Supported Apartment Program Services (SAP) (SPC 104)
Application & Rate Proposal Information 

Section I 
Provider Information

Agency Name or Doing Business as (DBA)      
Legal Entity Name (if applicable)      
Tax ID Number or SSN
     



NPI# for Medical Providers      
WI Medicaid # for Medical Providers      

Medicare # for Medical Providers      
Contract Administrator      




Email      
Mailing address for Contract correspondence      
Phone—including area code (   )    -    

Fax—including area code (   )    -    
Contact for Billing (where the checks are to be mailed)      


Email      
Mailing address for Billing      
Phone—including area code (   )    -    

Fax—including area code (   )    -    
Contact for Authorization (where service authorizations are to be mailed)      
Email      
Mailing address      
Phone—including area code (   )    -    

Fax—including area code (   )    -    
Email address for Provider Newsletter      
Section II
Rate Proposal 

The following documents are required to be completed for each Supported Apartment Program. 
a. Residential Face Sheet

b. Attachment 1: Residential Computation Worksheet

c. Attachment 2: Residential Salary Allocation Worksheet
d. attachment 3: Residential Weekly Staffing 
e. Residential Member/Staff Scheduling Form  
Section III 
Instructions

See Instructions for Attachments a-e
Section IV 
Costs 

See Attachments a-e
Section V
 Service Assessment Information

1.  To what target groups does your agency provider these services? Please indicate all that apply.

 FORMCHECKBOX 
Developmentally Disabled

 FORMCHECKBOX 
Frail Elderly

 FORMCHECKBOX 
Physically Disabled

 FORMCHECKBOX 
Mentally Ill 

2.  In which counties will you provide services?

 FORMCHECKBOX 
Fond du Lac County

 FORMCHECKBOX 
Manitowoc County

 FORMCHECKBOX 
Winnebago County

 FORMCHECKBOX 
Other      
3.  Is your office wheelchair accessible?

 FORMCHECKBOX 
Yes




 FORMCHECKBOX 
No
4.  Is your facility (where members would come to receive services) handicap accessible for the following? 

 FORMCHECKBOX 
Physically Disabled (in wheelchair)
Yes    FORMCHECKBOX 
     No   FORMCHECKBOX 
     N/A  FORMCHECKBOX 
 
 

 FORMCHECKBOX 
Visually Impaired



Yes    FORMCHECKBOX 
     No   FORMCHECKBOX 
     N/A  FORMCHECKBOX 

 FORMCHECKBOX 
Hearing
Impaired


Yes    FORMCHECKBOX 
     No   FORMCHECKBOX 
     N/A  FORMCHECKBOX 

 FORMCHECKBOX 
Other      
 FORMCHECKBOX 
N/A (Members don’t come to facility)
5. Does your agency prioritize services to determine which services may be missed in a day if staff is ill or overbooked?

 FORMCHECKBOX 
Yes

 FORMCHECKBOX 
No

 FORMCHECKBOX 
N/A

If yes, how      
6.  Does your agency have personnel within your organization or available to your organization to accommodate non-English speaking members?

 FORMCHECKBOX 
Yes, please list languages:     ,     ,     ,     
 FORMCHECKBOX 
No 

 FORMCHECKBOX 
N/A

7.  LCD contracted providers are prohibited from establishing restrictions limiting access to contracted services for LCD Members. Outside of restricted practices do you have any universally applicable limits for the provision of the services you are proposing? 

 FORMCHECKBOX 
Yes. Please attach narrative description of limits.

 FORMCHECKBOX 
No. 
Description:      
Section VI  
Capacity 

Capacity: LCD is required to report to the Department of Health Services (DHS) that it has adequate capacity within its network to meet the needs of current and prospective members. The information indicated here from SAP providers assists LCD in determining whether it needs additional SAP Services providers in our network.

Describe how your agency determines adequate capacity. For example, do you frequently inquire whether employees want additional hours? Do you turn down referrals? What is your current capacity?

Description:      
Section VII  
Service Description Narrative

Service Description: Please indicate which services your narrative applies to. Make copies and complete different narratives if the service descriptions are different. This narrative will be made available to staff, and to members upon request, when asking for information related to choosing a provider. It is important that this description be inclusive and relatively brief, as staff will be reviewing this section when determining which vendors can meet specific member’s needs. If you produce written brochures/materials describing your contracted services, that information may be attached in lieu of a written description. 

Description:      
Section VIII
  Transportation

1.  Does your agency allow employees to transport members in their personal vehicles? 

 FORMCHECKBOX 
Yes

 FORMCHECKBOX 
No

 FORMCHECKBOX 
N/A

2.  Does your agency pay your employees mileage or travel reimbursement? 

 FORMCHECKBOX 
Yes, explain which      
 FORMCHECKBOX 
No

 FORMCHECKBOX 
N/A

3.  Does your agency have a policy related to transportation of members, such as limiting the number of miles, distance, etc.?  

 FORMCHECKBOX 
Yes

 FORMCHECKBOX 
No

 FORMCHECKBOX 
N/A

If yes, please summarize that policy here:      
Section IX  
Signature

Completion of this application packet is necessary for contracting for SAP Services with LCD. Responses and information contained herein will be used for contractual expectations for your organization’s evergreen agreement with LCD. 

Print Name and Title of Agency Representative      
Signature of Authorized Agency Representative     



Date      


