Ohi o | Department of
rk . Developmental Disabilities

APPLICATION FOR SUPPORTED LIVING/
HCBS WAIVER PROVIDER CERTIFICATION

This form must be completed by all applicants for provider certification. Additional forms are required for
the specific Home and Community-Based Services (HCBS) waiver services that the applicant intends to
provide to individuals enrolled on the Individual Options (10) and Level One (L1) waivers. We cannot
process your application until we have received this form, including all supporting documentation.

I am applying for Independent Provider certification (i.e., I am a self-employed person who intends to provide
services and shall not employ, either directly or through contract, anyone else to provide the services).
OR
] I am applying for Agency Provider certification (i.e., I am the Chief Executive Officer J[CEQO] of an entity that
employs persons for the purpose of providing services). Check the statement below which describes your agency.

] ¥represent a small agency (i.c., one that serves or plans to serve 50 or fewer individuals).
OR :
[ Irepresent alarge agency (i.c., one that serves or plans t6 serve 51 or more individuals).

I am applying for initial certification.
OR
(11 am applying to add additional HCBS waiver service(s) to term of existing certification.
OR :
{11 am an existing agency with a new CEQ (CEO must sign off on CERT-01 and must submit evidence that they meet
the requirements under rule-see below). Existing Contract Number:

I 11 have been selected by a parent/guardian to serve an individual who is enrolled on a Medicaid Waiver

Medicaid Billing Namber of Individual you will serve:

Name of parent/guardian: ) Phone # of parent/guardian:

NAME OF INDEPENDENT/AGENCY

PROVIDER Betty Boop

NAME OF CEO OF AGENCY

PROVIDER, IF APPLICABLE
' 123 N. Circle St.

STREET ADDRESS
CITY/STATE/ZIP Anywhere? OH 55555
COUNTY Ross

SOCIAL SECURITY NUMBER OF
INDEPENDENT PROVIDER OR TAX 555-22-1234
1D NUMBER. OF AGENCY PROVIDER

AREA CODE & TELEPHONE NUMBER 740-555-1212

EMAIL ADDRESS bboop@hotmail.com

DODD CERT-01
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[ 11 am applying for certification to provide non-waiver services.

Counties in which services will be delivered.

[] T am applying for certification to provide HCBS waiver services and am submlttmg an application addenduam for the
following services. Please check all that apply.

HCBS Waiver Services Counties in which services will be delivered.
Adaptive and Assistive Equipment (1O waiver only)
Adult Day Suppert & Vocational Habilitation

X | Adult Foster Care (10 waiver only)

Environmental Accessibility Adaptations
Home-Delivered Meals (IO waiver only)

X | Homemaker/Personal Care

X | Informal Respite (L1 waiver only)

Institutional Respite '

Enterpreter (IO waiver only)

Non-Medical Transportation to access adult day services
Nutrition (¥OQ waiver only)

Personal Emergency Response Systems (L1 waiver onky)
Social Work (IO waiver only)

Specialized Medical Equipment and Supplies (I.1 waiver
only)

Supported Employment-Community & Supported
Employment-Enclave

X | Transportation (L1 waiver only)

Transportafion Mileage other than to access adult day
services (10 waiver only)

FOR STATE USE ONLY
DODD Representative Signature | MBS Contract # Effective Date Date to ODJFS
ODJFS Representative Medicaid Provider number Date
Signature

Each independent provider and each CEO of an agency provider must submit evidence of the following
standards upon application. Please check the box to indicate that the documentation is included.

Be at least 18 years of age

Hold a high school diploma or GED (except for persons who held provider certification or were employed by a
certified agency provider on September 30, 2009)

Have a valid Social Security Number

Have a State of Ohio identification, a valid driver's license, or other government-issued photo identification

Have a current report from the Bureau of Criminal Identification and Investigation (BCIT) which demonstrates
he/she has not been convicted of or pleaded guilty to any of the offenses listed in division (E} of section 5126.28 of
the Chio Revised Code; a criminal record check by the Federal Bureau of Investigation is required for those who
cannot present proof that they have been residents of Ghio for the five-year period prior to the date of the
background investigation

Agency providers do not need to submit this information for each employee, contractor, and employee of a
contractor upon application, but must maintain evidence of compliance with these standards.
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Each independent/agency provider must ineet the following requirements. FPlease initial to indicate your
understanding and assurance to comply.

