 
Enclosure 2

	Parolee Services Network

	County Work Plan 

	
	
	
	                      Fiscal Year 2013-2014
	
	
	

	
	
	
	
	
	
	
	
	
	

	County:
	
	Preliminary Total Allocation:

	Agency:
	
	

	Address:
	
	

	City/ Zip:
	
	
	
	
	

	

	Alcohol & Drug Program Administrator:
	Phone:

	Mailing Address:

	E-Mail:
	FAX:

	 

	PSN Coordinator:
	Phone:

	Mailing Address:

	Email:
	FAX:

	
	
	
	
	
	
	
	
	
	

	
	Modality 
	Proposed Expenditures
	% of Allocation
	Projected Clients Served
	
	

	
	Detoxification
	 
	 
	 
	
	

	
	Residential
	 
	 
	 
	
	

	
	Non-Residential
	 
	 
	 
	
	

	
	Sober Living
	 
	 
	 
	
	

	
	Case Management 
	 
	 
	 
	
	

	
	Administration
	 
	 
	 
	
	

	
	Other
	 
	 
	 
	
	

	
	TOTAL
	 $                -   
	 
	 
	
	

	
	
	
	
	
	
	
	
	
	

	 PSN County Alcohol and Drug Program Administrator / Agency Designee 

	The County Alcohol and Drug Program Administrator/Agency Designee certifies that the county will abide by the contractual terms outlined in the PSN County Work Plan.
	Date:____/____/____

	
X


	
	
	

	
	
	 

	Signature of  County Alcohol & Drug Program Coordinator/Agency Designee                    
	             Typed name of PSN Agency Designee 

	 
	 
	 
	 
	 
	 


PSN COUNTY WORK PLAN 

ALLOCATION DISTRIBUTION

Summarize specific provider information for FY 2013-2014
Provide an alphabetic list. Use additional pages as needed.
	Distribution by Modality
	Annual Treatment

Allocation Per Provider
	Percentage of Allocation

	Detox Programs
	
	

	1.
	
	

	2.
	
	

	Total
	
	

	
	
	

	Residential Programs
	
	

	1.
	
	

	2.
	
	

	3.
	
	

	4.
	
	

	5.
	
	

	6.
	
	

	7.
	
	

	Total
	
	

	
	
	

	Sober Living Programs
	
	

	1.
	
	

	2.
	
	

	3.
	
	

	
	
	

	Non-Residential Programs
	
	

	1.
	
	

	2.
	
	

	3.
	
	

	4.
	
	

	5.
	
	

	6.
	
	

	Total
	
	

	
	
	

	Case Management 
	
	

	
	
	

	Total
	
	

	
	
	

	Administration 
	
	

	
	
	

	Total
	
	

	
	
	

	Other
	
	

	
	
	

	Total
	
	

	Total Allocation
	$
	


PSN COUNTY WORK PLAN

PROVIDER INFORMATION
Fiscal Year 2013-2014
Provide specific information on each provider rendering services to the Parolee Services Network.  Please submit a separate sheet for each provider.  Provide all addresses where provider services are rendered, indicate treatment modality provided at each site, including Sober Living Environment (SLE) facilities and all other information requested below. 

	PROVIDER NAME:


	CORPORATE ADDRESS:



	PHONE NUMBER:
	FAX NUMBER:

	E-MAIL ADDRESS:
	CORPORATE CalOMS NUMBER:

	NAME OF CONTACT PERSON:

	CORPORATE RESIDENTIAL LICENSE OR ODF CERTIFICATION NUMBER:

	TREATMENT SITE ADDRESSES:
	MODALITY
	SITE CalOMS NUMBER

(if applicable)
	SITE LICENSE OR CERT NUMBER ( if applicable)

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


