Wyoming Department of Health

Behavioral Health Division

Outpatient and Residential Mental Health (MH) and Substance Use Disorder (SUD) Treatment Services

And Quality of Life Supports
Funding Application

 State Fiscal Year 2026
Organization _________________________________________________________________________
This application includes nine (9) sections to be completed. Unless an attachment is requested, please type directly into the section.
1. Type of Application   
2. Applicant Information
3. Board of Directors
4. Organization Administration 
5. Facility Information
6. Partnerships and Collaborations
7. Service Delivery Plan
8. Attachment Checklist
9. Assurances and Signatures

SECTION 1.1 Type of Application 
 
Please indicate which services your organization will be providing by checking the applicable box(es) below, followed by the county(ies) where the services will be provided:

  FORMCHECKBOX 
  MH Outpatient in________________________________________________________County(ies)                                                                                                 
  FORMCHECKBOX 
  SUD Outpatient in _______________________________________________________County(ies)

  FORMCHECKBOX 
  MH Residential in _______________________________________________________County(ies)
  FORMCHECKBOX 
  SUD Residential in ______________________________________________________County(ies)
SECTION 1.2 Applicant Information

Complete all fields below:
Applicant’s Legal Name:  _________________________________________________________________________ 
Business Office (Physical Address):  ________________________________________________________________
Business Office (Mailing Address – if different): __________________________________________​_____________
Hours of Operation: _____________________________________________________________________________

Applicant Contact Person and Title: _________________________________________________________________
Phone Number of Contact Person: _________________________________________________________________


E-Mail Address for Contact Person:  ________________________________________________________________
Contract Signatory (board president or other member of the governing board authorized to sign the contract):  _____________________________________________________________________________________________
Title of Contract Signatory:  ______________________________________________________________________
Please provide the name and qualifications of the director or administrator of the organization.

Name: _______________________________________________________________________

Qualifications: _________________________________________________________________
Federal Employment ID #:    ______________________________________________________________________ 
Unique Entity Identification Number: ______________________________________________________________
SECTION 1.3 Board of Directors
1. Please provide the name and email address of all officers on the board of directors. Add additional lines as necessary.
	Name of Officer
	Email Address

	
	

	
	

	
	

	
	

	
	

	
	

	
	


SECTION 1.4 Organization Administration 

1. Using the format below, list ALL staff positions who provide services reported to the Division. This list should include the director, all staff whose salaries, whether partial or full, is paid through this funding. Include all vacant positions. If staff is part-time, indicate the portion of that time in the FTE column. Add additional lines as necessary. THE CHART MUST BE LISTED BY INDIVIDUAL POSITION, NOT CATEGORIES OF STAFF OR GROUPS. LIKEWISE, THE SALARY LISTED MUST BE INDIVIDUALIZED - DO NOT PROVIDE SALARY RANGES. (Wyo. Stat. Ann. §18-3-516(e) “Any nonprofit corporation which receives at least twenty-five percent (25%) of its total annual budget from county funds, state funds or both in combination shall annually submit a list of all full-time positions employed by the corporation and the wages and salaries paid each position, without the name of the employee, to the commission, board, council or agency from which the funds are received.”)
	Position Title
	Primary Job Function (i.e., CEO, IT, data, therapist, med management, case manager, peer specialist, etc.)
	Credentials/Degree
	Annual salary including benefits (as of November, 2024)
	FTE (%)
	Is position filled or vacant?

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


SECTION 1.5 Facility Information
1. Provide the facility information requested below. Add additional lines as necessary.
	Facility Name
	Agency Code (For current contracted Centers only)
	Type of Facility (e.g., Outpatient Clinic, Group Home, etc.)
	Address
	Services Provided at this Location 
	Hours of Operation

	
	
	
	
	
	

	
	
	
	
	
	


SECTION 1.6 Partnerships and Collaborations 
1. In the format below, please describe your organization’s relationship with other community partners (e.g., child welfare, primary care, criminal justice, and courts). Who are your primary partners and on what topics do you collaborate? Please provide the date when agreements will be received by the Division. In section 1.8 of this application, please attach copies of current formal written agreements your agency has with partners. If awarded, prior to any payment being issued, a current formal written agreement with the following entities in each County served must be approved and on file with the Wyoming Department of Health, Behavioral Health Division:
a. Law Enforcement

b. Schools

c. Hospitals

d. Jails (County jails or detention centers)
e. Ambulance Services

f. Wyoming Lifeline (988)

g. Central Wyoming Counseling Center (988)

	Partner
	Brief description of topics of collaboration
	County
	Does your agency have a formal written agreement with this partner? (Yes/No)
	If no, please provide an approximate date when a formal written agreement will be received

