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Applicants are required to complete Exhibit B Part 1 and 2, SOQ/RFA No. CPS/056 Application & 
Therapist Questionnaire.  

Instructions: Applicants must: 1) respond to all sections of the form 2) concisely include applicable, 
essential, and specific information 3) complete a separate Therapists Questionnaire for each therapist who 
will work through the agency 4) attach resume and license(s) for applicant and each therapist, if applicable. 

PART 1: APPLICANT’S INFORMATION 

Name of Applicant (Legal Entity) 

Name of Parent Corporation (if applicable) 

Address of Applicant (Street, City, Zip Code) 

Applicant's Federal Tax Identification Number 

Contact Person (Name, Title, Phone Number, E-mail Address) 

AGENCIES ONLY: Name and title of person(s) authorized to sign for agency 

Business type: Sole Proprietorship 
Partnership 
Corporation  

Request for Statement of Qualifications and Applications for Licensed Therapists to 
Provide Short-Term Counseling Services 

EXHIBIT B PART 1 – APPLICATION & THERAPIST QUESTIONNAIRE 
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APPLICANT'S STATEMENTS 

1. Number of years applicant has been in business under present business name:

2. List any prior names used by this business:

3. Numbers of years applicant has been licensed:

4. Number of years of experience applicant has had in providing required, equivalent, or
related services:

5. List contracts completed in last five years.

Year Contracting Agency Type of Service Location Amount 

6. List contracts, or other commitments (e.g. consulting arrangements), currently active.

Year Contracting Agency Type of Service Location Amount 

7. Provide details of any failure or refusal to complete a contract.
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8. Has the individual/agency ever contracted with the Department of Child, Family and Adult Services
(or the former Department of Health and Human Services) that has been terminated for cause?

Yes         No        

If yes, list contract number and service(s) provided 

9. If not a governmental agency, complete the following:

a. Does the agency hold a controlling interest in any other organization?

Yes    No

If yes, list organizations

b. Is the agency owned or controlled by any other person or organization?

Yes    No

If yes, list person(s) or organization(s):

c. Financial interest in any other business:

d. Name of persons with whom the applicant has been associated in business as partners or
business associates in the last five years:

Name of Business Associate  Name of Business

10. Briefly describe any litigation involving the agency, or principal officers thereof, in connection
with any contract.
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List any commitments or potential commitments which may impact assets, line of credits, or 

guarantor letters, or otherwise affect the applicant’s ability to perform the contract services. 

11. Include a standard certificate of insurance showing current coverages. If current insurance coverage
does not conform to the requirements of the attached insurance exhibit, do not obtain additional
insurance until a contract is offered. Applicant must, however, provide written evidence, which
must be in a form of a letter from an insurance broker or agent that the agency/individual will be
able to have the required insurance in place before a contract is signed and services commence.

Certification 

I certify that all statements in this Request for Statement of Qualifications and Applications for Licensed 
Therapists to Provide Short-Term Counseling Services, Exhibit B, Application & Therapist Questionnaire, 
are true.  This certification constitutes a warranty, the falsity of which shall entitle Sacramento County 
DCFAS-CPS to pursue any remedy authorized by law which shall include the right, at the option of 
Sacramento County DCFAS-CPS, of declaring any contract made as a result hereof to be void.  I agree to 
provide Sacramento County DCFAS-CPS with any other information Sacramento County DCFAS-CPS 
determines is necessary for the accurate determination of the agency's qualification to provide services. 

I certify that      (Agency's/Individual’s name) will comply with all 
requirements specified in this SOQ/RFA which are applicable to the services which we wish to provide.  I 
agree to the right of the county, state, and federal government to audit   
financial and other records.      (Agency’s/individual name) 

Signature of Applicant or Authorized Agent 

Date 
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Release of Information Letter 

Date: 

To: 

From: 

Subject: Release of Information to Sacramento County Department of Child, Family and 
Adult Services Child Support Services Division (DCFAS CPS) 

I am applying to become a contracted provider with Sacramento County DCFAS CPS.  I hereby authorize 
all former employers to release any and all requested information to DCFAS CPS if they should be 
contacted for a reference.  I release all former employers from any liability related to any information 
provided. 

