


[bookmark: _GoBack]PROGRAM DESCRIPTION OF A LICENSED COMMUNITY RESIDENCE
FOR PERSONS WITH DEVELOPMENTAL DISABILITIES

										VID #:       

AGENCY NAME:       	

FEDERAL IDENTIFICATION NUMBER:       

EXECUTIVE DIRECTOR:       

AGENCY CONTACT PERSON, TITLE:	     

TELEPHONE NUMBER(S):       	

E-MAIL ADDRESS:       	
		
	LICENSED CAPACITY:
	     
	ADDRESS OF RESIDENCE

	GROUP HOME
	|_|
	Street:
	

	SUPERVISED APARTMENT PROGRAM
	|_|
	Apt # (if applicable):
	

	SUPPORTED LIVING PROGRAM 
	|_|
	City, State, Zip Code:
	



SECTION II:  GENERAL DESCRIPTION OF POPULATION TO BE SERVED
Primary diagnosis is a developmental disability.
	Secondary diagnoses of Mental Health / psychiatric
	[bookmark: Check121]|_|
	History of fire setting/sexual predatory behaviors/Offender
	|_|

	Direct nursing care required
	|_|
	Restriction of common household items required
	|_|

	Handicapped accessibility available
	[bookmark: Check123]|_|
	Restriction of access to food required
	|_|

	Staff required in program whenever individuals are present
	|_|
	Staff readily available by telephone on site is sufficient
	|_|

	Some individuals have unsupervised time
	|_|
	All individuals are independent in self-preservation
	|_|



SECTION III:  SITE SERVICES AND STAFFING
	Religious-Based Restrictions
	[bookmark: Check124]|_|
	One or more bedrooms are accessible
	[bookmark: Check138]|_|

	Nursing oversight will be provided on site
	[bookmark: Check125]|_|
	One or more bathrooms are accessible
	[bookmark: Check139]|_|

	RN and/or LPN will be included on one or more shifts
	|_|
	Manager will be shared with another program
	[bookmark: Check140]|_|

	Behaviorist oversight will be provided on site
	[bookmark: Check127]|_|
	One-to-one staffing provided
	|_|

	Staff trained in behavior support
	[bookmark: Check128]|_|
	Staff trained in Crisis Intervention
	|_|

	Other:



SECTION IV.:  RESIDENTIAL SITE STAFFING
	Identify number of staff:
	1st shift
	2nd shift
	Overnight Awake 
	Overnight Asleep

	Weekdays 
	     
	     
	     
	     

	Weekends 
	[bookmark: Text38]     
	     
	     
	     

	Wheelchair transfer assistance needed:
	[bookmark: Text39]# of 1-person transfers:      
	# of 2-person transfers:       
	

	Identify program(s) Manager is shared with:       

	Nurse manager and/or direct care staffing:	RN |_| LPNs |_|
	Weekly RN hrs. at site:      
	Wkly Behaviorist hrs at site:      

	Explain variations/other shift configurations, if applicable:       

	

	Date of PD submission:        
	





VID #     



PROGRAM DESCRIPTION STATEMENT ATTESTATION
This sheet must accompany each Program Description

This program description was developed to support the specialized needs of the individual(s) that reside in this setting.  The identified supports were determined through an evaluation of each individual’s needs through an in-person meeting and review of available records.  
The service provider shall advise the Division of Developmental Disabilities (Division) in writing of any changes, administrative or programmatic, that impact the content of this program description.  In addition to the service provider’s internal quality assurance measures, the Division will provide monitoring and evaluation of all services through announced and unannounced visits.  The support coordinator or case manager will review the services delivered in the residence(s) to ensure that the program continues to meet the individual needs.  Other Department/Division Units including, but not limited to, Provider Performance and Monitoring Unit, the Office of Licensing and Office of Investigations may monitor the program operation.
This program description will allow for the implementation of the services and outcomes as outlined in each individual’s service plan who resides in this community residence.  This shall include participation by the community residence staff at all service plan meetings.  Residential staff are expected to actively participate in the service plan process by communicating with the support coordinator or case manager regularly, as well as maintaining contact with the individual’s employment/day services staff.
The service provider agrees to comply with all applicable federal, state and local laws, rules and regulations.  The service provider shall comply with all applicable policies and procedures issued by the Division, including the CCP Policy and Procedure Manual.  The program will be operated in compliance with all applicable Division Circulars.  In addition, the services provided as outlined in this program description will be adjusted as necessary to address the specific needs of the individuals served. 
The terms, descriptions and services set forth in this program description are accurate.  

	Authorized Provider Signature:

	______________________________________

	Print Name:

	______________________________________

	Title:

	______________________________________

	Agency:

	______________________________________

	Date:
	______________________________________
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