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SFY 20 Wyoming Court Supervised Treatment Program
Master Contact List

Attachment B to SFY 20 Application

	Legal Name of CST Program:
	

	Organization Governing the Contract:
	

	Mailing Address
	Physical Address for FedEx of Contract

	
	


CST Program Coordinator Information:  Provide contact information for the Program Coordinator. 
	Name
	Title
	Mailing Address
	Telephone
	E-mail
	Specific requests

	
	
	
	
	
	


Contracting Agency and Contract Signatory Information:  Provide the name, address, telephone number and email address of the individual who will sign the state contract and the individual who will attest their signature, if applicable. (Add rows as needed)

	Name
	Title
	Mailing Address
	Telephone
	E-mail

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


The Attorney General and WDH Director would like to limit the number of contracts with two signature pages. If you are required legally to provide an original signature to a department or attorney, list below:
	


 Yes, I need an Original Signature for:  

	Name
	Purpose

	
	

	
	


	


  No, I do not need an Original Signature; an email copy will be fine.
Fiscal or Fiduciary Agent Information:  Provide the name, address, telephone number, and e-mail address for the fiduciary agent for this program. (Add rows as needed)
	Name
	Title
	Mailing Address
	Telephone
	E-mail

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Governing Body:  Provide the name, address, telephone number, and e-mail address for the representatives of the governing body for this program. (Add rows as needed)

	General Governing Body Information 

	Governing Body Members

	Name
	Title
	Telephone
	E-mail

	
	
	
	

	
	
	
	

	
	
	
	


	Member
	Name & Title
	Mailing Address
	Telephone
	E-mail
	% Weekly Staffings attended last year

	Participating Judge *
	
	
	
	
	

	Substitute Judge *

(who sits in for Participating Judge, not mandatory)
	
	
	
	
	

	Prosecuting Attorney
	
	
	
	
	

	Defense Attorney or Guardian ad litem
	
	
	
	
	

	Monitoring Officer/Probation Officer
	
	
	
	
	

	Treatment Provider Representative
	
	
	
	
	

	Program Coordinator
	
	
	
	
	

	Other 
(List Title, not mandatory)
	
	
	
	
	


 Program Team Member Contact Information (as required by W.S. 7-13-1609(a)):  Provide the name and contact information for all Program Team Members.   If their title is not what is described, add the title after their name. You must have someone for each position unless otherwise specified. If you do not have all required team members, you must provide a plan for recruiting any missing members. Do not alter the member column titles. (Add rows as needed)
*Can be only a District Court Judge, Circuit Court Judge or Magistrate, Municipal Court Judge or Tribal Court Judge (W.S. 7-13-1602(vii))
List staff, staffing team members, board members and all other individuals affiliated with the program not already listed above (e.g., case manager, peer specialist, secretary, law enforcement, DFS, schools, etc.)  Provide the role, name, and contact information. (Add rows as needed)

	Role with Program
	Name
	Mailing Address
	Telephone
	E-mail

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Treatment Provider(s) Organization Information: (Add rows as needed)

	Name
	Title
	Mailing Address
	Telephone
	E-mail

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Ancillary and Community Services Information:  List all ancillary and community service provider information including information on employment providers, subcontractors, and contractors.  (Add rows as needed)

	Name of Provider(s) or Contractors
	Address/Telephone 
	Duration of current contract 
(start/end dates)
	Description of services provided

	
	
	
	

	
	
	
	

	
	
	
	


Mental health provider contact information: (Add rows as needed)

	Name of Treatment Provider(s) or Contractors
	Address
	Duration of current contract (start/end dates)
	Total $ Amount of Contract
	Certification Expiration Date if Applicable
	National Accreditation Expiration Date if Applicable

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	



