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710-19-1024 Mental Health Centers Evaluator's Name: B 'dced Aftaras
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Evalualor's Title: I;nlﬁ.%\,u o

Evaluator's Signature: o8, b /1R 1~
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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 @T— P\ CARF s 2019,

established. |¢{7]7 e s g lepatilor 3| S Yhom buo ot ~ed.

7List of non-profit’s Board of Djrecto 3 3l . 5 .
/Total number of employees. ,_.HW,W.W ol 7 lovrechons BH e ! \uxﬁr ahae FT F..P (Opmneler o prov
1\ An organizational chart displaying the overall business structure “ .\w W&Un,ﬂurt\. Seraen Gor &1\ DO ax cle~h

7 A8y
E.1.C. Past Performance: Describe your company's experience similar to that which is sought i
Included in this narrative, the Vendor shall provide:

within the past (3) years. TC S %7, FFV> Fho f30/11
AMQ\P votshin (alilsd, .

8/A description of the work performed, including if this work was provided for DHS. &* provided under a contract: . G._»Zy\. Q}/?ﬁpﬁw , o oA
iyName of entity with whom the Vendor had/has a contract. .W ?\m?mfww S %Crr%t\ T.W
i/ Summary of the Scope of Work. mﬁku_,o_.mg amount. iy Any corrective actions or litigation pertaining to the contract ,.XCS E\\.ﬁ ble vobcrorouﬁrh\(r |

Vi oll 18 IR prrsvvo

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, \SO.M \P&jm =y )
please provide: \E&k&n% Ceerrtnt \Q.hﬁ /G

5 W el nug.wl.
a. Evidence of the qualifications and credentials of the respondent’s key personnel.

e ]
b. Resume of the respondent’s CEQ, Medical Director, and Director of Clinical Services QFT\_Q\\ﬁl ,\U\S.PP\?(M \gu\.}\l(a.
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Individual Evaluation Score Sheet
710-19-1024 Mental Health Centers

£.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:

w.\._.: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.

Vendor:

Evaluator's Name: m _m“ mﬁ\h_

Evaluator's Title:
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¢. They shall be from individuals who can directly attest to the respondent’s qualification(s) relevant to this RFQ, > ? Lecest ATQS\_ %Oh@.\wu\
a.\._.:m< shall be limited to organizational recommendations, not personal recommendations. Y —1" . - o“\ P .." . \* &\Q
m.\;m,\ shall be dated not more than six {6) months prior to the proposal submission date. o ‘\ ’ i
. . . . . - Mg anm il H
«. They shall include the current n@ er, mailing address, email address, title, printed name. &

8. They shall contain thg-signature of the individual of the party submitting the recommendation. & rot” exp
h. They shall not be from current DHS employees. - SOME.- \Q.NQ\GUD\N \&%\
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E.2 GENERAL SERVICE DELIVERY REQUIREMENTS )
vy
5 3

£.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>~_
N

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
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Individual Evaluation Score Sheet Vendor: Q%E&Sﬁ
710-19-1024 Mental Health Centers Evaluator's Name: Bodcet e

Evaluator's Title:

E.3.A. Describe how your company will develop and provide crisis services for adults, youth, and children experiencing Psychiatric or \“&n rdacte € Coes
Behavioral Crises and how you will develop and utilize mobile crisis teams within Region where you are proposing to provide services. Land \ﬁ Gran “ Ve
Describe your plan to meet the requirements in RFQ Section 2.3.2.A including but not limited to: NWM_SN Gw&\t_wno N\mr ~ fe \I\u\m\qm
& Serve the following populations in the delivery of crisis services: \S...\&MD (31 Swn ez &
i/Mobile Crisis population: Adults, youth, and children experiencing a Psychiatric or Behavioral Crisis without a payor source for medically
Q\ necessary services. EGC:S Lig® — prarre d
u\_u_smmo: of Children and Family Services (DCFS) population: All persons in the custody of the DCFS who are not a member of a PASSE. Vmu mmﬁ\\\\.\.q

@.\_um,,.m_oP maintain, and follow all procedures for a Mobile Crisis team of licensed behavioral health professionals to provide Mobile

Crisis assessment and stabilization. '
%\pa\l& Sfor Z_ %\% -

%\ Utilize a mobile crisis team prevent the deterioration of a Client’s functioning and respond to Psychiatric and/or Behavioral Crises.
ﬁxom<m_ou and implement policies and procedures for the management of behavioral health crises for children, youth, and adults. You W Emﬁm

may describe your existing policies and procedures, if applicable.
@\Om<m_ou and utilize a screening assessment tool, including an msam:n&\“mmma crisis assessment tool, to measure immediate and

potential safety needs and protocols for using the screening assessment. 5
J/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.
m.\c:_:m mobile crisis teams to triage individuals into the least restrictive services.
gm&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.
..X“oo_d.:mﬁm with community partners to ensure comprehensive aftercare and provide discharge planning for all persons leaving an acute
setting. . ; 8
\;a:i:._ﬂmq Acute Care Funds for psychiatric hospitalization for adult Clients experiencing a Psychiatric or Behavioral Crisis. RN\_\&P; E \le(
Vendors are encouraged, but not required to provide Therapeutic Communities (TC) or Acute Crisis Unit (ACU), or sub-contract with one. If Qo ¢ — Jhv Ty
you propose to provide an ACU or TC, describe your plans to implement and staff the proposed ACU, including the date when your ACU
4
m

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.
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710-19-1024 Mental Health Centers

E.3.8. 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:
&Mmm_ém the following population in the delivery of services pertaining to ASH within the Vendor's Region:
Ji. 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 AS5H, including those with Community-
based 911 Status.
,&Am:\m as the Single Point of Entry {SPOE) for ASH:
R:m:ﬂm an SPOE screening occurs within two (2) hours of the initial request by a licensed behavioral health professional.
.r.r\m:m:ﬁm the SPOE assessment is completed completely and gccurately,
e./Serve Clients on the ASH waiting list:
.\Ummnlam what services you will make available to provide support and stabilization to those awaiting admission. ——

Vendor:
Evaluator's Name;

Evaluator's Title:

% Serve Client actively admitted to ASH as they prepare for discharge:
mProvision 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.
%\vqoe.dm services to Community-based 911 Status Clients regardless of the payor source,
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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:
m\m_,os.n_m 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.
w&_‘osam court-ordered Forensic Evaluations within the timeframes listed in the RFQ.
L. Provide Qualified Psychiatrists and/or Qualified Psychologist to perform the ACT 327, ACT 328, and ACT 310 Forensic Evaluations.
QN»QQ‘ 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
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E.3.D. Describe how your company will administer the Forensic Qutpatient Restaration 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:
ﬁ\m?m 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.
&..oﬁ% all educational, clinical, and medically necessary behavioral health services to individuals awaiting a trial or hearing.
P\Am.._.m gualified 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.
m\?osam Individual Outpatient Restoration according to the RFQ requirements.
gﬂos% 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.
an:mac_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:
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E.3.E. Describe how your company will provide services to Non-Medicaid individuals who meet criteria for Serious Mental ltiness 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:

u\ﬁqosam Care Coordination to non-Medicaid clients including insurance enrollment.
,v.\_u8<am medically-necessary services described in the current Outpatient Behavioral Health Services Manual and the Adult Behavioral
Health Services for Community Independence Manual te non-Medicaid Clients.
m\?osn_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

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\_smrm 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
Rmo:a:nﬁ education and outreach in the community to enhance awareness of symptoms and treatment options for FEP

A Implement FEP services using an evidence-based madel that includes elements described in RFQ Section 2.3.2.F.4.

Vendor:
Evaluator's Name:
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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:
Q@me.m_ou and maintain local behavioral health and community resource directory, as well as community partnerships and collaborations

with relevant agencies, stakeholders, and groups.
b&mao:mﬁmﬁ 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 Consumer Council, parent training(co

unity response to trage munity resource centar, m:a@
diversion.>
Provide Community-Based Services and Support that ate 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
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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 SSBG Title XX Services available to the SSBG Title XX Poputation of all Clients who meet the criteria outlined in the SSBG Manual

A\ (Attachment H).
. Administer traditional and :o:M\&:o:m_ SSBG Title XX Services as described in RFQ 2.3.2. H.2.

" Complete the DHS 100 Form.
ﬁ\au:m:nm E:rmogm_mm_.snmmmSn_AmS:ﬁ_‘mnc:mam:.ﬁioc:aszmnrami_._.

Evaluator's Name:

vendor. __ (ppunect g

.\m.\_ow% Huns

Evaluator's Title:

£.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.
iil-Peer Support, iil-Family Support Partner. jv~Supported Employment.
_V. Supported Housing.
i:m_‘mﬁmczn Communities. vii. Acute Crisis Units.

