Individual Evaluation Score Sheet
710-19-1024 Mental Health Centers

Vendor:
Evaluator's Name:

chilo Bx Huuthh v eolbvess
Enda s Atkibs

Evaluator's Title: R.w\r\ o R
Evaluator's Signature: -~ el FEVTN Jan

Date: " o/ /% /G /
Omitted - 0; Poor-1;, Below Average-2; Adequate-3; Good - 4; Exceptional - 5 £
:«.\ 1/.\5.,@95030 Maximum| Actual Comments
@%\%’ e Available [ RAW Evaluator's comments are Required for all
RAW Score scores except adequate (3 pts)
E. 1 VENDOR QUALIFICATIONS
E.1.B. Provide a narrative regarding the background of your company. This shall include, but is not limited to: ~a-Date
established. —\QP%
.R:m.ﬁ of non-profit’s Board of Directors. 5 .W
¢ Total number of employees. | |7
a\?._ organizational chart displaying the overall business structure
E.1.C. Past Performance: Describe your company’s experience similar to that which is sought by this RFQ within the past (3] years. %.?m.u DLABHS + -0 h of
Included in this narrative, the Vendor shall provide:
ww A description of the work performed, including if this work was provided for O_._m.v.\: provided under a contract: 5 .W
\..\Zm:..m of entity with whom the Vendor had/has a contract.
ii. Summary of the Scope of Waork Ai. Project amount. iy:” Any corrective actions or litigation pertaining to the contract
£.1.D. Provide information on the proposed CEO, Medical Director, and Director of Clinical Services and their direct relevant functional
experience over the last five (S) years per selected area, or give an explanation as to why three (3) are not submitted. For each person,
please provide: :
s | S
a,Evidence of the qualifications and credentials of the respondent’s key personnel.
memcam of the respondent’s CEQ, Medical Director, and Director of Clinical Services




Individual Evaluation Score Sheet Vendor:  (OBHAD .

710-19-1024 Mental Health Centers Evaluator's Name:  Byide of A it
[y
Evaluator's Title:
E.1.E. Submit a minimum of three (3) letters of recommendation from five (5) three (3) different sources. Current or previous Clients may \\§
not be used as references. DHS reserves the right to contact the references submitted as well as any other references which may attest to
the respondent’s work experience. Letters of recommendation shall meet the following criteria: '
\ n\&c ot
2 They shali be on official letterhead of the party submitting recommendation. v_\\.«_\»‘i
. They shall be from entities with recent (within the last three (3] years) contract experience with the respondent. . &\
£~They shall be from individuals who can directly attest to the respondent’s gualification({s) relevant to this RFQ.
g They shall be limited to organizational recommendations, not personal recommendations.
@7 They shall be dated not more than six {6} months prior to the proposal submission date. m
f. They shall include the current phone number, mailing address{email 3dress, title, printed name.
. They shall contain the signature of the individual of the party submitting the recommendation.
_r. They shall not be from current DHS employees.
E.2 GENERAL SERVICE DELIVERY REQUIREMENTS
5 3
E.2.A. Describe your plan to meet all the requirements listed in RFQ Section 2.1 pertaining to the delivery of services in your Region. J N
A | fave money 21 T feleradt/
£.2.B. Describe your capabilities to provide appropriate services by telemedicine, and how your telemedicine services will meet state and s 2t * S %\\an .m.N ﬁ
federal requirements to ensure security of client information remains within HIPAA and other confidentiality-related guidelines o

E.3 SERVICE DELIVERY DUTIES 5
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£.3.A. Describe how your company will develop and provide crisis services for adults, youth, and children experiencing Psychiatric or
Behavioral Crises and how you will develop and utilize mobile crisis teams within Region where you are proposing to provide services.
Describe your plan to meet the requirements in RFQ Section 2.3.2.A including but not limited to:
b\mm:_.m the following populations in the delivery of crisis services:
|iMobile Crisis population: Adults, youth, and children experiencing a Psychiatric or Behavioral Crisis without a payor source for medically
necessary services.

J¥ Division of Children and Family Services (DCFS) population: All persons in the custody of the DCFS who are not a member of a PASSE.
b. Develop, maintain, and follow all procedures for a Mobile Crisis team of licensed behavioral health professionals to provide Mobile
Crisis assessment and stabilization.

A Utilize a mobile crisis team prevent the deterioration of a Client’s functioning and respond to Psychiatric and/or Behavioral Crises.
& Develop and implement policies and procedures for the management of behavioral health crises for children, youth, and adults. You
-~ may describe your existing policies and procedures, if applicable.

& Develop and utilize a screening assessment tool, including an m<dm:nﬂu\ommma crisis assessment tool, to measure immediate and

potential safety needs and protocols for using the screening assessment.
f. Provide and staff a Warm Line or an ocgm:m:ﬁo“wlmwsl?km_w _b_.,.%.*m\w,a:mc_m to Clients in need of lower threshold intervention, or—
crisis services, on the evenings, weekends, and holidays.
%.\cz:mm mobile crisis teams to triage individuals into the least restrictive services.
| h-Develop and utilize crisis stabilization plans for clients diverted from acute hospitalization including documentation of all follow-up post
crisis stabilization.

i PBrovide or make a referral for any clinically necessary, alternative psychiatric treatment following a Mobile Crisis assessment.
;.\nooam:mﬁm with community partners to ensure comprehensive aftercare and provide discharge planning for all persons leaving an acute
setting.

\w\.bn__.:_:_mﬁmq Acute Care Funds for psychiatric hospitalization for adult Clients experiencing a Psychiatric or Behavioral Crisis.
Vendors are encouraged, but not required to provide Therapeutic Communities (TC) or Acute Crisis Unit (ACU), or sub-contract with one. if
you propose to provide an ACU or TC, describe your plans to implement and staff the proposed ACU, including the date when your ACU
will be able to serve Clients. Describe your plan to provide services to clients at your ACU. If you plan to sub-contract, describe your plans

on implementing appropriate agreements, projected costs, and accessibility. w/p.i w

Vendor;

Evaluator's Name:

Evaluator's Title:

BHA
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E.3.B. Describe how your company will provide services to ASH patients, potential patients, and former patients within the Region you are
proposing to provide services and describe your plan to meet the requirements in RFQ Section 2.3.2.B including but not limited to:
a. Serve the following population in the delivery of services pertaining to ASH within the Vendor’s Region:
rAdults, youth, and children residing within the Vendor’s respective Region, who are awaiting an ASH bed, Clients referred by ASH
currently receiving services at ASH who were residing in Region at time of admission and preparing for discharge to return to Region, or
Client referred by ASH who have been discharged from behavioral health treatment services at ASH, including those with Community-
based 911 Status.
B Serve as the Single Point of Entry {SPOE) for ASH:
A7 Ensure an SPOE screening occurs within two (2) hours of the initial request by a licensed behavioral health professional.
AT Ensure the SPOE assessment is completed completely and accurately.
geServe Clients on the ASH waiting list:
_j-Describe what services you will make available to provide support and stabilization to those awaiting admission.
-4 Serve Client actively admitted to ASH as they prepare for discharge:
A Provision of Care Coordination and other services which may assist with discharge and continuity of care.
2=Serve all ASH discharges referred by ASH to the Vendor regardless of the payor source.
$-Provide services to Community-based 911 Status Clients regardless of the payor source.

Vendor:

O”/HA L

Evaluator's Name: 8, Weed At
. J

Evaluator's Title:

E.3.C. Describe how you will provide Forensic Evaluations to Clients within the Region you are proposing to provide services and describe
your plan to meet the requirements in RFQ Section 2.3.2.C including but limited to:
\o\.vqo,\_am ACT 327, ACT 328, and ACT 310 Forensic Evaluations to the RFQ-defined population according to Arkansas Code Annotated
(ACA) §§ 5-2-327 and Arkansas Code Annotated (ACA) §§ 5-2-328. : o
b. Provide court-ordered Forensic Evaluations within thefimeframes ligted in the RFQ.
\\_uﬁosn_m Qualified Psychiatrists and/or Qualified Psychologist to perform the-ACT 327, ACT 328, and ACT 310 Forensic Evaluations.
& Refer Clients not fit to proceed with the criminal justice/legal process to the Forensic Qutpatient Restoration Program.
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E.3.D. Describe how your company will administer the Forensic Outpatient Restoration Program within the Region you are proposing 1o
provide services and describe your plan to meet the requirements in RFQ Section 2.3.2.D including but not limited to:
_g-Serve the RFQ-defined population according to Arkansas Code Annotated (ACA) §§ 5-2327 and Arkansas Code Annotated {ACA) §§ 5-2

328 in the delivery of FORP services.
27 Provide all educational, clinical, and medically necessary behavioral heaith services to individuals awaiting a trial or hearing.
- Have qualified staff in place to provide &amnzn competency services,

Vendor:

orHA .

Evaluator's Name: \msm%ﬁ‘ Ao

Evaluator's Title:

\v.\_u_.osam medically-necessary services described in the current Outpatient Behavioral Health Services Manual and the Adult Behavioral
Health Services for Community Independence Manual to non-Medicaid Clients.
& Provide Drop-in Model or Club House Model services to non-Medicaid Clients.

.h.\UoEBm:” progress notes or reports, with the DAABHS specified criteria, and send to designated DHS staff within DAABHS required 5

timelines.
e-Provide Individual Outpatient Restoration according to the RFQ requirements.
_f-Provide ACT 310 Forensic Re-Evaluations for Clients to have been restored to competency.
grDetermine need for and request ASH inpatient admission for any Client you cannot restore as an outpatient Client.
s«..\admac_m a Psychiatric Assessment for any referred defendant for whom there has been no psychiatric evaluation within the past six (6)

months.

E.3.E. Describe how your company will provide services to Non-Medicaid individuals who meet criteria for Serious Mental lllness within

the Region you are proposing to provide services and shall describe your plan to meet the requirements in RFQ Section 2.3.2.t including

but not limited to:
..m.\?osn_m Care Coordination to non-Medicaid clients including insurance enroliment. 5 Uv
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E.3.F. Describe how your company will provide services for the First Episode of Psychosis (FEP) within the Region you are proposing to
provide services and describe your plan to meet the requirements in RFQ Section 2.3.2.F including but not limited to:

\_Smwm FEP services available to the individuals between the ages of fifteen (15) and thirtyfour (34) who are experiencing FEP who are
without a payor source, or have insurance benefits that will not reimburse for FEP services.
¥ Conduct education and outreach in the community to enhance awareness of symptoms and treatment options for FEP.
\_Bv_mq:mﬂ FEP services using an evidence-based maodel that includes elements described in RFQ Section 2.3.2.F.4.

Vendor: (i, \vt .

Evaluator's Name:  Aq'jc of A,
7

Evaluator's Title:

CBT-P
s 135

E.3.G. Describe how your company will provide Community-Based Services and Support to your Clients within the Region you are
proposing to provide services and describe your plan to meet the requirements in RFQ Section 2.3.2.G including but not limited to:
.w\om<m_ou and maintain loca! behavioral health and community resource directory, as well as community partnerships and collaborations
with relevant agencies, stakeholders, and groups.
| ’Demonstrate an on-going public information and education campaign to educate the local community with information about available

resources, hours of operation, contact information, and how to access the agencies’ services, including Crisis Services.

c. Demonstrate support of a nE‘ parent 3raining, nOBB::_:‘.\_\mmvo:mm to tragedy, community rpsGurce center, and jai¥’

diversion.
- Provide Community-Based Services and Support that are culturally competent, strengthbased, and collaborative with community
partners.

Vendors are encouraged, but not required to participate in the maintenance or development of gm:ﬁm_ﬁmm_ﬁ_‘. Courts. If you chose to
pursue this, describe your plans to implement and staff the proposed collaborative effort, including the'date when your agency will be

able to serve Clients through this option.
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Vendor:  ASHAY .

Individual Evaluation Score Sheet
Evaluator's Name: /4, oked AFto

710-19-1024 Mental Health Centers

Evaluator's Title:

E.3.H. Describe how you will administer Social Services Block Grant (SSBG) Title XX Services within the Region you are proposing to provide

services and describe your plan to meet the requirements in RFQ Section 2.3.2.H including but not limited to:
W\_Sm_a SSRG Title XX Services available to the SSBG Title XX Population of all Clients who meet the criteria outlined in the SS8G Manual \V
{Attachment H). 5

&Aaaw:.,m.ﬂm_. traditional and non-traditional SSBG Title XX Services as described in RFQ 2.3.2. H.2.
¢Tomplete the DHS 100 Form.
bq_sv__m:nm with Social Services Block Grant requirements found in Attachment H.

— $7C
E.3.1. Describe how you will ensure the provision and availability of Expanded Services within the Region you are proposing services and ﬂ\ﬁ. xw
describe your plan to meet the requirements in RFQ Section 2.3.2.1 including but not limited to:
a. Ensuring the following services are available directly or a:ocmvm m:c-no::mnﬁonk.\nmz.m_ Hospitalization.
.m

i/ Peer Support. &m_ﬁ._,\ Support Partner. iv’ Supported Employment.
t.\m:_u_uo:mo_ Housing. v

&.\;manmc:n Communities. vii. Acute Crisis Units. Q&\:ﬁv \n.w 33
viii. Aftercare Recovery Su e 5 ; 5 e
: B Aot i Rﬁ\wr\wqﬂ mn& o

Vendors are encouraged, but not required to participate in the purchase of necessary psychotropic medication for individuals when there ?rnv V\H\\\_\QEL&
is no other payor source. If you chose to pursue this, describe your plans to implen¥ent and coordinate this service.

The Community Mental Health Center must provide access to Medication Assisted Tregtment in each county within their contracted
region.

E.4 COMMUNITY COLLABORATIONS
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E.4.A. Describe how your company will develop community collaborations and partnerships and your plan to meet the requirements in
RFQ Section 2.3 within the Region you are proposing services including but not limited to:
a-Collaborate with diverse stakeholders within the proposed Region.
| b~€ollaborate within the community to assist with assistive outreach, Early Intervention, and stabilization of individuals who may reside in
jails, be hospitalized, experiencing a FEP, or have re-occurring crises.

Vendor:
Evaluator's Name:

Evaluator's Title:
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¥ Describe your ability to demonstrate on-going staff development and recruitment.

& Describe your efforts to ensure all staff are good stewards of state and federal funds.

& Assist in developing short and long-term solutions to help individuals connect with community supports. 5 Wb hGAFA v, S8 S A \!\
. Focus on developing collaborations to prevent deterioration of Clients and enhance Clients’ functioning and provide community ] .\\ i }\\u‘\.. v Fo
members with a full array of medically necessary behavioral health care services. N;s.r.... €
.\R Develop partnerships with child and youth serving agencies and family organizations to avoid children and youth being placed outside
their home and community.

E.5 STAFFING REQUIREMENTS

E.5.A. Describe your company’s staffing plan for the Region you are proposing to provide services and how you will ensure the services

you render to Clients are provided within the scope the performing healthcare provider:
,\. Describe your policies and procedures for training all staff and tracking the training requirements. = @

E.6 RECORDS AND REPORTING

E.6.A. Describe your company’s policies and procedures related to Client records and record retention including:
3~A description of the electronic medical records system you use and what documentation is captured in the electronic medical records
’ system.
wHow you plan to document all services rendered via the Contract’s funding sources and report this data to DHS in the DHS-approved
format and timeframe.

Naig S oleens -EK

E.7 APPEALS AND GRIEVANCE PROCESS

B

E.7.A. Describe your plan for providing a system for handling individual complaints and appeals, and cooperating fully with the processing
of any complaint or appeal.

] d& i Merpally < JThoa gl
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E.8 QUALITY ASSURANCE
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E.8.A. Describe how you will develop and utilize quality assurance and quality improvements methods to ensure that the appropriate
services and treatments for Clients with the most serious behavioral iliness, including those with re-occurring crises, hospitalization, and

emergencies, are receiving the most effective and efficient treatment modalities available.
E.9 VENDOR COMPENSATION AND FINANCIAL MANAGEMENT

Vendor:
Evaluator's Name:

Evaluator's Title:

OB

WSM.\E Adtrs

>

E.9.A. Describe how it will comply with the requirements set forth in RFQ Section 2.9 regarding utilization of funds provided by DHS:
W\bzmmﬁ you shall utilize DAABHS funds only for the populations defined in RFQ Section 2.3.2.

\U\.ommnlcm how you will keep receipts of purchases for SSBG Title XX services and send billing to DHS monthly according to the SSBG Block
Grant Manual {(Attachment H J).
\n\ommnzcm your ability to bill private insurance plans, Medicaid, Medicare, and Veterans Administration benefits and how you will ensure

you bill these payor sources when an individual is enrolled such that contracted funds will be the payor of last resort.
27 Attest you shall undergo an annual audit conducted by a certified public accounting firm._

e. Describe how your agency will utilize funds toward the am<mmov3m:ﬁﬁ__“. infrastructure.
E.10 REGION SPECIFIC SERVICES
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E.10.A. Submit a narrative that describes how you propose to perform the RFQ required services in your desired Region.

a. Describe your specific community collaborations_in each county within this Region. Include copies of Memorandum of Understandings,
and any other formal or informal agreements, oﬂ%oz from community partners in your Region to demonstrate solid

community partnerships and collaborations. For example, without limitation, these may include emergency departments, jails, Division of
Children and Family Services, local law enforcement, local PCPs, Division of County Operations, local schools, shelters, and Crisis

Stabilization Units.
-
. + \\l\\l

escribe any yniqu

——

m.m.rm__m:mmm you see within this Region and how you will address them and explain why you are particularly
suited to provide services in the Region.
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Evaluator's Title:
Evaluator's Signature:

Vendor:
Evaluator's Name:

Quspocs Howse, Do

o mnm i Ao

Date: ﬁ\@.\\&
Omitted - 0; Poor - 1; Below Average - 2; Adequate — 3; Good - 4; Exceptional - 5
rzc I A Maximum| Actual Comments
n.% \w\. cux\,,.r\w,\l Available | RAW | Evaluator's comments are Required for al!
PARATS RAW Score scores except adequate (3 pts)
E. 1 VENDOR QUALIFICATIONS
E.1.B. Provide a narrative regarding the background of your company. This shall include, but is not limited to: al Date
established. 19 Y0
&_._.# of non-profit’s Board of Directors. * CeNeeA e 5 W
¢. Total number of mBu_o<mmm.bnp.—
¢/ An organizational chart displaying the overall business structure
E.1.C. Past Performance: Describe your company’s experience similar to that which is sought by this RFQ within the past (3} years. %u% 2oty € AP =
Included in this narrative, the Vendor shall provide: ’ fdenfred—  gyveN YR
| 2~A description of the work performed, including if this work was provided for DHS. b7 If provided under a contract: 5 N
i Name of entity with whom the Vendor had/has a contract. e
Kcz‘.amé of the Scope of Work . Project amount. iv. >:<.\wﬁm\2_,<m actions-et litigation pertaining to the contract
E.1.D. Provide information on the proposed CEO, Medical Director, and Director of Clinica! Services and their direct relevant functional §>\26\ D\ h.&m 3%» A
experience w<m~ the last five (5) years per selected area, or give an explanation as to why three (3) are not submitted. For each person, % 2&1 “wo- o LQ.G. N 1uwm
please provide:
5

a. Evidence of the qualifications and credentials of the respondent’s key personnel.
b. Resume of the respondent’s CEOQ, Medical Director, and Director of Clinical Services

MA- Soni M 15 (g3
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E.1.E. Submit a minimum of three (3) letters of recommendation from five (5) three (3) different sources. Current or previous Clients may
not be used as references. DHS reserves the right to contact the references submitted as well as any other references which may attest to
the respondent’s work experience. Letters of recommendation shall meet the following criteria:

4. They shall be on official letterhead of the party submitting recommendation.
L They shall be from entities with recent (within the last three [3] years) contract experience with the respondent.
\._.:m,\ shall be from individuals who can directly attest to the respondent’s qualification(s) relevant to this RFQ.
~d. They shall be limited to organizational recommendations, not personal recommendations.
£-They shall be dated not more than six (6) months prior to the proposal submission date.
f. They shall include the current phone number, mailing addresg, email mwaﬁmmm, title, printed name.
_ & They shall contain the signature of the individual of the party submitting the recommendation.
hThey shall not be from current DHS employees.

