	                                       DBHDID                                                           FY 2017
	                                    Adult System of Care Application                                         FORM 115

[bookmark: _GoBack]Region :      
Please identify the staff person responsible for completing this application:
	[bookmark: Text142]Name:       
	[bookmark: Text141]Title:         

	[bookmark: Text143]Email:       
	[bookmark: Text144]Phone:      



	Instructions


Form 115 serves as the application for adult mental health funds allocated to your region. This form also serves as a planning document and should provide a picture of the current status of the regional services for adults, including those with Serious Mental Illness (SMI).   A description of your entire system is required regardless of the funding source. 
Additional planning documents include those listed below. Each of these forms ask for information relative to adult services and thus the person responsible for completing this application should also be involved with the completion of those forms. 

· Form 117 Financial Planning and Implementation Report

It is also important to become familiar with Reporting requirements for adult mental health services and the corresponding forms. These include the following.

· Form 117 Financial Planning and Implementation Report (due Quarterly)
· Form 113E Deaf and Hard of Hearing Implementation (due semi-Annually) 
· Form 172 for DIVERTS ACT (due Quarterly)
· Form 173 for DIVERTS Peer Support (due Quarterly) 
· Form 174 for DIVERTS Supported Employment (due Quarterly)

If, as an Adult services manager, you also have responsibility for Emergency Services (e.g., Crisis Stabilization, Decriminalization,), you will also need to review the application and reporting requirements relative to those services (Form 132 and Form 113D).  You are also encouraged to review the Substance Abuse Treatment information (Forms 167, 148A & B).  

For CMHCs participating in additional grant projects (e.g. PATH, Consumer Operated Programs, Homeless Outreach Project).  Detailed information is available elsewhere on the Plan and Budget web page.  

Questions concerning this application may be directed to:
Melissa Runyon 
275 E. Main St 4W-G
Frankfort, KY 40601, Phone: (502)782-6187, Email: Melissa.Runyon@ky.gov

Please provide contact information for each of the following Center staff. If there is a position listed that your Center does not have, please list the best contact for that role. If more than one person fills the role, please list all. You may also add any additional staff roles that you deem relevant.


	Role
	Name
	Phone Number
	Email address

	Community Support Program Director 
	     
	     
	     

	Adult Crisis Services Director
	     
	     
	     

	Supported Employment Program Director
	     
	     
	     

	Housing Coordinator  
	     
	     
	     

	Mental Health Program Director
	     
	     
	     

	PASRR evaluators
	     
	     
	     

	Housing Specialist (s)
	     
	     
	     

	Other, please specify      
	     
	     
	     



Please identify the number of FTE staff dedicated to major service categories within your community support program (services designed to support adults with SMI):
[bookmark: Text138]Psychiatrists  #                                                                Psychiatric Nurses 	#           
[bookmark: Text152][bookmark: Text150]Outpatient Therapists #                                                   Case Managers  	#     
[bookmark: Text151]Therapeutic Rehabilitation Staff #                 Adult Peer Support Specialists #     
Supported Employment Specialists #              Other, please specify 	#      
                                                                              Other, please specify 	#     

Individuals in Recovery and Family Involvement:
1. Indicate the type of individual recovery and family supports currently provided in your region: (Check all that apply)
[bookmark: Check1]|_| Training and Advocacy (e.g., “W.R.A.P.”, Advance Directives, etc.)
[bookmark: Check2]|_| Consumer Support Groups (e.g. “Bridges” support program, NAMI Connections, etc.)
[bookmark: Check3]|_| Consumer Operated Services Program (COSP)
[bookmark: Check4]|_| Local NAMI Kentucky Affiliate(s)
[bookmark: Check5]|_| Consumer Conference(s)
|_| Other, Please Specify

Co-occurring Disorders:  
1. When completing the initial intake assessment of new consumers presenting with mental health concerns, does your agency screen for substance use disorder?       Intellectual Disability?      Traumatic or Acquired Brain Injury?      

2. Please describe any training that your agency has provided on motivational interviewing techniques and/or any other methodologies of providing integrated treatment to individuals with co-occurring MH/SU disorders.       

3. Please describe any integrated treatment strategies utilized by your agency to address the needs of individuals with a mental illness and a co-occurring substance use disorder.      