<§8_‘83 Recovery Support.

Vendors are encouraged, but not required to participate in the purchase of necessary psychotrgpigshedication for individuals when there

is no other payor source. If you chose to pursue this, describe your plans to implement and coordinate this service.
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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:
.\\no“_m_uo_‘mﬁm with diverse stakeholders within the proposed Region.

\no__mcoa”m 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.

\w.\>mmmwﬁ in developing short and long-term solutions to help individuals connect with community supports.
\Kmoﬂ_m on developing collaborations to prevent deterioration of Ciients and enhance Clients’ functioning and provide community
members with a full array of medically necessary behavioral health care services.
m\0m<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:

system.
ract’s funding sources and report this data te DHS in the DHS-approved

R_._oé you plan to document all services rendered via the Cont
format and timeframe.

&ommnzwm your policies and procedures for training all staff and tracking the training requirements.
b, Describe your ability to demonstrate on-going staff development %ME:B..W:”. >
? 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: q\rh\\mr\&.&-ﬁ
A description of the electronic medical records system you use and what documentation is captured in the electronic medical records N
5

..\.
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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.

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:

Evaluator's Name:

Evaluator's Title:
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services and treatments for Clients with the most serious behavioral illness, including those with re-occurring crises, hospitalization, and > w b&hﬂmmhg%?\mb Lt : @«é«.@&»i%“\wwm
emergencies, are receiving the most effective and efficient treatment modalities available. . are freuived
E.9 VENDOR COMPENSATION AND FINANCIAL MANAGEMENT
Vil s PSuonCs. +
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: . Z
N «%R«umﬁ —
/ Attest you shall utilize DAABHS funds only for the populations defined in RFQ Section 2.3.2. @ %9\&3)} Tm e |
Describe how you will keep receipts of purchases for SSBG Title XX services and send billing to DHS monthly according to the SSBG Block /Mol Corar £k
Grant Manual (Attachment H ). 5 % 7 s LA~ Tew
[ Describe your ability to bill private insurance plans, Medicaid, Medicare, and Veterans Administration benefits and how you will ensure ««% >\QN _W_N\ H&a\,\\\\
you bill these payor sources when an individual is enrolled such that contracted funds will be the payor of iast resort. E AR
(% ttest you shall undergo an annual audit conducted by a certified public accounting firm. F:s _.Zbrf o Pt oFhTe S =6 ?Fr%z(wo
_umwn_.__um how your agency will utilize funds Séma\ﬂrm\am,\m_ougmﬁ of _:_ﬂam::nﬁchmv ] \CR T E@Su)c{, PG AN
! RED I ..
S ¢ nptrhn\g?w ﬁr\sr. (&
E.10 REGION SPECIFIC SERVICES
E.10.A. mccj_w a :m:.m:,.,w that describes :ws you propose to _n.vmlo.q:,_ the RFQ required services in your desired Region. m . o bo + h.\nv\\?r\
a. Describe your specific community collaborations in each county within this Region. Include copies of Memorandum of Understandings, & d Qw. « collebs T
and any other formal or informat agreements, or letters of support from community partners in your Region to demonstrate solid < Fr
community partnerships and collaborations. For example, without limitation, these may include emergency departments, jails, Division of m\{ﬁ \\\\\\q v \ \\\%ﬁ.\\\
Children and Family Services, local law enforcement, local PCPs, Division of County Operations, local schools, shelters, and Crisis - N e zf&?(ﬁ“ b wA
Stabilization Units. =
3&.&.,\ c wm!an.m‘.ﬁ\.
b. Describe m:éancm challen ou see within this Region and how you will address them and explain why you are particularly wel!
suited to provide services in the Region. N | peme \DPSMH\\NN.\\
Sub-Section Total 110 0
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Evaluator's Title:
Evaluator's Signature:

Vendor:
Evaluator's Name:

7. 4 Qb&n\b\?ﬁn 0\.(0\.\

mwb_&\n& Adtpis

jose)

(A
Date: TP IR
Omitted - 0; Poor ~1; Below Average -2; Adequate-3; Good-4; Exceptional - 5 ot
SIS (Artihed N Nadhn Maximum| Actual Comments
.&, o e Cornnes — Available | RAW Evaluator's comments are Required for all
(VTN owes/d BRA 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
established. 141
g/ List of non-profit’s Board of Directors. _ \W
&08_ number of employees. 4SO 1715 31@,\6 f\:uv. >
n.\>: 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. \\7@0 {1 3 \.{_ gn}(ﬂ.\\
Included in this narrative, the Vendor shall provide:
# A description of the work performed, including if this work was provided for DHS. Al provided under a contract: s W
¥ Name of entity with whom the Vendor had/has a contract.
m\mca_ﬁmé of the Scope of Work. _F\?o_.mn” 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 retevant 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 | D
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
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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 fallowing criteria:

_« 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.
@ They shall be limited to organizational recommendations, not personal recommendations.
mm They shall be dated not more than six (6) months prior to the proposal submission date.
\%.@ shall include the currengphdne numbek, mailing addressyemail address, title, printed name.
m\., They shall contain the signature of the individual of the party submitting the recommendation.
M. They shall not be from current DHS employees.

Evaluator's Name:

Vendor:
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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.

des BAFOl , AUD hooding
0\!\“h&‘\1 : ﬁnvhm\ F Qmp\m\ﬂ\ﬂ~{m%\r...__1

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:

a. Serve the foilowing populations in the delivery of crisis services:

Li"Mobile Crisis population: Adults, youth, and children experiencing a Psychiatric or Behavioral Crisis without a payor source for medically
necessary services.

_Jk. 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.

& 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.

e. Develop and utilize a screening assessment tool, including an evidenced-based crisis assessment tool, to measure immediate and
potential safety needs and nSSnor_m for using the screening assessment,

f 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.
vg. Utilize mobile crisis teams to triage individuals into the least restrictive services.

b. Develop and utilize crisis stabilization plans for clients diverted from acute hospitalization including documentation of all follow-up post
crisis stabilization.
i/Provide or make a referral for any clinically necessary, alternative psychiatric treatment following a Mabile Crisis assessment.
| j- Coordinate with community partners to ensure comprehensive aftercare and provide discharge planning for all persons leaving an acute
setting.

&\baa_:mm"mﬂ 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
IE:_ 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 Name:

Evaluator's Title:
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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:

# 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.
i/ 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:

oGl .

Evaluator's Name;

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 2.2.2.G including but not limited to:
w\ume.m_ov and maintain local behavioral health and community resource directory, as well as community partnerships and collaborations
with relevant agencies, stakeholders, and groups.
tm 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 nozwc.wym_. Council, parent training, community response to #fagedy, community resource center, and _..m\:\

E 1
diversion. PO
a\?ost 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 noc}m. 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

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:
A Make SSBG Title XX Services available to the SSBG Title XX Population of all Ciients who meet the criteria outlined in the SSBG Manual
(Attachment H).
2. Administer 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. ili. 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 um<n§u._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 qﬂm.wv‘mm:” in each county within their contracted
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E.4 COMMUNITY COLLABORATIONS
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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.
LS 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.
A Assist in developing short and long-term solutions to help individuals connect with community supports.
M. 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:
arDescribe 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.

5\\%\..?“@» ..Q_\f N\nrv\j Lidad 99—
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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.
ﬂIoS_ 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.

