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WHEt is the ACF/AFoH Program?

iacilities (ACF)/Adult Foster Home (AFoH)
centive Program provides a cash
nd AFoH operators who facilitate the
of tl . esidents with local Mental Health
Su tance e Disorder providers according to their
1eeds.

ose of the program is to improve behavioral &
‘health outcomes for residents by encouraging

of community resources while increasing revenue
operators. Eligible operators will receive %72.00 per

 resident er quarter. As an additional resource, our
ACF/AFoH web site can be found at the link below:



http://mha.ohio.gov/Default.aspx?tabid=572%232092430-what-is-the-adult-care-facilityadult-foster-home-acfafoh-incentive-program

WHO IS ELIGIBLE TO
PARTICIPATE?

and Group Home operators licensed
it of Mental Health & Addiction
hrough the Office of Licensure &
ors whose licensure is in good

ACF/AFoH Home Operator
oes not provide housing

n. Only home

- may participate ir
rogram. The progre
for individual residents.

“ ict the Office of Licensure & Certification if you
tions about your licensure status at 614-752-8880.

.......................



What is the Application

‘{‘p\- “54'(’&
PE @ c @ s s ? ;;" Prometing wellness and recovery
hﬂohlo & ok B Kasich, Gavemar » Tracy | Flowck, Earector - 308 Beoad St. + Columbus, (514 406-253 + mha.ohio goy
9
° . <) q. EXAMPLE
% Completion of the ACF/AFoH Home "on <€ =t
o Adult Care Facility (ACF)/Adult Foster Home (AFoH)
Operator Incentive Program Form (see Home Operator Incentive Form
Please complete information below verifying all residents linked with Mental | DAKS Vendor #: (Le., 0000299777)
Examp]-e) Health (MH) and/or Substance Use Disorder (SUD) services on the last day of 0 299777
the Quarterly Reporting Period (see quarterly due dates noted below).
ACF or AFoH Information
0 ? You may submit one form per facility per quarter
’0’ Whe]f'e dO I get the fOI'm . NOTE: Payment is issued by the Office of Budget and Management, Ohic Shared Services (0SS). You must register

with 055 and receive an OAKS Vendor Number in order to receive payment. Applications that do not have the QAKS
Vendor Mumber will not be processed. More information can be found at

http://ohiosharedservices.ohio.gov/VendorsForms.aspx.

[ AcvAromName | OpentorName | ACPAFoR Addres

30 East Broad Street
Rohrbaugh Adult Home | Theresa Rohrbaugh Columbus, OH 43215

I e B e

\ ) ("~ Foster Home (1 -2) 2, 09 ACE-
% Complete one form per licensed home. OFiytenec-3
(XGroup Home (6 - mbha.ohio.gov

0:0 HOW Often do I Complete the form(s)? Please mark the box for the quarter you are requesting participation:

At the end of every quarter. Forms
i : e R I
submitted prior to the end of the T
: [ e cmrter v 1-un.30.205 [T

quarter will not be processed.

By voluntarily signing this form, you affirm that all residents included in the quarterly countis) are currently residing in this facility
on the end date(s) of the quarteris) you are requesting funding participation. | hereby declare, certify and affirm that the
information | have provided on this application, including all attachments and supporting documentation, is true and accurate to

’:‘ HOW dO I Submit the form(S) ? the best of my knowledge and belief. | further affirm that this agreement s voluntary and is entered inta in good faith;

therefore, any misleading or fraudulent activities will forfeit my ability to receive additional funding.

: 1 : Last day of the
Email, fax to the information at the s Theresa Rohubaugh L o quariororaftor|
bottom of the form, OR send U.S. PRINT- ACF/AFol Home Authorized Name -PRINT —  ACF/AFoH Home Authorized Gignaturel  Date

The quarterly form may not be signed, dated or submitted prior to the end date of each quarter.

