    Memorandum of Understanding
Between
Bergen’s Promise, Inc. and Provider 1
This Memorandum of Understanding (MOU) serves to define the roles and responsibilities of each agency as we work in partnership to provide services to children and families served through the New Jersey Division of Child Behavioral Health Services (DCBHS) System of Care.
This MOU applies to the arrangement for, or purchase of, services from Provider 1 for children receiving care management through Bergen’s Promise, Inc.  This agreement is effective 11/25/2008 and continues for the duration of one year unless terminated as per the section named “Termination,” and will apply to all services either purchased or arranged for a child or family member under the child’s approved Individual Service Plan and/or Crisis Plan created by the Child and Family Team and documented by Bergen’s Promise, Inc. At the conclusion of one year from the above effective date, Bergen’s Promise, Inc. will require Provider 1 to renew the MOU.
A Shared Commitment to Children and Families

One of the primary goals of Bergen’s Promise, Inc. is to work in partnership with children and their families and the local provider network to coordinate, improve and expand the services families receive from their local community.  We are committed to providing the highest quality of services by upholding the values of the DCBHS System of Care.  These values define our promise to the community:  Our services are family-driven, community-based, strength-based, culturally diverse, individualized and easily accessible.  Our mission is to keep children at home, in school, and out of trouble.  Our intention is to help families find or develop sustainable resources that will allow them to function as normally as possible.  As one of our partners in the delivery of services, we expect that Provider 1 will share our commitment to these values through all of your work with the children and families we assist.
         Roles and Responsibilities

Bergen’s Promise, Inc. has the responsibility of developing an Individual Service Plan (ISP) for children enrolled in the DCBHS System of Care through a Child and Family Team process.  The ISP serves as the authorizing document for the service delivery for a particular child or family member.  As a service provider for enrolled children, Provider 1 agrees to participate as a member of the Child and Family Team organized with the family on behalf of the child.  As a Team member, you have the opportunity to offer input and assistance in the care of the child.  Your opinion is valued and needed to ensure the child receives the highest quality of services.

As a member of the Child and Family Team, you are required to attend all CFT Meetings.  The meetings are held at least every 30 days for the first 3 months, every 45 days therafter.  CFT meetings may occur more often as necessary to respond to the particular needs of a child.  If unable to attend, the provider may send a supervisor in place of the child’s worker. Attendance at the meeting via telephone conferencing may be acceptable. It is the reponsibility of Provider 1 to inform the involved Bergen’s Promise Care Manager of circumstances requiring telephone conferencing. 
Bergen’s Promise, Inc. will provide advance notice to Child and Family Team members of the ISP meeting date, time, and location.  The Bergen’s Promise, Inc. Care Manager is responsible for keeping you informed, obtaining your advice, inviting you to CFT meetings and coordinating your efforts with other Team members.  The Care Manager will keep you updated on the child’s progress and expects the same from you.  All members of the Child and Family Team are contacted regularly to share information and get advice. 
Each Child and Family Team member will receive a copy of the ISP.  This ISP serves as the document that indicates the services which have been authorized.  The ISP contains a Crisis Plan for the child and family.  The Crisis Plan includes phone numbers, supports, and a detailed plan outlining the appropriate steps for responding to a crisis experienced by the family and child.  The ISP (including the Crisis Plan) will be updated at each Child and Family Team meeting.  The updated ISP will be mailed out to each Team member.

As a Team member, it is important to provide written progress reports on a monthly basis. Progress notes must include, but are not limited to, the date(s) of service, a description of the service provided, and a timeframe for the service.  These notes are due by the first of the month and should addressed to the Clinical Director of Operations.  Appropriate options for submitting these documents include mailing, emailing, and faxing. 
Services paid by Medicaid or DCBHS flexible funding require such progress reports before a service can be renewed. (See Requirements section).  Any significant issues or crisis should be reported immediately to the Bergen’s Promise, Inc. Care Manager or the Care Manager Supervisor.
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 Requirements of Provider 1
Provider 1 gives the following assurances:
Initials_____  1.
Provider 1 meets all applicable current local, state and federal requirements or standards set forth by any appropriate local, state or federal entity or licensing authority.
2.
Provider 1 has comprehensive general and professional (malpractice) liability, property damage and automobile liability insurance (if providing transportation in the normal course of business).  (Attach.)*  
Provider 1 shall provide Bergen’s Promise, Inc. with not less than fifteen (15) days written notice prior to any modification, expiration or cancellation of any such coverage.  Prior to the modification, expiration and/or cancellation of any such coverage, Provider shall secure replacement of such coverage upon the same terms and conditions and furnish Bergen’s Promise Inc. with a certificate describing the replacement coverage.

