Children’s Mental Health Bureau
Supplemental Services Program (SSP) 
APPLICATION

Electronic forms can be obtained on our website at: http://www.dphhs.mt.gov/mentalhealth/children/index.shtml

Services may not exceed four months in a federal fiscal year (October 1- September 30). 
Services must focus on family reunification or stabilization.

Do not complete this form if:
· The youth is not living with or planning to live with either parent or specified relative/guardian.
· The youth is not in the custody of a parent or specified relative/guardian
· Family income exceeds 185% of poverty level
· Family receives TANF cash assistance and do not agree to close the TANF cash assistance during the SSP time span
· The youth has been adjudicated by the court

This is a computer-generated form. The fields are created to expand as information is typed in. 

Identifying Information

[bookmark: Text72][bookmark: Text73][bookmark: Text74]Name of Youth:      			Date of Birth:      	Social Security #:      
[bookmark: _GoBack][bookmark: Check53][bookmark: Check54]Is the youth living with family? |_| Yes    |_| No 		

If not, please complete the following:
[bookmark: Text70]             Name of placement:       			
[bookmark: Text21][bookmark: Text22]Date of Admission:      				Address:      
[bookmark: Text75][bookmark: Text76]Contact Person/ Phone number:      			Email Address:      

Date of treatment team meeting to which RPO was invited:         
Youth’s Custodian
[bookmark: Text9][bookmark: Text10]Custodian’s Name:      				Address:     
								Street	City 	State 	Zip
[bookmark: Text11]Custodian Phone Number:       			Relationship to youth:         

Submitted By:
[bookmark: Text2][bookmark: Text46]Name of person submitting request:      				Today’s date:      	
[bookmark: Text3][bookmark: Text4]Agency:       								Phone Number:      
[bookmark: Text5]Address (mailing, city, state, zip):      								
[bookmark: Text77]Email Address:      							Fax Number:      
[bookmark: Check55][bookmark: Check56]Youth case manager: |_| yes   |_| no 
     If no, please identify relationship to the youth:      

Insurance and Benefits Information (check all that apply)

[bookmark: Check61][bookmark: Check62]|_| Health Montana Kids Plus (Medicaid)		|_| Health Montana Kids	Extended Mental Health Benefit (CHIP)
|_| Family-Income Related HMK Plus		
|_| SSI Related HMK Plus
|_| Adoption Subsidy HMK Plus
  How was HMK+ verified?      
[bookmark: Check63]|_|Children’s Mental Health Services Plan	|_| Private Insurance
|_|  My household is NOT receiving Temporary Assistance to Needy Families (TANF) Case Assistance

Other Agency Involvement: 
Please check all that apply. Involvement must be current, but may be formal or informal.	

[bookmark: Check28][bookmark: Check29][bookmark: Check30]|_| Child and Family Services 		|_| Department of Corrections		|_| Special Education
[bookmark: Check31][bookmark: Check32][bookmark: Check33]|_| Developmental Disabilities		|_| Chemical Dependency		|_| Youth Court

[bookmark: Text53]Describe nature of the involvement for each agency checked:      

Are there any pending or active criminal charges?  If so, please describe:       

Diagnostic and Family Involvement Information 
Primary diagnosis (Please use name of diagnosis as well as diagnostic codes):

[bookmark: Text14]	Axis I:	      
[bookmark: Text15]Axis II	      
[bookmark: Text16]Axis III:       
[bookmark: Text17]Axis IV:      
[bookmark: Text18]Axis V:       


[bookmark: Text71]Describe how the family will be involved in the treatment plan.      


Describe the support the youth and family will receive following the use of the SSP? 
     

[bookmark: Check64][bookmark: Check65]Is the plan for the youth to return to the youth’s parent or specified caretaker relative/guardian? |_| yes  	|_|no 
[bookmark: Text78]Explain:      


Discharge must be to the youth’s home. If plan does not include family reunification, the youth is ineligible for SSP

Proposed Plan for Supplemental Services 

The plan must be comprehensive, focused on family reunification or stabilization, and contain clear documentation of family involvement.


Proposed Placement

[bookmark: Check13][bookmark: Check14][bookmark: Check15]|_|- Maintain in the home/community 		  |_|- Step-down			|_|- Higher level of care	
       	
Dates of Service:       to      May not exceed 4 months in a federal fiscal year. These months do not need to be consecutive. 
    If not consecutive please provide additional dates:	      to      
							      to      
							      to      




Services Requested: Please consult the Provider Policy Manual on our web site for a description of each category. 

