CLEARWATER

Council of Governments


DATE:


TO:

All Interested Providers

FROM:
Nancy Richards, Executive Director

RE:

Request for Interest for _______

Please review the attached information regarding ______ waiver services for a _______ in _______ County.  

Please e-mail ________, Service and Support Administrator (SSA) for ________ County at ________ if you would like to be considered as a potential provider. If you have any questions, ________ may be reached at (___) _________. Please be advised that the deadline for contacting the SSA will be 3:00 p.m., __________, _____________, 20___.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                             
The SSA will inform the individuals of the opportunity to meet with potential providers and assist them in arranging interviews.  

Please call me should you have any questions regarding the proposal process.  

Clearwater Council of Governments

Individual Profile

	Name:
	
	Address:
	
	County:
	

	Date of Birth:
	
	Age:
	
	
	
	Level of DD:
	

	General Diagnosis:
	

	Expected Start Date:
	

	Guardian:
	
	Advocate/Parent:
	

	Current Living Status:
	

	Plans to Move:
	

	Proposed Living Arrangement:
	
	IO Licensed
	
	IO Community
	
	Level 1
	
	Supported Living

	Describe the individual as accurately as you can.  Include person-centered dreams, hopes, likes, dislikes and strengths to provide a balanced and positive picture of the individual.

	

	Type of Day Program/Job and Schedule:
	

	Services Being Requested: Homemaker Personal Care, Transportation

	Anticipated Level of Required Supervision:
	

	Number of hours per week:
	
	Staffing Ratio of hours:
	
	:
	
	awake

	Typical Schedule of hours per week:
	

	Overnight hours:
	

	Reserve hours
	
	times number of days
	
	for closings, illness, calamity = 
	

	Location of services:
	

	Describe assistance needed in the following areas:

	Medication Administration:
	

	Medical Appointments:
	

	Behavioral:
	

	Adaptive Equipment:
	

	Activities of Daily Living:
	

	Transportation (i.e. Is a handicapped accessible vehicle needed?)
	

	

	Provider Expectations:  Include any specific services or skill developments are needed and/or special training required by the provider.

	

	Additional comments:
	





















































MAIN OFFICE:


235 N. Toussaint South Road, Oak Harbor, Ohio 43449


419-898-8264                 FAX: 419-898-2414























Clearwater COG Best Practices Manual

Section 4-D

Choosing a Provider
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