PROPOSED AGENCY DESCRIPTION
	NAME OF AGENCY:
	     


The purpose of this section is to provide a brief description of specific aspects of the agency.  Before writing this description, please review the “PROGRAM RUBRIC FY 11”, Categories 5 and 8.  

As you write the agency description you should be precise yet clear.  Your description should be clear enough for ready identification of the items in the Rubric.
1.  Organizational capacity to support system change 

Describe how the following components are in place throughout the organization:

a. Consumer voice

     
b. Service Capacity

     
c. Use of Evidence Based Practice(s)

     
d. Cultural Competency

     
e. Adequate staffing

     
f. Staff credentials appropriate to level of service provides effective use of technology

     
2.  Additional Information:
a. Describe your Compliance history with the Mental Health Board, other funders and accrediting bodies.
     
b. Reporting Compliance:  Describe your process for reporting to the Mental Health Board compliance issues and corrective actions required as a result of audits from funders and accrediting and certification bodies.
     
c. Identify most recent audits, accreditation reviews, certification site visits, collaborative reviews, clinical reviews, etc. that occurred during the last 12 months prior to this application.  Include all that the agency has experienced even if it does not relate to a funded service.
	Type of Review/Audit
	Date
	Was a Plan of Correction Required?
	Copy of report sent to MHB?

	     
	     
	        FORMCHECKBOX 
Yes      FORMCHECKBOX 
No
	   FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

	     
	     
	        FORMCHECKBOX 
Yes      FORMCHECKBOX 
No
	   FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

	     
	     
	        FORMCHECKBOX 
Yes      FORMCHECKBOX 
No
	   FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

	     
	     
	        FORMCHECKBOX 
Yes      FORMCHECKBOX 
No
	   FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

	     
	     
	        FORMCHECKBOX 
Yes      FORMCHECKBOX 
No
	   FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

	     
	     
	        FORMCHECKBOX 
Yes      FORMCHECKBOX 
No
	   FORMCHECKBOX 
Yes      FORMCHECKBOX 
No


d. Summarize your quality improvement process for your organization. 
     
e. Describe your Collaboration Initiatives with other providers.

     
f. Network Council/Quality Management Participation

     
Proposed Program Narrative


