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[bookmark: _Hlk100815705]APPENDIX A- GENERAL INFORMATION FORM

Applicant General Information

RFQ Submission to:  South Florida Behavioral Health Network, Inc., 
d.b.a. Thriving Mind South Florida

I. Legal Name of Applicant Agency: _________________________________

II. Contact Information for the Authorized Organization Official (AOO) 

Contact Name (AOO):  	
Mailing Address:  	
City, State, Zip Code:  	
Telephone 1:  	
Telephone 2:  	
Email Address:  	

III. Alternate Contact Person 

Contact Name (AOO):  	
Mailing Address:  	
City, State, Zip Code:  	
Telephone 1:  	
Telephone 2:  	
Email Address:  	

IV. Applying for (Select all that apply)

|_| Adult Mental Health Services 
	|_| Children’s Mental Health Services
	|_| Adult Substance Abuse Services 
	|_| Children’s Substance Abuse Services 
	|_|  Substance Use Prevention Services
	|_|  Substance Use Prevention Coalition

Signature of Authorized Organization Official (AOO): __________________________________

Print Name of AOO:  ____________________________________________________________
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Title: __________________________________    Date:  _______________
This signature attests that as an authorized representative the submission has been reviewed and all sections of the application have been completed

[bookmark: _Hlk19104150]APPLICANT GENERAL INFORMATION CONTINUED


1. Legal Name of Applicant Agency: ______________________________________________

2. Address of Corporation’s Administrative Offices or Principal Business Site:
_________________________________________________
_________________________________________________
_________________________________________________
3. Federal Employer Number:  _________________________________________
4. Unique Entity Identifier used in SAM.gov(12 character alpha numeric ID assigned by SAM.gov):
5. NPI Number:
6. Medicaid Number:

7. Contract Information

a. Chief Executive Officer: ___________________________________________________
Phone: _________________________________________________________________
E-mail: _________________________________________________________________

b. Chief Financial Officer: ____________________________________________________
Phone: _________________________________________________________________
E-mail: _________________________________________________________________

c. Data Security Officer: _____________________________________________________
Phone: _________________________________________________________________
E-mail: _________________________________________________________________

d. Authorized Organizational Official (AOO): ____________________________________
Phone: _________________________________________________________________
E-mail: _________________________________________________________________

e. Contact Person Assigned by AOO: ___________________________________________
Phone: _________________________________________________________________
E-mail: _________________________________________________________________

f. Clinical Director: ___________________________________________
Phone: _________________________________________________________________
E-mail: _________________________________________________________________

8. Corporate Status per IRS Designation: ____________________________________________

9. Annual Operating Budget (Include all revenue sources): _____________________________

10. Number of Employees: ___________________________________________________

11. Major Funders: ______________________________________________________________

12. Corporate Mission Statement: __________________________________________________

13. [bookmark: _Hlk100559769][bookmark: _Hlk100559780]Provide three (3) reference letters for your organization. Ensure that the letters describe your relationship and collaboration with these partners.

14. Accreditation. Note that all mental health and/or substance use treatment providers, mental health clubhouses and recovery community organizations under contract with SFBHN must be accredited. If your agency is applying to become a pre-qualified agency through this application for any mental health and/or substance use treatment service, mental health clubhouse and/or recovery community organization, your agency must be fully accredited at the time of submission of this application. For Prevention Providers, SFBHN may wave this requirement. 

Please provide a list of all of the services that have been accredited in the table below.

As part of the documentation requested in Appendix E, Documentation, submit a copy of the certificate of accreditation. 

If the service(s) provided by your organization does not fall under the above criteria, provide a statement indicating so. 


	Accrediting Body
	Services Accredited
	Expiration Date
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7205 Corporate Center Drive, Suite 200

THRIVING MIND Miami, Florida 33126

305) 858-3335
SOUTH FLORID A® Thlgivin)gMind.org

A network of exceptional mental health and
substance use treatment providers.




