STATE OF NEW JERSEY

DEPARTMENT OF HUMAN SERVICES

DIVISION OF DEVELOPMENTAL DISABILITIES (DDD)

INDIVIDUALIZED COMMUNITY SUPPORTS AND SERVICES FOR ADULTS AND CHILDREN PROVIDER 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
	     


	e.
	Age Groups Served:

	 FORMCHECKBOX 

	Under 18
	 FORMCHECKBOX 

	46-64

	 FORMCHECKBOX 

	19-21
	 FORMCHECKBOX 

	65 and up

	 FORMCHECKBOX 

	22-45


	f.
	Age Groups Willing to Serve:

	 FORMCHECKBOX 

	Under 18
	 FORMCHECKBOX 

	46-64

	 FORMCHECKBOX 

	19-21
	 FORMCHECKBOX 

	65 and up

	 FORMCHECKBOX 

	22-45


	g.
	Indicate which counties your agency currently provides services:

	Atlantic
	 FORMCHECKBOX 

	Bergen
	 FORMCHECKBOX 

	Burlington
	 FORMCHECKBOX 


	Camden
	 FORMCHECKBOX 

	Cape May
	 FORMCHECKBOX 

	Cumberland
	 FORMCHECKBOX 


	Essex
	 FORMCHECKBOX 

	Gloucester
	 FORMCHECKBOX 

	Hudson
	 FORMCHECKBOX 


	Hunterdon
	 FORMCHECKBOX 

	Mercer
	 FORMCHECKBOX 

	Middlesex
	 FORMCHECKBOX 


	Monmouth
	 FORMCHECKBOX 

	Morris
	 FORMCHECKBOX 

	Ocean
	 FORMCHECKBOX 


	Passaic
	 FORMCHECKBOX 

	Salem
	 FORMCHECKBOX 

	Somerset
	 FORMCHECKBOX 


	Sussex
	 FORMCHECKBOX 

	Union
	 FORMCHECKBOX 

	Warren
	 FORMCHECKBOX 



	h.
	Please indicate those counties where your agency plans to develop/expand services:

	Atlantic
	 FORMCHECKBOX 

	Bergen
	 FORMCHECKBOX 

	Burlington
	 FORMCHECKBOX 


	Camden
	 FORMCHECKBOX 

	Cape May
	 FORMCHECKBOX 

	Cumberland
	 FORMCHECKBOX 


	Essex
	 FORMCHECKBOX 

	Gloucester
	 FORMCHECKBOX 

	Hudson
	 FORMCHECKBOX 


	Hunterdon
	 FORMCHECKBOX 

	Mercer
	 FORMCHECKBOX 

	Middlesex
	 FORMCHECKBOX 


	Monmouth
	 FORMCHECKBOX 

	Morris
	 FORMCHECKBOX 

	Ocean
	 FORMCHECKBOX 


	Passaic
	 FORMCHECKBOX 

	Salem
	 FORMCHECKBOX 

	Somerset
	 FORMCHECKBOX 


	Sussex
	 FORMCHECKBOX 

	Union
	 FORMCHECKBOX 

	Warren
	 FORMCHECKBOX 



	5.
	Primary Target Population Your Agency 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
	 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 

	N/A


	6.
	Other Disabilities/Populations Your Agency 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
	 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 

	N/A


	7.
	Current Supports/Services Your Agency Provides:

	 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 

	Residential
	 FORMCHECKBOX 

	Personal Assistance

	 FORMCHECKBOX 

	Group Home
	 FORMCHECKBOX 

	Psychotherapy

	 FORMCHECKBOX 

	Supervised Apartment
	 FORMCHECKBOX 

	Support Broker

	 FORMCHECKBOX 

	Supported Living
	 FORMCHECKBOX 

	Cash/Stipend Program

	 FORMCHECKBOX 

	Supportive Housing
	 FORMCHECKBOX 

	Guardianship Assistance

	 FORMCHECKBOX 

	Independent Living
	 FORMCHECKBOX 

	Transportation

	 FORMCHECKBOX 

	Day Program
	 FORMCHECKBOX 

	Other
	     

	 FORMCHECKBOX 

	Vocational Evaluation

	 FORMCHECKBOX 

	Adult Training Center

	 FORMCHECKBOX 

	Medical Special Needs (ATC)

