	PR0VIDER NAME:       

	provider POINTS OF Contact

	PRIMARY CONTACT
	
	EXECUTIVE CONTACT

	     
	NAME
	     

	     
	TITLE
	     

	     
	TELEPHONE
	     

	     
	800 #
	     

	     
	TTY #/VIDEOPHONE
	     

	     
	EMAIL
	     

	WEBSITE
	


	ADDRESS & TELEPHONE # of other Service locations WHERE VR SERVICES ARE PROVIDED. (If VR services are not provided at a location please do not list the location.)

	LOCATION NAME

LOCATION ADDRESS

CITY, STATE ZIP-CODE

TELEPHONE
	
     
     
     
	




	



	



	





	billing information:  Providers need to identify one point of contact for the purposes of receiving authorizations/referrals as well as being contacted to resolve billing issues.

	NAME OF CONTACT
	     

	FAX #
	     

	EMAIL
	     

	PREFERRED METHOD OF CONTACT
	 FORMCHECKBOX 
  FAX
	 FORMCHECKBOX 
  EMAIL
	 FORMCHECKBOX 
  NO PREFERENCE


	EMAIL ADDRESSES FOR OTHERS THAT YOUR ORGANIZATION WOULD LIKE TO BE ADDED TO THE VR DISTRIBUTION LIST.

	NAME
	TITLE
	EMAIL

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


	Counties of service

	 FORMCHECKBOX 
  Adams 
	 FORMCHECKBOX 
  Fairfield
	 FORMCHECKBOX 
  Licking
	 FORMCHECKBOX 
  Portage

	 FORMCHECKBOX 
  Allen
	 FORMCHECKBOX 
  Fayette
	 FORMCHECKBOX 
  Logan
	 FORMCHECKBOX 
  Preble

	 FORMCHECKBOX 
  Ashland
	 FORMCHECKBOX 
  Franklin
	 FORMCHECKBOX 
  Lorain
	 FORMCHECKBOX 
  Putnam

	 FORMCHECKBOX 
  Ashtabula
	 FORMCHECKBOX 
  Fulton
	 FORMCHECKBOX 
  Lucas
	 FORMCHECKBOX 
  Richland

	 FORMCHECKBOX 
  Athens
	 FORMCHECKBOX 
  Gallia
	 FORMCHECKBOX 
  Madison
	 FORMCHECKBOX 
  Ross

	 FORMCHECKBOX 
  Auglaize
	 FORMCHECKBOX 
  Geauga
	 FORMCHECKBOX 
  Mahoning
	 FORMCHECKBOX 
  Sandusky

	 FORMCHECKBOX 
  Belmont
	 FORMCHECKBOX 
  Greene
	 FORMCHECKBOX 
  Marion
	 FORMCHECKBOX 
  Scioto

	 FORMCHECKBOX 
  Brown
	 FORMCHECKBOX 
  Guernsey
	 FORMCHECKBOX 
  Medina
	 FORMCHECKBOX 
  Seneca

	 FORMCHECKBOX 
  Butler
	 FORMCHECKBOX 
  Hamilton
	 FORMCHECKBOX 
  Meigs
	 FORMCHECKBOX 
  Shelby

	 FORMCHECKBOX 
  Carroll
	 FORMCHECKBOX 
  Hancock
	 FORMCHECKBOX 
  Mercer
	 FORMCHECKBOX 
  Stark

	 FORMCHECKBOX 
  Champaign
	 FORMCHECKBOX 
  Hardin
	 FORMCHECKBOX 
  Miami
	 FORMCHECKBOX 
  Summit

	 FORMCHECKBOX 
  Clark
	 FORMCHECKBOX 
  Harrison
	 FORMCHECKBOX 
  Monroe
	 FORMCHECKBOX 
  Trumbull

	 FORMCHECKBOX 
  Clermont
	 FORMCHECKBOX 
  Henry
	 FORMCHECKBOX 
  Montgomery
	 FORMCHECKBOX 
  Tuscarawas

