Supports for Community Living (SCL)

New provider certification

Initial Questionnaire

Who completed this questionnaire?
     
Date Completed:      
Contact Name:      
Agency Name:      
E-Mail Address:       
Phone(s):       
Mailing Address:       
City where agency will be located:      
County where agency will be located:      
Seeking certification for:  FORMCHECKBOX 
 Supports for Community Living (SCL) Waiver





   FORMCHECKBOX 
 Michelle P waiver





   FORMCHECKBOX 
 Both






** (If both waivers are being sought your policies must address both)
1. How did you hear about the SCL program?      
2. Have you previously worked for an SCL Provider?       If so, provide the name(s) of the agency, the timeframe you worked there and your responsibilities.      
3. Tell us about your background, work experience and education.      
4. Why do you want to become an SCL provider?        
5. What do you think your agency can contribute to the field?      
6. What do you know about the program and how it works?      
7. What specific services(s) would you like to provide (i.e. Supported Employment, Day Training and/or Case Management, etc.)?      
8. What experience do you have in managing a business?      
9. Who will be the Executive Director of the agency?       

10.  What knowledge does the ED have of the SCL program?      
11.  Who owns the company?      
12.  Will the owner(s) of the company also be employed by the agency?        If so, in what capacity?      
13.  How is the company legally structured (LLC, Inc. and S Corporation, etc.)?      
14.  Does the agency have a board of directors or advisory board (indicate which type, if applicable)?       If so, complete questions 15-19.

15.  Who will be on the agency’s board and what experience/skill do they contribute?      
16.  Describe the role of the board in the governance of the agency.      
17.  What do you expect from the board?      
18.  How will the ED work with the board of directors?      
19.  Who developed the agency’s policies and procedures?      
20.  What experience does that person(s) have in the development and implementation of policies and procedures? 
     
21.  Who was involved in the development of the agency’s business plan?      
22.  What experience does that person(s) have in the development of business planning?      
23.  Who was involved in the development of the agency’s initial budget?      
24.  What experience does that person(s) have in budgeting?      
25.  Has this organization or any subsidiary ever operated a health care business or enterprise (including SCL providers) in Kentucky or another state?       If so, please provide details.      
26.  Has any owner, shareholder, partner, member of the board of directors, or executive staff member of this organization ever operated or been employed by a health care business or enterprise (including SCL providers) in Kentucky or any other state?        

If so, please provide details.      
27.  Date submitted      
Accurate and truthful information must be submitted. Falsifying, misrepresentation, failure to disclose and/or update any required information will result in DDID not recommending certification to Department of Medicaid Services (DMS).
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