Vendor:
Evaluator's Name:

Evaluator's Title:
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E.2 GENERAL SERVICE DELIVERY REQUIREMENTS

E.2.A. Describe your plan to meet all the requirements listed in RFQ Section 2.1 pertaining to the delivery of services in your Region.

E.2.B. Describe your capabilities to provide appropriate services by telemedicine, and how your telemedicine services will meet state and
federal requirements to ensure security of client information remains within HIPAA and other confidentiality-related guidelines

E.3 SERVICE DELIVERY DUTIES
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Vendor: Bv R ). '

Evaluator's Name:  gndetf Htbrs
[/

Evaluator's Title:

E.3.A. Describe how your company will develop and provide crisis services for adults, youth, and children experiencing Psychiatric or
Behavioral Crises and how you will develop and utilize mobile crisis teams within Region where you are proposing to provide services.
Describe your ptan to meet the requirements in RFQ Section 2.3.2.A inciuding but not limited to:
a. Serve the following populations in the delivery of crisis services:
m\?_oczm Crisis population: Adults, youth, and children experiencing a Psychiatric or Behavioral Crisis without a payor source for medically
necessary services.

i Division of Children and Family Services (DCF$) population: All persons in the custody of the DCFS who are not a member of a PASSE.
A7 Develop, maintain, and follow all procedures for a Mobile Crisis team of licensed behavioral health professionals to provide Mobile
Crisis assessment and stabilization.
g7 Utilize a mobile crisis team prevent the deterioration of a Client’s functioning and respond to Psychiatric and/or Behavioral Crises.
" Develop and implement policies and procedures for the management of behavioral health crises for children, youth, and aduits. You

may describe your existing policies and procedures, if applicable. )

e. Develop and utilize a screening assessment tool, including an mﬂmmumﬂwmﬂ_ummmq qﬁijvﬂu.wmmmmBm:ﬁ tool, to measure immediate and
potential safety needs and protocols for using the screening assessment.
i/ Provide and staff a é\ﬂ: Line or an outpatient Drop-In {Walk-in) clinic available to Clients in need of lower threshold intervention, or
crisis services, on the evenings, weekends, and holidays.
&’ Utilize mobile crisis teams to triage individuals into the least restrictive services.
& Develop and utilize crisis stabilization plans for clients diverted from acute hospitalization including documentation of all follow-up post
’ crisis stabilization.

\/Provide or make a referral for any clinically necessary, alternative psychiatric treatment following a Mohile Crisis assessment.
_a\moo:”::mﬁm with community partners to-ensure comprehensive aftercare and provide discharge planning for all persons leaving an acute
setting.

jK. Administer Acute Care Funds for psychiatric hospitalization for adult Clients experiencing a Psychiatric or Behavioral Crisis.—
Vendors are encouraged, but not required to provide Therapeutic Communities (TC) or Acute Crisis Unit (ACU), or sub-contract with one: If
you propose to provide an ACU or TC, describe your plans to implement and staff the proposed ACU, including the date when your ACU
will be able to serve Clients. Describe your plan to provide services to clients at your ACU. If you plan to sub-contract, descri

/ on implementing appropriate agreements, projected costs, an accessibility x/,.:...
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Vendor:
Evaluator's Name:;

Evaluator's Title:

WHr

Budes A<

P!
£.3.B. Describe how your company will provide services to ASH patients, potential patients, and former patients within the Region you are . % _vb_\;n\&
proposing to provide services and describe your plan to meet the requirements in RFQ Section 2.3.2.8 including but not limited to: 3\c Sm\;n\,) G. _
a. Serve the following population in the delivery of services pertaining to ASH within the Vendor’s Region: . - %.6;\ ié&L

i. Adults, youth, and children residing within the Vendor’s respective Region, who are awaiting an ASH bed, Clients referred by ASH \\\ . ol &wa\saxnnu.ﬁ i
currently receiving services at ASH who were residing in Region at time of admission and preparing for discharge to return to Region, or .MM?HM . . acite. \%\w?md
Client referred by ASH who have been discharged from behavioral health treatment services at ASH, including those with Community

based 911 Status. w
b/Serve as the Single Point of Entry (SPOE) for ASH: . \ 5
,h.\m:m_:m an SPOE screening occurs within two (2) hours of the initial request by a licensed behavioral health professional.
&\. Ensure the SPOE assessment is completed completely and accurately. G . . N
c. Serve Clients on the ASH waiting list: = ““bb: \N\.P\\\Ext A lones
¥'Describe what services you will make available to provide support and stabilization to those awaiting admission. = I_\\“lnll\\\ Cenvdeprefunr 1
# Serve Client actively admitted to ASH as they prepare for discharge: |
W Provision of Care Coordination and other services which may assist with discharge and continuity of care. )
e. Serve all ASH discharges referred by ASH to the Vendor regardless of the payor source. —— .L\F+ bﬂ\oﬂﬂ. @mﬂ%ﬁ&%\
f. Provide services to Community-based 911 Status Clients regardless of the payor source, Mrr.mx+\&h ’
; —t R L Lot PR
- ki hed  Fipbrsnir
E.3.C. Describe how you will provide Forensic Evaluations to Clients within the Region you are proposing to provide services and describe o~ %u.n.\m
your plan to meet the requirements in RFQ Section 2.3.2.C including but limited to: A\Vﬁb hwv?,w,zﬁ
a. Provide ACT 327, ACT 328, and ACT 310 Forensic Evaluations to the RFQ-defined population according to Arkansas Code Annotated .\.E._Il.
{(ACA) §§ 5-2-327 and Arkansas Code Annotated (ACA) §§ 5-2-328. 5 \w\ ko EE i (N 2.
b. Pravide court-ordered Forensic Evaluations within the timeframes listed in the RFQ. wcnp . J.» >
¢. Provide Qualified Psychiatrists and/or Qualified Psychologist to perform the ACT 327, ACT 328, and ACT 310 Forensic Evaluations. (e kS
d. Refer Clients not fit to proceed with the criminal justice/legal process to the Forensic Outpatient Restoration Program

2ok
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E.3.D. Describe how your company will administer the Forensic Qutpatient Restoration Program within the Region you are proposing to
provide services and describe your plan to meet the requirements in RFQ Section 2.3.2.0 including but not limited to:
a. Serve the RFQ-defined population according to Arkansas Code Annotated (ACA) §§ 5-2327 and Arkansas Code Annotated (ACA) §§ 5-2-
328 in the delivery of FORP services.
b. Provide all educational, clinical, and medically necessary behavioral health services to individuals awaiting a trial or hearing.
. \ﬂ c. Have qualified staff in place to provide didactic competency services.
d. Document progress notes or reports, with the DAABHS specified criteria, and send to designated DHS staff within DAABHS required
timelines.
e. Provide Individual Outpatient Restoration according to the RFQ requirements.
f. Provide ACT 310 Forensic Re-Evaluations for Clients to have been restored to competency.
" Determine need for and request ASH inpatient admission for any Client you cannot restore as an outpatient Client.
R Schedule a Psychiatric Assessment for any referred defendant for whom there has been no psychiatric evaluation within the past six (6)
months.

Vendor:
Evaluator's Name:

Evaluator's Title:
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E.3.E. Describe how your company will provide services to Non-Medicaid individuals who meet criteria for Serious Mental iliness within
the Region you are proposing to provide services and shall describe your plan to meet the requirements in RFQ Section 2.3.2.E including
but not limited to:

&BS% Care Coordination to non-Medicaid clients including insurance enrollment.
%.\Eosn_m medically-necessary services described in the current Outpatient Behavioral Health Services Manual and the Adult Behavioral
Health Services for Community Independence Manual to non-Medicaid Clients.
m\ﬁosam Drop-in Model or Club House Model services to non-Medicaid Clients.
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Individual Evaluation Score Sheet
710-19-1024 Mental Health Centers

E.3.F. Describe how your company will provide services for the First Episode of Psychosis (FEP) within the Region you are proposing to
provide services and describe your plan to meet the requirements in RFQ Section 2.3.2.F including but not limited to:

;\_m_ﬁm FEP services available to the individuals between the ages of fifteen (15) and thirtyfour (34) who are experiencing FEP who are
without a payor source, or have insurance benefits that will not reimburse for FEP services.
p~Conduct education and outreach in the community to enhance awareness of symptoms and treatment options for FEP.
g-fmplement FEP services using an evidence-based model that includes elements described in RFQ Section 2.3.2.F 4.

Vendor: mﬁ\\m I .

Evaluator's Name: K » dcor AHeipcs
)

Evaluator's Title:
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E.3.G. Describe how your company will provide Community-Based Services and Support to your Clients within the Region you are
proposing to provide services and describe your plan to meet the requirements in RFQ Section 2.3.2.G including but not limited to:
m\0m<m_on and maintain local behavioral health and community resource directory, as well as community partnerships and collaborations
with relevant agencies, stakeholders, and groups.
w.\omao:mqmﬁm an on-going public information and education campaign to educate the local community with information about available
resources, hours of operation, contact information, and how to access the agencies’ services, including Crisis Services.
¢c. Demonstrate support of a Cerisumer Council) uﬁmi :m_:_:m/no_jac:_z\ response to :mmm y.community resource center, and jai’

/ diversion.
. Provide Community-Based Services and Support that are culturally competent, strengthbased, and collaborative with community
partners.
Vendors are encouraged, but not required to participate in the maintenance or development of Mental Health Courts. If you chose to
pursue this, describe your plans to implement and staff the proposed collaborative effort, including the %% when your agency will be
able to serve Clients through this option. e
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Individual Evaluation Score Sheet
710-19-1024 Mental Health Centers

£.3.H. Describe how you will administer Social Services Block Grant (SSBG) Title XX Services within the Region you are proposing to provide
services and describe your plan to meet the requirements in RFQ Section 2.3.2.H including but not limited to:
m\_<_m_8 SSBG Title XX Services available to the SSBG Title XX Population of all Clients who meet the criteria outlined in the $5BG Manual
{Attachment H).
\w.\>a3.:._m8« traditional and non-traditiona! $5BG Title XX Services as described in RFQ 2.3.2. H.2.
¢ Complete the DHS 100 Form.
WQBU:mznm with Social Services Block Grant requirements found in Attachment H.

Vendor:
Evaluator's Name:

Evaluator's Title:
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E.3.1. Describe how you will ensure the provision and availability of Expanded Services within the Region you are proposing services and
describe your plan to meet the requirements in RFQ Section 2.3.2.1 including but not limited to:
a. Ensuring the following services are available directly or through a ub-contractor: i. Partial Hospitalization.
ii. Peer Support. iii. Family Support Partner. guo:ma Employment.
guo:ma Housing.
vi. Therapeutic Communities. vii. Acute Crisis Units.
sw.\aﬁmﬁma Recovery Support.

Vendors are encouraged, but not required to participate in the purchase of necessary psychdfropic medication for individuals when there
is no other payor source. If you chose to pursue this, describe your plans to implement and coordinate this service.

The Community Mental Health Center must provide access to Medication >mm§ma¥qmmﬁ3m3 in each county within their contracted
region.
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E.4 COMMUNITY COLLABORATIONS
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Individual Evaluation Score Sheet
710-19-1024 Mental Health Centers

£.4 A. Describe how your company wilt develop community collaborations and partnerships and your plan to meet the requirements in
RFQ Section 2:3"withig the Region you are proposing services including but not limited to:

g a.\Collaborate with diverse stakeholders within the proposed Region.

b. Cdlabofate within the community to-assist with assistive outreach, Early Intervention, and stabilization of individuals who may reside in
jails, be hospitalized, experiencing a FEP, or have re-occurring crises.
# Assist in developing short and long-term solutions to help individuals connect with community supports.
_g- Focus on developing collaborations to prevent deterioration of Clients and enhance Clients’ functioning and provide community
members with a full array of medically necessary behavioral heaith care services.

\m&mém_ou partnerships with child and youth serving agencies and family organizations to avoid children and youth being placed outside
their home and community.

Vendor:
Evaluator's Name:

Evaluator's Title:
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E.5 STAFFING REQUIREMENTS

E.5.A. Describe your company’s staffing plan for the Region you are proposing to provide services and how you will ensure the services
you render to Clients are provided within the scope the performing healthcare provider:
prDescribe your policies and procedures for training all staff and tracking the training requirements.
b Describe your ability to demonstrate on-going staff development and recruitment.

«Describe your efforts to ensure all staff are good stewards of state and federal funds.

E.6 RECORDS AND REPORTING

E.6.A. Describe your company’s policies and procedures related to Client records and record retention including:
@A description of the electronic medical records system you use and what documentation is captured in the electronic medical records
. system.
4 How you plan to document all services rendered via the Contract’s funding sources and report this data to DHS in the DHS-approved
format and timeframe.

Crei bis

E.7 APPEALS AND GRIEVANCE PROCESS

E.7.A. Describe your plan for providing a system for handling individual complaints and appeals, and cooperating fully with the processing
of any complaint or appeal.
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E.8 QUALITY ASSURANCE

"



Individual Evaluation Score Sheet Vendor: QHZE
710-19-1024 Mental Health Centers Evaluator's Name: B okef Akins
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E.8.A. Describe how you will develop and utilize quality assurance and quality improvements methods to ensure that the appropriate

services and treatments for Clients with the most serious behavioral iliness, including those with re-occurring crises, hospitalization, and w mrvﬁ.ﬂ.ﬂu of Cont, ScoAMfbcdle Srveny
emergencies, are receiving the most effective and efficient treatment modalities available. L % * Pm\@\.q. aln |

E.9 VENDOR COMPENSATION AND FINANCIAL MANAGEMENT

\x&&.‘nwtr &\ Mets wg\k...a

E.9.A. Describe how it will comply with the requirements set forth in RFQ Section 2.9 regarding utilization of funds provided by DHS: \o\«v\uu@\ i
;:mmn you shall utilize DAABHS funds only for the populations defined in RFQ Section 2.3.2.
b, Pescribe how you will keep receipts of purchases for SSBG Title XX services and send billing to DHS monthly according to the SSBG Block W
Grant Manual (Attachment H J). 5

o.\cmmnz_um your ability to bill private insurance plans, Medicaid, Medicare, and Veterans Administration benefits and how you will ensure
you bill these payor sources when an individual is enrolled such that contracted funds will be the payor of last resort.
& Attest you shall undergo an annual audit conducted by a certified public accounting firm.
e~Describe how your agency will utilize funds toward the development of infrastructure.

E.10 REGION SPECIFIC SERVICES

£.10.A. Submit a narrative that describes how you propose to perform the RFQ required services in your desired Region. gﬁn&mw\ m/ A\N\& z Gobadl Qo
a. Describe your specific community coliaborations in each county within this Region. Include copies of Memorandum of Understandings, AidtnesF et hocel Schaet) n\\‘.vSw@
f I'd

and any other formal or informal agreements, or letters of support from community partners in your Region to demonstrate solid
community partnerships and collaborations. For example, without limitation, these may include emergency departments, jails, Division of
Children and Family Services, local law enforcement, tocal PCPs, Division of County Operations, tocal schools, shelters, and Crisis @
Stabilization Units.

HUD Joohn 8, ACC

b. Describe any unique challenges you see within this Region and how you will address them and explain why you are particularly well
suited to provide services in the Region.
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Individual Evaluation Score Sheet
710-19-1024 Mental Heaith Centers

Vendor: gh@mﬁ\u &W\F\E&\v\\ \\N&\\\(

Evaluator's Name: A dwei AHehs
v

Evaluator's Title:
Evaluator's Signature:

Date:
Omitted - 0; Poor-1; Below Average-2; Adequate—3; Good-4; Exceptional-35
Q%rz( Q?_U ,ﬂu_.\i/ G 4iwn z_mx.mz._::,. Actual _ Comments .
\v Ao A i @vm Q.rm. Available | RAW Evaluator's comments are Required for all
RAW Score scores except adequate (3 pts)

E.1 VENDOR QUALIFICATIONS

E.1.B. Provide a narrative regarding the background of your company. This shall include, but is not limited to: . Date B G CARF sivce Z0j0. .
established. {4712 Flrn G B o Sinice Hen foo rmaneored
b/ List of non-profit’s Board of Directors. List « ¥ 3 GRHP Py . W h%Sb\P\Q\ e wadeS Sevnlep
le? Total number of employees. |S 35 ﬂ)@fnrugéfﬁ — (oimehos B (G A b 2 yviads NPM(&
' An organizational chart displaying the overall business structure J avse ﬁ,\. @l\b\u ’

E.1.C. Past Performance: Describe your company’s experience similar to that which is sought by this RFQ within the past (3) years. Tx m‘g&s@ Ry

included in this narrative, the Vendor shall provide: Yo7, 554 7hvi~ ¢l3¢0e

a. A description of the work performed, including if this work was provided for DHS. b. I provided under a contract: S N Thouad LexCtuinn \;«R\\Rh&_ Hhesr
i. Name of entity with whom the Vendor had/has a contract. nn\”xmm.n Fy  Eracew A b /e
ii. Summary of the Scope of Work. iii. Project amount. iv. Any corrective actions or litigation pertaining to the contract % ID/00) \&Q&t«\.\.ﬁb?}

E.1.D. Provide information on the proposed CEO, Medical Director, and Director of Clinical Services and their direct relevant functional

experience over the last five (5) years per selected area, or give an explanation as to why three (3) are not submitted. For each person, MD's "eldiewe .&»E?.P.
please provide: \/b\mh&n Qo post i

5 ﬂ\ Y AT
a. Evidence of the qualifications and credentials of the respondent’s key personnel.
b. Resume of the respondent’s CEQ, Medical Director, and Director of Clinical Services R, o Tl \Ughn\\\&\m A2t -
Acoont A ofct  Cegaiwn
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Individual Evaluation Score Sheet
710-19-1024 Mental Health Centers

E.1.E. Submit a minimum of three (3) letters of recommendation from five (5) three (3} different sources. Current or previous Clients may
not be used as references. DHS reserves the right to contact the references submitted as well as any other references which may attest to
the respondent’s work experience. Letters of recommendation shall meet the following criteria:

@ They shall be on officia! letterhead of the party submitting recommendation.

b. They shall be from entities with recent {(within the last three [3] years) contract experience with the respondent.
~ They shall be from individuals who can directly attest to the respondent’s qualification(s) relevant to this RFQ.
&7 They shall be limited to organizational recommendations, not personal recommendations.

ey shall b mﬁn_ not more than six (6) months prior to the proposal submission date.
\{They shail include 1e current phone number, mailing address, email address, title, printed name.
& They shall contain the signature of the individual of the party submitting the recommendation.
G\.\_._..m< shall not be from current DHS employees.

Vendor: m\wx\\

Evaluator's Name:  Syjpleg? AHinds
v

Evaluator's Title:
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E.2 GENERAL SERVICE DELIVERY REQUIREMENTS

£.2.A. Describe your plan to meet all the requirements listed in RFQ Section 2.1 pertaining to the delivery of services in your Region.

- AV g ekt —
5 (w . %m\.\\\.é\& z (W o CoT50S TESAD

£.2.B. Describe your capabilities to provide appropriate services by telemedicine, and how your telemedicine services will meet state and
federal requirements to ensure security of client information remains within HIPAA and other confidentiality-related guidelines
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E.3 SERVICE DELIVERY DUTIES

Lo SA SEMCo



Individual Evaluation Score Sheet
710-19-1024 Mental Health Centers

E.3.A. Describe how your company will develop and provide crisis services for adults, youth, and children experiencing Psychiatric or
8ehavioral Crises and how you will develop and utilize mobile crisis teams within Region where you are proposing to provide services.
Describe your plan to meet the requirements in RFQ Section 2.3.2.A including but not limited to:

& Serve the following populations in the delivery of crisis services:
iMobile Crisis population: Adults, youth, and children experiencing a Psychiatric or Behavioral! Crisis without a payor source for medically

/ necessary services.

Y. Division of Children and Family Services (DCFS) population: All persons in the custody of the DCFS who are not a member of a PASSE.
n\cmém_op maintain, and follow all procedures for a Mobile Crisis team of licensed behavioral health professionals to provide Mabile
Crisis assessment and stabilization.

