
Instructions for completing the Request for Information (RFI) contract packets.   

GENERAL INSTRUCTIONS 

The due date for all RFI materials is Noon, April 9, 2010.   

The instructions for submitting contract materials for Mental Health and Drug & Alcohol Program contracts for FY 2010/2011 are divided into two sections. 
· SECTION I contains RFI Work Statement instructions for providers of Mental Health, and Drug & Alcohol program funding; 

· SECTION II includes Budget Instructions for developing 10/11 fiscal year contracts for Mental Health and Drug & Alcohol program services. 

Send completed RFI materials to: Robin Como, Program Analyst, Mercer County Behavioral Health Commission, Inc., 8406 Sharon-Mercer Road, Mercer, PA 16137.   

SECTION I – General RFI Work Statement Instructions. 

(For Mental Health and Drug & Alcohol program services) 

Review the following instructions carefully. Please submit contract materials in the  
format and order requested in these instructions. 
· Submit six (6) complete paper copies of an RFI packet for each proposed service or program. Include six (6) copies of pertinent attachments such as insurance certificates, tables of organization, service brochures, etc. DO NOT SUBMIT MATERIALS ELECTRONICALLY. 

· A complete 10/11 RFI packet must include a Work Statement, an Agency Summary Page, and Budget/Rate Setting packets. 
· Out-of-County Services – For organizations providing out-of-county services, include documentation of rate approval from the home county. 
· List programs separately according to funding sources. Submit work statements for each program such as Drug & Alcohol Outpatient Services and Mental Health Outpatient Services. However, the same level of care services within the same categorical funding sources should be combined as one service: e.g., list CRR as one level of care. Do not separate it as two services such as CRR and CRR CHIPPs.  In addition, if services have different ratios such as individual or group, please list a separate rate for each within one cost center.
· Use the same set of instructions and budget forms for each service, except where noted in the instructions. Make additional copies of the budget forms for use with each service. 

· Please contact Sheila Yatsko, Mercer County Behavioral Health Commission, Inc., (MCBHC) Chief Financial Officer, at (724) 662-1550, for more information on budget forms. 

· RFI forms are also posted on the MCBHC website: http://www.mercercountybhc.org/
       Agency Summary Page   
       The Agency Summary Page details the service codes, funding sources, unit counts/rates,    

 and net MCBHC eligible expenses. 
Submit six (6) total copies of a completed Agency Summary Page with the RFI packet – including one (1) with an original signature. Use this form to list all proposed services for your agency. The “Total Funding Request” should equal the total of all service costs submitted for reimbursement. 

Work Statement   (All providers to complete.) 

The purpose of the Work Statement is to describe the proposed services in the county’s service delivery network and to discuss the operational methods for those services, such as operational hours and hours of delivery of services. Recovery-oriented agency activities and mission statements are requested within the Work Statement narrative. 
Please submit information within the format of the enclosed Work Statement Forms. Complete a Work Statement Form for each service proposed under the 10/11 contract for services. 

1.
Program Capacity 
Provide client, staff and unit counts as requested. Where separate staff/client ratios exist, please specify the different ratios and unit rates. 
2.   Needs Assessment 

· Describe the targeted population and how this proposed service fits into the county’s continuum of care. 

· Please justify the need for each service. Potential sources of data to support “need” may include agency records, expert opinion, demographic/program data, evidence of waiting lists, survey findings or other evidence relevant to the service.  

· Benchmark statistics. Identify three-year data trends where possible: two former years (08/09 and 09/10) and the next planned year (10/11). Reference waiting lists, outcome data, or other community statistics that would support a need for this service.  Describe the community without this service. 

· Explain why this needed service cannot be supported through other services and funding sources. 

3.
Operational Description
Provide a brief description of the service. Include the facility location and program contact information. Include a program outline that describes: hours of program operation and service delivery; service components; average length of stay information; and service referral sources. Include the address and phone number for each program site. 
Describe the average units of service that an individual receives per week. Identify the frequency of various service interventions per week, e.g. average number of group counseling hours and the average number of individual counseling hours per week. 
Identify by title and summarize the duties of key persons (administrators, staff,   

      volunteers). Identify any vacant positions. Include a table of organization – showing  

      internal lines of supervision – and highlight staff with direct care responsibility. 

4
Recovery Orientation 

The Federal Office of Substance Abuse and Mental Health Services Administration and the Pennsylvania Bureau of Drug and Alcohol Programs along with the State Office of Mental Health and Substance Abuse Services have been progressively moving behavioral health services from acute care systems of care toward the development of recovery-oriented systems of care.  In response to this national, state, and local initiative, the Mercer County Behavioral Health Commission is asking each of its mental health and substance abuse program providers to identify and describe the recovery activities or programs that their organization is currently providing or developing. Specifically:      

Mental Health Programs:  Based upon the Recovery Oriented System Indicators (ROSI), provide your agency’s mission statement which explicitly includes a recovery orientation.  In addition, summarize other agency or program practices which reflect the advancement of recovery.   

Substance Abuse Programs:  Identify and describe the recovery support services or practices that your substance abuse program provides on an individual or community basis.  What evidence demonstrates that these efforts are assisting individuals reach their path of recovery?