	 FORMCHECKBOX 

	Behavioral Special Needs (ATC)

	 FORMCHECKBOX 

	Workshop

	 FORMCHECKBOX 

	Supported Employment

	 FORMCHECKBOX 

	Individualized Day Supports

	 FORMCHECKBOX 

	Medical Day Care


	8.
	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

	Residential
	     
	Personal Assistance

	     
	Group Home
	     
	Psychotherapy

	     
	Supervised Apartment
	     
	Support Broker

	     
	Supported Living
	     
	Cash/Stipend Program

	     
	Supportive Housing
	     
	Guardianship Assistance

	     
	Independent Living
	     
	Transportation

	Day Program
	     
	Other

	     
	Vocational Evaluation

	     
	Adult Training Center

	     
	Medical Special Needs (ATC)

	     
	Behavioral Special Needs (ATC)

	     
	Workshop

	     
	Supported Employment

	     
	Individualized Day Supports

	     
	Medical Day Care


	9.
	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:
	     


	10.
	The following specialty options are being offered for adults and children as part of this RFQ.  By referencing the 

Individual Community Services and Supports for Adults and Children Qualification Chart on Page 24:

Which option(s) is your agency interested in becoming qualified to provide 
for ADULTS? (check all that apply):

	 FORMCHECKBOX 

	Housing/Development
	
	

	 FORMCHECKBOX 

	Stand Alone Behavioral Supports
	
	

	 FORMCHECKBOX 

	Residential Supports

(Individual Supports)
Self-Directed (see Appendix A)
	 FORMCHECKBOX 

	Employment/Day Supports

             (Habilitation)

	 FORMCHECKBOX 

	Residential Supports

(Individual Supports)
Provider-Managed (see Appendix A)
	
	

	 FORMCHECKBOX 

	Medical Supports Levels 1 - 2
	 FORMCHECKBOX 

	Medical Supports Levels 1 - 2

	 FORMCHECKBOX 

	Medical Supports Levels 3 - 6
	 FORMCHECKBOX 

	Medical Supports Levels  3 - 6

	 FORMCHECKBOX 

	Behavioral Supports Levels 1 – 2
	 FORMCHECKBOX 

	Behavioral Supports Levels 1 - 2

	 FORMCHECKBOX 

	Behavioral Supports Levels 3 - 4
	 FORMCHECKBOX 

	Behavioral Supports Levels 3 - 4


	
	 Which option(s) is your agency interested in becoming qualified to provide
 for CHILDREN? (check all that apply):

	 FORMCHECKBOX 

	Housing/Development
	
	

	 FORMCHECKBOX 

	Stand Alone Behavioral Supports
	
	

	 FORMCHECKBOX 

	Residential Supports

(Individual Supports)
Self-Directed (see Appendix A)
	
	

	 FORMCHECKBOX 

	Residential Supports

(Individual Supports)
Provider-Managed (see Appendix A)
	
	

	 FORMCHECKBOX 

	Medical Supports Levels 1 - 2
	
	

	 FORMCHECKBOX 

	Medical Supports Levels 3 - 6
	
	

	 FORMCHECKBOX 

	Behavioral Supports Levels 1 – 2
	
	

	 FORMCHECKBOX 

	Behavioral Supports Levels 3 - 4
	
	


	General Section(All questions in this section must be answered
 regardless of which specialty option(s) your agency has chosen):


	Operational 


1. Have you ever had a contract reduced, terminated or not renewed?  If so, identify the contract and explain the circumstances.
	


2. 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.  

