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Application for CQL Accreditation:
An Integrated Approach to Quality

For Use with Quality Measures 2005®

This application is for The Council on Quality and Leadership’s Accreditation using the 
Quality Measures 2005®. 
Detailed information for completing this application can be found in the manual, “Accreditation: An Integrated Approach to Quality” which may be downloaded by clicking here or call 410.583.0060 for a printed copy. 

Please Email your completed application to Jbeach@thecouncil.org.
The Council on Quality and Leadership (CQL)

100 West Road, Suite 335
Towson, MD 21204 

Phone: 410.583.0060

Fax: 410.692.5213

Email: info@thecouncil.org
Section One

Identifying Information

Name:
    
Organization:
     
Address:
     
City:
     
State:
     
Zip:
     
Telephone:
     
Fax:
     
Chief Executive Officer

Name and Title:
     
Phone:
     
E-mail Address:
     
Accreditation Contact (if other than above):

Name and Title:
     
Phone:
     
E-mail Address:
     
Billing

Contact name:
     
Address:
     
Phone:
     
E-mail Address:
     
Scheduling Preference:

1st Choice:
2nd Choice:
3rd Choice:

Month of:  _________________
Month of:  ______________
Month of:  ______________
Please list any weeks during these months that are unavailable for the review: _______________
_____________________________________________________________________________
Types of Services Provided by the Organization

Please check all that apply:

 FORMCHECKBOX 
 Direct and/or support services for young children and their families (ages 0-5).

 FORMCHECKBOX 
 Direct and/or support services for children and youth (ages 6-18).

 FORMCHECKBOX 
 Direct and/or support services for adults (ages 19 and above) with disabilities.

 FORMCHECKBOX 
 Direct and/or support services for adults (ages 19 and above) with behavioral health issues as their primary diagnosis.

 FORMCHECKBOX 
 Service coordination services for young children and their families (ages 0-5).

 FORMCHECKBOX 
 Service coordination services for children and youth (ages 6-18).

 FORMCHECKBOX 
 Service coordination services for adults (ages 19 and above).

 FORMCHECKBOX 
 Other services not falling under these categories (describe briefly):      
Section Two

Information to be submitted with the application

In addition to the completion of all application forms, please submit the following information:

     
 FORMCHECKBOX 
 If this is a reaccreditation, has your organization changed names, merged, split, or otherwise structurally changed since the last review? If so, please check box and clearly identify those changes.

 FORMCHECKBOX 
 Your organization’s mission statement. Values and vision statements may also be included here.

     
Section Three

Descriptions of services, supports, and people receiving services 

All organizations should complete Part 1: General Description of Services and Supports and Part 2: Age and Disability Information.

Additionally, organizations providing:

· Residential services: licensed sites to provide services such as supervised apartment living, group homes, congregate settings, independent living arrangements, etc. that are overseen by and the responsibility of the organization, complete Part 3.

· Day services: licensed sites to provide services such as enclave employment, education, day care, day or partial hospitalization, clubhouses, sheltered workshops, retirement/senior day services, medical day services, day activity/training, etc. that are overseen by and the responsibility of the organization, complete Part 4.

· Support services (6 months or longer in duration): such as supported/competitive employment, respite (unless in a licensed building), in-home support/training, supported living in own home, family support, recreation, service coordination, etc. that are continuous and ongoing in nature, complete Part 5.

· Short term/Discrete Support services (less than 6 months in duration): such as one-time-only or sporadic respite, in-home support, purchase of service, recreation, situational counseling, assessment, etc. that is considered a discrete service for short-term or one-time-only, complete Part 6.

Part 1:
General Description of Services and Supports Provided

Please briefly describe all services and supports the organization provides.

     
Part 2:
Age and Disability Information for People Served by the Organization

Please indicate the number of people served by the organization in each of the categories listed. Those individuals with more than one disability should be counted in each section that applies. Do not include individuals/families receiving services under Part 6 (receiving a single discrete service, such as money for equipment, or for less than six months on average in duration).