_.\. Utilize a mobile crisis team prevent the deterioration of a Client’s functioning and respond to Psychiatric and/or Behaviora! Crises,
w\.om<m_o_u and implement policies and procedures for the management of behavioral health crises for children, youth, and aduits. You
may describe your existing policies and procedures, if applicable.
m.\_um(.m_ou and utilize a screening assessment tool, including an mSam:nmgmma crisis assessment tool, to measure immediate and
potential safety needs and protocols for using the screening assessment.
t/Provide and staff a Warm Line or an outpatient Drop-in (Walk-in) clinic available to Clients in need of lower threshold intervention, or
crisis services, on the evenings, weekends, and holidays.
g-Utilize mobile crisis teams to triage individuals into the least restrictive services.
bDevelop and utilize crisis stabilization plans for clients diverted from acute hospitalization including documentation of all follow-up post
crisis stabilization.

._.\_u8<am or make a referral for any clinically necessary, alternative psychiatric treatment following a Mobile Crisis assessment.
H.\mooa_:m.ﬂm with community partners to ensure comprehensive aftercare and provide discharge planning for all persons feaving an acute
setting.

% Administer Acute Care Funds for psychiatric hospitalization for adult Clients experiencing a Psychiatric or Behavioral Crisis.
Vendors are encouraged, but not required to provide Therapeutic Communities {TC) or Acute Crisis Unit (ACU), or sub-contract with one. If
you propose to provide an ACU or TC, describe your plans to implement and staff the proposed ACU, including the date when your ACU
will be able to serve Clients. Describe your plan to provide services to clients at your ACU. If you plan to sub-contract, describe your plans

on implementing appropriate agreements, projected costs, and accessibility. w/? w

Vendor:
Evaluator's Name:

Evaluator's Title:
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Individual Evaluation Score Sheet
710-19-1024 Mental Health Centers

E.3.B. Describe how your company will provide services to ASH patients, potential patients, and former patients within the Region you are
proposing to provide services and describe your plan to meet the requirements in RFQ Section 2.3.2.B including but not limited to:
a. Serve the following population in the delivery of services pertaining to ASH within the Vendor’s Region:

#Adults, youth, and children residing within the Vendor’s respective Region, who are awaiting an ASH bed, Clients referred by ASH
currently receiving services at ASH who were residing in Region at time of admission and preparing for discharge to return to Region, or
Client referred by ASH who have been discharged from behaviora! health treatment services at ASH, including those with Community-
based 911 Status.
brServe as the Single Point of Entry (SPOE) for ASH:
i-Ensure an SPOE screening occurs within two (2) hours of the initial request by a licensed behavioral health professional.
iEnsure the SPOE assessment is completed completely and accurately.
£ Serve Clients on the ASH waiting list:
i.Bescribe what services you will make available to provide support and stabilization to those awaiting admission. -

«d. Serve Client actively admitted to ASH as they prepare for discharge:
i..Pfovision of Care Coordination and other services which may assist with discharge and continuity of care. ——

&/Serve all ASH discharges referred by ASH to the Vendor regardless of the payor source.
F. Provide services to Community-based 911 Status Clients regardless of the payor source.

Vendor:
Evaluator's Name:

Evaluator's Title:
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E.3.C. Describe how you will provide Forensic Evaluations to Clients within the Region you are proposing to provide services and describe
your plan to meet the requirements in RFQ Section 2.3.2.C including but limited to:
& Provide ACT 327, ACT 328, and ACT 310 Forensic Evaluations to the RFQ-defined population according to Arkansas Code Annotated
(ACA) §§ 5-2-327 and Arkansas Code Annotated (ACA) §§ 5-2-328.
b~ Provide court-ordered Forensic Evaluations within the timeframes listed in the RFQ.
.n\.?osam Qualified Psychiatrists and/or Qualified Psychologist to perform the ACT 327, ACT 328, and ACT 310 Forensic Evaluations.
A Refer Clients not it to proceed with the criminal justice/legal process to the Forensic Outpatient Restoration Program.
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Individual Evaluation Score Sheet
710-19-1024 Mental Health Centers

£.3.D. Describe how your company will administer the Forensic Outpatient Restoration Program within the Region you are proposing to
provide services and describe your plan to meet the requirements in RFQ Section 2.3.2.D including but not limited to:
3 Serve the RFQ-defined population according to Arkansas Code Annotated (ACA) §§ 5-2327 and Arkansas Code Annotated (ACA) 8% 5-2-
328 in the delivery of FORP services.
b“Provide all educational, clinical, and medically necessary behavioral health services to individuals awaiting a trial or hearing.
cHave qualified staff in place to provide didactic competency services.
dwDocument progress notes or reports, with the DAABHS specified criteria, and send to designated DH5 staff within DAABHS required
timelines.
¢’ Provide Individual Qutpatient Restoration according to the RFQ requirements.
w.\vqosn_m ACT 310 Forensic Re-Evaluations for Clients to have been restored to competency.
m.\omﬂm::m:m need for and request ASH inpatient admission for any Client you cannot restore as an outpatient Client.
heSchedule a Psychiatric Assessment for any referred defendant for whom there has been no psychiatric evaluation within the past six {6)
meonths.

Vendor; \\\w‘\\ !
Evaluator's Name: W\-Lﬁm* Al
7

Evaluator's Title:
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E.3.E. Describe how your company will provide services to Non-Medicaid individuals who meet criteria for Serious Mental lllness within
the Region you are proposing to provide services and shall describe your plan to meet the requirements in RFQ Section 2.3.2.E including
but not limited to:

m\vqosn_m Care Coordination to non-Medicaid clients including insurance enrollment.
beProvide medically-necessary services described in the current Outpatient Behavioral Health Services Manual and the Adult Behavioral
Health Services for Community Independence Manual to non-Medicaid Clients.
q\mqosam Drop-in Model or Club House Model services to non-Medicaid Clients.

. filene ol (-2 Leep?
5 M Y T CS S Ha




Individual Evaluation Score Sheet
710-19-1024 Mental Health Centers

E.3.F. Describe how your company will provide services for the First Episode of Psychosis (FEP) within the Region you are proposing to
provide services and describe your plan to meet the requirements in RFQ Section 2.3.2.F including but not limited to:

_a’Make FEP services available to the individuals between the ages of fifteen (15) and thirtyfour {34) who are experiencing FEP who are
without a payor source, or have insurance benefits that will not reimburse for FEP services.
. Conduct education and outreach in the community to enhance awareness of symptoms and treatment options for FEP.
4, Implement FEP services using an evidence-based mode! that includes elements described in RFQ Section 2.3.2.F.4.

Vendor:
Evaluator's Name;

Evaluator's Title:
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£.3.G. Describe how your company will provide Community-Based Services and Support to your Clients within the Region you are
proposing to provide services and describe your plan to meet the requirements in RFQ Section 2.3.2.G including but not limited to:
o.\cm<m_ou and maintain local behavioral health and community resource directory, as well as community partnerships and collaborations
with relevant agencies, stakeholders, and groups.
.‘Rcm:‘_o:mqm;m an on-going public information and education campaign to educate the local community with information about available
resources, hours of operation, contact information, and how 1o access the agencies’ services, including Crisis Services.
c. Demonstrate support of a Consumer Council, parent training &ﬂwladm:,\ response 8%:2? resource center; m:a@r

diversion.
C
d. Provide Community-Based Services and Support that are culturally competent, strengthbased, and collaborative with community
partners.

Vendors are encouraged, but not required to participate in the maintenance or development of Mental Health Courts. If you chose to
pursue this, describe your plans to implement and staff the proposed collaborative effort, including the date when your agency will be
able to serve Clients through this option.
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Individual Evaluation Score Sheet
710-19-1024 Mental Health Centers

£.3.H. Describe how you will administer Social Services Block Grant (SSBG) Title XX Services within the Region you are proposing to provide
services and describe your plan to meet the requirements in RFQ Section 2.3.2.H including but not limited to:
Pt Make SSBG Title XX Services available to the SSBG Title XX Population of all Clients who meet the criteria outlined in the 558G Manual
(Attachment H).
beAdminister traditional and non-traditional SSBG Title XX Services as described in RFQ 2.3.2. H.2.
< Complete the DHS 100 Form.
Compliance with Social Services Block Grant requirements found in Attachment H.

Vendor:
Evaluator's Name:

Evaluator's Title:
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E.3.1. Describe how you will ensure the provision and availability of Expanded Services within the Region you are proposing services and
describe your plan to meet the requirements in RFQ Section 2.3.2.1 including but not limited to:
a. Ensuring the following services are available directly or through a sub-contractor: i. Partial Hospitalization.
ii. Peer Support. iii. Family Support Partner. iv. Supported Employment.
v. Supported Housing.
vi. Therapeutic Communities. vii. Acute Crisis Units.
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viii, Aftercare Recovery Support. 5 ﬂ% - ] Seel frtuved [2ensuvn
Vendors are encouraged, but not required to participate in the purchase of necessary psychotropic medication for individuals when there P«n@rﬁb&.ﬁ ‘anﬂ(ma Q.{Bﬁim.%
is no other payor source. If you chose to pursue this, describe your plans to _Bu_mBm:yﬁ coordinate this service. *«QEE?@ \ - \xo.ua . o -
) i o« mm.f e SreVE N pe facd
The Community Mental Health Center must provide access to Medication Assisted Treatment in each county within their contracted
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Individual Evaluation Score Sheet
710-19-1024 Mental Health Centers

E.4.A. Describe how your company will develop community collaborations and partnerships and your plan to meet the requirements in
RFQ Section 2.3 within the Region you are proposing services including but not limited to:
a-Collaborate with diverse stakeholders within the proposed Region.
b. Collaborate within the community to assist with assistive outreach, Early Intervention, and stabilization of individuals who may reside in
jails, be hospitalized, experiencing a FEP, or have re-occurring crises.
c-Assist in developing short and long-term solutions to help individuals connect with community supports.
d. Focus on developing collaborations to prevent deterioration of Clients and enhance Clients’ functioning and provide community
members with a full array of medically necessary behavioral health care services.
_g. Develop partnerships with child and youth serving agencies and family organizations to avoid children and youth being placed outside
their home and community.

Vendor:
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Evaluator's Title:
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E.5 STAFFING REQUIREMENTS

E.5.A. Describe your company’s staffing plan for the Region you are proposing to provide services and how you will ensure the services
you render to Clients are provided within the scope the performing healthcare provider:
Kommnzam your policies and procedures for training all staff and tracking the training requirements.

b. Describe your ability to demonstrate on-going staff development m:n_@b\.
%\Ommn:.om vour efforts to ensure all staff are good stewards of state and federal funds.

wr&ec%\r% oy fanh et

E.6 RECORDS AND REPORTING

E.6.A. Describe your company’s policies and procedures related to Client records and record retention including:
#7A description of the electronic medical records system you use and what documentation is captured in the electronic medical records

system.
&os.. you plan to document all services rendered via the Contract’s funding sources and report this data to DHS in the DHS-approved
format and timeframe.

Cuwcee & M\b

E.7 APPEALS AND GRIEVANCE PROCESS

E.7.A. Describe your plan for providing a system for handling individua! complaints and appeals, and cooperating fully with the processing
of any complaint or appeal.

ra
Fire Aveh iz

MeLhpk fe. el

E.8 QUALITY ASSURANCE
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710-19-1024 Mental Health Centers Evaluator's Name: .WS adced \I\\W\\rb
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Evaluator's Title:
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E.8.A. Describe how you will develop and utilize quality assurance and guality improvements methods to ensure that the appropriate , ; o 4
. vou wil develop S (T . CETOEESCE T s P ) ondn Sttt e 26
services and treatments for Clients with the most serious behaviora! iliness, including those with re-occurring crises, hospitalization, and N mu.\u\\.:

emergencies, are receiving the most effective and efficient treatment modalities available. M\ 4

E.9 VENDOR COMPENSATION AND FINANCIAL MANAGEMENT

fups bl Sove Pvale NS LAade

- . : , : . o Sn\bmx (end .
E.9.A. Describe how it will comply with the requirements set forth in RFQ Section 2.9 regarding utilization of funds provided by DHS:
a. Attest you shall utilize DAABHS funds only for the populations defined in RFQ Section 2.3.2. \f.ﬁ.nmﬁ (e ey I \Anﬁn.ﬁu.
b. Describe how you will keep receipts of purchases for SSBG Title XX services and send billing to DHS monthly according to the S5BG Block .W Ll M& VA
Grant Manual {Attachment H J}. 5
c. Describe your ability to bill private insurance plans, Medicaid, Medicare, and Veterans Administration benefits and how you will ensure .
you bill these payor sources when an individual is enrolled such that contracted funds will be the payor of last resort. offica Sposa , £ (5 I G
d. Attest you shall undergo an annual audit conducted by a nmﬂ.:_..mﬁm:gm.mnno::wﬁm mq.:.. o St \,.F*..D\?%Cj ) O o—C
m\ommn:am how your agency will utilize funds toward ﬁ:%ﬁmﬁmmﬁnmﬁ@ e fuaflahsSc T\ | ?Sfr.r g QeteNend
E.10 REGION SPECIFIC SERVICES
E.10.A. Submit a narrative that describes how you propose to perform the RFQ required services in your desired Region. \t&\.\\.&\m sl v e
a. Describe your specific community coliaborations in each county within this Region. Include copies of Memeorandum of Understandings, (£ ST v colle F,_
and any other formal or informal agreements, or letters of support from community partners in your Region to demonstrate solid ﬁu&_\(ﬁ cef s P
community partnerships and collaborations. For example, without limitation, these may include emergency departments, jails, Division of ¢ CYf o ) \H\.\ \uf\x
Children and Family Services, local law enforcement, local PCPs, Division of County Operations, local schools, shelters, and Crisis . M\ L%RMM%M.\ amedbe T e~

Stabilization Units.

e e e
b. Describe any c:.gﬁm nwwmm:\m@@<o: see within this Region and how you will address them and explain why you are particularly well A V™ /
suited to provide services in the Region. MO %r%\?m\m% § e te \m&

Sub-Section Total 110 0
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Vendor: g Asocentia Ink
Evaluator's Name: o deed Attirg

Evaluator's Title: ....Jm\ﬁ Al :

Evaluator's mmm:m.ﬁcﬂm“&\v@%ﬁt\.\\

Date: Ylafrg |
Omitted -0; Poor-1; Below Average - 2; Adequate - 3; Good - 4;  Exceptional - 5 ’
S r(& [ Q\f\s&é\. s Ll els lecewssd Maximum| Actual Comments
\? \W\ 70 Gv BHA £ Swis b lams- Available | RAW Evaluator's comments are Required for all
.\N RAW Score scores except adequate (3 pts)

E.1 VENDOR QUALIFICATIONS

established. _bJ A

. List of non-profit’s Board of Directors.
¢. Total number of employees. 230 VT3 ans Qumal 5™ o e Lrvm ELO s
d. An organizational chart displaying the overall business structure

E.1.B. Provide a narrative regarding the background of your company. This shall include, but is not limited to:

aDate
i1 Il Gt
Yacat reo™

2 5511

Included in this narrative, the Vendor shall provide:

i-Name of entity with whom the Vendor had/has a contract.

E.1.C. Past Performance: Describe your company’s experience similar to that which is sought by this RFQ within the past {3) years.
a~A description of the work performed, including if this work was provided for DHS. b. If provided under a contract:

# Summary of the Scope of Work. i Project amount. iy. Any corrective actions or litigation pertaining to the contract

200¥ CAR et el
DAABAS JCrial 5, p

5 DUF>
|v X J5IS
STE

please provide:

4" Evidence of the qualifications and credentials of the respondent’s key personnel.
w.\xmmc_dm of the respondent’s CEQ, Medical Director, and Director of Clinical Services

E.1.D. Provide information on the proposed CEO, Medical Director, and Director of Clinical Services and their direct relevant functional
experience over the last five (S) years per selected area, or give an explanation as to why three (3) are not submitted. For each person,




Individual Evaluation Score Sheet
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E.1.€. Submit a minimum of three (3) letters of recommendation from five (5) three (3) different sources. Current or previous Clients may
not be used as references. DHS reserves the right to contact the references submitted as well as any other references which may attest to
the respondent’s work experience. Letters of recommendation shafl meet the following criteria:

a. They shall be on official letterhead of the party submitting recommendation.
b. They shall be from entities with recent (within the last three (3] years) contract experience with the respondent.

Vendor: ( HZ
Evaluator's Name: B Jeed ke
v 194

Evaluator's Title:

33 (bevs - davense Saunce
G aLVYSS Phan arnves,
\_:\0.@6@@ Y pees (Cennies

Hud e e Sl sheAs

2 of Suyarl

E.2.A. Describe your plan to meet all the requirements listed in RFQ Section 2.1 pertaining to the delivery of services in your Region.

5
¢. They shall be from individuals who can directly attest to the respondent’s qualification(s) relevant to this RFQ. . ;
d. They shall be limited to organizational recommendations, not personal recommendations. I dafed &w ‘NC_W
e. They .w.:m__ be dated not more than six {6) 30.:.5m prior to the nﬁouomm_ mcwa_mm_n: date, _ S wfo Qﬁ)nr/b
f. They shall include the current phone number, mailing address, email address, title, printed name. S0 PR s
8. They shall contain the signature of the individual of the party submitting the recommendation. _ w|o rmd.ﬁ
h. They shall not be from current DHS employees.
e
E.2 GENERAL SERVICE DELIVERY REQUIREMENTS
)\Q 3\.!\5“.?/ G.ﬁ .P‘w\\.\lﬂ.h\u P
> |5

rejQenus et ?m«

E.2.B. Describe your capabilities to provide appropriate services by telemedicine, and how your telemedicine services will meet state and
federal requirements to ensure security of client information remains within HIPAA and other confidentiality-related guidelines

E.3 SERVICE DELIVERY DUTIES
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E.3.A. Describe how your company will develop and provide crisis services for adults, youth, and children experiencing Psychiatric or
Behavioral Crises and how you will develop and utilize mobile crisis teams within Region where you are proposing to provide services.
Describe your plan to meet the requirements in RFQ Section 2.3.2.A including but not limited to:
_aServe the following populations in the delivery of crisis services:
eMobile Crisis population: Adults, youth, and children experiencing a Psychiatric or Behaviora! Crisis without a payor source for medically
necessary services.
i Division of Children and Family Services {DCFS} population: All persons in the custody of the DCFS who are not a member of a PASSE.
V.\om(_m_ou. maintain, and follow all procedures for a Mobile Crisis team of licensed behavioral health professionals to provide Mobile
Crisis assessment and stabilization.

Z Utilize a mobile crisis team prevent the deterioration of a Client’s functioning and respond to Psychiatric and/or Behavioral Crises.
& Develop and implement policies and procedures for the management of behavioral health crises for children, youth, and adults. You
may describe your existing policies and procedures, if applicable.

.m.\_um<m_ou and utilize a screening assessment tool, including an miaw\&ma-_ummma crisis assessment tool, to measure immediate and
potential safety needs and protocols for using the screening assessment.

