RESIDENTIAL - SERVICE GRID #       OF      
DDD REGION:      
	AGENCY NAME:
	     
	CONTRACT PERIOD:
	FROM
	     
	TO
	     


	PROGRAM NAME (optional)
	     
	     
	     
	     
	     
	     

	VID #


	     
	     
	     
	     
	     
	     

	SITE ADDRESS: *

(Street, Town, Zip)


	     
	     
	     
	     
	     
	     

	COUNTY
	     
	     
	     
	     
	     
	     

	PROGRAM TYPE


	     
	     
	     
	     
	     
	     

	LICENSED CAPACITY
	     
	     
	     
	     
	     
	     

	CONTRACT LOS


	     
	     
	     
	     
	     
	     

	PRIVATE PAY BEDS
	     
	     
	     
	     
	     
	     

	RESPITE BEDS


	     
	     
	     
	     
	     
	     

	GENDER


	     
	     
	     
	     
	     
	     

	AGE


	     
	     
	     
	     
	     
	     

	ACCESSIBLE


	     
	     
	     
	     
	     
	     

	CONTACT PERSON 

(For Referrals)


	     
	     
	     
	     
	     
	     

	TITLE


	     
	     
	     
	     
	     
	     

	PHONE


	     
	     
	     
	     
	     
	     

	FAX


	     
	     
	     
	     
	     
	     

	E-MAIL


	     
	     
	     
	     
	     
	     


*
For SLP’S, leave site address blank and attach a SUMMARY PAGE.

**
Complete a separate page for each region.       

ADVISORY, CONSULTATIVE, DELIBERATIVE, CONFIDENTIAL COMMUNICATION
SUPPORTED LIVING SUMMARY

	DDD REGION:
	     
	
	
	SUMMARY #
	      OF      


	AGENCY NAME:
	     
	
	
	VID#:      


	SL#
	ADDRESS

 (Street, Apt #, City, State, Zip)
	LICENSED?

(Yes or No)
	CAPACITY
	LAST NAME

(Service Recipient)
	FIRST NAME

(Service Recipient)

	     

	     

	     
	     
	     
	     

	     

	     

	     
	     
	     
	     

	     

	     

	     
	     
	     
	     

	     

	     

	     
	     
	     
	     

	     

	     

	     
	     
	     
	     

	     

	     

	     
	     
	     
	     

	     

	     

	     
	     
	     
	     

	     

	     

	     
	     
	     
	     

	     

	     

	     
	     
	     
	     

	     

	     

	     
	     
	     
	     

	     

	     

	     
	     
	     
	     

	     

	     

	     
	     
	     
	     

	     

	     

	     
	     
	     
	     

	     

	     

	     
	     
	     
	     


**
Complete a separate page for each region.

	ADVISORY, CONSULTATIVE, DELIBERATIVE, CONFIDENTIAL COMMUNICATION


CHALLENGE GRANT SUMMARY

DDD REGION:      









SUMMARY #       OF      
AGENCY NAME:      
	VID#
	ADDRESS

(Street, Apt #, City, State, Zip)
	LICENSED

(Yes or No)
	CAPACITY
	LAST NAME

(Service Recipient)
	FIRST NAME

(Service Recipient)

	     

	     
	     
	     
	     
	     

	     

	     
	     
	     
	     
	     

	     

	     
	     
	     
	     
	     

	     

	     
	     
	     
	     
	     

	     

	     
	     
	     
	     
	     

	     

	     
	     
	     
	     
	     

	     

	     
	     
	     
	     
	     

	     

	     
	     
	     
	     
	     

	     

	     
	     
	     
	     
	     

	     

	     
	     
	     
	     
	     

	     

	     
	     
	     
	     
	     

	     

	     
	     
	     
	     
	     

	     

	     
	     
	     
	     
	     

	     

	     
	     
	     
	     
	     

	     

	     
	     
	     
	     
	     


