VIII.  C-PEP Application

	STATE OF NEW JERSEY

DEPARTMENT OF HUMAN SERVICES

DIVISION OF DEVELOPMENTAL DISABILITIES (DDD)

Child In-State Placement Enhancement Pilot Application

Background Information:


	1.
	Date
	     
	Information Completed by:
	     

	Name and Title


	2.
	Name of Agency
	     
	Federal ID/Social Security #:
	     


	a.
	Agency Address
	     


	b
	Billing Address
	     


	c.
	Agency Web Link
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 

	Web Address
	     


	3.
	Is your agency a subsidiary of a parent or larger organization?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 



	a.
	If yes, name of parent or larger organization
	     


	b.
	Address
	     


	c.
	Telephone #
	     
	Ext.
	     


	4.
	Agency Type: (check all that apply)


	National
	          FORMCHECKBOX 

	State
	 FORMCHECKBOX 

	Local
	 FORMCHECKBOX 

	For Profit
	 FORMCHECKBOX 


	Not For Profit
	 FORMCHECKBOX 

	Religious Not for Profit
	 FORMCHECKBOX 

	Limited Liability Corp.
	 FORMCHECKBOX 



	a.
	Executive Director Name
	     
	Telephone #
	     
	Ext
	     


	b.
	Contact Person Name
	     
	Telephone #
	     
	Ext
	     


	c.
	Fax #
	     
	E-Mail Address
	     


	d.
	Agency Years of Operation
	     
	Number of Individuals Served
	     


	5.
	Indicate which counties your agency currently provides services:

	Northern 

Bergen

Passaic 

Hudson 

Morris

Sussex

Warren
	 FORMCHECKBOX 
 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

	Upper Central Essex 

Union

Somerset
	  FORMCHECKBOX 

  FORMCHECKBOX 

  FORMCHECKBOX 

	Lower Central

Hunterdon         FORMCHECKBOX 

Mercer 

Middlesex

Monmouth

Ocean 
	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

	Southern

Burlington

Camden

Gloucester

 Salem 

Atlantic

Cumberland

Cape May
	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


	Other (please specify):      


	6.
	Indicate which age range(s) you agency currently serves:

	 FORMCHECKBOX 

	6 – 12
	 FORMCHECKBOX 

	22 – 45

	 FORMCHECKBOX 

	13 – 17
	 FORMCHECKBOX 

	46 – 64

	 FORMCHECKBOX 

	18 - 21
	 FORMCHECKBOX 

	65 and older


	7.
	Indicate the number of individual’s your agency serves with the following support needs:

            (Please refer to the Medical & Behavioral Level Table – Appendix C)

	Behavioral
	Medical

	     
	Level 1
	     
	Level 1

	     
	Level 2
	     
	Level 2

	     
	Level 3
	     
	Level 3

	     
	Level 4
	     
	Level 4

	
	
	     
	Level 5

	
	
	     
	Level 6


	8.
	Indicate the primary target population your agency currently serves: (Check only one)

	 FORMCHECKBOX 

	Mental Retardation
	 FORMCHECKBOX 

	Substance Abuse

	 FORMCHECKBOX 

	Challenging Behaviors
	 FORMCHECKBOX 

	Cerebral Palsy

	 FORMCHECKBOX 

	Blind or Visually Impaired
	 FORMCHECKBOX 

	Traumatic Brain Injury

	 FORMCHECKBOX 

	Deaf or Hearing Impaired
	 FORMCHECKBOX 

	Muscular Dystrophy

	 FORMCHECKBOX 

	Autism/Asperger’s Syndrome
	 FORMCHECKBOX 

	Epilepsy/Seizure Disorder

	 FORMCHECKBOX 

	Prader-Willi
	 FORMCHECKBOX 

	Down Syndrome

	 FORMCHECKBOX 

	Medically Frail
	 FORMCHECKBOX 

	Severe Physical Disabilities

	 FORMCHECKBOX 

	Mental Health/Psychiatric
	 FORMCHECKBOX 

	Sex Offender

	 FORMCHECKBOX 

	Spina Bifida
	 FORMCHECKBOX 

	Other (specify)      


