps the Background Check Central Unit match your name and date of birth to existing records in our database and may speed up completion of your background check.  



7
Print your date of birth listing the month, day, and year.  



8
Provide an e-mail address where we can reach you.



9
Current Name:  List your first, middle, and last name as they are listed on your current Driver’s License or other primary photo ID.  (See example below.) Accepted government-issued photo ID includes any federal, state, or local government-issued ID, US military ID, US or foreign passport, or federally recognized tribal ID.  Write N/A in each field that you do not have a name to enter.   



		9.  REQUIRED:  PRINT YOUR NAME AS IT IS ON YOUR DRIVER’S LICENSE OR OTHER PHOTO ID. WRITE N/A IN THE BOX IF YOU DON’T HAVE A NAME TO ENTER.



		FIRST:  Susan

		MIDDLE:  Jane

		LAST:  Smith



		
10
Other Names:  Print all other first, middle, or last names you have used.  Other names include nicknames, birth names, maiden names, etc.   If you have not used any other first, middle, or last names, you must enter N/A in the appropriate box.  Do not leave any of the boxes blank.  (See examples below)



Example 1 – entering two nicknames and one maiden name.  No other middle names have been used.



		10.  REQUIRED:  PRINT ALL OTHER FIRST, MIDDLE AND LAST NAMES YOU HAVE USED.  WRITE N/A IN THE BOX IF YOU DON’T HAVE A NAME TO ENTER.



		FIRST:  Sue, Susie

		MIDDLE:  N/A

		LAST:  Jones



		Example 2 – entering N/A because no other first, middle, or last names have been used.



		10.  REQUIRED:  PRINT ALL OTHER FIRST, MIDDLE AND LAST NAMES YOU HAVE USED.  WRITE N/A IN THE BOX IF YOU DON’T HAVE A NAME TO ENTER.



		FIRST:  N/A

		MIDDLE:  N/A

		LAST:  N/A



		See important information about answering self-disclosure questions following the description for Box 20.


Box No.
Instructions


11A
You must check YES or NO.   If you check YES, you must enter the crime name, degree (if any), state, and the conviction date (MM/DD/YYYY).   If you need to list additional convictions, attach a separate piece of paper to the Background Check Authorization form.  Include your name and all the required information listed above.  


11B
You must check YES or NO.   If you check YES, you must enter the pending charge name, degree (if any), and state.  If you need to list additional pending charges, attach a separate piece of paper to the Background Check Authorization form.  Include your name and all the required information listed above.  


12-14
Read each question carefully before answering.  You must check YES or NO.  *Question 14: Permanent means the order was issued either following a hearing or by stipulation of the parties.

15

Enter your Driver’s License or state-issued ID and the state where it was issued.


16

If you have continuously lived in Washington State without living in another state or country for the last three years (36 months), answer NO.  If you have lived in any state or country other than Washington State within the last three years (36 months), answer YES.  


17

17a - Enter your mailing address where BCCU can send you confidential information such as a copy of your background check results.  




17b – Enter your street address if it is different than your mailing address.  If your street address and mailing address are the same, enter SAME.  




17c – Enter the daytime phone number where you can be reached.


18.
Read the statements in Box 18.  Your signature in Box 19 means you have read, understand, and agree to the statements listed in Box 18.  


19.
Sign your name as it is listed in Box 9.  If you are not 18 years old, a parent or guardian must sign for you.  


20.
Enter the month / day / year (MM/DD/YYYY) you signed Box 19.


Important information about answering self-disclosure questions:   Your answers to self-disclosure questions become part of your background check history and are stored in the DSHS database.  Self-disclosures are reported as part of your background check result like any other background check history we receive.  It is important that your answers to self-disclosure questions are accurate and consistent.   It is strongly recommended that you answer self-disclosure questions the same way each time you complete the Background Check Authorization form unless the question has changed or the previous answer was wrong.  It is also recommended that you refer to charging papers, court records, or other official documents and that you list criminal convictions, pending charges, dates and other information exactly as they are listed in those documents.    


If you have questions about the Background Check Central Unit background check process, contact BCCU at bccuinquiry@dshs.wa.gov or call 360-902-7555.





DSHS 09-653 (REV. 04/2015) 
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State of Washington


Statewide Vendor Registration &


Direct Deposit Authorization


(Form W9 also required for IRS Vendor Designation )

		     

		

		     



		Vendor Name

		

		Contact Person



		     

		

		     



		Payment / Direct Deposit Notification Address

		

		Title



		     

		  

		     -    

		

		(   )    -             Ext.      



		City

		State

		Zip + 4

		

		Telephone Number



		     

		

		(   )    -    



		E-mail Address to Send Direct Deposit Notification

		

		Fax Number



		     

		

		



		Primary Type of Goods or Services

		

		





   FORMCHECKBOX 
   Check here if you prefer payment by check in the mail.

