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	Section 1.
	Contact Information  

	Date 
	Click here to enter a date.
	Individual Name
	Click here to enter Individual Name
	Provider Name 
	Click here to enter Provider Name.
	Provider Mailing Address
	Click here to enter main mailing address for the provider
	Location of home
	Click here to enter the address of the home that the individual will reside
	Provider Contact Person
	Click here to enter provider point of contact.
	Provider Phone Number
	Click here to enter phone number.
	Provider Email 
	Click here to enter email .
	Training Center:
	Click here to enter training center .
	How many beds is the home licensed for?
	Click here to enter number of beds.
	SECTION 2.

	Summary of Individual and Support Needs

	Please list the Essential Support Needs documented in the Discharge Plan and Discussion Record, for which Bridge Funding is requested.  Bridge Funding may NOT be used to purchase goods or services which may be funded through Medicaid or any other means at the time funding is provided (see Bridge Funding Guidelines for reference).PLEASE only list essential supports relevant to the requested funding.

	 Click here to enter essential supports.



	SECTION 3.
	       Categories

	MODIFICATIONS AND EQUIPMENT
	Click here to enter DETAILED description of how services will be used.
	ADDITIONAL STAFF TRAINING 
	Click here to enter DETAILED description of how services will be used.
	ROOM AND BOARD SUBSIDIES
	Click here to enter DETAILED description of how services will be used.
	OFF-SITE SUPERVISION
	Click here to enter DETAILED description of how services will be used.
	GENERAL/OVERNIGHT SUPERVISION
	Click here to enter DETAILED description of how services will be used.
	NUTRITIONAL SUPPLEMENTS
	Click here to enter DETAILED description of how services will be used.
	EXTENDED MEDICAL
	Click here to enter DETAILED description of how services will be used.
	APPLIED BEHAVIORAL MANAGEMENT
	Click here to enter DETAILED description of how services will be used.
	INFRASTRUCTURE GRANT 1: 
TO DEVELOP OR ENHANCE TRAINING PROVIDED TO DIRECT SUPPORT PROFESSIONALS
	Click here to enter DETAILED description of how services will be used.
	INFRASTRUCTURE GRANT 2: 
TO CREATE CONTINUOUS QUALITY IMPROVEMENT PROGRAMS
	Click here to enter DETAILED description of how services will be used.
	INFRASTRUCTURE 3: 
TO DEVELOP COMMUNITY INTEGRATION INITIATIVES
	Click here to enter DETAILED description of how services will be used.
	INFRASTRUCTURE 4: 
TO ESTABLISH MENTORNG TEAMS TO SUPPORT DIRECT SUPPORT PROFESSIONALS WITH IDENTIFYING RISK OF HARM TO INDVIDUALS RECEIVING SERVICES 
	Click here to enter DETAILED description of how services will be used.
	INFRASTRUCTURE GRANT 5: 
TO UPGRADE ASSISTIVE TECHNOLOGIES THAT ARE USED BY MULIPLE INDIVIUALS
	Click here to enter DETAILED description of how services will be used.
	SECTION 4.
	FUNDING 

		Bridge Funding Category
	Frequency of Service (One-time, Daily, Weekly, Monthly)
	Rate
	Monthly Cost
	Annual Total

	Choose an item.	Frequency	Rate	Monthly Cost	TOTAL
	Choose an item.	Frequency	Rate	Monthly Cost	TOTAL
	Choose an item.	Frequency	Rate	Monthly Cost	TOTAL
	Choose an item.	Frequency	Rate	Monthly Cost	TOTAL
	Choose an item.	Frequency	Rate	Monthly Cost	TOTAL
	Choose an item.	Frequency	Rate	Monthly Cost	TOTAL
	Choose an item.	Frequency	Rate	Monthly Cost	TOTAL
	Choose an item.	Frequency	Rate	Monthly Cost	TOTAL
	Choose an item.	Frequency	Rate	Monthly Cost	TOTAL
	Choose an item.	Frequency	Rate	Monthly Cost	TOTAL
	Choose an item.	Frequency	Rate	Monthly Cost	TOTAL
	Choose an item.	Frequency	Rate	Monthly Cost	TOTAL
	Choose an item.	Frequency	Rate	Monthly Cost	TOTAL
	TOTAL
	 
	 
	 
	TOTAL



	SECTION 5.
	       Staffing Allocation Plan 

	SHIFT 1
	DSP:Click here to enter NUMBER of employees on shift
LPN: Click here to enter NUMBER of employees on shift
RN: Click here to enter NUMBER of employees on shift
RESIDENTIAL SUPERVISIOR: Click here to enter NUMBER of employees on shift
OTHER: Click here to enter NUMBER of employees on shift

	SHIFT 2
	DSP:Click here to enter NUMBER of employees on shift
LPN: Click here to enter NUMBER of employees on shift
RN: Click here to enter NUMBER of employees on shift
RESIDENTIAL SUPERVISIOR: Click here to enter NUMBER of employees on shift
OTHER: Click here to enter NUMBER of employees on shift

