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Sealed proposals are hereby solicited for multiple contractors for the provision of services to the 
consumers of Boston Senior Home Care (Lincoln Plaza, 89 South Street, Suite 501, Boston,  
MA, 02111), Central Boston Elder Services (2315 Washington Street, Boston, MA 02119) and  
Ethos (555 Amory Street, Jamaica Plain, MA  02130) (hereinafter referred to as ‘the  
Consortium’).  The Consortium, comprised of three separate corporate entities designated as Aging 
Services Access Points (ASAPs) by the Executive Office of Elder Affairs (hereinafter referred to as EOEA), 
seeks to provide the following services to consumers:  
 
 
Adult Day Health        
Alzheimer’s Coaching-Habilitation Therapy  
Behavioral Health Services      
Bill Payer/Representative Payee     
Chore            
Companion          
Emergency Shelter  
Environmental Accessibility Adaptations  
Evidenced Based Education Programs  
Financial Consultation       
Grocery Shopping and Delivery Service   
Goal Engagement Programs  
Home Delivery of Medication   
Home Health Services  


• Complex Care Training and Oversight  
(Skilled Nursing)  


• Home Health Aide  


  


  


  
  


  


• Physical Therapy  
• Home Safety/Independence Evaluations  


(Occupational Therapy)  
• Speech Therapy  


Laundry  
Legal Services  
Medical-Competency Evaluation  
Medication Dispensing System  
Orientation and Mobility (Vision Rehabilitation)  
Peer Support (Certified Older Adult Peer  
Specialist)  
Personal Emergency Response Systems (PERS)  
Respite Care-Short Term Care  
Supportive Day Care  
Transitional Assistance (housing search support)  
Translation/Interpretation  
Transportation  


    
 
Respondents may bid to provide services to any or all of the Consortium members; successful bidders 
will enter into separate contracts with each Consortium member. 
 
The duration of the contracts will be for three years, beginning October 1, 2022 and terminating on 
September 30, 2025.  Contracts may be amended at any time during the contract period to reflect rate 
or service changes negotiated between the Consortium or any of its members and the Provider.  Certain 
rates established by the Division of Health Care Finance and Policy, EOEA, or other regulatory bodies, 
cannot be amended by Consortium members (please see Attachment D to this RFP for details). 
 
First year rates may be negotiated subsequent to the acceptance of a bidder’s response.  
 
For the purpose of purchasing services for ASAP clients, EOEA issues standard contract forms and EOEA 
reserves the right to amend the contract forms. In submitting a response to this RFP, the bidder affirms 
that it is not under federal or state debarment and acknowledges it has read the relevant contract forms 
for the service(s) it proposes to provide, and agrees to comply with all of the terms contained therein. 
Both contract forms are provided as attachments to the RFP for informational purposes only. Their 
inclusion does not constitute the award of a contract. Bidders should not submit the contract form with 
their proposal response.  
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Bid specifications for the RFP must be downloaded and are available on each ASAP’s website. Bidders 
are solely responsible for obtaining and completing the required bid documents and any attachments 
referenced, and for checking the ASAP’s website on a regular basis for any addenda or modifications 
that are subsequently made to this RFP or attachments.  The Consortium accepts no liability and will 
provide no accommodation to bidders who fail to check for amended RFP’s and submit inadequate or 
incorrect responses. Bidders may not alter (manually or electronically) the RFP language or any RFP 
component files.  Modifications to the body of the RFP, specifications, terms and conditions, or which 
change the intent of the RFP are prohibited and may disqualify a response. 
 
Bidders with a disability or hardship may seek reasonable accommodation, which may include the 
receipt of the RFP information in an alternative format. Bidders must communicate such requests in to 
BostonConsortium@centralboston.org. Requests for accommodation will be addressed on a case-by-
case basis. A bidder requesting accommodation must submit a written statement that describes the 
bidder’s disability and the requested accommodation via BostonConsortium@centralboston.org. The 
Consortium reserves the right to reject unreasonable requests.   
 
Proposals are due no later than June 27, 2022 AT 12:00 P.M. 
 
Proposals must be submitted electronically and uploaded through the ASAP’s website. Please note, the 
submission form will be made accessible through each Consortium member’s website and will give the 
option to submit a proposal to the ASAP of choice.   
 
The Consortium reserves the right to reject any and all proposals if it is determined that such refusal is in 
the public interest.  We also reserve the right to amend or withdraw all or any part of the RFP and/or 
services sought by the RFP.  This RFP does not commit the Consortium to any of its members to award a 
contract, to pay any costs incurred in the preparation of this application, or to produce any services. 
 
Boston Senior Home Care, Central Boston Elder Services, and Ethos, are Affirmative Action and Equal 
Employment Opportunity (AA/EEO) agencies. The Consortium strongly encourages minority, and women 
owned businesses to respond to this RFP.  Bidders who wish to be considered as women and/or 
minority businesses must be certified as such through the Commonwealth’ Supplier Diversity Office, and 
provide a copy of their certification with their application. To learn about certification, visit the 
Commonwealth’s Supplier Diversity Office at http://www.somwba.state.ma.us/default.aspx. 
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How to Apply for a FY 2022 – FY 2025 State Home Care Contract with the Boston Consortium (Boston 
Senior Home Care, Central Boston Elder Services and Ethos) 


This year, vendors will have an opportunity to apply for a contract for personal care homemaker 
services, and non-homemaker services with the three Boston ASAPs.  Below you will find information 
and instructions on how to apply for each of these service types.   However, because the application 
process and proposal submission dates are different for each service type, please be sure and to read 
the instructions below very carefully.   


General Instructions 


I. Personal Care Homemaker Contracts – If you are interested in applying for Personal 
Care Homemaker services, you must go to www.800ageinfo.com for contract specifications, 
application submission information and deadlines.   


The Personal Care Homemaker contracting process is initiated by the Executive Office of Elder 
Affairs (EOEA) through a Notice of Intent (NOI) process posted on the www.800ageinfo.com 
website.  Go to www.800ageinfo.com and click on the “For Professionals” link.  Follow the 
Homemaker NOI links and the instructions provided.  Please note that timelines and deadlines for 
personal care homemaker contracts will differ from the Boston Consortium Non-Homemaker 
contract process.   


Please note:  The Boston Consortium has experienced an increase in the number of consumers whose 
need for services occur during the evening hours and on weekends.  For the new contract period, the 
Boston Consortium will be evaluating past performance of provider agencies and selecting providers 
who have demonstrated the ability and willingness to meet consumers’ service needs during evening 
and weekends hours in the service areas/neighborhoods where it is most needed and hardest to 
maintain.   


We strongly encourage providers of personal care homemaking services to include discounted rates 
for extended hour services with their rate submission for FY2022.  (Extended hour service plans are 
those that consist of 42 or more hours per week of personal assistance services.) 


II. Non-Homemaker Contracts -  If you are a current provider of Non-Homemaker Services 
or a New Provider interested in providing these services, please respond as follows:   
 


1. Please complete the application materials for all the non-homemaker services that your 
organization seeks to provide. Proposals must be submitted electronically and uploaded 
through the ASAP’s website. Please note, the link will be made accessible through Boston 
Senior Home Care, Central Boston Elder Services, or Ethos website and will give the option to 
submit a proposal to the ASAP of choice.  
 


2. If your organization currently contracts with any ASAP of the Boston Consortium and is no 
longer interested in renewing the contract, please notify each ASAP in writing no later than 
July 1, 2022. 


 



http://www.800ageinfo.com/

http://www.800ageinfo.com/
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3. Important requirements for all applications: 
a. Hand-written applications will not be accepted. 
b. Applications sent by email will not be accepted. 
c. Applications sent by mail will not be accepted. 
d. Applications partially completed and/or missing requested documentation will not be 


accepted. 
e.  Completed applications must be uploaded and submitted by the deadline of June 27, 


2022 at 12:00pm. The online submission form will close at that time. Please submit 
one proposal for your organization, signed by the individual who is authorized to sign 
contracts.  
 


4. Questions regarding this procurement can be submitted to 
BostonConsortium@centralboston.org until Wednesday, May 11th at 12pm.   All questions 
received prior to the Bidder’s Conference will be answered on that day, and posted on 
BSHC’s website.  Questions may also be submitted through June 10th. Once again, responses 
to questions will be posted on the Ethos’ website. 
 


5. Non-Homemaker Contracts awarded through this procurement will begin on October 1, 
2022. 
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BOSTON CONSORTIUM REQUEST FOR PROPOSALS RFP CHECKLIST 


The following documents must be submitted with each proposal application package.   Applications that do 
not contain all required documents will not be accepted and will not be considered for a contract award.   
Please submit the documents clearly labeled and in the order listed below. 


Consortium RFP Documents: 
____ 
____ 
____ 
____ 
____  
____ 
____ 
____ 


RFP Checklist 
Cover Letter from Organization’s Authorized Signatory 
Completed Administrative Overview 
Company Summary 
Attachment C: Geographic Service Area 
Attachment D: Rate Information  
Service Specific Attachments: complete for each service you are applying for.  Please note the 
following services do not have Service Specific Attachments: Evidence Based Educational 
Programs, Goal Engagement Programs, Orientation and Mobility (formally Vision 
Rehabilitation), Peer Support (Certified Older Adult Peer Specialist), Complex Training and 
Oversight (formally Skilled Nursing), Home Safety/Independence Evaluations (formally 
Occupational Therapy), Transitional Assistance (adding housing search support) and Financial 
Consultation Services. If you are interested in applying for one of these services, please 
describe in detail how you will comply with the definition as outlined in Attachment A.   


Required Submissions: 
____ Organizational Chart 
____       Quality Improvement Plan 
____ “Client Not at Home” Policy 
____ Financial Submission Requirements: Refer to the Ethos website for information   
____ Office of Inspector General Exclusion Addendum (MassHealth Bulletin 196)  
____ Provider Certification and Data Security Addendum (Executive Order 504) 
____ Computer Hardware Software Minimum Requirements Certification Form 
____ Supplier Diversity Office (SDO) Certification, if applicable 
____ Affirmative Action Plan, upon request 
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4/27/2022 


COVER LETTER 


Date 


Mr. Paul Rinaldi, on behalf of the Boston Consortium 
Ethos 
555 Amory Street 
Jamaica Plain, MA  02130 


Dear Mr. Rinaldi: 


Attached is our organization’s proposal for the provision of services to the clients of (place a check next 
to each ASAP you are proposing to contract with): 


 Boston Senior Home Care (Lincoln Plaza, 89 South Street, Suite 501, Boston,
MA, 02111)


 Central Boston Elder Services (2315 Washington Street, Boston, MA 02119)
 Ethos (555 Amory Street, Jamaica Plain, MA 02130).


To clarify any aspect of  response, you may contact the following 
individual: 


Name 
Title 
Telephone 
Email 


         is the legal name under which the organization conducts business.  As 
the authorized signatory for                                                              , I affirm that my organization is not 
under federal or state debarment.  I further acknowledge, that I have read the relevant contract forms 
and required attachments for the service(s)                                                               proposes to provide, 
and I agree to comply with all of the terms contained therein. I understand that if I am awarded a 
contract through this procurement, I will be monitored against these requirements and must be able 
demonstrate that my organization is in compliance. 


I certify that my proposal (select one): 
A. ____ was written by an individual who is employed by (Your Organization);
B. ____ was written by an individual who is not employed by (Your Organization). Please


enter the name of the person who prepared your proposal ______________________.


Sincerely yours, 


Signature Authorized Representative  
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RESPONSES MUST BE TYPED. HAND-WRITTEN RESPONSES WILL BE RETURNED. 


Before completing this form, download and review the following documents posted on 800ageinfo.com 
For Professionals corridor/Document Library: 


Elder Affairs Documents:  
• PI-97-55 Privacy and Confidentiality
• PI-03-17 Elder Rights Review Committee
• PI-07-03 Requirements of Prevention, Reporting, and Investigation of Abuse by Homemakers


and Home Health Aides (For Homemaker and Home Health Agencies only)
• PI-09-19 Revised CORI Regulations
• PI-11-06 Risk Management
• PI-11-07 Prohibition on Non-Compete Agreements
• Provider Network Quality Assurance Manual
• Provider Agreement
• Attachment A Service Descriptions (for applicable services)
• Homemaker Standards (For Homemaker Agencies)
• Personal Care Guidelines (For Homemaker Agencies)
• Executive Order 504 Provider Certification and Data Security Addendum


Commonwealth of Massachusetts Documents: 
• 105 CMR 155.00 (For Homemaker and Home Health Agencies)
• 201 CMR 17.00
• 808 CMR 1.00
• Commonwealth Terms and Conditions for Human and Social Service Providers
• Executive Order 526 Regarding Non-Discrimination, Diversity, Equal Opportunity, and


Affirmative Action
• MassHealth All Provider Bulletin 196
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I. CORPORATE INFORMATION
 New Applicant 


 Existing Provider 


1. Legal Name:


2. d/b/a, if different:


3. Address:


4. List any satellite offices and indicate whether employee, consumer, or financial records are kept
at each site:


5. Telephone number(s)


6. Fax number(s)


7. Website url:


8. Agency Contact (Name, title, and email address of person completing this tool):


9. Nine-digit Federal Employer Identification Number:
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10. If your agency is a non-profit organization, submit a current original “Short Form Certificate of 
Legal Existence,” which Massachusetts’s corporations may obtain for a nominal fee. Order online 
at http://corp.sec.state.ma.us/corp/corpsearch/corpsearchinput.asp. Or write, 


Secretary of State’s Office 
Corporate Division 
One Ashburton Place – Room 1715 
Boston, MA  02108 
 


11. If your agency is a for profit corporation, submit an original “Short Form Certificate of Legal 
Existence with Officers,” which Massachusetts corporations may obtain for a nominal fee from 
the Secretary of State’s Office at the website or address listed above. 


 
 
 
 
 
 


12. List all ASAPs with which you currently contract and list services provided. 
 
 
 
 
 


13. If your company does not now contract with any ASAPs, list 3-5 business references, two of which 
must be entities for which you provide services similar to those proposed in this application. 


 
 
 
 
 


14. As of today’s date, the Commonwealth of Massachusetts Supplier Diversity Office (formerly 
SOMWBA) has certified your company as a (check all that apply) 


 Minority-owned business or non-profit organization (MBE)  
 Woman-owned business or non-profit organization (WBE)  
 N/A 


 
 


15. Attach a copy of the MBE and/or WBE Certification. 
 
 
 
 
 
 



http://corp.sec.state.ma.us/corp/corpsearch/corpsearchinput.asp
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16. Is or has your company been the subject of state or federal debarment, suspension, or 
investigation? 


 No  
 Yes (please explain)  


 
 
 
 
 


17. Is or has any other revenue source (private or public) required a corrective action plan within the 
previous five years?  


 No  
 Yes (please explain)  


 
 
 
 
 


18. Describe the mission and history of your organization. Include information relevant to the 
application, such as the number of years providing services, types of services, number of persons 
served and their characteristics, and other contracts and lines of business. 


 
 
 
 
 


19. The Uniform Financial Statements and Independent Auditor's Report (UFR) is the set of financial 
statements and schedules required of human and social service organizations who deliver 
services to the Commonwealth's vulnerable consumers via contracts with state departments. 
Please state the date of your organization’s most recent filing. If you have not filed a UFR, please 
state the exemption that your organization claims. For details, see 
http://www.mass.gov/anf/budget-taxes-and-procurement/procurement-info-and-res/conduct-a-
procurement/human-soc-serv-policies/information-and-resources-on-the-uniform.html 
Date of UFR filing: 


 
 


Exemption: 
 
 
 
 
 


20. Are any of your services subcontracted to other companies or individuals?   Please note that the 
Provider Agreement requires the Provider to secure written approval from an ASAP prior to 
subcontracting any services delivered pursuant to the Agreement.  


No  
Yes  



http://www.mass.gov/anf/budget-taxes-and-procurement/procurement-info-and-res/conduct-a-procurement/human-soc-serv-policies/information-and-resources-on-the-uniform.html

http://www.mass.gov/anf/budget-taxes-and-procurement/procurement-info-and-res/conduct-a-procurement/human-soc-serv-policies/information-and-resources-on-the-uniform.html
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21. If yes, please respond to the following: 
a) Identify subcontractor (s) by name, address, service(s) and percentage of ASAP business 


referred to each:   
 
 
 
 
 
b) Describe how you monitor subcontractors for quality assurance: 


 
 
 
 
 
c) Describe how you ensure that subcontractors for the provision of Home Health Aide Services 


comply with PI-07-03, Prevention, Reporting and Investigation of Abuse by Homemakers and 
Home Health Aides under DPH Regulations: 


 
 
 
 
 
II. LICENSES, CERTIFICATIONS, ACCREDITATIONS, PERMITS, and INSURANCE 
 


1. Please list and provide copies of all of the above that pertain to your provision of services to the 
ASAP. This would include local, state, county, and federal requirements, as well as association 
accreditations. 


