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Consumer   Name:             

Date  Form  Completed:             

  

Description   of Funding Use :   (include location and event  title if applicable ) :             

  Describe how  you benefited  in your recovery using this funding :    

           

           

           

           

           

           

           

  Fax completed form to:   Quality Impr ovement   Coordinator     330 - 455 - 7424   OR     Mail   completed   form to:     Quality Improvement   Coordinator                                                     Stark County Mental Health & Addiction Recovery     121 Cleveland   Avenue , S.W.     Canton, Ohio   44702    

TO BE COMPLETED   BY  STARKMHAR :  

Date completed form received:             

  CRS   Log Updated  

 



APPLICATION FOR FLEXIBLE FUNDING 
FOR ADULTS (AGE 22+) SERVED BY STARK COUNTY’S BEHAVIORAL HEALTH SYSTEM
This funding is available for community-based recovery strategies/supports to assist in the discharge from the hospital/CSU/jail/prison/residential treatment and/or to prevent the (re)admittance/(re)arrest, that are necessary to support recovery in the least restrictive level of care. This funding is also available to support individuals in their recovery journey in the areas of social/recreational, educational, employment, symptom management, hobbies, etc., when all other sources of funding have been ruled out. This funding is available for cases that have been discussed at collaboratives such as MI/ID, SRC, and Collaborative Care, or which the complexities have been brought to the attention of StarkMHAR and/or individuals being served in priority programs 1-4 as defined in the RFP guidance document. All applications will be considered on an individual basis and are contingent on available funds.
CONSUMER INFORMATION: 
	Individual’s Name:
	      
	Date of Birth:
	     

	Agency Programs:
	Please list all agency programs from which the client is receiving services:        


	Guardian:
	Is the Guardian in agreement with this request?    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 
 N/A
	Consumer Contribution: $      

	Priority Population?
	 FORMCHECKBOX 
 Severe Mental Illness (SMI)   FORMCHECKBOX 
  Severe Substance Use Disorder (SUD)    FORMCHECKBOX 
  Severe Emotional Disturbance  (SED)

	Case Discussed At:
	Select all that apply:  FORMCHECKBOX 
 MI/ID   FORMCHECKBOX 
  SRC   FORMCHECKBOX 
 Collaborative Care   FORMCHECKBOX 
 Other- priority program 1-4 as defined by RFP      

	
	


DETAILS OF REQUEST:
	Agency Staff Name:
	     
	Title:
	     

	Agency Name:
	     

	Phone:
	     
	Fax:
	     
	Email:
	     

	Details of Request:
	     

	Reason(s) for Request (select all that apply):
	 FORMCHECKBOX 
 Discharge from hospital/CSU 

 FORMCHECKBOX 
 Prevent (re)hospitalization
 FORMCHECKBOX 
 Stabilize crisis situation
 FORMCHECKBOX 
 Support transition to lower LOC
 FORMCHECKBOX 
 Release from jail/prison
 FORMCHECKBOX 
 Prevent re-arrest

	 FORMCHECKBOX 
 Stepdown from AoD residential treatment
 FORMCHECKBOX 
 Prevent utilization of emergency departments
 FORMCHECKBOX 
 Prevent eviction/Housing Support
 FORMCHECKBOX 
 Trauma-informed strategy
 FORMCHECKBOX 
 Culturally/linguistically competent strategy

	 FORMCHECKBOX 
 Support Evidence-Based Practice

 FORMCHECKBOX 
 Symptom Management

 FORMCHECKBOX 
 Reinforcement of treatment goals
 FORMCHECKBOX 
 Social/Recreation/Hobby/Interest(s)
 FORMCHECKBOX 
 Educational/Employment
 FORMCHECKBOX 
 Other:      


	Total Amount Requested:
	$      
	

	Agency Approval of Request:
	Have all other sources of funding/community resources been ruled out before making this request?    
  FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No  (If ‘yes’, please indicate sources below)
	

	
	
	Agency Supervisor Signature


How will this request impact CLIENT’S recovery in the community? (Attach additional pages as necessary)
	     


PLEASE LIST THE SOURCES OF FUNDING/RESOURCES RULED OUT BEFORE SUBMITTING THIS REQUEST:
	     


PROCEDURES FOR FLEXIBLE AND CONSUMER RECOVERY SUPPORT FUNDING:
1. Agency will send the completed application to the attention of the Recovery Program Manager at StarkMHAR (fax # 330-455-7424 or encrypted email flexfunds@starkmhar.org).
2. Upon receipt, StarkMHAR will review the application and notify the agency within 1-3 business days of approval or denial of request. 
3. If approved, the agency will incur the requested cost and send StarkMHAR a monthly invoice for reimbursement within 30 days of the approval. The description on the invoice should read the selected: “Flex Funds” and include the approved Request # indicated below (assigned by StarkMHAR).  
4. Funding applications and original receipts should be maintained by the agency.

* * * * * * * * * * * * * * * ** * *   This section to be completed by STARKMHAR   * * * * * * * * * * * * * * * * * * *
	Date Received:
	
	Request #
	
	Purchase Order #
	


AUTHORIZATION:
	 FORMCHECKBOX 
 Request Authorized 
	Amount: $ 
	 FORMCHECKBOX 
 Request Denied
	

	
	
	
	StarkMHAR Staff Member Signature
	Date
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