Imagine!

Provider/Provider Agency Application
	Name of Provider/Provider Agency:       

	Business Name (if different from above):         

	Phone 1:       
	Fax:       

	Alternate Phone:       

	Email Address  Name ( if different):      
	Email Address:        

	Website:       

	Mailing Address:                                          City:             State:             Zip:       

	Physical Location (if different from mailing):       

	EIN/Tax ID #:      
	Date of Application:       

	Name of Primary Contact:       

	Title:       

	Contact Email Address (if different from Company Email):       


	The Provider/Provider Agency is:     SELECT ONE TYPE OF PROVIDER ONLY

	 FORMCHECKBOX 
   Type 1 Provider


A provider with oversight and licensure by an external entity (i.e. DORA, CDPHE)

Provider type includes dentists, vision specialists, contract nurses, SOMB therapists, physicians, psychologists, psychiatrists, physical/occupational therapists, home health agencies, behavioral organizations.

	 FORMCHECKBOX 
  Type 2 Provider      Do not use this application if you intend to bill Medicaid directly.  

A Program Approved Service Agency – PASA (through the Division for Developmental Disabilities)

Provider type includes any organization that provides services predominantly (more than 50%) to individuals who are eligible for developmental disabilities services and who receive waiver funded services (SLS/CES/Comp).  The provider will bill through Imagine! as the Organized Health Care Delivery System (OHCDS) after approval.  

	 FORMCHECKBOX 
  Type 3 Provider

A provider without external oversight, licensure or certification; that will bill through or be paid through Imagine!.
Provider type includes typical community providers, independent contractors, Sign Instructors, Home Care agencies, cleaning companies, Teachers, Tutors, therapists without DORA oversight.

	 FORMCHECKBOX 
  Type 4 Provider  

A provider of non-direct services; receives payment through Imagine!

Provider type includes consultants, maintenance providers, organizations providing Assistive Technology, Home Modification, Vehicle Modifications, Instructors (including sign instructors), translators/interpreters, lobbyists, and other generic services without external oversight.  The provider may not provider services directly to individuals unless directly supervised by a qualified employee, provider or family member. 

	The Provider/Provider Agency is:

	 FORMCHECKBOX 
 An organization or business predominantly providing services for people with developmental disabilities 

	 FORMCHECKBOX 
 A community agency/individual providing services predominantly to people without developmental disabilities

% of people served with developmental disabilities      
Other populations being served:          

	Does the provider/provider agency have or plan to have employees or volunteers?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Is the provider a DDD Program Approved Service Agency?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   Date of initial program approval:      

	If yes, for which Community Centered Board(s) does the provider have approval as a PASA?

                                 

	Has the provider received approval from the Division for Development Disabilities to provide services and supports in the Imagine! CCB area as a PASA?    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

New agency? 
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Expansion Form completed?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  (Please attach copy)

	Medicaid Provider Number (required for new Type 2 Provider):      

	Have you/your agency provided services for Imagine! in the past?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  
If yes, under what name were services provided?       

	Projected start date in the Imagine! CCB area:         (Provider must complete application/verification process first)


	Services To Be Provided
	Autism Spectrum Disorders
	Children’s Extensive Services
	Comprehensive Services
	Early Intervention
	Families Most in Need
	Foster Care
	Supported Living Services

	 FORMCHECKBOX 
 Assistive Technology
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	 FORMCHECKBOX 
 Audiology Services
	 FORMCHECKBOX 

	
	
	
	 FORMCHECKBOX 

	
	

	 FORMCHECKBOX 
 Behavioral Services
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 
 Community Connector 
	
	 FORMCHECKBOX 

	
	
	
	
	

	 FORMCHECKBOX 
 Complementary/Alternative Therapies 
	 FORMCHECKBOX 

	
	
	
	 FORMCHECKBOX 

	
	

	 FORMCHECKBOX 
 Day Habilitation - Specialized Habilitation
	
	
	 FORMCHECKBOX 

	
	