	     


3. Provide your agency’s number of licensed sites or contracted employment/day programs.      

4. List the community agencies, programs and organizations with which your agency currently has an established relationship/affiliation. Describe how these relationships support community service networking, as it relates to healthcare and treatment systems, employment and opportunities for community and social activities. 

	     


5. If you currently do not provide services in NJ, describe how your agency plans to. 

	     


6. Indicate the number of individuals you have successfully transitioned from a developmental center to a community-based program in the last 5 years. 

	     


7. Describe the strategies and processes used to insure the success of the transition process.  

	     


8. Does your agency use a rate based or fee for service reimbursement system? 

	     


9. If you do not use a rate based or fee for service system, list the types of support your agency may need to implement one. 

	     


10. If you use a rate based or fee for service system, describe how you determined your rate per unit of service. 
	     


11. List ways your agency leverages resources to provide supports and services.
	     


	Quality


12. Describe a quality improvement technique you have recently used to positively impact individuals living in their communities. 

	     


13. Describe how your agency uses information gathering techniques and monitoring strategies to improve service delivery. 

	     


14. Does your agency have a quality improvement plan?  If yes, describe your agency’s goals and/or objectives. 

	     


15. Describe the plan in detail, what factors are reviewed, what is your experience with the plan, what corrective actions have been taken?
	     


16. Describe how your agency builds quality into operations. 

	     


	Staffing 


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

	     


	18. Indicate your agency’s annual staff turnover rate during each of the (3) most recent years:



       Administrative Staff:

	     
	Most Recent Year
	     
	%
	     
	% 


      Program Staff:

	     
	Most Recent Year
	     
	%
	     
	% 


19. Describe the efforts or initiatives your agency uses to maximize the rate of staff retention.

	     


20. Describe how your agency ensures that staff are trained timely and obtain training beneficial to the population(s) served.

	     


21. List the trainings that staff are required to attend.
	     


	Risk 


22. Describe how your agency manages a life-threatening emergency involving an individual served.

	     


23. Describe your agency’s incident reporting and monitoring system.  Attach a sample report that your agency generates.
	     


24. Have you ever had an unexpected death of a consumer?  If so, please provide additional information regarding the incident.
	     


25. Describe how the information obtained from your agency’s incident and reporting systems is used to reduce and manage risk. Describe how data is analyzed, providing an example of how this process has worked successfully for your agency.

	     


	Specialty Qualification Section ( Please answer the questions that correspond to the option you have chosen.  If your agency has chosen to be qualified for more than one option, you must answer the questions that correspond to those options.)


	Residential Supports


26. Indicate the number of accessible residences for individuals with ambulatory support needs you have developed in a community setting.       

27. Describe how your agency uses innovative/creative housing options to serve and support individuals.
	     


28. Describe your agency’s practices and processes for maximizing individual choice and the use of self-directed services. 
	     


29. Describe how your agency uses generic community services to fully integrate individuals into the community.
	     


30. Describe how your agency utilized the individual’s Service Plan.
	     


31. Describe your agency’s familiarity with Individual Habilitation Plans and Essential Lifestyle Plans.
	     


32. Does your agency have a Policy and Procedure Manual approved by the New Jersey Department of Human Services Office of Licensing?

	     


	Housing/Development 


33. Identify which of the following alternative funding sources/federal programs you have used. Also identify which you have applied for.  

	Federal Sources

	Used
	Applied For

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	HUD-Section 811

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	HUD-McKinney Vento(SHP)

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	HUD-HOPE VI

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	USDA-Rural Development


	 State Sources 

	Used
	Applied For

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	DCA-Balanced Housing Program

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	DCA-Community Services Block Grant

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	DCA-Deep Subsidy Program

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	DCA-Green Homes Program

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	DCA-Shelter Support

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	DCF- (Department of Children and Families)

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	DHS-(Division of Developmental Disabilities)

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	DHS-(Division of Mental Health Services)

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	DHSS(Dept. of Health and Senior Services)