 
 
 
 
 


2. Before issuing any contract, the ASAP will require a copy of a Certificate of Insurance verifying 
that you have procured and maintain appropriate liability insurance issued by a company 
authorized to do business in the Commonwealth and certified by the Massachusetts 
Commissioner of Insurance.  The ASAP must be described as a Certificate Holder and be 
provided a minimum of 10 days written notice of cancellation. 
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III. ORGANIZATION AND STAFFING 


1. Describe in detail the qualifications (professional experience, education, licensure, etc.) for the 
following key staff: 


 
a) Executive Director/Owner 


 


 


 


 


 


b) Program Director (person responsible for service delivery) 


 


 


 


 


 


c) Clinical Manager/Nurse Supervisor (if different from above) 


 


 


 


 


 


d) Chief Financial Officer 


 


 


 


 


 


2. Provide a narrative overview of your organization, including number of FTEs, unit/department 
divisions, number of supervisors, reporting structures, etc. 
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3. Does the applicant use contract employees (not regular full or part time employees) for the
services provided under this contract? If yes, provide details such as the number of contract
employees, hours per week, supervisory structure, etc.


4. For organizations with more than 50 employees, attach an organizational chart that includes
titles and FTEs.


5. Describe the process for recruitment, screening, and hiring of qualified direct care, supervisory,
and coordinator staff.


6. List the non-statutory fringe benefits offered to your employees. Specify the categories of
employees eligible for each of the benefits. In addition, provide the following:


a) # of eligible employees in each category:


b) # of employees receiving each benefit:


7. Describe your procedure to ensure licenses (including driver’s licenses) and certifications of
employees are current.
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8. Attach a copy of your hiring checklist and the list of topics for orientation. 
 
 
 
 
 


9. Describe your initial and on-going training program(s) for supervisors, coordinators, and 
staff/direct care workers. Include a list of topics for orientation. 


 
 
 
 
 
10. Describe the tracking system for ensuring mandatory training is complete and up-to-date, 


including the persons responsible for this. 
 
 
 
 
 
11. Describe how training is documented and where training documentation is maintained. 


 
 
 
 
 


12. Attach a copy of your in-service training calendar for the current calendar year and the previous 
calendar year.  


 
 
 
 
 
IV. SERVICE CAPABILITY 
 


1. List the ASAP areas that you are able to serve. For each ASAP area that you are unable to fully 
serve, list the specific cities and towns or areas that you are able to serve within that ASAP area. 
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2. Provide a detailed description of your agency’s ability to serve people with disabilities, elders, 
and persons from diverse ethnic, linguistic, and socio-economic backgrounds. 


 
 
 
 
 
 
List the Days and Hours of Operation of: 


 
 


 
Main Office 


 
Satellite(s) 


 
Other 


 
A.M. 


 
 


 
 


 
 


 
P.M. 


 
 


 
 


 
 


 
Days 


 
 


 
 


 
 


 
 


3. Describe in detail the after-hours back up for both routine and urgent consumer needs. As 
necessary, include information specific to each service provided. 


 
 
 
 
 
 


4. Describe your procedures for responding to weather-related emergencies, including closings, 
notifications, and triage due to staff shortages. As necessary, include information specific to 
each service provided. 
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5. Indicate your agency’s in-house capacity to communicate with consumers in languages other 


than English when needed: 
 


 
 
Administrative Staff 
Language/# of Staff 


 
Direct Care Staff 
Language/# of Staff 


 
Other Staff 
Language/# of Staff 


 
Office 


 
 


 
 


 
 


 
Main 
 
 


 
 


 
 


 
 


 
Satellite 
 
 


 
 


 
 


 
 


 
Other 
 
 


 
 


 
 


 
 


 
 


6. Describe in detail your guidelines for service coordination, including communication protocols 
between the consumer and the ASAP, mandatory notifications, service starts, and service 
suspensions. 


 
 
 
 
 
7. Indicate whether you have one or both of the following: 


a) Continuity of Operations Plan (COOP):     Yes  No 


b) Emergency Management Plan:     Yes  No 
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V. POLICIES AND PROCEDURES 
 
Attach copies of the policies and procedures for the following requirements: 
 


1. Personnel Policies, including supervision, annual performance evaluation, work rules, etc. 


2. Conflict of Interest 


3. Privacy and Confidentiality 


4. Non-discrimination in employment and service delivery 


5. 105 CMR 155.00, including the procedure on the required DPH registry check (Homemaker 
Agencies, Home Health Agencies, and Skilled Nursing Facilities only) 


6. MassHealth All Provider Bulletin 196: The Office of the Inspector General’s List of Excluded 
Individuals and Entities 


7. Tuberculosis Testing (Homemaker Agencies, Home Health Agencies, Adult Day Health Providers, 
and Skilled Nursing Facilities only) 


8. CORI (PI-09-19) 


9. Infection Control Plan (Homemaker Agencies, Home Health Agencies, Adult Day Health 
Providers, and Skilled Nursing Facilities only) 


10. Reportable Incidents 


11. Consumer Not at Home Policy 


12. Emergencies in the Home 


13. Theft, Loss, or Damage to Consumer Property 


14. Shopping/Money Handling (Homemaker and Home Health Agencies, Companion Providers, 
Grocery Shopping Providers) 


15. Service Priority for High Risk Consumers (PI-11-06) (Homemaker and Home Health Agencies 
only) 


16. Prohibitions on Fees and Gratuities 


 


Attach copies of job descriptions for all positions related to the contract. 


 


In addition, ASAPs that receive more than $5 million annually in Medicaid (MassHealth) funds and 
their subcontractors must have policies on the prevention and detection of fraud, waste, and abuse. 
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VI. RECORD KEEPING  
 


1. Describe your consumer record keeping system, including whether you maintain electronic files 
in addition to paper files, what information is kept in each, and how organized. 


 
 
 
 
 


2. Describe the procedures to keep consumer information current, including persons responsible. 
 
 
 
 
 


3. How do you ensure that consumer files are maintained for the required seven years after the 
last day of service provided?  


 
 
 
 
 


4. Describe your employee record keeping system, including whether you maintain electronic files 
in addition to paper files, what information is kept in each, and how organized. 


 
 
 
 
 


5. Describe the procedures to keep employee information current, including persons responsible.  
 
 
 
 
 


6. The Provider Direct Business Rules attached to the Provider Agreement outline the technical 
specifications for the electronic system of record. Describe how you meet the requirements for 
viewing and monitoring authorizations using Provider Direct, including persons responsible. 
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VII. PRIVACY AND CONFIDENTIALITY 
1. Is your company a “Covered Entity” under the HIPAA Privacy Rule? 


 
 
 
 
 


2. Provide a brief description of your instructions to staff regarding the confidentiality of consumer 
information. 


 
 
 
 
 


3. How do you ensure that information concerning a consumer’s HIV status is accorded additional 
security and confidentiality, in accordance with Massachusetts state law? 


 
 
 
 
 


4. List by title the staff who have access to consumer data: 
 
 
 
 
 


5. How do you ensure the physical security of electronic and paper records? 
 
 
 
 
 


6. Is consumer data ever removed from the office(s)? If yes, describe the circumstances (such as 
direct care workers taking a list of consumers and their addresses to the field), and the 
procedures to ensure such information is returned to your office(s). 


 
 
 
 
 
 


7. How do you dispose of material that contains consumer data, including electronic data? 
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VIII. BILLING VERIFICATION 
1.  Describe in detail the process for generating a monthly invoice. Include the titles of persons   
involved in the process, what steps they are responsible for, what documentation or information 
they use and how service delivery is verified, what equipment or software programs are used, the 
review process – including how errors are detected and corrected, the documentation maintained 
to support invoices, and how the invoice is delivered to the ASAP. 


 
 
 
 
 
IX. QUALITY ASSURANCE 


1. Describe your approach to ensuring quality in service delivery. 
 
 
 
 
 


2. Describe how complaints are handled, including the titles of persons responsible for resolution 
and how complaints are tracked. 


 
 
 
 
 


3. Describe how your organization receives or solicits consumer feedback regarding service, how 
that information is reviewed, and how it is used to improve service delivery. Provide concrete 
examples. 
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PLEASE FILL OUT THIS FORM COMPLETELY. USE AS MUCH SPACE AS NECESSARY. 


CONTACT INFORMATION 
 
Provider Name: 
 
 


President/Executive Director/Owner 


Name and Title: 


Phone: 


Fax: 


Email: 


 


CFO 


Name and Title: 


Phone: 


Fax: 


Email: 


 


Program Manager (Person in charge of service delivery) 


Name and Title: 


Phone: 


Fax: 


Email: 
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Personal Care Supervisor(s)     


Name and Title: 


Phone: 


Fax: 


Email: 


 


Contract Manager 


Name and Title: 


Phone: 


Fax: 


Email: 


 


Service Coordinator(s) (Please include back-up and specify service area if needed.) 


Name(s) and Title(s): 


Phone: 


Fax: 


Email: 


 


Billing Coordinator 


Name and Title: 


Phone: 


Fax: 


Email: 
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BOSTON CONSORTIUM REQUEST FOR PROPOSALS 2022 
COMPANY SUMMARY 


COMPANY SUMMARY:  Provide a brief summary of your company including: mission statement; brief 
history and characteristics; experience and resources serving low income frail elders, and individuals 
with disabilities; and any additional relevant information that will help the Consortium assess your 
ability to provide the services being requested through this procurement). Please limit your response to 
five pages. 


ADITIONAL QUESTIONS: Please outline your agency’s additional trainings and strengths in the following 
areas: 


• LGBTQ 
• Brain injuries- TBI/ABI 
• Specific language and cultural competences  


 








BOSTON CONSORTIUM REQUEST FOR PROPOSALS 2022 
ATTACHMENT C 


GEOGRAPHIC SERVICE AREA 


4/13/2022 
 


 
 
Provider Name: 
 
 
 Boston Senior Home Care Central Boston Elder Service Ethos 
 
☐Beacon Hill/West End ☐Allston/Brighton ☐Hyde Park 
☐Charlestown ☐Back Bay ☐Jamaica Plain (portions) 
☐Chinatown/South Cove ☐Dorchester (portions) ☐Mattapan (portions) 
☐Dorchester (portions) ☐Fenway ☐Roslindale 
☐Downtown Boston ☐Jamaica Plain (portions) ☐West Roxbury 
☐East Boston ☐Mission Hill  
☐Mattapan (portions) ☐Roxbury  
☐North End ☐South End  
☐South Boston   


 





		Beacon HillWest End: Off

		Charlestown: Off

		ChinatownSouth Cove: Off

		Dorchester portions: Off

		Downtown Boston: Off

		East Boston: Off

		Mattapan portions: Off

		North End: Off

		South Boston: Off

		AllstonBrighton: Off

		Back Bay: Off

		Dorchester portions_2: Off

		Fenway: Off

		Jamaica Plain portions: Off

		Mission Hill: Off

		Roxbury: Off

		South End: Off

		Hyde Park: Off

		Jamaica Plain portions_2: Off

		Mattapan portions_2: Off

		Roslindale: Off

		West Roxbury: Off








BOSTON CONSORTIUM REQUEST FOR PROPOSALS 2022 
ATTACHMENT D- SERVICE RATES 


 
 


The following rates are set by the Division of Health Care Finance and Policy: 
 
Adult Day Health: 
  Basic Level:  $62.67/day 
  Complex Level:  $79.36/day 
   
Home Health Aide:         $24.40/hr 
Complex Care Training & Oversight (formally Skilled Nursing):   $89.21/visit 
Skilled Nursing/Med Admin        $59.14/visit  
Physical Therapy:         $68.30/visit 
Home Safety/Independence Evaluations (formally Occupational Therapy): $71.20/visit 
Speech Therapy:         $72.88/visit 
Respite in a Nursing Facility:       Provider specific MMQ rates 
PERS – monthly service:         $20.00/month 
 
 
The following program specific rates are set by the Executive Office of Elder Affairs: 
 
Enhanced PERS:     Negotiated add-on to PERS rate 
 
Transportation rates are established by local municipalities (meter rates for taxi service) and/or are 
negotiated. 
 
Unless otherwise noted, all of the above rates are NOT subject to negotiation, and completion of the following 
section of Attachment D is not required by the bidder for those services. The Executive Office of Elder Affairs 
recommends that ASAPs pay the average MMQ rate for Respite in a Nursing Facility. 
 
 
 
  







BOSTON CONSORTIUM REQUEST FOR PROPOSALS 2022 
ATTACHMENT D- SERVICE RATES 


COMPLETE FOR EACH SERVICE RESPONDENT IS REQUESTING TO PROVIDE 


Provider Name: ____________________________________ 
Service Type: _________________________________________ 


SERVICE(S) RATE PER UNIT 
(Hour, Meal, etc.) 







BOSTON CONSORTIUM REQUEST FOR PROPOSALS 2022 
ATTACHMENT D- SERVICE RATES 


A completed copy of this page must be signed by both parties, attached to the Provider Agreement, and kept 
on file at the ASAP. 


________________________________  _________________________   __________________ 
Provider Authorized Signature                  Printed Name Title         Date 


________________________________   _________________________  __________________ 
ASAP Authorized Signature            Printed Name Title    Date 
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ADMINISTRATIVE OVERVIEW 
SERVICE SPECIFIC ATTACHMENT 


12-17-2013  1 


Adult Day Health 
  


A. List the date of your most recent certification (attach copy).     
      
 


B. List the total number of slots for program. 
      


 
C. What is the average time between ASAP referral and the start of service to the consumer?  


      
 


D. Describe your procedure for action in case of the following emergencies: 
1. Fire 


      
 


2. Loss of power (lights and/or heat) 
      


 
3. Hurricanes and snowstorms 


      
 


4. Consumer wandering away 
      
 


5. Consumer health crisis 
       
 


If emergency policies are written, attach a copy of policy(ies) 
 


E. Describe your policy for admission to your program. Cite any restrictions.  How many “slots” are available for 
ADH, and ADH dementia (if applicable)? 
      
 


F. Describe restrictions (if any) for an elder to continue in your program. 
      
 


G. How many employees have had CPR and/or Basic First Aid training? 
      
 


H. In order to meet the needs of the participant, list who provides the following: 
1. Health care and supervision 


      
2. Counseling 


      
3. Restorative services 


      
4. Socialization Maintenance 


      
5. Therapy services 


      







ADMINISTRATIVE OVERVIEW 
SERVICE SPECIFIC ATTACHMENT 


12-17-2013  2 


Adult Day Health 
 


I. Are prescription or non-prescription medications dispensed or administered?  
 No  
 Yes 


 
If Yes, who is responsible for supervising the administration of medications? 
      
 


J. Describe how you assure that the required participants-to-staff ratio is maintained. 
      


 
K. Who is responsible for ensuring that meals meet government standards of nutrition?  


      
 


L. Are meals prepared on site? 
      


 
M. List the special diets that your site can accommodate. 


      
 


N. List the AM & PM snacks served during the average week. 
      


 
Dementia/Related Illnesses Providers 
 


A. List your requirements for admission.   
      


 
B. Describe how activities are designed to meet the needs of high and low functioning groups. 


      
 


C. If your program is combined with other programs, such as Adult Day Health or Supportive Day Care, are 
activities provided in separate locations?  
      


 
D. Describe how you assure that the required participants-to-staff ratio is maintained. 


      
 
Provider employee who completed this form   
Name:                        Date:       
 







SERVICE SPECIFIC ON-SITE REVIEW 


12-17-2013  3 


Adult Day Health   
 


Please note the documents and records which will be required for the Consumer files and/or Employee files to be 
reviewed at the time of On Site Evaluation 


EMPLOYEE Record Review 


 
Provider  
 
Date   
 
Monitor   


     


Start Date  
& Termination Date, if 
applicable 


     


Number of reference 
checks 


     


CORI Check      


Orientation Date  
 


     


Job Description in file?  
 


    


License(s)/ 
Certificate(s) 
Current/expired? 


     


Physical: Most recent      
TB:  Most recent  


 
    


CPR/First Aid:  Most 
recent 


     


OIG monthly checks        


Ongoing training: dates  
 
 
 
 
 
 
 


    


Annual Performance 
Appraisal: Date 


     


Comments 
 
 
 


 







SERVICE SPECIFIC ON-SITE REVIEW 


12-17-2013  4 


Adult Day Health 
 


Please note the documents and records which will be required for the Consumer files and/or Employee files to be 
reviewed at the time of On Site Evaluation 


CONSUMER Record Review 
 
Provider  
 
Date   
 
Monitor   
 


     


ASAP Authorization      


name; address; phone; DOB, 
SAMS ID 


     


Emergency contact(s) name 
and phone 


     


Physician(s) name and phone      


Preferred hospital name and 
phone 


     


Medical/social diagnosis 
 


     


Current CM/RN and phone      
Service start date  
& Termination Date, if 
applicable 


     


Service plan   
 


     


Care Plan  
Signed and dated 


     


Consumer agreement 
 
 


     


Comments 


NOTE:  Shaded data elements are only required in the Consumer File if provider is not on Provider Direct.  Otherwise the 
PD Demonstrator will be asked to illustrate “on screen”. 