[bookmark: Check36][bookmark: Text61]|_| Room and Board for Therapeutic Group/Foster Care	  Cost per day      	Total cost:      

Name of Agency/Group Home:      
Address (mailing address, city, state, zip code):      
Contact Person/ Phone number:      					Email:      
Fax Number:       
Is this placement the closest geographically to the family?  |_| Yes   |_| No   Explain:       


When will family therapy begin?       

How often will family therapy occur face-to-face?       


Date and name of contact PRTF Waiver Plan Manager:       

[bookmark: Check34]|_| Services to Family
[bookmark: Check37]	|_| training and/or education	 					Total cost:      
[bookmark: Check44][bookmark: Text66]	|_| in- home services	 	 	# of hours:      		Total cost:      
[bookmark: Check45]	|_| evaluation of the family 	 					Total cost:      
	
Describe:      
Name of Agency:      
Address (mailing address, city, state, zip code):      
Contact Person/ Phone number:      					Email:      
Fax Number:       


[bookmark: Check40][bookmark: Text80]|_| Community-based services		 	# of hours:      		Total cost:       		Describe:      					
Name of proposed treatment provider:      
Mailing Address, city, state, zip code):      
Contact Person/ Phone number:      					Email:      
Fax Number:       

[bookmark: Check43]|_| Hard services (equipment) not covered by Medicaid or CHIP
					 					Total cost:      
[bookmark: Text81]	Describe:      

[bookmark: Check38]|_| Transportation			 					Total cost:      
[bookmark: Text82]	Describe:      


[bookmark: Check46]|_| Specialized Discharge Planning	 					Total cost:      
[bookmark: Text83]	Describe:      

Name of proposed treatment provider:      
Address(mailing address, city, state, zip code):      
Contact Person/ Phone number:      					Email:      
Fax Number:       

[bookmark: Check47]|_| Case Consultation			 	# of hours:      		Total cost:      
[bookmark: Text84] 	Describe:      

Name of proposed treatment provider:      
Address (mailing address, city, state, zip code):      
Contact Person/ Phone number:      					Email:      
Fax Number:       

[bookmark: Check48]|_| Other Services 			 	# of hours:      		Total cost:      
[bookmark: Text85]	Describe:      

Name of proposed treatment provider:      
Address (mailing address, city, state, zip code):      
Contact Person/ Phone number:      					Email:      
Fax Number:       

Submission: Requests may be mailed, or faxed to the appropriate CMHB Regional Program Officer.
 Email is not HIPAA compliant. DO NOT submit via email. A Supplemental Services Program Application is complete when:

[bookmark: Check57]|_| All fields of the Application are adequately addressed
[bookmark: Check66]|_| The SSP Application is signed by a parent/guardian
|_|  The SSP Application is signed by the provider
[bookmark: Check58]|_| An Attestation form is completed and signed by the parent/guardian 

As staff authorized by          (Provider) I,       (name of staff) agree with the above plan and will implement it according to the provider responsibilities outlined.

Signature ________________________________________________ Date:      I,     , attest that I am the custodian of the youth listed. I further attest the information I’ve provided in the application is correct and accurate to the best of my knowledge.  I understand that failure to provide accurate information and adhere to the SSP plan could jeopardize this and future SSP funding for my family.  I agree that while the above listed person is receiving SSP funding, my household will not receive TANF cash assistance.  


Signature of Parent/Guardian __________________________________         Date     

Must be signed by the same person listed as guardian on the SSP Application.  


The SSP Application will not be processed until all information is completed and received by CMHB. 

Region I-   Elizabeth (Libby) Carter, 2121 Rosebud D-17   Billings, MT 59102	    fax # 406-655-7682
Region II-  Christine Huber, 201 1st St. S, Suite 3                 Great Falls, MT 59405 	    fax # 406-454-6096
Region III- Elizabeth (Libby) Carter, 2121 Rosebud D-17   Billings, MT 59102	    fax #:  406-655-7682
Region IV- Cynthia Erler, LCSW, 2685 Palmer, Suite E       Missoula MT 59808             fax # 406-329-1332
Region V-  Cynthia Erler, LCSW, 2685 Palmer, Suite E       Missoula MT 59808              fax # 406-329-1332                         
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