	
	 FORMCHECKBOX 


	 FORMCHECKBOX 
 Day Habilitation - Community Connections
	
	
	 FORMCHECKBOX 

	
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 
 Dental Services
	
	
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	 FORMCHECKBOX 
 Developmental Intervention
	
	
	
	 FORMCHECKBOX 

	
	
	

	 FORMCHECKBOX 
 Emergency Response Systems
	
	
	
	
	
	
	 FORMCHECKBOX 


	 FORMCHECKBOX 
 Group Residential Services & Supports (GRSS)
	
	
	 FORMCHECKBOX 

	
	
	
	

	 FORMCHECKBOX 
 Home Accessibility Services (modification)
	
	 FORMCHECKBOX 

	
	
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	 FORMCHECKBOX 
 Homemaker Services - Basic
	
	 FORMCHECKBOX 

	
	
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	 FORMCHECKBOX 
 Homemaker Services - Enhanced
	
	 FORMCHECKBOX 

	
	
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	 FORMCHECKBOX 
 Individual Residential Services & Supports 
	
	
	 FORMCHECKBOX 

	
	
	
	

	 FORMCHECKBOX 
 Medical – Nutrition
	 FORMCHECKBOX 

	
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	 FORMCHECKBOX 
 Mentorship 
	
	
	
	
	
	
	 FORMCHECKBOX 


	 FORMCHECKBOX 
 Occupational Therapy
	 FORMCHECKBOX 

	
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	 FORMCHECKBOX 
 Other Licensed Professional : Specify       
	 FORMCHECKBOX 

	
	
	
	 FORMCHECKBOX 

	
	

	 FORMCHECKBOX 
 Parent/Sibling Education/Therapies
	
	 FORMCHECKBOX 

	
	
	 FORMCHECKBOX 

	
	

	 FORMCHECKBOX 
 Personal Care Services 
	
	 FORMCHECKBOX 

	
	
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	 FORMCHECKBOX 
 Physical Therapy
	 FORMCHECKBOX 

	
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	 FORMCHECKBOX 
 Professional Services-Hippotherapy
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	 FORMCHECKBOX 
 Professional Services-Massage Therapy
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	 FORMCHECKBOX 
 Professional Services-Music/Movement Therapy
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	 FORMCHECKBOX 
 Psychological/Psychiatric Services
	 FORMCHECKBOX 

	
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	 FORMCHECKBOX 
 Respite Services 
	
	 FORMCHECKBOX 

	
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 
 Social - Emotion Intervention/Integration 
	 FORMCHECKBOX 

	
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	 FORMCHECKBOX 
 Specialized Medical Equipment & Supplies
	
	 FORMCHECKBOX 

	
	
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	 FORMCHECKBOX 
 Speech –Language Pathology/Therapy
	 FORMCHECKBOX 

	
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	 FORMCHECKBOX 
 Supported Employment
	
	
	 FORMCHECKBOX 

	
	
	
	 FORMCHECKBOX 


	 FORMCHECKBOX 
 Therapeutic Services – Recreation/Fitness/Camps
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	
	 FORMCHECKBOX 

	
	

	 FORMCHECKBOX 
 Transportation
	
	
	 FORMCHECKBOX 

	
	
	
	 FORMCHECKBOX 


	 FORMCHECKBOX 
 Vehicle Modifications
	
	 FORMCHECKBOX 

	
	
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	 FORMCHECKBOX 
 Vision Services/Therapy
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	 FORMCHECKBOX 
 Other:  Specify       
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



Please email completed application to Kit Peiffer: kpeiffer@imaginecolorado.org.  Please include a copy of your resume or CV.
  If unable to email, you may fax to Kit at (303) 665-2648 or mail to Kit at Imagine! 1400 Dixon Avenue Lafayette, Colorado 80026.  
By submitting this application, I assert that the information I have provided is true and correct to the best of my knowledge and belief.