 
 


Name and Position of Provider Direct Demonstrator  
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		H: 

		Date: 

		Name: 

		DementiaD: 

		DementiaC: 

		DementiaB: 

		DementiaA: 

		N: 

		M: 
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		K: 

		J: 
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ADMINISTRATIVE OVERVIEW 
SERVICE SPECIFIC ATTACHMENT 


12-17-2013


Alzheimer’s Coaching (Habilitation Therapy) 


I. Service Capacity
A. What is your proposed rate for Habilitation Therapy?


B. Provide the number of regular full- and part-time Alzheimer’s Coaches.


C. Provide the number of per diem contract Alzheimer’s Coaches.


D. Are coaches available during non-business hours for urgent consultations? If so, provide details.


E. Describe the process and tools used to assess the consumer and family. Attach copies of any tools
referenced.


F. Describe the process and tools used to create a comprehensive habilitative plan of care. Attach copies of
any tools referenced.


G. Describe the process for care plan evaluation and modification.


H. Describe your agency’s protocols for communication. Include an outline of coordination between the
consumer/family; care managers and RNs; and direct care workers, including Supportive Home Care Aides


II. Staff Qualifications
A. Describe the experience and qualifications of the person responsible for service provision (the manager of


the program), if different from the information provided in the Administrative Overview.







ADMINISTRATIVE OVERVIEW 
SERVICE SPECIFIC ATTACHMENT 


 


12-17-2013 
 
 


 
 
 
 
 


B. Describe qualifications of Alzheimer’s Coaches to perform this service. Include a list of all persons at your 
agency who will provide Alzheimer’s Coaching, their experience, their licensure, and attach copies of 
training certificates from the Alzheimer’s Association. 


 
 
 
III. Training and In-Service Education 


A. Describe in detail any initial and on-going training provided to Alzheimer’s Coaches.  
 
 
 
IV. Supervision 


A. Describe the procedures for supervision, including frequency, documentation, and 
credentials/qualifications of supervisors for Alzheimer’s Coaches. 


 
 
 


B. Describe the systems and procedures employed to ensure that services are delivered to consumers as 
authorized.   


 
 
 


C. Describe how Alzheimer’s Coaches will access supervision and consultation. Whom do they consult for 
guidance and direction when their own skills are challenged? 


 
 
 
 
Provider employee who completed this form   
Name: __________________________________   Date:  ____________________ 
 
 
 
 
 
 
 


 


 







SERVICE SPECIFIC ON-SITE REVIEW 
 


12-17-2013 
 
 


Alzheimer’s Coaching (Habilitation Therapy) 
 


Please note the documents and records which will be required for the Consumer files and/or Employee files to 
be reviewed at the time of On Site Evaluation 
 


EMPLOYEE Records Review 
Provider  
 
Date   
 
Monitor  
 


     


Start Date 
& Termination Date, if applicable  


     


Number of reference checks  
 


     


CORI Check 


 
     


Job Description(s)  


 
     


Alzheimer’s Association Training Date(s)  
 
 


    


Licenses, if appropriate 


(RN, LICSW, LCSW, OT, or Waiver based 
on other professional qualifications) 
 


     


OIG monthly checks 
 
 


 
 


    


Annual Performance Appraisal: Date       


Comments 
 
 
 
 
 
 


 


 


 


 
 


 







SERVICE SPECIFIC ON-SITE REVIEW 
 


12-17-2013 
 
 


Alzheimer’s Coaching (Habilitation Therapy) 
 


Please note the documents and records which will be required for the Consumer files and/or Employee files to 
be reviewed at the time of On Site Evaluation 


CONSUMER Records Review 
Provider 
 
Date 
 
Monitor  
 


     


ASAP authorization  
 


     


ID Info – name; address; phone; DOB      
Emergency contact(s) and phone      
Physician(s) name and phone      


Hospital name and phone 
 


     


Medical/social diagnosis 
 


     


Current CM/RN and phone #s 
 


     


Start Date  
& Termination Date, if applicable  


     


A.C. assessment      
A.C. Care Plan:  
includes 5 domains* 


     


Comments 
 
 
 
 
 
 
 
 


     


NOTE:  Shaded data elements are only required in the Consumer File if provider is not on Provider Direct.  Otherwise the 
PD Demonstrator will be asked to illustrate “on screen”. 


*5 Domains: Communication, Physical Environment, Approach to Personal Care, Purposeful Engagement, 
Behavior as Communication 
  
 
 


Name and Position of Provider Direct Demonstrator  





		I.  Service Capacity

		II. Staff Qualifications

		III. Training and In-Service Education

		IV. Supervision



		Name: 

		Date: 

		Name and Position of Provider Direct Demonstrator: 

		Text1: 

		Text2: 

		Text3: 

		Text4: 
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		Text6: 
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ADMINISTRATIVE OVERVIEW 
SERVICE SPECIFIC ATTACHMENT 


Transportation 
 


I.  Service Capacity 
A. Check the transportation services you provide: 


 Door to door taxi type service 
 Van service 
 Chair car 
 Ambulance 


 
B. List the number of vehicles owned or leased by type (e.g., sedan, van, chair car, etc.). 


 
 
 
 
 


C. How many are more than 5 years old? 
 
 
 
 
 


D. How many are used for back up? 
 
 
 
 
 


E. Where are the vehicles garaged? 
 
 
 
 
 


F. How do you ensure sufficient back up drivers? 
 
 
 
 
 


G. What is your proposed rate for Transportation?  Describe any additional charges. 
 
 
 
 
 


H. Do you currently provide transportation services funded by the Executive Office of Health and Human 
Services? 


 
 
 







ADMINISTRATIVE OVERVIEW 
SERVICE SPECIFIC ATTACHMENT 


I. If yes, list all such contracts. Include the contractor, contact, start date, and phone number. 
 
 
 
 
 


J. When scheduling ride sharing (multiple consumers with different destinations) in a vehicle, what is the 
maximum additional travel time compared to direct routing? 


 
 
 
 
 


K. Attach a copy of your inclement weather policy. 
 
 
 
 
 


L. Describe maintenance/inspection procedures, including where it is done and by whom:  
1) Daily/Weekly 


 
 
 
 
 


2) Monthly/Quarterly 
 
 
 
 
 


3) Yearly 
 
 
 
 
 


M. Are vehicles marked with business logo or name?  Do employees wear uniforms and/or badge?  
 
 
 
 
 


N. Describe your policy for assisting passengers in getting on/off vehicle. 
 
 
 
 
 
 







ADMINISTRATIVE OVERVIEW 
SERVICE SPECIFIC ATTACHMENT 


O. Describe your policy for assisting passengers with parcels?


P. Describe minimum notice required for an authorized consumer to receive service including policy for
exceptions and/or emergency requests.


Q. Describe your system for tracking and scheduling rides including use and recording of log sheets or trip
sheets.


R. Describe your policy for handling medical emergencies


S. Describe your policy for transporting escorts required to assist consumer.


II. Qualifications
A. Has the company’s vehicle insurance coverage ever been terminated by an action of an insurance


company?


B. Has the company’s personal liability insurance coverage ever been terminated by action of an insurance
company?







ADMINISTRATIVE OVERVIEW 
SERVICE SPECIFIC ATTACHMENT 


C. Have there been any legal proceedings or claims against the company, alleging negligence or failure to 
observe transportation or motor vehicle rules that are open, pending, or closed within the past 10 years? 


 
 
 
 
 


D. Describe the experience and qualifications of the person responsible for service provision (the manager 
of the program), if different from the information provided in the Administrative Overview. 


 
 
 
 
 


E. Describe the experience and qualifications you require for drivers, dispatchers, and monitors (if 
applicable).  


 
 
 
 
 


F. How do you ensure drivers have appropriate licenses that are current? 
 
 
 
 
 


G. Describe policy/procedure and frequency for the following: 
Alcohol and Drug Testing 
 
 
 
 
Driving Record/History Check 
 
 
 
 
 
 


 
H. Describe procedure and frequency for the following trainings, if applicable:  


CPR 
 
 
 
 
 
 
 







ADMINISTRATIVE OVERVIEW 
SERVICE SPECIFIC ATTACHMENT 


First Aid 
 
 
 
 
 
Defensive Driving/Safe Driving 
 
 
 
 
 
Sensitivity/Special Needs of Elders/Disabled 
 
 
 
 
 
Other 
 
 
 
 
 


  
 
 
III. Supervision 
 


A. Describe the procedures for supervision, including frequency, documentation, and 
credentials/qualifications of supervisors for each position (drivers, monitors, dispatchers.). 


 
 
 
 
 


B. Describe the systems and procedures employed to ensure that services are delivered to consumers as 
authorized, including documentation of trips. 


 
 
 
 
 
 
Provider employee who completed this form 
   
 
Name: __________________________________  Date: ____________________ 
 
 







SERVICE SPECIFIC ON-SITE REVIEW 
 


Transportation  
Please note the documents and records which will be required for the Consumer files and/or Employee 
files to be reviewed at the time of On Site Evaluation 


Employee Records Review 


Provider  
 
Date  
 
Monitor   


     


Start Date  
& termination date, if applicable  


     


Number of reference checks 
 


     


CORI Check  


 
     


Orientation: Date       
Job Description(s)        


Ongoing training: Dates 
 
 
 
 


 
 
 
 


    


Supervision:  Dates  
 


    


Driver’s License (Class and Date of 
Expiration) 


 
 


    


If Applicable: 
           DMV Registry Check/Driving 


History: 
 
           CPR expires: 
 
           First Aid expires: 
 
           Health Record, including 


Alcohol/Drug testing: 


     


Annual Performance Appraisal: Date      


OIG monthly checks 
 
 


     


Comments  
 
 


 







SERVICE SPECIFIC ON-SITE REVIEW 
 
  


Transportation 
Please note the documents and records which will be required for the Consumer files and/or Employee 
files to be reviewed at the time of On Site Evaluation 


Consumer Records Review 


Provider  
 
Date   
 
Monitor   


     


ASAP Authorization      


ID Info- name; address; phone; DOB      


Emergency Contact (s) name and 
phone 


     


Physician(s) name and phone, if 
applicable 


     


Medical/ social diagnosis, if applicable      


Name of current CM 
 


     


Date of referral 
 


     


Service start date  
& termination date, if applicable  


     


Comments      


NOTE:  Shaded data elements are only required in the Consumer File if provider is not on Provider Direct.  Otherwise the 
PD Demonstrator will be asked to illustrate “on screen”. 


 
 
 


 


Name and Position of Provider Direct Demonstrator  
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		Van service: Off

		Chair car: Off

		Ambulance: Off

		Alcohol and Drug Testing Driving RecordHistory Check: 
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ADMINISTRATIVE OVERVIEW 
SERVICE SPECIFIC ATTACHMENT 


12-17-2013


Behavioral Health Services 


Include written verification that your agency has a contract with MassHealth or a MassHealth behavioral health 
contractor.  (If you do not have such a contract, your agency is not eligible to apply for a contract for these 
services) 


I. Service Capacity
A. Identify which of the three qualification categories applies to your provision of services:


a. Community Mental Health Center (CMHC) that contracts with MassHealth  ☐
b. Hospital outpatient behavioral health center under contract to MassHealth ☐
c. Provider under contract to one of the MassHealth agency’s behavioral health MCOs ☐


B. Indicate which of the following your organization provides:
d. Diagnostic Services ☐
e. Individual Therapy ☐
f. Couple/Family Therapy ☐
g. Group Therapy ☐
h. Case Consultation ☐
i. Emergency Services ☐
j. Re-evaluation ☐


C. Describe your capacity to provide behavioral health services to the elderly, including whether your
organization employs clinicians with experience in geriatrics.


D. Describe your experience in counseling at-risk individuals, including those who self-neglect and/or are
victims of abuse.


E. Describe your experience in coordinating care and services with community-based organizations.


F. Describe your capacity to provide counseling services in the consumer’s home and any limitations thereto.


G. Describe your ability to serve consumers who have limited English speaking ability.







ADMINISTRATIVE OVERVIEW 
SERVICE SPECIFIC ATTACHMENT 


 


12-17-2013 
 


II.  Staff Qualifications 
A. Describe your process to ensure that services, including development of mental health plans of care, are 


provided by qualified individuals in accordance with MassHealth regulations or MassHealth behavioral 
health contractor rules. 


 
 
              


B. Describe your capacity to provide services in accordance with the protocols included in EA- PI-08-08 
 
 
 
III. Training and In-Service Education 


A. Describe your policy for professional development, in-service education, and mandated reporter and 
confidentiality/privacy training. 


 
 
 
IV. Supervision 


A. Describe your procedures for supervision, including frequency, documentation, and 
credentials/qualifications of   supervisors. 


 
 
 
V.  Billing 


  A. Describe your billing arrangement with the ASAP to obtain co-payments if the consumer has other 
insurance and the preference is to third party bill.  


     
 
 
 
 


Provider employee who completed this form   


Name: __________________________________   Date: ____________________ 
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ADMINISTRATIVE OVERVIEW 
SERVICE SPECIFIC ATTACHMENT 


12-17-2013 
 


 
Bill Payer/Representative Payee Services 


I.  Service Capacity      
A. Attach copies of all policies and procedures related to the provision of Bill Payer/Rep Payee services. 


 
 
 
 
 


B. Describe your professional qualifications to provide Bill Payer/Rep Payee Services, including a brief 
history of your organization’s engagement in providing this service. Attach relevant 
designations/certifications. 


 
 
 
 
 


C. Describe the process for matching consumers and Bill Payers/Rep Payees. 
 
 
 
 
 


D. Describe the documentation requirements for the service. 
 
 
 
 
 


E. How do you monitor the services provided to ensure the consumer’s funds are safe and protected 
from misappropriation and/or financial exploitation?                                                   


 
 
 
 
 


F. Describe your policy for ensuring consumer choice in the provision of this service.  
 
 
 
 
 


G. Is this service currently subject to audit by any other payer(s)? If so, provide details. 
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H. What is your proposed rate for Bill Payer Services?  Describe any additional charges.


II. Staff Qualifications
A. What experience and qualifications are required for those providing direct service to consumers?


B. Describe in detail the screening and interviewing process.


III. Training and In-Service Education
A. Describe the initial training and orientation of Bill Payers/Rep Payees. Attach a copy of the


curriculum for training Bill Payers/Rep Payees.


B. Describe the ongoing training requirements.


IV. Supervision
A. Describe the procedures for supervision, including frequency, documentation, and


credentials/qualifications of supervisors.


B. Describe the procedures for reviewing bank and financial statements, including frequency and
persons responsible.
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Provider employee who completed this form   


 


Name: __________________________________   Date: ____________________ 







SERVICE SPECIFIC ON-SITE REVIEW 


12-17-2013 
 


 
Bill Payer/Representative Payee Services 


Please note the documents and records which will be required for the Consumer files and/or Employee files to be 
reviewed at the time of On Site Evaluation 


CONSUMER Record Review 
 
Provider  
 
Date  
 
Monitor  
 


     


Authorization/referral form 
 


     


ID Info – name; address; phone; DOB      
Emergency contact(s) and phone      
Functional status/limitations 
 
 


     


Name of current CM/RN 
 


     


Service start date  
& Termination date, if applicable  


     


Comments 
 
 
 
 
 
 
 
 


     


NOTE:  Shaded data elements are only required in the Consumer File if provider is not on Provider Direct.  Otherwise the 
PD Demonstrator will be asked to illustrate “on screen”. 


 
 
 
 
 
 
 
 
 
 
 


Name and Position of Provider Direct Demonstrator  







SERVICE SPECIFIC ON-SITE REVIEW 


12-17-2013 
 


 
Bill Payer/Representative Payee Services 


Please note the documents and records which will be required for the Consumer files and/or Employee files 
to be reviewed at the time of On Site Evaluation 
 


EMPLOYEE Record Review 
 
Provider                
 
Date                  
 
Monitor                 
 


     


Service start date  
& Termination date, if applicable  


     


Number of reference checks       


CORI Check      


Job Description(s)      
Ongoing training dates: if applicable   


 
 
 
 
 


    


OIG monthly checks  
 


 
 


    


Annual Performance Appraisal: 
Date 


     


Comments 
 
 
 
 
 


 
 
 
 
 
 





		Name: 

		i-a: 

		i-b: 

		i-c: 

		i-d: 

		i-e: 

		i-f: 

		i-g: 

		i-h: 

		ii-A: 

		ii-b: 

		iii-a: 

		iii-b: 

		iv-a: 

		iv-b: 

		Date16_af_date: 
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Chore (& Minor Home Repairs) 
I. Service Capacity
Check off which service(s) and components you can perform:


Chore Services - Minor Home Repairs: 
Removal of fire and health hazards 


Replacing windowpanes 


Replacing window and door locks 


Installing hand and safety rails 


Repairs to stairs or floors 


Weatherization 


Other Services offered 


What is your proposed rate for Minor Home Repair service?  Describe any additional charges.           


A. List limitations, if any, to work you are able to perform (All Chore service includes the cost of cleaning supplies
and equipment necessary to perform the service)


B. Certain authorized tasks may require a Permit from local governments.  In all instances, this will be the
responsibility of the Provider.  Describe your procedures to assure that all necessary permits have been obtained
prior to performance.


