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Assisted Living Waiver Program
Provider Application
Residential Care Facility for the Elderly and Adult Residential Facility
Assisted Living Waiver Program

Residential Care and Adult Residential Facility Provider Application



PLEASE COMPLETE THE APPLICATION ON A COMPUTER OR PRINT IN INK
	Facility Information

	Facility Legal Name:
	Facility Doing Business as:

	     
	     

	Facility Street Address:
	City:
	County:
	Zip Code:

	     
	     
	     
	     

	Phone Number:
	Email:
	Facility Website:

	     
	     
	     

	CDSS Facility Number:
	National Provider Identification (NPI) Number:

	     
	     

	Facility Type:
	Application Type:

	 RCFE

 ARF
	 Initial

 Change of Ownership

 Change of Address


	Facility Owner Information

	Name:
	Title:
	Phone Number:
	Email Address:

	     
	     
	     
	     


	Contact Information

Information provided will be used to communicate with the applicant regarding the status of this submission

	Name:
	Title:
	Phone Number:
	Email Address:

	     
	     
	     
	     


	For Change of Ownership Only:

	Date of Change:
	Date notified CDSS:

	     
	     

	Previous Facility Information

	Name of Facility:
	Doing Business as Name:

	     
	     

	Previous Owner Name:
	Previous Owner Phone Number:

	     
	     


	For Change of Address Only:

	Date of Change:
	Date notified CDSS:

	     
	     

	Previous Address

	Facility Street Address:
	City:
	County:
	Zip Code:

	     
	     
	     
	     


Please provide detailed responses to the following questions.  Incomplete applications will be returned without processing.
1. Explain the availability of R.N. or L.V.N. staffing for your facility.  Is the RN or LVN a staff member or are they contracted with the facility?  

· If they are contracted, provide the name and contact information and copy of contract for that group or person.       
· If the RN/LVN is an employee, provide the RN/LVN’s name, license number, and work schedule.      


2. What kinds of living quarters have been designated for ALW participants?  Private rooms must be an option.  
· Describe the common areas.      
· Describe the outside area available to participants.      
· What qualities does your facility have that insure a home like setting?      

3. Each RCFE is required to provide private or semi-private bathrooms, shared by not more than two participants.  What protocols will your care team use to ensure an individual would be afforded the rights defined in the ALW regulations before, during, and after the bathing process and when using the shared bathrooms?      
4. Each RCFE enrolled in the ALW program is required to meet the skilled nursing needs of the participants.  
· How does your facility and staff meet participants’ skilled nursing needs?      
· What responsibilities do your staff members have each day?      
5. What are your policies regarding in-service training?      
· What training do you require of your staff?      
· How frequent is the training?      
· What method is used to keep record of all training?      
6. Facilities housing more than six participants are required to have an emergency response system that enables an individual to secure immediate assistance from his/her caregiver.  
For privacy consideration, the use of baby monitors will not be accepted.  
· Fully explain the individualized response system in your facility.      
· How do participants alert staff for assistance?      
· Where are call buttons or pull cords located?      
7. What process do you use to obtain feedback from participants and their families?        
· Are records kept of the requests and the follow-up action?       
8. How do you track participant critical incidents (example: an injury, death, any form of abuse) and/or complaints?      
· How are they recorded?      
· How is the information used?      
· Give an example of the facility’s method of resolving issues of these types.      
9. What actions are taken by facility staff in the event of an emergency involving a participant?       
· Explain the procedures used in the event of a natural disaster.      
· How are residents advised and prepared for emergency action?      
10. With regard to a “person-centered service plan,” please explain how assessments are made in determining an individual’s requirement and the facility’s policy on the documentation of participant assessments and reassessments.          
11. Does the facility offer specialized care (i.e., dementia, hospice, mental health, language/culture)?      
12. Does the facility currently offer or applying to offer Traumatic Brain Injury services? If so, please explain and submit copy of certification for all staff.           
13. Attach the following documents with this application:

· Copy of the CMS/National Plan and Provider Enumeration System (NPPES) confirmation

· A facility floor plan with designated purpose (i.e. bathrooms (full or half), bedrooms, kitchen, dining, etc.)

· A sample of the Resident Admission Agreement

· Copies of the last two facility Licensing Reports 

· A sample monthly meal plan, including snacks 

· A sample activity schedule 

· A list of course topics used in staff training 

· Evacuation Plan – CDSS LIC 610 E

· Copy of CDSS Facility License
· Assisted Living Waiver Program Provider Agreement (See ALW Provider Enrollment webpage).

· RCFE/ARF Facility Attestation (See ALW Provider Enrollment webpage)
Submit completed application and attachments requested above to:

Department of Health Care Services

Integrated Systems of Care Division;

Assisted Living Waiver Program

1501 Capitol Avenue, MS 4502

P.O. Box 997437

 Sacramento, CA  95899-7437

This application is submitted with the understanding that the facility will comply with the terms contained in the Assisted Living Waiver.  The signatures below certify that the facts in the application are true and correct to the best of our knowledge.
	

	_____________________________________

__________________________

                           Facility Administrator/CEO
                                                Date
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Integrated Systems of Care Division

1501 Capitol Avenue, MS 4502

P.O. Box 997437, Sacramento, CA  95899-7437

(916) 552-1905

Internet Address:  www.dhcs.ca.gov
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