   FORMCHECKBOX 
   For EFT (direct deposit) payments complete information below:[image: image2.png]






		Direct Deposit Information





		     

		(   )    -    



		[image: image3.png]



Financial Institution Name & Phone Number



		     



		Routing Number 



		     



		Account Number



		 FORMCHECKBOX 
 Checking

		 FORMCHECKBOX 
 Savings

		(Checking will be used if neither box is marked.)





I hereby authorize and request the Office of Financial Management (OFM) and the Office of the State Treasurer (OST) to initiate credit entries for vendor payments to the account indicated above, and the financial institution named above is authorized to credit such account.  I agree to abide by the National Automated Clearing House Association (NACHA) rules with regard to these entries.  Pursuant to the NACHA rules, OFM and OST may initiate a reversing entry to recall a duplicate or erroneous entry that they previously initiated.  I understand that, if a reversal action is required, OFM will notify this office of the error and the reason for the reversal.


This authority will continue until such time OFM and OST have had a reasonable opportunity to act upon written request to terminate or change the direct deposit service initiated herein.

		

		

		     



		Authorization Name on Account  (please print)

		

		Title



		

		

		     



		Authorization Signature on Account

		

		Date





PLEASE RETURN THIS FORM & FORM W-9 TO:


Office of Financial Management


Information Services Division 

Statewide Vendor Update Desk


PO Box 43113


Olympia, WA  98504-3113



SWV00___ ___ ___ ___ ___ - ___ ___

INSTRUCTIONS FOR COMPLETING THE STATEWIDE VENDOR 


REGISTRATION and DIRECT DEPOSIT AUTHORIZATION FORM


General Instructions:  Please type or print clearly.  Complete all fields that are applicable to your business.  Complete and attach a Form W-9 (Request for Taxpayer Identification Number and Certification) to this form.  You may also attach a voided check to assist in verifying your business bank account number.  If you have questions about filling out the form, direct them to the Office of Financial Management at (360) 664-7779 or e-mail vendorhelpdesk@ofm.wa.gov. 

		Field Name

		Instructions



		Vendor Name

		Enter the complete name of the entity (individual, partnership or corporation) as it appears on your federal tax forms.



		Payment/Direct Deposit Notification Address, City, State, Zip + 4

		Enter the street address or post office box, city, state and zip code (including + 4 if known) of the location that payment information should be sent to.  If you are paid by Direct Deposit, we will send a paper direct deposit notification with posting instructions (invoice and/or account number) to this address.  If you are paid by check, this is the address the check will be sent to.



		E-mail Address

		If you are signing up for Direct Deposit and you prefer to receive notification of payment by E-Mail, enter the E-Mail address where the notification of payment should be sent.  Please note that we recommend you use a distribution list so this information is received and processed in a timely manner.  If you are not signing up for Direct Deposit enter the E-Mail address of the contact person (if available).  This will be used only for some types of individualized correspondence.



		Contact Person

		Enter the name of the person to contact with any questions about payments.  This person’s name will be on the attention line of correspondence sent to you by the State.  If you are an individual, you may leave this field blank.



		Title

		Enter the title of the contact person (if applicable).



		Telephone Number

		Enter the telephone number, including area code and extension, of the contact person (if applicable) or your business telephone number if you are an individual / sole proprietor.



		Fax Number

		Enter the fax number, including area code, of the contact person (if applicable) or your business fax number if you are an individual / sole proprietor.



		Primary Type of 


Goods or Services

		Enter the main type of goods or services you provide to the State of Washington. (i.e., consulting services, property for rent/lease, office supplies, plumbing supplies, medical equipment, etc.)





The following information is required to pay you by direct deposit.  The State of Washington urges all vendors to sign up for this payment option.  The State of Washington currently makes direct deposit payments using the CCD (Cash Concentration or Disbursement) format and mails invoice / account information to vendors two days prior to the date of deposit.


		Financial Institution Name & Phone Number

		Enter the name of the financial institution (bank, credit union, savings & loan, etc.) where you want funds deposited.



		Routing Number

		The routing number is the 9-digit Bank Identification Number assigned by the American Banking Association.  This is the financial institution into which funds will be transferred.


To find the routing number assigned to your financial institution, look at the first 9 characters at the bottom of your check.  If you are unsure, contact your financial institution.



		Account Number / Type

		The account number is the company or individual’s bank account number into which funds will be transferred.  Indicate by checking the box next to the type (checking or savings) of account into which you wish the funds to be deposited.  NOTE:  If neither checking nor savings is indicated, the funds will be deposited to the checking account.



		Authorization Name on Account

		PRINT the name of an individual from your business whose name and signature is on record at your financial institution as authorized to approve banking transactions.



		Title

		PRINT the title of the individual listed in the ‘Authorization Name on Account’ field.



		Authorization Signature on Account

		SIGNATURE of the individual listed in the ‘Authorization Name on Account’ field.



		Date

		Enter the date the form was signed.