Your agency’s response will help and support Mercer County’s overall behavioral health planning process.        

5.
Administrative (Please provide the following.)

a.   Service names, procedure codes, provider identification numbers, and fee    


            schedules for each proposed service under the Medical Assistance and Health
     

            Choices (Value Behavioral Health) programs. 


b.   Agency audits were due to the MCBHC by December 30, 2009.  Provide a status 

      update / explanation if the 2009 audit has not been submitted.                        


c.   A copy of the agency’s current Board Membership list.


d.   Proof of liability, property and workmen’s compensation insurance. (Please add 

      MCBHC as a certificate holder through your insurance representative. By doing this,
            your representative will automatically provide the BHC with updates of your policy 
   

            renewal, thus relieving you of this responsibility).


e.   Copies of the current Commonwealth license for all applicable programs under the 

      contract. 


f.   Updated service and agency brochures where applicable. {Please provide six (6)    

            copies of each brochure.} 
SECTION II: BUDGET PACKET    
Form 1: Budget Summary

The Budget Packets consist of FORM 1: the Budget Summary.  

Please complete the six-page Budget Summary (Form 1) for each proposed contract service. Include the following Supplemental Forms 2-8: Explanation of Line Item Changes; Detail Explanation of Line Items; Capital Expenditure Listing; Roster of Personnel; Cost Allocation; the Breakdown by Service Unit and the Fee for Service Calculation Report. (See instructions for the Supplemental Forms on page 7.)   

    Form 1 
· The Initial Budget (Column 1) should reflect itemized costs in the final approved service budget for the 09/10 fiscal year.   

· The Estimated Actual (Column 2) should include actual 09/10 expenditures for at least the first three quarters, plus estimated expenditures for the remaining quarter.  

· The Proposed Budget (Column 3) will be your budget for the 10/11 Fiscal Year.

· The Difference between the proposed budget and actual expenditures should be listed in Column 4. 

· Any expenditure line with an asterisk (*) must be explained in more detail on supplemental Form 3: Detail Explanation of Line Items. 

Administrative Costs (Form 1: Page 3). Include all administrative cost within the overall service Budget Summary form. Then break out program administrative costs and complete the supplemental Administrative Cost form. 

Unit Rates / Detail (Form 1: Page 4). Please complete the page titled Unit Rates / Detail for fee-for-service and program-funded services. Under the “Revenue Source,” please list specific county funding sources to offset individual program service costs. Anticipated 2010/2011 MH/DA funding categories will include: 

· D&A Funding

· MH Funding 

· MH Community Hospital Integration Program Project (CHIPP) Funding

       This list is not all-inclusive. If a revenue source is not listed here, please list “MH 

       Other,” or “D&A Other.” 

Income Analysis (Form 1: Page 5). The Income Analysis page should detail all income projected to support the program by service/description (i.e., MA revenue, HealthChoices (Value Behavioral Health), sales, interest, etc.), excluding MH/DA funding from the Mercer County Behavioral Health Commission, Inc. Income should be based on “best estimates,” referring to 09/10 history for these projections.  

Ineligible Expense Analysis (Form 1: Page 6). The final part of the service Budget Summary should be completed for any service where ineligible expenses are identified. Please include a description of the ineligible expense. In most cases, ineligible wages/salaries will be listed. The county will not participate in salaries that exceed the state rate. 

Form 2: Explanation of Line Item Changes 
Use this form to justify specific budget line item increases or decreases. Under “employee benefits,” list all benefits offered to employees and list agency contribution percentage and/or dollar amount contributed on their behalf. Also, if budgeting for an increase, please list the benefit and the associated percentage and amount increase. 

Form 3: Detail Explanation of Line Items 

Use this form to provide additional information for budget line items marked by an asterisk (*). Complete this form for each proposed service. Include name, rate, hours and the total amount of each item. Each total should correspond to the appropriate line item in the budget summary.

Form 4: Capital Expenditure Listing 

Use this form to report planned capital/fixed asset purchases for 2010/2011, which have a value of $500 or more. Please provide a brief explanation justifying the need for these items. This total should tie into the fixed asset line on the cost center budgets.

Form 5: Roster of Personnel 
This form should be completed to reflect any/all positions whereby all or a part of their wage is being supported by MH or D&A funds. It should include all information, including: employee name, position title, MCR code, total salary, hours worked per week, percent applied to each service, and appropriate benefits. This form should be completed for each service, reflecting the associated positions. Additionally, please develop and submit a master personnel sheet that combines all of the organization’s program personnel information into one control sheet.  

This control sheet should list all names, positions, MCR codes, hours worked per week, gross salary and a program percentage that indicates how each position is being funded. If funding – in addition to county program funds – is used to support that salary, please list the other funding sources and report the dollar amount.

For example:

	Name
	Position
	MCR 

Code 
	Total 

Salary
	Weekly Hours

Worked 
	OP
	CE
	SR
	Other

	Joe Smith
	Case Worker II
	P3001
	$20,000
	37.5 
	$10,000
	$5,000
	$2,000
	$3,000

	
	
	
	100%
	
	50%
	25%
	10% 
	15%


(Information on actual wages paid may be requested at year-end.)

