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	CIVIL MONEY PENALTY (CMP) FUNDS REQUEST FORM



	CRITERIA

Must allow for statewide replication of current and sound evidence-based practices that promote quality of care and quality of life for both residents and staff in Medicaid certified  nursing facilities.

CMP funds will be used for educational training initiatives that support one of the following outcomes as specified in the agency’s strategic plan:

1. Protection of the health or property of residents of nursing facilities that the state or CMS finds non-compliant or;

2. Promotion of appropriate care such that quality of care and quality of life for the nursing facility residents and staff are     

       improved.   [42 CFR §488.442 (g)]

ELIGIBILITY
Must be an organization involved in the promotion of quality of care with licensed South Carolina Medicaid certified nursing facilities. Funds cannot be used to support initiatives in other long-term care settings or nursing facilities that do not participate in the Medicaid program.

	DESCRIPTION OF APPLICATION (NO MORE THAN THREE (3) TYPED PAGES). Application must also include the  following: anticipated number of attendees; target audience;  accrediting authorities; timeline for implementation and plan for sustainability; and a letter of support from at least one advisor  (see page 2).  Please include  a detailed budget  summary and include other funding sources, if applicable.


	AMOUNT REQUESTED                         ANTICIPATED DATE(S) OF EVENT

$ _____________________ 

From: __________________      
To: _____________________

                                                                                      Date                                            Date

	_______________________________________

______________________________

Signature of Requestor                        

                   


Title


_______________________________________________

​​​​​​​​____________________________________

Agency/Association                              





Date   

​​​

______________________________________________

____________________________________

Address                                                  





Phone  




	REVIEW PROCESS



	LEVEL I – INTERNAL REVIEW PROCESS

Meets Criteria    ________                                Does Not Meet Criteria    _______



	RECOMMENDATIONS

Full Funding  ________                                    Partial Funding   ________                          Amount  $ __________________



	COMMENTS



	APPROVAL

Program Staff  
_____________________________________________________   
Date  _____________________



	LEVEL II – EXTERNAL REVIEW & RECOMMENDATION PROCESS
Advisors: One representative from each of the following organizations: Carolinas Center for Medical Excellence, South Carolina Association of Non Profit Homes for the Aging, South Carolina Department of Health and Environmental Control, South Carolina  Health Care Association, South Carolina Nursing Home Association and South Carolina Long Term Care Ombudsman.  Representatives from any group requesting funding, or representatives, who are in situations where a conflict of interest exists, must disqualify themselves from making recommendations.  SCDHHS will make the final decision on all funding requests.  The USC School of Public Health will provide evaluations on all projects funded with  CMP funds.

RECOMMENDATIONS:

Yes  _____    No  _____                                                                                   Suggested Amount $ ____________________

Signatures

	 _____________________________________________________________________ 
Date __________________

 ______________________________________________________________________ 
Date  __________________

______________________________________________________________________  
Date  __________________

______________________________________________________________________  
Date  __________________

______________________________________________________________________  
Date  __________________

______________________________________________________________________  
Date  __________________



	LEVEL III – FINAL DISPOSITION

Approved  ___________         Denied  ___________                                                  Amount $  ___________________



	Bureau Chief      _______________________________________________________         Date  _________________

Deputy Director  _______________________________________________________
  Date  _________________
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