3.
Provider 1 is a provider in good standing with New Jersey state and federal government agencies, departments or bureaus.
4.
Provider 1 has and will maintain an active license with appropriate licensing authorities (Copy Attached).* Provider 1 has a current license through  ______________________(mo/day/yr)  to provide ______________________________________________________.  
5.
If Provider 1 provides on-site or residential services, Provider 1 agrees to keep the house/facility as a safe environment and to provide appropriate supervision as per state regulations.  

6.
Provider 1 agrees to provide any purchased service in a manner consistent with the specifications outlined by the ISP or subsequent amendments to the ISP.

Initials_____ 7.
If Provider 1 is providing Behavioral Assistance or Intensive In-Community Therapy Services, Provider 1 agrees to abide by the requirements described in the Medicaid Regulations.  In addition, as a team member, Provider 1 must provide the Care Manager and Parent /Guardian with the Behavioral Assistance Plan of Care detailing the goals and specific strategies for meeting same.  Monthly written behavioral assistance progress updates are also required to be submitted to the Care Manager. (Sample Progress update form attached).  Providers of individual or family therapy are required to submit a clinical summary prior to every ISP meeting.
Initials_____  8.
Agencies/Providers providing Mentoring service (the goal of which is to connect a child with sustainable community resources) shall provide monthly written progress updates to the Care Manager on how such goals are specifically being met.

9.
No services shall be procured or subcontracted to any outside agency or individual.
Initials_____  10.
Provider 1 has a process in place to ensure that all staff having direct contact with children has completed, at a minimum, criminal background checks, and if required, a Child Abuse Registry Index check.  Please attach a copy of any of your agency’s policies on criminal history/background checks. 
Initials_____  11.         Provider 1 has a process in place to ensure that all staff that would transport 
child will have a driving record check.  Please attach a copy of any of your agency’s policies on driving record checks.
12.
Provider 1 is familiar with the services being purchased, and possesses the necessary skills and experience to render the services.
13.
Provider 1 agrees to make available their site for visits by the child’s Parent/Guardian or a Bergen’s Promise, Inc. representative.
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14.
Provider 1 will document all services performed and make that documentation available to Bergen’s Promise, Inc. upon request. 
Initials_____  15.
Provider 1 is encouraged to participate in one of two Wraparound or Individual Service Plan (ISP) training sessions offered by any state contracted Care Management Organizations, or by the Division of Child Behavioral Health Services.  
Confidential Information

During the term of this Agreement and thereafter, Provider 1 and Bergen’s Promise, Inc. shall ensure that they and their directors, officers, employees, contractors, and agents hold all information about the child and family in the strictest confidence and in accordance with state and federal laws.

“Confidential Information” shall include, but is not necessarily limited to, all information and records, whether oral or written or disclosed prior to or subsequent to the execution of this Agreement, regarding the following:  children, individual names or listings 
of names or addresses of present or former children and families served by Bergen’s Promise, Inc., past and present financial, social, medical, psychological, substance abuse, and educational information about a family, and identification of services that are provided to children and families enrolled in Bergen’s Promise, Inc.

In addition to keeping child and family information confidential, all reports, progress notes, correspondence, and publications written by or for Provider 1 regarding children and families enrolled in Bergen’s Promise, Inc. must be kept confidential.
Health Insurance Portability and Accountability Act (HIPAA of 1996):  Privacy Policy
Bergen’s Promise, Inc. is HIPAA compliant and expects all providers of services through the ISP to be as well.  It is the policy of Bergen’s Promise, Inc. to establish a structure and process by which families are provided the right to inspect and obtain a copy of their protected health information (PHI as required by HIPAA).  Bergen’s Promise, Inc. has a process in which families and/or children may obtain a paper copy of their PHI as contained in the Designated Record Set (DRS)  A DRS is a set of documentations generated from a primary source input, specifically the care management organization, wherein PHI is contained.  A DRS may include the following:

· Individual Service Plan

· Progress Notes

· Insurance Information

· Enrollment Information

· Demographic Information
Through our contracts we may share and/or disclose client PHI.  Under our language and provisions of HIPAA such providers are contracted with Bergen’s Promise, Inc. as “Independent Contractors.”
Quality Assurance

Bergen’s Promise, Inc. is committed to providing quality services to children and families.  As a method of ensuring quality services, Bergen’s Promise, Inc. evaluates the services offered through Provider 1.  These evaluations are accomplished in a number of ways including child/family satisfaction surveys and feedback, random review of service delivery, and on-site visits.  We share our findings with you to help assist the provider with their quality assessment.  Bergen’s Promise, Inc. also welcomes ongoing feedback from the providers on our care management services.

