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Name of Agency/Independent Contractor: 








Contact Information: 











Provider Representative Name: 










	

	Benefit Design/Service Array


Credentials of Provider

Certifications/Accreditations: 



Previous Employment in a Clinical Setting
(Independent Contractors Only)
1.  


2.  


3.  


4.  


5.  


6.  


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
2.  Areas of Clinical Expertise – Please check all areas you have clinical training and                           experience and are currently willing to treat in your practice.  (Please note that all clinicians will be asked to treat clients with depression, and mood disorders.)

 FORMCHECKBOX 
Abuse Victims



 FORMCHECKBOX 
Mental Retardation

 FORMCHECKBOX 
Adoption Issues



 FORMCHECKBOX 
Obsessive Compulsive Disorder

 FORMCHECKBOX 
Anger Management/Adjustment Disorders
 FORMCHECKBOX 
Organic Disorders

 FORMCHECKBOX 
Attention Deficit Disorders (ADHD)

 FORMCHECKBOX 
Pain Management

 FORMCHECKBOX 
Autism




 FORMCHECKBOX 
Parenting Skills Training

 FORMCHECKBOX 
Behavior Disorders



 FORMCHECKBOX 
Personality Disorders

 FORMCHECKBOX 
Biofeedback




 FORMCHECKBOX 
Phobia

 FORMCHECKBOX 
Certified Pastoral Counseling


 FORMCHECKBOX 
Poverty Issues

 FORMCHECKBOX 
Cognitive Behavioral Therapy

 FORMCHECKBOX 
Psychotic/Schizophrenic Disorders

 FORMCHECKBOX 
Compulsive Gambling


 FORMCHECKBOX 
Rape Issues

 FORMCHECKBOX 
Crisis Intervention



 FORMCHECKBOX 
Reactive Attachment Disorder

 FORMCHECKBOX 
Developmental Disabilities


 FORMCHECKBOX 
Sex Offender Treatment

 FORMCHECKBOX 
Dialectical Behavioral Therapy

 FORMCHECKBOX 
Sexual Dysfunction


 FORMCHECKBOX 
Disassociative Disorders


 FORMCHECKBOX 
Single Parents

 FORMCHECKBOX 
Domestic Violence



 FORMCHECKBOX 
Sleep Disorders 

 FORMCHECKBOX 
Eating Disorders



 FORMCHECKBOX 
Special Therapy

 FORMCHECKBOX 
Education Related Issues


 FORMCHECKBOX 
Art

 FORMCHECKBOX 
Electro-Convulsive Therapy (ECT)

 FORMCHECKBOX 
Music

 FORMCHECKBOX 
Forensic

_


 FORMCHECKBOX 
Play

 FORMCHECKBOX 
Foster Care Issues



 FORMCHECKBOX 
Spiritual Counselor

 FORMCHECKBOX 
Gay/Lesbian Issues



 FORMCHECKBOX 
Somatoform Disorders 

 FORMCHECKBOX 
Grief/Bereavement



 FORMCHECKBOX 
Substance Abuse

 FORMCHECKBOX 
Hearing Impaired Populations

 FORMCHECKBOX 
Teenage Pregnancy/Parenting

 FORMCHECKBOX 
HIV/AIDS




 FORMCHECKBOX 
Trauma

 FORMCHECKBOX 
Infertility






 FORMCHECKBOX 
Learning Disabilities 




 FORMCHECKBOX 
Life Skills 





 FORMCHECKBOX 
Medical Illness/Disease Management


 FORMCHECKBOX 
Diabetes






 FORMCHECKBOX 
Heart Disease




 FORMCHECKBOX 
Hypertension





 FORMCHECKBOX 
Obesity






 FORMCHECKBOX 
Other  











3.  Are you a Maryland Medicaid Provider?
 FORMCHECKBOX 
Yes
   FORMCHECKBOX 
No

4.  What group/population do you serve (check all that apply)?

      FORMCHECKBOX 
juvenile
     FORMCHECKBOX 
adult
 FORMCHECKBOX 
male 
 FORMCHECKBOX 
female    
ages:

5.  Describe your referral process:

6.  Do you have a wait list?

     
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

If yes, how long is your wait list?

If yes, describe your wait list procedures:

7. Is there a specific population of children that your agency will not serve?
 FORMCHECKBOX 
Yes

 FORMCHECKBOX 
No


If yes, list these populations:
8.  What is your average length of treatment?

9.  What is your direct care staff to child ratio:  Staff:
Client(s)


	Informal Neighborhood, Family Driven and Community Support Resources


10.  Do your clients participate in any recreational activities?  FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

11.  Do you allow your clients to join community-based organizations?


 FORMCHECKBOX 
Yes

 FORMCHECKBOX 
No



Specify the names community-based organizations:

12.  Do you encourage youth to establish employment in the community?


 FORMCHECKBOX 
Yes

 FORMCHECKBOX 
No

13.  How does your organization engage the biological family?

14.  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.
PROVIDER PROFILE
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