[bookmark: _GoBack]STATE OF CONNECTICUT
Certified Community Behavioral Health Clinics (CCBHC) 
Project Teams Participation Form- Provider
Please fill out the form below and return to MHA-CCBHC@ct.gov
Additional information can be found online at www.ct.gov/dss/ccbhc.
	Name
[bookmark: Text1]     

	Agency
[bookmark: Text2]     

	Phone Number
     

	E-mail Address
     

	Please select the work group you are interested in participating in. (Choose all that apply)
|_| Quality Management Council (primary Steering Committee)
|_| Staffing and Governance Team
|_| Accessibility, Scope of Services, and Care Coordination Team
|_| Quality and Reporting Team
|_| Prospective Payment Team

	Please describe your experience and expertise as a provider. Describe your clientele. What perspective would you bring to the CCBHC Planning process?
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	Describe the specific activities you would like to participate in, including how and why.
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	Please identify the top two (2) choices for Project Team participation in the order of your interest.

     


	Does your agency anticipate applying to become a CCBHC? If yes, be advised that additional actions will be taken to preserve the integrity of the process, including but not limited to: signing a conflict of interest statement, recusing you from decisions relating to funding, etc.

     


	By serving as a member of any of the Project Teams, you will be expected to attend at least one meeting per month from October 2015- December 2016 with additional work assignments and communication required in between.  Are you able to devote the time necessary to be an active participant on a CCBHC Project Team?


     




Return completed form to: MHA-CCBHC@ct.gov
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