Cogsl b (s

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 fraaed

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

Evaluator's Title:

Vendor:
Evalvator's Name:

3
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services and treatments for Clients with the most serious behavioral illness, including those with re-occurring crises, hospitalization, and > \§\\§§ﬁm &mu 01y

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

E.9 VENDOR COMPENSATION AND FINANCIAL MANAGEMENT
it tl ot/
E.9.A. Describe how ix will comply with the requirements set forth in RFQ Section 2.9 regarding utilization of funds provided by DHS: \Qh@m\.\ SCtrCan ™ 21 e o

. Attest you shall utilize DAABHS funds only for the populations defined in RFQ Section 2.3.2. \(M ) \A\“»r* n\n\\m}\k

b/bescribe how you will keep receipts of purchases for SSBG Title XX services and send billing to DHS monthly according to the SSBG Block w A (e~
Grant Manual (Attachment H J). 5
m\Ommn:_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. . . oot
@7 Attest you shall undergo an annual audit conducted by a certified public accounting firm. o\ev\M\(\ m\w@g\p\“\w \MH\\%C
e. Describe how your agency wili utilize funds toward the development oﬁS?mﬂEnEB. “ \M.M\_\MS\ < / Em\mﬁ})\
- Loy o sty o et e
E.10 REGION SPECIFIC SERVICES ) Q .
E.10.A. Submit a narrative that describes how you propose to perform the RFQ required services in your desired Region. ool Slerx
a. Describe your specific community collaborations in each county within this Region. Include copies of Memorandum of Understandings, IN'E N
and any other formal or informal agreements, or _mmm_.m of support from community partners in your Region to demonstrate solid Fondc
community partnerships and collaborations. For example, without limitation, these may include emergency departments, jails, Division of § o) d A
Children and Family Services, iocal law enforcement, local PCPs, Division of County Operations, local schools, shelters, and Crisis 5 U Acc
Stabilization Units. UANS
h\t\..ms. \mmw\
b. Describe any unique challenges you see within this Region and how you will address them and explain why you are particularly well @ wjamny i Lo, KA ?f\\\m.&
suited to provide services in the Region. \MM\ sy el Ccae Ae,
— e — e e
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Individual Evaluation Score Sheet
710-19-1024 Mental Health Centers

Vendor: %Se..%? .\\W.r\k\. \®iv
Evaluator's Name: Prdcdt Abark

Evaluator's Title:

Evaluator's Signature: 9, Jort IS s

. Date: :.__\5.:@ N\
Omitted — 0; Poor-1; Below Average - 2; Adequate - 3; Good - 4; Exceptional - 5
W Maximum| Actual Comments
@\&, m) Available | RAW Evaluator’'s comments are Required for al
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
esgablished. {80
.&.ﬁ of non-profit’s Board of Directors. 5 .@
¢, Total number of employees. §~
gm. 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. N\m\\ﬁh ﬁ.\%\ \_\?Qﬁ F\Qvﬁ
,_w@cama in this narrative, the Vendor shall provide: \_\\u \&1&«&.‘“\\

/A description of the work performed, including if this work was provided for DHS. b provided under a contract: 5 m
KAmBm of entity with whom the Vendor had/has a contract.
:kc:i:m_z of the Scope of Work. iiji.~Project amount. iv. Any corrective acti r 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 & picel b_ R
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, M D Aa 129 \_\S.QQ R
please provide: . \W \&.F L - P Cla s
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 shal! be from entities with recent {within the last three [3] years) contract experience 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 maaqmm%mmmk 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.
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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

E.3 SERVICE DELIVERY DUTIES
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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:
aServe the following populations in the delivery of crisis services:

JrMobile 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.
p. Develop, maintain, and follow all procedures for a Mobile Crisis team of licensed behavioral health professionals to provide Mobile

. Crisis assessment and stabilization.

&E_nm a mobile crisis team prevent the deterioration of a Client’s functioning and respond to Psychiatric and/or Behavioral Crises.
A. 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.

e. Develop and utilize a screening assessment tool, including an mﬁ.@;nhancmmmn crizis-assessment tool, to measure immediate and
potential safety needs and protocolsfor using the screening assessment.

#Provide and staff a Em&::m 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.

\ma:__.Nm mobile crisis teams to triage individuals into the least restrictive services.

b. 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 Mobile Crisis assessment.
J.Coordinate with community partners to ensure comprehensive aftercare and provide discharge planning for all persons leaving an acute
setting.

k<Administer Acute Care Funds for psychiatric hospitalization for adult Clients experiencing a Psychiatric or Behavioral Crisis. ——

€ndors are encouraged, but not required to provide Therapeutic Communities (TC) or Acute Crisis Unit (ACU), or sub-contract with onef
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
S— on implementing appropriate agreements, projected costs, and accessibility. w/p...:_

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:
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,
b. Serve 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.
ii. Ensure the SPOE assessment is completed completely and accurately.
c. 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:
i. 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.
f. Provide services to Community-based 911 Status Clients regardless of the payor source.

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:
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.
c. Provide 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

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.
b. Provide 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.
d. Document progress notes or reports, with the DAABHS specified criteria, and send to designated DHS staff within DAABHS required
timelines,
e. Provide Individual Qutpatient Restoration according to the RFQ requirements.
f. Provide ACT 310 Forensic Re-Evaluations for Clients to have been restored to competency.
6.\cm.ﬁmq35m 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:
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 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:

.\m. Provide Care Coordination to non-Medicaid clients including insurance enrcllment.

gﬁosam medically-necessary services described in the current Qutpatient Behavioral Health Services Manual and the Adult Behavioral
Health Services for Community Independence Manual to non-Medicaid Clients.

cProvide 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 imited to:

m%mxm 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.
U\mo:n_cn” 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:
Evaluator's Name:

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:
Develop and maintain local behavioral health and community resource directory, as well as community partnerships and collaborations
with relevant agencies, stakeholders, and groups.
Kcmgo:mﬂaﬁm 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.
¢. Demaonstrate support of a naﬁigz‘ parent training) community response to tr edy, community r dcqnm center, m:QhY.‘_\
‘ - diversion. T
h.\?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, Sngsm the date when your agency will be
able to serve Clients through this option. m
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Individual Evaluation Score Sheet
710-19-1024 Mental Health Centers

E.3.H. Describe how you will administer Social Services Block Grant {SS8G) 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 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.
AAoBu.mﬁm the DHS 100 Form.
Coripliance with Sacial 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 praposing 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. ivSupported Employment.
vSupported Housing.
vi. Therapeutic Communities. vii. Acute Crisis Units.
. Aftercare Recovery Support.

Vendors are encouraged, but not required to participate in the purchase of necessary tm<n:&9n 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
region.

eatment in each county within their contracted
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E.4 COMMUNITY COLLABORATIONS
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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:
. q a. Collaborate with diverse stakeholders within the proposed Region.
b, n%%% within the community toassist with assistive outreach, Early Intervention, and stabilization of individuals who may reside in
- jails, be hospitalized, experiencing a FEP, or have re-occurring crises.
cAssist in developing short and long-term solutions to help individuals connect with community supports.
drFocus 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.

h child and youth serving agencies and family organizations to avoid children and youth being placed outside
their home and community. —

K_um(_m_o_u partnerships wit

E.5 STAFFING REQUIREMENTS
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Vendor: A&v\ 7z

Evaluator's Name: 3,V et ol
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Evaluator's Title:
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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:
a-Pescribe 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.
¢ Bescribe 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:

Vb description of the electronic medical records system you use and what documentation is captured in the electronic medical records

= system.

U\.w_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.

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




Vendor: DOR.H :
Evaluator's Name:  [Sadcet Afleis
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Evaluator's Title:
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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.2 VENDOR COMPENSATION AND FINANCIAL MANAGEMENT
Mol coand | Madlcens,

v\/\r/\omﬁr rOS AL Car

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.
b. Describe 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). 5 W
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.
d. Attest you shall undergo an annual audit conducted by a certified public accounting firm.

.[ — e .

e. Describe how your agency will utilize funds toward the development of infrastructure.
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 .#..C& Lin canney ey
a. Describe your specific community collaborations in each county within this Region. Include copies of Memorandum of Understandings, Qr.‘ﬂn 4 CAlo~ I|./L.n\\f
and any other formal or informal agreements, or letters of support from community partners in your Region to demonstrate solid Ay A ==
community partnerships and collaborations. For example, without limitation, these may include emergency departments, jails, Division of «E‘c{ —
Children and Family Services, local law enforcement, local PCPs, Division of County Operations, local schools, shelters, and Crisis N. _ ] T
5 CD i _.WJ RP‘C?_\CV\

Stabilization Units.
naﬂw oGy Speua AT
%\n@\%

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.

110 0

Sub-Section Total
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710-19-1024 Mental Health Centers Evaluator's Name: Bndeet Atans

Evaluator's Title: N% L
Evaluator's Signature: &, ot AT~ 11N

Date: TG }
Omitted - 0; Poor-1; Below Average - 2; Adequate - 3; Good-4; Exceptional-5 UL
?ﬁv%rz,.\ ﬂ.?n...\.ﬂ.d\ — O BUA .00% _<_mx.=3c3 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: arDate
established. 11
i List of non-profit's Board of Directors. - N 5 W
c. Jotal number of employees. SO+ Skt . 25 of JIntn pro Ao Quiacd SN
GN»: 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. 7 9 O \@L \u.t&nnk
Inctuded in this narrative, the Vendor shall provide: or m,\s r confmct
.m. A n_mmn:u:o.: of ﬁ.rm work performed, including if this work was provided for DHS. b. If provided c:amﬂ% 5 \v IS fhaf Fre Ql\,w Ntsr\v\uh*w
i. Name of entity with whom the Vendor had/has-a contract. _ %\w« A >
ii. Summary of the Scope of Work. _z.@ amgunt. iv. Any correctiye actionor litigation pertaining to the contract
o ioms Aofprin~ca— Zo CAP
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: : w BOW A e I \C*El.
m.\msh_m:nm of the gualifications and credentials of the respondent’s key personnel. PA
&mmcam 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:

arThey shall be on official letterhead of the party submitting recommendation.
BeThey shall be from entities with recent (within the last three [3] years) contract experience with the respondent.
&:2 shall be from individuals who can directly attest to the respondent’s qualification{s) relevant to this RFQ.
A. 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.
1.\i_m< shall include the current phone number, mailing address, email address, title, printed name.
A£. They shall contain the signature of the individual of the party submitting the recommendation.
he They shall not be from current DHS employees.