C. What are your procedures in the event that estimated costs prove insufficient to complete authorized tasks?


Heavy vacuuming Wood cutting 


Heavy dusting Changing of storm doors and windows 


Washing floors and walls Yard work 


Dry mopping    Snow removal (shoveling or plowing) 


Heavy cleaning bathrooms and kitchens Cleaning attics and basements 


Moving furniture to vacuum Hoarding cleanout 


Defrosting freezers    Bedbug Preparation 


Cleaning ovens  Air Conditioner installation and removal 


Shampooing carpets/rugs Other: 


What is your proposed rate for Chore Services?  Describe any additional charges 







ADMINISTRATIVE OVERVIEW 
SERVICE SPECIFIC ATTACHMENT 


D. How do you ensure that assignments have been completed with good quality?


E. Describe how you ensure workers are adequately equipped with cleaning supplies and equipment for job.


F. Provide the number of regular full- and part-time employees in the following positions:
Chore workers:
1) Minor home repair workers:


G. Provide the number of per diem contract employees for the following:
1) Chore workers:
2) Minor home repair workers:


II. Staff Qualifications
A. Describe the experience and qualifications you require for chore workers and, as applicable, persons to provide


minor home repairs.


III. Training and In-Service Education
A. Describe your procedure for job specific training, including ensuring sensitivity to elders prior to placement.


IV. Supervision
A. Describe procedure for supervision, including frequency, documentation, and credentials/qualifications of


supervisors for:
1) Coordinators


2) Chore workers


3) Minor home repair workers (if provided)
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Provider employee who completed this form   


Name: __________________________________   Date:  ____________________                                                                                                                                                                                  


 
NOTES: 
A specific Provider charge for estimating the cost for Minor Home Repairs is not allowed either to the ASAP or Consumer 
unless a written agreement to this charge has been made. Any cost to be incurred by the consumer must receive prior 
approval of the ASAP prior to performance. 
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Chore (& Minor Home Repairs) 


Please note the documents and records which will be required for the Consumer files and/or Employee files to be 
reviewed at the time of On Site Evaluation 


EMPLOYEE Records Review 
Provider  
 
Date  
 
Monitor  
 


     


Start Date  
& Termination Date, if applicable  


     


Number of reference checks      
CORI Check 


 
     


Orientation date      


Job Description(s) 


 
     


Physical:  Latest date (if applicable)      
OIG monthly checks 
 
 


 
 
 
 


    


Ongoing training dates  
 
 
 
 
 
 


    


Annual Performance Appraisal Date 


 
     


Comments 
 
 
 


 
 
 
 
 
 
 


Chore (& Minor Home Repairs) 







ADMINISTRATIVE OVERVIEW 
SERVICE SPECIFIC ATTACHMENT 


 
Please note the documents and records which will be required for the Consumer files and/or Employee files to be 
reviewed at the time of On Site Evaluation 


CONSUMER Records Review 
Provider  
 
Date  
 
Monitor   
 


     


ASAP Authorization  
 


     


ID Info – name; address; phone; DOB      
Emergency contact(s) and phone      
Name of current CM 
 


     


Date of referral 
 


     


Service start date  
& Termination Date, if applicable 


     


Task enumeration 
 


     


Comments 
 
 
 
 
 
 
 
NOTE:  Shaded data elements are only required in the Consumer File if provider is not on Provider Direct.  Otherwise the 
PD Demonstrator will be asked to illustrate “on screen”. 


 
 
 
 
 
 
 
 
 
 


Name and Position of Provider Direct Demonstrator  





		C. What are your procedures in the event that estimated costs prove insufficient to complete authorized tasks?



		What is your proposed rate for Chore Services Describe any additional charges: 

		What is your proposed rate for Minor Home Repair service Describe any additional charges: 
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Companion 


I. Service Capacity


A. Provide the number of regular full- and part-time Companions:


B. Provide an overview of workforce capacity initiatives, including recent turnover rates, ratio of service requests to
staffing capacity, workforce adequacy evaluation, recruitment initiatives, linguistic or other special capabilities, etc.


C. Provide a detailed, concrete description of how staffing is managed day-to-day, including scheduled and
unscheduled worker absences, ensuring service to Risk Level 1 and 2 and other high need consumers, orientation
of substitutes, notifications, evening and weekend coverage, etc.


D. What percentage of your direct care workforce is available to work the following schedules:


1) Evenings:
2) Overnights:
3) Weekends:


A. Describe your agency process for maintaining a current list of Risk Level 1 and 2 consumers that is accessible in
the event of an emergency.


B. Describe your policy regarding the provision of Companion service outside the home.


II. Staff Qualifications:
A. Describe the experience and qualifications of the person responsible for service provision (the manager of the


program), if different from the information provided in the Administrative Overview.


B. Describe the experience and qualifications you require for Companions.
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III. Training and In-service Education
A. Describe your requirements for job specific training prior to placement, including ensuring worker sensitivity


to elders, recognition of and reporting requirements regarding elder abuse and neglect, other emergency
response issues, etc.


B. Describe the on-going training program for Companions.


IV. Supervision
A. Describe the procedures for supervision, including frequency, documentation, and credentials/qualifications of


supervisors for each position (direct care, coordinators, supervisors, etc.).


B. Describe the systems and procedures employed to ensure that services are delivered to consumers as
authorized, including telephony, unannounced field visits, quality assurance calls, etc.


C. Describe the supervisory support available to direct care workers during non-business hours, including how
supervisors are contacted, the titles and, as applicable, licensure of available supervisors.


Provider employee who completed this form   


Name: __________________________________ Date:  ____________________ 







SERVICE SPECIFIC ON-SITE REVIEW 
 


12-17-2013 
 


 
Companion 


Please note the documents and records which will be required for the Consumer files and/or Employee files to be 
reviewed at the time of On Site Evaluation 


EMPLOYEE Records Review 
Provider  
 
Date  
 
Monitor  
 


     


Start date  
& Termination Date , if applicable 


     


Number of reference checks      
CORI Check  
 


     


DPH Registry Check  
 


     


Orientation:  Date  
 


 
 


    


Job Description(s)  


 
     


Field visit/Supervision  dates  
 
 
 
 
 
 


    


 
OIG monthly checks 


 
 


     


Ongoing training dates  
 
 
 
 
 
 


    


Comments 


 
 
 
  







SERVICE SPECIFIC ON-SITE REVIEW 
 


12-17-2013 
 


Companion 
Please note the documents and records which will be required for the Consumer files and/or Employee files to be 
reviewed at the time of On Site Evaluation 


CONSUMER Records Review 
Provider  
 
Date  
 
Monitor   
 


     


ASAP Authorization  
 


     


ID Info – name; address; phone; DOB      
Emergency contact(s) and phone      
Physician(s) name and phone      


Hospital name and phone 
 


     


Medical/social diagnosis 
 


     


Task/preferences 
 


     


Therapeutic goal noted in Service Plan 


 
     


Consumer feedback solicited?  Dates: 
 


     


Termination date, if applicable 
 


     


Comments 
 
 
 
 
 
 


NOTE:  Shaded data elements are only required in the Consumer File if provider is not on Provider Direct.  Otherwise the 
PD Demonstrator will be asked to illustrate “on screen”. 


 
 


 
 


 
 


Name and Position of Provider Direct Demonstrator  





		Orientation:  Date 



		Name: 

		Date: 

		IA: 

		IB: 

		IC: 

		ID1: 

		ID2: 

		ID3: 

		IDA: 

		IDB: 

		IIA: 

		IIB: 

		IIIA: 

		IIIB: 

		IVA: 

		IVB: 

		IVC: 








 ADMINISTRATIVE OVERVIEW 
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12-17-2013 
 


 
Emergency Shelter 


 
 I.  General Policies and Procedures 


A. Describe your capability to provide temporary overnight shelter for elders, and as needed, other household 
members.                                                                           


 
 
 


B. Describe your intake procedure to provide emergency shelter during the day, evening, overnight, and weekend 
hours. 


 
 
 


C. Describe your procedure for complying with local building codes and Board of Health regulations.  Attach copies 
of any current certifications. 


 
 
 


 D.  Describe your handicap accessibility capacity. 
 
 
 


 E.  Describe your capacity/procedure to respond to the following emergencies: 
 


Fire 
 
 


Loss of utilities (power/heat) 
 
 


Hurricanes and snowstorms 
 
 


Floods 
 
 


Medical crisis 
 
 


Child or Adult Protective Services 
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F.    What is your proposed rate for Emergency Shelter?     Describe any additional charges. 


     
 
 


G.   For the units which will be utilized by ASAP consumers, check all which apply: 
                                                                      YES               NO 
 Elevator access         
 Individual controls for heating and AC      
 Wheelchair accessible (including consumer units)     
 Food available              
 
 
 


  H.  What supplies, if any, (e.g. soap, towels, etc.) are provided to ASAP consumers?  
 
 
 
 
 
 
Provider employee who completed this form   
Name: __________________________________   Date:  ____________________ 
 







SERVICE SPECIFIC ON-SITE REVIEW 
 


12-17-2013 
 


 
Emergency Shelter 


Please note the documents and records which will be required for the Consumer files and/or Employee files to be 
reviewed at the time of On Site Evaluation 


CONSUMER Record Review 
Provider   
 
Date    
 
Monitor   
 


     


ASAP Authorization   
 


     


ID Info – name; address; phone; DOB      
Emergency Contact(s) name and phone      
Name of current CM      


Start Date  
& Termination Date, if applicable  


     


Comments 
 
 
 
 
 
 
NOTE:  Shaded data elements are only required in the Consumer File if provider is not on Provider Direct.  Otherwise 
the PD Demonstrator will be asked to illustrate “on screen”. 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 
 


Name and Position of Provider Direct Demonstrator  







SERVICE SPECIFIC ON-SITE REVIEW 
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Emergency Shelter 


Please note the documents and records which will be required for the Consumer files and/or Employee files to be 
reviewed at the time of On Site Evaluation. 


 


 
 
 
 


EMPLOYEE Records Review 
Provider                
 
Date                  
 
Monitor                 
 


     


Start Date  
& Termination Date, if applicable  


     


Number of reference checks      
CORI Check 


 
     


Job Description(s) 
 


     


Annual Performance Appraisal: 
Date 


     


Comments 
 
 
 
 
 





		I.  General Policies and Procedures
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12-17-2013 
 


Environmental Accessibility Adaptations  
I.  Service Capacity 


A. Indicate which of the following you propose to provide: 
 Major adaptations (ramps, porch lifts, moving walls, etc.) 
 Minor adaptations (widening doorways, removing thresholds, hand rails, etc.) 
 Equipment and equipment installation 


 
B. Describe any limitations or specialization of the services indicated (e.g., provide stair lifts only, specialize in 


bathroom modifications, etc.) 
 
 
 
 
 


C. Describe the equipment that your agency is authorized to install and/or service. Attach copies of vendor 
certifications from the manufacturer. 


 
 
 
 
 


D. Attach any rate information for services provided. (Major adaptations and certain other adaptations are 
subject to a procurement process that will be conducted by the ASAP among approved contractors.) 


 
 
 
 
 
 
II. Qualifications 


A. List any other public payers (such as MassHealth, Massachusetts Rehabilitation Commission, etc.) for 
whom your agency has provided this service. 


 
 
 
 
 
 


B. Attach a copy of your current Home Improvement Contractor or Construction Supervisor license, or, for 
Contractors that propose to carry out only limited types of modifications (such as the installation of stair 
lifts, porch lifts or electric door openers/locks), all applicable licenses, certifications and permits required 
for such modifications/installations. 
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12-17-2013


C. List any other local and state business licenses maintained and attach copies.


D. Describe the experience and qualifications of the person responsible for service provision (the manager of
the program), if different from the information provided in the Administrative Overview.


E. Describe the experience and qualifications you require for tradesmen. Include details specific to services
provided such as requirements for plumbers, electricians, etc.


F. If your agency proposes to provide lifts, it must be registered with the Department of Public Safety. Attach
proof of registration.


G. If any work is performed by independent contractors, describe your procedures for ensuring that  workers
possess the appropriate licenses, certifications and insurance.


III. Supervision
A. Describe the procedures for supervision of projects, including frequency, documentation, and


credentials/qualifications of supervisors.


B. Describe the inspection procedures that are used to ensure that work is completed in conformance with
work orders and is of quality craftsmanship. 







ADMINISTRATIVE OVERVIEW 
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12-17-2013 
 


C. How do you assure that all necessary permits have been obtained prior to performance? 
 
 
 
 


 


 


Provider employee who completed this form   


 


Name: __________________________________   Date:  ____________________ 


 
NOTES  
A specific Provider charge for estimating the cost for Environmental Accessibility Adaptations is not allowed either 
to the ASAP or Consumers unless an agreement to this charge has been made.  Any cost to be incurred by the 
Consumer must receive the prior approval of the ASAP before performance/the cost is incurred. 







SERVICE SPECIFIC ON-SITE REVIEW 
 


12-17-2013 
 


Environmental Accessibility Adaptations 
 


Please note the documents and records which will be required for the Consumer files and/or Employee files to be 
reviewed at the time of On Site Evaluation 


CONSUMER Records Review 
Provider  
 
Date  
 
Monitor  
 


     


ASAP authorization  
 


     


ID Info – name; address; phone; DOB      
Emergency Contact(s) name and 
phone 


     


Name of current CM 
 


     


Date of referral 
 


     


Service start date  
& Termination Date, if applicable  


     


Task enumeration, if applicable 
 


     


Comments 
 
 
 
 
 
 
 
 
 
NOTE:  Shaded data elements are only required in the Consumer File if provider is not on Provider Direct.  Otherwise the 
PD Demonstrator will be asked to illustrate “on screen”. 


 
 
 
 
 
 
 
 
 


Name and Position of Provider Direct Demonstrator  







SERVICE SPECIFIC ON-SITE REVIEW 
 


12-17-2013 
 


 
Environmental Accessibility Adaptations 


 
Please note the documents and records which will be required for the Consumer files and/or Employee files to be 
reviewed at the time of On Site Evaluation. 


EMPLOYEE Records Review 
 
Provider                
 
Date                  
 
Monitor                 
 


     


Start Date  
& Termination Date, if applicable  


     


Number of reference checks  
 


    


CORI Check 
 


     


Job Description(s) 
 


     


Ongoing training: dates 
 


 
 
 
 
 
 


    


Annual Performance Appraisal: Date      
Comments 
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Evidence Based Education Programs (EBPs)            


I. Service Capacity      
A. Check off which EBP workshops your organization offers and provide # of trained facilitators: 
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EBPs Tool PI-19-02 V1/9-30-2019 
Page 2of 8 


  Arthritis Self-Management Program (English 


and Spanish) 


  # of trained facilitators- 


  Licensing Entity- 


Healthy Eating for Successful Living 


  # of trained facilitators- 


   Licensing Entity- 


Better Choices, Better Health 


 # of trained facilitators- 


  Licensing Entity- 


Healthy Ideas (identifying depression empowering 


activities for seniors) 


    # of trained facilitators- 


    Licensing Entity- 


Cancer: Thriving and Surviving Program 
   # of trained facilitators- 


   Licensing Entity- 


Living La Vida Dulce (Spanish Diabetes Self-


Management Program) 


     # of trained facilitators- 


 Licensing Entity- 


Chronic Disease Self-Management Program CDSMP) 


 # of trained facilitators- 


   Licensing Entity- 


Matter of Balance (falls prevention) 


  # of trained facilitators- 


  Licensing Entity- 


Chronic Pain Self-Management Program 
   # of trained facilitators- 


    Licensing Entity- 


Positive Self-Management Program (HIV/AIDS) 


 # of trained facilitators- 


 Licensing Entity- 


Cuidando Con Respeto (Spanish Savvy Caregiver 
Program)     # of trained facilitators- 


    Licensing Entity- 


Powerful Tools for Caregivers 


  # of trained facilitators- 


  Licensing Entity- 
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 If applicable, list other EBP workshops offered: 


B. Provide host locations for all workshops offered.


C. Do you offer one-to-one personalized trainings with a trained coach? If so, specify capacity in which EBP content
area?


Also, specify the # of trained coaches for each EBP content area and location of offering. 


Diabetes Self-Management Program 
    # of trained facilitators- 


     Licensing Entity- 


Savvy Caregiver 
 # of trained facilitators- 


  Licensing Entity- 


Enhance Wellness 
     # of trained facilitators- 


     Licensing Entity- 


Tai Chi for Healthy Aging 


 # of trained facilitators- 


   Licensing Entity- 


Fit for Your Life 
   # of trained facilitators- 


 Licensing Entity- 


Tomando Control de su Salud (Spanish CDSMP) 


  # of trained facilitators- 


 Licensing Entity- 
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II.General Policies and Procedures 
A. Describe the process for providing the Healthy Living Center of Excellence (HLCE) or the Self-Management 


Resource Center (SMRC) all required information when offering a workshop. Specifically, what information is 
provided, at what stage of the workshop is the information provided, and who is designated to communicate 
with the HLCE/SMRC. 


 
 
 
 
 


B. If applicable, describe the process for arranging one-to-one personalized trainings with a trained coach. 
 
 
 
 
 


C. Describe your policy for notifying the ASAP when a consumer is absent from one of the sessions and for 
communicating when there is a possible barrier that affects completion of the workshop (for example, access to 
transportation). 