BB Meet the requirements of rule 5123:2-2-01 (Provider Certification) of the Ohio Administrative Code and other standards
and assurances established under Chapter 5123. of the Ohio Revised Code and division 5123:2 of the Ohio Administrative
Code for the specific service(s) to be provided

BB

Maintain a current mailing address on file with the Department
Each independent provider and each CEO of an agency provider must meet the follewing requirement,
Please initial to indicate your understanding and assurance to comply.

BB Report in writing to the Department, within 14 calendar days, if he/she is ever formally charged with, convicted of, or
pleads guilty to any of the offenses listed in division (E) of section 5126.28 of the Ohio Revised Code

Each independent provider; each CEQ of an agency provider; and each employee, contractor, and employee
of a centractor of an agency provider who is engaged in a direct services position must meet the following
requirements. Please initial to indicate your understanding and assurance to comply.

BB Not be listed on the Abuser Registry established pursuant to sections 5123.50 to 5123.54 of the Ohio Revised Code
BB

Not be listed on the Nurse Aide Registry indicating that the Ohio Department of Health has made a determination of
abuse, neglect, or misappropriation of property of a resident of a long-term care facility or residential care facility

BB Be able to read, write, and understand English at a level sufficient to comply with all requirements set forth in
administrative rules governing the services provided

BB Be able to effectively communicate with the individual receiving services

BB Provide services only to individuals whose needs he/she can meet

BB Implement services in accordance with the ISP

BB Take all reasonable steps necessary to prevent the occurrence or reoccurrence of incidents adversely affecting
the health and safety of individuals served

BB Comply with the requirements of behavior supports established under rules adopted by the department

BB Ensure that anyone responsible for implementing behavior support plans receives training in the plan
components prior to implementation of the plans

BB Arrange for substitute coverage, if necessary, only from a provider certified by the department and as identified in the
individual’s ISP, notify the individual or legally responsible person(s) in the event that substitute coverage is
necessary, and notify the person identified in the ISP when substitute coverage is not available

BB Notify, in writing, the individual or the individual’s guardian and the individual’s service and support
administrator in the event that the provider intends to cease providing services to the individual no less than 30
calendar days prior to termination of services

BB Annually complete training in the provisions of rights of individuals set forth in sections 5123.62 to 5123.64 of
the Ohio Revised Code and the requirements of rule 5123:2-17-02 (Incidents Adversely Affecting Health and Safety) of
the Ohio Administrative Code

BB Not provide services to his/her minor child {under age 18) or to his’her spouse

BB Not engage in sexual conduct or have sexual contact with an individual for whom he/she is providing care

BB

Not administer any medication 1o or perform health care tasks for individuals who receive services unless
he/she meets applicable requirements of Chapters 4723., 5123., and 5126. of the Ohio Revised Code and rules
adopted under those chapters

Each agency provider must submit evidence that the applicant employs a CEO who has:

[1 At least one year of full-time, paid work experience in the provision of services to individuals with developmental disabilitics
which included responsibility for personnel matters, supervision of employees, program services, and financial management

[1 A Bachelor's degree from an accredited institution or at least four years of full-time, paid work experience as a supervisor of
prograrms or services for individuals with developmental disabilities
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Each agency provider must submit written policies and procedures that address the agency's management practices

regarding: . .

[] Principles of individuals' self-determination

[7] Confidentiality of individuals' records

[] safegnarding individuals' funds

[ Incident reporting and investigation

[ Individuals' satisfaction with services delivered

[ Internal monitoring and evaluating procedures to improve services delivered

[} Supervision of staff

[l Staff training plan

[[] Annual written notice to employees and contractors explaining conduct for which someone may be placed on the Abuser
Regisiry and seiting forth the requirement to report if he/she is every formally charged with, convicted of, or pleads guilty to
any of the offenses listed in division (E) of section 5126.28 of the Ohio Revised Code

Each agency provider must meet the following requirement. Please initial to indicate your understanding '
and assurance to comply.