Vendor: A

Evaluator's Name:  jA .} s Ay e
7

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.

\&\ W TIEF o o7 ea—at—fet panvt— =L [fokp
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£.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

As A irvwlved | Jtet posps w&?.\w\\?f.
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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:
a/Serve the following populations in the delivery of crisis services:
4.\_<_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 (DCFS) population: All persons in the custody of the DCFS who are not a member of a PASSE.
R Develop, maintain, and follow all procedures for a Mobile Crisis team of licensed behavioral health professianals to provide Mohile
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.
%ﬁ 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. o
e. Develop and utilize a screening assessment tool, including m:Aml@@m@lnma-cmmma crisis assessment zmmh.f&umslmmmcﬂm immediate and
potential safety needs and protocols for using the screening assessment.
Provide and staff a Warm Line or an outpatient oﬁom\a {Walk-in) clinic available to Clients in need of lower threshold interventian, or
crisis services, on the evenings, weekends, and holidays.
A Utilize mobile crisis teams to triage individuals into the least restrictive services.
4 Develop and utilize crisis stabilization plans for clients diverted from acute hospitalization including documentaticn of all follow-up post
crisis stabilization.
& Provide or make a referral for any clinically necessary, alternative psychiatric treatment following a Mobile Crisis assessment.
il 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 wIm:Im:E._..,nlmmm.lllfr
endors are encoureged, but not required to provide Thérapeutic 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/?,f. .\\\\l

Vendor: \um A
Evaluator's Name:  J37dcet Attlin

Evaluator's Title:
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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:

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 te Region, or
Client referred by ASH who have been discharged from behavioral health treatment services at ASH, including those with Community-
based 911 Status.

.Rmm?_m 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.

. Ensure the SPOE assessment is completed completely and accurately.

c. Serve Clients on the ASH waiting list:
@mnlcm what services you will make available tc 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.
e. Serve all ASH discharges referred by ASH to the Vendor regardless of the payor source. _

Vendor:

A

Evaluator's Name:

/2 m,w.m% Attak

Evaluator's Title:

\\.“I‘
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f. Provide services to Community-based 911 Status Clients regardless of the payor source. e
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E.3.C. Describe how you will provide Forensic Evaluations to Clients within the Region you are propasing to provide services and describe
your plan to meet the requirements in RFQ Section 2.3.2.C including but limited to:
..K?oiam 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.
&.\_u_.osn_m court-ordered Forensic Evaluations within the timeframes listed in the RFQ.
..\Posam Qualified Psychiatrists and/or Qualified Psychologist to perform the ACT 327, ACT 328, and ACT 310 Forensic Evaluations.
f\.mm_“m« 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:
.\. 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.
&\vqosn_m all educational, clinical, and medically necessary behavioral health servic indi als awaiting a trial or hearing.
€ Have n_cm__.mm.m staff in place to provide didactic competency services. h\.,\
- Document progress notes or reports, with the DAABHS specified criteria, and send to designated DHS staff within DAABHS required
timelines.
o.\?osam Individual Outpatient Restoration according to the RFQ requirerments.
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.

,flflljlil\‘llld..l..llll
[ h. SThedule 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 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:

a/Provide Care Coordination to non-Medicaid clients including insurance enrollment.
K?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.
«\Posn_m Drop-in Model or Club House Model services to non-Medicaid Clients.
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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:

u\ 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.
R Conduct education and outreach in the community to enhance awareness of symptoms and treatment options for FEP.
d\. implement FEP services using an evidence-based model that includes elements described in RFQ Section 2.3.2.F.4.

Vendor:

4

Evaluator's Name:

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:
.R Develop and maintain local behavioral health and community resource directory, as well as community partnerships and collaborations-
with relevant agencies, stakeholders, and groups.
i 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 ConsumerCouncil (garent training,)community qmmuo:mm%mﬂvﬂmmmas community resource center, and jg
diversion. r ~—
@.\P.osn_m 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 Immﬁ?ﬂ.@::m. If you chose to
pursue this, describe your plans to implement and staff the proposed collaborative effort, including the date whén your agency will be
able to serve Clients through this option.

— zaty SFegpes i flhest,” E
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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:
\gmxm SSBG Title XX Services avaitable to the SSBG Title XX Population of all Clients who meet the criteria outlined in the SSBG Manual
{Attachment H).
u.\>a35_mﬁm« traditional and non-traditional SSBG Title XX Services as described in RFQ 2.3.2. H.2.
o Complete the DHS 100 Form.
€ompliance with Social Services Block Grant requirements found in Attachment H.

Vendor: \om\m
Evaluator's Name:  Kdcet At id
v

Evaluator's Title:

E.3.l. 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: ¢/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.

] * Tof

st ndahng T Rvendel for 1Y

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

E.4 COMMUNITY COLLABORATIONS




Individual Evaluation Score Sheet Vendor: YA

710-19-1024 Mental Health Centers Evaluator's Name: B et Attt s
’ Vv
Evaluator's Title:
E.4.A. Describe how your company will develop community collaborations and partnerships and your plan to meet the requirements in Wﬁ\* \(?SP
RFQ Section within the Region you are proposing services including but not limited to: %Q\rp
?Collaborate with diverse stakeholders within the proposed Region. . E\%Cﬂ\éb TefF ?ﬁx«} ﬁ.?ju*\«
B no__mcoqmﬁm within the community to assist with assistive outreach, Early Intervention, and stabilization of individuals who may reside in [
) (elch 2

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

&pmm_mﬁ in developing short and long-term solutions to help individuals connect with community m:uuo:m - 5 m\
&\“o it \N&W‘o\\ Molls 3\0% \\

cus on developing collaborations te prevent deterioration of Clients and enhance Clients’ functioning and provide community

members with a full array of medically necessary behavioral health care services. ¥ \A\g&\sw\ \S»&\NC.&A
A\m\ll,,.m_m.u partnerships with child and youth serving agencies and family organizations to avoid children and <o|mmrimm_:m placed outside - h&(&&ﬁ\% Gt (3 )
their home and community, - g 3n\ MM)( p fettes —
/ § XLV A
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 (@SN J@ﬁm\? ?\LQ\P\ et
you render to Clients are provided within the scope the performing healthcare provider: 1859 Yo \
a. Describe your policies and procedures fag trainin all Hmmmm@@s\a@&w training requirements &ﬁtm?? = Nl -
b. Describe your ability to demonstrat _going staff development andteceditment. — ' g@@@.c( g\,\.@ &».Pm\..)&euﬁ.
¢. Describe your efforts to ensure all staff are good stewards of state mé 3y S~ 56
E.6 RECORDS AND REPORTING
E.6.A. Describe your company’s policies and procedures related to Client ..mno_‘nmm and record retention including: 2@&%&1 \\weﬁ.\*&\.
,\,m_p description of the electronic medical records system you use and what documentation'is captured in the electronic medical records
system
rv.\_._oé you plan to document all services rendered via the Contract’s funding sources and report this data to DHS in the DHS-approved > W
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 . &:\&.\\6
of any complaint or appeal. 3 m \m \Nﬁ\&\ﬁu

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.

Vendor:

PeA

Evaluator's Name:

@D.m..wr.\ﬁ A g

Evaluator's Title:

s | D

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:
e\bzmﬁ you shall utilize DAABHS funds only for the populations defined in RFQ Section 2.3.2.

&mmn:cm how you

Grant Manual (Attachment H J}.
¢. Describe your ability to bill private insurance plans, Medicaid, Medicare, and Veterans Administration benefits an
you bill these payor sources when an individual is enrolled such that contracted funds will be the payor of last resort.
CR. Attest you shall undergo an annual audit conducted by a certified public ting firm.
e. Describe how your agency will utilize funds toward the am<% of m:?mmﬁc%

w you will ensure

will keep receipts of purchases for SSBG Title XX services and send billing to DHS monthly according to the SSBG Block|-

| — prdan Gt ,
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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 Understanding
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 o
Children and Family Services, local law enforcement, local PCPs, Division of County Operations, local schools, shelters, and Crisis
Stabilization Units.

b. Describe any ::E_._cﬂﬂr.m__m:mmmH]ﬁmeMmﬂmﬁw_: this Region and how you will address them and explain why you are particularly well
I suited to provide services in the Region.