If you would like to receive government bidding opportunities from Washington State please register in the Washington Electronic Bidding Solution (WEBS) at the following WEB address: http://www.ga.wa.gov/Business/register.htm. It is fast, easy and you will receive an email notification when a bid for your goods or services goes out. So, register today. If you have questions or need assistance with WEBS contact General Administration at (360) 902-7400.

PRIVACY STATEMENT: The information you provide on this form will be used to make electronic or warrant payments to you as a vendor and in any related investigations of a violation of federal or state laws.  This information is not intended for use by the State of Washington for any other purpose.  Any information you provide (such as an individual's name, home address, home telephone number, social security number, bank or other financial account numbers) is a public record, and once it is provided may be protected from release under the Public Disclosure Act, Chapter 42.17 RCW.  However, the information you provide may be disclosed if necessitated by legal processes such as subpoena or court order.  If you believe information you provided is being used for a purpose other than what was intended when submitted, you should contact the Office of Financial Management at (360) 664-7779 or e-mail vendorhelpdesk@ofm.wa.gov. 

� EMBED MSPhotoEd.3  ���







EXAMPLE







account number can vary in length







routing number is nine digits







You can visit our website at www.ofm.wa.gov/isd/vendors.asp



for additional information and forms.







 AGENCY USE ONLY







Revised 12/17/09



See Page 2 for PRIVACY NOTICE
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Statewide Payee Registration 


Washington State 


STEP 1:  Is this a NEW registration or CHANGE to an existing registration (check one)? 
 NEW REGISTRATION


 CHANGE to EXISTING REGISTRATION – complete the ENTIRE form and check below what is updated:


If you know your Statewide Vendor Number, enter it here:  
_ 
STEP 2:  Enter information about the payee and contact person 
 


Legal Name of Payee as it appears on federal tax forms (see W-9)               SSN OR          EIN 


Business Name, if different from Legal Name above – e.g. Doing Business As (DBA) Name Contact Person


Mailing Address  


(  )  - Ext.


      Contact Telephone Num ber 


(     )     -    
City, ST and Zip Code


   


Contact Fax Number 


Email to receive Statewide Vendor Number and payment notifications  Agy#/Owner-Int./System/Identifier  STATE USE ONLY


Type of Business 


STEP 3:  Select Payment Option: 


 Direct Deposit to bank (recommended) or  Check in US mail (terminates any previous banking information on file) 


STEP 4:  For Direct Deposit, complete all fields below and sign 
 


(     )        - 
Financial Institution Name – must be a US institution  Financial Institution Phone Number 


Routing Number – see example at right Account Number – see example at right 
In addition to providing your banking information on this form, you may also attach a voided check.  


Account Type:  Checking or  Savings (Checking will be used if neither box is marked.) 


Authorization for Direct Deposit: 
I hereby authorize and request Consolidated Technology Services (CTS) and the Office of the State Treasurer (OST) to initiate credit entries for payee 
payments to the account indicated above, and the financial institution named above is authorized to credit such account.  I agree to abide by the 
National Automated Clearing House Association (NACHA) rules with regard to these entries.  Pursuant to the NACHA rules, CTS and OST may 
initiate a reversing entry to recall a duplicate or erroneous entry that they previously initiated.  I understand that, if a reversal action is required, CTS 
will notify this office of the error and the reason for the reversal.  This authority will continue until such time CTS and OST have had a reasonable 
opportunity to act upon written request to terminate or change the direct deposit service initiated herein. 


Authorized Representative (Please Print) Title   


SIGNATURE of Authorized Representative Date


routing number
(nine digits)


account number
(can vary in length)


PLEASE 


DO NOT 
STAPLE 


Name/DBA Contact Information Email Payment Options Direct Deposit Additional InformationAddress



jenessac

Typewritten Text



jenessac

Sticky Note

Accepted set by jenessac







For fastest service, PRINT, SIGN, FAX to: 360-664-3363  
or mail to: Statewide Payee Desk, PO Box 41450, Olympia WA 98504-1450
http://www.des.wa.gov/services/ContractingPurchasing/Business/VendorPay/Pages/default.aspx


Revised 7/8/15 
Page 2 of 2 


STEP 5:  Complete and sign the Request for Taxpayer Identification Number (W-9) 
Substitute 


Form   W-9
Request for Taxpayer 


Identification Number and Certification
1. Legal Name (as shown on your income tax return)


2.Business Name, if different from Legal Name above – e.g. Doing Business As (DBA) Name


3.Check ONLY ONE box below (see W-9 instructions for additional information)


Individual or  
Sole Proprietor 


LLC filing as a sole 
proprietor  


Partnership 


Corporation 


 S-Corp


LLC filing as 
Corporation 


LLC filing as 
Partnership 


LLC filing as S-Corp 


Non Profit Organization 


Volunteer 


Board /Committee 
Member 


Local Government 


 State Government 


Federal Government  
(including tribal) 


Tax-exempt 
organization  


Trust/Estate 


4. For Corporation, S-Corp, Partnership or LLC, check one box below if applicable:
 Medical  Attorney/Legal 


5. If exempt from backup withholding, check here:
number, street, and apt. or suite no.) 


For office use


The Legal Name, Address and TIN must be 
filled in completely and the document 
signed for the forms to be accepted. 