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	NJHMFA-Home Express

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	NJHMFA-Low Income Housing Tax Credits

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	NJHMFA-Multi-Family Rental Financing

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	NJHMFA-Small Rental Projects(5-25)

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	NJHMFA-Special Needs Housing Trust Fund

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	DDD-Bond Funds


	County Sources


	Used
	Applied For

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	HOME Funds


	Local Sources Used

	Used
	Applied For

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	HOME Funds

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Community Development Block Grants

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Municipal Regional Contribution Agreements

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Municipal Developer Fees (COAH Plan)


	Other Sources Used

	Used
	Applied For

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Federal Home Loan Bank

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	The Reinvestment Fund

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Corporation for Supportive Housing

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Casino Reinvestment Development Authority)

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Danielle Foundation

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Deferred Developer Fee(Project Sponsor)

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Other)
	     


34. How many units of housing have you developed?      
a. Number of accessible units      
b. Number of low income units      
c. Number of units incorporating "green building" techniques      
35. What is the average time frame to complete your projects from concept to opening and with whom do you partner?

	     


36. Describe your agency’s experience in raising and leveraging capital development funds for properties it purchased and identifying affordable rentals among existing housing.
	     


37. Describe your agency’s experience in housing management for units the organization owns or maintains.
	     


38. How are your residences integrated into the surrounding community? 
	     


39. How is individual choice incorporated into the development of the site? 
	     


40. Do you continue to manage residences after they are open?  Explain the number and type of units managed, staffing ratio, services provided, fees charged.
	     


	Employment/Day Services


41. Describe how your agency uses generic community services to fully integrate individuals into the community.
	     


42. Are your employment/day activities accredited by any organization?  If so, please identify the name of the accrediting body.

	     


43. Is your agency a vendor or under contract with other organizations to provide employment/day services?  Identify the name of the organization, contact person and his/her telephone number.
	     


44. Describe your agency’s practices and processes for maximizing individual choice and the use of self-directed services in relation to employment/day services.
	     


45. What creative techniques have your agency used to assist individuals in obtaining and maintaining employment.  Provide examples. 

	     


	Medical 


46. Indicate the number of individuals you serve with the following medical support needs: (Please reference the Medical and Behavioral Supports Levels Table on Page 29).
Level 1:     
          Level 4:     
Level 2:     
          Level 5:     
Level 3:     
          Level 6:     
47. Indicate the number of years of experience your agency has supporting individuals with medical support needs as identified in Levels 3-6.      

48. Describe how your clinical staff is used within your service delivery system to effectively support individuals with medical needs.

	     


49. Describe your agency’s health care monitoring system, focusing on oversight of services provided to individuals with complex medical needs. Include staffing ratio, training, response times, and geographic proximity.
	     


50. Describe innovative ways your agency provides supports and services to individuals who have limited mobility and require high levels of support for physical care and medical conditions.
	     


51. Medical Case Scenario

Your agency is supporting Martin, age 45, to live in an apartment with two housemates. Martin is very social and outspoken and enjoys being around others.  He likes to be as independent as possible with household activities such as meal preparation and laundry. You provide staff support for carrying out daily activities including bathing, dressing, meals, transportation, health and medical monitoring.  Martin enjoys participating in his church activities, going to the movie theatre, visiting his family and friends and going to work each day.  Martin works in a flower shop doing simple assembly jobs.  Martin has cerebral palsy and uses a wheelchair. He has limited use of his upper extremities.  Lately, Martin has developed skin ulcers that require re-positioning every twenty minutes. He is at increased risk for aspirating thus needs special food preparation and supervision while eating.  To avoid constipation and bowel obstruction, Martin needs consistent bowel monitoring.
What supports would your agency put in place to allow Martin to continue to go to work each day given his increasing support needs?  How would you ensure that Martin goes to the movies as often as he likes?  How would Martin be supported to spend time with his family, friends, and at church?  What supports might enable Martin to be as independent as possible while contributing to household chores?

