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State of California – Health and Human Services Agency
                                                                        Department of Health Care Services


Department of Health Care Services

Children’s Medical Services Branch

Partners for Children (PFC) Agency Provider Application

INSTRUCTIONS
For assistance, please contact Children’s Medical Services Branch, PFC staff at 
1-866-418-2933 or ccsppc@dhcs.ca.gov
This form is an application for enrollment as a provider in the Partners for Children (PFC) pediatric palliative care waiver program and will also be used by PFC providers when making changes to previously submitted information.  Applicants and providers must also provide additional information and documentation. Applicants and providers may be subject to an on-site inspection and to unannounced visits prior to enrollment.

Omission of any information or documentation on this application or failure to appropriately sign the application may result in delays in or inability to process this application. You may be contacted if additional information and documentation is needed.

Type of Provider:  Check the appropriate box that describes the type of agency for which you are applying to be enrolled.

1.  Legal name is the name the agency is registered under with the Medi-Cal Program.

2.  Business name is the name of the agency if different from that listed in number 1. 

3.  Business address is the office location where services are rendered, including street name and number, room or suite number or letter, city, county, state and nine-digit zip code. A post office box or commercial box is not acceptable.

4.  Mailing address is the location where the agency wishes to receive general correspondence.

5.  Business telephone number is the primary business telephone number used at the business address. A beeper number, cell phone, answering service, pager, facsimile machine, biller or billing service, or answering machine shall not be used as the primary business telephone.  Also include the primary business fax number and email address of contact person.
6.  Identify all counties participating in PFC that the agency serves.  

7.  Provide active Medi-Cal provider number(s) known to the Medi-Cal program (must be NPI).

8.  Provide the California license/certificate number of the agency. Enter the effective date and the expiration date of the license/certificate number.

9.  Provide name, telephone number and email address of Agency Administrator or CEO.

10.  Provide name, telephone number and email address of Agency Medical Director, if applicable. 

11.  Provide name, telephone number, fax number and email address of contact person responsible for the application.

12.  Provide a legible copy of the Agency license/ certificate with the application.

13.  Provide a legible copy of the Agency Organization Chart with the application.

Signature Area:     Authorized signature must be an original signature of the individual identified in number 9. Also print the name of the person signing the application, their title and the date application was signed.  

Application: Page 1
Important:

· Read all instructions before completing the application

· Type or print clearly, in ink

· Do not leave any questions, boxes, lines, etc. blank. Enter N/A if not applicable
· Return completed forms to:  Children’s Medical Services Branch






 Partners for Children




 MS 8100





 P.O. Box 997413






 Sacramento, CA  95899-7413





1-866-418-2933




	Date: 
	     


Enrollment action requested (check applicable box)





 FORMCHECKBOX 
 New Application


 FORMCHECKBOX 
 Change of Information
 FORMCHECKBOX 
 Supplemental Information Provided - Date of Original Application:      
Type of Provider:
 FORMCHECKBOX 
 Hospice Agency 

 FORMCHECKBOX 
 CLHF (first 2 pages only)
 FORMCHECKBOX 
 Home Health Agency
 FORMCHECKBOX 
 Contracted Facility (first 2 pages only)
	1. Legal Name of Agency 
   (as registered with the Medi-Cal Program)
	     

	
	

	2. Business Name 
    (if different than legal name)
	     

	
	

	3. Business Address:
	     

	
	Number, Street

	
	     
	     
	      -      
	     

	
	City
	State
	Nine Digit Zip Code
	County

	4. Mailing Address: 

    (if different from above)
	     

	
	Number, Street, P.O. Box Number

	
	     
	     
	      -      
	     

	
	City
	State
	Nine Digit Zip Code
	County

	5. Business Telephone:
	     
	Fax:
	     

	
	
	
	

	
	Email Address:
	     

	
	

	6. Waiver Counties Served:
	     

	
	

	7. Active Medi-Cal Provider Numbers:
	     

	
	