At a frequency of at least once every three years, the CEQ and each employee, contractor, and employee of a contractor
who is engaged in a direct services position shall undergo a background check by BCII which demonstrates that he/she
has not been convicted of or pleaded guilty to any of the offenses listed in division (B) of section 5126.28 of the Ohio
Revised Code

Applications for provider certification (except for the following HCBS waiver services which are not subject
to an application fee: Adaptive and Assistive Equipment, Environmental Accessibility Adaptations, Home
Delivered Meals, Interpreter, Nutrition, Personal Emergency Response Systems, Social Work, and
Specialized Medical Equipment and Supplies) must include the appropriate application fee. Application fees
must be submitted in the form of a cashier's check, corporate check, or money order, payable to Treasurer
State of Ohio. Payment in full is required at the time of application. Applications submitted without a check
or money order will be returned to the applicant.

Initial Certification Renewal Certification Add Service(s) During
(1 year) (3 years) Term of Certification
Independent Provider or
Family Consortium $ 50 $ 100 $15
" Small Agency Provider
" (serving 50 or fewer individuals) $300 $ 800 §50
Large Agency Provider
(serving 51 or more individuals) $ 700 $ 1’600 $100

Application fees are non-refundable. If you are uncertain about which fee applies, contact the Provider
Certification Unit at provider.certification@dodd.chio.gov before submitting your application.

I have submitied the evidence as requested, understand the requirements, and certify that I will meet the
above initialed assurances. I understand that misrepresentation or falsification of this application or any
supporting docamentation may result in denial or revocation of provider certification.

@JL%A 6@-?90 ;j/gn()é doo

Signature of indepéndent provider/a&ency CEO applicant Daté

Return completed application with supporting documentation fo:
Ohio Department of Developmental Disabilities
Accounts Receivable
30 East Broad Street, 13% Floor
Columbus, Ohio 43215
1-800-617-6733

Or email Provider.Certification@dodd.ohio. gov
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All providers must read the statements below, print name, El:fiﬂai ahd dufe.

In accardance with Erecutive Order 2007015, Verdor of Grantes, by signature
oty ihils documend, cerfifies: {1) it has reviewed and understands Execuilve Order

3007-04 5, {Z) s reviewed and understands the Ohlo efifes and conflict of
interest faws, and {3) wiil take no action Inconsistent with those laws and His

order. The Vendor or Grantee understands that faflure fo comply withy Exxectiiive |
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, | may result in the jess of ofher confracts or gm@&&ﬂi&ﬁﬁi@%_ A
Individual Practitioner Name and Title (pkase prid) .

_&eﬂﬁ_&o@pg pmhﬁ{:ﬂﬁ 7 _ -
‘ : pate: 524 -09

{individual Practtioner niiat s Jeb—

i
'

A copy of Executive Order 2007-018 can ba found on our website ak
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o P
.

Individual Practifioner Infiak Date:

I
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For heip completing th& application, please
‘1call the Provider Enroliment Customer Service
Line. You can reaeh the Provider enroliment
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LEGAL BUSINESS NAME: (MUST MATCH W-9 OR W-8ECI FORM)

ﬂ NEW (W-8 OR W-8EC| FORM ATFACHED) [ | ADDITIONAL ADDRESS [PROVIDE GOPY OF INVOIGE OR LETTER)

D CHANGE OF ADDRESS (PROVIDE ADBRESS TO BE REPLAGED IN THE COMMENTS BOX ON NEXT PAGE)

[:{ CHANGE OF TIN (NEW W-8 AND LETTER OF EXPLANATION OF CHANGE ATTACHED) -

D CHANGE OF NAME (NEW V\j’—Q AND LETTER OF EXPLANATION OF CHANGE ATTAGHED)

[ crANGE OF PAYTERMS

[ crance oF contacT || CHANGE OF PO BISPATCH METHOD |

Betly BooP

BUSINESS NAME, TRADE NAME, DOING BUSINESSAS {IF DIFFERENT THAN ABUVE})

TAXPAYER ID #{TIN):

SSS- 23-1A34.

[ 1 CORPORATION ] parTnERSHIP

[ ] nowprOEIT (] moivibuaL

BUS!NESS ENTITY: NOTE: IF SOLE PROPRIETOR, THE iNDMDUAL’S NAME MUST APPEAR IN LEGAL BUSINESS NAME

E SOLE PROPRIETOR

D OTHER (PLEASEEXPLAJN)%:————— B i T et

INDUSTERY CLASSHEICATION:

] STANDARD INDUSTRIAL CEASSIFICATION (SIC) CODE i 1_1 .j. 1

D NORTH AMERICAN INDUSTRY CLASSIEICATION SYSTEM {MAICS} CODE ; 1 !, i . i i
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Ohio | D0 ipmernte Dissbites

PROVIDER CERTIFICATION APPLICATION ADDENDUM
HOMEMAKER/PERSONAL CARE

Pleass carefully review and complete this form: and sabinit all apprepiiate docomentation.

