
Wyoming Department of Health

Behavioral Health Division (Division)
Mental Health and Substance Abuse Services Section
Community Recovery Housing on the 
Wind River Indian Reservation
Funding Application

State Fiscal Years 2027 and 2028 (Two years)

SECTION 1:  General Administration
Application due February 2, 2026
Email the completed Application to ashley.provencio2@wyo.gov

_____________________________________________________________________________________
This Application is limited to Community Recovery Housing Services: Community Recovery Housing is an agency-managed living environment that supports recovery, self-determination, and community integration. Through peer support and/or case management, residents gain skills in the areas of personal health and hygiene, community socialization, family reconciliation, job readiness, problem resolution, housekeeping, financial planning, assistance with acquiring ongoing employment and income, and assistance in acquiring permanent housing. Persons served are active partners in determining activities, goals, and results. The services are consistent with the Commission on Accreditation of Rehabilitation Facilities (CARF) Community Housing definition found here: https://carf.org/accreditation/programs/employment-community/. The applicant must facilitate substance use counseling for at least five (5) hours per week for each client through a local certified program.
Funding may be used for housing, case management, peer support, and other agreed-upon services. The program must achieve minimum rates in occupancy, graduation/transition, employment, housing, and other agreed-upon measures including follow-up surveys. Priority must be given to people who, upon entry, are literally homeless, are primarily of Native American descent, and are diagnosed at an American Society of Addiction Medicine (ASAM) Level 2 or greater.
The Division is accepting applications for a two (2) year period. The Division may negotiate for one-year or two-year contracts. This Application is not an offer or promise of funding or contract. 

Other than the required attachments listed in Section 1.2.C., all answers should be typed directly into this document. Please be concise in your responses. Return the completed document to ashley.provencio2@wyo.gov via email by 5:00 PM, Mountain Time, Monday, February 2, 2026. 

There are eight (8) subsections that must be completed by all applicants:
1. Applicant Information
2. Minimum Application Requirements  
3. Assurances and Signatures

4. Organization Administration and Governance
5. Relationships with Other Human Service Providers 
6. Client Support and Participation
7. Service Delivery Plan

8. Budget
SECTION 1.1 Applicant Information

	Applicant’s Legal Business Name:
	

	Business Office (Physical Address):  
	

	Community Housing Location:
	

	Mailing Address (If Different From Above):
	

	Hours of Operation:
	

	Hours Staffed:
	

	Applicant Contact Person and Title:  
	

	Phone Number of Contact Person:
	

	E-Mail Address of Contact Person:  
	

	Authorized Contract Signatory Name(s) and Title(s):
	

	Federal Employment ID #: 
	

	DUNS Number: 
	


SECTION 1.2 Minimum Application Requirements 
A. Please provide the names and email addresses of the officers of the board or governing body.
	Names of Officers
	Email Address (If Applicable)

	
	

	
	

	
	

	
	

	
	


B. Please provide the name and qualifications of the director or administrator of the program.
Name:  
Qualifications:  
C. Please provide/attach the following documents with your Application:

· Proof of Professional Liability Insurance 
· Certificates of Good Standing verifying compliance with the employment insurance program and workers’ compensation program
· A copy of and guidance for your organization’s current sliding fee scale and/or a copy of the policy for charging individuals served via this program
· Your organizational chart (with names and titles)
· A copy of your current substance use disorder certification from the Division
· Policy concerning hiring of people in recovery
· Letters of support, if available, from the Fremont County Commissioners, the Northern Arapaho Tribal government, the Eastern Shoshone Tribal government, and the agency(ies) with which you collaborate to ensure that treatment and recovery services are provided to clients
SECTION 1.3 Assurances and Signatures

In the column on the left, please initial each assurance and statement to indicate your agreement. Note if exceptional situations exist that prohibit your organization from adhering to the assurance.  

	Initial
	Assurances

	
	Applicant agrees to allow Wyoming Department of Health, Behavioral Health Division staff to conduct on-site reviews of the Applicant’s facility(ies) in accordance with Division policies and procedures, and agrees to provide written materials as outlined in the on-site review forms provided by the Division.  

	
	Applicant agrees to provide data and information to the Division per contract requirements.  

	
	Applicant agrees to maintain applicable state certification requirements. 

	
	Applicant agrees to utilize a sliding fee scale.