(«.\?osam and staff a Warm Line or an outpatient Drop-In (Walk-in) clinic available to Clients in need of lower threshold intervention, or

crisis services, on the evenings, weekends, and holidays.
gr Utilize mobile crisis teams to triage individuals into the least restrictive services.
ﬁ\om,\m_on and utilize crisis stabilization plans for clients diverted from acute hospitalization including documentation of all follow-up post
crisis stabilization.
J¢Provide or make a referral for any clinically necessary, alternative psychiatric treatment following a Mobile Crisis assessment.
j¢Coordinate with community partners to ensure comprehensive aftercare and provide discharge planning for all persons leaving an acute
setting.
W Administer Acute Care Funds for psychiatric hospitalization for adult Clients experiencing a Psychiatric or Behavioral Crisis.
Vendors are encouraged, but not required to provide Therapeutic Communities (TC} or Acute Crisis Unit (ACU), or sub-contract with one. If
you propose to provide an ACU or TC, describe your plans to implement and staff the proposed ACU, including the date when your ACU

Vendor:

A

Evaluator's Name: Sy de,ed Attumn
o

Evaluator's Title:

will be able to serve Clients. Describe your plan to provide services to clients at your ACU. if you plan to sub-contract, describe your plans
on implementing appropriate agreements, projected costs, and accessibility. wﬁ.i.._

LA v

ux&lmﬂm\ \»ﬁ\. Q&\A\u

oMo

Sl Eptpat ¥ 72¢ of

(i e

7

\P\.,_czﬁ Lin : Mur

..N\ham,.\ 1t fo énrﬁﬂl

—
p—

Y e Jn. ...\




Individual Evaluation Score Sheet
710-19-1024 Mental Health Centers

E.3.B. Describe how your company will provide services to ASH patients, potential patients, and former patients within the Region you are
proposing to provide services and describe your plan to meet the requirements in RFQ Section 2.3.2.B including but not limited to:
@ Serve the following population in the delivery of services pertaining to ASH within the Vendor’s Region:

. Adults, youth, and children residing within the Vendor’s respective Region, who are awaiting an ASH bed, Clients referred by ASH
currently receiving services at ASH who were residing in Region at time of admission and preparing for discharge to return to Region, or
Client referred by ASH who have been discharged from behavioral health treatment services at ASH, including those with Community-
based 911 Status.
¥. Serve as the Single Point of Entry (SPOE) for ASH:
 Ensure an SPOE screening occurs within two (2} hours of the initial request by a licensed behavioral health professional.
iizEnsure the SPOE assessment is completed completely and accurately.
¥Serve Clients on the ASH waiting list:

_,.\_ummn:cm what services you will make available to provide support and stabilization to those awaiting admission.
# Serve Client actively admitted to ASH as they prepare for discharge:
%Ssm_o: of Care Coordination and other services which may assist with discharge and continuity of care.
o/ Serve all ASH discharges referred by ASH to the Vendor regardless of the payor source.
v.\_u_,osam services to Community-based 911 Status Clients regardless of the payor source.

itz

Evalvator's Name: &, @mq Akt

Evaluator's Title:

E.3.C. Describe how you will provide Forensic Evaluations to Clients within the Region you are proposing to provide services and describe
your plan to meet the requirements in RFQ Section 2.3.2.C including but limited to:
/N Provide ACT 327, ACT 328, and ACT 310 Forensic Evaluations to the RFQ-defined population according to Arkansas Code Annotated
{ACA) 6§ 5-2-327 and Arkansas Code Annotated (ACA) §§ 5-2-328.
v.\_#o,_.am court-ordered Forensic Evaluations within the timeframes listed in the RFQ.
¢ Provide Qualified Psychiatrists and/or Qualified Psychologist to perform the ACT 327, ACT 328, and ACT 310 Forensic Evaluations.
.,\a. Refer Clients not fit to proceed with the criminal justice/legal process to the Forensic Outpatient Restoration Program.

Z M??@%Cn Staff
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710-19-1024 Mental Health Centers Evaluator's Name: %bﬁ_ﬁn,i A g
J

Evaluator's Titie:

@/ MHUR

E.3.D. _ummn:_u.m how <.oE company Mz___ administer the Forensic Oc.:um:m:ﬁ w.mﬂosﬁ._o: .?omqu E..ﬁ:_: :._m Region <o.c mqm proposing to 5 \rﬁi \\ND\:( ek 1o thv\\
provide services and describe your plan to meet the requirements in RFQ Section 2.3.2.0 including but not limited to:
J. Serve the RFQ-defined population according to Arkansas Code Annotated (ACA) §§ 5-2327 and Arkansas Code Annotated (ACA) §§ 5-2-
328 in the delivery of FORP services.
w.\?osam all educational, clinical, and medically necessary behavioral health services to individuals awaiting a trial or hearing.
¢ Have ncm__mmn_ms_f:u_mnmﬁouqosn_mQamnznnognm"m:n,\mm_&_nmm. \w

. Document progress notes or reports, with the DAABHS specified criteria, and send to designated DHS staff within DAABHS required 5 \
timelines, Ca— ALl
Y 5
@ Provide Individual Qutpatient Restoration according to the RFQ requirements. ol Ctenta .\M\M«M\_\Sn}
#Provide ACT 310 Forensic Re-Evaluations for Clients to have been restored to competency.
m.\_um.hm_i::m need for and request ASH inpatient admission for any Client you cannot restore as an outpatient Client.
T\mn:mac_m a Psychiatric Assessment for any referred defendant for whom there has been no psychiatric evaluation within the past six (6)
months.
E.3.E. Describe how your company will provide services to Non-Medicaid individuals who meet criteria for Serious Mental lliness within
the Region you are proposing to provide services and shail describe your plan to meet the requirements in RFQ Section 2.3.2.E including
but not limited to:
Kvﬂo,___n_m Care Coordination to non-Medicaid clients including insurance enrollment. 5 \M

h, Provide medically-necessary services described in the current Outpatient Behavioral Health Services Manual and the Adult Behavioral
Health Services for Community Independence Manual to non-Medicaid Clients.
W Provide Drop-in Model or Club House Model services to non-Medicaid Clients.
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Evaluator's Title:

Ta  the~ FEP Ceupd-
E.3.F. Describe how your company will provide services for the First Episode of Psychosis (FEP) within the Region you are proposing to Uo..u Q.m\.??rw\
provide services and describe your pian to meet the requirements in RFQ Section 2.3.2.F including but not limited to:
_— o . . . 3 |wrr
2 Make FEP services available to the individuals between the ages of fifteen (15) and thirtyfour (34) who are experiencing FEP who are 5
without a payor source, or have insurance benefits that will not reimburse for FEP services.
_u.\mo:n_:nﬁ education and outreach in the community to enhance awareness of symptoms and treatment options for FEP.
£ Implement FEP services using an evidence-based model that includes elements described in RFQ Section 2.3.2.F.4.

Hawe pasdoty pebecllil
E.3.G. Describe how your company will provide Community-Based Services and Support to your Clients within the Region you are (o \S\Q.cew @ cole N \S\*m\u
proposing to provide services and describe your plan to meet the requirements in RFQ Section 2.3.2.G including but not limited to: N .
@.\Om,.m_on and maintain local behavioral health and community resource directory, as well as community partnerships and collaborations AN Qﬁh. 10 et
with relevant agencies, stakeholders, and groups.
\_N\cmao_._mﬁmﬁm an on-going public information and education campaign to educate the local community with information about available
resources, hours of operation, contact information, and how to access the agencies’ services, including Crisis Services. W

¢. Demonstrate support of a nosmcimq Council, nm«wﬁ.ﬂfwﬁmma:@ Q.u..._,_:.‘.E:,.,Q response tortragedy, community %Mmmc_‘nm center, andfjail >
iversion—
A\Rosam Community-Based Services and Support that are nc_:._ﬂm__< competent, strengthbased, and collaborative with community
partners.
Vendors are encouraged, but not required to participate in the maintenance or development of Mental H Courts. If you chose to f/w
pursue this, describe your plans to implement and staff the proposed collaborative effort, including the date when your agency will be A Q\OFEFQ \\us.r.: OLLB.QN -
able to serve Clients through this option. : focd Eiaern le b\f& Cad ik
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E.3.H. Describe how you will administer Social Services Block Grant (SSBG) Title XX Services within the Region you are proposing to provide
services and describe your plan to meet the requirements in RFQ Section 2.3.2.H including but not {imited to:
& Make SSBG Title XX Services available to the SSBG Title XX Population of all Clients who meet the criteria outlined in the SSBG Manual
{Attachment H).
b”Administer traditional and non-traditional SSBG Title XX Services as described in RFQ 2.3.2. H.2.
<. Complete the DHS 100 Form.
eEmpliance with Social Services 8lock Grant requirements found in Attachment B.

Vendor:
Evaluator's Name:

Evaluator's Title:

(AT

mwsmf&.l A peris

E.3.1. Describe how you will ensure the provision and availability of Expanded Services within the Region you are proposing services and
describe your plan to meet the requirements in RFQ Section 2.3.2.1 including but not limited to:
a. Ensuring the following services are available directly or through a sub-contracter:_j-Partial Hospitalization.
:._\mmmﬁ Support. iji. Family Support Partner. iy. Supported Employment.
M- Supported Housing.
ui“ Therapeutic Communities. vij-Acute Crisis Units.
\ii”Aftercare Recovery Support.

Vendors are encouraged, but not required to participate in the purchase of necessary psycho m._n medication for individuals when there
is no other payor source. If you chose to pursue this, describe your plans to implement and coordinate this service.

The Community Mental Health Center must provide access to Medication Assisted N._Vmﬁ:;m:ﬁ in each county within their contracted
region.
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E.4 COMMUNITY COLLABORATIONS
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E.4.A. Describe how your company will develop community collaborations and partnerships and your plan to meet the requirements in
RFQ Section 2.3 within the Region you are proposing services including but not limited to:
3/ Collaborate with diverse stakeholders within the proposed Region.

ty to assist with assistive outreach, Early Intervention, and stabilization of individuals who may, reside in
I
T re—\r

akuo__mco::m within the communi
iv P e

jails, be hospitalized, experiencing a FEP, or have re-occurring crises.

" Assist in developing short and long-term solutions to help individuals connect with community supports. 5+

h\ﬂo.“:m on developing collaborations to prevent deterioration of Clients and enhance Clients’ functioning and provide community
members with a full array of medically necessary behaviaral health care services.

¢/Develop partnerships with child and youth serving agencies and family organizations to avoid children and youth being placed outside
their home and community. ww_mz Plewy, DD Gl P vty v
L1y

Vendor:

CHL .

Evaluator's Name:

O w& 1 ey

Evaluator's Title:
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E.5 STAFFING REQUIREMENTS

E.5.A. Describe your company’s staffing plan for the Region you are proposing to provide services and how you will ensure the services
you render to Clients are provided within the scope the performing healthcare provider:
m\ommnzcm your policies and procedures for training all staff and tracking the training requirements.
6\. Describe your ability to demonstrate on-going staff development and recruitment.
a\ommnz_um your efforts to ensure all staff are good stewards of state and federal funds.

r\b\(&@ of mrethals oF oHrqu»r\r__
\\ﬁhwir\_?\m

E.6 RECORDS AND REPORTING

Creckn b o

E.6.A. Describe your company’s policies and procedures related to Client records and record retention including:
_a.A description of the electronic medical records system you use and what documentation is captured in the electronic medical records
system.
U.\nos. you plan to document all services rendered via the Contract’s funding sources and report this data to DHS in the DHS-approved
format and timeframe.

E.7 APPEALS AND GRIEVANCE PROCESS ¢
E.7.A. Describe your plan for providing a system for handling individual complaints and appeals, and cooperating fully with the processing e i@gm ] , .
of any complaint or appeal. . N «j\rbm\_tﬁm el ) p \\K\\N\\,\w.\

\P\\Q\_\a_) ¢

E.8 QUALITY ASSURANCE
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Evaluator's Title:

e NVEALSS, St dng \\.&ﬁd -Gl 0
E.8.A. Describe how you will develop and utilize quality assurance and quality improvements methods to ensure that the appropriate 1W 15 e o ‘
services and treatments for Clients with the most serious behavioral iliness, including those with re-occurring crises, hospitalization, and

emergencies, are receiving the most effective and efficient treatment modalities available.
E.9 VENDOR COMPENSATION AND FINANCIAL MANAGEMENT

Ihferail poinees

(Com bl 30 oot

: m?r\ra\._ \..(,\Gﬁ i
E.9.A. Describe how it will comply with the requirements set forth in RFQ Section 2.9 regarding utilization of funds provided by DHS: £l e G / A g

m\»SmmH you shall utilize DAABHS funds only for the populations defined in RFQ Section 2.3.2. ___,, of S .\.u\r S5t <
_ﬁ\wmmnz_um how you will keep receipts of purchases for SSBG Title XX services and send billing to DHS monthly according to the $SBG Block W \ (s o pagle domt ~ VA
Grant Manual (Attachment H J). 5 (g e

n\ummnzam your ability to bill private insurance plans, Medicaid, Medicare, and Veterans Administration benefits and how you will ensure

you bill these payor sources when an individual is enrolled such that contracted funds will be the payor of last resort. \:\ \m\S\U >
drAttest you shall undergo an annual audit conducted by a certified public accounting firm. .s.m\Qa* w7 S.N\S}QS\ ] -t
e/Describe how your agency will utilize funds toward the development of infrastructure. e\ml_ puleri bty feSrS ’

Fecin wpgreate.  [€Cau hreud \ Ste- 17 ofd,

E.10 REGION SPECIFIC SERVICES
E.10.A. Submit a narrative that describes how you propose to perform the RFQ required services in your desired Region.

a. Describe your specific community collaborations in each county within this Region. Include copies of Memorandum of Understandings, &Q._.Ccrf\nb hu%w Tu ﬁgwr\c@rw
and any other formal or informal agreements, or letters of support from community partners in your Region to demonstrate solid ?xc W &ppb
community partnerships and collaborations. For example, without limitation, these may include emergency departments, jails, Division of ) G n& tnd
Children and Family Services, local law enforcement, tocal PCPs, Division of County Operations, local schools, shelters, and Crisis ,W mx.?x.._\ well xQS\_?@RmSn\(F r Iey
Stabilization Units. > Hhean ocal e

{ etorsve sy @us.mb&

b. Describe any unique challenges <,oc see within this Region and how you will address them and explain why you are particularly well
suited to provide services in the Region.

§
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Omitted - 0; Poor-1; Below Average - 2, Adequate-3; Good-4; Exceptional - 5

Vendor

Evaluator's Name:

Evaluator’s Title:
Evaluator's Signature:
Date:
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o e

Maximum| Actual
Available | RAW
RAW Score

Comments
Evaluator's comments are Required for all
scores except adequate (3 pts)

E. 1 VENDOR QUALIFICATIONS

E.1.B. Provide a narrative regarding the background of your company. This shall include, but is not limited to: 4. Date

established. \h\,ﬂw ; .
V\w.\:mﬂ of non-profit’s Board of Directors. UsT ¢ fitle

J

i,Name of entity with whom the Vendor had/has a contract.
iil/Summary of the Scope of Work. i, Project amount. iv. Any corrective actions or litigation pertaining to the contract

5
Total number of employees. &Qhﬂ \r\ \Q;\\»\%Q\.
&.\>: organizational chart displaying the \o<mqm__ business structure
E.1.C. Past Performance: Describe your company’s experience similar to that which is sought by this RFQ within the past (3) years. \a\@\:r QW\,N\ \\\6.3 1OIBHS
Included in this narrative, the Vendor shalt provide: \;w DS DEs ’
2 A description of the work performed, including if this work was provided for DHS. beIf provided under a contract: 5 !

E.1.D. Provide information on the proposed CEO, Medical Director, and Director of Clinical Services and their direct relevant functional
experience over the last five (5) years per selected area, or give an explanation as to why three (3) are not submitted. For each person,
please provide:

\w.\\ms%:nm of the qualifications and credentials of the respondent’s key personnel.
”Resume of the respondent’s CEQ, Medical Director, and Director of Clinical Services
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E.1.E. Submit a minimum of three (3) letters of recommendation from five (5) three (3) different sources. Current or previous Clients may
not be used as references. DHS reserves the right to contact the references submitted as well as any other references which may attest to
the respondent’s work experience. Letters of recommendation shall meet the following criteria:

4. They shall be on official letterhead of the party submitting recommendation.

. They shall be from entities with recent (within the last three [3} years) contract experience with the respondent.
& They shall be from individuals who can directly attest to the respondent’s qualification{s) relevant to this RFQ.
\n__ They shall be limited to organizational recommendations, not personal recommendations.

4. They shall be dated not more than six (6) months prior to the proposal submission date.

\ﬁ They shall include the current phone number, mailing address, email address, title, printed name.

& They shali contain the signature of the individual of the party submitting the recommendation.

. They shali not be from current DHS employees.

Vendor: §

Evaluator's Name:

Evaluator's Title:
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E.2 GENERAL SERVICE DELIVERY REQUIREMENTS

E.2.A. Describe your plan to meet all the requirements listed in RFQ Section 2.1 pertaining to the delivery of services in your Region.

E.2.B. Describe your capabilities to provide appropriate services by telemedicine, and how your telemedicine services will meet state and
federal requirements to ensure security of client information remains within HIPAA and other confidentiality-related guidelines
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E.3 SERVICE DELIVERY DUTIES




Individual Evaluation Score Sheet
710-19-1024 Mental Health Centers

E.3.A. Describe how your company will develop and provide crisis services for adults, youth, and children experiencing Psychiatric or
Behavioral Crises and how you will develop and utilize mobile crisis teams within Region where you are proposing to provide services.
Describe your plan to meet the requirements in RFQ Section 2.3.2.A including but not limited to:

a Serve the following populations in the delivery of crisis services:
j-Mabile Crisis population: Adults, youth, and children experiencing a Psychiatric or Behavioral Crisis without a payor source for medically
necessary services.

i Division of Children and Family Services (DCFS) population: All persons in the custody of the DCFS who are not a member of a PASSE.
;A Develop, maintain, and follow all procedures for a Mobile Crisis team of licensed hehavioral health professionals to provide Mabile
Crisis assessment and stabilization.
¢ Utilize a mobile crisis team prevent the deterioration of a Client’s functioning and respond to Psychiatric and/or Behavioral Crises.
\_. Develop and implement policies and procedures for the management of behavioral health crises for children, youth, and adults. You
may describe your existing policies and procedures, if applicable.

K Develop and utilize a screening assessment tool, including an m<am:nmn€mw$a crisis assessment tool, to measure immediate and
potential safety needs and protocols for using the screening assessment.

\:u:ust and staff a Warm Line or an outpatient Drop-In {Walk-in} clinic available to Clients in need of lower threshold intervention, or

crisis services, on the evenings, weekends, and holidays.
g Utilize mobile crisis teams to triage individuals into the least restrictive services.
\r.\omém_ou and utilize crisis stabilization plans for clients diverted from acute hospitalization including documentation of all follow-up post
crisis stabilization.
\r\mﬂosn_m or make a referral for any clinically necessary, alternative psychiatric treatment following a Mobile Crisis assessment.
j. Coordinate with community partners to ensure comprehensive aftercare and provide discharge planning for all persons leaving an acute
setting.

\_ﬁpn_:.;aﬂmq Acute Care Funds for psychiatric hospitalization for adult Clients experiencing a Psychiatric or Behavioral Crisis.
Vendors are encouraged, but not required to provide Therapeutic Communities (TC) or Acute Crisis Unit (ACU), or sub-contract with one. If
you propose to provide an ACU or TC, describe your plans to implement and staff the proposed ACU, including the date when your ACU
will be able to serve Clients. Describe your plan to provide services to clients at your ACU. If you plan to sub-contract, describe your plans

on implementing appropriate agreements, projected costs, and accessibility. ,../?,.r,
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Individual Evaluation Score Sheet
710-19-1024 Mental Health Centers

£.3.B. Describe how your company will provide services to ASH patients, potential patients, and former patients within the Region you are
proposing to provide services and describe your plan to meet the requirements in RFQ Section 2.3.2.8 including but not limited to:
a. Serve the following population in the delivery of services pertaining to ASH within the Vendor’s Region:

i. Adults, youth, and children residing within the Vendor’s respective Region, who are awaiting an ASH bed, Clients referred by ASH
currently receiving services at ASH who were residing in Region at time of admission and preparing for discharge to return to Region, or
Client referred by ASH who have been discharged from behavioral health treatment services at ASH, including those with Community-
based 911 Status.

L~ Serve as the Single Point of Entry (SPOE) for ASH:

A Ensure an SPOE screening occurs within two {2} hours of the initial request by a licensed behavioral health professional.
E Ensure the SPOE assessment is completed completely and accurately.
£ Serve Clients on the ASH waiting list:

Describe what services you will make available to provide support and stabilization to those awaiting admission.
d”Serve Client actively admitted to ASH as they prepare for discharge:
i~Provision of Care Coordination and other services which may assist with discharge and continuity of care.
esServe all ASH discharges referred by ASH to the Vendor regardless of the payor source.
f.Provide services to Community-based 911 Status Clients regardless of the payor source.