NAME OF INDEPENDENT/AGENCY f ) e t "i ;
PROVIDER AR X0
NAME GF CEO OF AGENCY §f - T
PROVIDER, IE APPLICABLE :

DEFINITION OF HOMEMAKER/PERSONAL CARE

ffomerakerfPersonal card” means the coordinated provision of 2 variety of services, supports aul supervision necessary for the
health and welfare of an individual which enablés the individeal 4o Jive In the comoriagy. These are tasks directed at incceasing
the independence of the fodividnal within his/ker home or copmunity. The sesvice inciudes tasks directed gt the individoals
smmediate eavironment that are necessitated by his or Ier physical or mental condition (nchuding eroctional sad/or bebavioraly
and is of a sappartive o maintenance type. This sarvics will help the individual meet datly living needs, and withoot this servies,
alome 65 n cembination with other waiver servioes, fhe Indfvidunal would requirs institutionatization.

The fallowing standards apply to each independext provider and each employee, condractor, and employee of a contractor]
of an apency previder wko is engaged in a direct services posifion. Tndependent providers mast sabuwit evidence of the
folloving stzadards upon application, Please check the box fo indicate that the docamentation i Encladed.

N Hol valid Aracrican Red Cross or equivalent certification in Fist Aid

"3 Hold valid Amserican Red Cross of equivalent certification in CPR

“HEX Have completed eight homs of ixabring thet addresses the following topies:

*  Overview of serving individoals with developmexeal disabilities.

Rights of individmals set foith in sections 123,62 16 $123,64 of the Ohio Revised Code
Ovexview of basic principles and requizaucnts for providing HCBS whiver services o
Requireaents of mle SE23:2:17-02 (facidents Adversely Health and Safety) of the Oliio Administrative Lode
Universal precantions & infaction. cemtrol, inclrding hand washing and the digposel of bodily waste

Ageney providers de not need to submit this infornafion for each employes, contractor, and sumployee of 4 eoniractor
wpon application, but must maintaie evidence of compliance with these staadards.

L 2 I

Each applcant maust initial the foflowing fo indicate your understanding and assurance to comply.

&*’I‘he prowier acknowledges the provider's ongoing responsibility v coondipate with desigoaied pesxmns and family
members, where sppropriate, to ensure the provision of soordination of services.

I have submitted the evidenes as requested, understand the regeirements, and cextify that I will meet the above foitizled
orances. I aadersiand that misreprescxtation or falsification of this application or any supporting documentation may

alt in denial or revocaiion of providex cerfification.

ass

Reinrn conupleted application with supporfing docomoentafion to:
Ol Department of Developmentat Disabilities
Office of Provider Certificafion
30 East Broad Street, 13% Floor
Colurnbuos, Ohie 43215
1-877-285-3636

O email Provider, Certifieafion/@dmr.state.chug

DODD CERT-02
102009



PROVIDER CERTIFICATION APPLICATION ADDENDUM
TRANSPORTATION '

‘Please carefally Teview and complete this form aud submit 2l spprepriate documentation.

%ﬁg INDEPENDENT/AGENCY K/jw jt E é Q l

NAME OF CEO OF AGENCY
PROVIDER, IF APPLICABLE

DEFINITION OF TRANSPORTATION

“Pransportation’” means a service offered in order to emable individuats served on the Level One watver to pain access to walver
and other commenity services, activities, and resources specified by the plan of care: This service is offered in addifion to
medical franspostation required vader Tifle 42 of the Coda of Federal Remulations, section 431.53 (October 1, 2001 ¥and
transportaticn services under the state plan as defined af Title 42 of the Code of Federal Regrlxtions, section 440.176(2) (Ociober
1, 2001), if applicable, and shall not replace them. Transportation servaces under the Level One waiver shall be offered in
avcordance with the individusl’s ISP, Whenever passible, fzmily, neighbors, fiiends or comnrasity agencies which can provide

ths service without charge, will be utilized.