	SHIFT 3
	DSP:Click here to enter NUMBER of employees on shift
LPN: Click here to enter NUMBER of employees on shift
RN: Click here to enter NUMBER of employees on shift
RESIDENTIAL SUPERVISIOR: Click here to enter NUMBER of employees on shift
OTHER: Click here to enter NUMBER of employees on shift

	HOW MANY PEOPLE WILL BE SUPPORTED IN THE HOME?
	Click here to enter number
	DESCRIBE ANY 1:1/2:1 OR OTHER SPECIALIZED STAFFING RATIO 
	Click here to enter description of specialized staffing 
	SECTION 6.
RISK:                                                                    
	Crisis Plan 

	Click here to enter identified RISK .	Click here to enter an associated intervention.
	Click here to enter identified RISK .	Click here to enter an associated intervention.
	Click here to enter identified RISK .	Click here to enter an associated intervention.
	Click here to enter identified RISK .	Click here to enter an associated intervention.
	Click here to enter identified RISK .	Click here to enter an associated intervention.
	Click here to enter identified RISK .	Click here to enter an associated intervention.
	Click here to enter identified RISK .	Click here to enter an associated intervention.
	SECTION 7.

	Time Line

	Assessment
	Click here to enter a date.
	Provider Meeting
	Click here to enter a date.
	Day Visit
	Click here to enter a date.
	Evening Visit
	Click here to enter a date.
	Overnight Visit
	Click here to enter a date.
	Final Visit
	Click here to enter a date.
	New Staff Hire
	Click here to enter a date.
	Environmental Modifications
	Click here to enter a date.
	Licensing
	Click here to enter a date.
	Other
	Click here to enter a date.
	Other
	Click here to enter a date.
	Discharge Date
	Click here to enter a date.

	Section 8. 
 (
The following documentation is required with application submission. For assistance obtaining this information, please contact the training center Community Integration Manager:
                                                                                                                                                                     
Incident Analysis (as needed) – e.g., hospitalization rate for past year, behavioral data, etc. 
Detailed program budget [this is mentioned in the Bridge Funding Guidelines.]
Quotes for Home Modifications – (minimum of 2 quotes for each modification requested)
)
	Supporting Documentation/Signature 


	
This application is submitted by the parties below. All signatures MUST be original.  No scanned/copied signatures accepted.  

_________________________________________			___________________
Signature of Individual/AR						Date


_________________________________________			___________________
Signature of Provider/Title						Date

_________________________________________			___________________
Signature of CIM 							Date Received
	

	SECTION 9.
	       Authorization

	AUTHORIZATION TO RELEASE CONFIDENTIAL HEALTH RECORDS
Individual's Name 
Provider Agency who has the individual’s Records:   
Person, Agency, or Health Care Entity to whom disclosure is to be made – 
(Both the Bridge Funding Applicant and the DBHDS should be listed here)
 (DBHDS)
 (Bridge Funding Applicant #1)
Information or Health Records to be disclosed:   
PURPOSE OF DISCLOSURE OR AT THE REQUEST OF THE INDIVIDUAL
As the person signing this authorization, I understand that I am giving my permission to the above-named health care entity for disclosure of confidential health records for purposes related to obtaining non-Medicaid funding under Virginia’s Bridge Funding Program.  I understand that the health care entity may not condition treatment or payment on my willingness to sign this authorization unless the specific circumstances under which such conditioning is permitted by law are applicable and are set forth in this authorization. 
I also understand that I have the right to revoke this authorization at any time, but that my revocation is not effective until delivered in writing to the person who is in possession of my health records and is not effective as to health records already disclosed under this authorization. 
A copy of this authorization and a notation concerning the persons or agencies to whom disclosure was made shall be included within my health records and as part of the Bridge Funding Application.  I understand that health information disclosed under this authorization might be redisclosed by a recipient and may, as a result of such disclosure, no longer be protected to the same extent as such health information was protected by law while solely in the possession of the health care entity.
This authorization expires on (date) or (event) 
_________________________________________			___________________
Signature of Individual/AR						Date


	Section 10. 
	Agreement

	
· This Bridge Funding Agreement is entered into by and between the Department of Behavioral Health and Developmental Services (“DBHDS”), and Click here to enter provider name. The Bridge Funding Application and its attachments are incorporated by reference into this Bridge Funding Agreement.

· WHEREAS Virginia approved limited funding as a part of the plan to support individuals transitioning from Southside Virginia Training Center and Northern Virginia Training Center back to the community, according to the “Community Move Process;” and  

· WHEREAS Bridge Funds support the planning and move of these individuals to their own homes or to a provider home licensed by the DBHDS; and

· WHEREAS DBHDS received a Bridge Funding Application for the individual named herein and DBHDS has approved Bridge Funding as specified herein.