Vendor:

ccr

Evaluator's Name: EE

Evaluator's Title:
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E.3.C. Describe how you will provide Forensic Evaluations to Clients within the Region you are proposing to provide services and describe
your plan to meet the requirements in RFQ Section 2.3.2.C inciuding but limited to:
A Provide ACT 327, ACT 328, and ACT 310 Forensic Evaluations to the RFQ-defined population according to Arkansas Code Annotated
(ACA) §§ 5-2-327 and Arkansas Code Annotated (ACA} §§ 5-2-328.
_b: Provide court-ordered Forensic Evaluations within the timeframes listed in the RFQ.
\Rmﬁosn_m Qualified Psychiatrists and/or Qualified Psychologist to perform the ACT 327, ACT 328, and ACT 310 Forensic Evaluations.
d,Refer Clients not fit to proceed with the criminal justice/legal process to the Forensic Outpatient Restoration Program.
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Individual Evaluation Score Sheet
710-19-1024 Mental Health Centers

£.3.D. Describe how your company will administer the Forensic Outpatient Restoration Program within the Region you are proposing to
provide services and describe your plan to meet the requirements in RFQ Section 2.3.2.0 including but not limited to:
_p7 Serve the RFQ-defined population according to Arkansas Code Annotated (ACA) §§ 5-2327 and Arkansas Code Annotated (ACA} §§ 5-2-
. 328 in the delivery of FORP services.
brProvide all educational, clinical, and medically necessary behavioral health services to individuals awaiting a trial or hearing.
A Have qualified staff in place to provide didactic competency services.
_. Document progress notes or reports, with the DAABHS specified criteria, and send to designated DHS staff within DAABHS required
timelines.
e<Provide Individual QOutpatient Restoration according to the RFQ requirements.
f.Pfovide ACT 310 Forensic Re-Evaluations for Clients to have been restored to competency.

w\omﬁm::_:m need for and request ASH inpatient admission for any Client you cannot restore as an outpatient Client.
/Schedule a PsyThi sment 167 any referred defendant for whom there has been no psychiatric evaluation within the past six AE

months. I\\\\u\

—

Vendor:
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E.3.E. Describe how your company will provide services to Non-Medicaid individuals who meet criteria for Serious Mental Hliness within
the Region you are proposing to provide services and shall describe your plan to meet the requirements in RFQ Section 2.3.2.E including
but not limited to:

. Provide Care Coordination to non-Medicaid clients including insurance enroliment.
brProvide medically-necessary services described in the current Outpatient Behavioral Health Services Manual and the Adult Behavioral
Health Services for Community Independence Manual to non-Medicaid Clients.
¢Provide Drop-in Model or Club House Model services to non-Medicaid Clients.
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Iindividual Evaluation Score Sheet
710-19-1024 Mental Health Centers

E.3.F. Describe how your company will provide services for the First Episode of Psychosis (FEP} within the Region you are proposing to
provide services and describe your plan to meet the requirements in RFQ Section 2.3.2.F including but not limited to:

2 Make FEP services available to the individuals between the ages of fifteen {15) and thirtyfour (34) who are experiencing FEP who are
without a payor source, or have insurance benefits that will not reimburse for FEP services.
4. Conduct education and outreach in the community to enhance awareness of symptoms and treatment options for FEP.
. Implement FEP services using an evidence-based model that includes elements described in RFQ Section 2.3.2.F.4.

Vendor: ﬁ.m..H .

Evaluator's Name: S e4 Atipu
¥

Evaluator's Title:
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E.3.G. Describe how your company will provide Community-Based Services and Support to your Clients within the Region you are
proposing to provide services and describe your plan to meet the requirements in RFQ Section 2.3.2.G including but not limited to:
%m<m_ou and maintain local behavioral health and community resource directory, as well as community partnerships and collaborations
with relevant agencies, stakeholders, and groups.
w\mm:._o:mﬁmﬁm an on-going public information and education campaign to educate the local community with information about available

. resources, hours of operation, contact information, and how to access the agencies’ services, including Crisis Services.

¢. Demonstrate support of a no:m&m« Council, parentraining, community response to tragedy, community resource center, m:ﬁ\M\ZJ G
Ra?mqmmo:. ) ———

m\?osam Community-Based Services and Support that are culturally competent, strengthbased, and collaborative with community

partners.
Vendors are encouraged, but not required to participate in the maintenance or development of Mental Health Courts. If you chose to
pursue this, describe your plans to implement and staff the proposed collaborative effort, including the date when your agency will be
able to serve Clients through this option.
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Individual Evaluation Score Sheet
710-19-1024 Mental Health Centers

£.3.H. Describe how you will administer Social Services Block Grant {SSBG) Title XX Services within the Region you are proposing to provide
services and describe your plan to meet the requirements in RFQ Section 2.3.2.H including but not limited to:
A- Make S5BG Title XX Services available to the SSBG Title XX Population of all Clients who meet the criteria outlined in the SS8G Manual
(Attachment H).
beAdminister traditional and non-traditional SSBG Title XX Services as described in RFQ 2.3.2. H.2.
£ Complete the DHS 100 Form.
Mm._.:_u__m:nm with Social Services Block Grant requirements found in Attachment H.

Vendor:
Evaluator's Name:

Evaluator's Title:
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E.3.1. Describe how you will ensure the provision and availability of Expanded Services within the Region you are proposing services and
describe your plan to meet the requirements in RFQ Section 2.3.2.| including but not limited to:
a. Ensuring the following services are available directly or through a sub-contractor: i. Partial Hospitalization.
ii. Peer Support. iii. Family Support Partner. iv. Supported Employment.
v. Supported Housing.
vi. Therapeutic Communities. vii. Acute Crisis Units,
viii. Aftercare Recovery Support.

Vendors are encouraged, but not required to participate in the purchase of necessary psychotropic medication for individuals when there
is no other payor source. If you chose to pursue this, describe your plans to implement and coordinate this service.

ty within their contracted

edication Assisted Treatment in each ¢
region.

The Community Mental Health Center must provide access tg
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Individual Evaluation Score Sheet
710-13-1024 Mental Health Centers

E.4.A. Describe how your company will develop community collaborations and parinerships and your plan to meet the requirements in
RFQ Section 2.3 within the Region you are proposing services including but not limited to:
\m.\no__muoﬂmﬁm with diverse stakeholders within the proposed Region.
Xo__mcoﬂmﬁm within the community to assist with assistive outreach, Early Intervention, and stabilization of individuals who may reside in
jail, be hospitalized, experiencing a FEP, or have re-occurring crises.
) &pmmm.ﬂ in developing short and long-term solutions to help individuals connect with community supports.
\R Focus on developing collaborations to prevent deterioration of Clients and enhance Clients’ functioning and provide community
members with a full array of medically necessary behavioral health care services.
.m\mme‘m_ou partnerships with child and youth serving agencies and family organizations to avoid children and youth being placed outside
their home and community.

Vendor:
Evaluator's Name:

Evaluator's Title:
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E.5 STAFFING REQUIREMENTS

E.5 A. Describe your company’s staffing plan for the Region you are proposing to provide services and how you will ensure the services
you render to Clients are provided within the scope the performing healthcare provider:
\m« Describe your policies and procedures for training all staff and tracking the training requirements.
w\ Describe your ability to demonstrate on-going mﬁmg\mé_ougm:” and qmn?_.wxmm:ﬁ
c. Describe your efforts to ensure zll staff are good stewards of state and federal funds.  ~ .

ity g e s e
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E.6 RECORDS AND REPORTING

.EBS\T,W,\ + edeelz

E.6.A. Describe your company’s policies and procedures related to Client records and record retention including:
M\p description of the electronic medical records system you use and what documentation is captured in the electronic medical records
system.
A How you plan to document all services rendered via the Contract’s funding sources and report this data to DHS in the DHS-approved
format and timeframe.

doc munors a22 [ecdiToad
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E.7 APPEALS AND GRIEVANCE PROCESS

-

E.7.A. Describe your plan for providing a system for handling individual complaints and appeals, and cooperating fully with the processing
of any complaint or appeal.
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E.8 QUALITY ASSURANCE




Individual Evaluation Score Sheet
710-19-1024 Mental Health Centers

E.8.A. Describe how you will develop and utilize quality assurance and quality improvements methods to ensure that the appropriate
services and treatments for Clients with the most serious behavioral illness, including those with re-occurring crises, hospitalization, and
emergencies, are receiving the most effective and efficient treatment modalities available.

Vendor:
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Evaluator's Name:  “Badcet AAfenss
" <

Evaluator's Title:

3

E.9 VENDOR COMPENSATION AND FINANCIAL MANAGEMENT

E.9.A. Describe how it will comply with the requirements set forth in RFQ Section 2.9 regarding utilization of funds provided by DHS:
\m.\bﬂm.ﬂ you shall utilize DAABHS funds only for the populations defined in RFQ Section 2.3.2.
V\Ommnzcm how you will keep receipts of purchases for SSBG Title XX services and send billing to DHS monthly according to the SSBG Block
Grant Manual (Attachment H 1).
| ebescribe your ability to bill private insurance plans, Medicaid, Medicare, and Veterans Administration benefits and how you will ensure
you bill these payor sources when an individual is enrolled such that contracted funds will be the payor of last resort.
d-Attest you shall undergo an annual audit conducted by a certified public accounting firm.
e. Describe how your agency will utilize funds toward the development of infrastructure.

U

E.10 REGION SPECIFIC SERVICES
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E.10.A. Submit a narrative that describes how you propese to perform the RFQ required services in your desired Region.

a. Describe your specific community collaborations in each county within this Region. Include copies of Memorandum of Understandings,
and any other formal or informal agreements, or letters of support from community partners in your Region to demonstrate solid
community partnerships and collaborations. For example, without limitation, these may include emergency departments, jails, Division of
Children and Family Services, local law enforcement, local PCPs, Division of County Operations, local schools, shelters, and Crisis

Stabilization Units.

b. Describe any unique challenges you see within this Region and how you will address them and explain why you are particularly well
suited to provide services in the Region.
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Individual Evaluation Score Sheet
710-19-1024 Mental Health Centers

Omitted - 0; Poor-1; Below Average-2; Adequate—3; Good-4, Exceptional - 5

Vendor: U@Idr Qu?{é\ﬁrj @Ww%
Evaluator's Name: Brdg et Atnis -

,

Evaluator's Titte: L C5LJ :

Evaluator's Signature: _ m_ <o of %?ﬁ
3

Date: /519
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Maximum| Actual Comments
Available | RAW Evaluator's comments are Required for all
RAW Score scores except adequate (3 pts)
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E.1 VENDOR QUALIFICATIONS

E.1.B. Provide a narrative regarding the background of your company. This shall inciude, but is not limited to: a. Date
established. M_Q?&.\ND .

b. List of non-profit’s Board of Directors. WWsr C..,.r.u\

c. Total number of employees. T4 \Qu\

d. An organizational chart displaying the overall business structure v

E.1.C. Past Performance: Describe your company’s experience similar to that which is sought by this RFQ within the past (3) years.
Included in this narrative, the Vendor shall provide: .\

asA description of the work performed, including if this work was provided for DHS. b. If provided under a contract:

i/Name of entity with whom the Vendor had/has a contract.

s
c.\wc33m2 of the Scope of Work. ._z\?o_.mnﬁ amount. @ Any corrective actions or litigation pertaining to the contract

—

M . s\_\w&\ —

£.1.D. Provide information on the proposed CEQ, Medical Director, and Director of Clinical Services and their direct relevant functional
experience over the last five (5) years per selected area, or give an explanation as to why three (3) are not submitted. For each person,
please provide:

a. Evidence of the qualifications and credentials of the respondent’s key personnel.
b. Resume of the respondent’s CEQ, Medical Director, and Director of Clinical Services




Individual Evaluation Score Sheet
710-19-1024 Mental Health Centers

E.1.E. Submit a minimum of three (3) letters of recommendation from five {5) three (3) different sources. Current or previous Clients may
not be used as references. DHS reserves the right to contact the references submitted as well as any other references which may attest to
the respondent’s work experience. Letters of recommendation shall meet the following criteria;

a. They shall be on official letterhead of the party submitting recommendation,

b. They shall be from entities with recent (within the last three [3] years) contract ex erience with the respondent.
c. They shall be from individuals who can directly attest to the respondent’s qualification(s} relevant to this RFQ.
d. They shall be limited to organizational recommendations, not personal recommendations.

e. They shall be dated not more than six (6) months prior to the proposal submission date.

f. They shall include the current phone number, mailing address, email address, title, printed name.

g. They shall contain the signature of the individual of the party submitting the recommendation.

h. They shall not be from current DHS employees.

Vendor:
Evaluator's Name:

Evaluator's Title:
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E.2 GENERAL SERVICE DELIVERY REQUIREMENTS

E.2.A. Describe your plan to meet all the requirements listed in RFQ Section 2.1 pertaining to the delivery of services in your Region.

E.2.B. Describe your capabilities to provide appropriate services by telemedicine, and how your telemedicine services will meet state and
federal requirements to ensure security of client information remains within HIPAA and other confidentiality-related guidelines
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E.3 SERVICE DELIVERY DUTIES




Individual Evaluation Score Sheet Vendor: >Um>‘ p
710-19-1024 Mental Health Centers Evaluator's Name: Hndeps AF1n3
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Evaluator's Title:

E.3.A. Describe how your company will develop and provide crisis services for adults, youth, and children experiencing Psychiatric or

Behavioral Crises and how you will develop and utilize mobile crisis teams within Region where you are proposing to provide services.
Describe your plan to meet the requirements in RFQ Section 2.3.2.A including but not limited to:

/ a. Serve the following populations in the delivery of crisis services:

/I i. Mobile Crisis population: Adults, youth, and children experiencing a Psychiatric or 8ehavioral Crisis without a payor source for medically

necessary services.

&.. Division of Children and Family Services {(DCFS) population: All persons in the custody of the DCFS who are not a member of a PASSE. L Nm n\
.\o. Develop, maintain, and follow all procedures for a Mobile Crisis team of licensed behavioral heaith uﬂo*mmw,o:é A =
Crisis assessment and stabilization. ———— \n{ND\ S
/¢ Utilize a mobile crisis team prevent the deterioration of a Client’s functioning and respond to Psychiatric and/or Behaviaral Crises.
.\a. Develop and implement policies and procedures for the management of behavioral health crises for children, youth, and aduits. You -
may describe your existing policies and procedures, if applicable. ) NA\ \\E:\f\ \.&k\.{c hv&o.
.\m. Develop and utilize a screening assessment tool, including an msam:nma-.wwmma crisis assessment tool, to measure immediate and W JEVALD cd o wLm\Cs\./
potential safety needs and protocols for using the screening assessment. 5 ’ m :

/t. Provide and staff a E.wxﬂ::m or an outpatient Drop-In (Walk-in) clinic available to n:m»ﬁvm: need of lower threshold intervention, or
crisis services, on the m<m:§mm. weekKends, and holidays.
& Utilize mobile crisis teams to triage individuals into the _mm.wh\ﬂmm.inz,\m services.

\K_um,\m_ou and utilize crisis stabilization plans for clients diverted from acute hospitalization including documentation of all dﬂoé-:v post .
c crisis stabilization. — : % N&\\ \J\rf \\ \U%Mﬁ
\.. Provide or make a referral for any clinically necessary, alternative psychiatric treatment following a Mobile Crisis assessment. I./
/i Coordinate with community partners to ensure comprehensive aftercare and provide discharge planning for all persons leaving an acute ~— - bb\!P.
setting. . thavousadn ¥ w?.Mm/o.ﬂ virg
\x. Administer Acute Care Funds for psychiatric hospitalization for adult Clients experiencing a Psychiatric or Behavioral Crisis. e _...zq&ﬁ.&/(m ,nﬁz\on, 0n. efe- ,‘
Vendors are encouraged, but not required to provide Therapeutic Communities {TC) or Acute Crisis Unit (ACU), or sub-contract with one. If Orm)f#. ??o\. M ot T
you propose to provide an ACU or TC, describe your plans to implement and staff the proposed ACU, including the date when your ACU
will be able to serve Clients. Describe your plan to provide services to clients at your ACU. If you plan to sub-contract, describe your plans . _ wﬁ.ﬂ_%\o :
on implementing appropriate agreements, prGjected costs, and accessibility. 5, zwve / ML T « e (f

o ConAveer ¢
DS ACUS ©
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E.3.B. Describe how your company will provide services to ASH patients, potential patients, and former patients within the Region you are
proposing to provide services and describe your plan to meet the requirements in RFQ Section 2.3.2.B including but not limited to:
a. Serve the following papulation in the delivery of services pertaining to ASH within the Vendor’s Region:
_/ I Adults, youth, and children residing within the Vendor's respective Region, who are awaiting an ASH bed, Clients referred by ASH
currently receiving services at ASH who were residing in Region at time of admission and preparing for discharge to return to Region, or
Client referred by ASH who have been discharged from behavioral health treatment services at ASH, including those with Community-
based 911 Status,
.\_u. Serve as the Single Point of Entry (SPOE) for ASH:
/1. Ensure an SPOE screening occurs within two {2) hours of the initial request by a licensed behavioral health professional.
.\:. Ensure the SPOE assessment is completed completely and accurately.
“'¢. Serve Clients on the ASH waiting list:
i. Describe what services you will make available to provide support and stabilization to those awaiting admission. -
d. Serve Client actively admitted to ASH as they prepare for discharge:
,\,. Provision of Care Coordination and other services which may assist with discharge and continuity of care.
\m. Serve all ASH discharges referred by ASH to the Vendor regardless of the payor source.
«f. Provide services to Community-based 911 Status Clients regardless of the payor source.

J/

Vendor:
Evaluator's Name:

A

Usrnp.uﬁ ARGT3

Evaluator’'s Title:

E.3.C. Describe how you wili provide Forensic Evaluations to Clients within the Region you are proposing to provide services and describe
your plan to meet the requirements in RFQ Section 2.3.2.C including but limited to:
.\ a. Provide ACT 327, ACT 328, and ACT 310 Forensic Evaluations to the RFQ-defined population according to Arkansas Code Annotated
J’4] (ACA) §5 5-2-327 and Arkansas Code Annotated (ACA) §§ 5-2-328.
. . Provide court-ordered Forensic Evaluations within the timeframes listed in the RFQ._.
.R. Provide Qualified Psychiatrists and/or Qualified Psychologist to perform the ACT 327, ACT 328, and ACT 310 Forensic Evaluations.
1% Refer Ciients not fit to proceed with the criminal justice/iegal process to the Forensic Outpatient Restoration Program.




Individual Evaluation Score Sheet Vendor: YA .

710-19-1024 Mental Health Centers Evaluator's Name: B Adapy— Aditho
J

Evaluator's Title:

4
E.3.D. Describe how your company will administer the Forensic Outpatient Restoration Program within the Region you are proposing to E r.b«{(u \S\\:@
provide services and describe your plan to meet the requirements in RFQ Section 2.3.2.0 including but not limited to:
m\mem the RFQ-defined population according to Arkansas Code Annotated {ACA) §§ 5-2327 and Arkansas Code Annotated (ACA) §§ 5-2-
328 in the delivery of FORP services.
,\a. Provide all educational, clinical, and medically necessary behavioral health services to individuals awaiting a trial or hearing.

€. Have qualified staff in place to provide didactic competency services.
\m_ Document progress notes or reports, with the DAABHS specified criteria, and send to designated DHS staff within DAABHS required 5 w e —
timelines. oy
Je. Provide Individual Outpatient Restoration according to the RFQ requirements. P .o&.ﬁ»\\\
¥ f. Provide ACT 310 Forensic Re-Evaluations for Clients to have been restored to competency. , F.?.Mm\&n»\
g. Determine need for and request ASH inpatient admission for any Client you cannot restore as an outpatient Client. 26\,%13\”.“ . B\J
h. Schedule a Psychiatric Assessment for any referred defendant for whom there has bee psychiatric evaluatiofmwithin the past six (6) ) b»xﬂﬁ s o
months. ' ; ¢
E.3.E. Describe how your company will provide services to Non-Medicaid individuals who meet criteria for Serious Mental lliness within
the Region you are proposing to provide services and shall describe your plan to meet the requirements in RFQ Section 2.3.2.E including
: “
but not limited to: *gﬁ%«( M \x\e.b\ﬁ\
\m. Provide Care Coordination to non-Medicaid clients including insurance enroliment. 5 F*
\\

.\m. Provide medically-necessary services described in the current Qutpatient Behavioral Health Services Manual and the Adult Behavioral |
N + . . - I.!|II||||.I\||.|.|1
me:: Services for Community Independence Manual to non-Medicaid Clients. ——————
¢. Provide Drop-in Model or Club House Mode] services to non-Medicaid Clients.
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Vendor:

DA .