Mail to my attention (referenced at
the end of this presentatjon), T AFoHincanthomba.ohloor or ont vi foxat o 144059787 "

DMHAS-T048 [Rev. 12/14)



http://mha.ohio.gov/Portals/0/assets/Supports/Housing/ACF-Incentive-Form_Final.pdf

02 St - mha.ohio gov

Adult Care Facility (ACF)/Adult Foster Home (AFoH)
Home Operator Incentive Form
ing all residents linked with Mental | OAKS Vendor #: (Le., 0000200777)

Health (MH) and/or Substance Use Disorder (SUD) services on the last day of
the Quarterly Reporting Period (see quarterly due dates noted below).

ACF or AFoH Information

NOTE: Paymen of Budget and Management, Chio Shared ices | You must register
with 055 and receive an OAKS Vendor Number in order to receive payment. Applications that do not have the DAKS
Vendor Number will not be processed. More information can be found at

http://ohiosharedservices.ohio.gov/VendorsForms.aspx.
ACF/AFoH Name Operator Name ACF/AFoH Address

e — —— N————————

" Foster Home (1
~ Family Home

" Group Home

" 2nd Quarter (Oct. 1 - Dac. 31, 2004}

By voluntarily signing this form, you affirm that all residents inclu : a are currently residing in this facility
on the end date(s) of the quarter(s) you ara raqL ng funding participation. | heraby declare, certify and affirm that the
information | have provided on this application, including all attachments and supporting documentation, is true and accurate to
the best of my knowledoe and belief. | furthe that this agreement is voluntary and is antera good faith;

therefore, any miskeading or fraudulent acti will forfieit my ability to receive additional funding.

X x =

PRINT - ACF/AFoH Home Authorized Name - PRINT ACF/AFoH Home Authorized (Signature} Date
The quarterly form may not be signed, dated or submitted prior to the end date of each quarter.

This form may be emailed to OhioMHAS's Housing Policy and Resource Administrator at
ACF-AFoHIncentive@mha.ohlo.gov or sent via fax at 614-485-9747

DMHAS-7048 (Rev. 12/14)




WHhat are the Program Rules?

on of the application, there are additional program rules to
ators to participate in the ACF/ AFoH Home Operator

ose linked residents living in the home on the last day

eporting centive Verification Form.

al Health Plans for Care for residents in
ocal Mental Health and/or AOD

erators must maintain records o
he Department to verify linkage w

rmined during the verification process that the home’s license is not in good
en the operator must comply with the requirements established by the Office
e & Certification in order to receive the ACF/AFoH Home Operator Incentive

ayme

’lease note: The Department may request verification of resident linkage with local Mental

ealth and / or Substance Use Disorder providers at any time. If it is determined during the
verification process that the home operator provided incorrect information regarding resident
linkage, all ACF/ AFoH Home Operator Incentive payments must be returned to the
Department.



HOW IS the ACF/AFoH Incentive
Payment Determined?

sed on the number of residents regardless of
2y utilized during the quarter, i.e., the
ato e the same payment amount for one
ident utilizing fot ental Health and AOD services
e (1) resident utilizing one (1) service.

ested documentation must be submitted as instructed
) the home operator receiving payment through the

+ Payments will be distributed on a quarterly basis. The Home
Operator will receive $72.00 per resident/per quarter if all
requirements are met. Payments will be processed on or about
the 15" and 30t of each month. Distribution will take
approximately four to six weeks.



Additional Information

h

source Administrator
or

4 66' UC
e@ml
Confidential Fax: (6

485-9747

7eb site:

equently Asked Questions:

Office of Licensure & Certification: (614) 752-8880
Ohio Shared Services 1-877-644-6771


mailto:ACF-AFoHIncentive@mha.ohio.gov
http://mha.ohio.gov/Default.aspx?tabid=572
http://mha.ohio.gov/Default.aspx?tabid=572%232092898-frequently-asked-questions
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