7. City, state, and ZIP code


8.Taxpayer Identification Number (TIN) 
Enter your EIN OR SSN in the appropriate box to the right (do not enter both) 


For individuals, this is your social security number (SSN).  


For other entities, it is your employer identification number (EIN).  


NOTE: The EIN or SSN must match the Legal Name as reported to the IRS. For a resident alien, 
sole proprietor, or disregarded entity, or to find out how to get a Taxpayer Identification Number, see 
the W9 Instructions.  If the account is in more than one name, see the W9 Instructions for guidelines 
on whose number to enter. 


Social security number 


 OR 


Employer identification number 


9. Certification
Under penalty of perjury, I certify that: 
• 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 


• I am a U.S. person (including a U.S. resident alien).
SIGNATURE of U.S. PERSON 


Date  


STEP 6:  Submit 


6. Address (


When completing on behalf of governmental entity, please print & sign your name below:


Date



http://www.des.wa.gov/SiteCollectionDocuments/ContractingPurchasing/vendorW9Instructions.pdf

jenessac

Typewritten Text



jenessac

Typewritten Text



http://www.des.wa.gov/services/ContractingPurchasing/Business/VendorPay/Pages/default.aspx

jenessac

Typewritten Text



reneeb

Line



reneeb

Rectangle



reneeb

Rectangle



reneeb

Rectangle



reneeb

Rectangle



reneeb

Rectangle





		Untitled



		Contact Informat: Off

		Payment Opt: Off

		Contact Person: 

		Email for us to use ONLY to send you notifications about your account: 

		Primary Business: 

		Financial Institution Name  must be a US institution: 

		Title: 

		Date: 

		see instructions for W9 to determine if you are exempt from backup withholding: Off

		Date_2: 

		SWV Number: 

		Legal Name of Payee as it appears on federal tax forms: 

		Business Name if different from Legal Name above  eg Doing Business As DBA Name: 

		Extention: 

		Area Code: 

		prefix: 

		last four 1: 

		last four: 

		last four 2: 

		prefix 1: 

		prefix 2: 

		Area Code 1: 

		Area Code 2: 

		Social security numberRow1: 

		Employer identification numberRow1: 

		City state and ZIP: 

		Mailing Address: 

		W-9 Mailing Address: 

		W-9 City state and ZIP: 

		Authorized Representative: 

		Email: Off

		Direct Deposit Information: Off

		Additional Location: Off

		STATE USE ONLY: 

		Account Number: 

		Routing Number: 

		PRINT FORM: 

		NEW REGISTRATION: Off

		PAYMENT OPTION: Off

		VENDOR TYPE: Off

		CORP: Off

		Name/DBA: Off

		Address: Off

		Checking: Off

		Text1: 

		Text2: 






image9.emf
Monitoring plan.doc


Monitoring plan.doc
		Intervention Services Contract Monitoring Plan


(Place in Contractor’s File; Send copy to April Hassett, MS: 45600)





		Name of Contractor:        

		



		Period of Performance Date:  Start:            End:      



		Form completed by:       

Date completed:       



		Instructions:  Monitor contractor work for client safety and contract compliance.  Check box in far right column when monitoring activity is completed.



		Brief Description of the Contract




		Brief Description of Services Contracted

		Specific Monitoring Activities




		Monitoring Completed



		Short term psychiatric services

		· Diagnostic Interview with report

· Interactive Exam with Report

		· Background check/fingerprinting completed (at the beginning of contracting and at renewal)

		 FORMCHECKBOX 




		

		· 

		· License  is valid (at the beginning of contracting and at renewal)

		 FORMCHECKBOX 




		

		· 

		· Insurance certificate is valid (at the beginning of contracting and at renewal)

		 FORMCHECKBOX 




		

		· 

		· Monitor billings & Authorization forms for completion (at the end of each service authorized)

		 FORMCHECKBOX 






		

		· 

		· Review Reports (at the end of each service authorized)

		 FORMCHECKBOX 




		Short term Advanced Registered Nurse Practitioner

		· Diagnostic Interview with Report


· Interactive Interview Exam with Report

		· Background check/fingerprinting completed (at the beginning of contracting and at renewal)

		 FORMCHECKBOX 




		

		· 

		· License is valid (at the beginning of contracting and at renewal)

		 FORMCHECKBOX 




		

		· 

		· Insurance certificate is valid (at the beginning of contracting and at renewal)

		 FORMCHECKBOX 




		

		· 

		· Monitor billings & Authorization forms for completion (at the end of each service authorized)

		 FORMCHECKBOX 






		

		· 

		· Review Reports at the end of each service authorized)