	     


	Behavioral


52. Indicate the number of ADULTS you serve with the following behavioral support needs: (Please reference the Medical and Behavioral Supports Levels Table on Page 29):  
Level 1:     

          Level 3:      
Level 2:     

          Level 4:     
53. Indicate the number of CHILDREN you serve with the following behavioral support needs: (Please reference the Medical and Behavioral Supports Levels Table on Page 29):  
Level 1:     

          Level 3:      
Level 2:     

          Level 4:     
54. Indicate the number of years of experience your agency has supporting individuals with behavioral support needs as identified in Levels 3 & 4.     
55. Describe how your clinical staff is used within your service delivery system to effectively support individuals with medical needs. Indicate what practices you have successfully used to prevent/ reduce the occurrence of challenging behaviors.  
	      


56. Describe behavioral and/or personal control techniques utilized by your agency.
	     


57. Indicate what practices you have successfully used to prevent/ reduce the occurrence of challenging behaviors.  Describe the types of behaviors addressed and provide an example, using quantitative evidence, which shows the successful elimination/ significant reduction of a challenging behavior.  

	     


58. How are direct service level and management level staff supported to identify, assess, and monitor behaviors and to properly implement strategies to address them?
	     


59. What ways would your agency manage behavioral emergencies for both children and adults?  

	     


60. Behavioral Case Scenario-Adult
Lisa is a 30 year old woman who has, for the last twelve years, lived in a developmental center. She is quiet and enjoys doing solo activities such as drawing and arts and crafts when the weather is poor, but loves to be outdoors in nicer weather. Lisa enjoys having her nails done and getting her haircut.  She also loves shopping for jewelry.  Lisa scratches and bites herself and bangs her head when she is upset.  This has resulted in her utilizing a prescribed helmet and protective mitts. Lisa’s family feels very strongly about her not being in public with the protective equipment, yet they would love to see her transition into a smaller setting with the appropriate supports.  Lisa is non-verbal and has no formal means of communication. She is diabetic and uses insulin.  Blood sugar levels need to be reported to her doctor weekly. 

How might Lisa’s self-injurious behavior be addressed?  What type of environment might best suit Lisa?  What type of support might be given her family as she begins to transition to the community?  How would you address her diabetes?
	     


       Behavioral Case Scenario-Child

Jack is a 15 year old male who has resided in an out-of-state placement, for the past 5 years.  Jack’s mom has expressed a desire to have Jack move back to NJ in a community residential placement near her home.  Jack was placed in this setting because his mother was unable to control his violent outbursts and self-injurious behaviors.  Jack is currently on a behavior plan that has been successful.  Jack’s mom periodically calls him on the phone and sends cards, but she has not been able to make the long commute to visit Jack on a regular basis.  Jack has not had an overnight visit at his mom’s house since moving out of state.  Jack’s residence and school are on the same grounds and provided by the same agency.  Jack does not like to travel long distances in the car and is resistant to change.  He is diagnosed with autism and has limited verbal skills, but he effectively utilizes a communication board.  Jack sees an occupational therapist along with his medical doctor, neurologist and psychiatrist.  On occasion, Jack refuses the medications that are prescribed for his behaviors and to control a seizure disorder.  Jack frequently engages in self-injurious behavior and will hit others in new situations or when he is over-stimulated.  Your agency has been hired by Jack, through his individual budget, to develop housing, provide residential and behavioral supports.  Describe the strategies your agency would employ to ensure a smooth transition to a community residential placement in NJ.  What type of a living arrangement do you think would best meet Jack’s needs?  How would your agency address Jack’s educational needs?  Once enrolled in a school how would your agency handle the school calling and threatening to expel Jack due to aggressive behaviors.  
	Application completed by:
	     
	     

	
	Name
	Title


	Date Application Submitted:
	     


This application is not complete and valid until the Division of Developmental Disabilities is in receipt of the following mandatory documents:

Assurances and certifications included in Attachment A and B. 