	 FORMCHECKBOX 
  Clinton
	 FORMCHECKBOX 
  Highland
	 FORMCHECKBOX 
  Morgan
	 FORMCHECKBOX 
  Union

	 FORMCHECKBOX 
  Columbiana
	 FORMCHECKBOX 
  Hocking
	 FORMCHECKBOX 
  Morrow
	 FORMCHECKBOX 
  Van Wert

	 FORMCHECKBOX 
  Coshocton
	 FORMCHECKBOX 
  Holmes
	 FORMCHECKBOX 
  Muskingum
	 FORMCHECKBOX 
  Vinton

	 FORMCHECKBOX 
  Crawford
	 FORMCHECKBOX 
  Huron
	 FORMCHECKBOX 
  Noble
	 FORMCHECKBOX 
  Warren

	 FORMCHECKBOX 
  Cuyahoga
	 FORMCHECKBOX 
  Jackson
	 FORMCHECKBOX 
  Ottawa
	 FORMCHECKBOX 
  Washington

	 FORMCHECKBOX 
  Darke
	 FORMCHECKBOX 
  Jefferson
	 FORMCHECKBOX 
  Paulding
	 FORMCHECKBOX 
  Wayne

	 FORMCHECKBOX 
  Defiance
	 FORMCHECKBOX 
  Knox
	 FORMCHECKBOX 
  Perry
	 FORMCHECKBOX 
  Williams

	 FORMCHECKBOX 
  Delaware
	 FORMCHECKBOX 
  Lake
	 FORMCHECKBOX 
  Pickaway
	 FORMCHECKBOX 
  Wood

	 FORMCHECKBOX 
  Erie
	 FORMCHECKBOX 
  Lawrence
	 FORMCHECKBOX 
  Pike
	 FORMCHECKBOX 
  Wyandot


	SUBCONTRACTING:  If your organization is CARF accredited and you subcontract out to other individuals or organizations to provide VR services you must be accredited in the area of service that the other party is providing.  Please see the 2013 VR CARF Crosswalk (which can be found on the Community Rehabilitation Programs page under the Partners & Programs section of the RSC website, www.rsc.ohio.gov) to determine the specific accreditation areas for services.
If you subcontract a service, you are responsible to ensure that the services are provided in accordance with CARF standards and responsible for processing invoices/referrals to and from the VR program.
Please indicate what services you are subcontracting to other individuals/organizations.

	 FORMCHECKBOX 
  DO NOT SUBCONTRACT
	 FORMCHECKBOX 
  TRAVEL TRAINING
	 FORMCHECKBOX 
  JOB READINESS TRAINING

	 FORMCHECKBOX 
  COMMUNITY BASED ASSESSMENT
	 FORMCHECKBOX 
  ORIENTATION & MOBILITY
	 FORMCHECKBOX 
  JOB COACHING

	 FORMCHECKBOX 
  VOCATIONAL TESTING
	 FORMCHECKBOX 
  REHABILITATION TEACHING
	 FORMCHECKBOX 
  RETENTION

	 FORMCHECKBOX 
  CAREER EXPLORATION
	 FORMCHECKBOX 
  WORK ADJUSTMENT
	 FORMCHECKBOX 
  JOB SEEKING SKILLS TRAINING

	 FORMCHECKBOX 
  PERSONAL ADJUSTMENT
	 FORMCHECKBOX 
  SUMMER YOUTH
	 FORMCHECKBOX 
  JOB DEVELOPMENT

	NAME OF PERSON/ORGANIZATION  SUBCONTRACTING
	1.      

	
	2.      

	
	3.      

	
	4.      

	
	5.      


Who do you serve?  Please list any expertise that you may have working with specific disability populations or any specific admission criteria for services, i.e. must be D.D. Board eligible?
     
What are the dates and hours of services that your organization is available to provide services?

     
Please provide a brief generalized description of the qualifications of staff that provide direct services.  (You do not need to list each staff person and their qualifications.)
     