	8. Agency License Number:
	     
	Effective Date:
	     
	Expiration Date:
	     

	
	
	
	
	
	

	9. Agency Administrator/CEO:
	     
	Telephone:
	     

	
	
	
	

	
	Email Address:
	     

	
	
	

	10. Agency Medical Director: 

    (if applicable)
	     
	Telephone:
	     

	
	
	
	

	
	Email Address:
	     

	
	
	

	11. Contact Person for this Application:
	     

	
	

	
	Telephone:
	     
	Fax:
	     

	
	
	
	
	

	
	Email Address:
	     

	12. Please Attach a Copy of the Certificate or License of the Home Health Agency and/or Hospice Agency issued by the California Department of Public Health.   FORMCHECKBOX 


	13. Please Attach a Copy of your Agency Organization Chart (including staff names)   FORMCHECKBOX 



Application: Page 2
Providers participating in Partners for Children shall agree to:

· Be enrolled in and maintain enrollment as a provider in the Medi-Cal program with an active provider number.

· Abide by the laws, regulations, and policies of the Medi-Cal and CCS programs.

· Accept referral of CCS clients who are Medi-Cal beneficiaries and whose services are authorized by the CCS program.

· Request prior authorization for services from the CCS program before rendering services.

· Accept payment from the Medi-Cal program for services as payment in full.

· Not submit a claim to, or demand or otherwise collect reimbursement from, the CCS client or family for any services authorized by the CCS program.

· Obtain prior authorization (as applicable) from and bill the CCS client’s other health care (OHC) coverage for services requested from and authorized by CCS prior to billing Medi-Cal when OHC coverage exists.

· Provide copies of written documentation, such as medical records, of services rendered as requested by the CCS program.

· Provide services to CCS clients and their families regardless of race, color, ancestry, marital status, country of origin, gender, age, economic status, physical or mental disability, political or religious affiliation or beliefs, or sexual orientation.

· Provide services in a manner that is family centered and culturally and linguistically competent, including the provision of translators and written materials.

· Consult and coordinate with other providers on the delivery of services to children whose CCS-eligible medical condition requires a multidisciplinary, multispecialty team approach.

· Refer all children with a potentially eligible CCS medical condition to the CCS program for determination of eligibility for the program.

This application is submitted with the understanding that the information contained in this document is accurate and complete to the best of my knowledge and belief and that the agency will meet and comply with the terms identified in the enclosed Attachment 2 Provider Requirements of Participation.  (CLHF and contracted facilities disregard Att #2.)
	     

	Authorized Signature

	     

	Printed Name

	     

	Title

	     

	Date


Attachment 1:

Agency Staff Participation (Page 1)
The following table identifies the PFC services your agency will be responsible to provide and the classification of personnel each service requires.  Please complete the table by indicating the name, title, and license or certificate number for each employee/contractor and the time the employee/contractor will dedicate to PFC clients. For example, an FTE of 1.0 means a full-time employee/contractor will spend 100% of their time with PFC clients, while an FTE of 0.5 means a full-time employee/contractor will only spend 50% of their time with PFC clients. 

Attach a copy of the following for each employee/contractor providing a PFC service:

· Current Curriculum Vitae/Resume describing the pediatric experience that meets PFC qualifications as described in the document titled “Provider Requirements of Participation” including the current position at the Agency. 
· License/certificate (must match the number provided in the table below)  

· Massage therapist must include a copy of registration in city/county where conducting business  
· Duty statement (if available)

· Certification of palliative care training (if applicable)

If more pages are needed to identify staff, attach additional pages with appropriate information and indicate the number of additional pages (above the 2 original) attached in the box provided.
	Legal Name of Agency 

   (as registered with the Medi-Cal Program)
	     

	Number of Additional Pages Attached:
	     
	
	Date:
	     


Action requested (check applicable box)





 FORMCHECKBOX 
 New Application

 FORMCHECKBOX 
 Change of Information

 FORMCHECKBOX 
 Supplemental Information Provided - Date of Original Application:      
	Care Coordination – Provided by RN or MSW