	
	Below
Age 6
	Age
6-18
	Age
19-55
	Over 

Age 55
	TOTAL

	Male
	     
	     
	     
	     
	     

	Female
	     
	     
	     
	     
	     

	Total
	     
	     
	     
	     
	     

	Primary Diagnosis
	
	
	
	
	

	Autism
	     
	     
	     
	     
	     

	Cerebral Palsy
	     
	     
	     
	     
	     

	Intellectual Disability
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     


	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	Seizure Disorder
	     
	     
	     
	     
	     

	Mental Illness (Please Specify)
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	Chart continued on next page
	


	
	Below
Age 6
	Age
6-18
	Age
19-55
	Over 

Age 55
	TOTAL

	Other Disabilities (Please Specify)
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     


Part 3:
Residential Services licensed sites providing services such as supervised apartment living, group homes, congregate settings, independent living arrangements, etc. that are overseen by and the responsibility of the organization.

	Description of Residence

(type, where, etc.)
	Number of People Served
	Number of Hours of Supervision
	Travel Time from Central Office

	#1

     
	     
	     
	     

	#2

     
	     
	     
	     

	#3

     
	     
	     
	     

	#4

     
	     
	     
	     

	#5

     
	     
	     
	     

	#6

     
	     
	     
	     


Part 4:
Day Services licensed sites providing services such as enclave employment, education, day care, day or partial hospitalization, clubhouses, sheltered workshops, retirement/senior day services, medical day care, day activity/training, etc. that are overseen by and the responsibility of the organization.

	Description of Day Service

(type, where, etc.)
	Number of People Served
	Travel Time from Central Office

	#1

     
	     
	     

	#2

     
	     
	     

	#3

     
	     
	     

	#4

     
	     
	     

	#5

     
	     
	     

	#6

     
	     
	     


Part 5:
Support Services (6 months or longer) such as supported/competitive employment, respite, in-home support/training, supported living in own home, family support, recreation, service coordination, etc. that are continuous and ongoing in nature.

	Description of Support Service 

(type, where, number of contract hours, etc.)
	Number of People/Families Served
	Travel Time from Central Office

	#1

     
	     
	     

	#2

     
	     
	     

	#3

     
	     
	     

	#4

     
	     
	     

	#5

     
	     
	     

	#6

     
	     
	     

	#7

     
	     
	     


Part 6:
Short Term/Discrete Support Services (less than 6 months) such as one-time-only or sporadic respite, in-home support, purchase of service, recreation, etc. that is considered a discrete service for short term or one-time-only.

Briefly and clearly describe the types of supports/services that fall into this category. Give numbers of people/families that receive these services/supports as well as average length of time involved. Do not include these individuals/ families in Part 2: Age and Disability information nor on the Roster in Section Four.

	Nature of Service or Support
	Number of Individuals or Families Served

	#1

     
	     

	#2

     
	     

	#3

     
	     

	#4

     
	     

	#5

     
	     

	#6

     
	     


Section Four

Roster of People Served

Purpose:

The roster is designed to provide the review team with information about the variety of people receiving services from the organization. This information is used in the selection of the sample for the interview process.  

Individuals included in the sample will be selected by CQL in advance. This process allows the organization’s staff the time to ask individuals or families of children for their permission and to set up the schedule for the review team. 


Accuracy in the roster is important so we can ensure an appropriate and representative sample for your organization. If you are unsure about who should be on the roster, please contact CQL at 410.583.0060. We will be happy to answer your questions.

Instructions for completing the roster:

*  Please include all individuals receiving services under the governance of the organizations Board of Directors.
* If individuals/families receive services only under those described in Part 6, do not include them on the roster.  


1. List each individual served by initials, name, or identification code.

2. Indicate date of birth for each person.

3. Indicate the individual’s gender.

4. Identify the individual’s living situation and address (feel free to abbreviate living situation, such as Own Home with OH, but please supply a legend with the abbreviations). Place legend information on page 15.

5. Indicate the individual’s type of day or employment setting (competitive job, school, senior day center, etc.). Again, if you abbreviate, please provide a legend. Place legend information on page 15.

6. List the individual’s primary disability. If intellectual disability, also indicate a degree. If mental illness, also indicate a specific diagnosis.