Mental Health Services for Deaf or Hard of Hearing Consumers:
1.  Complying with the ADA, Title VI, and the KY Civil Rights Law requires that all DBHDID funded services meet “effective communication” standards.  Please describe how your staff is trained in identifying individuals who are Deaf or Hard of Hearing and ensuring that they have full access to ASL interpreters, amplification, or other accommodations in order to benefit from treatment.  How often is this provided to new employees?        To existing employees?       
   Who is/are the trainer(s)?      
Check all topics covered in your training:
 
|_|     Identifying hearing status on intake forms
|_|     Identifying a primary language other than English on medical records
|_|     Determining the best accommodation(s) for services provided
|_|     Requesting an interpreter
|_|     Working with interpreters / their role in the treatment team
|_|     Using Video Relay Services
|_|     Using adaptive equipment/technology to enhance options for individuals who are Hard of Hearing
|_|     Documenting language access provided
|_|     Obtaining consultation or technical assistance from the Point Person for DHHS
|_|     Obtaining consultation, training/TA from the DBHDID Program Administrator for DHHS 
|_|     Resources available for individuals who are Deaf or Hard of Hearing in Kentucky and at 
          regional/national levels

      2.Please identify how you accommodate the needs of individuals with mental health disorders who are Deaf or 
         Hard of Hearing:
[bookmark: Text146]|_| With a specialized therapist fluent in ASL   Name:       
|_| Work with MCOs for interpreting services for members proactively for Medicaid recipients
|_| Through qualified, licensed interpreters. Name(s) of interpreters and/or Referral Agencies used:      
|_| Submit for reimbursement interpreting expenses through DBHDID
|_| Other, please specify.

3.  Describe how your agency advertises accessible services in its literature and what format(s) are used for communication.  This may include but not be limited to phone, video relay services, email, and text.       


1. Please identify the staff training provided specifically on meeting the language access needs of individuals who are Deaf or Hard of Hearing (i.e. use of Video Relay Services, working with interpreters, adapting therapy, etc.) (Mark N/A if no training provided) 
[bookmark: Text147][bookmark: Text148]Workshop Name(s):           Trainer Name:           Number of attendees trained:       

3. Please describe the process for addressing communication needs identified in Right to Free Language
    Assistance Form:       	




Case Management Services:
 
1. [bookmark: Text21]Please describe the process for allocating flexible funding for individuals with SMI (wraparound funds):      

2. Do you currently provide or “access” payee services for consumers with mental illness in your region. 
                                      |_| Yes      |_|  No      If so, please describe the process.       
Housing Options:
1. Indicate which type of housing options your agency provides: (Check all that apply)
[bookmark: Check47][bookmark: Check48][bookmark: Check49]|_| Supported Housing     |_| Residential Support     |_| Housing Development    

|_| Other, please specify:           

2. Please identify any residential programs or rental housing operated by your agency.  
Name	Location	# of Units/Beds	Type of Service
[bookmark: Text29][bookmark: Text30][bookmark: Text31][bookmark: Text32]     	     	     	     
[bookmark: Text33][bookmark: Text34][bookmark: Text35][bookmark: Text36]     	     	     	     
[bookmark: Text37][bookmark: Text38][bookmark: Text39][bookmark: Text40]     	     	     	     
[bookmark: Text41][bookmark: Text42][bookmark: Text43][bookmark: Text44]     	     	     	     
[bookmark: Text45][bookmark: Text46][bookmark: Text47][bookmark: Text48]     	     	     	     
[bookmark: Text49][bookmark: Text50][bookmark: Text51][bookmark: Text52]     	     	     	     
[bookmark: Text53][bookmark: Text54][bookmark: Text55][bookmark: Text56]     	     	     	     
[bookmark: Text57][bookmark: Text58][bookmark: Text59][bookmark: Text60]     	     	     	     

3. [bookmark: Text63]Please describe any other housing initiatives administered or coordinated by your agency (e.g., homeownership education/counseling, supported housing program, “Repair Affair” or other homeowner repair program) that benefit adults with  SMI.      

4. Identify all regional/local sources of rental assistance for your agency.       

5. Does your agency have a formal agreement in place with the Public Housing Authority or other housing providers in your area?         Please provide a copy of agreement to DBH housing administrator, Tom Beatty Thomas.Beatty@ky.gov.

6. Does your agency have an updated Housing Plan? (Should include linkages with Public Housing Authorities or other housing providers, access to transitional rental assistance, development of targeted units, housing resources available, and plans to train case managers in supportive housing principles)   |_| Yes      |_|  No
Please provide a copy to DBH housing administrator, Tom Beatty at Thomas.Beatty@ky.gov.

7. Please describe how your agency coordinates an annual supportive housing fidelity review, utilizing the Permanent Supportive Housing Toolkit through SAMHSA:       
Please provide a copy of the annual fidelity review to DBH housing administrator, Tom Beatty at Thomas.Beatty@ky.gov.  

Physical Health Interface:
1. Does your CMHC currently have any Memorandums of Agreement/Understanding with physical health providers in your region? Check all that apply.
[bookmark: Check63][bookmark: Check64][bookmark: Check65][bookmark: Check67]|_| Public Health Department               |_| Primary Care Center   |_| Rural Health Center                             |_| Federally Qualified Health Center   |_| Dentists |_| Other, please specify

2.  Please describe any informal or additional relationships between your CMHC and local physical health care providers.      

3.  Does your agency currently provide physical health care to individuals, in addition to behavioral health services?            
 If so, please describe how your agency is currently providing the physical health care to individuals.      

