ATTACHMENT G

Provider Questionnaire
Southwestern CT Agency on Aging
CT Home Care Program for Elders, CT Home Care Program for Disabled, CT Statewide Respite Program, National Family Caregiver Support Program, and Money Follows the Person
Mail to: 
SW CT Agency on Aging



Estelle Frascatore, Project Assistant



10 Middle Street 9th Floor



Bridgeport, CT 06604
1. Provider name, address, telephone, fax numbers, E-mail address and contact name: 
List the corporate address in Box 1 and other local addresses below. Be sure to include administrative, clinical and billing contacts for each location.

Administrative

[image: image1]
Clinical

[image: image2]
Billing

[image: image3]
2. List the names of all officers and/or owners.  

[image: image4]​​​​​​​

​​​​​​​​​​​​​​​

3. Authorized Signature:
Name: ____________________________________

Title:________________________



4.  Have you ever been in business under another name, entity or ownership? 

Yes 

   No 

   


Please list other business name(s) and attach W-9, Federal Employer Identification Number and 
National Provider Identifier.  
      
[image: image5]
4. Type of provider (check one)
________   Limited Liability Company (LLC)   
________   Incorporated non-profit   



      ________   Incorporated for profit





________   Unincorporated Agency



      ________   Other








5. 
List all services provided by your agency for which you are requesting approval

    
and the number of staff available for each service.
      
[image: image6]
6.
Federal Employee Identification Number or Social Security number
      FEIN ____________________  Social Security No. ___________________
7.   Number of years in business: __________  Date of Fiscal Year-end :__________
8.   By checking the box below, provider certifies that it has not:  

Filed a bankruptcy at any time under the present or past name or ownership? 
 No  

  Yes  

   

At anytime in the past five (5) years had any judgments against your business? No  

  Yes  

  

Are a party to any ongoing investigation?









 No  

  Yes  

 

Have any lawsuits pending and/or are a party to any lawsuits?
       


 No  

   Yes 

  
Please attach a written statement if you answer yes to any statement above. 
9.   Does your agency or parent company already have a Performing Provider Number
 from the Department of Social Services? 



Yes 

   No 


     Performing Provider Number 







10.  Is the Provider listed with Connecticut’s Better Business 
Bureau/Consumer Relations?   

  Please submit verification.


Yes 

  No 


12.  List any restrictions or limitations on the availability of your services:

       
[image: image7]
13.  List the types of business or professional licenses/registrations/certifications

       your organization holds and attach copies of each.   
        
[image: image8] 
14.
 Is your agency Medicare certified?
Yes  


Provider Number: 



15.   Is your agency Medicaid certified?
Yes  


Provider Number: _


16.   Is your agency JCAHO certified?
Yes  


Provider Number  



17.   List the type, carrier name, policy number, and coverage limits for each  

        insurance your agency carries and submit a copy of each certificate of insurance:
  Comprehensive   






















        General Liability 






















        Professional Liability/Malpractice 

















        

        Compensation 























        Other 

























18.  What is the name and the amount of your organization’s bond carrier?  (Required for money 
management services under homemaker and home-delivered meal providers.)
        
[image: image9]
19.  Describe your organization’s hiring practices, number of reference checks, frequency/type 

       of background checks, (i.e., police checks regarding arrests and/or convictions)
       
[image: image10]
20.  Submit a copy of the organization's Personnel Policies including the protocol for handling client      emergencies?


21.  Do your Personnel Policies include disciplinary action in the case of drug/alcohol abuse,                                  attendance, mistreatment of clients, etc.  


Yes 




No 



22.  Describe your organization’s training practices for each service provided, what 

       kind, how often, by whom:
       
[image: image11]
23.  Describe your agency’s continuing education program for administration and   


 home care staff:
       
[image: image12]
24.  Describe your method of providing emergency, after hours, weekend and holiday services for 
your clients:

       
[image: image13]
25.  Describe your procedure for providing “back-up” workers for staff absences:

       
[image: image14]
26.  How will your agency monitor the level of client satisfaction with your service?
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27.  How will your agency handle client complaints or grievances?  Attach your agency’s grievance 
policy.
       
[image: image16]
28.  Do you have any previous or present history of unresolved quality assurance issues as a CHCPE 

provider under your present or past name or ownership? 


Yes 




No 




If yes describe in the box below.  Attach your agency’s quality assurance plan.
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29.  Do you have the ability to service non-English speaking clients?  If yes, what 

       language(s) does your staff speak?
       
[image: image18]
30.  How much advance notice does your Agency need before accepting clients?
       
[image: image19]
31.  Provide four references, two professional references specific to the type of services that the 
prospective provider would provide to CHCPE clients; one business reference; and one client/family 
reference.  

32.  For ADULT DAY CENTER PROVIDERS ONLY:
a) Does the CT Adult Day Care Association certify your agency? (attach certification)
Yes 

     No 


  
b) Date of Certification: 


     Social or Medical Model: 


    
 33.  For EMERGENCY RESPONSE SYSTEM PROVIDERS ONLY:
a) Describe your policy for the removal of the ERS system:
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b) Describe your policy for replacement of lost equipment:
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c) Attach a copy of your client agreement for ERS installation
34.  Indicate which of the following towns in Connecticut are serviced by the organization.

_____Bridgeport


_____Darien


_____Easton


_____Fairfield




_____Greenwich


_____Monroe


_____New Canaan
_____Norwalk


_____Stamford


_____Stratford

_____Trumbull

_____Weston


_____Westport


_____Wilton

35. Does your organization subcontract with other organizations?  SWCAA defines subcontracting 
    
as contracting and utilizing staff that are not direct employees of the organization, but are 
independent contractors or employees of a separate agency, in order to meet clients/patients needs.



YES  





NO 

_

If yes, identify the subcontracted organizations and specific services provided:

      
[image: image22]
Attach a copy of provider contract with the subcontracted entity.  A specific written agreement between SWCAA and your Agency is required if subcontracted staff is utilized.
_______________________________________________ 


______________________________
Signature of the person completing this survey




Title
________________________
Date

Required Attachments:
· Audited Financial Statement with Management Letter; if no audit was required, submit

income, cash flow and balance statement 
· IRS records for the previous three Fiscal Years 
· W-9,  Federal Employer Identification Number and National Provider Identifier if provider has been under another name, entity or ownership

· Verification of Better Business Bureau/Consumer Relations listing
· Business and professional licenses, registrations and certificates as requested in this survey
· Certificates of insurance 
· Certification of bond coverage if applicable

· Personnel Policy including protocol for handling client emergencies
· Grievance Policy
· Quality Assurance Plan

· Four references, two professional reference specific to the type of references that the prospective provider would provide to CHCPE clients; one business reference; and one client/family reference

· ERS Installation Agreement  

· Agency contract with Subcontracted entity if applicable
· Sample SWCAA invoice if changed from previous contract
· Sample time sheet if changed from previous contract
· Sample activity log if changed from previous contract
· Policy/procedures if utilizing telephonic time keeping system
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