 
 
 
 
 
 
 
 
III. Staff Qualifications 


A. Describe how you ensure that all your EBP facilitators/coaches have been trained and certified by the Healthy 
Living Center of Excellence (HLCE) or by the Self-Management Resource Center (SMRC). 
 
 
 
 
 


       Attach a Certificate of good standing from the HLCE or SMRC for each of your facilitators. 
 
 
 
 
 
 
B. Describe how you ensure that Certificates remain current, in good standing. 
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IV. Training and In-Service Education 
A. Describe how you ensure that fidelity observation is completed for newly trained facilitators.         


 
 
 
 
 


B. Describe how you ensure that facilitators complete two hours of continuing education annually either by 
attending a one- day conference or participating in monthly (recorded) webinars provided by the HLCE or SMRC.        


 
 
 
 
 
V. Supervision 


A. Describe the procedures for supervision, including frequency, documentation, and credentials/qualifications of 
supervisors. 


 
 
 
 
 
VI. Proposed Rate Structure for Evidence Based Education Programs (EBPs)  
 
 
 
 
 
 


Provider employee who completed this form   


Name: __________________________________   Date: ____________________ 
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Evidence Based Education Programs (EBPs) 
Please note the documents and records which will be required for the Consumer files and/or Employee files to be 
reviewed at the time of On-Site Evaluation 
  
 


EMPLOYEE Record Review 
 
Provider                
 
Date                  
 
Monitor                 
 


     


Start date  
and Termination date, if applicable  


     


Number of reference checks       


CORI Check      


Job Description(s) 
 


     


Initial training and certification by  
HLCE/SMRC 
 
Fidelity observation for newly trained 
facilitator by a master trainer/ or other 
leader trained to observe 
 
Current Certificate from HLCE/SMRC 
(verifying good standing) 
 
Annual two hours continuing education 
provided by HLCE/SMRC: 
dates/conference/webinar  


 
 
 
 
 
 


    


OIG checks: time of hire/ monthly 
 


 
 


    


Annual Performance Appraisal: Date      
Comments 
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Evidence Based Education Programs (EBPs) 
Please note the documents and records which will be required for the Consumer files and/or Employee files to be 


reviewed at the time of On-Site Evaluation  
 


CONSUMER Record Review 
 
Provider  
 
Date  
 
Monitor  
 


     


Authorization/referral form 
 


     


ID Info – name; address; phone; DOB      
Emergency contact(s) and phone      
Functional status/limitations 
 
 


     


Name of current CM/RN 
 


     


Service start date  
and Termination date, if applicable  
 
EBP: specify program name  
   Sessions attended (individual  
workshop): dates 
 
EBP: specify program name 
    Sessions attended (individual 
workshop): dates 
 
EBP: one-to-one personalized 
trainings: dates 
 
 


     


Comments 
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Evidence Based Education Programs (EBPs) 
 


Notes 
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Goal Engagement Program            


I. Service Capacity      
 


A. Describe the staffing network you have developed to provide all three components of the Goal Engagement 
Program (Occupational Therapist (OT), Registered Nurse (RN) and home repair specialist). 


 
 
 


B. Provide the number of regular full- and part-time multidisciplinary team employees.   


1) OT:  


2) RN:  


3) Home repair specialist:  
 


C.  Describe your agency’s in-house capacity to provide translation for consumers when needed.  
 
            
Language # Administrative Staff # Multidisciplinary Teams 
   
   
   
   
   
   
   
   


   
            If you have no in-house translation capacity, describe your procedure for serving consumers who have limited   
            English-speaking ability. 


 
 


 
 
II. General Policies and Procedures 
 


A. Describe your policy for notifying the ASAP about circumstances encountered that affect completion of 
authorized services (such as no answer at the door, etc.). 


 
 


B. Goal Engagement Program services include up to ten in-home visits by the OT or RN. Describe how you ensure that 
the services include at least one RN visit.  
 


C. Describe how you ensure that purchases related to home safety, minor home repairs, and related items and 
services do not exceed $1,800.00 per Consumer, per year. 
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III. Consumer Goals 
Consumers receive a structured set of home visits conducted by a multidisciplinary team consisting of an Occupational 
Therapist (OT), Registered Nurse (RN) and home repair specialist. 
 


A. Describe the role of the OT in working with the consumer to identify areas of concern using a standardized 
assessment tool and engaging the consumer to develop meaningful goals and an action plan.  
 


 
           Describe the role of the OT in recommending strategies that can be implemented by the home repair specialist. 
 
 


B. Describe the focus of the RN visits. 
 
 


C. Describe how each member of the multidisciplinary team focuses on the consumer’s identified goals to customize 
the service according to the action plan. 
 
 
Describe coordination among the team members to ensure services are targeted to meet the goals identified by 
the consumer. 


 
 
 
IV. Staff Qualifications 
 


A. Describe how you ensure that members of the multidisciplinary team meet the following qualifications: 
 


• Occupational Therapy elements of the service must be performed by an Occupational Therapist with a valid 
Massachusetts license or by either a certified Occupational Therapy assistant or an Occupational Therapy 
student under the direct supervision of a licensed Occupational Therapist. 


 
 


• Skilled nursing elements of the service must be performed by a Registered Nurse with a valid Massachusetts 
license.  


 
 


• If the scope of work involves minor home repairs, agencies and individuals employed by the agencies must 
possess any licenses/certifications required by the state (e.g., Home Improvement Contractor, Construction 
Supervisor License, Plumber’s license, etc.). 


 
 


B. Staff providing OT and nursing must be CAPABLE certified through Johns Hopkins University. Describe how you 
ensure that this qualification is met. 


 
 
 
              Attach a CAPABLE training Certificate for each of your OT and RN staff providing Goal Engagement services. 
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V. Training and In-Service Education


A. Describe orientation for multidisciplinary team employees.


B. Describe in-service education for each of the three disciplines (OT, RN and home repair specialist) comprising
the team.


VI. Supervision
A. Describe the procedures for supervision, including frequency, documentation, and credentials/qualifications of


supervisors for each of the three disciplines (OT, RN and home repair specialist) comprising the team.


VII. Proposed Rate for Goal Engagement Service


Provider employee who completed this form   


Name: __________________________________ Date: ____________________ 







SERVICE SPECIFIC ON-SITE REVIEW 


Goal Engagement Program Tool PI-19-02 V1/9-30-2019
  Page 4of 6 


Goal Engagement Program 
Please note the documents and records which will be required for the Consumer files and/or Employee files to be 
reviewed at the time of On-Site Evaluation 
  


EMPLOYEE Record Review 
 
Provider                
 
Date                  
 
Monitor                 


     


Start date  
and Termination date, if applicable  


     


Number of reference checks       


CORI Check      


Job Description(s)      
Occupational Therapist- OT with valid 
Massachusetts license or certified OT  
assistant or OT student under the direct 
supervision of a licensed OT 
 
*Staff providing OT-CAPABLE certified 
through Johns Hopkins University 
 
Registered Nurse- RN with valid 
Massachusetts license 
 
*RN -CAPABLE certified through Johns 
Hopkins University 
 
Home repair specialist-
Licenses/certifications required by the 
state (e.g., Home Improvement 
Contractor, Construction Supervisor 
License, Plumber’s license, etc.) 
 
Team Member/ Ongoing training: dates 
 


 
 
 
 
 
 


    


OIG checks: time of hire/ monthly  
 


    


Annual Performance Appraisal: Date      
Comments 
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Goal Engagement Program 
Please note the documents and records which will be required for the Consumer files and/or Employee files to be 


reviewed at the time of On-Site Evaluation  
CONSUMER Record Review 


 
Provider  
 
Date  
 
Monitor  


     


Authorization/referral form 
 


     


ID Info – name; address; phone; DOB      
Emergency contact(s) and phone      
Functional status/limitations 
 
Goal Engagement Program 
Consumer’s Goal(s) /Action Plan 
 
Status updates/Goal(s) reviewed  
 
 
 


     


Name of current CM/RN 
 


     


Service start date  
and Termination date, if applicable  
 
In-home visits by OT or RN: dates 
 
In-home visits by Home repair 
specialist: dates (if applicable): 
 
 
 


     


Comments 
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Goal Engagement Program 
Notes 
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Grocery Shopping & Delivery Service  
 


I.   Service Capacity 
A. Submit copies of the following policies: 


• Policy to ensure drivers are aware that they must assist consumers in putting away groceries, as 
needed 


• Policy that prohibits drivers from accepting gifts or gratuities from consumers 
• Policy/procedure on how consumers make payments for groceries, including the use of EBT cards 


and coupons 
• Policies on returns and reimbursements 


 
B. Describe your grocery and delivery service, including detailed information on all of the following: how 


consumers place orders, how the order taker function is staffed, what store(s) are used, who shops and 
delivers (store employees?) 


 
 
 


C. Describe the process for how orders are recorded and verified.  Include any volume restrictions or other 
service limitations per order. 


 
 
 


D. Describe how issues are handled regarding items that are requested but unavailable, including specific 
brands. How are substitutions made?  


 
 
 


E. Describe the quality controls in place to ensure that shoppers select the correct items in the store. 
 
 
 


F. May consumers use the service to return bottles? 
 
 
 


G. Describe the number and type of vehicles used for deliveries. Are they all refrigerated trucks? If not, how 
are frozen and fresh or chilled foods maintained until delivery?                                                                          


 
 
 


H. What is the average duration of a delivery route? 
 
 
 


I. Describe the timeframe from order to delivery.  
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J. Is the day and time of your deliveries consistent each week for each service area?  Explain. 
 
 
 


K. Describe the system in place for handling weather or vehicle emergencies that may affect the delivery of 
groceries  


 
 
 


L. Do you have a different system for providing services in a cluster?  Explain.  
 
 
 


M. How do you inform consumers about how the service works and the policies on subjects such as returns? 
If you use a brochure or flyer, attach a copy.  


 
 
 


N. What is your proposed rate for Grocery Shopping Services?   Describe any additional charges. 
 
 
 
II. Staff Qualifications 


A. Describe the experience and qualifications of the person responsible for service provision (the manager of 
the program), if different from the information provided in the Administrative Overview. 


 
 
 


B. Describe the experience and qualifications you require for staff providing service, including order takers, 
delivery staff, etc.  


 
 
 
III. Supervision 


A. Describe the procedures for supervision, including frequency, documentation, and 
credentials/qualifications of supervisors for each position. 


 
 
 


B. Describe the systems and procedures employed to ensure that services are delivered to consumers as 
authorized. 


 
 
 







 ADMINISTRATIVE OVERVIEW 
SERVICE SPECIFIC ATTACHMENT  


12-17-2013 
 


Provider employee who completed this form   
 
 
Name: _________________________________    Date:  ____________________
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Grocery Shopping & Delivery Service  


Please note the documents and records which will be required for the Consumer files and/or Employee files to be 
reviewed at the time of On Site Evaluation 


EMPLOYEE Records Review 
 
Provider  
 
Date  
 
Monitor  
 


     


Start Date  
& Termination Date, if applicable  


     


Number of reference checks  
 


    


CORI Check  
 


     


Orientation date 
 


     


Job Description(s)             
Current Driver’s License  
(If Applicable) 


     


OIG monthly checks 
 
 


 
 


    


Annual Performance Appraisal: Date  
 


    


 


Comments 
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Grocery Shopping & Delivery Service  


Please note the documents and records which will be required for the Consumer files and/or Employee files to be 
reviewed at the time of On Site Evaluation 


CONSUMER Records Review 
 
Provider 
 
Date  
 
Monitor   
 


     


ASAP Authorization  
 


     


ID Info – name; address; phone; DOB      
Emergency contact(s) and phone      
Name of current CM 
 


     


Start Date  
& Termination Date, if applicable  


     


Comments 
 
 
 
 
 
 
 
NOTE:  Shaded data elements are only required in the Consumer File if provider is not on Provider Direct.  Otherwise the 
PD Demonstrator will be asked to illustrate “on screen”. 


 
 
 
 
 
 
 
 


Name and Position of Provider Direct Demonstrator  





		I.   Service Capacity

		II. Staff Qualifications



		Name: 

		Date: 

		Comments: 

		Comments_2: 

		Name and Position of Provider Direct Demonstrator: 

		Text39: 

		Text40: 

		Text41: 

		Text42: 

		Text43: 

		Text44: 

		Text45: 

		Text46: 

		Text47: 

		Text48: 

		Text49: 

		Text50: 

		Text52: 

		Text53: 

		Text54: 

		Text55: 

		Text56: 
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Home Delivery of Medication  
 


I. General Policies and Procedures 


A. Describe the services you are able to provide. 
 
 
 
 
 


B. After receiving a call from the ASAP to initiate service, describe your agency's procedures.  Include 
expected time frames, and average time between ASAP referral and the start of service to the 
consumer.   


 
 
 
 
 
 


C. Are there any restrictions on providing service? 
 
 
 
 
 
 


D. How is your agency informed about changes in consumer medications or schedules? 
 
 
 
 
 
 


E. Describe your policy for notifying the ASAP when you wish to change/alter an authorized 
medication or schedule.    


 
 
 
 
 
 


F. Describe your process for reporting any consumer concerns to the ASAP, including medication 
non-compliance such as returned or missing medication.  
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G. Describe your policy for notifying the ASAP agency about problems encountered that affect 
completion of authorized services (such as no answer at the door, etc.). 


 
 
 
 
 


H.  Describe your procedure for consumer /caregiver non-payment of medications. 
 
 
 
 
 


I. Describe your procedure for ensuring staff sensitivity to elders. 
 
 
 
 
 


J. Describe your process for responding to consumers who speak a language not spoken by your 
monitoring staff; are hearing impaired; or are confused. 


 
 
 
 
 


K. Describe your policy for delays due to weather and holidays.  How are consumers and the ASAP 
notified? 


 
 
 
 
 


L. How do you inform the consumer if a different generic medication is used? 
 
 
 
 
 
II. Personnel Procedures 


A. Describe your procedure for the orientation and training of Pharmacy Technicians, and drivers.   
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B. What is your policy for ensuring that those providing services to ASAP consumers are properly 
screened, trained, and credentialed? 


 
 
 
 
 


C. Is medication delivery available on weekends, evenings, and holidays? 
 
 
 
 
 


D. Describe the manner and frequency of staff supervision and performance evaluations. 
 
 
 
 
 


E. What is your proposed monthly flat rate for Home Delivery of Medication?  Describe any additional 
charges. 


 
 
 
 
 


F. Provide a description of how each dispensing unit functions. 
 
 
 
 
 
 
 
Provider employee who completed this form   
 
Name: __________________________________   Date: ____________________ 





		Name: 

		i-a: 

		i-b: 

		i-c: 

		i-d: 

		i-e: 

		i-f: 

		i-g: 

		i-h: 

		i-i: 

		i-j: 

		i-k: 

		i-l: 

		ii-a: 

		ii-b: 

		ii-c: 

		ii-d: 

		ii-e: 

		ii-f: 

		Date57_af_date: 
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Home Health Services 


 
 If certified for participation in Medicare, provide your most current certification survey and plans of correction. 
 Is your agency JCAHO or CHAPS accredited? If so, provide your current accreditation letter. 
 If your agency is not certified, how will assure the provision of the RN initial assessment and supervision to 


each HHA consumer according to the Home Health Services Program Instruction? 
 
I. Service Capacity 


A. Is your agency certified for participation in Medicare? 
 
 
 
 
 


B. Is your agency a MassHealth provider? 
 
 
 
 
 


C. Provide the number of regular full- and part-time employees in the following positions. (Do not duplicate. That 
is, report personal care/homemakers at the highest level of training only. If a PCHM is trained as a SHCA, do not 
count her as an HM, PC, and SHCA, but SHCA only). 


1) Home Health Aides:     Full Time    Part Time  


2) Registered Nurses:      Full Time    Part Time  


3) Licensed Practical Nurses:  Full Time    Part Time  


4) PTs:    Full Time    Part Time  


5) OTs:     Full Time    Part Time  


6) STs:    Full Time    Part Time  
 


D. Provide the number of per diem contract employees for the following: 


1) Registered Nurses :  


2) Licensed Practical Nurses:  


3) PTs:    


4) OTs:    


5) STs    
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E. Provide an overview of workforce capacity initiatives, including recent turnover rates, ratio of service requests
to staffing capacity, workforce adequacy evaluation, recruitment initiatives, linguistic or other special
capabilities, etc.


F. Provide a detailed, concrete description of how staffing is managed day-to-day, including scheduled and
unscheduled worker absences, ensuring service to Risk Level 1 and 2 as well as other high need consumers,
orientation of substitutes, notifications, evening and weekend coverage, etc.


G. What percentage of HHAs is available to work the following schedules:


1) Evenings:


2) Overnights:


3) Weekends:


H. Describe your agency process for maintaining a current list of Risk Level 1 and 2 consumers that is accessible in
the event of an emergency.


I. Attach copies of the care plan forms currently in use. (One form for each service being offered, Skilled Nursing,
Home Health Aide).


