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  FORMCHECKBOX 
 NEW REQUEST             FORMCHECKBOX 
 RENEWAL REQEST

	DEVELOPMENTAL DISABILITIES SUPPORTS DIVISION

 REQUEST FOR SUBCONTRACT APPROVAL

(Please Print clearly those not legible will be sent back)

	Requesting Agency:
	     

	Address:  
	     
	Contract Manager:
	     

	
	     
	Phone:
	     
	Fax:
	     

	Name of Proposed Subcontractor:
	                            

	Address:  
	     
	Phone:
	     
	Date:
	     

	
	     
	SS #
	     

	
	
	
	

	Other DDSD providers agencies the subcontractor is employed or subcontracting with:
	     

	Complete the information below. It is the sole responsibility of the provider to ensure the subcontractor is in compliance with all licensing and Medicaid/Medicare requirements including but not limited to insurance requirements, professional licensure, degree, qualifications, caregiver’s criminal screening clearance, financial requirements, experience, resumes, and transcripts.



	Program (
	Service 
	Justification Describe the scope of work (SOW) the subcontractor will be performing.  Explaining why the provider agency, with a DDSD provider agreement is unable to perform the SOW with existing staff.
	Effective Dates
	

	
	
	
	Start
	End
Upon expiration, termination or cancellation of provider agreement.


	Hourly amount  ($)

	 FORMCHECKBOX 
 FIT 
 FORMCHECKBOX 
 Respite 
	     
	     
	     
	     
	     

	Respite – Subcontractors must submit an application for criminal history screening to the Caregivers Criminal History Screening Program (CCHSP) no later than 20 calendar days after the first day of employment.   A copy of the clearance letter is kept in the subcontractor’s personnel file. 
Subcontractors must provide services in accordance with DDSD Service Definitions and Standards.

	Initial

	Family Infant Toddler Program – Subcontractors must provide services in accordance with 7.30.8 NMAC Requirements For Family Infant Toddler Early Intervention Services, DDSD Service Definitions and Standards and DDSD Policies and Procedures
	Initial


ASSURANCE:  I certify that I am authorized to assure that all applicable requirements pertaining to the services/scope of work as specified in my Contract/Provider Agreement will be adhered to in the execution of this subcontract.

	     
	
	
	
	     

	Print Provider Name
	
	Authorized Provider Signature
	
	Date

	INFORMATION BELOW IF COMPLETED BY DDSD (FOR OFFICIAL USE ONLY):

	___Approved     ___Denied

Date of Review:  _____________________
	Reviewer’s Comment: _______________________________________

_________________________________________________________

_________________________________________________________

	Signature:  
	  ________________________
	Date Sent to Agency:  __________  By:  _______ (Initial)

	                                         ORIGINAL - DDSD                          COPY - PROVIDER


Send this form to the FIT Program Regional Manager (see below)
	FIT Regional Manager
	Fax:
	FIT Regional Manager
	Fax:

	SW - Sbicca Brodeur 
	505- 841-6523
	NW & SE - Verna Trujillo
	505-476-8992

	Metro - Patti Ramsey
	505- 841-6523
	NE - Albert Ericson
	505-476-8992