  ** Complete a separate page for each region.

SUPPORTED EMPLOYMENT/ DAY SERVICES - SERVICE GRID #       OF      
	DDD REGION:
	     
	
	
	
	
	


	AGENCY NAME:
	     
	
	
	CONTRACT PERIOD:
	FROM     
	TO     


	PROGRAM NAME

(optional)
	     
	     
	     
	     
	     
	     

	VID #


	     
	     
	     
	     
	     
	     

	SITE ADDRESS:  

  (Street, Town, Zip) 


	     
	     
	     
	     
	     
	     

	COUNTY

	     
	     
	     
	     
	     
	     

	PROGRAM TYPE


	     
	     
	     
	     
	     
	     

	CONTRACT LOS


	     
	     
	     
	     
	     
	     

	SPECIAL NEEDS


	     
	     
	     
	     
	     
	     

	ACCESSIBLE


	     
	     
	     
	     
	     
	     

	SITE 


	     
	     
	     
	     
	     
	     

	TRANSPORTATION


	     
	     
	     
	     
	     
	     

	CONTACT PERSON

(For Referrals)


	     
	     
	     
	     
	     
	     

	TITLE


	     
	     
	     
	     
	     
	     

	PHONE


	     
	     
	     
	     
	     
	     

	FAX


	     
	     
	     
	     
	     
	     

	E-MAIL


	     
	     
	     
	     
	     
	     


  ATTACH a Holiday/ Training Schedule for each program.
  **Complete a separate page for each region
FAMILY SUPPORT - SERVICE GRID  #       OF     
DDD REGION:      
	AGENCY NAME:
	     
	
	
	CONTRACT PERIOD:
	FROM      
	TO     


	PROGRAM NAME 


	     
	     
	     
	     
	     
	     

	VID #


	     
	     
	     
	     
	     
	     

	SITE ADDRESS 

(if applicable: 

Street, Town, Zip)
	     
	     
	     
	     
	     
	     

	PROGRAM TYPE


	     
	     
	     
	     
	     
	     

	CAPACITY


	     
	     
	     
	     
	     
	     

	CONTRACT LOS


	     
	     
	     
	     
	     
	     

	GEOGRAPHIC AREA SERVED
	     
	     
	     
	     
	     
	     

	GENDER


	     
	     
	     
	     
	     
	     

	SPECIAL NEEDS


	     
	     
	     
	     
	     
	     

	AGE


	     
	     
	     
	     
	     
	     

	ACCESSIBLE


	     
	     
	     
	     
	     
	     

	TRANSPORTATION 

AVAILABLE


	     
	     
	     
	     
	     
	     

	CONTACT PERSON 

(For Referrals)
	     
	     
	     
	     
	     
	     

	TITLE


	     
	     
	     
	     
	     
	     

	PHONE


	     
	     
	     
	     
	     
	     

	FAX


	     
	     
	     
	     
	     
	     

	E-MAIL


	     
	     
	     
	     
	     
	     


  *Complete a separate page for each region.

OTHER SERVICES/SPECIAL PROGRAMS - SERVICE GRID #       OF      
DDD REGION:      
	AGENCY NAME:
	     
	
	
	CONTRACT PERIOD:
	FROM     
	TO     


	PROGRAM NAME

(optional)
	     
	     
	     
	     
	     
	     

	VID #


	     
	     
	     
	     
	     
	     

	SITE ADDRESS:  

  (if applicable:

 Street, Town, Zip) 


	     
	     
	     
	     
	     
	     

	COUNTY


	     
	     
	     
	     
	     
	     

	CONTRACT LOS


	     
	     
	     
	     
	     
	     

	AGE


	     
	     
	     
	     
	     
	     

	GENDER


	     
	     
	     
	     
	     
	     

	SPECIAL NEEDS


	     
	     
	     
	     
	     
	     

	ACCESSIBLE


	     
	     
	     
	     
	     
	     

	TRANSPORTATION


	     
	     
	     
	     
	     
	     

	CONTACT PERSON

(For Referrals)


	     
	     
	     
	     
	     
	     

	TITLE


	     
	     
	     
	     
	     
	     

	PHONE


	     
	     
	     
	     
	     
	     

	FAX


	     
	     
	     
	     
	     
	     

	E-MAIL


	     
	     
	     
	     
	     
	     


ATTACH a Holiday/ Training Schedule for each program where applicable.