Sub-Section Total

110 0
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Evaluator's Name

Evaluator's Title:
Evaluator's Signature:

Vendor: S5 i AR Drmpagab Haoctfw (enter

” W«,,wuw@w Atans

Lcx

t A

Date: ul 1] 14 !
Omitted - 0; Poor-1; Below Average-2; Adequate-3; Good-4; Exceptional - 5 r
@\ N ﬁ.p © ves ) “u, %__\bsq mar, sw.\ mw.,s).\b\.mr ouw\.)*.?)\nmm \S\n.\nﬁ\.mn* Maximum| Actual Comments
aq, \O 3 BAs Cert \ OPfTWr.?t Nesds. HrISE., pUSS1IG o dd pralSSiRg e indcenvecT Available | RAW | Evaluator's comments are Required for all
bttt b 70§04 Pt ot on— 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: /4. Date
established.  {qL")
- PP
) List of non-profit’s Board of Directors, 13 & ¢&M© =+ S 3
JE. Total number of employees Q‘% >
. )
. An arganizational 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. MO Qm&?\ 7 “ A
L
Included in this narrative, the Vendor shall provide: ; ) o 7 DIBLS
a. A description of the work performed, including if this work was provided for DHS. b. If provided under a contract: . “w \..w% 7 A&Pxiw%v.m\
i. Name of entity with whom the Vendor had/has a contract. e M\‘ﬂ.m.\w@\hfnnbh. -
ii. Summary of the Scope of Work. iii. Project amount. iv. Any corrective actions or litigation pertaining to the contract 1.3? ."w«?_,)..v&ﬂ. decracns iv
¥ SF Stuapmnp Wit Tl 71 ] ]
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: g%ﬁ%\ V)
’ s | 3 | spedl A 2/ 3 fa00r7
/la. Evidence of the qualifications and credentials of the respondent’s key personnel.
Jb. Resume of the respondent’s CEQ, Medical Director, and Director of Clinical Services
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Vendor:
Evaluator's Name:

SARHC

%J)L\Jn\%! \n_nib Y.\.\

Evaluator's Title:

Y

S\a&\.&\

F\\m&m&\a Subncftal Z 5 chesd
E.1.E. Submit a minimum of three (3) letters of recommendation from five (5) three (3} different sources. Current or previous Clients may : [ Teal
not be used as references. DHS reserves the right to contact the references submitted as well as any other references which may attest to \ t\\o Crnay Pos pe
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. Q:C\
b. They shall be from entities with recent (within the last three [3] years) contract experience with the respondent. . \.w
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. ﬁ
e. They shall c%b.&n more than six (6) months prior to the proposal submission date.
f. They shall include the current phone number, mailing address ddres, 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.
E.2 GENERAL SERVICE DELIVERY REQUIREMENTS -
. . o . iy . o _ 5 3 ,>&r>\mw§s MN»\SR{»&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. Qw?
E.2.B. Describe your capabilities to provide appropriate services by telemedicine, and how your telemedicine services will meet state and 5 \w \\\:: be \ihhrnan\m 3
federal requirements to ensure security of client information remains within HIPAA and other confidentiality-related guidelines Ml e Stlas

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:

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

v ii. 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 behavicral heaith professionals to provide Mobile
L/ Crisis assessment and stabilization.
/’c. Utilize a mobile crisis team prevent the deterioration of a Client’s functioning and respond to Psychiatric and/or Behavioral Crises.
\m_. 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. Develop and utilize a screening assessment tool, including an evidenced-based crisis assessment tool, to measure immediate and
potential safety needs and protocols for using the screening assessment.
A. 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.
LK. 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 Mobile Crisis assessment.
;- Coordinate with community partners to ensure comprehensive aftercare and provide discharge planning for all persons leaving an acute
setting.
<" k. 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 o:mA
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 w

.\m

Vendor:

SARHC

Evaluator's Name: 2, dced— 44 rs
W

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:
va. 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-
hased 911 Status.
v/ b. Serve 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.
/ ii. 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: -~
- Provision of Care Coordination and other services which may assist with discharge and continuity of nmﬂm.\
/e. Serve all ASH discharges referred by ASH to the Vendor regardless of the payor source.
v f. Provide services to Community-based 911 Status Clients regardless of the payor source.

Vendor: SALZHC

Evaluator's Name: /3,3 ces 4tons
(v

Evatuator'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:
_\P 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.
Le. Eos% Qualified Pﬁ:a:aﬁ and/or Qualified Psychologist to perform the ACT 327, ACT 328, and ACT 310 Forensic m<m_cm:o:m

Pn_ mmqmq n__m_:m not f fit to ?onmma with the criminal h_cm:nm\_mmm_ process to ﬂrm Forensic o:gm:mi xmﬂoqm:o: Program. =——]




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

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:
a. Serve the RFQ-defined population according to Arkansas Code Annotated (ACA) §§ 5-2327 and Arkansas Code Annotated (ACA) §§ 5-2-
v 328 in the delivery of FORP services.
.\U. Provide all educational, clinical, and medically necessary behavioral health services to individuals awaiting a trial or hearing.
..\n. Have gualified 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.
SO Provide Individual Qutpatient Restoration according to the RFQ requirements.
f. Provide ACT 310 Forensic Re-Evaluations for Clients to have been restored to competency.
,\m\. Determine need for and request ASH inpatient admission for any Client you cannot restore as an outpatient Client.
an_,_ma:_m a Psychiatric Assessment for any referred defendant for whom there has been no psychiatric evaluation within the past six {6}
months.

Vendor: SA4 £MC

Evaluator's Name: B d oot L‘*FTQ
T

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 Menta! 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:

5\. Provide Care Coordination to non-Medicaid clients including insurance enrollment,
(ﬁ Provide medically-necessary services described in the current Qutpatient Behavioral Health Services Manual and the Adult Behavioral
Health Services for Community independence Manual to non-Medicaid Clients,
X. Provide Drop-in Model or Club House Model services to non-Medicaid Clients.




Individual Evaluation Score Sheet
710-192-1024 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:

%. 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.
"\ c. Implement FEP services using an evidence-based model that includes elements described in RFQ, Section 2.3.2.F .4,

Vendor:

SARHC .

Evaluator's Title;

Evaluator's Name: B, cef Aftin
v
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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:

a. Develop and maintain local behavioral health and community resource directory, as weli as community partnerships and no__mcoqm:onm\
with relevant agencies, stakeholders, and groups.

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

resources, hours of operation, contact _1035.%:. and how to access the agencies' services, including Crisis Services.

¢. Demonstrate support of a Consumer no,c\:n__\ umqmzﬁ.im_:im\ nQBBC:.E:\mmuo:mm to tragedyfcomniunity resource cente X an

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

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

Vendor:
Evaluator's Name:

Evaluator's Title:

SARA
\&u\.w,m..&h\x.%h\}&
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<=._q...;>3mqnm3 Recovery mcnuvo:. =

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

e Community Mental Health Center must provide access to Medication Assisted Treatment in each county within their no::mnﬂmm\f_
region. e

{Attachment H). 5 Y7 P -y b
¢\>a3_:_mﬁmq traditional and non-traditional SSBG Title XX Services as described in RFQ 2.3.2. H.2. atl \\»h\ @ \,u\m.‘
Ve Complete the DHS 100 Form.
/ Compliance with Social Services Block Grant requirements found in Attachment H.
E.3.1. Describe how you will ensure the provision and availability of Expanded Services within the Region you are proposing services and |~N ~ B MSHS
describe your plan to meet the requirements in RFQ Section 2.3.2.1 including c\cr:oﬂ limited to: E\& = %&A‘L
a. Ensuring the following services are available directly or through a sub-contractor:”i. Partial Hospitalization.
:@Mﬂ Suppott. iiiFamily Support Bartner. iv. Supported Employment. MOU uﬁ.\ \?\Q.
v. Supported Housing. o .fMa\mg\?r(m HD‘...(J
I. Therapeutic Communities. ¥ii. Acute Crisis Units— ) @
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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:
. Collaborate with diverse stakeholders within the proposed Region. _
_.U\no__m_uoaﬁm 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.
,\Q. 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.

|_e. 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

Vendor:

SARUC

Evaluator's Name: 5,0 cet A# /5
[

Evaluator's Title:
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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:
.b\. Describe your policies and procedures for training all staff and tracking the training requirements.
b. Describe your ability to demonstrate on-going staff development@nd ﬂmnE:BmﬂJ
7 Describe your efforts to ensure all staff are good stewards of state and federal funds.