Continuity of Care: 
1. Does your agency have a signed Memorandum of Agreement with any private hospital/inpatient facility (i.e., non-state operated or state contracted)?
|_| Yes    Please, list facility(ies)                       |_| No

2.  Please describe how your CMHC collaborates with the state psychiatric facility to ensure continuity of care?  
          

Homeless Outreach:
1.  Indicate how your CMHC conducts outreach (linking individuals with mainstream behavioral health programs) to individuals with SMI who are homeless (Check all that apply):
[bookmark: Check80]|_| Dedicated (specialized) staff           |_| Street outreach
|_| Routine visits to homeless shelters and/or other homeless service sites
|_| Consultation as requested to homeless service program staff
[bookmark: Text80]|_| Walk-in psychiatric clinic               |_| Other, please specify      

[bookmark: Check81][bookmark: Check82]2. Does your agency participate in the regional Continuum of Care process?   |_| Yes    |_| No 
If yes, please describe your involvement. (Check all that apply)
[bookmark: Check83]|_| Attend Continuum of Care regional meetings
[bookmark: Check84]|_| Agency staff chairs regional Continuum of Care Committee
[bookmark: Check85]|_| Agency has applied for available Continuum of Care (McKinney) funding
[bookmark: Check86]|_| Agency has applied and received Continuum of Care (McKinney) funding
[bookmark: Check87][bookmark: Text81]|_| Other      

Rural Outreach:
1. Do you currently deliver services from any telehealth network?
[bookmark: Check88][bookmark: Check89][bookmark: Text83]|_| Yes                        |_| No             If yes, describe which services and the process:      

2. Are there current initiatives to better coordinate transportation services in your region?
[bookmark: Check90][bookmark: Check91][bookmark: Text84]|_| Yes                        |_| No              If yes, describe:      

3. [bookmark: Text85]Please describe any other initiatives designed to expedite access to services for individuals living in rural areas.       

Financial Resources:  Please provide a Spending Plan (Form 117) for the fiscal year.  This plan should include proposed spending on services for adults with serious mental illness.  NOTE:  You will also be required to report quarterly on actual expenditures, by category.
For SFY 2017, 100% of Mental Health Block Grant dollars allocated to serve adults with SMI shall only be used to provide Assertive Community Treatment; Supported Employment; Supported Housing; or Peer Support as outlined in contract (DIVERTS section). Please be sure to show the projected allocations for MHBG funds, as well as SGF funds (for DIVERTS and Adults with SMI) on the 117, and actual expenditures of the DIVERTS and Adults with SMI funds quarterly on the 117.



	ADULT SERVICES ARRAY
REGIONAL AVAILABILITY OF COMMUNITY SUPPORT SERVICES

	
	COUNTIES

	SERVICES
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   

	Consumer and Family Support
	
	
	
	
	
	
	
	
	
	

	   Consumer Support Groups
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   

	   Consumer Operated Services Program (COSP)
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   

	   Social-Club Drop-In
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   

	   Local NAMI Kentucky Affiliates
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   

	   Consumer Conferences
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   

	Crisis Services
	
	
	
	
	
	
	
	
	
	

	   Emergency-Help Line
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   

	   Walk-In Crisis Services
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   

	   Other Crisis Intervention Services
	
	
	
	
	
	
	
	
	
	

	   Mobile Crisis Services
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   

	   Residential Crisis Stabilization
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   

	Mental Health Treatment
	
	
	
	
	
	
	
	
	
	

	   Community Medications Support Program
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   

	   Specialized Co-Occurring Disorders Services
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   

	   Intensive Outpatient Program for Mental Health
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   

	Targeted Case Management (TCM) Services
	
	
	
	
	
	
	
	
	
	

	   TCM for Adults with SMI
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   

	   TCM for SMI + Physical Health
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   

	   Flexible Funds for SMI (Wraparound Funds)
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   

	   Payee Services
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   

	Rehabilitation Services
	
	
	
	
	
	
	
	
	
	

	   Therapeutic Rehabilitation 
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   

	   Supported Employment (IPS)
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   

	   Educational Services  (Supported Education)
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   

	   Illness, Management and Recovery (IMR)
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   

	   Adult Peer Support Services
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   

	   Assertive Community Treatment 
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   

	   Comprehensive Community Supports
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   

	   Other, please specify
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   

	Housing Options
	
	
	
	
	
	
	
	
	
	

	   Supported Housing Program
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   

	   Residential Support
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   

	   Housing Development
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   

	   Other, please specify
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   


X = available at site in county
O = available from site outside county (or a region-wide program)
D = Under Development
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