As part of our commitment to offer quality services, Bergen’s Promise, Inc. strives to provide culturally competent services to children and their families.  Provider 1 should offer culturally competent training to staff, have the ability to offer bi-lingual services where needed, engage in regular agency self-assessment of culturally competent policies and practices, and ensure that services are sensitive and responsive to the cultural needs of the families we serve.
As part of the MOU agreement, Provider 1 is required to meet with representatives from Bergen’s Promise, Inc. on a quarterly basis to discuss quality assurance of services. These meetings serve as an interactive forum for our two organizations to discuss positive 
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outcomes and interactions between our two agencies, and between Provider 1 and the children and families served by Bergen’s Promise, Inc.. In addition, these Quality Assurance meetings ensure the opportunity to discuss any challenges that may exist between our two organizations, and between Provider 1 and the children and families served by Bergen’s Promise, Inc.. 

We also require Provider 1 to complete a self-assessment form in advance of each Quality Assurance meeting in order to ensure quality delivery of services. This form will be provided by Bergen’s Promise, Inc. and should be considered an important part of the quarterly meetings.  Provider 1 will also submit monthly “positive” and “good news” stories detailing positive outcomes regarding Bergen’s Promise, Inc. youth who utilize Provider 1 services.
Termination

Either party may terminate this Agreement for any reason with thirty (30) days written notice.  Upon receiving the written notice, Bergen’s Promise, Inc. will notify the family receiving services from your Agency and the Child and Family Team that there will be a change in services.  The Child and Family Team will then meet to revise the child’s ISP to reflect termination of services from your Agency.

In the event of failure of Provider 1 to comply with any provision of this Agreement, Bergen’s Promise, Inc. reserves the right to terminate this Agreement upon five (5) days written notice.
Amendment

This Agreement may not be amended or modified in any of its provisions except by a subsequent written agreement executed by a duly authorized representative of Provider 1 and Bergen’s Promise, Inc.

Assignment

This Agreement or any of its provisions shall not be assigned, delegated or transferred by either party without the prior written consent of both parties.
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Payment for Provider Services

Medicaid

Bergen’s Promise, Inc. will not be responsible for payment of Medicaid eligible services provided to Medicaid eligible recipients.  This includes providers of in-office therapy and residential services.  Providers should bill Medicaid directly.

Provider agrees to accept payments from Medicaid as defined by the Medicaid Fee Schedule as payment in full.  Bergen’s Promise, Inc. will not provide any additional reimbursement.
Provider understands that it is their responsibility to clarify the Medicaid eligibility of the person referred for service before providing any service.
Medicaid Rehabilitation Option Provider Enrollment

If Provider provides, or intends to provide, Intensive In-Community Services of any kind, Provider agrees to become a Medicaid provider for these services.  Provider must be actively enrolled as a Medicaid provider for these services before accepting any person for these services.  
Provider’s Medicaid Number issued for Intensive In-Community Therapy /Behavioral Assistance __________________________.
If provider application is in process, date that application was submitted:  ____________________________.
Non-Medicaid/Flexible Funding
Provider agrees to invoice Bergen’s Promise, Inc. within 60 days for any service delivered that will be paid through flexible funding.  Provider understands that services invoiced after 60 days will be ineligible for payment from Bergen’s Promise, Inc.  

Provider agrees to invoice Bergen’s Promise, Inc. within 60 days only for authorized services designated within the Individual Service Plan (ISP) as payable by Bergen’s Promise, Inc. Flex Funds.
Provider agrees to contact Bergen’s Promise, Inc. in writing within 5 business days prior to the delivery of service if authorization of any existing or newly requested service is not received.  Failure to document the lack of authorization within the specified period may result in provider not being able to bill within the 60 day period and will therefore result in payment not being made by Bergen’s Promise, Inc.
Provider agrees to provide Bergen’s Promise, Inc. with an accurate accounting of the services provided to each child stipulating the staff involved in rendering the service, dates of service, authorization number and periods.  
Provider agrees that all claims for services requested and authorized on and after January 1, 2004 for non-Medicaid recipients (including NJ Family Care Recipients other than Plan A Recipients) will be submitted to Bergen’s Promise, Inc. for payment. (Must include CMS-1500 Form)                              

Provider will provide copies of all necessary receipts to be attached to the invoices.  No payment will be rendered unless the proper documentation is attached and all required information is included.

