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MEMORANDUM FOR ADULT DAY HEALTH CARE PROVIDERS

From:

Connie Boeckman, Interim Director



Division of Senior and Disability Services

Subject:
SFY 2011 Participation Agreement for Home and Community Based Care

Current Participation Agreements for Home and Community Based Care with the Department of Health and Senior Services (department), Division of Senior and Disability Services will expire on June 30, 2010.  The department considers the submission of the information required by Paragraph 5.5 of the Program Requirements of your current participation agreement as a Provider’s request to be considered for a State Fiscal Year (SFY) 2011 participation agreement, which becomes effective July 1, 2010.  The information required to be submitted is outlined in the attached Request for SFY 2011 Participation Agreement for Home and Community Based Care.  Once you submit this information, the department will determine your eligibility for a new participation agreement.  

This information must be received by the department 
by close of business April 2, 2010.

This will allow the department time to review the information and request any additional information that may be needed.  Following is a timeline for the request for SFY 2011 participation agreement:

March 19 
Memos mailed to all Providers outlining information that must be submitted.  Providers start submitting required information to the department.
April 16
A memo requesting additional information will be emailed to any Provider who submitted an application by April 2 that failed to meet the requirements.   
A memo will be emailed to any Provider who did not submit an application.

May 7
A memo requesting additional information will be emailed to any Provider who submitted an application that failed to meet the requirements.   A memo will be emailed to any Provider who did not submit an application.

May 15
Providers’ FINAL deadline to submit additional information in order to be considered for an SFY 2011 participation agreement.

June 1 - 15
Participation agreements will be mailed to Providers that meet requirements and notices of expiration or denial will be sent to Providers that did not submit the information or their information did not meet requirements.  
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March 19, 2010
The above timeframes will be strictly adhered to.   The department is reviewing a large volume of information in a relatively short time period.  Therefore, it is advisable you submit the information as early as possible and within the given timeframes.  By doing this, you will be able to take advantage of the two opportunities to submit additional information.  
If you fail to submit all information or your information does not meet the requirements by close of business May 15, 2010, you will not receive a participation agreement for the next state fiscal year starting on July 1, 2010.  This means that beginning July 1, 2010, the department will not pay for services that are funded through the Social Services Block Grant/General Revenue (SSBG/GR) program.  Beginning June 1, 2010, the department will contact all of its clients who are authorized to the Provider to determine a choice of new Provider.  All of the department’s clients will be transferred effective July 1, 2010, to Providers that have SFY 2011 participation agreements with the department unless the client agrees to privately pay for care.  

All information must be mailed to:

DHSS – HCS Provider Contracts

PO Box 570, 912 Wildwood Dr.

Jefferson City, MO 65102-0570

Regarding correspondence relating to applications, the preferred method of communication is via e-mail at ihscontracts@dhss.mo.gov.  
Attachments:  
Request for SFY 2011 Participation Agreement


Contact Cover Sheet



Provider Profile



*Change Request Form



*Business Organizational Structure Form
*Forms are available on department website:  http://www.dhss.mo.gov/HCBS/AppsForms.html
Request for SFY 2011 Participation Agreement

for Home and Community Based Care

Adult Day Health Care

In order to be considered for a SFY 2011 Participation Agreement for Home and Community Based Care to provide Adult Day Health Care for the Department of Health and Senior Services, Division of Senior and Disability Services, the following information must be submitted to DHSS-HCS Provider Contracts, PO Box 570, 912 Wildwood, Jefferson City, MO 65102-0570.

The following information must be received by the department 

by close of business April 2, 2010. 
· Complete the attached Contact Cover Sheet:  Information on the form will be used to notify you via e-mail:

· When your application packet has been received.  

· When your information is approved.

· Notification that additional information is required.

· Provider Profile Form

· Carefully review the attached pre-printed form.  

· If any information is incorrect, you must submit a Change Request form.  No information will be changed by the department unless a properly completed Change Request form is submitted.  For your convenience, a form is attached.  You must sign the bottom of page two and submit both pages of the form and copies of required documents (noted on the form). 
· Business Organizational Structure Form 

· Complete only one section of the form, i.e., Section I, II, III, IV or V.   Attach the documentation indicated on the form based on your type of business structure.  

· You must sign the bottom of page two and submit both pages of the form.
· A current Vendor No Tax Due certificate issued by the Missouri Department of Revenue (DOR).   Information regarding this certificate is available on DOR’s website:  http://www.dor.mo.gov/tax/business/sales/hb600.htm, Obtaining a Vendor No Tax Due.   

· Proof of timely filing and payment* of federal and state employment (payroll) taxes for the period January 1, 2009, through December 31, 2009 (all four quarters of 2009 must be submitted).    (*Alternative forms accepted for proof of filing and proof of payment are noted on next page.)
Federal

· FICA (social security), Medicare, FIT (federal income tax withholding)

· Quarterly:  IRS Form 941 Employer’s Quarterly Federal Tax Return, OR
· Annual:  IRS Form W-3, OR
· Corrections:  IRS Form W-3c, AND
· Proof of payment of FICA, Medicare, FIT amounts 
· FUTA (unemployment insurance)

· Quarterly:  IRS Form 8109 Federal Tax Deposit Coupon, OR
· Annual:  IRS Form 940 Employer’s Annual Federal Unemployment Tax Return, AND
· Proof of payment of FUTA amounts 