The following stardards apply to each independent provider and each employes, contm&l.mr, and exmployee of a confracter
of an agércy provider who is eagaped in a divect servioes position. Fndepepdent providers must subusit evidence of the-
jom is induded.

following stamdards wpom application. Fiease check the box to indicate: that the documentafion
@] Hold valid American Red Cross or equivalent certification in Frrst. Aid
~[¥] Hold valid American Red Cross or equivalent cerfification in CPR

[ Have completed eight hours of imining that addresses the following topics:

»  Overview of serving individusls with developmental disabities

Righis of individuals set forth i sections 5123.62 0 5 123.64 of the Ohio Revised Cods

Overview of basic principles ad Tequiretnerts for providing HCBS waiver services

Requirements of rule 5123:2-17-02 (Incidents Adversely Affecting Heallh and Sefety) of the Ohio Adsministrative Code
Universal precantions for mfection control, including hand washing and the disposal of bodlily waste

| N BN B

"N\ Hold  valid driver’s Ecense as specified by Ohio lave
4508.47 of the Ohio Revised Code, as applicable

“~wi§l Have proof of insurance covemge as specified under Sections 4509.10F and

Agency providers do not need o submit this iformation for each epaployee, contractor, and empioyee of a contractor
upon application, but most mainiain evidence of compliance with thess standands.

Each applicant xowst iitial the fllowing fo indicate yo;:r mderstanding and assurance to comply.

The provider shall maintain documeptation from the Department of the provider's cerfification.

Wach applicant for independent provider cexitfication must imitial the following to indicate your undarsfxndmg and
assurance fo comply.

%Tﬁﬁ provider shall immediately report in writing to the Department, i hisher driver's license s suspended or revoled.

DORD CEET-03
102009



Each applicaxt for agency provider cerﬁﬂmﬁon must initial the followie
& comaply. .
The peovider shall employ & chief execntive officer who is responsible for personmel matters, supervision of excployess,
program services, and fiancial management.

___ The provides shall have written policics and procedures that address the applicant’s management pracfices regarding its
table of organization and a requivement that drivers providing transportation services must be af Jeast 18 years of age.

g to indicate yoor mderstanding and assurance

. Theprovider shall requirs all drivers to immediately repoit in writing ¢o the agency provider, if thetr driver's license is

saspended or revoked.
The provider shalf not perot: a driver whose license has toen suspended or revoked to provide transportation services.

1 have sabmitted the evidence as requested, mderstand the requirements, and certify that L will meet the zbuve initialed
assmeznces. X maderstand that misrepresentation or falsification of this application ex sny supporting docementation may
result in denial or revocation of provider certification. )

Bosp.  topufiro

Date

Resnrn counpleted application with supporting decmmentation to:
Ohjo Depariment of Developmental Disabilities v
Office of Provides Certification -
30 Fast Broad Streat, 13% Floor
Colombas, Ohio 43215
1-877-239-3636 )

Or email to Provider. Certification@idr.state.ohus

DODD CERT-(3
162009




Mﬁ l; Davelopraental Disabilites
PROVIDER CERTIFECATION APPLICATION ADBENDUM
' TRANSPORTA TION MILEAGE OTHER THAN

TO ACCESS ADUET DAY SERVICES

Please carefully review and coxeplete this form and sabmit all approprizte decumentation.

NAME OF INDEPENDENT/AGENCY |
PROVIDER
‘ il q ,

NAME OF CEQ OF AGENCY
PROVIDER, IF APPLICABLE

DEFINITION OF NON-MEDICAE IE"ANSNRTAﬂON TO ACCESS ADULT DAY SERVICES

" “Frapsportation mileage” means  transportation-service offered by 2 provider other than medical transportation svaiigble
through Ohio’s approved Medicaid state plan and pon-medical tramsportation @5 defined in rule 5123:2-0-18 of the Chio
Admmistrative Cede. B

The follewing standards apply to each independent provider and cach eniployee, coutractor, and employee of a coxrtractor of an agency
provider who is engaged in 2 divect services positios. Tndependent providers neast satnoit ceidence of the Soliowing standards npon
appSeation. Please check the box to fndicate that the decmmentation is ncheded,
~~lH Hold valid Ametican Red Cross ot exquivalemt cextification in Fimst Akd
—{L5] Hold valii American Red Cinss or equivalent certification in CFR.
i[5} Have completed cight hours of training that addresses The follow g topics:
Overview of serving individwls with developmental disabilitics
Ristits of invidualy set forth fn scotions 3123.62 10 5123.64 of the Ohio Revised Code
Overviow of fsic principles and roqiements for providing HCBS walVer BeTViCes
Requirements of rule 3133:2-17.02 of the Obio Adwministrative Code
Universal precanions for infection control, inclning hand washing and the disposad of bodily wasts
LR Hold a valid driver’s Hoense as specified by O law

Ageney providers do xot need to submit his imformation for each employes, contra cior, 2nd
but must nuaintein evidence of cempliance with these standards.

eployee of 2 confraciox BpoE applicitios,

Each applicant for independent provider certification: sinst aitial the following to indicate your understanding and asswcance comply.