		 FORMCHECKBOX 




		Short Term Psychological Services

		· Psychological Evaluation


· Neuropsychological Testing Battery & Neurobehavioral Status Exam & Report

		· Background check/fingerprinting completed (at the beginning of contracting and at renewal)

		 FORMCHECKBOX 




		

		· 

		· License is valid (at the beginning of contracting and at renewal)

		 FORMCHECKBOX 




		

		· 

		· Insurance certificate is valid (at the beginning of contracting and at renewal)

		 FORMCHECKBOX 




		

		· 

		· Monitor billings & Authorization forms for completion (at the end of each service authorized)

		 FORMCHECKBOX 






		

		· 

		· Review Reports (at the end of each service authorized)

		 FORMCHECKBOX 




		All other Short Term Services 

		· Certified Public Accountant


· Capacity Evaluations


· Home Environment Evaluations


· One-time home clean-up


· Care planning in Residential settings


· Medical Consultation


· Subsidized Housing or Housing Options


· Nursing Rehab Evaluation


· Occupational and/or Physical Therapy Evaluations

		· Background check/fingerprinting completed (at the beginning of contracting and at renewal)

		 FORMCHECKBOX 




		

		· 

		· License, if appropriate, is valid (at the beginning of contracting and at renewal)

		 FORMCHECKBOX 




		

		· 

		· Insurance certificate is valid (at the beginning of contracting and at renewal)

		 FORMCHECKBOX 




		

		· 

		· Monitor billings & Authorization forms for completion (at the end of each service authorized)

		 FORMCHECKBOX 






		

		· 

		· Review Reports (at the end of each service authorized)

		 FORMCHECKBOX 




		

		· 

		· Follow-up with client/case manager to ensure services were completed if no report is required (at the end of each service authorized)

		 FORMCHECKBOX 




		Independent Living Services

		· Il Skills Training


· Identifying Barriers to living in community 


· Peer Support Services


· Assistive Technology Consultation

		· Background check/fingerprinting completed (at the beginning of contracting and at renewal)

		 FORMCHECKBOX 




		

		· 

		· License, if appropriate, is valid (at the beginning of contracting and at renewal) 

		 FORMCHECKBOX 




		

		· 

		· Insurance certificate is valid (at the beginning of contracting and at renewal)

		 FORMCHECKBOX 




		

		· 

		· Monitor billings & Authorization forms for completion (at the end of each service authorized)

		 FORMCHECKBOX 






		

		· 

		·  Review Reports (at the end of each service authorized)

		 FORMCHECKBOX 




		

		· 

		· Follow-up with client/case manager to ensure services were completed if no report is required (at the end of each service authorized)

		 FORMCHECKBOX 






12/4/09
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Aging & Disability Services Administration

INTERVENTION SERVICES PROGRAM RISK ASSESSMENT



[bookmark: Check11][bookmark: Check12][bookmark: Text10]Check one:  |_|  Intervention Services  	|_|  Independent Living				HCS Region/AAA:       

		[bookmark: Text1]Contractor:                           				

		[bookmark: Text5]Effective Contract Start Date:       



		[bookmark: Text2]Form Completed By:      				

		[bookmark: Text9]Title:       

		[bookmark: Text3]Date:      



		[bookmark: Check9][bookmark: Check10]Risk Assessment Type:	  |_| Initial		   |_| Renewal           





Personal Service		Client Service:  X		Interlocal/Indian Nation/County

		Instructions:

1. The ‘risk assessment’ for the overall Intervention Progam is completed for each question and the value is in parentheses.  Items without parenthese are values for all contractors and must not be changed.  Assign a risk value for the contractor.  If the risk value for this contractor is higher than indicated, add response strategies in ‘Specific to this Contractor’ field and add the strategy to the monitoring plan.

2. Add the risk values and enter the total score below.

3. Using the scoring system to the right, place (X) in the appropriate box at bottom indicating risk level for this contractor.

		Scoring



1 – 4 = Low

5 – 8 = Medium

9 or > = High







		Contractor Risk Factors & Assigned Risk Values

		Risk Value

(0-3)

		Response Strategies

(Possible Action Steps in a Monitoring Plan)



		High profile or negative press (2)

Media interest or outside inquiry.

		(3)



This contractor

 

		All clients utilizing this program are vulnerable adults per RCW 74.34.020(15) and RCW 74.34.021.

[bookmark: Text4]Specific to this Contractor:       



		Client health & safety (direct client care) (3) 

		(2)



This contractor

 



		Intervention Services does not include personal care services.  For every intervention services contract, staff will monitor the services provided by this contractor by reviewing the Authorization Form, invoices, and contractor reports.

Specific to this Contractor:       



		New service (2)

		0

		The Intervention Services Program is not new.



		Complexity of contracted services (2)

		(1)



This contractor

 

		For every intervention services contract, staff will monitor the services provided by this contractor by reviewing the Authorization Form, invoices, and contractor reports.