State 

· State Income Tax withholding:  Form MO-941 or MO-941-U for corrections 
· If filing on disk, copy of cover report; or  
· If filing over the Internet, copy of MO-941 and confirmation page; or  
· If filing over phone, Form MO-941 and confirmation number, AND 
· Proof of payment of state income tax withholding amounts
· State Unemployment Insurance 
· Quarterly Contribution and Wage Report (MODES-4) submitted to the Missouri Division of Employment Security, AND 

· Proof of payment of state unemployment contribution amounts

*In lieu of submitting tax forms, you may submit one of the following as proof of filing and payment of federal and state employment (payroll) taxes:

· Statements from the Internal Revenue Service (IRS), Missouri Department of Revenue (DOR) and/or the Division of Employment Security (DES) stating all employment taxes have been filed and paid.  

· The statements must be on IRS, DOR and/or DES letterhead, be dated, include the Provider’s name and state the Provider does not currently owe any employee withholding taxes.   The statement must be an original (not faxed or copied). 

· A “No Sales Tax Due” statement from the DOR does not meet the requirement for proof of filing and payment of employee withholding taxes.  

· A statement from a certified public accountant (CPA).  

· The statement must be on the CPA’s letterhead, be dated, include the Provider’s name and state all employee withholding taxes have been filed and paid on the Provider’s behalf.  The statement must be an original (not faxed or copied).

· The CPA must include their CPA license number.

· Statements from a payroll tax filing and payment service that clearly indicates reports have been filed and payments made on behalf of the Provider. 
· The statement must be an original, on the service’s letterhead and signed by an employee of the service. 
· Proof of payment of federal and state employment (payroll) taxes can be any of the following:

· Front and back of cancelled checks. 
· Bank statements. 
· It is acceptable to block your personal information such as checking account number, etc., however, the Provider’s name must be visible.  
· Circle or highlight specific payment amounts.
· Electronic Federal Tax Payment System (EFTPS) receipt.

· Authorized Depository receipt.

· USTAR receipt with Division of Employment Security.

· Please follow these guidelines when completing and submitting your information.

· Each proof of filing of taxes should be immediately followed by proof of payment for those taxes.

· Clearly label and organize all tax information.  Example:   1st quarter FICA filing, 1st quarter FICA payment, 2nd quarter FICA filing, 2nd quarter FICA payment, etc.    

· Double check all proofs of payment to ensure they equal the amount due.

· If you have more than one type of contract (example:  in-home services and consumer directed services) or multiple contracts, separate and complete information must be submitted for each contract.

· Not-for-profit organizations must submit the tax information.

· If you did not have a participation agreement for the full calendar year and, therefore, were not required to submit employment tax information for certain quarters, submit an original signed statement on your letterhead explaining why you are not required to submit the information. 

· Prior to submitting the information, use the Request for SFY 2011 Participation Agreement for Home and Community Based Care (pages 1 and 2) as a checklist to ensure all documents are included, clearly labeled and organized accordingly.
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REQUEST FOR SFY 2011 PARTICIPATION AGREEMENT FOR

HOME AND COMMUNITY BASED CARE
CONTACT COVER SHEET

	PROVIDER/VENDOR

NAME
	

	SSBG/GR NUMBER
	

	CONTRACT TYPE
	· In-Home
	· CDS
	· ADHC
	· Counseling

	CONTACT PERSON
	

	PHONE NUMBER
	

	E-MAIL ADDRESS
	

	FAX NUMBER
	


Provider Name
Fill in your Provider/Vendor name.

SSBG/GR Number
Fill in your SSBG/GR number.  Only list one number.  If you have more than one type of contract and/or multiple contracts, separate and complete information must be submitted for each contract.

Contract Type
Fill in the type of contract.

Contact Person
Fill in the name of the person the department can contact to discuss the Provider/Vendor’s application packet.

Phone Number
Fill in the phone number where the contact person can be reached at.

E-Mail Address
Fill in the e-mail address for the contact person.  The department will e-mail confirmation to this address when the application packet is received.  A confirmation e-mail will also be sent if the packet is approved.  

Fax Number
Fill in the fax number for the contact person.  A request for additional information will be faxed to this number.
www.dhss.mo.gov
Healthy Missourians for life.

The Missouri Department of Health and Senior Services will be the leader in promoting, protecting and partnering for health.

AN EQUAL OPPORTUNITY / AFFIRMATIVE ACTION EMPLOYER: Services provided on a nondiscriminatory basis.
ADULT DAY HEALTH CARE PROVIDER PROFILE 

	Official Provider Information
(please type or print clearly)

	1. Legal Provider Name as Licensed With the Section for Long-Term Care Regulation



	2.  Name of the Owner, Chairman of the Board or Chief Executive Officer

	3.  On-site Manager or Contact Person for the Center

	4. Mailing Address

	5. City, State, Zip




	6. Physical Address, if different

	7. City, State, Zip



	8. Telephone Number
	11. Federal Tax ID Number

	9. FAX Number
	12. Medicaid Provider Number

	10. E-Mail Address
	13. Adult Day Care License Number

	14. Counties for Which Transportation Will Be Provided


Attach a copy of the agency’s current Adult Day Care Program License issued by the Department of Health and Senior Services, Division of Health Standards and Licensure, Section for Long-Term Care Regulation.

Revised 9/2004     
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