The hard copies of Attachments A & B with an original signature will be required to be submitted within 10 days of DDD’s receipt of your application.  If attachments A & B are not received within this timeframe, you will not be able to move forward with the RFQ process.
I certify that I have read all information contained in this application and attest the information is accurate and valid. 

	     
	     

	Executive Director Signature
	Date


PLEASE NOTE: This application is subject to public disclosure under the New Jersey Open Public Records Act.

Attachment A
Department of Human Services, Division of Developmental Disabilities Statement of Assurances and Certifications
As the duly authorized Chief Executive Officer/Administrator, I am aware that submission to the Department of Human Services, Division of Developmental Disabilities of the accompanying application constitutes the creation of a public document and as such may be made available upon request at the completion of the RFP process. This may include the application, budget, and list of applicants (bidders list). In addition, I certify that the applicant:

•   Has legal authority to apply for the funds made available under the requirements of the RFP, and has the institutional, managerial and financial capacity (including funds sufficient to pay the non Federal/State share of project costs, as appropriate) to ensure proper planning, management and completion of the project described in this application.

•   Will give the New Jersey Department of Human Services, DDD or its authorized representatives, access to and the right to examine all records, books, papers, or documents related to the award; and will establish a proper accounting system in accordance with Generally Accepted Accounting Principles (GAAP). Will give proper notice to the independent auditor that DHS will rely upon the fiscal year end audit report to demonstrate compliance with the terms of the contract.

•   Will establish safeguards to prohibit employees from using their positions for a purpose that constitutes or presents the appearance of personal or organizational conflict of interest, or personal gain. This means that the applicant did not have any involvement in the preparation of the RFP, including development of specifications, requirements, statement of works, or the evaluation of the RFP applications/bids.

•   Will comply with all federal and State statutes and regulations relating to non-discrimination. These include but are not limited to: 1.) Title VI of the Civil Rights Act of 1964 (P.L. 88-352;34 CFR Part 100) which prohibits discrimination on the basis of race, color or national origin; 2.) Section 504 of the Rehabilitation Act of 1973, as amended (29 U.S.C. 794; 34 CFR Part 104), which prohibits discrimination on the basis of handicaps and the Americans with Disabilities Act (ADA), 42 U.S.C. 12101 et. seq.; 3.) Age Discrimination Act of 1975, as amended (42 U.S.C. 6101 et. seq.; 45 CFR part 90), which prohibits discrimination on the basis of age; 4.) P.L. 2975, Chapter 127, of the State of New Jersey (N.J.S.A. 10:5-31 et. seq.) and associated executive orders pertaining to affirmative action and non-discrimination on public contracts; 5.) Federal Equal Employment Opportunities Act; and 6.) Affirmative Action Requirements of PL 1975 c. 127 (NJAC 17:27).

•   Will comply with all applicable federal and State laws and regulations.

•   Will comply with the Davis-Bacon Act, 40 U.S.C. 276a-276a-5 (29 CFR 5.5) and the New Jersey Prevailing Wage Act, N.J.S.A. 34:11-56.27 et. seq. and all regulations pertaining thereto.

•   Is in compliance, for all contracts in excess of $100,000, with the Byrd Anti-Lobbying amendment, incorporated at Title 31 U.S.C. 1352. This certification extends to all lower tier subcontracts as well.

•. Has included a statement of explanation regarding any and all involvement in any litigation, criminal or civil.

•  Has signed the certification in compliance with federal Executive Orders 12549 and 12689 and State Executive Order 34 and is not presently debarred, proposed for debarment, declared ineligible, or voluntarily excluded. Will have on file signed certifications for all subcontracted funds.

•  Understands that this provider agency is an independent, private employer with all the rights and obligations of such, and is not a political subdivision of the Department of Human Services.

•  Understands that unresolved monies owed the Department and/or the State of New Jersey may preclude the receipt of this award.

