[ Pefioner | Peiioner _
|

Fuli L.e.g.ai Name X
+ Growing Potential Services: Therapeutic :
! and Behavioral Solutions, PC

| Doing Business As

- "Petitioner’'s Mailing Address, if Post Office |

1 {PO) Box, include a street mailing address
| for Certified Mail :
-1 139 Hazard Ave, Suite 2-6 Enfield, CT X
< oe0sz

| Contact Person at Facility, induding | x _
.| Title/Position: CEO/Director Marcy L. |
| Taliceo, LPC

MAR 2 8 2016

Office of
HEALTHOARE ACTESS

:

State of Connecticut
Office of Health Care Access
CON Determination Form
Form 2020

All persons who are requesting a determination from OHCA as to whether a CON is required
for their proposed project must complete this Form 2020. The completed form should be
submitted to the Director of the Office of Health Care Access, 410 Capitol Avenue,
MS#13HCA, P.O. Box 340308, Hartford, Connecticut 06134-0308.

SECTIONI. PETITIONER INFORMATION

If this proposal has more than two Petitioners, please attach a separate sheet, supplying the -

same information for each Petitioner in the format presented in the following table.

| Name of Parent Corporation

nfa

[ What is the Petitioner's Status: P
P for profit and
NP for Nonprofit

| This Individual at the facility will be the
| Petitioner’s Designee to receive all

G
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- correspondence in this matter.

l
E
Contact Person’s Mailing Address, if PO | ]
.| Box, include a street mailing address for A
Certified Maii !
-1 139 Hazard Ave, Suite 2-6 Enfield, CT 1
106082 ]
[ Contact Person's Telephone Number 5

o 860-698-6077 i
Contact Person’s Fax Number X

| 860-698-6631 |

TContact Person's e-mail Address - Ix

growingpotentialservices@gmail.com

SECTION Il. GENERAL PROPOSAL INFORMATION

a. Proposal/Project Title:: ___Private Freestanding Qutpatient and Day Treatment Facility
___CT 19a-491 andfor CT 19a-506

o.  Estimated Total Project Cost: $__461,580.00

C. Location of proposal, identifying Street Address, Town and Zip Code: __ 141 Hazard
Ave Enfield, CT 06082

d. List each town this project is intended to serve:
Hartford County

e. Estimated starting date for the project: __May 1, 2016

SECTION IV. PROPOSAL DESCRIPTION

Please provide a description of the proposed project, highlighting each of its important aspects,
on at least one, but not more than two separate 8 5" X 11” sheets of paper. Ata minimum
each of the following elements need to be addressed, if applicable:

1. If applicable, identify the types of services currently provided and provide a copy of each
Department of Public Health license held by the Petitioner.

Form 2020
Revised 08/11
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2. ldentify the types of services that are being proposed and what DPH licensure categories
will be sought, if applicable.

3. Identify the current population served and the target population 10 be served.

Form 2020
Ravised 08/11
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SECTION V. AFFIDAVIT
(Each Petitioner must submit a completed Affidavit.)

Petitioner: _Growing Potential Services: Therapeutic and Behavioral Solutions, PC

Project Title: _Private Freestanding Outpatient and Day Treatment Program
__ CT 19a-491 andfor CT 192-506

I, Marcy Taliceo, LPC, CEO

(Name) (Position — CEQ or CFO)

of Growing Potential Services: Therapeutic and Behavioral Solutions, PC being duly sworn,
depose and state that the Growing Potential Services; Therapeutic and Behavioral Solutions,
PC information provided in this CON Determination form is true and accurate to the best of my

knowledge.

o

- (/ ///L\_-mm : A5 /s

_-Signatufe Date

Subscribed and swornh to before me on &) \‘a '(':')\} \ Lt

111 o DAGEED

ﬁ?tawit;blichommiésioner of Superior Court

HEFANY DROBOT
My commission expires: ____ NOTARL B sz

Form 2020
Revised 08/11




Growing Potential Services: Therapeutic and Behavioral Selutions,PC is seeking DPH Licensure for Day
Treatment Programs for Mental Health andfor Substance Abuse. CT 19a-491 and/or CT 19a-506. The
following services are being proposed.