	9.
	Indicate other disabilities/populations your agency currently serves: (Check All That Apply)

	 FORMCHECKBOX 

	Mental Retardation
	 FORMCHECKBOX 

	Substance Abuse

	 FORMCHECKBOX 

	Challenging Behaviors
	 FORMCHECKBOX 

	Cerebral Palsy

	 FORMCHECKBOX 

	Blind or Visually Impaired
	 FORMCHECKBOX 

	Traumatic Brain Injury

	 FORMCHECKBOX 

	Deaf or Hearing Impaired
	 FORMCHECKBOX 

	Muscular Dystrophy

	 FORMCHECKBOX 

	Autism/Asperger’s Syndrome
	 FORMCHECKBOX 

	Epilepsy/Seizure Disorder

	 FORMCHECKBOX 

	Prader-Willi
	 FORMCHECKBOX 

	Down Syndrome

	 FORMCHECKBOX 

	Medically Frail
	 FORMCHECKBOX 

	Severe Physical Disabilities

	 FORMCHECKBOX 

	Mental Health/Psychiatric
	 FORMCHECKBOX 

	Sex Offender

	 FORMCHECKBOX 

	Spina Bifida
	 FORMCHECKBOX 

	Other (specify)      


	10.
	Indicate current supports/services your agency provides:       (Check All That Apply)

	 FORMCHECKBOX 

	Individual Supports
	 FORMCHECKBOX 

	Recreation

	 FORMCHECKBOX 

	Respite
	 FORMCHECKBOX 

	Case Management

	 FORMCHECKBOX 

	Habilitation
	 FORMCHECKBOX 

	Transition Assistance

	 FORMCHECKBOX 

	Supported Employment
	 FORMCHECKBOX 

	Self-Advocacy

	 FORMCHECKBOX 

	Camp
	 FORMCHECKBOX 

	Before/After School Care

	 FORMCHECKBOX 

	Hotel Respite
	 FORMCHECKBOX 

	Community Education/Training

	 FORMCHECKBOX 

	Personal Assistance
	 FORMCHECKBOX 

	Cash/Stipend Program

	 FORMCHECKBOX 

	Psychotherapy
	 FORMCHECKBOX 

	Guardianship Assistance

	 FORMCHECKBOX 

	Support Broker
	 FORMCHECKBOX 

	Transportation

	
	
	 FORMCHECKBOX 

	Other
	     

	 FORMCHECKBOX 

	Residential
	
	Day Program

	 FORMCHECKBOX 

	Group Home
	 FORMCHECKBOX 

	Vocational Evaluation

	 FORMCHECKBOX 

	Supervised Apartment
	 FORMCHECKBOX 

	Adult Training Center

	 FORMCHECKBOX 

	Supported Living
	 FORMCHECKBOX 

	Medical Special Needs (ATC)

	 FORMCHECKBOX 

	Supportive Housing
	 FORMCHECKBOX 

	Behavioral Special Needs (ATC)

	 FORMCHECKBOX 

	Independent Living
	 FORMCHECKBOX 

	Workshop

	 FORMCHECKBOX 

	Other (specify)      
	 FORMCHECKBOX 

	Supported Employment

	
	
	 FORMCHECKBOX 

	Individualized Day Supports

	
	
	 FORMCHECKBOX 

	Medical Day Care

	
	
	 FORMCHECKBOX 

	Other (specify)      


	11.
	Indicate number of individuals served in each program:

	     
	Individual Supports
	     
	Recreation

	     
	Respite
	     
	Case Management

	     
	Habilitation
	     
	Transition Assistance

	     
	Supported Employment
	     
	Self-Advocacy

	     
	Camp
	     
	Before/After School Care

	     
	Hotel Respite
	     
	Community Education/Training

	     
	Personal Assistance
	     
	Cash/Stipend Program

	     
	Psychotherapy
	     
	Guardianship Assistance

	     
	Support Broker
	     
	Transportation

	
	
	     
	Other
	     

	
	Residential
	
	Day Program

	     
	Group Home
	     
	Vocational Evaluation

	     
	Supervised Apartment
	     
	Adult Training Center

	     
	Supported Living
	     
	Medical Special Needs (ATC)

