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Hamilton Choices

Provider Questionnaire
Date:       

Facility/Agency Name:       
Provider Services Representative Name:       
	Benefit Design/Service Array


1. What type of services does your organization offer?
 FORMCHECKBOX 
 Home-based therapy    
  FORMCHECKBOX 
 Day treatment/Partial Hospitalization
 FORMCHECKBOX 
 Therapeutic foster care   
  FORMCHECKBOX 
 Therapeutic group homes 
 FORMCHECKBOX 
 Group Home   

  FORMCHECKBOX 
 Foster Care    

 FORMCHECKBOX 
 Residential treatment 
  FORMCHECKBOX 
 Independent Living
 FORMCHECKBOX 
 Personal care 

  FORMCHECKBOX 
 Individual/family/group therapy


 FORMCHECKBOX 
 Educational   

  FORMCHECKBOX 
 Mentoring     
 FORMCHECKBOX 
 Crisis Services 

  FORMCHECKBOX 
 Respite 
 FORMCHECKBOX 
 Transportation

  FORMCHECKBOX 
 Medical/Pharmacologic Management
 FORMCHECKBOX 
 Spiritual


  FORMCHECKBOX 
 Legal
 FORMCHECKBOX 
 Vocational


  FORMCHECKBOX 
 Natural Supports/Neighborhood-based

 FORMCHECKBOX 
 Bilingual 


  FORMCHECKBOX 
 Housing

Other:  
(For residential providers), What type of facility do you have (check all that apply)?
 FORMCHECKBOX 
 Open

 FORMCHECKBOX 
 Closed
 FORMCHECKBOX 
 Open and Closed
 FORMCHECKBOX 
 Step Down Unit
 FORMCHECKBOX 
 Not Applicable
2. Is your organization certified by any of the following bodies (check all that apply)?
 FORMCHECKBOX 
 ODHS (Ohio Department of Human Services)
 FORMCHECKBOX 
 ODMH (Ohio Department Mental Health)
 FORMCHECKBOX 
 ODADAS (Ohio Department of Alcohol and Drug Addiction Services)

 FORMCHECKBOX 
 Hamilton County Board of Mental Retardation and Developmental Disability
 FORMCHECKBOX 
 COA (Council on Accreditation)



 FORMCHECKBOX 
 JCAHO (Joint Commission on Accreditation for Hospital Organizations)
 FORMCHECKBOX 
 Other:  
3. Are you an Ohio Medicaid Provider ? 
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

4. Are you a Title IV-E Provider?

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No


5. What group (s) do you serve (check all that apply)?  
 FORMCHECKBOX 
 juvenile      FORMCHECKBOX 
 adult      FORMCHECKBOX 
 male      FORMCHECKBOX 
 female     ages:       
6. Does your agency specialize in (check all that apply)?

 FORMCHECKBOX 
 Applied Behavioral Analysis
 FORMCHECKBOX 
 Mental Retardation 
 FORMCHECKBOX 
 Autism Spectrum


 FORMCHECKBOX 
 Pervasive Developmental Disorder
 FORMCHECKBOX 
 Dual Diagnoses (MR/MI)

 FORMCHECKBOX 
 Dual Diagnosis (Substance Use/Mental Illness)
 FORMCHECKBOX 
 Trauma Treatment


 FORMCHECKBOX 
 Youth with Sexual Problem Behaviors
 FORMCHECKBOX 
 Mood Disorders


 FORMCHECKBOX 
 Sexual Aggression and sexual offending
 FORMCHECKBOX 
 Conduct Disorder