Evaluator's Name:

Evaluator's Title:

_w..)nrwnu\ Abiug

£.3.F. Describe how your company will provide services for the First Episode of Psychosis (FEP) within the Region you are proposing to
provide services and describe your plan to meet the requirements in RFQ Section 2.3.2.F including but not limited to: lw
i
\m. Make FEP services available to the individuals between the ages of fifteen (15) and thirtyfour (34) who are experiencing FEP who are 5 I wwotz,nwpnp Qﬁh\s‘fﬁhﬂ\
without a payor source, or have insurance benefits that will not reimburse for FEP services. = L W oo il 1
'm. Conduct education and outreach in the community to enhance awareness of symptoms and treatment options for FEP.— | PPV o /
/\M_EU_mBm:ﬁ FEP services using an m<&m3nw\wmmmw30am_ that includes elements described in RFQ Section2.3.2.F4, L e orad o RFR
& 2 BA (GarBpcet but A2 dud:
ey
. - : cuvid
£.3.G. Describe how your company will provide Community-Based Services and Support to your Clients within the Region you are Ez\ﬂc\.u_ ﬁm;ﬁw.\.,wi S O\:Hrﬁs\r»no\,,
proposing to provide services and describe your plan to meet the requirgdients in RFQ Section 2.3.2.G including but net limited to: ﬁn\r\inr . _.ukurm ,L/EQ
fevelop and maintain local behavioral health and communityTesource directory, s well as community partnerships and collaborations Tds PWn&wwno.PWS ¥
with relevant agencies, stak&holders, and groups. ponive~ e T =t —
.V.\omao:mﬂmﬁm an on-going public information and education campaign to educate the local community with information about available w%u‘* 3&.&...&5 4 vV T
resources, hours of operation, contact information, and how to access the agencies’ services, including Crisis Services. B
(N_um_.:o:m:.mﬁm support of a no:mcamh\no::n:. parent ,2\@.:._:@ community rgsponse to tragedy, community resource center, and jail
; " diversiof.
.&. Provide Community-Based Services and Support that are culturally competent, strengthbased, and collaborative with community | — \t\w P} T oSG - S
partners. — o>
Vendors are encouraged, but not required to participate in the maintenance or development of Mental Health Courts. If you chose to
pursue this, describe your plans to implement and staff the proposed collaborative effort, including the amﬁm/ﬂ:mz your agency will be
able to serve Clients through this option. v thow\(:t&n PV
Pk T

g
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Evaluator's Name: @.«/mrh.mhm AcHiatsg

Evaluator's Title:

E.3.H. Describe how you will administer Social Services Block Grant (SSBG) Title XX Services within the Region you are proposing to provide
services and describe your plan to meet the requirements in RFQ Section 2.3.2.H including but not limited to:
.m. Make SSBG Title XX Services available to the SSBG Title XX Population of all Clients who meet the criteria outlined in the SSBG Manual W
{Attachment H}. 5
z\c. Administer traditional and non-traditional SSBG Title XX Services as described in RFQ 2.3.2. H.2.
v¢. Complete the DHS 100 Form.
_/Compliance with Social Services Block Grant reguirements found in Attachment H.

E.3.l. Describe how you will ensure the provision and availability of Expanded Services within the Region you are proposing services and ?» Uc«anlﬁn&+ﬂ -5
describe your plan to meet the requirements in RFQ Section 2.3.2.1 including but not limited to: Tc  sobce~bzet - |
a. Ensuring the following services are available directly or through a mcc-no:”_wmﬁon_\_.\_umq:m_ Hospitalization.

/i Peer Support. iii. Eamily Support Partner. iv. wc.uuﬁzma Employment. U — wals \wcin\qm .\CW;\
: bt daesnt Song ¢F o
<..¢Ruuozma Housing. QN
vi, .:..mqth::n Communities. vii. Acute Crisis Units. 3,
viilAftercare Recovery Support. 5 MAT - ef6 ND or Mo N~
4
Vendgrs are encouraged, but not required to participate in the purchase of necessary psychotropic medication for individuals when there , K
is no other payor source. If you chose to pursue this, describe your plans to implement and coordinate this service. DCA EZ% . CCD &
. . . prowd Ui/l idjechn?
Th¢ Community Mental Health Center must provide access to Medication Assisted Treatment in each county within their contracted for afe Conen. G A iimn
region.
fimated €0 0 dofedy clrond
E.4 COMMUNITY COLLABORATIONS Ly DA Lal)  prean Le
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E.4.A. Describe how your company will develop community collaborations and partnerships and your plan to meet the requirements in
RFQ Section 2.3 within the Region you are proposing services including but not limited to:
\m. Collaborate with diverse stakeholders within the proposed Region.
. Collaborate within the community to assist with assistive outreach, Early Intervention, and stabilization of individuals who may reside in
jails, be hospitalized, experiencing a FEP, or have re-occurring crises.
.\n. Assist in developing short and long-term solutions to help individuals connect with community supports.
. Focus on developing coilaborations to prevent deterioration of Clients and enhance Clients’ functioning and provide community
members with a full array of medically necessary behavioral health care services.
 Develop partnerships with child and youth serving agencies and family organizations to avoid children and youth being placed outside
their home and community.

Vendor:

DCA

Evaluator's Name: Rnadcos Adfling
S

Evaluator's Title:

o dey 2ita mpakles,
\W@\.ﬁl A~ Pt

m.\\&m\%n\\.,&

E.5 STAFFING REQUIREMENTS

E.5.A. Describe your company’s staffing plan for the Region you are proposing to provide services and how you will ensure the services
you render to Clients are provided within the scope the performing healthcare provider:
/4. Describe your policies and procedures for training all staff and tracking the training requirements.
/'b. Describe your ability to demonstrate on-going staff development and recruitment.
/c. Describe your efforts to ensure all staff are good stewards of state and federal funds.

. pock G di Cheeics
oo\q\:\?“.ftm A:Lfv 4.®F.TJ
« (Clevd QAT

£ \’P‘N\ 2ur

I\ﬁhﬂﬁ\,\rﬁ\(aﬁ\rﬁﬂ,\*—nla\ ar
2l sy recovels o g

=y

E.6 RECORDS AND REPORTING

E.6.A. Describe your company’s policies and procedures related to Client records and record retention including:
,\m. A description of the electronic medical records system you use and what documentation is captured in the electronic medical records
system.
b. How you plan to document all services rendered via the Contract’s funding sources and report this data to DHS in the DHS-approved
format and timeframe.

Coruebe bles

Jey bac§ respnar—

E.7 APPEALS AND GRIEVANCE PROCESS

E.7.A. Describe your plan for providing a system for handling individual complaints and appeals, and cooperating fully with the processing
of any complaint or appeal.

jj? _.Gb\,\f}/dr/@x
prbhpll Qoueds plrt ot pIP

E.8 QUALITY ASSURANCE
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£.8.A. Describe how you will develop and utilize quality assurance and quality improvements methods to ensure that the appropriate
services and treatments for Clients with the most serious behavioral iliness, including those with re-occurring crises, hospitalization, and
emergencies, are receiving the most effective and efficient treatment modalities available.

Vendor;

DA

Evaluator's Name: @~ deot \P.T»?.m

Evaluator's Title:

s | 5

E.9 VENDOR COMPENSATION AND FINANCIAL MANAGEMENT

E.9.A. Describe how it will comply with the requirements set forth in RFQ Section 2.9 regarding utilization of funds provided by DHS:
J/a. Attest you shall utilize DAABHS funds only for the populations defined in RFQ Section 2.3.2.

.Rommnzcm how you will keep En%m of purchases for 5SBG Title XX services and send U_M_Y‘MS DHS monthly according to the SSBG Block
Grant Manual {Attachment H)).
c_Pescribe your ability to bill private insurance plans, Medicaid, Medicare, and Veterans Administration benefits and how you will ensure
you bill these payor sources when an individual is enrolled such that contracted funds will be the payor of last resort
. Attest you shall undergo an annual audit conducted by a certified public accounting firm.
£ Describe how your agency will utilize funds toward the development of infrastructure.

—_) jUo \ o u..o\c,).\n\nw
oy - (rs wev

-

Pa® s i \wi_w N,
&N\RI\Q& nMn‘\SPP,f\Slner\.nl\m & O

[t oF nQ\&\&e\ﬁ&.\é %\

E.10 REGION SPECIFIC SERVICES
E.10.A. Submit a narrative that describes how you propose to mm:ﬂoﬁa the RFQ required services in your desired Region.

. Describe your specific community collaborations in each county E:Ey this Region. Include copies of Memorandum of Understandings,
and any other formal or informal agreements, or letters of support from community partners in your Region to demonstrate solid

Children and Family Services, local law enforcement, local PCPs, Division of County Operations, local schools, shelters, and Crisis
Stabilization Units.

b. Describe any unique challenges you see within this Region and how you will address them and explain why you are particularly well
suited to provide services in the Region.

community partnerships and collaborations. For example, without limitation, these may include emergency departments, jails, Division of

110

Sub-Section Total
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Omitted ~ 0; Poor—1; Below Average-2; Adequate—3; Good -4, Excepticnal - §

Vendor: ey AR (enabing o liydorca. Corder
Evaluator's Name: By dee+ Avkas
LAY

Evaluator's Title: ﬁ@?%ﬁﬂlﬁg R\Q.?v
Y !

Evaluator's Signature: ,

ate: — Z77/9

ﬁpﬁﬁ {2 COarNes

22 DA alrendy

Maximum| Actual Comments
Available | RAW Evaluator's comments are Required for all
RAW Score scores except adequate (3 pts)

E. 1 VENDOR QUALIFICATIONS

E.1.B. Provide a narrative regarding the background of your company. This shall include, but is not limited to: a-Date
established. _&.\S./ )

y” List of non-profit’s Board of Directors. WSt & Aunv@,.f%\o

& Total number of employees. S|

Rb: organizational chart displaying the overall business structure ,//

s | 5

£.1.C. Past Performance: Describe your company’s experience similar to that which is sought by this RFQ within the past (3) years.
included in this narrative, the Vendor shall provide:

a. A description of the work performed, including if this work was provided for DHS. b. If provided under a contract:

Kﬁ..:m of entity with whom the Vendor had/has a contract.

ii. Summary of the Scope of Work. iii. Project amount. iv.-Any corrective actions or litigation pertaining to the contract

E.1.D. Provide information on the proposed CEQ, Medical Director, and Director of Clinical Services and their direct relevant functional
experience over the last five (5) years per selected area, or give an explanation as to why three (3) are not submitted. For each person,
please provide:

m\aam:nm of the qualifications and credentials of the respondent’s key personnel.
c\;\mm:_jm of the respondent’s CEO, Medical Director, and Director of Clinical Services
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E.1.E. Submit a minimum of three (3) letters of recommendation from five (5) three (3) different sources. Current or previous Clients may
not be used as references. DHS reserves the right to contact the references submitted as well as any other references which may attest to
the respondent’s work experience. Letters of recommendation shall meet the following criteria:

\m\.._.:m< shall be on official letterhead of the party submitting recommendation.

b They shall be from entities with recent {within the last three [3] years) contract experience with the respondent.
n.\?m,\ shall be from individuals who can directly attest to the respondent’s qualification(s) relevant to this RFQ.
M«gm,\ shall be :B.ﬁmﬁﬁo organizational recommendations, not personal recommendations.

"They shall be-ated not more than six (6) months prior to the proposal submission date.

f. They shall include The » ﬁgﬂ:amn mailing maaqmm@aqmmm. title, printed name.

4. They shall contain the signature of the individual of the party submitting the recommendation.

h. They shalt not be from current DHS employees.

Vendor:
Evaluator's Name:

Evaluator's Title:

WA CAGC

Bt Pyt

Y4 Ji¥es —uahy of S0
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E.2 GENERAL SERVICE DELIVERY REQUIREMENTS

iﬁ?&%ﬂ%‘i “,
E.2.A. Describe your plan to meet all the requirements listed in RFQ Section 2.1 pertaining to the delivery of services in your Region. > P %&\.‘8\\ = L C* L
fardpiess {0
)
E.2.B. Describe your capabilities to provide appropriate services by telemedicine, and how your telemedicine services will meet state and 5 + el

federal requirements to ensure security of client informatior remains within HIPAA and other confidentiality-related guidelines

\Cxw .3«.‘., Um%\(\m.n W\

E.3 SERVICE DELIVERY DUTIES

v
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E.3.A. Describe how your company will develop and provide crisis services for adults, youth, and children experiencing Psychiatric or
Behavioral Crises and how you will develop and utilize mabile crisis teams within Region where you are proposing to provide services.
Describe your plan to meet the requirements in RFQ Section 2.3.2.A including but not limited to:

A Serve the following populations in the delivery of crisis services:

W\ro__m Crisis population: Adults, youth, and children experiencing a Psychiatric or Behavioral Crisis without a payor source for medically
necessary services.

&.\U_sm,o: of Children and Family Services (DCFS) population: All persons in the custody of the DCFS who are not a member of a PASSE.
\w.\om<m_op maintain, and follow all procedures for a Mobite Crisis team of licensed behavioral health professionals to provide Mobile

Crisis assessment and stabilization.

& Utilize a mobile crisis team prevent the deterioration of a Client’s functioning and respond to Psychiatric and/or Behavioral Crises.
ﬂuam,..m_ou and implement policies and procedures for the management of behavioral health crises for children, youth, and adults. You
may describe your existing policies and procedures, if applicable.

@\Um«.m_ou and utilize a screening assessment tool, including an m<am:nmq.cmmm§a assessment tool, to measure immediate and
potential safety needs and protocols for using the screening assessment.

/\Rqosam and staff a Warm Line or an outpatient Drop-In (Watk-in) clinic available to Clients in need of lower threshold intervention, or

crisis services, on the evenings, weekends, and holidays. T
w.\c:__wm mobile crisis teams to triage individuals into the least restrictive services.
_K_um<m_ov and utilize crisis stabilization plans for clients diverted from acute hospitalization including documentation of all follow-up post
crisis stabilization.
L Provide or make a referral for any clinically necessary, alternative psychiatric treatment following a Mobile Crisis assessment.
j. Coordinate with community partners to ensure comprehensive aftercare and provide discharge planning for all persons leaving an acute
setting.
L\\.&Bwamﬁmﬂ Acute Care Funds for psychiatric hospitalizagton for adult Clients experiencing a Psychiatric or Behavioral Crisis.
Vendors are encouraged, but not required to provide Therapgutic Communities (TC) or Acute Crisis Unit (ACU), or sub-contract with one. If

Vendor:
Evaluator's Name:

Evaluator's Title:

you propose to provide an ACU or TC, describe your plans to implement and staff the prgposed ACU, including the date when your ACU .
will be able to serve Clients. Describe your plan to provide services to clients at your A@J. If you plan to sub-contract, describe your plans o N n&&i
on implementing appropriate agreements, projected costs, and accessibility. w/h ot \r\m\g?fm ?S)M\&@\r.\ll
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Evaluator's Title:

i T
?ﬁ\g —Ha ~Zzov~ead |
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E.3.B. Describe how your company will provide services to ASH patients, potential patients, and former patients within the Region you are
proposing to provide services and describe your plan to meet the requirements in RFQ Section 2.3.2.B including but not limited to:
a. Serve the following population in the delivery of services pertaining to ASH within the Vendor’s Region:

\b.\>ac:m_ youth, and children residing within the Vendor’s respective Region, who are awaiting an ASH bed, Clients referred by ASH
currently receiving services at ASH who were residing in Region at time of admission and preparing for discharge to return to Region, or
Clicnt referred by ASH who have been discharged from behavioral health treatment services at ASH, including those with Community-
based 911 Status.

\;Em as the Single Point of Entry (SPOE) for ASH: 5
i Erfeure an SPOE screening occurs within two (2) hours of the initial request by a licensed behavioral health professional. U
_i. Ensure the SPOE assessment is completed completely and accurately. _ € j.bfk F\u... “ bt ..mn..JQ
\ﬂ\mm?m Clients on the ASH waiting list: . ¥
_-Describe what services you will make available to provide support and stabilization to those awaiting admission. M %LNN Au__\\ Nhﬁ.\f \W R
—_—

gServe Client actively admitted to ASH as they prepare for discharge:
L-Provision of Care Coordination and other services which may assist with discharge and continuity of care.
m\mm:_.m all ASH discharges referred by ASH to the Vendor regardless of the payor source.
f.Provide services to Community-based 911 Status Clients regardless of the payor source.

E.3.C. Describe how you will provide Forensic Evaluations to Clients within the Region you are propasing to provide services and describe I . ﬁu N LO}\% ‘wo
your plan to meet the requirements in RFQ Section 2.3.2.C including but limited to: %C(ﬁ.wi
mMSsn_m ACT 327, ACT 328, and ACT 310 Forensic Evaluations to the RFQ-defined population according to Arkansas Code Annotated W
(ACA) §§ 5-2-327 and Arkansas Code Annotated (ACA) §§ 5-2-328. 5

¢.\_¥o<am court-ordered Forensic Evaluations within the timeframes listed in the RFQ.
Qﬂosam Qualified Psychiatrists and/or Qualified Psychologist to perform the ACT 327, ACT 328, and ACT 310 Forensic Evaluations.
_#&Refer Clients not fit to proceed with the criminal justice/legal process to the Forensic Outpatient Restoration Program.
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E.3.D. Describe how your company will administer the Forensic Qutpatient Restoration Program within the Region you are proposing to
provide services and describe your plan to meet the requirements in RFQ Section 2.3.2.D including but not limited to:
A Serve the RFQ-defined population according to Arkansas Code Annotated (ACA) §§ 5-2327 and Arkansas Code Annotated (ACA) §§ 5-2-
328 in the delivery of FORP services.
aasam all educational, clinical, and medically necessary behavioral health services to individuals awaiting a trial or hearing.
& Have qualified staff in place to provide didactic competency services.
\n_.\_uo.”c_‘sm:ﬁ progress notes or reports, with the DAABHS specified criteria, and send to designated DHS staff within DAABHS required
timelines.
Sasam Individual Qutpatient Restoration according to the RFQ reguirements.
Tnﬂéam ACT 310 Forensic Re-Evaluations for Clients to have been restored to competency.
& Determine need for and request ASH inpatient admission for any Client you cannot restore as an outpatient Client.
b’Schedule a Psychiatric Assessment for any referred defendant for whom there has been no psychiatric evaluation within the past six {6)
months.

Vendor:
Evaluator's Name:

Evaluator's Title:

PACHEC

B &Q\\\rﬁf

E.3.E. Describe how your company will provide services to Non-Medicaid individuals who meet criteria for Serious Mental lliness within
the Region you are proposing to provide services and shall describe your plan to meet the requirements in RFQ Section 2.3.2.E including
but not limited to:

4 Provide Care Coordination to non-Medicaid clients including insurance enroliment.
bProvide medically-necessary services described in the current Outpatient Behavioral Health Services Manual and the Adult Behavioral
Health Services for Community Independence Manual to non-Medicaid Clients.
£ Provide Drop-in Model or Club House Model services to non-Medicaid Clients.
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710-19-1024 Mental Health Centers

E.3.F. Describe how your company will provide services for the First Episode of Psychosis (FEP) within the Region you are proposing to
provide services and describe your plan to meet the requirements in RFQ Section 2.3.2.Fincluding but not limited to:

3. Make FEP services available to the individuals between the ages of fifteen (15) and thirtyfour (34} who are experiencing FEP who are
without a payor source, or have insurance benefits that will not reimburse for FEP services.
b. Conduct education and outreach in the community to enhance awareness of symptoms and treatment options for FEP.
c. Implement FEP services using an evidence-based model that includes elements described in RFQ Section 2.3.2.F.4.

Vendor:
Evaluator's Name:

Evaluator's Title:

WACLGC
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£.3.G. Describe how your company will provide Community-Based Services and Support to your Clients within the Region you are
roposing to provide services and describe your plan to meet the requirements in RFQ Section 2.3.2.G inciuding but not limited to:
/Develop and maintain local behavioral health and community resource directory, as well as community partnerships and collaborations
with relevant agencies, stakeholders, and groups.
\c\.cmaosmﬁqmﬂm an on-going public information and education campaign to educate the local community with information about available
resources, hours of operation, contact information, and how to access the agencies’ services, including Crisis Services.
n\omao:mqm.ﬂm supportof a no:mxvmm_. Council, parent Gm\_\:_:m. community response to tragedy, community,p€source center, and j3il
diversion.
—&#osam Community-Based Services and Support that are culturally competent, strengthbased, and collaborative with community
partners.
Vendors are encouraged, but not required to participate in the maintenance or development of Mental Health Courts. If you chose to
pursue this, describe your plans to implement and staff the proposed collaborative effort, including the date when your agency will be
able to serve Clients through this option.

