
	J. FY 2017 PROGRAM NARRATIVE (Form J.)

Program Name: ___________________________________


Agency Name: ____________________________________


Complete a program narrative for each program funded by the Butler County Mental Health Addiction Recovery Services Board using this program narrative worksheet addressing all the following that apply: 
Q1. Is this a new program for the BCMHARS Board? Y____ N____
· Program description.
· Residential providers, location /type of program, number of beds, monthly census.

· Specific target population(s). Identify if priority population or other population served, please specify.
· Average length of stay per program.

· Schedule of the days the service is available, including hours of operation.

· Admissions criteria including inclusionary and exclusionary criteria.

· Access issues/wait list management process.
· Continued stay, discharge and/or termination criteria.

· Identify Evidence Based Practices/Models being used including the finding for the latest fidelity assessment.

· Number anticipated to be served.

· Describe the process used to determine the need for the service/program.
· List the accreditation body.

· Identify similar programs available to Butler County residents, if any.

· Describe how the referral or affiliation with other providers work within this program. Also what are the responsibilities of each agency or provider referred or affiliated? 

· Explain impact of program if funding is reduced or eliminated.

· Number of qualifications of staff providing service, including supervision plan.

Do not leave boxes blank; enter relevant information in all boxes. 

PROGRAM ADDRESS WHERE THE SERVICES ARE PROVIDED. 
	


BECAUSE MUCH OF THE FUNDING RUNS YEAR AFTER YEAR WITH SOME CHANGES AT THE START OF EACH NEW YEAR. DESCRIBE THE PROGRAM AND IDENTIFY ANY UPCOMING CHANGES 
	


IF THIS IS A RESIDENTIAL PROGRAM, COMPLETE THIS SECTION

	LOCATION:

CERTIFICATION

NUMBER OF BEDS

MONTHLY CENSUS



SPECIFIC TARGET POPULATION(S) IDENTIFY IF PRIORITY POPULATION OR OTHER POPULATION SERVED.

	



AVERAGE LENGTH OF STAY IN THE PROGRAM

	


SCHEDULE OF THE DAYS THE SERVICE IS AVAILABLE, INCLUDING HOURS OF OPERATION.

	


ADMISSIONS CRITERIA INCLUDING INCLUSIONARY AND EXCLUSIONARY CRITERIA
	


ACCESS ISSUES/WAIT LIST MANAGEMENT PROCESS
	


CONTINUED STAY, DISCHARGE AND OR TERMINATION CRITERIA

	


IDENTIFY EVIDENCE BASED PRACTICES/MODELS BEING USED

	


THE NUMBER OF UNIQUE INDIVIDUALS YOU PROJECT TO BE SERVED
	


DESCRIBE THE PROCESS USED TO DETERMINE THE NEED FOR THE SERVICE/PROGRAM 

	


THIS PROGRAM IS ACCREDITED BY:
	


IDENTIFY SIMILAR PROGRAMS AVAILABLE TO BUTLER COUNTY RESIDENTS
	


DESCRIBE HOW THE REFERRAL OR AFFILIATION WITH OTHER PROVIDER WORK WITHIN THIS PROGRAM. ALSO WHAT ARE THE RESPONSIBILTIES OF EACH AGENCY OR PROVIDER REFERRED OR AFFILIATIED?
	


EXPLAIN IMPACT OF PROGRAM IF FUNDING IS REDUCED OR ELIMINATED.

	



DESCRIBE THE NEEDS AND CHARACTERISTICS OF THE POPULATION THIS PROGRAM SERVES: 
	


THE PHYSICAL ENVIRONMENT THAT SERVICES WILL BE PROVIDED IN INCLUDING HANDICAPPED ACCESSIBILITY

	


DEFINE AT LEAST ONE OUTCOME MEASURE THAT CONTRIBUTES TO THE BOARD’S STRATEGIC PLAN

	


PROVIDE A DESCRIPTION OF HOW YOUR AGENCY MEASURES CLIENT AND REFERRAL SOURCE SATISFACTION AND INCORPORATES THE RESULTS INTO THE INTERNAL QUALITY PROCESSES

	


AOD/SUD ONLY, THE NUMBER OF DAILY PREVENTION HOURS THAT WILL BE MADE AVAILABLE

	


NUMBER OF QUALIFICATIONS OF STAFF PROVIDING SERVICE, INCLUDING SUPERVISION PLAN. 
1. Below, list staff number from budget that will provide service for this program by the column headings. (This section does not apply to FCFC.)
If you answered Yes to Q1 drop down to boxes B & D.  Otherwise help us compare the 2017 contract with the contract already in place for 2016. We want to see the changes in staffing that might have occurred, but if nothing has changed from 2016 until 2017, initial here to denote no change. __________initial
Box A., IF 2017 WILL BE EXACTLY AS 2016 USE THIS SECTION
	*Staff #
	% Full Time Equivalent
	Percent of Time 
Providing Program
	Degree
	License

	
	
	Supervision
	Service
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Box B., IF 2017 WILL NOT BE EXACTLY AS 2016 USE THIS SECTION
	*Staff #
	% Full Time Equivalent
	Percent of Time 
Providing Program
	Degree
	License

	
	
	Supervision
	Service
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


2. Identify the share of services funded by the MHARS Board that comprise the program. Section 2 is to agree with the funding allocation report.
If you answered Yes to Q1 from the beginning of this application – then you must complete the next section intended to identify any service component changes between the existing and the proposed application.

Box C., IF 2017 WILL BE EXACTLY AS 2016 USE THIS SECTION
	Service Components
	Procedure
Code

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


Box D., IF 2017 WILL NOT BE EXACTLY AS 2016 USE THIS SECTION
	Service Components
	Procedure
Code

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


FINANCING YOUR PROPOSAL
3. How will the program be financed? 

	Total Amount of Agency Operating Funds
	$

	Total Amount of Medicaid Billings
	$

	Total Amount of Board Funds
	$

	Total Amount of Non Mental Health Funding
	$

	Grant Total of Revenue to cover the program
	$


4. Will the Program Have the Resources to Fund the Program?

	Total Program Costs
	$

	Total Program Revenues
	$

	Difference 
	$


5. If this Program is funded in part by some source other than the BC MHARS Board – include that portion in section 4, so that the total will agree with the UCR report. 

	Service Components
	Procedure
Code

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


* This is the staff number used in the Budget Software if applicable.
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