	     
	     

	Name of Applicant Organization
	Signature: Chief Executive Officer or Equivalent


	     
	     

	Date
	Typed Name and Title


Attachment B

Certification Regarding Debarment, Suspension, Ineligibility and Voluntary Exclusion 

Lower Tier Covered Transactions

Instructions for Certification
1.
By signing and submitting this proposal, the prospective lower tier participant is providing the certification set out below.

2.
The certification in this clause is a material representation of facts upon which reliance was placed when this transaction was entered into.  If it is later determined that the prospective lower tier participant knowingly rendered an erroneous certification, in addition to other remedies available to the Federal Government the department or agency with which this transaction originated may pursue available remedies, including suspension and/or debarment.

3.
The prospective lower tier participant shall provide immediate written notice to the person to whom this proposal is submitted if at any time the prospective lower tier participant learns that its certification was erroneous when submitted or had become erroneous by reason of changed circumstances.

4.
The terms covered transaction, debarred, suspended, ineligible, lower tier covered transaction, participant, person, primary covered transaction, principal, proposal, and voluntarily excluded, as used in this clause, have the meaning set out in the Definitions and Coverage sections of rules implementing Executive Order 12549.  You may contact the person to which this proposal is submitted for assistance in obtaining a copy of those regulations.

5.
The prospective lower tier participant agrees by submitting this proposal that, should the proposed covered transaction be entered into, it shall not knowingly enter into any lower tier covered transaction with a person who is proposed for debarment under 48 CFR part 9, subpart 9.4, debarred, suspended, declared ineligible, or voluntarily excluded from participation in this covered transaction, unless authorized by the department or agency with which this transaction originated.

6. The prospective lower tier participant further agrees by submitting this proposal that it will include this clause titled “Certification Regarding Debarment, Suspension, Ineligibility and Voluntary Exclusion--Lower Tier Covered Transaction,” without modification, in all lower tier covered transactions and in all solicitations for lower tier covered transactions.
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7. A participant in a covered transaction may rely upon a certification of a prospective participant in a lower tier covered transaction that it is not proposed for debarment under 48 CFR part 9, subpart 9.4, debarred, suspended, ineligible, or voluntarily excluded from covered transactions, unless it knows that the certification is erroneous.  

8. A participant may decide the method and frequency by which it determines the eligibility of its principals.  Each participant may, but is not required to, check the List of Parties Excluded from Federal Procurement and Non-procurement Programs.

9. Nothing contained in the foregoing shall be construed to require establishment of a system of records in order to render in good faith the certification required by this clause.  The knowledge and information of a participant is not required to exceed that which is normally possessed by a prudent person in the ordinary course of business dealings.

10. Except for transactions authorized under paragraph 5 of these instructions, if a participant in a covered transaction knowingly enters into a lower tier covered transaction with a person who is proposed for debarment under 48 CFR part 9, subpart 9.4, suspended, debarred, ineligible, or voluntarily excluded from participation in this transaction, in addition to other remedies available to the Federal Government, the department or agency with which this transaction originated may pursue available remedies, including suspension and/or debarment.
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READ THE ATTACHED INSTRUCTIONS BEFORE SIGNING THIS CERTIFICATION.  THE INSTRUCTIONS ARE AN INTEGRAL PART OF THE CERTIFICATION.

Certification Regarding Debarment, Suspension, Ineligibility and Voluntary Exclusion

Lower Tier Covered Transactions

1.
The prospective lower tier participant certifies, by submission of this proposal, that neither it nor its principals is presently debarred, suspended, proposed for debarment, declared ineligible, or voluntarily excluded from participation in this transaction by an Federal department or agency.

2.
Where the prospective lower tier participant is unable to certify to any of the statements in this certification, such prospective participant shall attach an explanation to this proposal.

	     

	Name and Title of Authorized Representative


	     
	     

	Signature
	Date


This certification is required by the regulations implementing Executive order 12549, Debarment and Suspension, 29 CFR Part 98, Section 98.510

Application: Final Draft: 4/09