¥ - ThepmﬂdﬁslnﬂﬁxmaﬁamlympmtimwﬁﬁngmﬂmDmiﬁﬁs’hﬁdﬂwfsﬁmﬁismpeadedorrmm

Each applicant for asency provider cextification imust initial ¢ following fo indscate yonr undersianiding and assweance & contphy.

wide, if their deiver's Beenss is suspended or mvoked.

The provider shafl vequirs all drivers {o immsdhnclyrcpcﬁhwdﬁngm the pro

I have sebmitbed fhe evidence as vequested, mnderstand the requirements, and certify that X will meet the abave initizled
assgranees, 1 understand that misrepresencation or Falsificetion of this spphication ox any sepportieg docoentation may

x tfnd Ljvomﬁgt‘z;{m:dg certification. | MMG

T
Signature o Ghdem Providerd Agecy CRO Applicant
Retwrn completed application with sepperting docomentsfion tos
Ohio Department of Developmental Disabilitics
Office of Provider Certifivation
30 Fast Broad Sireet, 13% Floor
Colambus, Ohio 43215
1-877-283-3636

Or email Provider.Certification@dmr stiie oh.us

DO CERT-04
1072009



T E ﬁeﬁaﬁf&e{ﬁﬁf '
h"@ l Deveigpietitd Disabilities

PROVIDER CERTIFICATION APPLICATION ADDPENDUM

ADULT FOSTER CARE
Pleass caxefully review and complete fhis Form and submit all appropriste docnmentxtion.
NAME OF INDEPENDEN TAGENCY
PROVIDER . D
NAME OF CHO OF AGEN !
PROVIDER, IF APPLICABLE

DEFINITION QF ADULT FOSTER € ARE Sila Y3ty
A gkt faster care™ meams porsonal care and supportive sevices (8.5, homenmler, chors, and. medication ovarsight to the extent perritiod under
state law} provided in 2 privais home by an nrelated, poinoipal care giver who Eves in the homg and whose prinsary, legal residence i that homic.
Adulf foster care is fornished to adolts who receive these sexvinesinm:ﬁunctiunwiihresidinginﬂmhm ‘Adult foster care services, thewr
associnfsdadiviﬁﬁ,mﬁsﬂl&vﬂnpmtmthmzmyﬁmoﬂﬁemmmhmwmasmafﬁvhgh&cmhoma Homexnalker
and chore sexvices are fuexished to the dividual as a conpovent ofadukt fostet care, D forthe environment provided by foster care,

ting Teities frho di s i § 3

EFINITION QF ADELT FOSTER CARE SERVICES

The following standards apply to each indspendent provider zxd cach employee, contracior, @ emplovee of 4 cantractor of an agency
provider whe is supaged in a direct services position. Independent providers must submit evidence of the following standards vpes
application. Please check the box to indicate that the decamentation is ncluded, : :
P~ Fiold vatid American Red Cross of cquivalent centification in Fist Ald
“I=5] Haold valid Amesican Red Cross or equivalent certificationin CFR
“PE] Have completed eight Bours of training that addiesses the following topics:
o Overvicw of serving individuak with developmenta] disabilitics

»  Righr of individoals st forth in sections 512362 %0 5123.64 of the Olfio Revised Code

«  Overview of basic poociples and requirements for providng HCBS wakver services

e Remuiremcnss ofrde 5133:2-17-402 of the Ohio Admivistative Code

. Unﬁmﬂmnﬁmfmh&n&mmmd&hﬂhgmwmﬁhgmﬁﬂmw of bodily wasie
Agency providers do not need to submit this infermation for ¢ach employes, coniractok, and exnployee of a confractor
wpon application, but must maintain evidence of comphiance with these standards.