Clinical Services Include:

Assessment

Individual Psychotherapy and Case Management
Group Therapy

Family Therapy

Medication Clinic

Substance Abuse Consultation

Muitifamily Groups

Qutreach Services

Child and Adult Day Treatment Programs

Child and Adult Outpatient Psychiatric Services

Assessment, Consultation, and Treatment with:
|
Developmental Screenings and Assessment of Childhood and Adolescence
Depression, Mood and Anxiety Disorders
Relationat Difficulties
Problems Coping with Life Transitions
Post-Traumatic Stress Disorder
Attachment Disorders
Family Violence
Neuropsychotic Disorders
Eating Disturbances
Parenting Issues
Psychological Testing
Occupational Therapy
Physical Therapy
Speech and Language Therapy
Psychiatric Testing for Diagnostic Clarification

* 8 & & 8 & & & 2 s 2 P & @

Programs currently in place and operating:
141 Hazard Ave, Enfield

Extended Day Treatment- licensed by DCF |
Autism Services (In home and office} :
APRN

Therapeutic Afterschool Program- credentialed by ABH
DDS approved Provider for Autism

Independent Behavioral Consultation

139 Hazard Ave, Enfield

Quitpatient Services {adult and child) by licensed professionals
Autism Services (In home and office}

Qur current population is:

Ages 4-73, Commercial and State Plan insured, Primarily low income families with an average of &
individuals in the family. Diagnosis of Autism, ADHD, Mood Disorders, Anxiety Disorders, Adjustment
Disorders.
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HEALTH INSPECTION. RESIDENTIAL AND DAY FACILITIES
CERTIFICATION : '

8-1-08
STATE OF CONNECTICUT
DEPARTMENT OF CHILDREN AND FAMILIES
DIVISION OF ADMINISTRATIVE LAW AND POLICY
%95 Hudson Street, Haviford, Connecticut 061066
Unit or Cottage Name:

Facility Natte: ___ G- - uas g Fodertind Seswice s

Address: P ot d H’a z;a;rff 145»"&

Eanfiletd OF pLoEA

WATER SUPPLY: ‘// _
1. Description of drinking watet ‘source: ' Publi¢ Well
2. 1f supplied by well water, has the supply been. analyzed-and found safe? )
Wso, When? _ Please attach lab resuits to thisform.
SEWAGE DISPOSAL: /
1. Private on-site septic system. _ _ Public:Sewers R

2. Date systeni-was last serviced/pumped.

TOILEY FACILITIES: Hot gadier & (35 7 L (181 p o — STy wol Ao TIL
1. Number of toilets for: fema}es ot for g&a M_g"_,“ Urinals A4 _*’Jf/f’g Smks -£ _
2. Toilets clean < in good working order___ v . ingood repair e
3. Adequate lighting -~ Veniilation, o Screemng A _
Wﬂ” heaentacd pecposs ?‘ff)fx}e‘.{' i E paar i ; oereil Ly q_f'f
SLEEPING QUARTERS {(N/A for Day Prograigs and € Climics); A } '
1.14 distance between beds proper? (3 ft. For single, 4 1/2: for dfmble deck beds)?
‘Check for cleantinegs: walls floor__ _ malixesses _ . bedding

KITCHEN AND DINING ROOM: | Cty hlfesety “"’/ chordt”
1. Are dishes, silverware, etc. In-good cordition atid clean? Plastie were ~ Liah [ e s e
7 Is there sufficiert hot water available for washing dishes?. e ' 7 o
3. Is'the horhe equipped with 2 dishwwasher? A0 A0 Ifseisit functioning properly?
4, Check for cleanliness: floors_ v walls "o tables. v counters_+ sinks  *7 .
ventilation and air conditioning systems v apphances  Aef, bt vt i e O e

5. Isrefrigeratorclean? .- I food adequately refrigerated and properdy stored? % o i o sua
6. Ts food protected from dust? ‘?W fligs? R et vermin? _ greae
7. Is kitchien screened? & Ja Is dmlng TOomm: screened? p,r?"ﬁ

8. Are covered coniminérs provtded for gmbaﬁe’f‘ ”*;,f@,.::
9. Are food preparaunn & serving areas:in cemphance with' Health Deparimcnt reqmrements? *5 T 7
M & f"er» i ?DM ,ge';, e fﬁ.)u{_z,_x e oy fi&‘“ﬂ-‘féé : et G"*ﬁm Tt mﬂ‘ﬂ—zﬁt ?"‘2‘1 mm j
GENERAL: 7
1. Are all stairways free from obstrction? !‘-f / ﬁ
2. Is the building apparently in good repair? E};g_, 3




3. Are smtroundmg grounds kept clean? - ife.5
" 4, 1s housekeeping. saﬁsfacto:ry? s

5 Aré foor coverings safeand clean? /& ot barget e

6. Are laundiy facilities adequate? géggg Clean? In pood repair?

LEAD INSPECTION (Child Caring Facilities Only)™ fﬁm it g 77 (777 A
._Has the facahty had a comprehensive lead mspectmn’? ,6’23 Ag (ATT! CH RESULTS). .44 .
Date of Inspf:ctwn : ot apphcable if house bu]h since 1978

/\/7{& L}e /c&wmé@r%& c&y&ﬂf gmﬁ”&&jﬁﬁ—& LTS

 FLOOR PLANS:
Please attach floor platis forall buildings tised for sleeping or tredfrienit Hurposes.