Form 6: Cost Allocation Narrative (all MH/DA providers to complete)
Provide a narrative explanation of the methodology used to determine your agency’s cost allocation distribution (FTE; time studies; square footage, etc.). 

Salaries associated with Mental Health and Drug & Alcohol program services must be allocated across the specific cost center (service) columns as applicable. See the chart below for the applicable program cost centers acknowledged by the county and/or state under the MH and D&A programs. 

The plan should be categorized in conjunction with the expenditure items on the budget pages. The allocation plan should be done in percentages and spread across each appropriate category. Salaries and benefits must be broken out. Utilities and other costs and breakdowns can be explained in the cost allocation narrative. 

A separate narrative should be provided explaining the method used to provide the spread of administrative costs among the different services. A fair, generally accepted accounting principle should be used to spread administrative costs. Some examples are:



1.
The ratio of program FTE’s per service. 



2.
The ratio of personnel costs per service.  

3. The ratio of gross program costs per service. 

4. Time studies. 

Form 7: Fee for Service Calculation Report  

All providers must submit this form to calculate direct service hour productivity. Complete this form for each proposed service.

COST CENTERS / UNIT DEFINITIONS  

	Below is a list of DA/MH cost centers and corresponding unit definitions.   
	
	

	
	
	

	D&A COST CENTERS
	Code
	Unit 

	Outpatient Services (rate for individual and rate for group)
	OP
	Ind. – 30 mins.
Grp. – 15 mins.  

	Intensive Outpatient Program (IOP) (propose separate rates for  individual and group sessions) 
For Multi-Dimensional Family Therapy (MDFT), use the IOP Adol. code.   
	IOP Adult
IOP Adol. 


	15 minutes 
15 minutes 



	Partial Hospitalization (Day Treatment)
	PH
	1 hour 

	D&A Assessments 
	ASMT
	Per assessment 

	Intervention
	INT
	1 hour 

	
	
	

	MH COST CENTERS
	Code
	Unit 

	Outpatient Services
	OP
	Ind. – 30 mins.

Grp. – 15 mins.

	Inpatient Hospitalization
	IP
	Day

	Partial Hospitalization (Day Treatment)
	DT
	1 hour 

	Community Employment and Employment Related Services


	CE
	1 hour

	Facility Based Vocational Rehabilitation
	VR
	15 minute

	Community Residential Services (CRR)
	RA
	day

	Family Based Mental Health 
	FB
	15 minute

	Housing Support Service
	SHS
	1 hour  

	Adult Development Training
	AD
	1 hour  

	Community Services
	CS
	1 hour 

	Social Rehabilitation Services

Peer Support 
	SR

SR 
	1 hour 

15 minutes

	Psychiatric Rehabilitation Services 
	PR
	15 minutes 

	Family Support Services
	FS
	15 minute

	Other
	
	


BHC Supplemental Forms 
Complete a set of MCBHC Supplemental Forms for each proposed contracted service (cost center). These forms are also available at the following MCBHC website:   www.mercercountybhc.org
Supplemental Form 1

This form requests information on anticipated 10/11 increases in employee wages, benefits, and requests that habilitation supplies be defined. Under the benefits section, please report the percentage of costs to wages.  For example, FICA is 7.65%, retirement may be 5% of employee’s pay, health insurance on average is 20% of wages, etc.  Anything listed under “other” should be defined.
Supplemental Form 2: Fixed Assets

Use this form to list proposed fixed asset purchases over $500 for each proposed cost center that any base funds will be utilized.   
Supplemental Form 3: Roster of Personnel 

       Submit an all inclusive Roster of Personnel Sheet that lists the names and titles of all     

agency employees whose salaries are funded through any Mercer County Mental Health or Drug & Alcohol program funding. Please label and list administrative staff together with subtotals, list other agency staff with subtotal, and then an overall total. This Roster should list all names, positions, MCR codes, hours worked per week, gross salary, benefits, and a program percentage across all cost centers. If other funding – in addition to county program funds – is used to support employees’ salaries, please list the other.

For example:

	Name
	Position
	MCR 

Code 
	Total 

Salary
	Weekly Hours

Worked 
	OP
	CE
	SR
	Other

	Joe Smith
	Case Worker II
	P3001
	$20,000
	37.5 
	$10,000
	$5,000
	$2,000
	$3,000

	
	
	
	100%
	
	50%
	25%
	10% 
	15%


(Information on actual wages paid may be requested at year-end.)

Cost Allocation Narrative 
Provide a narrative explanation of the methodology used to determine your agency’s cost allocation distribution (FTE; time studies; square footage, etc.). Please explain direct and indirect costs and which costs are distributed through your agency’s cost allocation method. 

A separate narrative should be provided explaining the method used to provide the spread of administrative costs among the different services. A fair, generally accepted accounting principle should be used to spread administrative costs. Some examples are:



1.     The ratio of program FTE’s per service. 



2.     The ratio of personnel costs per service.  



3.     The ratio of gross program costs per service.
 

4.     Time studies.      
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