**
Complete a separate page for each region

SERVICE GRID KEYS

KEY: RESIDENTIAL

	· PROGRAM TYPE:  GH (Group Home)  SA (Supervised Apartment) SLP (Supported Living Program)  O (Other)
	· ACCESSIBLE: Y (Yes)  N (No)  P (Partially Accessible) 

	· GENDER: M (Male)  F ( Female) C (Co-Ed)
	· AGE: Note what program can serve: C (Children) A (Adult) B (Both Children And Adults) and note range i.e. C 5-18 or A 21+ or A 18+


KEY: SUPPORTED EMPLOYMENT/DAY SERVICES

	· PROGRAM TYPE: ATS (Adult Training Center), SE (Supported Employment), CL (Crew Labor), ATSN (Special Needs ATC), 

EE (Extended Employment), ATSE (Adult Training Supported Employment), SP (Special program) Include all that apply.
	· ACCESSIBLE: Y (Yes)  N (No)  P (Partially Accessible)

	· CONTRACT LOS: For Adult Day programs provide number of participants. For Supported Employment provide number of hours.
	· SITE:  F (facility based program providing a combination of community or site based programs)   C (Program without site - all programs are executed in the community)   

	· SPECIAL NEEDS:  Is this program designed to serve individuals with special needs?       Y (Yes) N (No)
	· TRANSPORTATION: -Y (Yes) N (No) P (Partial) and how it is provided D (direct) S (Subcontract). i.e., Y/D  or  Y/S


KEY:  FAMILY SUPPORT

	· PROGRAM TYPE:  (AS/W) after school/after work, (W/E) week end programs, (OHS) out of home support, (C) summer camp, (V) voucher/ cash subsidy (H) hotel respite, (IHS) in home support (O) other
	· ACCESSIBLE: Y (Yes)  N (No)  P (Partially Accessible) N/A (not applicable i.e. in home respite)

	· GENDER: M (Male)  F ( Female) C (Co-Ed)
	· AGE: Note what program can serve: C (Children) A (Adult) B (Both Children And Adults) and note range i.e. C 5-18 or A 21+ or A 18+

	· SPECIAL NEEDS:  Is this a program designed to serve individuals with special needs? Y (Yes)   N (No)
	· TRANSPORTATION: -Y (Yes) N (No) P (Partial) and how it is provided D (direct) S (Subcontract). i.e., Y/D  or  Y/S


KEY: OTHER SERVICES/SPECIAL PROGRAMS

	· AGE: Note what program can serve: C (Children) A (Adult) B (Both Children And Adults) and note range i.e. C 5-18 or A 21+ or A 18+
	· ACCESSIBLE: Y (Yes)  N (No)  P (Partially Accessible)

	· GENDER: M (Male)  F ( Female) C (Co-Ed)
	· TRANSPORTATION: -Y (Yes) N (No) P (Partial) and how it is provided D (direct) S (Subcontract). i.e., Y/D  or  Y/S

	· SPECIAL NEEDS:  Is this program designed to serve individuals with special needs?       Y (Yes) N (No)
	


CERTIFICATION:

The terms, descriptions, services and certifications set forth in this Annex A are accurate. By signing below, the agency certifies that it is in compliance with HIPAA, that its employees have had a state and federal background check within the last two (2) years and its employees have been trained for compliance with Danielle's law and regulations.  It is understood that once accepted by the Division this Annex A is part of the contract.  

Contract Term       To      



Contract ID#     
Agency Name      
______________________________  _______________________   ___________

               Signature                                                  Title                             Date

1/28/10











PAGE ____OF ___