II. Staff Qualifications
A. Describe in detail the experience and qualifications of the individual responsible for service provision (Home


Health Mangers), if different from the information provided in the Administrative Overview.
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B. Describe in detail the qualifications (professional experience, education, licensure, etc.) for the following staff: 


1) Coordinators 
 
 
 
 
 


2) Field supervisors 
 
 
 
 
 


C. What is the process, including documentation procedures and persons responsible, for verifying the training 
qualifications of HMPCs and SCHAs? 


 
 
 
 
 


D. Describe your criteria for the selection of RNs and LPNs:       
 
 
 
 
 
III. Training and In-Service Education 
 


A. Your agency provides directly: 
  Home Health Aide training program 
  Home Health Aide competency evaluation program 
  Both 
  Neither 
 


B. If your agency provides the HHA training program, attach a copy of the curriculum. 
  
 
 
 
 


C. Who in your agency is responsible for overseeing in-service education? 
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D. Describe your process for ensuring that all staff understands the requirements of 105 CMR 155.00 and receives
mandatory annual training on the topic.


IV. Supervision
A. Describe the procedures for supervision, including frequency, documentation, and credentials/qualifications of


supervisors for each position (HHAs, nurses, coordinators, supervisors, etc.).


B. Describe the systems and procedures employed to ensure that services are delivered to consumers as
authorized, including telephony, unannounced field visits, quality assurance calls, etc.


C. For SHCA, provide a detailed description of the supervision and support provided in accordance with the
requirements found in Attachment A: Homemaker Standards.


D. Describe the supervisory support available to direct care workers during non-business hours, including how
supervisors are contacted, the titles and, as applicable, licensure of available supervisors.


E. Attach a copy of the field supervision report form currently in use for your employees.


Provider employee who completed this form  


Name: __________________________________ Date: ____________________ 
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NOTE: Rates for Nursing Services, Home Health Aide, Physical Therapy, Occupational Therapy, and  
Speech Therapy are established by the Division of Health Care Finance and Policy. 


 
Home Health Services   


Please note the documents and records which will be required for the Consumer files and/or Employee files to be 
reviewed at the time of On Site Evaluation 


CONSUMER Record Review 
Provider 
 
Date  
 
Monitor  


     


ASAP Authorization       
ID Info – name; address; phone; DOB, 
SAMS ID 


     


Emergency contact(s) name and phone      
Physician(s) name and phone      


Hospital name and phone 
 


     


Medical/social diagnosis 
 


     


Name of current CM/RN 
 


     


Referral date 
 


     
 


Service start date  
& termination date, if applicable 
 


     


Care Plan, dated,  
& signed by Nurse 
 


 
 
 


    


Dates of Provider home visits?    
 
 


    


Money Handling Release form      
Comments 


NOTE:  Shaded data elements are only required in the Consumer File if provider is not on Provider Direct.  Otherwise 
the PD Demonstrator will be asked to illustrate “on screen”. 


 


Name and Position of Provider Direct Demonstrator  
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Home Health Services 
Please note the documents and records which will be required for the Consumer files and/or Employee files to be 
reviewed at the time of On Site Evaluation 


EMPLOYEE Record Review  (for non-certified HHA Providers) 


Provider  
 
Date  
 
Monitor   


     


Start Date  
& Termination Date, if applicable 


 
 


    


Number of Reference Checks      


CORI Check      


DPH Check      


Orientation date       


Job Description(s)      
License(s)/ 
Certificate(s) of training: 
Current/expired? 


     


Skills/Competency Checklist      


Physical:  Latest date       


TB:  Latest date      


CPR/First Aid:  Latest date  
 
 


    


OIG monthly checks  
  


     


Ongoing Training:  
12 hours/year 


 
 
 
 
 
 
 


    


HHA Supervisions:  dates 
 
 
 


     


Annual Performance Appraisal:  Date      


Comments  
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Homemaker/Personal Care/Supportive Home Care Aide 
I. Service Capacity


A. Provide the number of regular full- and part-time employees in the following positions. (Do not duplicate. That is,
report personal care/homemakers at the highest level of training only. If a PCHM is trained as a SHCA, do not
count employee as an HM, PC, and SHCA, but SHCA only.


1) Homemaker:
2) Personal Care/Homemaker:
3) Supportive Home Care Aide – Alzheimer’s:
4) Supportive Home Care Aide – Mental Health:
5) LPN:
6) RN:


B. Provide the number of per diem contract employees for the following:


1) LPN:
2) RN:


C. Provide an overview of workforce capacity initiatives, including recent turnover rates, ratio of service requests to
staffing capacity, workforce adequacy evaluation, recruitment initiatives, linguistic or other special capabilities,
etc.


D. What is the pay range for each of the positions listed above in C. 1-4?


E. Provide a detailed, concrete description of how staffing is managed day-to-day, including scheduled and
unscheduled worker absences, ensuring service to Risk Level 1 and 2 as well as other high need consumers,
orientation of substitutes, notifications, evening and weekend coverage, etc.


F. What percentage of your direct care workforce is available to work the following schedules:


a) Evenings:
b) Overnights:
c) Weekends:


G. Describe your agency process for maintaining a current list of Risk Level 1 and 2 consumers that is accessible in
the event of an emergency.
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II. Staff Qualifications 


A. Describe in detail the qualifications (professional experience, education, licensure, etc.) for the following staff: 
a) Coordinators 


 
 
 


b) Field supervisors 
 
 
 


B. List the name, title, licensure (if any), and date(s) of training for all employees who have attended the 
Habilitation/Train the Trainer program given by the Alzheimer’s Association, Massachusetts Chapter. 


 
 
 


C. What is the process, including documentation procedures and persons responsible, for verifying the training 
qualifications of HMPCs and SCHAs? 


 
 
 
III. Training and In-Service Education 


A. Describe your agency’s training facilities for HMPCs. If certain that the required facilities are accessed via an 
arrangement with another organization (e.g., a nursing facility), provide details. 


 
 
 


B. Does your agency provide the initial training mandated by Elder Affairs for: 
1) Homemakers (40 hour training)  
2) Personal Care Homemakers (60 hour training)  
3)Supportive Home Care Aide (87 hour training)  


 
C. If yes, does your agency currently use the Home Care Aide Council curriculum for HMPCs? 


 
 
 


D. If no, attach a copy of the curriculum in use. 
 
 
 


E. If your agency does provide initial training for HMPCs, describe the in-house training program, including 
instructors and their qualifications, frequency with which the program is offered, average number of students, 
approximate completion rate, etc. Provide name person responsible for in-service training.  


 
 
 







 ADMINISTRATIVE OVERVIEW 
SERVICE SPECIFIC ATTACHMENT 


 
12-17-2013 
 


F. Attach a copy of the in-service training calendar for the current and previous calendar years. Describe how you 
ensure employees have the required number of in-service training hours. 


 
 
 


G. Has your agency used the Homemaker Training Waiver Procedure (as outlined by the Home Care Aide Council) 
within the last two years to exempt an employee from the required basic Homemaker training? 


 
 
 


H. If yes, list the employees:  
 
 
 


I. If your agency provides SHCA-Mental Health, attach a copy of the 12-hour curriculum.  
 
 
 


J. Describe your process for ensuring that all staff understands the requirements of 105 CMR 155.00 and receives 
mandatory annual training on the topic. 


 
 
 
IV. Supervision 


A. Describe the procedures for supervision, including frequency, documentation, and credentials/qualifications of 
supervisors for each position (direct care, coordinators, supervisors, etc.). 


 
 
 


B. Describe the systems and procedures employed to ensure that services are delivered to consumers as 
authorized, including telephony, unannounced field visits, quality assurance calls, etc. 


 
 
 


C. For SHCA, provide a detailed description of the supervision and support provided in accordance with the 
requirements found in Attachment A: Homemaker Standards, including the title and licensure of individuals 
providing supervision and support.  Indicate location of quarterly team meetings and describe process in the 
event a SHCA is not able to attend. 
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D. Describe the supervisory support available to direct care workers during non-business hours, including how 
supervisors are contacted, the titles and, as applicable, licensure of available supervisors. 


 
 
 


E. Attach a copy of the field supervision report from currently in use for your employees. 
 
 
 


Provider employee who completed this form   
 
Name: __________________________________   Date:  ____________________ 
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Homemaker/PC/SHCA 


Please note the documents and records which will be required for the Consumer files and/or Employee files to be 
reviewed at the time of On Site Evaluation 


CONSUMER Record Review 
Provider 
 
Date  
 
Monitor  


     


ASAP Authorization  
 


     


Referral date  (specify date) 
 


 
 
 


    


Service start date 
& termination date, if applicable 
(specify dates) 
 


     


Medical/social diagnosis 
 


     


Relevant consumers info and 
preferences 
 


     


 
Authorized tasks 
 


     


Progress notes maintained? 
 


 
 
 
 


    


PC Care Plan.  Date and signature of 
orientation/review 
(specify date) 


 
 
 
 
 


    
 


Money handling release form 
 


     


Comments 
 
 
 
 
NOTE:  Shaded data elements are only required in the Consumer File if provider is not on Provider Direct.  Otherwise 
the PD Demonstrator will be asked to illustrate “on screen”. 


 
 


Name and Position of Provider Direct Demonstrator  
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Homemaker/PC/SHCA 
EMPLOYEE Record Review   


Provider  
Date  
Monitor  


     


HM/PC/SHCA      


start date  
& termination date, if applicable 


     


Number of references      


CORI check      


DPH Nurse Aide Check      


Physical date       


Orientation date (3 hours)      


Job description(s)       
TB:   latest date  


 
    


OIG monthly checks 
 
 


     


HM Training (37 hours) 
Or Waiver 


     


PC Training (17 +3 hours)  
 


    


HHA/CNA, etc. Training certificate  
 


    


Skills/Competency Checklist      


RN orientation 1st day of service?      


SHCA training certificate Alzheimer 
 
Behavioral 


Alzheimer  
 
Behavioral 


Alzheimer  
 
Behavioral  
 


Alzheimer  
 
Behavioral 


Alzheimer  
 
Behavioral 


Quarterly Supervisions:  
 
 
 


    


In-service training   
 
 
 


    


Annual performance appraisal      


Comments 
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Laundry Service & Delivery 


I. Service Capacity
A. What is the “turn-around time” between pick-up and delivery?


B. Describe where and how laundry is weighed.


C. Describe your policy with respect to any restrictions on service.


D. If no restrictions, describe any precautions or methods used by employees with Consumer’s laundry.


E. What is your policy for notifying the ASAP about problems that affect completion of authorized services?


F. Describe your policy to notify the ASAP if a consumer is over the authorized amount of service?


G. Describe the policy in place for delays due to weather emergencies and holidays.  Include how Consumers
and ASAP are notified.


H. What is your policy for consumers with allergies to products used in the washing and drying process?


I. What is your capacity to launder clothes that might be affected by scabies, bedbugs, severe incontinence,
etc.?


J. Do you provide laundry bags for Consumers?


K. Are the bags laundered before they are returned?
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12-17-2013 
 


 
 
 


L. Describe how clothes are packaged for pick-up and delivery. 
 
 
 


M. What is your proposed rate for 10 pounds of laundry?  Describe any additional charges. 
 
 
 


N. Describe your system to ensure each Consumer’s laundry is not confused with another Consumer’s items. 
 
 
 


O. What is your company’s reimbursement policy regarding lost and damaged laundry? 
 
 
 
II. Staff Qualifications 


A. Describe the experience and qualifications of the person responsible for service provision (the manager of 
the program), if different from the information provided in the Administrative Overview. 


 
 
 


B. Describe the experience and qualifications you require for persons providing services, including drivers.  
 
 
 
III. Supervision 


A. Describe the procedure and frequency for supervision of Drivers, Workers, and Coordinator. 
 
 
 
Provider employee who completed this form   


Name: __________________________________   Date:  ____________________ 
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Laundry Service & Delivery  


Please note the documents and records which will be required for the Consumer files and/or Employee files to 
be reviewed at the time of On Site Evaluation 


EMPLOYEE Records Review 
Provider  
 
Date   
 
Monitor   
 


     


Start Date   
& Termination Date, if applicable  


     


Number of reference checks      
CORI Check 


 
 
 


    


Job Description(s) 


 
     


Current Drivers’ License (if applicable)      


OIG monthly checks 


 
 


     


Annual Performance Appraisal: Date 
 


     


Comments 
 
 
 
 
 
 
 
 
 
 


 
 
 
 
 
 
 
 
 
  







SERVICE SPECIFIC ON-SITE REVIEW 
 


12-17-2013 
 


Laundry Service & Delivery  
Please note the documents and records which will be required for the Consumer files and/or Employee files to 
be reviewed at the time of On Site Evaluation 


CONSUMER Records Review 
Provider  
 
Date   
 
Monitor   
 


     


ASAP Authorization  
 


     


ID Info – name; address; phone; DOB      
Emergency contact(s) and phone      
Name of current CM 
 


     


Date of referral 
 


     


Service start date 
& Termination Date, if applicable  


     


Comments 
 
 
 
 
 
 
 
 


     


NOTE:  Shaded data elements are only required in the Consumer File if provider is not on Provider Direct.  Otherwise 
the PD Demonstrator will be asked to illustrate “on screen”. 


 
 
 
 
 
 
 
 


Name and Position of Provider Direct Demonstrator  





		Name: 

		Date: 

		I-A: 

		II-B: 

		III-A: 

		II-A: 

		I-O: 

		I-N: 

		I-M: 

		I-L: 

		I-K: 

		I-J: 

		I-I: 

		I-H: 

		I-G: 

		I-F: 

		I-E: 

		I-D: 

		I-C: 

		I-B: 








ADMINISTRATIVE OVERVIEW 
SERVICE SPECIFIC ATTACHMENT 


Revised 2004  1 


Legal Services 
 


I.  GENERAL POLICIES AND PROCEDURES 
A. Describe your policy for conferring with ASAP agency when there is a need to deviate from the service 


requested: 
      


 
B. What is your policy for notifying ASAP agency about problems encountered that affect, or could affect 


completion of the authorized service: Describe your procedure/capacity to respond to emergencies:   
       
 


C. Describe your procedure for determining priority of ASAP clients, if applicable: 
       
 
D. What is your proposed rate for Legal Services? 


 $       per        
 Describe any additional charges 
       
 
II.  PERSONNEL PROCEDURES 


A. Describe your policy for ensuring that those providing services for ASAP Clients are properly credentialed:  
       
 


B. Describe your procedure for ensuring staff sensitivity to elders: 
       
 
Provider employee who completed this form   
Name:                        Date:       
 





		Text1: 

		Text2: 

		Text3: 

		Text4: 

		Text5: 

		Text6: 

		Text7: 

		Text8: 
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SERVICE SPECIFIC ATTACHMENT 


Revised 2004 1 


Medical-Competency Evaluation 


I. GENERAL POLICIES AND PROCEDURES
A. What is the average time period from the date of referral to the date of an assessment?


B. After an assessment is complete, what is the average time it will take for the ASAP to receive the assessment
information?


C. Describe your policy for contacting the ASAP agency when service is altered from that which was authorized


D. Describe your policy for notifying the ASAP agency when evaluation is scheduled:


E. Describe your policy for notifying ASAP agency of problems encountered that affect completion of the service
authorized


F. Describe your policy for documentation and notification to the ASAP agency of the outcome of your intervention


G. Describe your procedure/capacity to respond to emergencies







ADMINISTRATIVE OVERVIEW 
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Revised 2004 2 


H. What is your proposed rate?
$
Describe any additional charges.


II. PERSONNEL PROCEDURES
A. Describe your policy for ensuring that those providing services for ASAP clients are properly credentialed


B. Describe your procedure for ensuring staff sensitivity to elder


Provider employee who completed this form  


Name:  Date: 





		i-a: 

		i-b: 

		i-c: 

		i-d: 

		i-e: 

		i-f: 

		i-g: 

		i-h-1: 

		i-h-2: 

		ii-a: 

		ii-b: 

		Text99: 

		Date100_af_date: 
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12-17-2013 
 
 


Medication Dispensing System  


I. Service Capacity 
A. Where is your monitoring station located? 


 
 
 


B. Describe your/your agency's capacity to travel for in-home installations, citing any restrictions or 
limitations. 


 
 
 


C. What is the timespan between referral and installation? 
 
 
 


D. Specify policy for notifying ASAP of any issues encountered that affect, or could affect completion of 
the authorized service. 


 
 
 


E. Attach copy(ies) of brochure(s)/instructional video(s) featuring unit(s) offered. 
 
 
 


F. Provide a description of how each dispensing unit functions. 
 
 
 


G. Describe each unit's capacity to function in the event of power outage. 
 
 
 


H. Does/do available unit(s) have the capacity to alert monitors/caregivers to missed doses?   
 
 
 


I. How are these alerts communicated? 
 
 
 


J. What language capacities are available in dispensing units offered? 
 
 
 


K. Describe the process for testing in-home equipment. 
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12-17-2013


L. Describe the process for servicing malfunctioning units.


M. Is maintenance available weekends and evenings?


N. What is your company's policy in the event that equipment is damaged or lost?


O. Describe the process of retrieval of equipment once the consumer and/or service is suspended or
terminated.


P. Attach copy of detailed instructions provided to caregivers who pre-fill and monitor the Medication
Dispensing System.