	JOB DEVELOPMENT EVALUATION MEASURES:  Please only include VR consumers served in the previous full calendar year, 2011.  If the provider was not in business for the entire calendar year, the table is not applicable.

	# OF VR CONSUMERS REFERRED FOR JOB DEVELOPMENTSERVICES
	     

	# OF CONSUMERS WHO OBTAINED EMPLOYMENT
	     

	HOURLY WAGE FOR CONSUMERS (AVERAGE)
	     

	# OF HOURS WORKED PER WEEK (AVERAGE)
	     

	# OF CONSUMERS WORKING WITH HEALTH BENEFITS
	     

	DURATION FROM TIME OF REFERRAL FOR PLACEMENT SERVICES TO SUCCESSFUL CLOSURE (IN DAYS)
	     


	SERVICES: Please indicate which services your organization plans to provide to the VR Program for the Federal Fiscal Year 2013.  Please consult the provider manual for service descriptions, requirements, and processes for each of the services.

	 FORMCHECKBOX 
  COMMUNITY BASED ASSESSMENT
	 FORMCHECKBOX 
  WORK ADJUSTMENT
	 FORMCHECKBOX 
  JOB DEVELOPMENT (PERFORMANCE BASED)

	 FORMCHECKBOX 
  VOCATIONAL TESTING
	 FORMCHECKBOX 
  SUMMER YOUTH
	 FORMCHECKBOX 
  CUSTOMIZED EMPLOYMENT (SEE QUESTION BELOW TO PROVIDE INFORMATION ON STAFF)

	 FORMCHECKBOX 
  CAREER EXPLORATION
	 FORMCHECKBOX 
  JOB READINESS TRAINING
	 FORMCHECKBOX 
  BENEFITS ANALYSIS

	 FORMCHECKBOX 
  PERSONAL ADJUSTMENT
	 FORMCHECKBOX 
  JOB COACHING
	 FORMCHECKBOX 
  REHABILITATION TECHNOLOGY

	 FORMCHECKBOX 
  TRAVEL TRAINING
	 FORMCHECKBOX 
  RETENTION
	 FORMCHECKBOX 
  LOW VISION SERVICES

	 FORMCHECKBOX 
  ORIENTATION & MOBILITY
	 FORMCHECKBOX 
  JOB SEEKING SKILLS TRAINING
	 FORMCHECKBOX 
  INTERPRETING (SIGN LANGUAGE)

	 FORMCHECKBOX 
  REHABILITATION TEACHING (ADL TRAINING)
	 FORMCHECKBOX 
  JOB DEVELOPMENT (HOURLY)
	 FORMCHECKBOX 
  INTERPRETING (LANGUAGE, PLEASE SPECIFY: 


	CUSTOMIZED EMPLOYMENT: We have had several people change organizations and want to make sure we have an updated list of certified staff within your organization and which counties they serve so we can ensure that VR staff knows who is available to provide this service.

	STAFF
	COUNTIES SERVED

	1.      
	     

	2.      
	     

	3.      
	     

	4.      
	     

	5.      
	     

	6.      
	     

	7.      
	     

	8.      
	     

	9.      
	     

	10.      
	     


Providers should use the Fee Schedule Addendum to submit proposes services that do not fall under the established VR Fee Schedule.

BY SIGNING BELOW, I HEREBY CERTIFY AND AFFIRM, that the information provided on this form is true and accurate and that I have reviewed, understand, and will abide by the Vocational Rehabilitation Provider Manual in providing services, completing reports and submitting bills. I also affirm, understand and agree that I am under a duty to promptly notify and disclose to RSC any changes to the information completed on this form.  I hereby acknowledge that by submitting this form and signing below that there is no contractual agreement created between myself and RSC and that RSC is under no obligation to purchase services from me.  If I am signing this on behalf of a company, business, or organization, I hereby acknowledge that I have the authority to make this certification on behalf of that entity and such entity shall be bound to the same terms of this certification.

