THE LACKAWANNA-SUSQUEHANNA BEHAVIORAL HEALTH / INTELLECTUAL DISABILITIES / EARLY INTERVENTION PROGRAM

AGENCY SUMMARY
FORM A

This form should be completed and submitted with the Request for Qualification by the submission date noted in the Request for Qualification for Behavioral Health Supported Housing Service Providers.

	I. AGENCY INFORMATION

	[bookmark: Text2]Agency Name:      

	Corporate Address:        

	City:       
	State:      
	Zip Code:      

	Phone:                                     Email:      

	Services Provided:  |_|  Behavioral Health
	|_|  Intellectual Disabilities
	|_|  Early Intervention

	EIN Number:    
	       

	*Corporate Officer’s Name:       
*  Person authorized to execute agreements
	Title:      

	Corporate Officer’s Signature:




	II. AGENCY DESCRIPTION

	In the space below, please provide a brief description of your agency’s history, ownership and organizational structure.  Include as attachments an organizational chart, copy of your most recent audit, applicable licenses and other supporting documents.

	      







	lII.    AGENCY SERVICES


Instructions:  In the space below, please list all behavioral health services and the address of service delivery provided by your agency.   

This form should be completed and submitted with the Request for Qualification by the submission date noted in the Request for Qualification for Behavioral Health Supported Housing Service Providers.
	Service Name
	Address

	[bookmark: Text1]     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     









SCOPE OF SERVICES/STATEMENT OF QUALIFICATIONS
FORM B1-BEHAVIORAL HEALTH SERVICES


	I.  SERVICE DESCRIPTION

	In the space below, please provide a brief description of the proposed behavioral health Housing Support Service and your agency’s qualifications and experience in providing this service. 

	      

















	II.    EMPLOYEE DETAILS

	In the space below, please provide the names, experience, qualifications, and applicable licenses held by the individual primarily responsible for servicing the Program and any other person(s), whether as employees or subcontractors, with specialized skills that would be assigned to service the Program. 

	      





















COUNTY CONTRACTS
FORM C


Instructions:  In the space below, please provide a listing of all like or similar service contracts with other county programs to provide services listed on Form A.  If no other service contracts exist, please mark N/A in the first space.

This form should be completed and submitted with the Request for Qualification by the submission date noted in the Request for Qualification for Behavioral Health Housing Support Service Providers.

	OTHER SERVICE CONTRACTS
	

	Agency
	Contact Person
	Service
	Contract Date
	Contract Amount

	[bookmark: Text3]     
	[bookmark: Text15]     
	[bookmark: Text27]     
	[bookmark: Text39]     
	     

	[bookmark: Text5]     
	[bookmark: Text16]     
	[bookmark: Text28]     
	[bookmark: Text40]     
	     

	[bookmark: Text4]     
	[bookmark: Text17]     
	[bookmark: Text29]     
	[bookmark: Text41]     
	     

	[bookmark: Text6]     
	[bookmark: Text18]     
	[bookmark: Text30]     
	[bookmark: Text42]     
	     

	[bookmark: Text7]     
	[bookmark: Text19]     
	[bookmark: Text31]     
	[bookmark: Text43]     
	     

	[bookmark: Text8]     
	[bookmark: Text20]     
	[bookmark: Text32]     
	[bookmark: Text44]     
	     

	[bookmark: Text9]     
	[bookmark: Text21]     
	[bookmark: Text33]     
	[bookmark: Text45]     
	     

	[bookmark: Text10]     
	[bookmark: Text22]     
	[bookmark: Text34]     
	[bookmark: Text46]     
	     

	[bookmark: Text11]     
	[bookmark: Text23]     
	[bookmark: Text35]     
	[bookmark: Text47]     
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	[bookmark: Text24]     
	[bookmark: Text36]     
	[bookmark: Text48]     
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	[bookmark: Text25]     
	[bookmark: Text37]     
	[bookmark: Text49]     
	     

	[bookmark: Text14]     
	[bookmark: Text26]     
	[bookmark: Text38]     
	[bookmark: Text50]     
	     


























STATEMENT OF ASSURANCES
FORM D


[bookmark: Check1]|_| I ATTEST that [TYPE NAME OF AGENCY] is not currently in violation of any regulatory rules and regulations set forth by the Pennsylvania Department of Human Services (DHS) that may have any impact on our agency’s operations. 


|_| I ATTEST that there are no conflicts of interest to which [TYPE NAME OF AGENCY] would be subject if it were to provide the requested service on behalf of Lackawanna County.

If unable to attest to the above statement, please explain below:



|_| I ATTEST that [TYPE NAME OF AGENCY] is not involved in any current or pending litigation with Lackawanna County or any of its Departments or Authorities.



|_| I ATTEST that [TYPE NAME OF AGENCY] currently carries the following types of insurance coverage:

|_|  Workers’ Compensation Insurance
|_|  Commercial General Liability Insurance
|_|  Professional Liability Insurance
|_|  Automobile Insurance



BUDGET 
    
FORM E (attached)
2 | Page