E.6 RECORDS AND REPORTING

(ol [Sha (L Fe rrare

\

U e u\_\r\ﬂ%ﬁﬁl

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.
\m. 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 oW

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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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 sertous 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

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. Attest you shall utilize DAABHS funds only for the populations defined in RFQ Section 2.3.2.
%mmn:am how you will keep receipts of purchases for SSBG Title XX services and send billing to DHS monthly according to the SSBG Block
Grant Manua! {Attachment H J).
% Describe your ability to hill u:<m8 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.
vA. Ajtest 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.

ARSI e p) 2 i eans,
StefF dev | edue b sirs

E.10 REGION SPECIFIC SERVICES

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

\K. Describe your specific community collaborations i g_: this Region. Include copies of Memorandum of Understandings,
and any other formal or informal agreements, or [etTers 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 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.

ﬁcrq....rw \ Q?Pnbwz/w,wtw

have feia~ Steps Jo :338(_.#1.

Eﬁoﬁbpb, Rrit oy

.0&6?0\(.\9:\(/ = SA Ny wip

[

.\Sfl.’l\i eFf ?0%, M.wdrm

Sub-Section Total

(OUHS

.u,_u\p(:

Q\L TocﬁLv

st by
.\\M@ﬁ. <,<%

e



Fal

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

Evaluator's Name:

Evaluator's Title:
Evaluator's Signature:

Vendor Jothesst AR By x&v@??ermmak.\

B cet—AH#, 15

Date: " #[1]1 )
Omitted +0; Poor-1; Below Average-2; Adequate-3; Good-4; Exceptional - LA
Qc(v U\ Aes v Maximum/| Actual Comments
K. @\\Av N\NR&W%(.@M w —_— Available | RAW Evaiuvator's comments are Required for all
Acert qer, NS l\ ¢ RAW Score scores except adequate (3 pts)
E. 1 VENDOR oc>_.__“_o>4_0zm o
E.1.B. Pravide a narrative _‘mmma mn_Am_. nd of your company. This shall include, but is not limited to: a. Date
established. :{&Lfl 3@ :
b. List of non-profit’s Board of Directors. 173t « Conhect ofe i W
¢. Total number of employees. 77 T .75 eT
d. An organizational chart displaying the o<m3__ 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. 96»@ e~k e DS cevdfroots —
Included in this narrative, the Vendor shall provide: MO ubnh\cmmg ) P?\U Hhevs
a. Adescription of the work performed Ancluding if this work was provided for DHS. b. If provided under a contract: \W Siﬁxiﬂan (e¥capt prea mr\..‘@
. Name of entity with whom the Vendor had/has a contract. > E %Qdu
FMEE%. ,_M\?o_.mnﬂ amount. Z..\:E corrective actions or litigation pertaining to the contract .UPon.&.sS oF Suow/ i3 hF
himited — & Poz ?n%\&?ﬁ& Lan
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, CFO \u, rN =L CorCatine
please provide: LT o IMENS yeas of
\msam:nm of the gualifications and credentials of the respondent’s key personnel.
.v.\mmmcam of the respondent’s CEQ, Medical Director, and Director of Clinical Services

s

Lol o r\S\K. & Corcrproma iy s fohen
nbu.\_k\v g lfs Ao Ao Pho—
F coiproct achurhes,



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

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 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.

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

. They shall not be from current DHS employees.

Vendor: ,m. \*\m E ,

Evaluator's Name: A, Jeea— At
M v

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.

Vs S _diy, 68 o (Feve
5 W WN%V

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

il Crve=T SFs Lromddy
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E.3 SERVICE DELIVERY DUTIES
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Individual Evaluation Score Sheet
710-19-1024 Mental Health Centers

£.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:
va. 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.
vii. 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.
v ¢. Utilize a mobile crisis team prevent the deterioration of a Client’s functioning and respond to Psychiatric and/or Behavioral Crises.
/d. 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.
r\m. Develop and utilize a screening assessment tool, including an m<_am:nma-_®.mma crisis assessment tool, to measure immediate and
potential safety needs and protocols for using the screening assessment.
\. 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.
.w.\om<m_ou 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 Mobile Crisis assessment.
\_\. Coordinate with community partners to ensure comprehensive aftercare and provide discharge planning for all persons leaving an acute
setting.

J k. 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. ,m/?..r.

Yi.

Vendor: rvh.m\\\ S

Evaluator's Name: 12 2 deet— i ¢

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:
3. Serve the following population in the delivery of services pertaining to ASH within the Vendor’s Region:

a\m. 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
Ciient 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:
/i Ensure an SPOE screening occurs within two {2) hours of the initial request by a licensed behavioral health professional.
Ii. 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.
/ e. Serve all ASH discharges referred by ASH to the Vendor regardless of the payor source.
,\ﬁ. Provide services to Community-based 911 Status Clients regardless of the payor source.

Vendor: M\UA\\Q

Evaluator's Name: R deest Ao irs
v

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:
2. 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.
\_o. Provide 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.
<" d. Refer Clients not fit to proceed with the criminal justice/legal process to the Forensic Outpatient Restoration Program.




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

£.3.0. 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:
M. 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.
€. Have qualified staff in place to provide didactic competency services.
\n« 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.
f. Provide ACT 310 Forensic Re-Evaluations for Clients to have been restored to competency. -
/B Determine need for and request ASH inpatient admission for any Client you cannot restore as an outpatient Client.
ﬂw\mn:mac_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:
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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.€ including
but not limited to:

.»\m_. Provide Care Coordination to non-Medicaid clients including insurance enrollment.
. Provide medically-necessary services described in the current Qutpatient 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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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:

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.
/6. 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:
Evaluator's Name:

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.\_um<m_00 and raintain local behavioral health and community resource directory, as well as community partnerships and collaborations
with relevant agencies, stakeholders, and groups. ———— _
“omﬂ:o:ﬁqmﬂm 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 no:m:_.:m.._\moc:n:. parent :m,m\a._m, community Emuovw@ﬁo iragedy, oBB:aWﬂﬂmMoEnmg_m:a _.w\m_\
.

diversion.
em. 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 Vendo:  SA BHS
710-19-1024 Mental Health Centers Evaluator's Name:  Bdced AT

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:

gmxm 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

B’ Administer traditional and non-traditional SSBG Title XX Services as described in RFQ 2.3.2. H.2.

A Complete the DHS 100 Form. :

Compliance with Social Services Block Grant requirements found in Attachment H. vFru%w\.
z

7T
e the provision and availability of Expanded Services within the Region you are proposing services and \\Q RN&V\QL\@ _\v&&w\

ibe yvour plan to'meet the requirements in RFQ Section 2.3.2.1 including NH%V:BE& to: § \Ek&(\o&\%?\

a. Ensuring the following services are available directly or through a sub-contractor: g-Fartial Hospitalization.

E.3.l. @escribe how,

ii. .vm,mﬁ Supportiii-Family Support Partner.v. Sdbported Employment. owu\hﬁ\&\r v
. Slpported Housing. “wa\
%.\._.rm_‘mumczn Communities. vii. Acute Crisis Units. ]
viii. Aftercare Recovery m? 5 N k\\%ﬁ\\h\i \&hn«\@&
< MAT
Vendoys are encouraged, but not required to participate in the purchase of necessary psychotropic medication for individuals when there ] . Q\\
is no other payor source. If you chose to pursue this, describe your plans to implement and coordinate this service. bw\\&ﬁk \M&x@ m\ _t
BTC_—Suh Jor TC

The Community Mental Health Center must provide access to E%:o: Assisted Treatment in eachicounty within their contracted
region. N

E.4 COMMUNITY COLLABORATIONS

_ s\w o
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Individual Evaluation Score Sheet
710-19-1024 Mental Health Centers

.\\ BT 0 R PN
A TSI p
’ 1/.._?\ @_.. Aun.uwusf_... .,.%

E.4.A. Describe how your company will develop community collaboratio s and your plan to meet the requirements in
RFQ Secticn 2.3 within the Region you are propaosing services including but not limited to:
. Collaborate with diverse stakeholders within the proposed Region.
J\mo__m_uoaﬂm 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,
\m Assist in developing short and long-term solutions te help individuals connect with community supports.
d. Focus on developing collabarations to prevent deterioration of Clients and enhance Clients’ fufictioning and provide community
members E:@wm: array ef medically necessary behavioral health care services.
/m\Dm<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:

SASAS .
bodsetr AHrT
Evaluator's Title: - o,
appec iy Q&:S R T
oot OF Che %a.o.\mnﬂu.
% N\ w\w\rmg%r%u o firmaf bk

/i,

5

7
\\MN\

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 trainin i

b. Describe your ability to demonstrate on-going staff development andTrecruitment.

