DEPARTMENT OF CHILDREN AND FAMILIES	dcf.wisconsin.gov
Division of Safety and Permanence
Request for Need Determination Application
[bookmark: _Hlk203005322]Use of form: Wis. Stat. § 48.625(1g) and Wis. Admin. Code ch. DCF 57.46 require the department to review the need for additional placement resources that would be made available by the issuance or amendment of a group home license and certify in writing that a need exists for the proposed additional placement resources. Use of this form is mandatory to express interest in meeting group home needs identified by the department and to request a determination of need. An application is officially received by the department only if it is completely filled out, signed, dated and submitted with all required materials. Personal information you provide may be used for secondary purposes [Privacy Law, s. 15.04(1)(m), Wisconsin Statutes]. Provision of your social security number (SSN) is voluntary; not providing it could result in an information processing delay.
Instructions: Complete each section of the application and submit the form and required documents to the department on or before the deadline.
	Applicant Information 

	Applicant Full Name (First and Last)
[bookmark: Text9]     
	Telephone Number
     

	Mailing Address
[bookmark: Text125]     
	Email Address
[bookmark: Text128]     

	|_| Yes 	|_| No	Does the applicant currently hold OR have a pending application for license or certification?
If "Yes", check the type(s) of license and/or certification.

	License Type
|_|	Adult Family Home
|_|	Child Placing Agency
|_|	Community Based Residential Facility
|_|	Child Care Center (family or group)
|_|	Foster Home (children)
|_|	Group Home (children)
|_|	Hospital
|_|	Nursing Home
|_|	Residential Care Center for Children and Youth
|_|	Shelter Care (children)
[bookmark: Text43]|_| Other – Specify:      
	Certification Type
|_|	Adult Day Care
|_|	Alcohol and Other Drug Abuse Program
|_|	Certified Child Care
|_|	Mental Health Program
|_|	Registered Child Care
[bookmark: Text44]|_| Other – Specify:      

	If "Yes", to the question above, provide the names and locations of all licensed programs currently held or pending application for license or certification by the applicant. Attach a separate page if necessary.
[bookmark: Text45]     

	|_| Yes |_| No	Has the applicant ever been individually licensed, certified, or otherwise regulated by any government or private agency(s)?
|_| Yes |_| No	Has the applicant ever owned or operated a program that was licensed, certified, or otherwise regulated ￼
If "Yes" to either question above, provide the name, address and telephone number of each agency and the dates of operation of the regulated facility or program. Attach a separate page if necessary.

	Agency Name
     
	Telephone Number
[bookmark: Text47]     

	Agency Address (Street, City, State, Zip Code)
[bookmark: Text48]     
	Dates of Operation (mm/dd/yyyy)
[bookmark: Text49][bookmark: Text50]     

	Attach the Following Materials

	A scope of services and programming which includes (at a minimum):
1. A description of your proposed trauma-informed treatment modality and services, and how the treatment and services meet the specific needs of the population to be served as identified in the Statement of Need. (Supporting a Trauma-Informed Treatment Approach)
2. A description of any additional supports proposed to meet the unique needs of the youth served.

	3. A detailed plan for staffing that meets the qualifications and needs of the treatment modality described and the operation of the group home.
Please read DCF 57.10 for group home staff qualifications.

	4. A comprehensive staffing plan that includes a detailed staff training plan/modal that reflects trauma informed care, crisis response, and ongoing professional development.

	5. A clearly defined and detailed budget using the cost categories required for rate regulation cost reporting. Please visit the rate regulation website for additional information.

	6. Proof of sufficient funds dated within 30 days of the completed application, to operate a group home for the first six months of operation based on your proposed budget. An example of proof of funds is shown by a bank statement showing the applicant’s name, the date of the statement, and the amount of funds in the account.

	7. A plan for ownership or rental of property that meets the needs described in the Statement of Need published by DCF and complies with requirements in DCF 57.
a.  Include in this plan how the applicant will ensure timely maintenance and repairs. The applicant need not be in possession of the property at the time of this application.

	8. A plan for monitoring and evaluation of the program, including continuous quality improvement measures.

	9. A plan for achieving accreditation and working towards QRTP certification within 3 years of initial probationary license. Please review QRTP Certification Requirements and Chapter DCF 61 for additional information.

	10. Project readiness timeline to include key milestones like hiring, facility preparation, licensing expectations, expected date of youth placement readiness, etc.

	I affirm that all statements made in this request and any attachments are true and correct to the best of my knowledge. I understand that providing incorrect or untruthful information, or omitting information, is grounds for denial of my application. I also understand that credible statements made to the department that contradict information I provide under this written attestation may also be grounds for denial. I will comply with all applicable laws, rules, and regulations in Wisconsin.
I affirm that I, as the licensee will become certified as a qualified residential treatment program (QRTP) under s. 48.675, Stat., and ch. DCF 61 within 3 years after the issuance of the initial probationary license.


	
	     
	
	

	
	Applicant Full Name (Type / Print)
	
	

	
	     
	
	     

	
	Applicant SIGNATURE
	
	Date Signed (mm/dd/yyyy)
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