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


SECTION 1.7 Service Delivery Plan
1.   Describe your agency’s ability to provide a range of comprehensive and integrated behavioral health services that support quality care to the priority populations. Please include a list of Evidence Based Practices delivered through your agency’s programs and services. Limit your response to two (2) pages. 
2.   Describe how your agency’s staffing patterns and number of staff are adequate to provide the continuum of services required and the requested optional services. Limit your response to two (2) pages.
3.  Describe your strategy and specific programming for providing services to each priority population listed below. Limit your response to three (3) pages. 
a. State Level Justice Involved 

b. Nonstate Level Justice Involved
c. Families at High Risk
d. Adults with Acute Mental Illness

e. Adults with Severe Mental Illness

f. Indigent Clients with High Needs
g. Indigent General Access Clients

h. Persons Who Inject Drugs
i. Pregnant or Parenting Women
j. Veterans
4.  Describe your agency’s exclusionary criteria for EACH priority population. Limit your response to two (2) pages.
5.   Describe your agency’s admissions process. Please include details on open access, appointment availability, and how the Medicaid application process is completed for all clients. Limit your response to two (2) pages.  
6.   Describe how case management is integrated into the treatment process. Limit your response to one (1) page. 
7.   Describe what measures are put into place to ensure your agency is not engaging in duplicative billing. Limit your response to one (1) page.
8.  Describe how your agency participates in the development and implementation of a community disaster plan. Limit your response to one (1) page. 
9.  Describe how recovery support services are delivered at your agency. This may include services provided by peer specialists, transportation, help with basic needs, and any additional services that increase an individual’s long-term recovery and quality of life. Limit your response to one (1) page.
10.  Describe your agency’s capacity to respond to emergency detentions and behavioral health crises in your communities. Limit your response to two (2) pages.
(a) If a client in crisis walks into the Center, how is that handled?

(b) What are the gaps in resources and service delivery?

When evaluating and scoring an application, the Department may consider information not included in the application but otherwise possessed by the Department.

SECTION 1.8 Attachment Checklist 

All documents attached to the application must be submitted in the order shown below and the organization name and page number must be included at the bottom of each page of the attachment.
 FORMCHECKBOX 

Certificates of good standing (3 documents)
(a) the unemployment insurance program
(b) the workers’ compensation program
(c) the Secretary of State’s office  
 FORMCHECKBOX 

SAM.gov documentation

 FORMCHECKBOX 

Proof of professional liability insurance

 FORMCHECKBOX 

Current payment policy 
 FORMCHECKBOX 

Organizational chart (if provider has multiple locations, please ensure those locations are included.) 
 FORMCHECKBOX 

Formal written agreements with key partners
 FORMCHECKBOX 

Tuberculosis policies and procedures, including a list of key service providers (e.g. public health, hospital, private healthcare provider)
 FORMCHECKBOX 

Evidence of national accreditation OR the anticipated date the organization will achieve accreditation 
 FORMCHECKBOX 

Articles of Incorporation and bylaws (new applicants only)

 FORMCHECKBOX 

Evidence of Division certification, to provide substance use disorder treatment services, if applying for funding (new applicants only)

SECTION 1.9 Assurances and Signatures

In the column on the left, please initial each statement to indicate your agreement if awarded.  

	Assurances

	
	Applicant agrees to provide data and information to the Division per contract requirements and as necessary to determine program outcomes. Applicant will ensure electronic health records system allows contract data requirements to be met.  

	
	Applicant agrees to obtain or maintain its national accreditation and comply with applicable state and federal certification requirements. 

	
	Applicant states that the organization is governed by a Board of Directors.

	
	The Board of Directors of the Applicant agrees to monitor the information provided in this application and subsequent contract, if funded.  

	
	Applicant states that funding received from the Division under this application will be maintained separate and apart from other funds of the Applicant, including funds from programs also administered by the Division. 

	
	If this is a renewal application, Applicant states that the organization’s charter and bylaws include documentation that at least one of its permissible services is a human service program as defined by W.S. §35-1-613(a)(iv).  

	
	Applicant states that it shall comply with Wyoming laws and regulations pertaining to building and operations.   

	
	Applicant states that each mental health and substance use disorder service will be provided in accordance with service definitions developed by the Behavioral Health Division.

	
	Applicant agrees to bill Medicaid and other third party pay sources for all eligible services.


By submitting and signing this application, the applicant agrees to the above statements.

_____________________________________________________________________________________
Board Chairman








Date

_____________________________________________________________________________________
Printed Name of Board Chairman









_____________________________________________________________________________________
Executive Director








Date

_____________________________________________________________________________________
Printed Name of Executive Director

Incomplete applications will be returned without review.
Scoring Criteria                                              

	Section
	Scoring

	Section 1.1  Type of Application 
	Pass/Fail

	Section 1.2  Applicant Information
	Pass/Fail

	Section 1.3  Board of Directors
	Pass/Fail

	Section 1.4  Organization Administration 
	Pass/Fail

	Section 1.5  Facility Information
	Pass/Fail

	Section 1.6  Partnerships and Collaborations
	Pass/Fail

	Section 1.7 Service Delivery Plan
	

	  1.  Comprehensive and integrated services  
	10

	  2.  Staffing patterns 
	10

	  3.  Programming to priority populations
	10

	  4.  Exclusionary criteria
	10

	  5.  Admissions process
	10

	  6.  Case management
	10

	  7.  Duplicative billing
	10

	  8.  Community disaster planning
	10

	  9.  Recovery support services
	10

	10.  Emergency detentions and crisis response
	10

	Section 1.8 Attachment Checklist
	

	1. Are all attachments submitted?
	1

	2. Are all attachments within the page limits listed?
	1

	3. Was the application packet completed and submitted without the need for revision?
	1

	CAP (If applicable)
	

	1. Is applicant on a CAP? (If yes, -5 points from final score)
	

-5

	FINAL SCORE
	103 maximum


Due Date: February 10, 2025
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