






















































































































































































Exhibit C 

SYSTEM OF CARE 
CONSOLIDATED PROGRAM DESCRIPTION 

G. Service Delivery 
Children's 
Substance 

Number of 
Subcontractors 

services 

Number of Designated 
Public Receiving 
Facilities 
Number of SAMH state 
and federal grants or 
awards (i.e., PPG, 
CMHSOC, Project 
Warm 
Number of Community 
Anti-Drug Coalitions 
with Department 
approved 
Comprehensive 
Community 
A ction Plans 

Adult 
Mental 
Health 

Children's 
Mental 
Health 

Adult 
Substance 
Abuse 

Children 's 
Substance 
Abuse 

07/01/2012 

Adult Mental 
Health 

Children's 
Mental Health 

Residential 

Room and Board Room and 
with Supervision Board with 

Level 1 Supervision 

Res only _ Level 2 

Res on 

Room and Board Room and 
with Supervision Board with 

Level 1 Supervision 

Res only_ Level 2 

Res on 

Room and Board Room and 
with Supervision Board with 

Level 1 Supervis ion 

Res only_ Level 2 

Res 

Room and Board Room and 
w ith Supervis ion Board with 

Level1 Supervision 

Res only _ Level 2 

Res 

South Florida Behavioral Health Network, Inc. 99 

Adult Substance 
Abuse Abuse 

II of J>lans Prioritiz ing: 
Redu cing underage d r inking _ 
Reducing prescription drug misuse/abuse_ 
Redu cing marijuana abuse _ 
Reducing adult alcohol misuse/abuse _ 
Tota l Coalitions 

Residential Residential 
Ill IV 

Room and 
Board with 
Supervision 

Level3 -
Res onl 

Room and 
Board with 
Supervision 

Level 3 -
Res on 

Room and 
Board with 
Supervision 

Level 3 

Res on 

Room and 
Board with 
Supervision 

Level3 -
Res on 

In-
Patient 

Contract No.KH225 



Exhibit C 

SYSTEM OF CARE 
CONSOLIDATED PROGRAM DESCRIPTION 

Individual Completing the Document: 

Name: ---------------------------------------

Title: ---------------------------------------

Phone: ( Fax: ( ) ____________ _ 

E-mail Address: --------------------------------

CHANGES MADE TO THE ORGANIZATIONAL PROFILE SHALL BE MADE WITHIN 
THE PROGRAM DESCRIPTION GUIDELINES AND REQUIRE THE SIGNATURE OF 
BOTH THE DEPARTMENT AND MANAGING ENTITY CONTRACT SIGNER OR 
THEIR DESIGNEE. 

Department Date 

Managing Entity Date 

07/01/2012 
South Florida Behavioral Health Network, Inc. 100 Contract No.KH225 



AGENCY NAME: 

REQUEST MONTH/ YEAR OF SERVICE: 

. FEDERAL ID II: 

. VENDOR ID (if different than Fed I D) : 

. ADDRESS (Number, City, State, Zip) : 

PART 1- EARNINGS 

1 2 3 

Contract Amount Paid YTD 

Exhibit D 

M A NAGING ENTITY 

REQUEST FOR PAYMENT 

b. CONTRACT No. : 

g. REMAINING MONTHS IN STATE FISCAL YEAR: 

h. TYPE OF REQUEST 

4 5 6 

Services Amount ME amount 

7 

ADVANCE - ------1 

REGULAR -------1 

FISCAL YEAR FINAL -------i 

8 9 

(from Funding ( including Balance: Requested Requested Tot al MTO Unit s YTO Units 

ACTIVITY Detai 

Ind icate program {FACT, FIS, etc) 

As verified by the Depart ment's SAM HIS data system 

PART 2- CERTIFICATION & APPROVAL 

Requested Provided** 

c==]Less Advance 

~Less Interest 

$0.00 GRAND TOTAL 

Provided** 

I certify the above to be accurate and in agreement w ith this agency's records and with the terms of this agency's contract with t he department. Additionally, I certify that all client 

demographic and service event data has been submitted to the department in accordance with the terms and conditions of this contract. 

Signature Title Date 

For DCF Contract Manager use only: 

Date Invoice Received: 

Date Goods/Services Received: 

Dat e Inspect ed and Approved: 

Approved By: 

Contract Manager: 

07/ 01/ 2012 

South Florida Behavioral Health Network, Inc. 101 Contract No. KH225 



PART 3 - FUNDING DISTRIBUTION 

A B 

Org Code Category 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 

29 

30 

31 

32 

33 

34 

35 

36 

37 

38 

39 

40 

07/01/2012 
South Florida Behavioral Health Network, Inc. 

Exhibit D 

c D 

OCA EO 

102 

Amount to be 

Paid 

Budget Entity 

Contract No. KH225 



Exhibit D 

AGENCY NAME: CONTRACT NO.: 

REQUEST MONTH/ YEAR OF SERVICE: 

Activity l 
Emergency Stabilization - 502004 I 

Units of Service 
YTD Total 

Cost Centers MOS Total Units Units 

Crisis Stabilization (No TANF) 0.00000 0.00000 
Crisis Support/Emergency 0.00000 0.00000 

Inpatient (No TANF) 0 00000 0.00000 

Recove ry & Resiliency Services- 502018 I 
Units of Service 

YTD Total 

Cost Centers MOS Total Units Units 
Residential Level I o.uuuou 0.00000 

Residential Level I - Enhanced Rates 0.00000 0.00000 
Residential Level II 0.000001 0.00000 