 Bergen’s Promise, Inc. will review all invoices received and will then issue payment. Payments are normally processed within thirty (30) days of receiving the invoice. Payment for time is factored in to the Medicaid rate for all Rehab Option services.  Those paid by Flexible Funding should have attendance factored in to the hourly rate, not to exceed the Medicaid rate for the same or similar services.
Other / Miscellaneous:

Bergen’s Promise, Inc. does not reimburse for attendance at Child and Family Team meetings, nor does Bergen’s Promise, Inc. pay for transportation or transportation-related expenses to and from these meetings. In addition, Bergen’s Promise, Inc. does not reimburse for transportation or transportation-related expenses related to clinical appointments scheduled with the child. 
Revised on 011/25/2008
The undersigned parties hereby agree to the terms set forth in this Memorandum of Understanding:
Bergen’s Promise,  Inc.

__________________________________________________________________________




Signature of Executive Director or Designate


Date

                      __________________________________________________________________________

                                                               Print Name and Title

Provider 1



  

_________________________________________________________________________



           
Signature






Date
 __________________________________________________________________________________

Print Name and Title
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Service Provider Credentials for Provider 1
Behavioral Assistance
If your Agency will provide Behavioral Assistance to Bergen’s Promise, Inc., please provide the name and license of the person responsible for clinical supervision.  Attach a copy of the license to this document.

Clinical Supervisor:  __________________________________________________________   License:  ________________________________

Intensive In-Community Service

If Provider 1 will provide Intensive In-Community Therapy, please list the names and licenses of any person providing direct service to Bergen’s Promise, Inc., and attach a copy of the license or certification.
Name:  ________________________________________________________  License/Certification:  _________________________________

Name:  ________________________________________________________  License/Certification:  _________________________________

Name:  ________________________________________________________  License/Certification:  _________________________________

Name:  ________________________________________________________  License/Certification:  _________________________________

Name:  ________________________________________________________  License/Certification:  _________________________________

Name:  ________________________________________________________  License/Certification:  _________________________________

Name:  ________________________________________________________  License/Certification:  _________________________________

Name:  ________________________________________________________  License/Certification:  _________________________________

Name:  ________________________________________________________  License/Certification:  _________________________________

Name:  ________________________________________________________  License/Certification:  _________________________________

Name:  ________________________________________________________  License/Certification:  _________________________________

Name:  ________________________________________________________  License/Certification:  _________________________________

Name:  ________________________________________________________  License/Certification:  _________________________________

Name:  ________________________________________________________  License/Certification:  _________________________________

Name:  ________________________________________________________  License/Certification:  _________________________________

Name:  ________________________________________________________  License/Certification:  _________________________________

Name:  ________________________________________________________  License/Certification:  _________________________________
         Provider Network Information for Provider 1
THIS INFORMATION IS FOR THE BERGEN’S PROMISE RESOURCE DIRECTORY DATABASE & SHARED WITH DCBHS AGENCIES
General Information
Provider 1:  _____________________________________________________________________________________
Primary Address:  ___________________________________________________________________________________________
City:  _________________________________________________  State:  __________  Zip:  ______________________________
Telephone:  _______________________________  Fax:  _______________________________  Cell: _______________________
24/hr or Crisis or other Telephone/Fax:  ________________________________________________________________________

Email:  _______________________________________________  Website:  ___________________________________________

Agency Director:  ___________________________________________________________________________________________

Contact Person:  ____________________________________________________   Phone: ________________________________

Billing Contact:  _____________________________________________________  Phone:  _______________________________

Billing Address (if different):  __________________________________________________________________________________

       Medicaid Provider Numbers and specific services/locations they represent:  ________________________________________________

       __________________________________________________________________________________________________________
Area Served:  please circle or fill in
          Bergen County      Other     
If Limited to Specific Area/Town please list ____________________________________________________________   

Special Skills/Certifications (fire-setting, sexual victim, sexual offender, EMDR, etc.)
Areas of Expertise:  ________________________________________________________________________________________

Special Certification:  _______________________________________________________________________________________

Languages Spoken (in addition to English):  ____________________________________________________________________
Additional Service Locations (other than primary address above):  

Address 2:  ___________________________________________________City:  ____________________Zip:  __________

Telephone:  __________________________________  Contact person at location:  _________________________________________

Services Offered at this location:  ___________________________________________________________________________________________

IF YOU HAVE MORE THAN TWO LOCATIONS, PLEASE ATTACH A LIST OF ADDITIONAL LOCATIONS & SERVICES AVAILABLE THERE
List of All Services That Are Offered By This Provider  

Please complete this section for each service that you offer.  Include all services available to the general public, specific populations & ages, specific locations, as well as the Division of Child Behavioral Health Services System of Care.  