	Name
	Title
	License #                         copy
	FTE
	CV

	     
	     
	                                       FORMCHECKBOX 

	     
	 FORMCHECKBOX 


	     
	     
	                                       FORMCHECKBOX 

	     
	 FORMCHECKBOX 


	     
	     
	                                       FORMCHECKBOX 

	     
	 FORMCHECKBOX 


	     
	     
	                                       FORMCHECKBOX 

	     
	 FORMCHECKBOX 


	

	Family Training – Provided by RN

	Name
	Title 
	License #                         copy
	FTE
	CV

	     
	     
	                                       FORMCHECKBOX 

	     
	 FORMCHECKBOX 


	     
	     
	                                       FORMCHECKBOX 

	     
	 FORMCHECKBOX 


	     
	     
	                                       FORMCHECKBOX 

	     
	 FORMCHECKBOX 


	     
	     
	                                       FORMCHECKBOX 

	     
	 FORMCHECKBOX 


	

	Expressive Therapy: Child Life – Provided by Child Life Specialist

	Name
	Title
	Certificate #                      copy
	FTE
	CV

	     
	     
	                                       FORMCHECKBOX 

	     
	 FORMCHECKBOX 


	     
	     
	                                       FORMCHECKBOX 

	     
	 FORMCHECKBOX 


	     
	     
	                                       FORMCHECKBOX 

	     
	 FORMCHECKBOX 


	     
	     
	                                       FORMCHECKBOX 

	     
	 FORMCHECKBOX 


	

	Expressive Therapy: Music – Provided by Music Therapist

	Name
	Title
	Certificate #                      copy
	FTE
	CV

	     
	     
	                                       FORMCHECKBOX 

	     
	 FORMCHECKBOX 


	     
	     
	                                       FORMCHECKBOX 

	     
	 FORMCHECKBOX 


	     
	     
	                                       FORMCHECKBOX 

	     
	 FORMCHECKBOX 


	     
	     
	                                       FORMCHECKBOX 

	     
	 FORMCHECKBOX 


	

	Expressive Therapy: Art – Provided by Art Therapist

	Name
	Title
	Certificate #                      copy
	FTE
	CV

	     
	     
	                                       FORMCHECKBOX 

	     
	 FORMCHECKBOX 


	     
	     
	                                       FORMCHECKBOX 

	     
	 FORMCHECKBOX 


	     
	     
	                                       FORMCHECKBOX 

	     
	 FORMCHECKBOX 


	     
	     
	                                       FORMCHECKBOX 

	     
	 FORMCHECKBOX 



Attachment 1:

Agency Staff Participation (Page 2)
	Expressive Therapy: Massage – Provided by Massage Therapist

	Name
	Title
	License #                         copy
	FTE
	CV

	     
	     
	                                       FORMCHECKBOX 

	     
	 FORMCHECKBOX 


	     
	     
	                                       FORMCHECKBOX 

	     
	 FORMCHECKBOX 


	     
	     
	                                       FORMCHECKBOX 

	     
	 FORMCHECKBOX 


	

	In-home Respite – Provided by RN, LVN or Certified Home Health Aide

	Name
	Title
	License/Certificate #        copy
	FTE
	CV

	     
	     
	                                       FORMCHECKBOX 

	     
	 FORMCHECKBOX 


	     
	     
	                                       FORMCHECKBOX 

	     
	 FORMCHECKBOX 


	     
	     
	                                       FORMCHECKBOX 

	     
	 FORMCHECKBOX 


	     
	     
	                                       FORMCHECKBOX 

	     
	 FORMCHECKBOX 


	

	Family Counseling (Bereavement) – Provided by Psychologist, LCSW, or MFT

	Name
	Title
	License #                         copy
	FTE
	CV

	     
	     
	                                       FORMCHECKBOX 

	     
	 FORMCHECKBOX 


	     
	     