Specific to this Contractor:       



		Representative payee or other conflict of interest issues (2)  

		(1)



This contractor

 

		Staff analyze potential relationship conflicts between client and contractor and will not pursue a contract if such a conflict exists.  Every contractor must also complete a background check as part of the contract process, as well as all the contractor’s employees who may provide the service.

Specific to this Contractor:       



		Insurance requirements

		0

		Contractors must adhere to insurance requirements.  Staff will check validity of insurance certificate at the time of services authorization.



		Multiple funding sources/contracts (1)



		(1)



This contractor

  

		Contractors may have contracts with other DSHS administrations, such as Childrens’ Administration.  Intervention Services cannot be authorized for clients who receive or can receive the same service under Medicaid services/waivers.

Specific to this Contractor:       



		Are reports required

· There is a higher risk value for those services where reports are not required, i.e., one-time dig-out service

		(1)



This contractor

  

		Reports are required for some services, e.g., psychological or psychiatric evaluations.  Staff will insure that the monitoring plan reflects how staff checked on the safety of the client and quality of the job, i.e., called case manager or client and asked how service was done.

Specific to this Contractor:       



		Data sharing

		0

		Not applicable.  This contract does not have a data sharing agreement with any other entity.  All client information is confidential per statutes.



		Services provided to clients in a clinical setting or in presence of care givers

		(2)



This contractor

  

		Some contractors may provide services in clinical settings such as psychologist or psychiatrist offices.  Other services may occur in the client’s home in the presence of caregivers, e.g., OT evaluations.  All contractors may have unsupervised access to the client.

Specific to this Contractor:       



		How vulnerable are the clients served by the program? (3)

		3

		All clients utilizing this program are vulnerable adults per RCW 74.34.020(15) and RCW 74.34.021. 



		Contractor experience/performance history

1. Measure risk higher if contractor experience with this service is minimal.

2. Measure risk associated with compliance issues based on audit findings, litigations, revoked licenses, etc.

		(2)



This contractor

 

		Staff will ensure that the contractor will have the appropriate credintials for the requested service.  The program requires background checks and fingerprinting of all contractors.  Staff will insure a current background check and fingerprinting results (when the contractor has resided in Washington State less than 3 consecutive years) are in the contractor’s file.

Specific to this Contractor:       



		Other Risk Factors & Assigned Risk Values

		0

		



		Total Score Program

		(16)

		[bookmark: Check5][bookmark: Check6][bookmark: Check7]                    = Risk level |_| Low |_| Medium |X| High



		Total Score This Contractor

		  

		                     = Risk level |_| Low |_| Medium |_| High



		

This risk assessment also applies to Independent Living contracts under the Intervention Services program.







Updated 4/24/2017


image11.emf
Intervention Services  Procedure.doc


Intervention Services Procedure.doc


Intervention Services 

Independent Living Consultants

Procedure

Intervention Services funds are available for specific, short-term, client intervention services needs that are not available through Medicare/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.

· Pharmacists for consultation only.

· 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 Medicare/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?

Seek approval from the Headquarters APS Program Manager for any exceptions to provider rates or travel reimbursement.  You cannot negotiate rates higher than allowed by policy.


1. If the potential contractor has a professional license, look this person up on the Department of Health’s Provider Credential Search website for any license sanctions, suspensions, or terminations.  

a. Consider the contrator’s character, competence and suitability based on but not limited to the following:

i. How recent were the sanctions/discipline?

ii. Was the issue resolved?


iii. Did the sanctions/discipline involve inappropriate conduct with a client?

b. If you proceed to contract a provider with a minor history of sanctions (i.e., non-client related), you will need to monitor the contract more closely.


c. Staff must insure that the contractor has a valid, current license at the time of contracting.


2. 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) or TIVA case notes (APS) of the record.

3. If the services sought are medical, check to see if the client is covered by Medicare by going to 

https://www.medicare.gov/find-a-plan/enrollment/check-enrollment.aspx (‘coverage lookup tool’ at Medicare.gov).

4. If the contractor is a medical provider, tell the provider that Intervention Services funds is the source of last resort, and if the client has Medicare, the provider must bill Medicare first.  If Medicare denies payment, then the provider can upload the denial and claim payment in P1.


5. 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 contractors, enter $203.33 per hour maximum.  NOTE that this service is shared with Medicaid; therefore if a client has Medicaid, this service will be paid the Medicaid rate.  Confirm whether the client has Medicaid.  If so, do not use Intervention Services funds for this service.

c. For psychiatric ARNP contractors, enter $183.00 per hour maximum.  NOTE that this service is shared with Medicaid; therefore if a client has Medicaid, this service will be paid the Medicaid rate.  Conform whether the client has Medicaid.  If so, do not use Intervention Services funds for this service.

d. For psychologist contractors, enter $139.35 per hour maximum.

e. For all other contractors, negotiate a rate per hour from $60 to $100 for all intervention services contracts.  


f. Travel: Reimburse travel time via P1 using code SA300-U1 at 1/8 the hourly rate for every 15 minute unit after the first 30 minutes of travel time, up to a maximum of three hours, for providers (professionals and independent living) other than the home cleaning agencies  We do not pay travel for these agencies.