Q. Attach blank copy of the detailed, written agreement entered between provider and caregiver.


R. What is your proposed rate for Medication Dispensing System?  Describe any additional charges.


II. Staff Qualifications
A. List qualifications required of those responsible for the processing of referrals, in-home set-up, and


supervision of staff (attach job descriptions).
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B. What is your policy for ensuring that those providing services to ASAP consumers are properly 
screened and trained? 


 
 
 
 
 
 
 
 
 
III. Supervision 


A. Describe the procedures for supervision, including frequency and documentation for each position. 
 
 
 
 
 
 


B. Describe the systems and procedures employed to ensure that services are delivered to consumers as 
authorized. 


 
 
 
 
Provider employee who completed this form   
Name: _________________________________   Date: ____________________ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 







SERVICE SPECIFIC ON-SITE REVIEW 
 


12-17-2013 
 
 


 
Medication Dispensing System 


Please note the documents and records which will be required for the Consumer files and/or Employee files 
to be reviewed at the time of On Site Evaluation 


EMPLOYEE Records Review 
Provider  
 
Date  
 
Monitor  
 


     


Start Date  
& Termination Date, if applicable 


     


Number of reference checks      


CORI Check 
 


     


Job Description 
 


 
 


    


TB Testing:  Latest date 
 


 
 


    


Ongoing Training 
 


 
 
 
 
 
 


    


OIG monthly checks  
 
 
 


     


Annual Performance Appraisal: Date  
 


    


Comments 
 
 
 
 


 
 
 
 
 
 
 
  







SERVICE SPECIFIC ON-SITE REVIEW 
 


12-17-2013 
 
 


Medication Dispensing System  
Please note the documents and records which will be required for the Consumer files and/or Employee files 
to be reviewed at the time of On Site Evaluation 


CONSUMER Records Review 
 
Provider 
 
Date   
 
Monitor  
 


     


ASAP Authorization          


ID Info – name; address; phone; DOB  
SAMS ID # 


     


Physician(s) name and phone      
Hospital name and phone 
 


     


Medical/ social diagnosis 
 


     


Name of current CM 
 


     


Date of referral/installation      
Date of service termination      
Date of unit removal      
Contact info for caregiver responsible 
for pre-filling and monitoring 


     


Copy of signed, written agreement 
between caregiver and provider 


     


Confidentiality notice  
 


     


Release of information  
 


    


Documentation of contacts with 
MD/CM/Care Providers, as needed 
 
 
 


     


Comments    
  


NOTE:  Shaded data elements are only required in the Consumer File if provider is not on Provider Direct.  Otherwise 
the PD Demonstrator will be asked to illustrate “on screen”. 
Name and Position of Provider Direct Demonstrator  





		Name: 

		Date: 

		I-A: 

		III-B: 

		III-A: 

		II-B: 

		II-A: 

		I-R: 

		I-Q: 

		I-P: 

		I-O: 

		I-N: 

		I-M: 

		I-L: 

		I-K: 

		I-J: 

		I-I: 

		I-H: 

		I-G: 

		I-F: 

		I-E: 

		I-D: 

		I-C: 

		I-B: 








ADMINISTRATIVE OVERVIEW 
SERVICE SPECIFIC ATTACHMENT 


Orientation & Mobility Tool PI-19-02 V1/9-30-2019                                                                                              
  Page 1 of 6 


Orientation and Mobility (O&M)            


I. Service Capacity      
 


A. Identify which of the qualification categories applies to your provision of O&M services: 
Individual Provider:   


 
               Agency: 


                 
 


B. Describe your regional service capacity throughout the State. Specify any areas that you do not provide O&M 
services: 


 
 
 
 


C.  Describe your capacity to provide translation for consumers when needed.  
 
            
Language # Administrative Staff (if 


applicable) 
# Certified Orientation and 
Mobility Specialists (COMS) 


   
   
   
   
   
   
   
   


   
            If you have no translation capacity, describe your procedure for serving consumers who have limited   
            English-speaking ability. 


 
 


 
 
II. General Policies and Procedures 
 


A. Describe your policy for notifying the ASAP about circumstances encountered that affect completion of 
authorized services (such as no answer at the door, weather conditions prevent training outside the home 
setting, etc.). 


 
 


B. Describe how you confirm that O&M services are only provided to consumers who are not eligible for O& M 
through the Massachusetts Commission for the Blind.  
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III. Service Components 
 
 


A. Describe what is included in your O& M assessment of an individual’s needs, including orientation and mobility in 
both the home and community setting.  
 


 
          
 


B. Describe how you provide individualized training and education in both the home and community setting. 
 


 
 
 


C. Describe how you provide environmental evaluations. 
 
 
 
 


D. Describe how you provide caregiver/direct care staff training on sensitivity to blindness/low vision. 
 
 
 
 
 


E. Describe how you provide information and resources on community living for individuals with vision impairment or 
legal blindness. 


 
 
 
 
     
IV. Staff Qualifications   
 


A. Describe how you ensure that staff providing O&M are a Certified Orientation and Mobility Specialist (COMS) and  
          have a master’s degree in special education with a specialty in orientation and mobility or have a bachelor’s  
           degree with a Certificate in orientation and mobility from an ACVREP (Academy for Certification of Vision  
           Rehabilitation and Education Professionals) certified university program. 
 


 
 


 
      Attach a COMS Certificate for each of your staff. 
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V. Training  
 


A. For Agencies employing COMS, describe your orientation.  
 
 
 
 
 
 
VI. Supervision 


A. For Agencies employing COMS, describe the procedures for supervision, including frequency, documentation, 
and credentials/qualifications of supervisors.     


 
 


 
 
 
VII. Proposed Rate Structure for Orientation and Mobility (O&M)  
 
 
 
 


 


 


Provider employee who completed this form   


Name: __________________________________   Date: ____________________ 
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Orientation and Mobility (O&M) 
Please note the documents and records which will be required for the Consumer files and/or Employee files to be 
reviewed at the time of On-Site Evaluation 
  
 


EMPLOYEE Record Review 
 
Provider                
 
Date                  
 
Monitor                 
 


     


Start date  
and Termination date, if applicable  


     


Number of reference checks       


CORI Check      


Job Description(s) 
 


     


COMS Training 
Master’s degree in special education 
with a specialty in orientation and 
mobility 
Or 
Bachelor’s degree with a Certificate in 
orientation and mobility from an 
ACVREP (Academy for Certification of 
Vision Rehabilitation and Education 
Professionals) certified university 
program 
 
Ongoing training: dates (if applicable): 
 
 


 
 
 
 
 
 


    


OIG checks: time of hire/ monthly 
 


 
 


    


Annual Performance Appraisal: Date      
Comments 
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Orientation and Mobility (O&M) 
Please note the documents and records which will be required for the Consumer files and/or Employee files to be 


reviewed at the time of On-Site Evaluation 
 
 


CONSUMER Record Review 
 
Provider  
 
Date  
 
Monitor  
 


     


Authorization/referral form 
 


     


ID Info – name; address; phone; DOB      
Emergency contact(s) and phone      
Vision impairment  
 
O&M Assessment/Service Plan 
 


     


Name of current CM/RN 
 


     


Service start date  
and Termination date, if applicable  
 
 
 
 


     


Comments 
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Orientation and Mobility (O&M) 
 


Notes 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 





		Individual Provider: 

		Agency: 

		LanguageRow1: 

		 Administrative Staff if applicableRow1: 

		 Certified Orientation and Mobility Specialists COMSRow1: 

		LanguageRow2: 

		 Administrative Staff if applicableRow2: 

		 Certified Orientation and Mobility Specialists COMSRow2: 

		LanguageRow3: 

		 Administrative Staff if applicableRow3: 

		 Certified Orientation and Mobility Specialists COMSRow3: 

		LanguageRow4: 

		 Administrative Staff if applicableRow4: 

		 Certified Orientation and Mobility Specialists COMSRow4: 

		LanguageRow5: 

		 Administrative Staff if applicableRow5: 

		 Certified Orientation and Mobility Specialists COMSRow5: 
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		LanguageRow7: 

		 Administrative Staff if applicableRow7: 
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		Name: 

		Date: 

		Comments: 

		Text9: 

		Text12: 
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		Text19: 
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		1: 

		2: 

		3: 

		4: 



		Start date and Termination date if applicable: 

		0: 

		1: 

		2: 

		3: 

		4: 
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		0: 

		1: 

		2: 

		3: 

		4: 
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		0: 

		1: 

		2: 

		3: 

		4: 
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		0: 

		1: 

		2: 
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		4: 
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		1: 
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		4: 
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		4: 



		CONSUMER Record Review: 

		0: 

		1: 

		2: 

		3: 

		4: 
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		4: 
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		1: 

		2: 
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		4: 



		Vision impairment OM AssessmentService Plan: 

		0: 

		1: 

		2: 

		3: 

		4: 



		Name of current CMRN: 

		0: 

		1: 

		2: 

		3: 

		4: 



		and Termination date if applicable: 

		0: 

		1: 

		2: 

		3: 

		4: 



		Text10: 

		Text11: 
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Peer Support             


I. Service Capacity      
 


A. Identify which of the qualification categories applies to your provision of Peer Support: 
Individual Certified Older Adult Peer Specialists (COAPS):   
 
 
 
 
 
 


               Peer Support Provider Agency: 
                 
 
 
 
 
 
For Agency Providers: 
  Do you contract with the Department of Mental Health to provide Peer Support? 
 
 
 
 
 
 
 
  Specify the number of COAPS employed by your Agency. 
 


 
 
 
 
 
 


B. Describe your service capacity throughout the State. Specify any areas that you do not provide Peer Support: 
 
 
 
 
 
 
 
 
 
 
 







ADMINISTRATIVE OVERVIEW 
SERVICE SPECIFIC ATTACHMENT 


Peer Support COAPS Tool PI-19-02 V1/9-30-2019  Page 2of 6 


C.  Describe your capacity to provide translation for consumers when needed.  
            
Language # Administrative Staff (if applicable) # Certified Older Adult Peer Specialists (COAPS) 
   
   
   
   
   
   
   
   


   
            If you have no translation capacity, describe your procedure for serving consumers who have limited   
            English-speaking ability. 
 


D. Do you offer Peer Support for one peer providing support to another peer (i.e., the consumer) and in small 
groups? 


 
 
 
 


If applicable, describe your process when arranging Peer Support in small groups. 
 
 
 
 
 
 
II. General Policies and Procedures 
 


A. Describe your policy for notifying the ASAP when a consumer is absent from one of the planned Peer Support 
activities/interactions (for example, consumer does not answer door or meet as planned) and for communicating 
when there is a possible barrier that affects the provision of Peer Support (for example, access to transportation). 
 


 
 
 
 
 
III. Staff Qualifications   
 


A. Describe how you ensure that individuals providing Peer Support have a Certificate of successful completion of 
Certified Older Adults Peer Specialist (COAPS) training.  
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          Attach a COAPS Certificate for each individual. 
 


 
IV. Training  
 


A. For Agencies employing COAPS, describe your orientation.  
 
 
 
 
 
 
V. Supervision 


A. For Agencies employing COAPS, describe the procedures for supervision, including frequency, documentation, 
and credentials/qualifications of supervisors.     


 
 


 
 
 
VI. Proposed Rate Structure for Peer Support  
 
 
 
 


 


 


Provider employee who completed this form   


 


Name: __________________________________   Date: ____________________ 
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Peer Support  
Please note the documents and records which will be required for the Consumer files and/or Employee files to be 
reviewed at the time of On-Site Evaluation 
  
 


EMPLOYEE Record Review 
 
Provider                
 
Date                  
 
Monitor                 
 


     


Start date  
and Termination date, if applicable  


     


Number of reference checks       


CORI Check      


Job Description(s) 
 


     


COAPS Training Certificate  
 
Ongoing training: dates (if applicable): 
 


 
 
 
 
 
 


    


OIG checks: time of hire/ monthly 
 


 
 


    


Annual Performance Appraisal: Date      
Comments 
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Peer Support 
Please note the documents and records which will be required for the Consumer files and/or Employee files to be 


reviewed at the time of On-Site Evaluation  
 
 


CONSUMER Record Review 
 
Provider  
 
Date  
 
Monitor  
 


     


Authorization/referral form 
 


     


ID Info – name; address; phone; DOB      
Emergency contact(s) and phone      
Functional status/limitations  
 
Activities/Interactions: Dates 
 
 
 
 
  
 
 


     


Name of current CM/RN 
 


     


Service start date  
and Termination date, if applicable  
 
 
 


     


Comments 
 
 
 
 
 
 
 
 
 
 
 


     







SERVICE SPECIFIC ON-SITE REVIEW 


Peer Support COAPS Tool PI-19-02 V1/9-30-2019
  Page 6of 6 


Peer Support 
 


Notes 
 
 
 
 
 
 
 
 
 


 





		LanguageRow1: 

		 Administrative Staff if applicableRow1: 

		 Certified Older Adult Peer Specialists COAPSRow1: 

		LanguageRow2: 

		 Administrative Staff if applicableRow2: 

		 Certified Older Adult Peer Specialists COAPSRow2: 

		LanguageRow3: 

		 Administrative Staff if applicableRow3: 

		 Certified Older Adult Peer Specialists COAPSRow3: 

		LanguageRow4: 

		 Administrative Staff if applicableRow4: 

		 Certified Older Adult Peer Specialists COAPSRow4: 

		LanguageRow5: 

		 Administrative Staff if applicableRow5: 

		 Certified Older Adult Peer Specialists COAPSRow5: 

		LanguageRow6: 

		 Administrative Staff if applicableRow6: 

		 Certified Older Adult Peer Specialists COAPSRow6: 

		LanguageRow7: 

		 Administrative Staff if applicableRow7: 

		 Certified Older Adult Peer Specialists COAPSRow7: 

		Name: 

		Comments: 

		i-a-1: 

		i-a-2: 

		i-a-3: 

		i-a-4: 

		i-b: 

		i-d: 

		i-d-2: 

		ii-a: 

		iii-a: 

		iv-a: 

		v-a: 

		vi: 

		Date113_af_date: 

		Text114: 
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Personal Emergency Response Systems (PERS)  
Enhanced PERS (E-PERS)  


I. Service Capacity 
A. Describe how your PERS and E-PERS work. 
 
 
 
B. After receiving a call from the ASAP to initiate service, describe your agency's procedures.  Include 


expected time frames and average time between ASAP referral and the start of service to the 
consumer.  


 
 
 
C. Describe your process for responding to consumers who speak a language not spoken by your 


monitoring staff, are hearing impaired, or are confused.   
 
 
 
D. Describe your process for testing in-home equipment.  How frequently is testing done? What is the 


procedure for replacing or repairing malfunctioning equipment? 
 
 
 
E. What documentation is kept on file?  Who is responsible for the testing?  Is the consumer able to 


replace the pendant battery? 
 
 
 
F. Where is your monitoring station located? 
 
 
 
G. How do you notify the ASAP regarding consumer PERS usage? 
 
 
 
H. Is there a charge for a second pendant in a 2-person household?   
 
 
 
I. What is your proposed rate for E-PERS?  Describe any additional charges. 
 
 
 
NOTE:  Rates for PERS and PERS installation are standard MassHealth rates established by the Division of 


Health Care Finance and Policy. 
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J. In the event of a power failure (e.g. electric, telephone), will the PERS/E-PERS continue to work? 
 
 
 
K. What is your agency’s policy in the event that equipment is damaged or lost? 
 
 
 
L. Describe the process for retrieval of equipment once a consumer is terminated from the ASAP. 
 
 
 
II. Staff Qualifications 
A. Describe the experience and qualifications of the person responsible for service provision (the 


manager of the program), if different from the information provided in the Administrative Overview. 
 
 
 
B. Describe the experience and qualifications you require for staff providing this service, including 


coordinators, installers, and, as applicable, monitoring station personnel. 
 
 
 
III. Supervision 
A. Describe the procedures for supervision, including frequency, documentation, and 


credentials/qualifications of supervisors for each position. 
 
 
 
B. Describe the systems and procedures employed to ensure that services are delivered to consumers 


as authorized. 
 
 
 
 
Provider employee who completed this form   


Name: __________________________________  Date: ____________________ 
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Personal Emergency Response Systems (PERS) 


Please note the documents and records which will be required for the Consumer files and/or Employee 
files to be reviewed at the time of On Site Evaluation 


EMPLOYEE Records Review 


Provider  
 
Date   
 
Monitor   
 


     


Start Date  
& Termination Date, if applicable 


 
 
 


    


Number of reference checks      


CORI Check 
 


     


Orientation: Date  
 


     


Job Description(s) 
 


     


Physical: Latest date 
 (if applicable) 
 
 


     


TB:  latest date (if applicable) 
 


 
 


    


Ongoing training: dates 
 


 
 
 
 


    


OIG monthly checks  
 


     


Annual Performance Appraisal: Date  
 


    


Comments  
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Personal Emergency Response Systems (PERS) 


Please note the documents and records which will be required for the Consumer files and/or Employee 
files to be reviewed at the time of On Site Evaluation 


CONSUMER Records Review 


Provider ______________ 
 
Date  _________________ 
 
Monitor  ______________ 
 


     


ASAP authorization    
 


     


ID Info – name; address; phone; DOB      
Physician(s) name and phone      
Current CM/RN and phone 
 


     


Emergency Responder(s) name, 
phone, location of keys 


 
 


     


Date of referral/installation 
 


     


Hospital name and phone 
 


     


Date of service termination      
Date of unit removal 
 


 
 
 


    


Comments 
 
 
 


     


NOTE:  Shaded data elements are only required in the Consumer File if provider is not on Provider Direct.  Otherwise the 
PD Demonstrator will be asked to illustrate “on screen”. 


