SSA/RCCMF-14-001-S

Attachment S

RCCMF PROGRAM SERVICE FORM
	Offeror’s Name:
	     

	
	(Must use your complete legal name as registered with SDAT

	Address:
	     

	

	Contact Name:
	     

	

	Telephone Number:
	     


Indicate the site location (Group Home name - if applicable, and address) and Geographical Region (County) where the RCCMFP service will be provided.  If you have multiple site locations providing the Program services, complete a separate form for each site location.  If the Group Home does not have a separate or distinct name from above, type “N/A”.  If the Group Home is located at the same address as above, type “same as above”.  In all cases, provide the Geographical Region (County).
	Group Home Legal Name:
	     

	Address:
	     

	County:
	     


Indicate the number of beds at this site location by age of children to be served and gender:
	# of Beds:
	     
	Age of Children/Youth:
	     
	Males:
	     

	# of Beds:
	     
	Age of Children/Youth:
	     
	Females:
	     

	# of Beds:
	     
	# of Children under 13:
	     
	Males:
	     

	# of Beds:
	     
	# of Children under 13:
	     
	Females:
	     

	

	Total Number of Beds at this Site Location:
	     


     
Name and Title of Person Authorized to Bind Services and Statements

________________________________________________________________________________
Signature of Person Authorized to Bind Services and Statements


Date