Application Method:  How does a client obtain this service?  For service location simply include the number of the address above.  If you accept self-referrals, please state so.  If you are contracted to DYFS for this service, or require an agency referral, please state so.  Hours of operation should be specific.  For Rehab Option Intensive In-Community Services, simply write by appointment and the days available
Documents:  If proof of income is required or residence or citizenship, or any other condition, please state the specific documents that you will accept as proof.  If they must be original, please state so.

Payment:  What payment methods are accepted for this service?  Please be specific.  Please list all insurance plans that you will accept for this service.
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1.  Specific Service You Provide

  Population Served & Ages

          Service Location if different than primary
 _______________________________________   _______________________________________  _____________________________________  

Application Method   _________________________________________Days & Hours of operation: _____________________

Transportation Included as part of service:  YES     NO 
Documents needed to apply _____________________________________________

Payment methods: (circle all that apply)         Free Service          Sliding Scale          Self-Pay          Medicaid
Medicare         Other __________________
Commercial Insurance Accepted (please list)  ________________________________________________________________________________

Additional Service or Payment Information: __________________________________________________________________________________

2.  Specific Service You Provide

  Population Served & Ages

          Service Location if different than primary
 _______________________________________   _______________________________________  _____________________________________  

Application Method   _________________________________________Days & Hours of operation: _____________________

Transportation Included as part of service:  YES     NO 
Documents needed to apply _____________________________________________

Payment methods: (circle all that apply)         Free Service          Sliding Scale          Self-Pay          Medicaid
Medicare         Other __________________
Commercial Insurance Accepted (please list)  ________________________________________________________________________________

Additional Service or Payment Information: __________________________________________________________________________________

3.  Specific Service You Provide

  Population Served & Ages

          Service Location if different than primary
 _______________________________________   _______________________________________  _____________________________________  

Application Method   _________________________________________Days & Hours of operation: _____________________

Transportation Included as part of service:  YES     NO 
Documents needed to apply _____________________________________________

Payment methods: (circle all that apply)         Free Service          Sliding Scale          Self-Pay          Medicaid
Medicare         Other __________________
Commercial Insurance Accepted (please list)  ________________________________________________________________________________

Additional Service or Payment Information: __________________________________________________________________________________

Any other information you would like included in the Resource Directory Database:  ________________________________________________

______________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________

Please attach additional pages as needed to clearly define the services you offer to the general community and Bergen’s Promise, Inc.
By signing below, you are confirming that all inform        
* Provider 1 Signature:     _______________________________________________  Date: _________________________________
   Please print name: ___________________________________________________   Phone:  ________________________________
MOU PROVIDER ACCOUNTING REQUIREMENTS

The following items are required of the Provider when submitting an invoice for payment to Bergen’s Promise, Inc. (the “Agency”):

-Invoices are to be submitted within 60 days from the date of service(s).

-Invoices MUST be original in order for payment to be completed.

-Invoices need to include the following:


-Name, address and phone number of MOU Provider


-Child’s name and Absolute Number


-Provider’s Social Security Number or Tax ID Number


-A HCFA (CMS 1500) form should be completed and attached



-An In-Service Documentation form must be completed and attached (this can be            printed from the NJ DCBHS website)

-Behavioral Assistant, Intensive In-Community and Mentor invoices MUST be accompanied by progress/session notes.

-Questions/concerns regarding invoices are to be directed to the Accounting Department only; the Community Resource, Quality Assurance and/or Clinical Departments are NOT to be contacted concerning invoice/accounting related issues.


-Accounting inquiry calls: 201-712-1170 Attn.: Accounting Department

-Providers should NOT delay forwarding Invoices to the Agency due to any authorization issues/concerns; the Provider MUST inform the Agency in writing of these issues within the 60 day period so that any accommodation(s) for payment can be made, as needed.

-Providers who receive a payment(s) in advance (i.e. Seed dollars) need to submit to the Agency a monthly accounting recordkeeping of the activities rendered. This should include at least the following information:


-Advance payment amount given


-Date of service(s) provided


-Amount of service


-Child’s name/ABSolute Number


-Balance remaining

NON-COMPLIANCE WITH ANY OF THESE STIPULATIONS MAY RESULT IN PAYMENT BEING DELAYED OR DENIED.
Strengths and Needs Assessments


Medicaid Information


Claims and Billing Information


Requests for Access/Amendment


Statement of Disagreement