 FORMCHECKBOX 
 Substance Use Disorders
 FORMCHECKBOX 
 Eating Disorders


 FORMCHECKBOX 
 Respite
 FORMCHECKBOX 
 Independent Living

 FORMCHECKBOX 
 Transitional Living
 FORMCHECKBOX 
 Multisystemic Therapy

 FORMCHECKBOX 
 Family Mentoring
 FORMCHECKBOX 
 Dissociative Disorders

 FORMCHECKBOX 
 Faith-based Services

 FORMCHECKBOX 
 Crisis Stabilization

 FORMCHECKBOX 
 Educational Services 

 FORMCHECKBOX 
 Reunification


 FORMCHECKBOX 
 Parent Support Services
 FORMCHECKBOX 
 Dissociative Disorders

 FORMCHECKBOX 
 Juvenile Justice
 FORMCHECKBOX 
 Vocational Services

 FORMCHECKBOX 
 Culturally Competent Services

 FORMCHECKBOX 
 Other:
7. Does your organization specialize in strengths-based assessment?

 FORMCHECKBOX 
 Yes




 FORMCHECKBOX 
 No

8. Do you offer Special Therapies (check all that apply)?
 FORMCHECKBOX 
 Art




 FORMCHECKBOX 
 Music
 FORMCHECKBOX 
 Recreational 


 FORMCHECKBOX 
 Other: 
9. Describe your referral process:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________

10. Do you have a wait list?   

 FORMCHECKBOX 
 YES


 FORMCHECKBOX 
 NO

If yes, how long is your wait list? 


  
11. What is the lowest IQ you accept?  
12. Is there a specific population of children that your agency will not serve? 
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

 If yes, list these populations:  
13. What evidence-based or promising approaches do you use in your services/programs ? 

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________

14. What curriculum do you use in your services programs?


15. What is your average length of treatment?       

16. What is your direct care staff to child ratio?   Staff     /Client     


17. If you have a psychiatrist on staff, how often do clients meet with the psychiatrist?
     

18. How frequently do clients participate in therapy?       


19. How much time is allotted for therapy sessions?       
20. Describe a client’s daily routine (include timeframes):     
21. What is your procedure for handling a client who is out of control?  
22. Do you have a designated time out area?   FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No


23. Do you use mechanical restraints?             FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

	Informal Neighborhood, Family-Driven and Community Support Resources


24. Do your clients participate in any recreational activities?  FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No


25. Do your allow your clients to join community organizations?
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
Specify the names of community-based organizations:

__________________________________________________________________________________________________________________________________________________________________________________________________________________


Do you encourage youth to establish employment in the community?
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
27.
How does your organization engage the biological family?       
28.
Explain how your organization engage family members and natural helpers in the design and delivery of services?

29. Describe how your organization engages natural helpers and staff who reflect the cultural and  ethnic identities of the population being served? 

30. (Foster care providers) What is your emergency respite plan?

31. (Foster care providers) Do you have foster families that provide emergency respite?
32. (Foster care providers) Describe how your organization manages the pre- and post-placement

transitions?

Outcome and Evaluation
     33.
What is the type of outcome data you collect?
__________________________________________________________________________________________________________________________________________________________________________________________________________________

Domains (check all that apply)

 FORMCHECKBOX 
 Psychological/Emotional

 FORMCHECKBOX 
 Social 
 FORMCHECKBOX 
 Family



 FORMCHECKBOX 
 Educational/Vocational
 FORMCHECKBOX 
 Medical



 FORMCHECKBOX 
 Financial

 FORMCHECKBOX 
 Legal



 FORMCHECKBOX 
 Placement
 FORMCHECKBOX 
 Cultural/Ethnic


 FORMCHECKBOX 
 Safety
 FORMCHECKBOX 
 Spiritual



 FORMCHECKBOX 
 Other:_____________________________


Identify the tool (s) for measuring outcomes (specify below):

Instrument:

Domain/measure:
Data Source:

     
Method:

Report Available:     FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Instrument:

Domain/measure:
Data Source:

     
Method:

Report Available:     FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

34.
Using a separate page, provide a profile of all direct service and clinical management staff, listing the names, job title, credentials, certification, years employed by organization.
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