	                                       FORMCHECKBOX 

	     
	 FORMCHECKBOX 


	     
	     
	                                       FORMCHECKBOX 

	     
	 FORMCHECKBOX 


	     
	     
	                                       FORMCHECKBOX 

	     
	 FORMCHECKBOX 


	

	Pain and Symptom Management – Provided by RN

	Name
	Title
	License #                         copy
	FTE
	CV

	     
	     
	                                        FORMCHECKBOX 

	     
	 FORMCHECKBOX 


	     
	     
	                                        FORMCHECKBOX 

	     
	 FORMCHECKBOX 


	     
	     
	                                        FORMCHECKBOX 

	     
	 FORMCHECKBOX 



PFC services to be received through contracted agency (including out-of-home respite and other PFC services not available through your agency).

	PFC Service to be provided 
	Name
	Title
	License #               copy

	     
	     
	     
	                             FORMCHECKBOX 


	     
	     
	     
	                             FORMCHECKBOX 


	     
	     
	     
	                             FORMCHECKBOX 


	     
	     
	     
	                             FORMCHECKBOX 



If your agency does not currently employ or subcontract with the staff needed to fulfill the requirements for participation as a PFC provider, please describe how your agency will satisfy the requirements.
	     


****This form is to be updated as needed when:

· Your agency has satisfied the requirements for participation as described above


· Changes in employee/contract staff who are providing waiver services have occurred 
Attachment 2:
Provider Requirements of Participation (Page 1)
Partners for Children is designed to provide services to full-scope, no share of cost Medi-Cal children with CCS eligible life-limiting illnesses.  This program allows the children to receive curative treatment as well as hospice-like services in a home and community setting.  The program is based on the principle that curative treatment is provided along with palliative care so there can be an effective continuum of care throughout the course of the medical conditions.  PFC services are focused on family-centered care principles in order to maximize and sustain the participant and family unit quality of life.
A Participating PFC Home Health Agency or Hospice must: 

· Be a Medi-Cal provider delivering services to children residing in one of the participating counties 

· Have completed PFC agency provider training before providing services

· Have successfully completed the PFC provider application

· Provide phone consultation on a 24 hour basis, 7 days a week by a Registered Nurse meeting waiver requirements

· Provide interpreter services for the participant and family

· Maintain documentation related to services provided to all waiver participants for review by the Department of Health Care Services or the California Department of Public Health

· Collaborate with the CCS program to coordinate the care of all participants

· Primary communication will take place between the Agency Care Coordinator and the county CCS Nurse Liaison (CCSNL)

The Agency must provide all of the following PFC services using either employees or contractors of the agency:
· Care Coordination

· In Home Respite Care and coordination of Out-of-Home Respite Care

· Expressive Therapies: including Art, Music, Massage, and Child Life

· Family Training - including but not limited to: education and instruction on palliative care principles, care needs, treatment regimens, and use of equipment

· Family and Bereavement Counseling for family and caregivers, as applicable

Staff Requirements:

Care Coordination

Registered Nurse or Medical Social Worker (with at least a Master’s degree) and meet the Pediatric experience and education standard of:

· A minimum of three years clinical pediatric experience 

· A minimum of one year clinical End of Life Care experience

· End of Life Nursing Education Consortium (ELNEC) or equivalent training within the last five years

In Home Respite Care 
Agency Employees/Contractors: Pediatric experience and education standard

· Registered Nurse, Licensed Vocational Nurse, Certified Home Health Aide

Independent Providers: Pediatric experience and education standard and training and expertise provided by Home Health/Hospice Agency and/or other trained family members

· Registered Nurse, Licensed Vocational Nurse (individual Medi-Cal provider number required)

Attachment 2:

Provider Requirements of Participation (Page 2)
Expressive Therapies

Agency Employees/Contractors: Experience with children who have chronic complex conditions
· Child Life Specialist: Certification through Child Life Council

· Art Therapist: Master’s degree in art therapy or in art education or psychology with major course work in art therapy, including an approved clinical internship in art therapy.  Registered or eligible for registration with the American Art Therapy Association

· Music Therapist: Bachelor’s degree in music therapy and be registered or eligible for registration with the American Music Therapy Association

· Massage Therapist: Licensed by the city or county in which they are doing business
Independent providers will not be allowed to bill individually on a fee-for-service basis.