_____________________________________
___________________________________

Signature






Date

_____________________________________
___________________________________

Print Name & Title





Address (Principal Place of Business)

_____________________________________
___________________________________

Business/Entity Name




City, State, Zip
FEE SCHEDULE ADDENDUM

INSTRUCTIONS:
This fields should be used by providers to submit services that are not addressed in VR’s standardized Fee Schedule.  Providers agree to provide the services contained in this Addendum according to the processes established in the VR Provider Manual.

Providers may develop their own service names, descriptions, and rates for services.  Rates must be established in six minute billing increments (6 Minutes = 1 UOS) as per the Fee Schedule.  Providers may determine their own UOS for transportation, such as: Per Mile, One-Way, Round-Trip, however, if using a ‘time’ based rate then it should be listed per UOS.

RSC will review and approve the proposed services and then publish online for VR Staff.  RSC reserves the right to remove or re-classify a service if RSC determines that a service should be listed under one of the established fees or uses same service authorization code.  VR will complete the ‘AUTHORIZED AS’ section based upon a review of the service description and coding table in AWARE.

	SERVICE NAME
	TRANSPORTATION

	AUTHORIZED CATEGORY (SERVICE NAME)
	TRANSPORTATION – ACCREDITATION NOT REQ. (TRANSORTIATION)

	SERVICE DESCRIPTION
	Providers may transport individuals to and from work or other vocationally relevant appointments.  This service should be used when the individual is not participating in another vocational service, i.e. Job Coaching, Job Development, Summer Youth, etc.  If the person is participating in another service and needs transportation then the authorization code for that service should be utilized, i.e. use the Job Development rate if transporting an individual to an interview but use the Transportation rate for taking an individual to a medical appointment.  Transportation should only be billed for the time and miles that the person is present in the vehicle.

	GEOGRAPHIC LOCATION
	FEE TYPE
	RATE

	EAMPLE ONLY: Lucas County
	Per Mile
	$0.45

	     
	     
	     


	SERVICE NAME
	

	AUTHORIZED CATEGORY (SERVICE NAME)
	(RSC ONLY) 

	SERVICE DESCRIPTION
	

	RATE
	      UOS


	SERVICE NAME
	

	AUTHORIZED CATEGORY (SERVICE NAME)
	(RSC ONLY) 

	SERVICE DESCRIPTION
	

	RATE
	      UOS


	SERVICE NAME
	

	AUTHORIZED CATEGORY (SERVICE NAME)
	(RSC ONLY) 

	SERVICE DESCRIPTION
	

	RATE
	      UOS


	SERVICE NAME
	

	AUTHORIZED CATEGORY (SERVICE NAME)
	(RSC ONLY) 

	SERVICE DESCRIPTION
	

	RATE
	      UOS


	SERVICE NAME
	

	AUTHORIZED CATEGORY (SERVICE NAME)
	(RSC ONLY) 

	SERVICE DESCRIPTION
	

	RATE
	      UOS


	SERVICE NAME
	

	AUTHORIZED CATEGORY (SERVICE NAME)
	(RSC ONLY) 

	SERVICE DESCRIPTION
	

	RATE
	      UOS


	SERVICE NAME
	

	AUTHORIZED CATEGORY (SERVICE NAME)
	(RSC ONLY) 

	SERVICE DESCRIPTION
	

	RATE
	      UOS


	SERVICE NAME
	

	AUTHORIZED CATEGORY (SERVICE NAME)
	(RSC ONLY) 

	SERVICE DESCRIPTION
	

	RATE
	      UOS


	SERVICE NAME
	

	AUTHORIZED CATEGORY (SERVICE NAME)
	(RSC ONLY) 

	SERVICE DESCRIPTION
	

	RATE
	      UOS


	SERVICE NAME
	

	AUTHORIZED CATEGORY (SERVICE NAME)
	(RSC ONLY) 

	SERVICE DESCRIPTION
	

	RATE
	      UOS


	SERVICE NAME
	

	AUTHORIZED CATEGORY (SERVICE NAME)
	(RSC ONLY) 

	SERVICE DESCRIPTION
	

	RATE
	      UOS
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