Residential Level Ill 0.00000 0.00000 
Residential Level IV 0 000001 0.00000 

Room & Board w/Supervision Lev I 0.00000 0.00000 
Room & Board w/Supervision Lev II 0.000001 0.00000 

Room & Board w/Supervision Lev Ill 0.00000 0.00000 
Short-term Residential Treatment 0.000001 0.00000 

Case Management 0.00000 0.00000 
Intensive Case Management 0 000001 0.00000 

Assessment 0.00000 0.00000 
Day Care 0.00000 0.00000 
Day/Night 0.00000 0.00000 

Intervention - Individual 0.00000 0.00000 
Intervention - Group 0.00000 0.00000 

Medical Services (No TANF) 0.00000 0.00000 
Outpatient - Individual 0.00000 0.00000 

Outpatient - Group 0.00000 0.00000 
Sheltered Employment (No TANF) 0.00000 0.00000 

Drop -In/Self-Help Centers (No TANF) 0.00000 0.00000 
In-Home and On Site 0.00000 0.00000 

Outreach 0.00000 0.00000 
Prevention 0.00000 0.00000 

Respite Services 0.00000 0.00000 
Supported Employment 0.00000 0.00000 

Supportive Housing/Living 0.00000 0.00000 
Aftercare- Individual 0.00000 0.00000 

Aftercare - Group 0.00000 0.00000 
Information & Referra l (No TANF) 0 00000 0.00000 

Mental Health Clubhouse Services 0.00000 0.00000 

Recovery & Resiliency Fact- 502018 I 
Units of Service 

YTD Total 
C ost Centers MOS Total Units Units 

Fact Team (No TANF) 0.00000 0.00000 

Recovery & Resiliency CCST- 502018 I 
-units or ::>erv tce 

YTD Tota l 

Cost Centers MOS Total Units Units 

CCST 0.00000 0.00000 

Recovery & Resiliency Incident- 502018 
Units of Service 

YTD Total 

Cost Centers MOS Total Units Units 

Incidental 0.00000 0.00000 

07/ 01/2012 

South Florida Behavioral Health Network, Inc. 103 Contract No. KH225 



A. 

Exhibit E 

Managing Entity 
Scope of Work 

Utilization Management : - Systems to ens ure cost-eiTective util izatio n o f treatment services 

towards elimination of wait lis ts. promoting ~:o-occu rring services. maximum util ization o f appropriate 

treatment resources and the delivery or c linica lly appropriate serv ices and meet all requi red outcome 

measures. 

1. El ig ibil ity Determination 

2. Service Auth orization for higher leve ls or care (Detoxifi cation, CSU, IP, Resident ial, etc) 

3 . Care M anagement 

4 . Real T ime Management (no later than one week from receipt of raw data) 

5. Retrospective Management 

6. Trend Proj ection to Improve UM 

B. Network I S ubcontt·actor Management: Conducts a recurring, systematic review of ne two rk 

subcontractors' operations and service provis ion using processes that w ill ensure ( i) accountabi li ty for 

performance and quality o f services; (i i) evalu at ion o ffiscal management and financial strength of network 

providers; ( iii) DCF is a lways payer of last resort : and ( iv) meet all required outcome measures. 

I. Access Standards and Management 

2. Web Registra tion 

3. Subcontractor Performance Monitori ng/Accountability 

4 . Background Screening 

5. Onsite Operational Annual Audits (every 6 months in fi rst 12 month period o f Provider contract) 

6 . Evaluation to determ ine need to rc-procure Department Provider contracts turned over to ME 

within lirst 6 months of ME contract to be s ubmitted to DCF. 

c. Data Collection, Re[.!o rting, a nd Anal~s is: T he activities that use data e lements to track revenue 

and expendi tures (at the cost center level), utili zation, qua lity o f care , access to services. individuals 

served. and service outcomes within the network of subcontractors. as well as perform various requires EHR-type 

functions. 
I. Collect and repo rt data as required in Nego tiat ion Guide lines 
2. IT Archi tecture that integrates and corre lates service recipient prov ider data , c linica l data, 
act iv ities. and invoice processing information in sing le repository 
3. Real Time capaci ty 

4. Ensure that DCF is Payer of Last Resort by linking e ligible individuals to appropriate funding 

streams, connecti ng to Medicaid El igib le data or any o ther necessary data or systems to assure I 00% 

comp liance 

5. Provide r input to go into M E data system within fi rst s ix months o f contrac t 

6. Abil ity to gene rate systematic reports (e.g. , utili zation by provider, service recip ient, specia l 

populations; util ization across providers in network; and outcomes by provider, service recipient, and 

network- wide; and cost by service, service rec ipient, provider and network-wide; service rates; predictive 

modeling) 

7. Ability to track and report system o r care administrati ve costs rea l time 

8. Abil ity to exchange e lectronic data fi les 
9. Specific Plan wi thin first 60 days to ensure al l Providers meet req uirement to have EIIR by 
Decem bc r 3 I , 20 14 . 

07 / 01/2012a 

Res pons ibi lity 

SFBHN 

SFBHN 

SFBHN 

SFBHN 

SFBHN 

SFBHN 

SFBHN 

SFBHN 

SFBHN 

SFBHN 

SFB!crN 

SFBHN 

SFBHN 

SFBI-IN 
SFBHN 

SFBI-IN 

SFBHN 

SFBHN 

SFBI-IN 

SFBI IN 

SFBI fN 

South Florida Behavioral Health Network, Inc. 104 Contract No. KH 225 