Family Training

Agency Employed/Contracted Registered Nurse: Pediatric experience and education standard 

Independent RN: Pediatric experience and education standard (individual Medi-Cal provider number required)

Family and Bereavement Counseling

Agency Employed/Contracted Licensed Psychologist, Licensed Clinical Social Worker or Marriage and Family Therapist

Independent providers will not be allowed to bill individually on a fee-for-service basis.

Pain and Symptom Management

PFC Agency Employed/Contracted: Registered Nurse meeting pediatric experience and education standard or Registered Nurse without pediatric experience and education standard who is supervised by an RN who meets pediatric experience and education standard.
Independent providers will not be allowed to bill individually on a fee-for-service basis.
Attachment 3:

Care Coordinator Roles and Responsibilities

Care Coordinator Roles and Responsibilities

Care Coordination is a PFC waiver service authorized to a provider of the participant’s and/or family’s choice. The primary function of the Care Coordinator is to ensure a family centered, culturally competent system of care by coordinating the multifaceted array of services provided to the waiver participant and family through the use of qualified providers in order to maximize and sustain the participant/family’s quality of life. Care Coordination will be provided at a minimum of four hours per participant per month depending on the individual participant/family needs. The waiver agency must staff at a 1:20-30 coordinator to waiver enrollees ratio. 

The Care Coordinator will, at a minimum:

· Schedule an initial face-to-face meeting in the home to assess the needs of the participant and family. This assessment will include information gathering, development, and implementation of the Family Centered Action Plan (F-CAP).

· Submit the initial F-CAP to the local CCS Nurse Liaison (CCSNL) for review and approval.

· Submit a separate Service Authorization Request (SAR) for Care Coordination and all other waiver services identified in the F-CAP to CCS upon approval of initial F-CAP. Subsequent SARs for waiver services must be submitted annually and as indicated by a change in the participant’s needs.  
· Make at least monthly home visits to evaluate progress toward meeting the goals established in the F-CAP. These visits will include evaluation of the home environment for health and safety as well as evaluation of the participant for signs of abuse, neglect and exploitation and evaluation of whether the PFC services are meeting the participant’s changing needs. 

· Maintain a collaborative partnership with the CCSNL by communicating all issues related to the care of the waiver participant including services available through other sources, such as state plan benefits, private insurance or available community resources. This collaboration will include sharing the results of the monthly evaluations, observations on health and safety and effectiveness of the F-CAP.
· Assist the participant and family in understanding recommended changes to the medical regimen as they occur and continuously review and update the goals of care as needed. 
· Accompany participant/family to appointments, as necessary, such as: at physician’s office, school or hospital.

· Conduct interdisciplinary team meetings, on a monthly basis for each enrolled child:

· The team must consist of at least one nurse and one social worker meeting waiver qualifications, the CCSNL (either in person or by telephone) and other waiver service providers involved in the waiver-related care of the child.

· If the physician responsible for the care of the participant’s waiver diagnosis is not available to attend the meeting either in person or by telephone, there must be follow-up with the physician within 72 hours.

· Report all critical events or incidents to the CCSNL and California Department of Public Health/ Licensing & Certification Division as indicated.

· Be responsible for maintaining communication between medical care providers and the participant/family to achieve integration of needs and medical goals.
· Provide ongoing education and training to participant/family regarding medical treatment.

· Be knowledgeable of CCS state, community and provider resources and limitations.
· Ensure that documentation of waiver activities performed on behalf of the participant and family is maintained in the participant’s record.  

· Ensure that State required progress reports and data elements are forwarded to the CCSNL.
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