Applicant’s Signature 

Request for Statement of Qualifications and Applications for Licensed Therapists to 
Provide Short-Term Counseling Services 

ATTACHMENT 1 – RELEASE OF INFORMATION LETTER SAMPLE 

SAMPLE


	A. PURPOSE
	B. SCOPE OF SERVICES TO BE CONTRACTED
	SECTION I.  OVERVIEW
	C. MINIMUM QUALIFICATIONS
	D. SCREENING AND EVALUATION CRITERIA
	E. APPLICANTS’ INFORMATIONAL MEETING
	A. STATEMENT OF QUALIFICATIONS AND APPLICATION REQUIREMENTS:
	B. APPLICATION SUBMISSION
	SECTION II.  ADMINISTRATIVE REQUIREMENTS
	C. ADDITIONAL INFORMATION
	D. NOTICE OF ACCEPTED/DISQUALFIED APPLICANTS
	E. COUNTY RIGHTS
	F. CONTRACTS
	G. COMMENCEMENT OF WORK
	H. MANDATED REPORTING
	CONTRACTOR shall comply with the training requirements for identification and reporting of child abuse, adult, and dependent adult abuse as defined in Penal Code Section 11165.7 and the Welfare and Institutions Code Section 15630-15632.  All training ...
	Continue on to Section I. “Contractual Requirements for Individual, Family, and Conjoint Counseling.”
	I. CONTRACTUAL REQUIREMENTS FOR INDIVIDUAL, FAMILY, AND CONJOINT COUNSELING
	J. CONTRACTUAL REQUIREMENTS FOR GROUPS
	K. CONTRACTUAL REQUIREMENTS FOR MENTAL HEALTH ASSESSMENTS
	L. CONTRACTUAL REQUIREMENTS FOR APPROVAL OF THERAPISTS
	M. CPS STC THERAPIST QUESTIONNAIRE FORM
	Continue on to Section N. “Contractual Requirements for Monthly Data Collection Report.”
	N.  CONTRACTUAL REQUIREMENTS FOR MONTHLY DATA COLLECTION REPORT:
	Continue on to Section O. “Preparation for Subpoenaed Testimony.”
	O. PREPARATION FOR SUBPOENAED TESTIMONY:
	C. CPS Authorized Groups (referred to as General and Specialized Groups)
	 A group is comprised of a series of twelve 90-minute sessions generally provided within a 12 week period.   Sessions with 5 or more CPS attendees are paid at the flat rate of $XXX per session.  Sessions with less than 5 CPS attendees are paid at the...
	 Participants in a group are additionally provided a maximum of two individual sessions per attendee (one pre- and one post-group individual counseling session).  The two individual sessions per participant are paid at the rate of $XX per session.
	D. Other Groups – $XX per CPS-referred client for each 90-minute group counseling session.
	E. Group Intake Sessions are not reimbursable.
	F. CONTRACTOR shall bill the services provided under this contract to other appropriate public or private funding source(s) if such funds are available. If no other funds are available, or if the other funding source(s) refuse payment, CONTRACTOR shal...
	 Exact name of CONTRACTOR (payee) as it appears on contract;
	 CONTRACTOR’S complete mailing address and phone number;
	 COUNTY contract number;
	 Description of  service(s) rendered;
	 Date(s) of service;
	 Rate per session, number of sessions, type of session, additional reports requested by County and provided, and total amount due per client;
	 Name of the therapist who provided the service;
	 Name and DOB of the CPS client for whom service was provided;
	 Fiscal control number (This number is assigned by COUNTY);
	 Copy of CS840 authorization for services; and
	 Copy of Monthly Data Report.
	 Exact name of CONTRACTOR (payee) as it appears on contract;
	 CONTRACTOR’S complete mailing address;
	 COUNTY contract number; and
	 Attendance sheet for each group session containing all of the following information:
	 Date and time of group
	 Name of therapist leading the group
	 Group description/name
	 Printed name of client
	 Signature of client
	 DOB of client
	 Therapist signature
	 Copy of Monthly Data Report
	 A copy of the subpoena attached;
	 Exact name of Payee (contractor),
	 Complete mailing address for Payee (contractor);
	 Payee’s (contractor’s) Federal Tax ID number or social security number (if an individual);
	 Description of service (Expert Testimony).  (Note: Expert testimony includes testimony time and court waiting time, does not include lunch break or travel within Sacramento County)
	 Date(s) of testimony;
	 Subpoenaed testimony is reimbursed at the rate of $90 per hour; and
	 Name of the CPS client for whom the service was provided.
	AGREEMENT

	RECITALS
	WHEREAS, COUNTY AND CONTRACTOR desire to enter into this Agreement on the terms and conditions set forth herein.
	This Agreement shall be effective and commence as of the date first written above and shall end on (insert date).
	CONTRACTOR shall observe and comply with all applicable federal, state, and county laws, regulations, and ordinances.
	XXIX. TERMINATION
	INSURANCE REQUIREMENTS FOR CONTRACTORS (AGENCIES)
	General Aggregate: $2,000,000
	INSURANCE REQUIREMENTS FOR CONTRACTORS (INDIVIDUAL)
	General Aggregate: $2,000,000
	(CONTRACTOR NAME)
	Application Screening
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