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	FAIRFAX-FALLS CHURCH
COMMUNITY POLICY & MANAGEMENT TEAM
Children’s Services Act
FY 2027 Provider Application
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* This document is FILLABLE. To complete the application, fill in the blanks with the requested information.  Attach additional sheets if needed.  Attach all requested supplemental documents. 

	Provider Name:
	[bookmark: ProviderName]      

	Business Address:
	      

	City: 
	      
	State
	[bookmark: StateAbrev]   
	Zip 
	[bookmark: ZipCods]      

	Phone Number: 
	      
	Website Address 
	      

	EIN: 
	      

	Mailing Address (if different from above)
	      

	City: 
	      
	State 
	   
	Zip 
	      

	Agency Director: 
	      
	Title
	     

	E-mail: 
	[bookmark: email]      
	Phone
	[bookmark: Phone]     

	Primary Billing Contact: 
	[bookmark: BillingName]      
	Title
	[bookmark: Title]      

	E-mail: 
	      
	Phone
	      

	Current Fairfax-Falls Church CSA Provider:    
		☐Yes       ☐ No
	Nonprofit Agency
	☐Yes         ☐ No 

	Attach Organization chart for all services offered through this application, required. 

	If your company is a subsidiary of another company, complete the following:

	Parent Company: 
	[bookmark: name]      
	Phone 
	      

	Business Address: 
	[bookmark: Address]      

	City:
	[bookmark: City]      
	State 
	   

	EIN:
	[bookmark: TaxID]     
	
	

	CEO  
	      

	Phone 
	      

	Provider Narrative: (provide a brief description of the organization, including mission and the history of the organization.)

	[bookmark: Narative]      



	
	
	

	Licensure and Accreditation of Organization

	Licensure: List each license issued to the Organization by the State in which services are provided such as Department of Behavioral Health and Developmental Services (DBHDS).
(Do not include individual clinician licenses in this section)

	Type of License
	[bookmark: Type]      
	Issuing Entity:
	[bookmark: Issuer]      

	Date of issue
	[bookmark: Issuedate]      
	Expiration Date
	      
	Attach copy of license

	Type of License
	      
	Issuing Entity:
	      

	Date of issue
	      
	Expiration Date
	      
	Attach copy of license

	Type of License
	      
	Issuing Entity:
	      

	Date of issue
	      
	Expiration Date
	      
	Attach copy of license

	Accreditation: List each certification and/or accreditation held by the organization 
(Including but not limited to Joint Commission and COA.)

	Type of accreditation/ certification: 
	      
	Issuing Entity:
	      

	Date of issue
	      
	Expiration Date
	      
	Attach copy of certification

	Type of accreditation/ certification: 
	      
	Issuing Entity:
	      

	Date of issue
	      
	Expiration Date
	      
	Attach copy of certification

	Type of accreditation/ certification: 
	      
	Issuing Entity:
	      

	Date of issue
	      
	Expiration Date
	      
	Attach copy of certification

	Offered Services
(Aligns with APOS Addenda)
Include thorough Service Description as Attachment for Each Offered Service

	☐Treatment Foster Care		☐Residential & Congregate Care Services, PRTF/QRTP
					       with or without Education 
        
☐Outpatient Services		☐Community Based Services (Family Support Services, Individualized 	           Support Services, ABA)

☐Evidence Based Treatments (ABA, MST, FFT, PCIT, TF-CBT)

☐Private Day School Education and Special Education Related Services 
     (Occupational Therapy, Physical Therapy, Counseling)
               

	Evidence Based Treatments
Clinic and Community Based
(Attach verification of training for EBT’s offered for all staff.)

	
☐Applied Behavior Analysis (ABA)	

☐Cognitive Behavioral Therapy (CBT)		☐Dialectical Behavioral Therapy (DBT)
                 
☐Functional Family Therapy (FFT)			☐Multisystemic Therapy (MST)  

☐Parent Child Interactional Therapy (PCIT)		☐Trauma-Focused Cognitive Behavioral Therapy 
	     						    (TF-CBT) 


	Medicaid Enrollment 

	Virginia Medicaid
Provider Number:
	     

	Medicaid Eligible Services Offered: 
	☐Treatment Foster Care		☐Residential Treatment Services, PRTF

☐Therapeutic Group Home                ☐Functional Family Therapy
                                                                                       
☐Outpatient Therapy Services	☐Intensive In-Home Services

☐Mental Health Skill Building	☐Applied Behavior Analysis

☐Multisystemic Therapy                      ☐Other:

☐Therapeutic Day Treatment/Partial Hospitalization  


	Private Insurance Accepted:
(List Third Party Payers)

	     

	Liability Insurance Provider
(Submit verification)
	     

	Facility/Service Locations

	If applicable, include information regarding all locations at which services may be provided of awarded an Agreement for the Purchase of Services. Use additional pages if necessary.

	Facility Name:  
	      

	Facility Address:  
	      

	City: 
	      
	State 
	[bookmark: StateAbbrev]   
	Zip 
	[bookmark: ZipCode]      

	Phone Number: 
	      
	Fax No. 
	     

	Mailing Address (if different from above)
	      

	City: 
	      
	State 
	   
	Zip 
	      

	Facility/Program Director: 
	      
	Title 
	      

	E-mail: 
	      
	Phone 
	      

	Primary Billing Contact: 
	      
	Title 
	      

	Facility/Service Location 

	Facility Name:  
	[bookmark: Text1]      

	Facility Address:  
	[bookmark: Text2]      

	City: 
	[bookmark: Text3]      
	State 
	[bookmark: Text5]      
	Zip 
	[bookmark: Text6]      

	Phone Number: 
	[bookmark: Text4]      
	Fax No. 
	[bookmark: Text7]      

	Mailing Address (if different from above)
	[bookmark: Text8]      

	City: 
	[bookmark: Text9]      
	State 
	[bookmark: Text10]      
	Zip 
	[bookmark: Text11]      

	Facility/Program Director: 
	[bookmark: Text12]      
	Title 
	[bookmark: Text13]      

	E-mail: 
	[bookmark: Text14]      
	Phone 
	[bookmark: Text15]      

	Primary Billing Contact: 
	[bookmark: Text16]      
	Title 
	[bookmark: Text17]      

	E-mail: 
	[bookmark: Text18]      
	Phone 
	[bookmark: Text19]      

	[bookmark: _Hlk18921752]Application Checklist: Before signing and submitting this application, the signature authority has reviewed and the following documents are attached: 

	
☐Completed & Signed Application
☐Accord Certificate of Insurance 
☐Organizational Chart for offered
    programs showing capacity
☐Program description and offered
    services with descriptions
☐Rates for services for fiscal year. 
	☐Copies of licenses for each service and location 
☐Verification of accreditation 
☐Completed Individual Clinician Qualifications
    supplement for ALL offered clinicians with 
    resumes and licensure verification. 
☐W-9
☐ Fairfax County’s Vendor Classification Schedule Form


All of the information in this application is accurate and truthful. This application is submitted with the intent to enter into an Agreement for the Purchase of Services as a Provider of Services with the Fairfax-Falls Church CPMT. 
	

	Signature of Authorized Individual and Date



	Title


Refer all Questions to DPMMHMF-CSAcontracts@fairfaxcounty.gov 
Consideration for award of an Agreement to Purchase Services is contingent upon submission of a completed and signed application, with all required supporting documents. Approved providers will be required to enter into an Agreement for the Purchase Services with the Fairfax-Falls Church Community Policy and Management Team, with the corresponding Addenda for each offered service and rate sheet for each fiscal year or contract period.     
CSA Provider Application 
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