ATTACHMENT 1
State Emergency Grant Provider Application
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DEPT OF HEALTH AND HUMAN SERVICES











Division of Behavioral Health
P.O. Box 95026, Lincoln, Nebraska 68509‑5026
This form must be mailed to the address listed above 

or submitted by e-mail to
dhhs.behavioralhealthdivision@nebraska.gov
You must complete all sections of this application in full.
	SECTION A:  PERSONAL INFORMATION                                                          

	1
	If an individual provider, print your Legal Name and complete Section A below. If an organization of providers, print the name of the applying organization along with the organization’s mailing address and TIN number and attach on a separate sheet of paper the information requested in Section A for each individual provider within your organization that would provide services under this contract, if awarded.

	
	First:


	Middle:
	Last Name:

	
	Name of Organization (if applicable):



	2
	Mailing Address:
	Street/PO/Route:



	
	
	City:


	State or Country:
	Zip:



	3
	Date of Birth (Month/Day/Year):

*all applicants must be a minimum of 19 years of age
	Place of Birth (City/State or COUNTRY):

	4
	Phone #: (optional)*


	Additional Phone #: (optional)*

	5
	E-Mail Address (optional)*: 

*phone number and e-mail is optional, but providing this information will speed up communication with you



	6
	For organizations only

Tax Identification Number (TIN)/Employer Identification Number (EIN):
	

	
	Social Security Number (SSN):
	

	
	If you have an A# or I-94# check the correct box(s) 

and provide your number:
	□ Alien Registration Number (“A#”):

 

	
	
	□ I-94 #



	
	Include photocopy of proof of citizenship or a lawful presence with this application as identified in Section E.


	SECTION B:  QUALIFYING INFORMATION



	If an individual provider, complete Section B below. If an organization of providers, complete Section B for each individual provider within your organization that would provide services under this contract, if awarded, and attach to this application.



	SECTION C:  SERVICE LOCATIONS 

	List all the behavioral health regions, judicial districts, counties, or cities where provider(s) is able to provide services.

___________________________________________________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________


	SECTION D:  EVIDENCE-BASED PRACTICES (EBP)

	Substance Abuse and Mental Health Services Administration (SAMHSA) services grants are intended to fund services or practices that have a demonstrated evidence base and that are appropriate for the population(s) of focus. While EBPs have not been developed for all populations and/or service settings, it is expected that EBP(s) will be utilized if an EBP(s) exists for the types of problems or disorders being addressed.

If applicable, indicate which EBPs provider(s) will utilize throughout service provision:

___________________________________________________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________




	SECTION E:  ENCLOSURES 

	Select each type of documentation that you are providing with this application.


	US Citizenship/Lawful Presence (must also be at least 19 years old):  
U.S. Citizens, a PHOTOCOPY of one of the following for each provider: 
□ Birth certificate (Hospital issued keepsake birth certificates cannot be accepted).
□ U.S. Passport (unexpired or expired).

□ Certificate of Naturalization.
□ Other documents that show U.S. Citizenship.
A Driver’s License is NOT acceptable.
NOT a U.S. Citizen, a PHOTOCOPY of one of the following for each provider:
□ Green Card, otherwise known as a Permanent Resident Card (Form I-551), both front and back of the card; 
□ Form I-94 (Arrival-Departure Record) AND an unexpired foreign passport with a valid unexpired US visa; or
​​​□ Employment Authorization Card AND
□ An approved deferred action status (DACA);

□ A pending application for asylum in the United States;

□ A pending or approved application for temporary protected status in the United States; or
□ A pending application for adjustment of status to that of an alien lawfully admitted for permanent 


    residence in the United States or conditional permanent resident status in the United States.

NOTE:  Documents (other than those for U.S. Citizenship) are verified by our office through the Department of Homeland Security. This process may take 4-6 weeks.


	LICENSE OR CERTIFICATION:  
Provide a PHOTOCOPY of one or both of the following for each provider: 
□ Active behavioral health certification
□ Active behavioral health license


	DEBARMENT:
If applicable, provide an explanation of debarment for each provider that is debarred from receiving federal funds: 
□ Explanation of debarment


	Ensure that photocopies of each selected item are included with your completed application. 


	SECTION D:  ATTESTATION                                                                                  


	


Contact Information:  DHHS - Division of Behavioral Health, 301 Centennial Mall South, 





   P.O. Box 95026, Lincoln, Nebraska 68509‑95026 
        Telephone: 402-471-7860 | E-Mail: dhhs.behavioralhealthdivision@nebraska.gov 
NEBRASKA


Provider Application


For Nebraska Emergency Response Grant


to Address Mental Health and Substance Use Disorders during COVID-19








PROVIDER REQUIREMENTS:  The following questions will assess if minimum provider requirements are met in order to determine eligibility for a contract with the provider(s). 





Does the provider(s) have an active behavioral health license or certification in the State of Nebraska which would allow provision of psychotherapy, medication management, or peer support services? 





( Yes, provider(s) has an active behavioral health license or certification in the State of Nebraska. Select services which provider(s) are able to provide:


			( Psychotherapy


			( Medication Management


			( Peer Support


( No, provider(s) does not have an active behavioral health license or certification in the State of Nebraska.





Submit photocopy of active behavioral health license or certification for each provider with this application.





Does the provider(s) have a minimum of two years of experience providing psychotherapy, medication management, or peer support services?





( Yes, provider(s) have a minimum of two years providing psychotherapy, medication management, or peer support services.


( No, provider(s) does not have a minimum of two years providing psychotherapy, medication management, or peer support services.





If awarded a contract, which services would the provider(s) be willing to provide?


			( Psychotherapy


			( Medication Management


			( Peer Support








	Has the provider(s) been debarred from receiving federal funds?





( Yes, provider(s) has been debarred from receiving federal funds. On a separate sheet of paper, include the provider(s) name, date of debarment, and the reason for debarment and submit along with this application.


( No, provider(s) has not been debarred from receiving federal funds.