 
 
 
 


Name and Position of Provider Direct Demonstrator  
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ADMINISTRATIVE OVERVIEW 
SERVICE SPECIFIC ATTACHMENT 


Respite/Short Term Care  
 
 


Check all that apply: 
Adult Foster Care        Rest Home       Hospital Based Adult Respite  
  
Skilled Nursing Facility      Assisted Living Facility  
 
I. General Policies and Procedures 


A. Attach a copy of your last Department of Public Health survey and Plan of Correction (if 
applicable). 


 
 
 
 
 


B. What is your referral procedure?  Can you accept consumers on short notice? 
 
 
 
 
 


C. Describe your medication policy with respect to ASAP referrals (i.e., should the consumer bring 
their own medications with them?).  


 
 
 
 
 


D. Describe your policy to notify ASAP agency when there is a change in the consumer’s status 
&/or needs (i.e. hospitalization). 


 
 
 
 
 


E. Describe your policy to notify ASAP agency when service is altered from what was authorized                                             
(i. e. discharged prior to authorized date/ approval for MassHealth). 


 
 
 
 
 
II. Adult Foster Care 


A. Describe your procedure for selecting homes where consumers will be placed. 
 
 







ADMINISTRATIVE OVERVIEW 
SERVICE SPECIFIC ATTACHMENT 


 
 
 
 


B. Describe your procedure for supervising the care of consumers while they are in those homes. 
 
 
 
 
 
III. Rate 


A. What is your proposed rate for Short Term Care?  Describe any additional charges.   
 
 
 
 
 
 
 
 
 
 
 


B. Attach a copy of your current approved MMQ rates (if applicable). 
 
 
 
 
Provider employee who completed this form   
 
 
Name:  __________________________________  Date:   ____________________ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 







ADMINISTRATIVE OVERVIEW 
SERVICE SPECIFIC ATTACHMENT 


 
Short Term Care 


Please note the documents and records which will be required for the Consumer files and/or 
Employee files to be reviewed at the time of On Site Evaluation 


CONSUMER Records Review 


Provider 
 
Date  
 
Monitor   
 


     


ASAP authorization       


ID Info – name; address; phone; DOB      
Emergency contact(s) name and 
phone 


     


Physician(s) name and phone      


Hospital name and phone      


Medical/ social diagnosis      


Current CM/RN      


Service start/termination date  
 
 


    


Date of referral 
 


     


Service Plan 
 


     


Comments 
 


NOTE:  Shaded data elements are only required in the Consumer File if provider is not on Provider Direct.  Otherwise the 
PD Demonstrator will be asked to illustrate “on screen”. 


 
 
 
 
 


Name and Position of Provider Direct Demonstrator  







ADMINISTRATIVE OVERVIEW 
SERVICE SPECIFIC ATTACHMENT 


 
Short Term Care 


Please note the documents and records which will be required for the Consumer files and/or 
Employee files to be reviewed at the time of On Site Evaluation 


EMPLOYEE Records Review 


Provider 
 
Date  
 
Monitor   
 


     


Start Date  
& Termination Date, if applicable 


     


Number of reference checks  
 


    


CORI check       


Orientation:  Date      


Job description(s)  
 


    


Ongoing training:  dates 
 
 
 
 
 
 


     


OIG monthly checks 
 


     


Annual performance Appraisal: date      


Comments 
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ADMINISTRATIVE OVERVIEW 
SERVICE SPECIFIC ATTACHMENT 


Supportive Day Care   


I. General Policies and Procedures
A. Describe the time span between referral and assessment.


B. Describe the time span between assessment and consumer participation.


C. What is your proposed rate for Supportive Day Care?  Describe any additional charges.


D. Describe the following assessment procedures and who is responsible for the procedures:
1) Intake/Screening


2) Physician Report


3) Plan of Care (including activity plan)


4) Enrollment Agreement


5) Reassessment of Care Plan Timetable


6) Discharge criteria and notification


E. Describe your participant orientation procedure


F. Describe your record keeping method for each consumer including quarterly progress notes


G. Describe your policy and training for reporting suspected abuse or neglect of a participant 







ADMINISTRATIVE OVERVIEW 
SERVICE SPECIFIC ATTACHMENT 


 
 


H. Describe your consumer grievance procedure  
 
 
 


I. Attach a copy of your participant bill of rights and responsibilities that is posted and distributed to all 
participants6 


 
 
 


J. Describe your procedure for handling participant medical emergencies. 
 
 
 


K. Describe your emergency plan that includes plans for evacuation and relocation of participants in the event of an 
emergency such as fire, loss of power (lights and/or heat), and hurricanes/snowstorms:   


 
 
 


L. Describe your nutrition services including how often and who provides the meals.   
 
 
 


M. Attach a monthly schedule of participant activities. 
 
 
 


N. Describe your arrangements or contract for transportation to your facility. 
 
 
 
II. Program Administration 


A. Do you have a governing body responsible for operation of your program? 
 
 
 


B. Do you have an advisory committee?  
 
 
 


C. Is your written plan of operation reviewed and updated annually? 
 
 
 
 


D. Do you have an updated organizational chart? 
 
 
 







ADMINISTRATIVE OVERVIEW 
SERVICE SPECIFIC ATTACHMENT 


E. Do you have a formally established fee schedule? 
 
 
 
III. Personnel Procedure 


A. Describe policy/procedure and frequency for: 
Tuberculosis Screening 
 


 
B. Describe procedure and frequency for the following trainings, if applicable: 


CPR 
 
 
First Aid 
 


    C. Describe procedure for staff and volunteer orientation. 
 
 
 


D.  Describe procedure and frequency for supervision and in-service training, including the use of standard protocols   
for communicable diseases and infection control 


 
 
 


E.  Do you perform evaluations for employees? How often? 
 
 
 


F.  Describe how you achieve the mandatory minimum staff to consumer ratio. 
 
 
 
Provider employee who completed this form   
Name:  __________________________________  Date: ____________________ 
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Supportive Day Care  


Please note the documents and records which will be required for the Consumer files and/or Employee files to be 
reviewed at the time of On Site Evaluation 


EMPLOYEE Records Review 


Provider 
 
Date  
 
Monitor  


     


Start Date  
& Termination Date, if applicable 


     


Number of reference checks      


CORI Check      
Orientation:  Date      
Job Description(s)      
 


Licenses/Certificate of Training 
 
Current/expired? 


     


Ongoing training:  dates 


 


Communicable Diseases and Infection 
Control: Dates 


 
 
 
 
 


    


CPR: latest dates 
 
First Aid:  latest dates 
 
Current/expired? 


     


Physical: latest date   
(if applicable) 


     


Performance Appraisal Date:      


OIG monthly check 


 
     


TB:  latest date      
Comments 


 


 
 
  
 
 







ADMINISTRATIVE OVERVIEW 
SERVICE SPECIFIC ATTACHMENT 


 
Supportive Day Care 


Please note the documents and records which will be required for the Consumer files and/or Employee files to be 
reviewed at the time of On Site Evaluation 


Consumer Records Review 


Provider   
 
Date  
 
Monitor  
 


     


ASAP Authorization   
 


     


Service start date 
& termination date, if applicable 
 


     


ID Info – name; address; phone; DOB 
 


     


Emergency contact(s) and phone 
 


     


Physician(s) report including medical       
Plan of Care 


 
     


Enrollment agreement  


 
     


Semi-annual reassessment  


 
     


Quarterly progress notes  


 
     


Name of current CM 
 


     


Comments 
 


NOTE:  Shaded data elements are only required in the Consumer File if provider is not on Provider Direct.  Otherwise the 
PD Demonstrator will be asked to illustrate “on screen”. 


 
 


Name and Position of Provider Direct Demonstrator  
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ADMINISTRATIVE OVERVIEW 
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Revised 2004 1 


Translation-Interpreting 


A. Describe your criteria for selecting people who will be translators and interpreters, including how you ensure
that appropriate dialects are available:


B. Please provide a listing of languages which you can interpret including your ability to service the hearing
impaired.  State fluency to read, write and speak each language.


C. Provide the hours that services from your organization can be supplied:  (if any specific translation and/or
interpreting services are not available during these hours, please indicate.)
Monday:
Tuesday:
Wednesday:
Thursday:
Friday:
Saturday:
Sunday:


D. State approximate timeframe between referral and provision of service:
1. For translation assignment:
2. For interpreting assignment:


E. For translation assignments, does your organization have the capability to accept assignments and transmit
completed work electronically?   No     Yes
If yes, describe the method by which work should be submitted to your organization:


F. What is the method work will be received from your organization?


G. Describe your procedure for ensuring that translators and interpreters provide quality work, including client
satisfaction and accurate and objective translation:


H. How do you address sensitivity to elders with your employees?


I. What is your proposed rate?
$
Describe any additional charges.


Provider employee who completed this form  
Name:  Date: 
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The Boston Consortium 
Service Proposal Chart- RFP 2022 


Please check each service and ASAP you propose to contract with 
 
 


Service BSHC CBES Ethos 
Adult Day Health ☐ ☐ ☐ 
Alzheimer’s Coaching-Habilitation Therapy ☐ ☐ ☐ 
Behavioral Health Services ☐ ☐ ☐ 
Bill Payer/Representative Payee  ☐ ☐ ☐ 
Chore ☐ ☐ ☐ 
Companion ☐ ☐ ☐ 
Electronic Comfort Pet ☐ ☐ ☐ 
Emergency Shelter ☐ ☐ ☐ 
Environmental Accessibility Adaptations ☐ ☐ ☐ 
Evidenced Based Education Programs ☐ ☐ ☐ 
Financial Consultation  ☐ ☐ ☐ 
Grocery Shopping and Delivery Service  ☐ ☐ ☐ 
Goal Engagement ☐ ☐ ☐ 
Home Delivery of Medication ☐ ☐ ☐ 
Home Health Services    
Complex Care Training and Oversight (formally Skilled Nursing) ☐ ☐ ☐ 
Home Health Aide ☐ ☐ ☐ 
Physical Therapy ☐ ☐ ☐ 
Home Safety/Independence Evaluations (formally Occupational 
Therapy) 


☐ ☐ ☐ 


Speech Therapy ☐ ☐ ☐ 
Laundry ☐ ☐ ☐ 
Legal Services ☐ ☐ ☐ 
Medical-Competency Evaluation ☐ ☐ ☐ 
Medication Dispensing System ☐ ☐ ☐ 
Orientation and Mobility (formally Vision Rehabilitation) ☐ ☐ ☐ 
Peer Support (Certified Older Adult Peer Specialist) ☐ ☐ ☐ 
Personal Emergency Response System ☐ ☐ ☐ 
Respite Care ☐ ☐ ☐ 
Supportive Day Program ☐ ☐ ☐ 
Transitional Assistance (added housing search support) ☐ ☐ ☐ 
Translation/Interpretation ☐ ☐ ☐ 
Transportation ☐ ☐ ☐ 
Vision Rehabilitation ☐ ☐ ☐ 
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BOSTON CONSORTIUM RFP 2022 
EVALUATION AND SCORING CRITERIA 


 
 
The Consortium will score proposals, in part, according to the general evaluation and rating criteria shown 
below.  The Consortium reserves the right to develop specific evaluation and rating criteria for the Non-
Homemaker procurement process to be used by evaluators reviewing these proposals.  Scores will be used to 
assess the strength of proposal received.  Each member of the Consortium, independently, reserves the right 
not to renew a contract based on a respondent’s proposal score.  


In determining whether to renew or award a contract, the Consortium may consider a number of relevant 
factors, including but not limited to:  the respondent’s proposal score, the respondent’s experience in 
providing relevant services, the respondent’s qualifications, the respondent’s cost of services as outlined in 
the respondent’s proposed rate details and financial materials, the respondent’s compliance with reporting 
requirements and the overall satisfaction of the respondent as compiled by satisfaction surveys completed by 
Consortium staff. 


The Consortium has included the general evaluation and rating criteria (shown below) to guide the 
respondents in completing the proposals.  This rubric provides the general criteria for all proposal questions.   


Please note the following: 


1. In general, proposals received after the deadline will not be reviewed or considered for contracting.   
2. Once a proposal has been submitted, the Consortium reserves the right to request additional 


information to clarify any responses/proposals received.  The Consortium shall have the right to 
specify the amount of time for submission of such additional information/revisions.  The Consortium 
shall have the right to disqualify responses where such information and/or revisions are not 
submitted within the timeframe specified by the Consortium.  


3. The Consortium reserves the right to interview respondents as part of the procurement and 
evaluation process to clarify any part of the proposal. 


4. The Consortium reserves the right to award conditional contracts to lower scoring respondents if the 
respondents fulfill language and cultural needs to specified areas/regions in which other respondents 
do not adequately cover.  The conditional contract will be for a period not less than three months 
with possibility of extension to full term if the respondent is able to successfully improve on areas 
which were found to be below required standards. This will be accomplished and evaluated through 
corrective action plans. 
 


Current Providers 
 
30% Documented Experience with Providers: 
 (Provider Quality Review Tool)  
 Service 
 Contract Compliance 
 Financial 
 Case Management Review 
10% Fiscal 
 Financial Stability 
 







BOSTON CONSORTIUM RFP 2022 
EVALUATION AND SCORING CRITERIA 


 
 
10% Worker Availability 
 Language  
 Geography  
 Skills  
10% Policy Compliance (See Admin Overview) 
5% Client Not at home policy (See Admin Overview) 
       Emergency Policy 
10% Rate Structure (see Attachment D) 
5% Quality Improvement Plan 
5% Service Specific Attachment  
5% Technology 
10% Encryption Software  
10% SDO- Supplier Diversity Office Certification 
 
Total: 100 points or 100%; 110 points with Supplier Diversity Office 
 
 
New Applicants 
 
10% Response demonstrates understanding of ASAP needs and service requirements and ability to meet  
         Them 
10% References as to responsiveness, demonstrated ability to provide similar services, communication  
         with business 
10% Fiscal 
 Financial stability 
10% Worker Availability  
 Language  
 Geography  
 Skills  
10% Policy Compliance (See Admin Overview) 
5% Client Not at home policy (See Admin Overview) 
        Emergency Policy 
10% Rate Structure (see Attachment D) 
10% Quality Improvement Plan (compensates for no experience score) 
5% Service Specific Attachment   
5% Summary 
5% Technology 
10% Encryption Software  
10% SDO- Supplier Diversity Office Certification 
 
Total: 100 points or 100%; 110 points with Supplier Diversity Office 
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Boston Consortium RFP 2022 
Computer Hardware/Software Minimum Requirements Certification 


System Requirements 
Operating System: Windows 10 or higher (Recommended) 


Browser: Certified: Internet Explorer 11 


Processor: 2.0 GHz processor or better 


RAM: 4 GB minimum, 8 GB recommended. 


Screen Resolution: Minimum: 1024x768 (1280x1024 is ideal) 


Internet Access: 1 Mbps (Megabit per second) (recommended for each 
concurrent user) 


Maximum Latency: 100ms or less 


Software: 
Microsoft Office 2013, 2016, 2019 or Office 365 


Silverlight: Silverlight version 5.1.30214.0 and higher. 


Add-Ons: 
Adobe Reader: Required for viewing/printing PDF files 


Adobe Flash Player: Required for on-demand trainings 


Software Requirements: 


Antivirus Software installed: (Symantec, TrendMicro, 
MacAfee, etc.) 


Encryption software for email communication: (Zixmail, Cisco, 
etc.) 


Secure Backup system or software: (Carbonite or HIPAA 
Compliant online backup software) 


Please note:  Organizations awarded contracts through this procurement will be required to 
provide and maintain all necessary functionality, hardware, and software to meet industry 
standards, as outlined above, including: 


a. Operating systems and software (word processing, spreadsheets, databases, e-
mail communication, etc.), should be licensed


b. Internet connectivity and the appropriate internet capacity to support the
Contract.







 does not currently meet the Computer/
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What is your business email domain? (ex.@bshcinfo.org) 


Due to HIPAA compliance, ASAP’s cannot email public domains such as Hotmail, Gmail, 
Yahoo, Outlook, etc. 


What email encryption software does your agency use? 


When was your agency’s last email encryption training? 


A member of the Boston Consortium will be reaching out to your agency during the month 
of July, 2022 to get confirmation that your agency is able to send an encrypted email.   


By signing this form, Provider is certifying that it meets the requirements outline above.  If 
the Provider is unable to attest to a particular requirement, the Provider shall submit an 
explanation and plan to comply with this requirement.  


_____________________________________________________________________________________
Provider’s Authorized Signature           Printed Name Date 


Plan to Meet Requirements:  


Software requirements outlined above. 


The following is                                         ‘s plan to comply with this requirement:  
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