The attached ﬂoor ‘plans have been reviewed and the maximum aumber of beds for children in each arca meets withmy

approval. The maximum capacity foriskeeping or treatmetit purposes by flooris :

15t : md . Brd:

THIS FACILITY HAS BEEN INSPECTED BY ME AND
5] DOES [ ] DOBESNOT
MEET ALL APPLICABLE HEALTH DEPARTMENT REQUIREMENTS

Comipents and Recosriendations (use separate sheet if necessary)

}gf fe - Chrck. we%.q )C’;f' Mjmff {57; EIW

HEALTH INSPEC TION




STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH

Dannel P. Malloy

o Governor
Raul Pino, M.D., M.PH. Nancy Wyman
Commissioner Lt. Governor
Office of Health Care Access
April 6, 2016

Marcy L. Taliceo, LPC

CEQ/Director

Growing Potential Services: Therapeutic
and Behavioral Solutions, PC

139 Hazard Ave, Suite 2-6

Enfield, CT 06082

RE:  Certificate of Need Determination Report Number 16-32079-DTR
Establishment of Mental Health/Substance Abuse Facility

Dear Ms. Taliceo:

On March 28, 2016, the Office of Health Care Access (“OHCA™) received your Certificate of Need
{*CON”) Determination request on behalf of Growing Potential Services: Therapeutic and Behavioral
Solutions, PC (“Petitioner™) with respect to the establishment of a new mental health and/or substance
abuse facility.

The Petitioner seeks to establish a for-profit mental health and/or substance abuse facility at 141 Hazard
Avenue, Enfield, Connecticut. The Petitioner will seek licensure from the State of Connecticut
Department of Public Health as a Private Freestanding Mental Health Day Treatment Facility and/or
Private Freestanding Psychiatric Outpatient Clinics for Adults. The facility will serve individuals who are
commercially or state-plan insured.

Pursuant to Conn. Gen. Stat. § 19a~-638(a}(1), a certificate of need is required for the “establishment of a
new health care facility”. Conn. Gen. Stat. § 19a-630(11) defines a health care facility as “...(G) mental
health facilities...”. The Petitioner’s facility will provide mental health services. As a result, the
Petitioner’s proposed facility fits within the definition of a health care facility. Consequently, a CON is
required for the Petitioner’s proposal.

Sincerely,

AW

Kimberly R. Martone

Director of Operations
C: Rose McLellar, License and Applications Supervisor, DPH, DHSR

Phone: (860) 418-7001 ¢ Fax: (860) 418-7053
410 Capitol Avenue, MS#13HCA
Hartford, Connecticut 06134-0308
www.ct.gov/dph
Affirmative Action/Equal Opportunity Employer




« x x COMMUNICATION RESULT REPORT ( APR. 6.2016 12:22PM ) * % %

FAX HEADER:
TRANSMITTED/STORED : APR. 6. 2016 12:21PM
FILE MODE OPTION ADDRESS RESULT
K55 MEMORY TX 98606986631 Ox

2) BUSY
Fm4d) NG FACSIMILE CONNECTION

ETATE OF CONNECTICUT
DEPARTMENT OF PUBLIC HEALTX
OFFICE OF HEALTH CARE ACCESS

FAX SHIEE

TO: MARCY L. TALICEQ

FAX: 860 $98-6631

AGEMNCY: CROWING POTENTIAL SERVICRES: THERAPEULLC AND
BEHAVIORAL SOLUTIONS, PC

FROM: OHCA

DATE: 4/6/16 Time:

NUMEBER OF PAGES: ___

(iricdreding trarsrmital sheet

Comments:
Please ace attached determination for Report Mumber: 1 6-32079-DTR.

PLEASE PHONE Barbarae K, Qlejary IF THERE ARFE ANY TRANSMISSTON
PROBLEMS,

Phone: (860) 418-7001 Fax: (860) 418-7053

410 Capitol Ave., MSHIZHCA
P.O.Box 340308
Hartford, CT 06134