Each indepeadent/agency applicant must intizl the following to mdicate your understanding and asswrance ta CoRapey.

2

P2

‘The applicant sests the requirements for homemakerfjiorsoral care cetiification as cutiined in e 58232-13-04 (ndividual Opfions
Watver — Homenaker/Personol Care) of the Oy Admindstrafive Code.

The total number of individmals (mehading pasticipants served mader the warver) with developmentz] drabiliies Ifving in fhe home shafl
ot excead fomr.

Usloss fhe home is Hotnsed noder section 5123.19 of fhe Ohio Revised Code, the sbult Fostex care provider stmfl zot provide adult
foster care services under fhe weiverto Toore than, three of the individoals living i the home.
Ndﬂmrmviéusofadukﬁsﬂmmrpﬁnuipﬂmgim oF adult foster care shafl be 1elated by blood, adoption, ot

mamiage o an individoal reociving adrlt Joster care services.

',éxl Megther providers ofadlﬂtibswmmrpﬁndpaimgjvmofadnhfommjmﬂ

2
-

bethe full guardixa of an individoad

&E Providers of adulf foster care shall not bill adult fostor care onthe same day as homeoaakes/persanal care.

o FA Wsﬁaﬂﬂmﬂiﬁradﬂtfo&ﬂ'masasmiwfnﬂmﬁﬁvidml‘swdmﬂ?pﬁmmsmiccbcingdsﬁvmdm&hfhePAWS
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Eack applicant for independent provider eertifeation must injtial the following éo indicate your understanding and
assarance to comply.

Tadependent providers of adalt foster care shall feside fn foe home whers sarvices are delivered and that home shatl b i
primary Tegal residence.

Tadependent providess of adolt foster are shaltnot suboontract the provisions of adult foster care services.-

Each applicant for ageacy provider certifcation must initial the following fo indicaie four wnderstanding and asswrance
to comply. '
_.__ Apency providers of adelt foster care <hall efihar resids in e kome whee services are deFivered and that home shall be their

primary legal residence: of they shaﬂmgloymmmwilh 2 principal cars giver who shall reside i he hoshe where
services are delivered and fhat home Mlbeﬁmpﬁn@almsgiva’sprﬁnmlega!msidcm

.. Agency providers of adult fosbor care may subopntract fie § vishnofad:ﬂt‘lb@tumsmiaminam;damwiﬁipaﬂgmph'
(D oftole 5123:2.13-04 (Eudividual Options Waiver— Romemuher{Fersonal Care) ofthe Ohin Administrative Code.

1 have submitied tle evidence as requested, undersiand the requirements, and eeriify that T will meet the above ingtialed
assurances. X woderstand fhat misrepresentation or fatsification of this appleafion or amy supporting documemtation may

result in deniad or revocation of provider certification.
' pofod[0000
Date - ' P .

200,

Return completed spplication wifk supporting documentation 10;
Ohio Department of Developenental Disabifities
Office of Provider Certification
30 East Broad Street, 137 Floor
Columbus, Ohie 43215
1-8§77-289-3636

Ox email Provider Cegification@dmy statg.oh.us
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PROVIDER CERTIFICATION APPLICATION ADDENDUM
INFORMAL RESPITE

Please cavefully review and complete this form and sabmit 2l apprepriate docomentation

NAME OF INDEPENDENT LIMITED } ‘
PROVIDER )
' - i

PEFINITION OF INFORMAL RESPITE
rovider to individunls mable fo care for themselves, furnished on a

" “Tnfovmal respite” means servicss provided by 2 limited p
shert-term basis becanse of the absence orneed for relief of those pezsons normally providing the cave. Infonmal respitemay be
provided in the individual’s home or place of residence, home of a fifend or farily mexsber, or sifes of connmemyity activities. For
ptposes of this service, “family member™ means parent, broder, sister, spouse, son, daughter, grandparent, ammt, mele, cousin,
or grardian of the individnal who has deeclopmental disabilifies. “Family mewher™ also means 2 person actag in a wle stoilar
1o those specified cven though no legal or blood relationship axists, if the isdividual who s developental disabilities Fves
with the persan and is dependent on him/her to the exicat that if suppor(s were withdrawn, another living axrangement wonld
have to be found; the person shall verify the relationship by signatme. The benefit fmitation for this service, fnstitutional Tespits,
homemake/personad care, and transporteion combined shall not exceed five thousand dollars anooaliy.

