[image: ]Home and Community Based Services-Adult Mental Health (HCBS-AMH)
Good Faith Effort Form


	Individual Name (last, first, mi): 
Click here to enter text.

	CARE ID Number:  Click here to enter text.
	CMBHS ID: Click here to enter text.

	Date of Birth: Click here to enter text.

	HCBS-AMH Provider Agency: Click here to enter text.

	Date: Click here to enter text.



To be completed by the HCBS-AMH Provider:
	List of service(s) and reason(s) you are not able to secure either directly or thru subcontract that are critical for the individual to maintain successful placement in the community:
Click here to enter text.

	Provide justification of the clinical need of the identified service(s) that can’t be provided:
Click here to enter text.

	Documentation of all provider outreach and recruitment efforts in establishing and maintaining the HCBS-AMH Service array. Please complete the chart below for each missing critical service identified (must have a minimum of 3 good faith efforts).

	Recruitment Approach
	Date
	Person/Organization Contacted
	Outcome

	Click here to enter text.	Click here to enter text.	Click here to enter text.	Click here to enter text.
	Click here to enter text.	Click here to enter text.	Click here to enter text.	Click here to enter text.
	Click here to enter text.	Click here to enter text.	Click here to enter text.	Click here to enter text.
	Click here to enter text.	Click here to enter text.	Click here to enter text.	Click here to enter text.



	Describe your ongoing efforts to secure the service(s) you are unable to provide:
Click here to enter text.



 
 _____________________________________				__________________________________
  Signature & Date – HCBS-AMH Provider		HCBS-AMH Provider Agency Contact

For Internal Use Only

____________________________________________		_____________________
HCBS-AMH Representative						Date
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