	     
	Supportive Housing
	     
	Behavioral Special Needs (ATC)

	     
	Independent Living
	     
	Workshop

	     
	Other (specify)      
	     
	Supported Employment

	
	
	     
	Individualized Day Supports

	
	
	     
	Medical Day Care

	
	
	     
	Other (specify)      


	12.
	If applicable, identify the number of Specialists you have on staff:

	      
	Nurse (RN)
	     
	Speech Therapist         

	     
	Nurse (LPN)
	     
	Human Rights Committee

	     
	Physical Therapist
	     
	Behavior Management Committee

	     
	Behaviorist
	     
	Psychologist

	     
	Neurologist
	     
	Psychiatrist

	     
	Occupational Therapist
	     
	Nutritionist

	     
	Other:
	     


	13.
	Indicate those counties in the Region(s) where your agency is willing to develop C-PEP 

Services:

	Northern 

Bergen

Passaic 

Hudson 

Morris

Sussex

Warren
	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

	Upper Central Essex 

Union

Somerset
	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

	Lower Central

Hunterdon         FORMCHECKBOX 

Mercer 

Middlesex

Monmouth

Ocean 
	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

	Southern

Burlington

Camden

Gloucester

 Salem 

Atlantic

Cumberland

Cape May
	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 



	14.
	Indicate which age range you agency will serve in C-PEP:        (Check All That Apply)

	 FORMCHECKBOX 

	6 – 12

	 FORMCHECKBOX 

	13 – 17

	 FORMCHECKBOX 

	18 - 21


	15
	Indicate what gender your agency will serve in C-PEP:

	 FORMCHECKBOX 

	Male

	 FORMCHECKBOX 

	Female

	 FORMCHECKBOX 

	Both


	16.
	Indicate the number of C-PEP individuals your agency would be prepared to serve 

during the 2 year pilot:    (Please refer to the Medical & Behavioral Level Table – Appendix C)

	Behavioral
	Medical

	     
	Level 1
	     
	Level 1

	     
	Level 2
	     
	Level 2

	     
	Level 3
	     
	Level 3

	     
	Level 4
	     
	Level 4

	
	
	     
	Level 5

	
	
	     
	Level 6


	Operational (All questions in this section must be answered):


1. Summarize your organization’s history, mission and goals, provide a description of your current programs and accomplishments, and give a profile of the population served.  

	     



2. a)  If your organization currently, or has previously, served children and/or young adults with significantly challenging behaviors and/or medical needs describe the program model including when, where and what ages were served.   

	     



OR

b)  If your organization has not served children and/or young adults with significantly challenging behaviors and/or medical needs, describe what makes your organization uniquely suited to participate in this pilot. 

	     



3. List the community agencies, programs and organizations with which your agency currently has an established relationship/affiliation. Describe how these relationships will support your C-PEP program. 

	     



4. Describe how your agency will leverage funds and other resources to secure the needed supports and services for your C-PEP program.  

	     



5. Describe your agency’s system of staff recruitment, training, communication, supervisory oversight and how you maintain accountability of your service teams. 

	     



6. Indicate your agency’s annual staff turnover rate during each of the past three years and indicate your current staff vacancy rate/percentage 

	
	% (2007)
	     
	%( 2006)
	     
	% (2005)


Current Vacancy Rate/Percentage:  Full time: 
7. Based on your current staff turnover rate, explain how your agency will provide staffing as mandated for the C-PEP program and what efforts will be made to assure staff retention. 

	     



8. Describe your agency’s incident reporting and monitoring system and provide an example of how this data is used to improve your service delivery. 

	     



9. Indicate what community-based model (i.e., group home treatment, foster home, other/specify, etc.) your pilot program will support.  Include in your discussion the following: 

· Describe why you have chosen this model and detail your organization’s experience supporting this model

· Indicate if you plan to expand capacity or have existing vacancies.

· Identify if the structure is established or planned and provide a timeline for availability

· Provide details about the geographic location and the suitability to safely sustain and support the C-PEP individuals.

· Provide a table of organization which includes your proposed C-PEP program.

	     



10.  Mandatory:  Complete The Boggs Center Self Evaluations Tool and attach to your submission.  (See Appendix F)
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