O 150G 120D Ca yedr—
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J

Evaluater's Tile:

E.3.H. Describe how you will administer Social Services Block Grant (SSBG) Title XX Services within the Region you are proposing to provide
services and describe your plan to meet the requirements in RFQ Section 2.3.2.H including but not limited to:
m%mrm $SBG Title XX Services available to the SSBG Title XX Population of all Clients who meet the criteria outlined in the SSBG Manual ”w
{Attachment H). 5
b. Administer traditional and non-traditional SSBG Title XX Services as described in RFQ 2.3.2. H.2,
e Complete the DHS 100 Form.
Compliance with Social Services Block Grant requirements found in Attachment H.

Seomtted PH appS Yo

£.3.1. Describe how you will ensure the provision and availability of Expanded Services within the Region you are proposing services and P WL S e o
describe your plan to meet the requirements in RFQ Section 2.3.2.1 including but not limited to: _
a. Ensuring the following services are available directly or ﬁ:_.oc,mr\m«cc-no:ﬁmﬁo: ¥ Partial Hospitalization. &@rvb%u .Wtr.ror (= .w._.aamE.\ul
\.W_ummﬁ mcuno:;ﬁ.\ﬂ\mi_,\ Support Partner. iv’Supported Employment. = .nw\ ﬁh?q&
a\mcuno;ma Housing
. : . T ql%n\
viFherapeutic Communities. vii,ACute Crisis Units. Eﬁbﬁgﬁb& \%x 5
5 of FEP —ro Speff it ]

yiiAftercare Recovery Support,
oy i @ A
Vendors are encouraged, but not required to participateh the purchase of necessary psychotropic medication for individuals when there & . iy m\.?w .m(rﬁl I ¢ OUm
is no other payor source. If you chose to plfsue this, describe your ptans to implement and coordinate this service. ~ U(r_o ﬁﬁt\\u\c\u f
ﬁ\ﬁ\n\wrpl\f\l.-
The Community Mental Health Center must provide access to Medication Assisted Treatment in each county within their contracted _ .
. ~ BTC = MSHT s
region .ﬂ) -
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E.4 COMMUNITY COLLABORATIONS
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E.4.A. Describe how your company will develop community collaborations and partnerships and your plan to meet the requirements in
RFQ Section 2.3 within the Region you are proposing services including but not limited to:
\Kno__m_oo_.mﬁm with diverse stakeholders within the proposed Region.
L Collaborate within the community to assist with assistive outreach, Early Intervention, and stabilization of individuals who may reside in
jails, be hospitalized, experiencing a FEP, or have re-occurring crises.
grAssist in developing short and long-term solutions to help individuals connect with community supports.
d.Focus on developing collaborations to prevent deterioration of Clients and enhance Clients’ functioning and provide community
members with a full array of medically necessary behavioral health care services.
m&mcm_ou partnerships with child and youth serving agencies and family organizations to avoid children and youth being placed outside
their home and community.

(JACLGS—

Vendor:

Evaluator's Name:

wﬁw&\ A

Evaluator's Title:

E.5 STAFFING REQUIREMENTS

E.5.A. Describe your company’s staffing plan for the Region you are proposing to provide services and how you will ensure the services
vou render to Clients are provided within the scope the performing healthcare provider:
a. Describe your policies and procedures for training all staff and tracking the training requirements.
b. Describe your ability to demenstrate on-going staff development and recruitment.
¢. Describe your efforts to ensure all staff are good stewards of state and federal funds.

E.6 RECORDS AND REPORTING

E.6.A. Describe your company’s policies and procedures related to Client records and record retention including:
a. A description of the electronic medical records system you use and what documentation is captured in the electronic medical records
system.
b. How you plan to document all services rendered via the Contract’s funding sources and report this data to DHS in the DHS-approved
format and timeframe.

E.7 APPEALS AND GRIEVANCE PROCESS

E.7.A. Describe your plan for providing a system for handling individual complaints and appeals, and cooperating fully with the processing
of any complaint or appeal.

E.8 QUALITY ASSURANCE
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E.8.A. Describe how you will develop and utilize quality assurance and quality improvements methods to ensure that the appropriate

Vendor: (A €L

Evaluator's Name: QE&& \T\\Q?\w

Evaluator's Title:

2

J

T F R

Stabilization Units.

b. Describe any unique challenges you see within this Region and how you will address them and explain why you are particularly well
suited to provide services in the Region.

abisagd Neppe st QA o o Staff
services and treatments for Clients with the most serious behavioral illness, including those with re-occurring crises, hospitalization, and > g\i&? \G ?t:?wq h..\ At
emergencies, are receiving the most effective and efficient treatment modalities available. [ 49 rrmfr e [ L
E.29 VENDOR COMPENSATION AND FINANCIAL MANAGEMENT v ' "
E.9.A, Describe how it will comply with the requirements set forth in RFQ Section 2.9 regarding utilization of funds provided by DHS:
mAp:mwﬁ you shall utilize DAABHS funds only for the populations defined in RFQ Section 2.3.2.
\c&mmn:cm how you will keep receipts of purchases for SSBG Title XX services and send billing to DHS monthly according to the SSBG Block ®
Grant Manual {Attachment H J). S
“Describe your ability to bill private insurance plans, Medicaid, Medicare, and Veterans Administration benefits and how you will ensure )
you bill these payor sources when an individual is enrolled such that contracted funds will be the payor of last resort. %93 o @\_\Ov.i. '
Abﬁmﬂ you shall undergo an annual audit conducted by a certified public accounting firm. . P‘:o \.‘%}1\4 i & .q{\._s,\a
%\. Describe how your agency will utilize funds toward the development oﬁgcﬂm@v-.hk ST R 1T t(g\w MQ%BNQ.\”\‘@Q\.,)\
o (P +
E.10 REGION SPECIFIC SERVICES
E.10.A. Submit a narrative that describes how you propose to perform the RFQ required services in your desired Region. n&w\ ?ﬁ\ ﬁ.n.xm\...\.mmu
a. Describe your specific community collaborations in each county within this Region. Include copies of Memorandum of Understandings, e
and any other formal or informal agreements, or letters of support from community partners in your Region to demonstrate solid
community partnerships and collaborations. For example, without limitation, these may include emergency departments, jails, Division of L ol O~eo adi-g -l
Children and Family Services, local law enforcement, local PCPs, Division of County Operations, local schools, shelters, and Crisis 5 rw i ﬁcr.m mm L of \S&\Q

Sub-Section Total

110




Individual Evaluation Score Sheet
710-19-1024 Mental Health Centers

Vendor: _(yttyes fov Lpuud eATrva b

Evaluator's Name: \WJ\.MRQ\ \gw(\
[*J

Evaluator's Tille: 4 \nt . >

Evaluator's Signature:

A Lh\\n% LAas

Date: >~ NM\ \N\ 15 l

Omitteck- 0; Poor—1; Below Average -2; Adequate—3; Good - 4; Exceptional -5

@.h\.\\ ch\ TN em Pt _,\_mxwaca Actual Comments .

%E\ X ﬁ&\m Available | RAW Evaluator's comments are Required for al!
Bras e RAW Score scores except adequate (3 pts)

E. 1 VENDOR QUALIFICATIONS

E.1.B. Provide a narrative regarding the background of your company. This shall include, but is not limited to: varDate

established. T_w\\_ m._u,\x O.Df&?n»r OSQ‘Fm))Puler SabsCnn xwumwc&
‘m List of non-profit’s Board of Directors. { 8y =+ h¥iz 5 W
ﬂ..._.oﬁm_ number of employees. 257, (W3 FTa 71 EJ
&\b: organizational chart displaying the overall business structure

E.1.C. Past Performance: Describe your company’s experience similar to that which is sought by this RFQ within the past (3) years.

Included in this narrative, the Vendor shall provide: )

a. A description of the work performed, including if this work was provided for DHS. b. If provided under a contract: 5 u

i. Name of entity with whom the Vendor had/has a contract.

ii. Summary of the Scope of Work. iii. Project amount. iv. Any corrective actions or litigation pertaining to the contract

E.1.D. Provide information on the proposed CEQ, Medical Director, and Director of Clinical Services and their direct relevant functional

experience over the last five {5) years per selected area, or give an explanation as to why three (3) are not submitted. For each person,

please provide:

s | 5
. Evidence of the qualifications and credentials of the respondent’s key personnel.
JResume of the respondent’s CEO, Medical Director, and Director of Clinical Services




Individual Evaluation Score Sheet
710-192-1024 Mental Health Centers

E.1.E. Submit a minimum of three {3) letters of recommendation from five (5} three (3) different sources. Current or previous Clients may
not be used as references. DHS reserves the right to contact the references submitted as well as any other references which may attest to
the respondent’s work experience. Letters of recommendation shall meet the following criteria:

a. They shall be on official letterhead of the party submitting recommendation.

b. They shall be from entities with recent {within the last three {3] years) contract experience with the respondent.
¢. They shall be from individuals who can directly attest to the respondent’s qualification(s) relevant to this RFQ.
d. They shall be limited to organizational recommendations, not personal recommendations.

e. They shall be dated not more than six {6) months prior to the proposal submission date.

f. They shall include the current phone number, mailing address, email address, title, printed name.

g. They shall contain the signature of the individual of the party submitting the recommendation.

h. They shall not be fram current DHS employees.

Vendor;
Evaluator's Name:

Evaluator's Title:

LY~ _
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E.2 GENERAL SERVICE DELIVERY REQUIREMENTS

MO NG dso

E.2.A. Describe your plan to meet all the requirements listed in RFQ Section 2.1 pertaining to the delivery of services in your Region.

JliARrirs & CRCRARC = e
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E.2.B. Describe your capabilities to provide appropriate services by telemedicine, and how your telemedicine services will meet state and
federal requirements to ensure security of client information remains within HIPAA and other confidentiality-related guidelines

[ ity iz

E.3 SERVICE DELIVERY DUTIES
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E.3.A. Describe how your company will develop and provide crisis services for adults, youth, and children experiencing Psychiatric or
Behavioral Crises and how you will develop and utilize mobile crisis teams within Region where you are proposing to provide services.
Describe your plan to meet the requirements in RFQ Section 2.3.2.A including but not limited to:
/3. Serve the following populations in the delivery of crisis services:
\. Mobile Crisis population: Adults, youth, and children experiencing a Psychiatric or Behavioral Crisis without a payor source for medically
necessary services.

E\ Division of Children and Family Services {DCFS) population: All persons in the custody of the DCFS who are not a member of a PASSE.
be Develop, maintain, and follow all procedures for a Mobile Crisis team of licensed behavioral health professionals to provide Mobile
Crisis assessment and stabilization.
£ Utilize a mobile crisis team prevent the deterioration of a Client’s functioning and respond to Psychiatric and/or Behavioral Crises.

h, Develop and implement policies and procedures for the management of behavioral health crises for children, youth, and adults. You

may describe your existing policies and procedures, if applicable.
£ Develop and utilize a screening assessment tool, including an mso_m:hmamma crisis assessment tool, to measure immediate and
potential safety needs and protocols for using the screening assessment.
4 Provide and staff a Warm Line or an outpatient Drop-In {Walk-in} clinic available to Clients in need of lower threshold intervention, or
crisis services, on the evenings, weekends, and holidays.
& Utilize mobile crisis teams to triage individuals into the least restrictive services.
%\om<m_ou and utilize crisis stabilization plans for clients diverted from acute hospitalization including documentation of all follow-up post
crisis stabilization.

_A"Provide or make a referral for any clinically necessary, alternative psychiatric treatment following a Mobile Crisis assessment.
j/Coordinate with community partners to ensure comprehensive aftercare and provide discharge planning for all persons leaving an acute
setting.

~% Administer Acute Care Funds for psychiatric hospitalization for adult Clients experiencing a Psychiatric or Behavioral Crisis.
Vendors are encouraged, but not required to provide Therapeutic Communities {TC) or Acute Crisis Unit (ACU), orsub-contract with one. if
you propose to provide an ACU or TC, describe your plans to implement and staff the proposed ACU, including the date when your ACU
will be able to serve Clients. Describe your plan to provide services to clients at your ACU. if you plan to sub-contract, describe your plans
on implementing appropriate agreements, projected costs, and accessibility. w/?.t_

Vendor:

Evaluator's Title:

CYF

Evaluator's Name: .Mnh%&\\\w\\&?q
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Individual Evaluation Score Sheet
710-19-1024 Mental Health Centers

E.3.B. Describe how your company will provide services to ASH patients, potential patients, and former patients within the Region you are
proposing to provide services and describe your plan to meet the requirements in RFQ Section 2.3.2.8 including but not limited to:
¢Serve the following population in the delivery of services pertaining to ASH within the Vendor’s Region:

A Adults, youth, and children residing within the Vendor’s respective Region, who are awaiting an ASH bed, Clients referred by ASH
currently receiving services at ASH who were residing in Region at time of admission and preparing for discharge to return to Region, or
Client referred by ASH who have been discharged from behavioral health treatment services at ASH, including those with Community-
based 911 Status.
~B. Serve as the Single Point of Entry (SPOE) for ASH:

Ensure an SPOE screening occurs within two (2) hours of the initial request by a licensed behavioral health professional.
Ai. Ensure the SPOE assessment is completed completely and accurately.
& Serve Clients on the ASH waiting list:
L\ommnﬁ.cm what services you will make available to provide support and stabilization to those awaiting admission.
d Serve Client actively admitted to ASH as they prepare for discharge:
.+ Provision of Care Coordination and other services which may assist with discharge and continuity of care.
~€ Serve all ASH discharges referred by ASH to the Vendor regardless of the payor source.
_£. Provide services to Community-based 911 Status Clients regardless of the payor source.

Vendor:

CYr :

Evaluator's Name: 75, iset Ay

Evaluator's Title:

E.3.C. Describe how you will provide Forensic Evaluations to Clients within the Region you are proposing to provide services and describe
your plan to meet the requirements in RFQ Section 2.3.2.C including but limited to:
.m\.?oq._am ACT 327, ACT 328, and ACT 310 Forensic Evaluations to the RFQ-defined population according to Arkansas Code Annotated
(ACA) §§ 5-2-327 and Arkansas Code Annotated (ACA) §§ 5-2-328.
b Provide court-ordered Forensic Evaluations within the timeframes listed in the RFQ.
kqosn_m Qualified Psychiatrists and/or Qualified Psychologist to perform the ACT 327, ACT 328, and ACT 310 Forensic Evaluations.
&’ Refer Clients not fit to proceed with the criminal justice/legal process to the Forensic Outpatient Restoration Program.

\.S\UL?\? u&?




Individual Evaluation Score Sheet
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E.3.D. Describe how your company will administer the Forensic Outpatient Restoration Program within the Region you are proposing to
provide services and describe your plan to meet the requirements in RFQ Section 2.3.2.D including but not limited to:
w.\mmZm the RFQ-defined population according to Arkansas Code Annotated {ACA) §§ 5-2327 and Arkansas Code Annotated {ACA} §§ 5-2-
328 in the delivery of FORP services.
.\Posn_m all educational, clinical, and medically necessary behavioral health services to individuals awaiting a trial or hearing.
c. Have qualified staff in place to provide didactic competency services.
.\ Document progress notes or reports, with the DAABHS specified criteria, and send to designated DHS staff E_ﬁr_: DAABHS required
timelines.
—€. Provide Individual Outpatient Restoration according to the RFQ requirements.
. Provide ACT 310 Forensic Re-Evaluations for Clients to have been restored to competency.
& Determine need for and request ASH inpatient admission for any Client you cannot restore as an outpatient Client.
.v\mn:mn_c_m a Psychiatric Assessment for any referred defendant for whom there has been no psychiatric evaluation within the past six (6}
months.

Vendor:
Evaluator's Name:

Evaluator's Title:

CYyF
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E.3.E. Describe how your company will provide services to Non-Medicaid individuals who meet criteria for Serious Mental lliness within
the Region you are proposing to provide services and shall describe your plan to meet the requirements in RFQ Section 2.3.2.E including
but not limited to:

A Provide Care Coordination to non-Medicaid clients including insurance enroliment.
\R Provide medically-necessary services described in the current Qutpatient Behavioral Health Services Manval and the Adult Behaviorai
Health Services for Community Independence Manual to non-Medicaid Clients.
2 Provide Drop-igMaodel or Club House Model services to non-Medicaid Clients.
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Individual Evaluation Score Sheet
710-19-1024 Mental Health Centers

E.3.F. Describe how your company will provide services for the First Episode of Psychosis (FEP) within the Region you are proposing to
provide services and describe your plan to meet the requirements in RFQ Section 2.3.2.F including but not limited to:

a. Make FEP services available to the individuals between the ages of fifteen (15) and thirtyfour (34) who are experiencing FEP who are
without a payor source, or have insurance benefits that will not reimburse for FEP services.
b. Conduct education and outreach in the community to enhance awareness of symptoms and treatment options for FEP.
c. Implement FEP services using an evidence-based model that includes elements described in RFQ Section 2.3.2.F.4.

Vendor:

Evaluator's Name: A& *J, of %}&.
Iy

LYF

Evaluator's Title:
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E.3.G. Describe how your company will provide Community-Based Services and Support to your Clients within the Region you are
proposing to provide services and describe your plan to meet the requirements in RFQ Section 2.3.2.G including but not limited to:
®\Um<m_ou and maintain focal behavioral health and community resource directory, as well as community partnerships and collaborations

with relevant agencies, stakeholders, and groups.
KOmao:mﬁ_‘mﬂm an on-going public information and education campaign to educate the local community with information about available
resources, hours of operation, contact infermation, and how to access the agencies’ services, including Crisis Services.
M\Omao:m:mﬁm support of a Consumey £ouncil, parent mﬂ\_\a:m, community response o tragedy, community,resource center, and _w__\
diversion.
& Provide Community-Based Services and Support that are culturally competent, strengthbased, and collaborative with community
partners.
Vendors are encouraged, but not required to participate in the maintenance or development of Mental Hgatth Courts. If you chose to
pursue this, describe your plans to implement and staff the proposed collaborative effort, including the date when your agency will be
able to serve Clients through this option.
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E.3.H. Describe how you will administer Social Services Block Grant (SSBG) Title XX Services within the Region you are proposing to provide
services and describe your plan to meet the requirements in RFQ Section 2.3.2.H including but not limited to:
& Make 5SBG Title XX Services available to the SSBG Title XX Population of all Clients who meet the criteria outlined in the SSBG Manual
{Attachment H).
g~ Administer traditional and non-traditional $SBG Title XX Services as described in RFQ 2.3.2. H.2.
A Complete the DHS 100 Form.
mpliance with Social Services Block Grant requirements found in Attachment H.

Vendor:

CYF

Evaluator's Name: nﬁ;ﬁ.\«ﬂ%k\&w\,&.
o

Evaluator's Titte:

s |5

£.3.1. Describe how you will ensure the provision and availability of Expanded Services within the Region you are proposing services and
describe your plan to meet the requirements in RFQ Section 2.3.2.1 including but not fimited to:
a. Ensuring the following services are available directly or through a sub-contractor: i. Partial Hospitalization.
ii. Peer Support. iii. Family Support Partner. iv. Supported Employment.
v. Supported Housing.
vi. Therapeutic Communities. vii. Acute Crisis Units.
viii. Aftercare Recovery Support.

Vendors are encouraged, but not required to participate in the purchase of necessary psychotropic medication for individuals when there
is no other payor source. If you chose to pursue this, describe your plans to implement and coordinate this service.

The Community Mental Health Center must provide access to Medication Assisted Treatment in each county within their contracted
region.

PH~ CBIh
7c — BT

B Ao m\}r& \\w\\%%‘r\
s nihs s MAT

E.4 COMMUNITY COLLABORATIONS




Individual Evaluation Score Sheet
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E.4.A. Describe how your company will develop community collaborations and partnerships and your plan to meet the requirements in
RFQ Section 2.3 within the Region you are proposing services including but not limited to:
_A. Collaborate with diverse stakeholders within the proposed Region.
b, Collaborate within the community to assist with assistive outreach, Early Intervention, and stabilization of individuals who may reside in
jails, be hospitalized, experiencing a FEP, or have re-occurring crises.
£ Assist in developing short and long-term solutions to help individuals connect with community supports.
A~ Focus on developing collaborations to prevent deterioration of Clients and enhance Clients’ functioning and provide community
members with a full array of medically necessary behavioral health care services.
A& Develop partnerships with child and youth serving agencies and family organizations to avoid children and youth being placed outside
their home and community.