	
	The councils, for which there is a signature below, agree to monitor the information provided in this Application and subsequent contract, if funded.  

	
	Applicant states that funding received from the Division, if awarded through this Application, will be maintained separate and apart from other funds of the Applicant. 

	
	Applicant states that the organization’s charter and bylaws include documentation that at least one of its permissible services is a human services 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 agrees to provide any organization policy or procedure to the Division upon request and pursuant to the requirements in the contract.

	
	Applicant states that the organization complies with Substance Abuse and Mental Health Services Administration (SAMHSA) System of Care principles. 

	
	Applicant states that the organization will provide data and information necessary for the Division to determine outcomes.

	
	Applicant states that services funded will be provided in accordance with services outlined on page one.

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

	
	Applicant agrees to facilitate treatment engagement for all persons served through the Community Recovery Housing Grant.

	
	Applicant agrees to facilitate the applicable acquisition of employment, education, and housing for all persons served through the Community Recovery Housing Grant.


By signing and submitting this Application, the Applicant agrees to the above assurances and statements.
_____________________________________________________________________________________
Council Chairman Signature



Printed




Date

_____________________________________________________________________________________
Council Chairman Signature



Printed




Date

_____________________________________________________________________________________
Executive Director Signature



Printed




Date

SECTION 1.4 Organization Administration and Governance

1. In the format below, please list the following information regarding all staff of your organization. This list should include the director and all administrative staff, whether para-professional or professional, whether at your main office or any satellite office. Include all vacant positions. 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.”)
List all staff 

	Position Title
	Primary Job Function 
(i.e., executive director, administrative support, clerical, etc.)
	Credentials/ Degree
	Annual Salary (including benefits) 
	Usual Number of Hours Worked per Month 

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	 
	
	
	
	

	 
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


2.  Describe your agency’s fiscal management system. How are fiscal decisions planned, executed, and managed? What checks and balances are utilized in acquiring and paying bills? 
Type Here: 
SECTION 1.5 Relationships with Other Human Service Providers

      1.
In the format below, please describe your organization’s relationship with other human services providers, i.e., who are your primary partners and on what topics do you collaborate? Please include all partnerships with treatment, recovery, education, training, and housing/homelessness organizations. 
	Partner
	Brief Description of Collaboration Topics 
	Does Your Agency Have a Formal Written Agreement with this Partner? (Yes/No)

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


SECTION 1.6 Client Support and Participation
1. Describe how peer support is provided. 

Type here: 
2.
Describe how clients are included in their treatment planning. 
Type here: 
3. Please describe the training required and/or provided for staff not licensed through the Wyoming Mental Health Professions Licensing Board that promotes staff utilization of best practices and professional guidelines (i.e. training as a peer specialist).
Type here: 

Section 1.7 Service Delivery Plan 
1. Summarize your overall agency and program goals and objectives. 
Type here: 
2. List the estimated number of persons in each population you propose to serve each year. 
	Priority Population
	Propose to Serve SFY2027
	Propose to Serve SFY2028

	Residents of the Wind River Indian Reservation, and nearby counties, who are primarily of Native American descent
	
	

	People who are literally homeless upon intake
	
	

	Intravenous drug, opioid, and methamphetamine users
	
	

	Other priority: 
	
	

	
	
	

	Total number of people you propose to serve:
	
	

	Total number of people you believe will successfully complete the program:
	
	


3.  Provide the information requested below, using the indicated format.

	Facility Name
	Address
	Total Number of Beds
	Number of Beds Funded 80% or More with These Funds

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Section 1.8 Budget
Provide your SFY 2027/2028 (two-year) budget.
	Line Item
	To Be Paid From This Grant
	To Be Paid From Other Sources 

	Personnel wages and benefits
	$
	$

	Facility operating costs (i.e. heating, maintenance, etc.)
	$
	$

	Insurances including professional liability
	$
	$

	Phone and internet
	$
	$

	Food 
	$
	$

	Transportation
	$
	$

	Staff training
	$
	$

	Other (describe and itemize):

 
	$
	$

	Other (describe and itemize):

 
	$
	$

	Other (describe and itemize):
 
	$
	$

	Total
	$
	$


Please ensure the budget totals in the above table are for two (2) years of community recovery housing services. 

Due Date:  February 2, 2026
SFY 27/28 Behavioral Health Division

WRIR Community Recovery Housing Grant Application       
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