&mmn:cm your efforts to ensure all staff are good stewards of state and Tederal funds.

nts.

o) m\wﬁwmw\.»\w

FEeCriu

E.6 RECORDS AND REPORTING

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

\..&\\*3&. —.2|Au a. o Jf!m(w_.%i_n r—\&h..w.lm.

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.

AN — LIVUIG S~ QM\V.W\ L

E.8 QUALITY ASSURANCE
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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:

Evaluator's Name:

Evaluator's Title:

5

A K

Brdez PHens

dofreAe <L

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:
/Attest you shall utilize DAABHS funds only for the populations defined in RFQ Section 2.3.2.
keep receipts of purchases for S58G Title XX services and send billing to DHS monthly according to the SSBG Block
Grant Manual {Attachment H J).

n\o\mmn:_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. "L
.n_\.p:mmﬂ you shall undergo an annual audit conducted by a certified public accounting 33
m\ommn:cm how your agency will utilize funds toward the am<m_ou3m:ﬁw—\5?mmﬂc2:_‘m

Syt A

.@ Describe how you will

~ oIk
dwwwb\\\(_ hotes Cradoniflers

fotonof fotrho pr ol

By \\.\“n ry)

LA

E.10 REGION SPECIFIC SERVICES Cetint ot Qmsan?%

£.10.A. Submit a narrative that describes how you propose to perform-the RFQ required services in your desired Region.
\omwnzcm your specific community collaborations _nﬂmmqmno::n< within this Region.Anclude copies of Memorandum of Understandings,
and any other formal or informal agreements, or _mzma of support from 833::.2 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.

\c\. 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 VendocSushets} AR @edeling & M1 (0T

710-19-1024 Mental Health Centers Evaluator's Name: Br'doet Attind
Evaluator's Title: LK .\.u )
Evaluator's Signature: %@&%&)
Date: “Ylulig )
Omitted-0; Poor-1; Below Average-2; Adequate-3; Good-4; Exceptional - '
N i Laye e ﬁ@ Maximum| Actual Comments
Db& _ M BHA G@» Available | RAW Evaluator's comments are Required for all
RAW Score scores except adequate {3 pts)

E. 1 VENDOR QUALIFICATIONS
£.1.B. Provide a narrative regarding the background of your company. This shall include, but is not limited to: ~d. Date
established. §4L¢"] She ia&&@ﬁﬁb NECUT R
b List of non-profit’s Board of Directors. 143y < Tyl 5 u
¢ Total number of employees. |]7
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. C.?Q L\:v @.@Fﬂ J_S\r:%v
Included _.: ﬁ.:_m narrative, the Vendor m_‘.m__ uqo.c__n_mu“ . . . *d\gw; %%ﬁ\dv
# A description of the work performed, including if this work was provided for DHS#b. If provided under a contract: 5 /w

t:?a

7 Name of entity with whom the Vendor had/has a contract.
fl 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, Ba.v AL M des oA
please provide: . W N b@c. s :YL?PT?_AP

}g/ Evidence of the qualifications and credentials of the respondent’s key personnel.
,% Resume of the respondent’s CEQ, Medical Director, and Director of Clinical Services




Individual Evaluation Score Sheet Vendor: _ St A ¢mHC

710-19-1024 Mental Health Centers Evaluator's Name: R . 3 o1 AN
= )
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 NQF&R&NNQ\ - m.\\\&u ;\“N?\
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:

5~ A0 N“\sar\,%
$" 1) phors

ﬁ}.:m< shall be on official letterhead of the party submitting recommendation. , )
. They shall be from entities With TeCent (Withif the 1ast Three [3] years) contract experience with the respondent. \W N.. M .M&Wrb\.r){
c. They shall be from individuals who nmﬂhwwmm,m_,_mnmmﬁmﬂﬁ..ﬂ.mrm respondent’s a:m._._.:m.m:oi& relevant to this mmnlv,..l.U 5 - )
—  d.They shall be limited to organizational recommendations, not personal recommendations. Q&\V&Nﬁ.&&\%&mQ O Bk
Y . 5 L [N A
e. They u..,rm___ %” more than six (6) 30.&3 prior to the mqoun.mm_ m:_ﬂ.::_mm_o.: date. \&& . Q\.‘ M. \\R\m&\bﬁ.\( ,\
f. They shall include the currentghone numbet, mailing address &mail dddress, title, printed name,

" They shall not be from current DHS employees.

g. They shall contain ::% the individual of the party submitting the recommendation. P\ %\ .

E.2 GENERAL SERVICE DELIVERY REQUIREMENTS

3 A B (I rpnch e 10ER fagente ik

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. o Pl & s T,\N.\‘n
E.2.B. Describe your capabilities to provide appropriate services by telemedicine, and how your telemedicine services will meet state and 5 W %.\mmnh\ S\NN@&\\L t&\m&\ﬁe{
federal requirements to ensure security of client information remains within HIPAA and other confidentiality-related guidelines Cond ]

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:

\\. Mobile Crisis population: Adults, youth, and children experiencing a Psychiatric or Behaviora! Crisis without a payor source for medically

necessary services.
on: All persens 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.
\/c. Utilize a mobile crisis team prevent the deterioration of a Client’s functioning and respond to Psychiatric and/or Behavioral Crises.
\u. 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,

Vii. Division of Children and Family Services (DCFS) populati

{

H

e L . . NP . . T e
_\I. Develop and utilize crisis stabilization plans for clients diverted from acute hospitalization including documentation ﬁ__ follow-up post |

j. Coordinate with community partners to ensure comprehensive aftercare and provide discharge planning for all persons leaving an acute

Vendors are entburaged, but not required 1o provide Therapeutic Communi

. Develop and utilize a screening assessment tool, including an evidgAced-based 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 outpatient Drop-in {Walk-in) clinic available to Clients in need of lower threshold intervention, or
crisis services, on the evenings, weekends, and holidays.
&c::Nm mobile crisis teams to triage individuals into the least restrictive services.

-

crisis stabilization. o
Vi. Provide or make a referral for any clinically necessary, alternative psychiatric treatment following a Mobile Crisis assessment.

setting.
_.\_Nbaiawﬁm_‘ >n:ﬂmnmqm_”csn_maoﬁnm<n2m3n:o%:m_ﬁm:o:*oqmac_ﬂnzm:ﬁmmxumlm:n_:mmnm<an.ﬁ1no_‘mmrmsoﬂm_nlmmm.

munities TC) or Acute Crisis Unit (ACU), or sub-contract with one. TH
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 |~

N on implementing appropriate agreements, projected costs, and accessibility. w/?ﬁ. l\\\\\d\\

Vendor: %;.L \h CIMIC-
Evaluator's Name: Jovidest Ao

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:

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.

.\s.\mm:_.m as the Single Point of Entry {SPOE) for ASH:
\.—\W:mEm 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.
c. Serve Clients on the ASH waiting list:
.\\Omma:w.m what services you will make available to provide support and stabilization to those awaiting admission.
\a«mm_ém 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.
g-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:
Evaluator's Name:

Evaluator's Title:

Sulgiinile
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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:
W\P.osmm 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.
A. Provide 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.
¢, Refer Clients not fit to proceed with the criminal justice/legal process to the Forensic Ocﬁnmzm:ﬁ Restaration Program.

Lilensed \Qm\ngcwaaw.
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Individual Evaluation Score Sheet
710-19-1024 Mental Health Centers

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:
,.wxmmém the RFQ-defined population according to Arkansas Code Annotated {ACA) §§ 5-2327 and Arkansas Code »::oﬂmﬂma {ACA) §§ 5-2-
328 in the delivery of FORP services.

Y Provide all educational, clinical, and medically necessary behavioral heaith services to individuals awaiting a trial or hearing.

& Have qualified staff in place to provide didactic competency services.

@mm 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.
f. Provide ACT 310 Forensic Re-Evaluations for Clients to have cé&
g. Determine need for angrefuest ASH inpatient a sion for any Client you cannot restore as an outpatient Client,
J\mn:mac_m a Psychiatric Assessment for any referred defendant for whom there has been no psychiatric evaluation within the past six (6)
months.

Vendor:

SWAUC |

Evaluator's Name:

W&Mm& s

Evaluator's Title:

LMYP provde [ORF
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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:

of

L,
Y128

7 \_\E

e
/I\om}m Z
v

depnt pention
u@\:m&\,m .