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. 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.  

iv. Payment authorization in CARE:  Using RAC 3110 and code SA300-U1, enter the calculated rate in the space provided.


6. 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 (current version)

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 found at http://forms.dshs.wa.lcl/.  Be sure to use the account number for your region.  BCCU will reject the form if the account number is absent.


ii. When contracting with an agency, ask the potential contractor:


1. how many persons will be providing the service and send the appropriate number of 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 Hassett will send out the appropriate paperwork).

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

d. Statewide Payee Registration (and W-9).

e. Vendor W-9 Instructions.


f. Statewide Vendor Registration and Direct Deposit Authorization 


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


7. 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).  Include a copy of the background check result in the contract packet.

8. 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.  

9. Complete the Intervention Services Program Risk Assessment.  Retain a copy for your file and include the original in the contract packet (this form is completed only once).  If you identified any specific response strategies for a particular contractor, be sure to add these strategies to the Intervention Services Contract Monitoring Plan.  

10. When the packet is complete and the background check and fingerprint check (if completed) indicates no disqualifying crimes, complete and attach the Contract Request and Approvals Sheet, and send the packet to April Hassett, Contracts, Management Services Division, MS 45600.  Ms. Hassett will send the contractor a contract for signature and Provider One payment packet for future billing.  Once the contract is finalized, the contractor’s name and demographic information will be posted on the ALTSA/HCS website.  You may then authorize the service.  


11. Patty McDonald maintains the contractors’ databases on the ALTSA intranet.  Contact Patty McDonald to insert or remove a contractor from the database.


Payment Procedure


NOTE:  Only the HCS Regional Administrator, the Field Service Administrator, or the AAA Director can authorize intervention services by signing the Authorization for Intervention Services form.  This task cannot be delegated to any other position.


Intervention Services are authorized in CARE for payment through ProviderOne using RAC 3110.  This RAC can only be authorized by the HCS Regional Administrator, the Field Service Administrator or AAA Director or the AAA position directly under the Director because of the sensitivity of the security level.  Once authorized, staff will authorize payment through CARE using the appropriate service codes.  See the ProviderOne Payment Manual at http://adsaweb.dshs.wa.gov/docufind/paymentmanual/).  NOTE:  Intervention Services are authorized ONLY if such services are not available through Medicare, Medicaid, or waiver services.

a. For APS clients who do not receive nor are eligible for Medicaid/waiver services:


i. Enter CARE and complete a person search to ensure the client is not already in the system.


ii. If not in the system, add the client into the CARE system.  See LTC Manual Chapter 3, Adding a Client into CARE:  http://adsaweb.dshs.wa.gov/docufind/LTCManual/. 

iii. Complete the “Client Details” screen.


iv. Complete the “Residence” screen.


v. Obtain authorization for the RAC from the RA, FSA, AAA Director, or the AAA position directly under the Director who has the security level for such authorization.


vi. The RA, FSA, AAA Director, or the AAA position directly under the Director will add RAC 3110 on the “RAC” screen.

vii. Staff will then create a new authorization on the “Authorization” screen.


viii. If reimbursing travel, use RAC 3110 and the travel code T1019.


b. For all other HCS/AAA clients (the intervention service is not available through Medicaid or waiver services):

i. Enter CARE and complete a person search.


ii. Obtain authorization for the RAC from the RA, FSA, AAA Director, or the AAA position directly under the Director who has the security level for such authorization.


iii. The RA, FSA, AAA Director, or the AAA position directly under the Director will add RAC 3110 on the “RAC” screen.

iv. Staff will then create a new authorization on the “Authorization” screen.


v. If reimbursing travel, use RAC 3110 and the travel code T1019.


Contract Monitoring

Fill out the Intervention Services Contract Monitoring Plan at the time the initial contract is signed and at the time of renewal. Submit a copy of the completed form to April Hassett, MS 45600.

HCS Headquarters program managers will perform a yearly audit on a sample of Intervention Service contracts to assure monitoring plans and risk assessments have been done.

Intervention Services/Independent Living Consultants Revision 5-24-2017
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Contractor Intake Process Instructions 
 
 
 
Contractor Intake Form 
 
The Contractor Intake Form is located on the CCS website in the Contract Forms and Formats section.  
Use a Contractor Intake Form (Intake Form) in the following situations.   
 
Situation One: A new DSHS Contractor must complete an Intake Form.    
 


1. Send the Intake Form to the new Contractor.   
2. Receive the completed Intake Form from the Contract and review.  
3. Create a new Contractor on the ACD, by entering the Intake Form information on the Intake 


Detail screen. 
4. Enter the signature date from Section Six of the Intake Form in the field titled “Intake Form 


Date.”   
5. Place the Intake Form in the contract file.  