· NOW, THEREFORE, in consideration of the agreements contained herein, DBHDS and Provider agree as follows:

1.	ITEMS FOR WHICH BRIDGE FUNDING IS PROVIDED.  
	In accordance with DBHDS Bridge Funding Guidelines and the Application, DBHDS has approved Bridge Funding for Click here to enter Individual Name. Bridge Funding is approved for the following goods and/or services in the following amounts:

	Bridge Funding Category
	Frequency of Service (One-time, daily, Weekly, Monthly)
	Rate
	Monthly Cost
	Annual Total

	Choose an item.	Frequency.	Rate	Monthly Cost	TOTAL
	Choose an item.	Frequency.	Rate	Monthly Cost	TOTAL
	Choose an item.	Frequency.	Rate	Monthly Cost	TOTAL
	Choose an item.	Frequency.	Rate	Monthly Cost	TOTAL
	Choose an item.	Frequency.	Rate	Monthly Cost	TOTAL
	Choose an item.	Frequency.	Rate	Monthly Cost	TOTAL
	Choose an item.	Frequency.	Rate	Monthly Cost	TOTAL
	Choose an item.	Frequency.	Rate	Monthly Cost	TOTAL
	Choose an item.	Frequency.	Rate	Monthly Cost	TOTAL
	Choose an item.	Frequency.	Rate	Monthly Cost	TOTAL
	Choose an item.	Frequency.	Rate	Monthly Cost	TOTAL
	Choose an item.	Frequency.	Rate	Monthly Cost	TOTAL
	Choose an item.	Frequency.	Rate	Monthly Cost	TOTAL
	Choose an item.	Frequency.	Rate	Monthly Cost	TOTAL
	TOTAL
	 
	 
	 
	TOTAL.


2.	PROVISION OF BRIDGE FUNDING.  
	Bridge Funding will be provided to Provider or the vendor depending on what goods or services are approved herein.

	2.1.	Prior to Discharge.  
		2.1.1. Home and Vehicle Modifications and Staff Training.  Provider will be reimbursed with approved Bridge Funds after completion of modifications or training before discharge.

		2.1.2.	Assistive Technology and Durable Medical Equipment.  Approved Bridge 	Funds will be distributed directly to the vendor up to three (3) months prior to the individual’s discharge for purchase of items approved herein.

	2.2. Post-Discharge Supports.  Approved Bridge Funds will be distributed to reimburse Provider on a monthly basis following the provision of services.  Once 	the individual has been discharged, Provider shall send proof of expenditures to the DBHDS Office of Finance and Budgeting by the 15th day of each month in 	which reimbursement is being requested.
3.	PROVIDER OBLIGATIONS.  
	
	3.1.	Provider shall support the individual for a minimum of twelve (12) months unless the individual chooses to receive services from another provider or Provider becomes unable to meet the individual’s needs.  Provider must utilize all available interventions and technical assistance resources provided by DBHDS before recommending that the individual locate to another residence.

	3.2.	Provider shall use Bridge Funds only as specified in Section 1 of this Agreement.  Provider shall comply with all requests by DBHDS for information and documents related to the provision and use of goods and services for which Bridge Funding has been provided.  

	3.3	In the event that the individual is relocated, all adaptive equipment purchased specifically for the individual using Bridge Funds shall accompany him or her to the next residence.

4.	RIGHT TO RECOVER BRIDGE FUNDING.  
	If Provider is not able to fulfill its commitment to support the individual for a minimum of twelve (12) months, DBHDS may request return of and recoup all Bridge Funds used for any home or vehicle modifications.  However, if the individual or his AR chooses to receive services from another provider or if the provider will make the home/vehicle modifications funded with Bridge Funds available to another individual exiting a training center and the provider has addressed, through approved corrective action, any citations of violations of the Rules and Regulations for Licensing Providers by the Department of Behavioral Health and Developmental Services, 12 VAC 35-105, and the Rules and Regulations to Assure the Rights of Individuals Receiving Services from Providers Licensed, Funded, or Operated by the Department of Behavioral Health and Developmental Services, 12 VAC 35-115, DBHDS will not seek recovery of the Bridge Funds provided for those modifications.  In the event that an individual is relocated, all adaptive equipment purchased specifically for the individual using Bridge Funds shall accompany him/her to the next residence.
5.	MODIFICATION.  Modifications to the amount or frequency of a good or service for which Bridge Funds are approved herein may be approved in writing at the sole discretion of DBHDS.  No modifications to this Bridge Funding Agreement shall be permitted to change or substitute the type of good or service provided.  In that event, a new application shall be submitted.

	IN WITNESS WHEREOF, Provider and DBHDS have executed this Agreement as of the date of the latest signature.


PROVIDER:	
Name:Click here to enter text.
Title:Click here to enter text.

Signature:  ________________________________

Date:  _____________________________________

DEPARTMENT OF BEHAVIORAL HEALTH AND
DEVELOPMENTAL SERVICES:
Name (print): Connie Cochran
Title:  Assistant Commissioner

Signature:  ________________________________

Date:  _____________________________________

Agreement Start Date: Click here to enter a date.
Agreement End Date: June 30th, 2016. 
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