. <€&@x &#os% Care Coordination to non-Medicaid clients including insurance enrollment. 5 M\& . k b SeriCeg
v ; ically-necessary services described-in the current Outpatient Behavioral Health Services Manual and the Adult Behaviyral i
: o 2
Health Services for Community Independence Manual to non-Medicaid Clients. U &d =
¢« Provide Drop-in Model or Club House Model services to non-Medicaid Clients.
\\%wmm X& foce reve,
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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:

Vendor:
Evaluator's Name:

Evaluator's Title:

SUUACHIHC

Buadger i

lHoo FEPCcond ¥ 3 Fauped
BT

&

¢. Demonstrate support of a nosmc:,_mﬂ.hoc:nz\ parent training ,ommunity res se to trage

€ommunity resource @: jai
ersion.”
K Provide Community-Based Services and Support that are kulturally competent, strengthbased, and collaborative with communi

partners.

Vendors are encouraged, but not required to participate in the' maintenance or development o

pursue this, describe your plans to implement and staff the proposed collaborative effort, includin
able to serve Clients through this option.

ental Health Courts M you chose to
e date when youk agency will be

a. Make FEP services available to the individuals between the ages of{ifteen (15) and thirtyfour {34) Who are experiencing FEP who are 5 @ \HM\ “
without a payor source, or have insurance benefits that will not reimburse Tor FEP services. [ A ; Q
J_ Conduct education and outreach in the community to enhance awareness of symptoms and treatment options for FEP. 3 s \Q&:\MN ¢
& implement FEP services using an evidence-based model that includes elements described in RFQ Section N.w.N.m.b.[ Y e \&\Q &\mﬁ\\\n‘ Lt
Peditle dlf [onet refaand
% e TS
E.3.G. Describe how your company will provide Community-Based Services and Support to your Clients within the Region you are \\\%Jﬁmu.m&.v\\ll e
proposing to provide services and describe your plan to meet the requirements in RFQ Section 2.3.2.G including 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. e Hesds \n&.‘\,m\io.\ - MAMT
;\omao:mqm.ﬂm an on-going public information and education campaign to educate the local community with information about available S.Nb\er\m\o ) A
resources, hours of operation, contact ,Eno::mvu:_ and how to access the agencies’ services, including Crisis Services. 5 \8&3;&@ \\\\N&Q&\G m \.\‘\
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Individual Evaluation Score Sheet
710-19-1024 Mental Health Centers

Vendor:
Evaluator's Name:

Evaluator's Title:

SWA (A

W\_ Nw..n& &.@?@

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 te meet the requirements in RFQ Section 2.3.2.H including but not limited to:
3/ Make SSBG Title XX Services available to the SSBG Title XX Population of all Clients who meet the criteria outlined in the $SBG Manua! U
(Attachment H). 5
. Administer traditional and non-traditional S5BG Title XX Services as described in RFQ 2.3.2. H.2.
c. Complete the DHS 100 Form.
gompliance with Social Services Block Grant requirements found in Attachment H.
- B\ U L
E.3.1. Describe how you will ensure the provision and availability of Expanded Services within the Region you are proposing services and \Q&S& w9 \\ B‘Lm\,mwﬂ \“—VA@ s
describe your plan to meet the requirements in RFQ Section 2.3.2.1 including but not limi A 2o Vil .‘.\h l‘ h.m.
a. Ensuring the following services are available directly or through a sub-contractar? i. Partial Hospitalization. VM\. Sep ht\{\\\ce&..d ’ ¢h&:\\t\ﬁ
ii. Peer Support. jit’ Family Support Partner.4¢. Supported Employment. \/ ST ;
g - Supported Housing. Nn Do - See Ly R&((hh 7 @
vi, Therapeutic Communities. vif, Acute Crisis Units. /E h,r.%v b\ \\\\ '
viii. Aftercare Recovery Support. 5

— 1C - BTe moA pread]

Vendors are encouraged, but not required to participate in thé purchase of necessary psychotropic medication for individuals when there . oF oA s bY,

is no other payor source. If you chose to pursugfhis, describe your plans to implement and coordinate this service. §§Xﬁ\ﬁ Pt

.hWr-h\MrNU

The Community Mental Health Center must provide access to _,\_mﬁ.m_.nmzo: >&@Ma Treatment in each county within their contracted . s W M PDAAR 115 %\&&S\\\\

region. — T < LR
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E.4 COMMUNITY COLLABORATIONS




Individual Evaluation Score Sheet Vendor: WA CIMAHL
710-19-1024 Mental Health Centers Evaluator's Name: 2.4 ef iy

Evaluator's Title:

£.4.A. Describe how your company will develop community collaborations and partnerships and your plan to meet the requirements in .N%h\f ﬁ& T e cfir ca \wt,wh\\
RFQ Section 2.3 within the Region you are proposing services including but not limited to: < mmm 2 7@ (e &&\BKN ea |,
A Collaborate with diverse stakeholders within the proposed Region. . \\El pnecs g qeled E~ £
J\mo__maoaﬁm within the community to assist with assistive outreach, Early Intervention, and stabilization of individuals who may reside in i J porve el Ne\.v.mrrn\,mﬂx?..l
jails, be hospitalized, experiencing a FEP, or have re-occurring crises. Q L ACs
& Assist in developing short and long-term solutions to help individuals connect with community supports. 5 NS m\rﬁﬁ‘mﬁ,\ o F (ot
J Focus on developing collaborations to prevent deterioration of Clients and enhance Clients’ functioning and provide community Sus .SMQ 2y, s 1o = 2 dy e
members with a full array of medically necessary behavioral health care services. iR P mt “: w5 FONIC He: i
W\om<m_ov partnerships with child and youth serving agencies and family organizations to avoid children and youth being placed outside .J.S\nr.,Y I !
their home and community. % Iy
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 EE &h&\rﬁhﬁn «\c(\ﬂ \&kt.w\
you render to Clients are provided within the scope the performing healthcare provider: a- M.«\@M‘rwl.\.v\& mh&rn.\.wkwx(e\.m
w.\_ummnzcm your policies and procedures for training all staff and tracking the training requirements. . W &«b?
b/ Describe your ability to demonstrate on-going staff development and recruitment. S0 , o b w...M.tu
¢Describe your efforts to ensure all staff are good stewards of state and federal funds. I ..\\\xqrw.%vm\qﬂ " . o prhty
. . FD Thehrg
E.6 RECORDS AND REPORTING
E.6.A. Describe your company’s policies and procedures related to Client records and record retention including: M / §
3. A description of the electronic medical records system you use and what documentation is captured in the electronic medical records
system. 5 W

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

E.7 APPEALS AND GRIEVANCE PROCESS

o
E.7.A. Describe your plan for providing a system for handling individuat complaints and appeals, and cooperating fully with the processing JN .\v\v& \w\% s

of any complaint or appeal. of \&b&&x\.ﬁ% %Y@x&q\

E.8 QUALITY ASSURANCE e




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

Evaluator's Title:

Vendor:
Evaluator's Name:

Z

SWA CMAC

.\Wﬁb\m 25 %7&.

[8s of dotels promdes

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
Car la a.u.)(.num.ﬂ ‘TU.M.L.\rDcDP_n&
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: " TWOP.AO).DI o VA Up\fp.u‘w&..
g-Attest you shall utilize DAABHS funds only for the populations defined in RFQ Section 2.3.2.
W\wmmnl_um 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). S
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. - e
&7 Attest you shall undergo an annual audit conducted by a certified public accounting firm. \&éw.%mh\ scke [aThe Lo 0@ ,
e. Describe how your agency will utilize funds toward the development oqu St o .Mxh\k\%ﬁ\rﬁki?*
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. Ot e &.& m?:.?rw\. _.:,L! L
.\m\Ommn:Um your specific community collaborations in each county within this Region. include copies of Memorandum of Understandings, O\nc.u.r u‘,\apr: Shan ﬂs (s ¢ F Piug,
and any other formal or informal agreements, or letters of support from community partners in your Region to demonstrate solid wneantw _7.3?#& , W iane
community partnerships and collaborations. For example, without limitation, these may include emergency departments, jails, Division of 7:35,,.& (v o rh.“......y&\.ﬁ.‘\u
Children and Family Services, local law enforcement, local PCPs, Division of County Operations, local schools, shelters, and Crisis 5 A{.\lsf.isfrlil\.lﬂ‘.. . A
Stabilization Units. . W Ste. 17 Lipe 13S¢o, /7 5.
fusk of po-ble Froeaper Torr
\v. Describe any unique challenges you see within this Region and how you will address them and explain why you are particularly well <@ .m.&nlmh\ﬁhﬁ\r.\?»k\&r ﬁ\ﬁf\«
suited to provide services in the Region.
Sub-Section Total 110 0