 
Situation Two: An existing DSHS Contractor must complete an Intake Form when changes occur in their 
Name, Business Organization, TIN or SSN, Fiscal Year End Date, UBI #, or Contractor Ownership.     
 


1. Send the Intake Form to the existing Contractor. 
2. Receive the completed Intake Form from the Contractor and review. 
3. Revise the existing Contractor on the ACD, or create a new Contractor on the ACD, if 


applicable, by entering the Intake Form information on the Intake Detail screen. 
4. Enter the signature date from Section Six of the Intake Form in the field titled “Intake Form 


Date.”  
5. Place the Intake Form in the contract file.  
 


Note:  If the Contractor Intake Form is obtained for a Personal Service contract which is approved 
and signed by CCS, you are required to send a copy of the Contractor Intake Form to CCS. 
 
 
Contractor Information Update Form 
 
The Contractor Information Update Form (Update Form) is accessible and generated by the ACD.  The 
ACD loads the Update Form with information from the contractor’s current ACD record.  Use an Update 
Form every time you create a new contract with an existing DSHS Contractor, as part of your contract 
pre-screening process.   
 


1. Access the existing Contractor’s Intake Detail screen on the ACD. 
2. Review the existing details and make a note of the following entries on a piece of scratch 


paper.  You will enter this information on the ACD generated Update Form in Step 3.i. 
• Default Reported (Yes or No) 
• Fiscal End Date (Month/Day) 
• Contact Name (First & Last Name) 


3. Generate the Update Form on the ACD. 
a. Choose the Correspondence sub-information screen. 
b. Select “New Letter” if no Update Form is listed as a previously generated 


correspondence. [NOTE:  If an Update Form is listed, highlight that row and skip 
to Step 3.h.] 


c. Select the Letter Type entitled “Intake Process.” 
Contractor Intake Process Instructions (4-13-07) 







d. Select the Administration entitled “All Administrations”. 
e. Select the Division entitled “All Divisions”.    
f. Select the Letter Description entitled “Contractor Information Update.” 
g. Click the Save button to save the correspondence.    
h. Click the Generate Letter button to generate the Update Form.  This may take 


approximately 30 seconds.   The generated Update Form will appear on your screen 
with the Contractor’s current name, business organization, TIN or SS #, UBI# and 
default address.  


i. Enter the information from Step 2 on the generated Update Form. You may enter the 
contact name as the name of the person who signs the contract, if applicable.    


j. Save the Update Form to your local files and close WORD. 
k. Close the Correspondence sub-information screen.   


4. E-mail the Update Form to the Contractor before you create the contract on the ACD.   
5. Ask the Contractor to complete the Update Form and return it to you.  
6. Enter minor changes from page one of the Update Form as follows:  


a. Enter those changes on the existing Contractor’s Intake Detail screen. 
b. Enter the date from Section Four of the Update Form in the field titled “Intake Form 


Date.” 
7. Enter the address, contact person, or signatory name from page two of the Update Form as 


follows: 
a. Enter the address in the Address Sub Information Summary screen located on the 


existing Contractor’s Intake Detail screen.   
b. Enter the contact name or signatory name in the Staff Sub Information Summary 


screen located on the existing Contractor’s Intake Detail screen.   
c. Enter the date from Section Four of the Update Form in the field titled “Intake Form 


Date.”   
8. Place the Update Form in the contract file.   


 
Note:  If the Contractor Information Update Form is obtained for a Personal Service contract 
which is approved and signed by CCS, you are required to send a copy of the  
Contractor Information Update Form to CCS. 
 
 
Ethics Form 
 
The Ethics Form is located on the CCS website in the Contract Forms and Formats section.  Send an 
Ethics Form with every Intake Form or Update Form that you send to a new or existing DSHS Contractor.  
The Contractor and their staff member(s) must complete the Ethics Form, if applicable.     
 


1. Send the Ethics Form to the new or existing Contractor. 
2. Ask the Contractor to have their employee(s) complete the Ethics Form and return it to you.  
3. Enter the employee(s) state employment information from the Ethics Form in the Staff Sub 


Information Summary screen located on the new or existing Contractor’s Intake Detail screen.   
4. Place the Ethics Form in the contract file. 


 
Note:  If the Ethics Form is obtained for a Personal Service contract which is approved and 
signed by CCS, you are required to send a copy of the Ethics Form to CCS. 
 
Note:  If the contract is the result of a competitive procurement, and more than one proposal was 
received, you must let the Contractor know this information.  This information is needed  
as they review RCW 42.52 and complete the Ethics Form.    
  
 


Contractor Intake Process Instructions (4-13-07) 






image13.emf
Sample BGC  4-2015.pdf


Sample BGC 4-2015.pdf





image1.png




image2.emf
Intervention services  Authorization Form.docx