Vendor:

(L~

Evaluatlor's Name: M um,“m\ %T&

Evaluator's Title:
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E.5 STAFFING REQUIREMENTS

E.S5.A. Describe your company’s staffing plan for the Region you are proposing to provide services and how you will ensure the services
you render to Clients are provided within the scope the performing healthcare provider:
[ Describe your policies and procedures for training all staff and tracking the training requirements.
4« Describe your ability to demonstrate on-going staff development and recruitment.
Describe your efforts to ensure all staff are good stewards of state and federal funds.

E.6 RECORDS AND REPORTING

£.6.A. Describe your company’s policies and procedures related to Client records and record retention including:
a~A description of the electronic medical records system you use and what documentation is captured in the electronic medical records
system.
JrHow you plan to document all services rendered via the Contract’s funding sources and report this data to DHS in the DHS-approved
format and timeframe.

O bl

E.7 APPEALS AND GRIEVANCE PROCESS

E.7.A. Describe your plan for providing a system for handling individual complaints and appeals, and cooperating fully with the processing
of any complaint or appeal.

E.8 QUALITY ASSURANCE
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£.8.A. Describe how you will develop and utilize quality assurance and quality improvements methods to ensure that the appropriate

Vendor:

CoF .

Evaluator's Name: Wu m m.mw§z

Evaluator's Title:

E

Stabilization Units.

gmmnz_um any unigue challenges you see within this Region and how you will address them and explain why you are particularly well
suited to provide services in the Region.
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services and treatments for Clients with the most serious behaviora! illness, inciuding those with re-occurring crises, hospitalization, and >
emergencies, are receiving the most effective and efficient treatment modalities available.
E.9 VENDOR COMPENSATION AND FINANCIAL MANAGEMENT
E.9.A. Describe how it will comply with the requirements set forth in RFQ Section 2.9 regarding utilization of funds provided by DHS: %(\ F.N\ \.\crrh.imm v
aAttest you shall utilize DAABHS funds only for the populations defined in RFQ Section 2.3.2. - )\Tn&, Comam v U
V.\ommnzcm how you will keep receipts of purchases for SSBG Title XX services and send billing to DHS monthly according to the 5SBG Block .w
Grant Manual {Attachment H J). 5
m\_ummnzcm your ability to bill private insurance plans, Medicaid, Medicare, and Veterans Administration benefits and how you will ensure )
you bill these payor sources when an individual is enrolled such that contracted funds will be the payor of last resort. \E\\Ns\\uq\i o Ommtu\mqusixw
d/Attest you shall undergo an annual audit conducted by a certified public accounting firm. .H i
e. Describe how your agency will utilize funds toward the development of infrastructure. ! NPT S hﬁsﬁ& F
] P39 £y
E.10 REGION SPECIFIC SERVICES
E.10.A. Submit a narrative that describes how you propose to perform the RFQ required services in your desired Region.
\mAummn:_um your specific community collaborations in each county E.ﬁ&: this Region.‘Include copies of Memorandum of Understandings, ]g \N\Q.(NWVW o T
and any other formal or informal agreements, or letters of support from community partners in your Region to demonstrate solid bt Sy Q\ 2Lt CA
community partnerships and collaborations. For example, without limitation, these may include emergency departments, jails, Division of nﬁk&.&\u FI Y )
Children and Family Services, local law enforcement, local PCPs, Division of County Operations, local schools, shelters, and Crisis E ,M

Sub-Section Total

110
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710-19-1024 Mental Health Centers Evaluator's Name: /5, .“_m&...# A4

Evaluator's Title: L h..u\ru

Evaluator's Signature S ceed £A (1o

Date: ) 7177
LI | M
Omitted -0; Poor-1; Below Average-2; Adequate-3; Good-4; Exceptional-5
ﬁp) M 20 ¢ Aves Maximum| Actual Comments
Available | RAW Evaluator's comments are Required for all
RAW Score scores except adequate (3 pts)
E. 1 VENDOR QUALIFICATIONS
E.1.B. Provide a narrative ﬁmmmaﬁm the background of your company. This shali include, but is not limited to: a¥Date
established. " WrS G .?P:.ru\ cwnmmclfdfa‘ 1447
b/ List of non-profit’s Board of Directors. st © Co~$er soo 5 (W
d. Total number of employees. W»&O
. An organizational chart displaying the overall business structure
£.1.C. Past Performance: Describe your company’s experience similar to that which is sought by this RFQ within the past (3} years. %&m\h — it
Included in this narrative, the Vendor shall provide: ‘E [IUA Loy
a. A description of the work performed, including if this work was provided for DHS. b. If provided under a contract: )
i. Name of entity with whom the Vendor had/has a contract. S 8
ii. Summary of the Scope of Work. iii. Project amount. iv. Any nw*mﬂzm actions or litigation pertaining to the contract @5\5\%
E.1.D. Provide information on the proposed CEQ, Medical Director, and Director of Clinical Services and their direct relevant functional
experience over the last five (5) years per selected area, or give an explanation as to why three (3) are not submitted. For each person, §.>qa_\a Gﬂ . m_ _th.S\ .v. Py T
please provide: £ (oo 4
5 dwes X as/ \\ oo
i . A oo
w.\msam:nm of the qualifications and credentials of the respondent’s key personnel. L \\‘\.ﬁw._\w, £ uﬂ
gmmc:wm of the respondent’s CEQ, Medical Director, and Director of Clinical Services W \uu £




Individual Evaluation Score Sheet
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E.1.E. Submit a minimum of three (3) fetters of recommendation from five (5} three (3) different sources. Current or previous Clients may
not be used as references. DHS reserves the right to contact the references submitted as well as any other references which may attest to
the respondent’s work experience. Letters of recommendation shall meet the following criteria:

# They shall be on official letterhead of the party submitting recommendation.
&A:m,\ shall be from entities with recent (within the last three [3] years) contract experience with the respondent.
\n.\.;m< shall be from individuals who can directly attest to the respondent’s qualification(s) relevant to this RFQ.
\n_. They shall be limited tq organizational recommendations, not personal recommendations.
e. They shall bg d.act more than six (6) months prior to the proposal submission date.

f. They shall include the current phone number, mailing address, email address, title, printed name.

B They shall contain the signature of the individual of the party submitting the recommendation.

’ A They shall not be from current DHS employees.

Vendor:
Evaluator's Name:

Evaluator's Title:
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E.2 GENERAL SERVICE DELIVERY REQUIREMENTS

E.2.A. Describe your plan to meet all the requirements listed in RFQ Section 2.1 pertaining to the delivery of services in your Region.

E.2.B. Describe your capabilities to provide appropriate services by telemedicine, and how your telemedicine services will meet state and
federal requirements to ensure security of client information remains within H!PAA and other confidentiality-related guidelines

E.3 SERVICE DELIVERY DUTIES
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E.3.A. Describe how your company will develop and provide crisis services for adults, youth, and children experiencing Psychiatric or
Behavioral Crises and how you will develop and utilize mobile crisis teams within Region where you are proposing to provide services.
Describe <0cq\,_m: to meet the requirements in RFQ Section 2.3.2.A including but not limited to:
a. Serve the following populations in the delivery of crisis services:
i. Mobile Crisis population: Adults, youth, and children experiencing a Psychiatric or Behavioral Crisis without a payor source for medically
necessary services.
/\_. Division of Children and Family Services (DCFS) population: All persons in the custody of the DCFS who are not a member of a PASSE.
%. Develop, maintain, and follow all procedures for a Mobile Crisis team of licensed behavioral health professionals to provide Mobile
Crisis assessment and stabilization.

. Utilize a mobile crisis team prevent the deterioration of a Client’s functioning and respond to Psychiatric and/or Behavioral Crises.
and procedures for the management of behavioral health crises for children, youth, and adults. You
may describe your existing policies and procedures, if applicable.

.w\. Develop and utilize a screening assessment tool, including an mSam:nma..cmmv&Em assessment too!, to measure immediate and

potential safety needs and protocols for using the screening assessment.
JProvide and staff a Warm Line or an outpatient Drop-in {Walk-in) clinic available to Clients in need of lower threshold intervention, or
crisis services, on the evenings, weekends, and holidays.
...m\. Utilize mobile crisis teams to triage individuals into the least restrictive services.
v.\Om,..m_ou and utilize crisis stabilization plans for clients diverted from acute hospitalization including documentation of all follow-up post
crisis stabilization.
;..\?os% or make a referral for any clinically necessary, alternative psychiatric treatment following a Mobile Crisis assessment.
W Coordinate with community partners to ensure comprehensive aftercare and provide discharge planning for all persons leaving an acute
setting.
:ﬁ Administer Acute Care Funds for psychiatric hospitalization for adult Clients experiencing a Psychiatric or Behavioral Crisis.
Vendors are encouraged, but not required to provide Therapeutic Communities (TC) or Acute Crisis Unit (ACU), or sub-contract with one. If
you propose to provide an ACU or TC, describe your plans to implement and staff the proposed ACU, including the date when your ACU
will be able to serve Clients. Describe your plan to provide services to clients at your ACU. If you plan to sub-contract, describe your plans

.M\_um,..m_ov and implement policies

Vendor: \SME .

Evaluator's Name:

Evaluator's Title:

on implementing appropriate agreements, projected costs, and accessibility. w/??.
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Individual Evaluation Score Sheet
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£.3.B. Describe how your company will provide services to ASH patients, potential patients, and former patients within the Region you are
proposing to provide services and describe your plan to meet the requirements in RFQ Section 2.3.2.B including but not limited to:
A. Serve the following population in the delivery of services pertaining to ASH within the Vendor’s Region:

. Adults, youth, and children residing within the Vendor’s respective Region, who are awaiting an ASH bed, Clients referred by ASH
currently receiving services at ASH who were residing in Region at time of admission and preparing for discharge to return to Region, or
Client referred by ASH who have been discharged from behavioral health treatment services at ASH, including those with Community-
based 911 Status.
¥’ Serve as the Single Point of Entry (SPOE) for ASH:
i_Ehsure an SPOE screening occurs within two (2) hours of the initial request by a licensed behavioral health professional.

J¥ Ensure the SPOE assessment is completed completely and accurately.
o.\mm.&m Clients on the ASH waiting list:
L.\ommnz_um what services you will make available to provide support and stabilization to those awaiting admission.
A. serve Client actively admitted to ASH as they prepare for discharge:
m..nasmmo: of Care Coordination and other services which may assist with discharge and continuity of care.
e. Serve all ASH discharges referred by ASH to the Vendor regardless of the payor source.
f. Provide services to Community-based 911 Status Clients regardless of the payor source.

Vendor:

MEHS
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Evaluator's Name: 3, cdeep FALI
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Evaluator's Title:
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E.3.C. Describe how you will provide Forensic Evaluations to Clients within the Region you are proposing to provide services and describe
your plan to meet the requirements in RFQ Section 2.3.2.C including but limited to:
& Provide ACT 327, ACT 328, and ACT 310 Forensic Evaluations to the RFQ-defined population according to Arkansas Code Annotated
(ACA) §§ 5-2-327 and Arkansas Code Annotated (ACA) §§ 5-2-328.
\m Provide court-ordered Forensic Evaluations within the timeframes listed in the RFQ.
n.\?o,\am Qualified Psychiatrists and/or Qualified Psychologist to perform the ACT 327, ACT 328, and ACT 310 Forensic Evaluations.
d@/Refer Clients not fit to proceed with the criminal justice/legal process to the Forensic Outpatient Restoration Program.
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Individual Evaluation Score Sheet
710-19-1024 Mental Health Centers

£.3.D. Describe how your company will administer the Forensic Outpatient Restoration Program within the Region you are proposing to
provide services and describe your plan to meet the requirements in RFQ Section 2.3.2.D including but not limited to:
¥/ Serve the RFQ-defined population according to Arkansas Code Annotated (ACA) §§ 5-2327 and Arkansas Code Annotated {ACA) §§ 5-2-
328 in the delivery of FORP services.
Jb. Provide all educational, clinical, and medically necessary behavioral health services to individuals awaiting a trial or hearing.
¢’Have qualified staff in place to provide didactic competency services.
2. Document progress notes or reports, with the DAABHS specified criteria, and send to designated DHS staff within DAABHS required
timelines.
¢ Provide Individual Outpatient Restoration according to the RFQ requirements.
£ Provide ACT 310 Forensic Re-Evaluations for Clients to have been restored to competency.
mr.\omﬁmﬁ:::m need for and request ASH inpatient admission for any Client you cannot restore as an outpatient Client.
&. Schedule a Psychiatric Assessment for any referred defendant for whom there has been no psychiatric evaluation within the past six (6)
months.

Vendor: \\PM.VN.M

Evaluator's Name: R, Y<ef I
[

Evaluator's Title:
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E.3.E. Describe how your company will provide services to Non-Medicaid individuals who meet criteria for Serious Mental lliness within
the Region you are proposing to provide services and shall describe your pian to meet the requirements in RFQ Section 2.3.2.E including
but not limited to:

2 Provide Care Coordination to non-Medicaid clients including insurance enrollment.
v.\P‘osn_m medically-necessary services described in the current Outpatient Behavioral Health Services Manual and the Adult Behavioral
Health Services for Community Independence Manual to non-Medicaid Clients.
a\mﬂosa_m Drop-in Model or Club House Model services to non-Medicaid Clients.
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Individual Evaluation Score Sheet
710-19-1024 Mental Health Centers

£.3.F. Describe how your company will provide services for the First Episode of Psychosis (FEP) within the Region you are proposing to
provide services and describe your plan to meet the requirements in RFQ Section 2.3.2.F including but not limited to:

a. Make FEP services available to the individuals between the ages of fifteen (15) and thirtyfour (34) who are experiencing FEP who are
without a payor source, or have insurance benefits that will not reimburse for FEP services.
b. Conduct education and outreach in the community to enhance awareness of symptoms and treatment options for FEP.
c. Implement FEP services using an evidence-based model that includes elements described in RFQ Section 2.3.2.F.4.

Vendor;
Evaluator's Name:

Evaluator's Title:

MSHS
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£.3.G. Describe how your company will provide Community-Based Services and Support to your Clients within the Region you are

proposing to provide services and describe your plan to meet the requirements in RFQ Section 2.3.2.G including but not limited to:

Mom,\m_ou and maintain local behavioral health and community resource directory, as well as community partnerships and collaborations

with relevant agencies, stakeholders, and groups.

. Demonstrate an on-going public information and education campaign to educate the local community with information about available

resources, hours of operation, contact information, and how to access the agencies’ services, including Crisis Services.

&. Demonstrate support of a Consumer Council, parent training, community response to tragedy, community resource center, and jail
diversion.

4. Provide Community-Based Services and Support that are culturally competent, strengthbased, and collaborative with community
partners,

Vendors are encouraged, but not required to participate in the maintenance or development of Mental Health Courts. If you chose to

pursue this, describe your plans to implement and staff the proposed collaborative effort, including the date when your agency will be

able to serve Clients through this option.
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Individual Evaluation Score Sheet
710-19-1024 Mental Health Centers

£.3.H. Describe how you will administer Social Services Block Grant (SSBG) Title XX Services within the Region you are proposing to provide
services and describe your plan to meet the requirements in RFQ Section 2.3.2.H including but not limited to:
_A’Make S5BG Title XX Services available to the SSBG Title XX Population of all Clients who meet the criteria outlined in the SSBG Manual
(Attachment H).
\U.\ba_ﬂm:_mﬁmq traditional and non-traditional SSBG Title XX Services as described in RFQ. 2.3.2. H.2.
e~ Complete the DHS 100 form.
Compliance with Social Services Block Grant requirements found in Attachment H.

Vendor: MSHS .

Evaluator's Name:  Badced Frfr—

Evaluator's Title:
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£.3.1. Describe how you will ensure the provision and availability of Expanded Services within the Region you are proposing services and
describe your plan to meet the requirements in RFQ Section 2.3.2.| including but not limited to:
,.K:E::m the following services are available directly or through a sub-contractor: i-Partial Hospitalization.
ii Peer Support. iik-Family Support vm_.ﬁ:mr\_,._\.m:uuo:ma Employment.
~f. Supported Housing.
yi-Therapeutic noBB::Emm\inEm Crisis Units.
Tl Aftercare Recovery Support.

<m§ are encouraged, but not required to participate in the purchase of necessary psychotropic medication for individuals when there
is no other payor source. If you chose to pursue this, describe your plans to implement and coordinate this service.

ﬁwn\moqs_.:cas, Mental Health Center must provide access to Medication Assisted Treatment in each county within their contracted
region.
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Individual Evaluation Score Sheet
710-19-1024 Mental Health Centers

E.4.A. Describe how your company will develop community collaborations and partnerships and your plan to meet the requirements in
RFQ Section 2.3 within the Region you are proposing services including but not limited to:
aCollaborate with diverse stakeholders within the proposed Region.
\_Wno__m_uo_.mﬂm within the community to assist with assistive outreach, Early Intervention, and stabilization of individuals who may reside in
jails, be hospitalized, experiencing a FEP, or have re-occurring crises.
r.,\bmm._mﬁ in developing short and long-term solutions to help individuals connect with community supports.
A Focus on developing collaborations to prevent deterioration of Clients and enhance Clients’ functioning and provide community
members with a full array of medically necessary behavioral health care services.
& Develop partnerships with child and youth serving agencies and family organizations to avoid children and youth being placed outside
their home and community.

Vendor:
Evaluator's Name:

Evaluator's Title:
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E.5 STAFFING REQUIREMENTS

E.5.A. Describe your company’s staffing plan for the Region you are proposing to provide services and how you will ensure the services
you render to Clients are provided within the scope the performing healthcare provider:
&mmn:cm your policies and procedures for training all staff and tracking the training requirements.
/6. Describe your ability to demonstrate on-going staff development and recruitment.
&mmn:am your efforts to ensure all staff are good stewards of state and federal funds.

E.6 RECORDS AND REPORTING

E.6.A. Describe your company’s policies and procedures related to Client records and record retention including:
w\y description of the electronic medical records system you use and what documentation is captured in the electronic medical records
system.
¥ How you plan to document all services rendered via the Contract’s funding sources and report this data to DHS in the DHS-approved
format and timeframe.

E.7 APPEALS AND GRIEVANCE PROCESS

E.7.A. Describe your plan for providing a system for handling individual complaints and appeals, and cooperating fully with the processing
of any complaint or appeal.

Friless P

E.8 QUALITY ASSURANCE
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Individual Evaluation Score Sheet
710-19-1024 Mental Health Centers

£.8.A. Describe how you will develop and utilize quality assurance and quality improvements methods to ensure that the appropriate
services and treatments for Clients with the most serious behavioral illness, including those with re-occurring crises, hospitalization, and
emergencies, are receiving the most effective and efficient treatment modalities available.

Vendor:
Evaluator's Name:

Evaluator's Title:
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E.9 VENDOR COMPENSATION AND FINANCIAL MANAGEMENT

£.9.A. Describe how it will comply with the requirements set forth in RFQ Section 2.9 regarding utilization of funds provided by DHS:
£ Attest you shall utilize DAABHS funds only for the populations defined in RFQ Section 2.3.2.
beBescribe how you will keep receipts of purchases for SSBG Title XX services and send billing to DHS monthly according to the SSBG Block
Grant Manual {Attachment H J).
27 Describe your ability to bill private insurance plans, Medicaid, Medicare, and Veterans Administration benefits and how you will ensure
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you bill these payor sources when an individua! is enrolled such that contracted funds will be the payor of last resort. %Jo\nat N\M S:TeES " Wm
4. Attest you shail undergo an annual audit conducted by a certified public accounting firm. Jer~ 2 _ .,M N }
e Describe how your agency will utilize funds toward the development of infrastructure. — e Necpn ! ;
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E.10 REGION SPECIFIC SERVICES

£ 10.A. Submit a narrative that describes how you propose to perform the RFQ required services in your desired Region.
‘w&mmnzam your specific community collaborations in each county within this Region. Include copies of Memorandum of Understandings,
and any other formal or informal agreements, or letters of support from community partners in your Region to demonstrate solid
community partnerships and collaborations. For example, without limitation, these may include emergency departments, jails, Division of
Children and Family Services, local law enforcement, local PCPs, Division of County Operations, local schools, shelters, and Crisis
Stabilization Units.

b. Describe any unique challenges you see within this Region and how you will address them and explain why you are particularly well
suited to provide services in the Region.
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