*qimited provider” means a person who is known to-fhe individual, is seloctod Ey the individual or fhe individuals grardian, and
who provides informal respite only to the individual of o multiple individuats who five in the same family stting.

The following standards apply te cach Tmited pravider, cocept when fhe lamited providkr is proviling services only to kisher own family
member. Applicants must sbmit evidence of the following stumlards wpon apphcation, Please chock the bex o Indieate that the
documentz#ion Is incinded, or check the box te indicate that the applicant shall provide services only o deher own Eamily member.
il Fold valid American Red Cross or equivalent cextification in First Aad
o] Fiold vabid American Red Cross or equivalent cenification o CPR

] Heve ompleted eiglt hovss of raining fhat adciresses the following fopics:
s Overview of serving indfviduals with dovelopmentsl disabilitics
Rights of individnals set forth in sections 519362 1 5123.64 of the Okio Revised Code

-
- Dvmiewofbaﬁcprhmipheanﬂmqﬁmﬁ)rwﬂhgﬂmSwﬁmmim
«  Requircments of ruk 5123:2.17-42 of the Ohio Administrative Code .
- Wmmmmmmmﬂmmdmmmdﬂywm
OR
E!I?Jnﬂpwvideiaﬁnmalmsphemiymmyownfamﬂgbcfpmﬂcnmmofandawﬁmm‘szdaﬁmshipmhdﬁk{uﬂb&ngmi)
Mame of individnal being sexved:

Applcant's relationship o fndividuel being served:

Each apgilicant must iniial the following to fndicate your mndersianding and assurance to comply.
@tﬁﬂ&dm@ shiall conmmemmicats with servise s support adivistration stafF aned the xesponsible fusily member for the purposs
of:

wmﬂhaﬁngacﬁviﬁmmmﬂaatwﬁmmpwvﬁsdmﬁahﬁvﬂmlﬁmﬂmmwﬁhﬁmlﬁ?aﬁhﬂm&adm

Iim.itedprevidm-shallmce:ivcoﬁmﬁﬁmuﬂuﬁnﬁmghy&crﬁpomibleﬂmﬂymbmpﬂmmﬁcdaﬁvayvfmmw
aciivities requined to meet tho noods zed preferxces of the individual besng serviced, mcluding taining stipalated for the ndividualin
histher tndividua] service plan {ISP) aod ofher efooaation related @ healfh and welfare needs of the Tadividual:
é%mmmvﬂmshaﬂmmaﬁymmhgbyﬂwwﬂeﬁmﬂymmw,mmactiviﬁcsquﬁ:edtnmqﬁémnmdsand
preferenses of the individual being served, incTuding auy trafoing sipulated for the mdividmd in his/hex ISP and other indomnation related
10 heatth and welfarenseds of the indiviceral.

% The limited provider shall comply with the Teporting requirements in pale 5123:2-17-62 of the Olio Adninistrative Code relating to
incidents adversely aifecting health and saiety. -

.
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) .?:3‘ Upan request by the Qo Depertment of Developmen

Fach spplicant must initial the fullowing 2o ndicate yorr understanding and assorance {0 commpiy.
i .
tal Disabikities, the Oito Departmsat of Fob ard Fanily Services, or the COURLY

board of developmental dissbiities, the limited provider shal] present written docurentrition from {he ndividval's ISP to dempnstrate hat
helshe Bas been selecied by the ndividual or the individual's gandian to provids fnformal respits services.

¥ 'The Hmited provider shall maintain documentation fram the Depatmment of the Herted provides's gertification.

evel Ope graiver who Jve T the same foly settmg, the Fmited provider

Except in the case of mnliiple individuals exrolied in the HCBS L.

e .
- <l mot provide inforral sespite to muwe than one jadividoal.

X have submifted fhe evidence as requested, wderstand the requirements, and certify that T will meet the above inirkaled
om. or Falkifcation of fhis application or 2y supporting documentaiion may

assnrances. I upderstand thaf misrepresentati
(X )!QQZ 0000
Date ¢

yesalt in denial o revocation of provider certiffcation.
Return completed application with sapporting documentaiion 2
Ohio Department of Developmenta] Disabilities
Office of Provider Certification
30 East Broad Street, 13* Floor
Colmmbus, Chio 43215
1-877-289-3636

Or exmail Provider, Certification@dme.stte.ofus
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