7. Specify the individual’s secondary disability(ies)/diagnosis(es).

8. Check whether the person needs communication assistance. If yes, please state the type (sign language, staff assistance, communication board, etc.).
9. Please indicate if the individual has:

a. A behavior support plan with restrictive interventions (BP)

b. Filed a complaint or grievance (C/G)

c. Intensive medical support needs or follow along (MED)

d. Special diets (modified or pureed, etc) or requires special eating assistance (SD)

10. If your organization provides service coordination/case management services, identify the service coordinator/case manager.
Roster of Individuals Served

	(1)
Initials/
Name or ID #
	(2)
DOB
	(3)
Gender
M/F
	(4)
Living Type/
Address
	(5)
Work/Day
Type/Gen. Area
	(6)
Primary
Disability
	(7)
Secondary
Disability
	(8)
Needs Communication
Help (Y/N)/Type
	(9)
Targeted Info.  
(BP, C/G, MED, SD)
	(10)
Service Coordinator Initials

	     
	     
	 FORMDROPDOWN 

	     
	     
	     
	     
	 FORMCHECKBOX 
 Y     FORMCHECKBOX 
N

     
	     
	

	     
	     
	 FORMDROPDOWN 

	     
	     
	     
	     
	 FORMCHECKBOX 
 Y     FORMCHECKBOX 
N

     
	     
	

	     
	     
	 FORMDROPDOWN 

	     
	     
	     
	     
	 FORMCHECKBOX 
 Y     FORMCHECKBOX 
N

     
	     
	

	     
	     
	 FORMDROPDOWN 

	     
	     
	     
	     
	 FORMCHECKBOX 
 Y     FORMCHECKBOX 
N

     
	     
	

	     
	     
	 FORMDROPDOWN 

	     
	     
	     
	     
	 FORMCHECKBOX 
 Y     FORMCHECKBOX 
N

     
	     
	

	     
	     
	 FORMDROPDOWN 

	     
	     
	     
	     
	 FORMCHECKBOX 
 Y     FORMCHECKBOX 
N

     
	     
	

	     
	     
	 FORMDROPDOWN 

	     
	     
	     
	     
	 FORMCHECKBOX 
 Y     FORMCHECKBOX 
N

     
	     
	

	     
	     
	 FORMDROPDOWN 

	     
	     
	     
	     
	 FORMCHECKBOX 
 Y     FORMCHECKBOX 
N

     
	     
	

	     
	     
	 FORMDROPDOWN 

	     
	     
	     
	     
	 FORMCHECKBOX 
 Y     FORMCHECKBOX 
N

     
	     
	

	     
	     
	 FORMDROPDOWN 

	     
	     
	     
	     
	 FORMCHECKBOX 
 Y     FORMCHECKBOX 
N

     
	     
	

	     
	     
	 FORMDROPDOWN 

	     
	     
	     
	     
	 FORMCHECKBOX 
 Y     FORMCHECKBOX 
N

     
	     
	

	     
	     
	 FORMDROPDOWN 

	     
	     
	     
	     
	 FORMCHECKBOX 
 Y     FORMCHECKBOX 
N

     
	     
	

	     
	     
	 FORMDROPDOWN 

	     
	     
	     
	     
	 FORMCHECKBOX 
 Y     FORMCHECKBOX 
N

     
	     
	

	     
	     
	 FORMDROPDOWN 

	     
	     
	     
	     
	 FORMCHECKBOX 
 Y     FORMCHECKBOX 
N

     
	     
	

	     
	     
	 FORMDROPDOWN 

	     
	     
	     
	     
	 FORMCHECKBOX 
 Y     FORMCHECKBOX 
N

     
	     
	

	     
	     
	 FORMDROPDOWN 

	     
	     
	     
	     
	 FORMCHECKBOX 
 Y     FORMCHECKBOX 
N

     
	     
	

	     
	     
	 FORMDROPDOWN 

	     
	     
	     
	     
	 FORMCHECKBOX 
 Y     FORMCHECKBOX 
N

     
	     
	

	     
	     
	 FORMDROPDOWN 

	     
	     
	     
	     
	 FORMCHECKBOX 
 Y     FORMCHECKBOX 
N

     
	     
	

	     
	     
	 FORMDROPDOWN 

	     
	     
	     
	     
	 FORMCHECKBOX 
 Y     FORMCHECKBOX 
N

     
	     
	

	     
	     
	 FORMDROPDOWN 

	     
	     
	     
	     
	 FORMCHECKBOX 
 Y     FORMCHECKBOX 
N

     
	     
	

	     
	     
	 FORMDROPDOWN 

	     
	     
	     
	     
	 FORMCHECKBOX 
 Y     FORMCHECKBOX 
N

     
	     
	

	     
	     
	 FORMDROPDOWN 

	     
	     
	     
	     
	 FORMCHECKBOX 
 Y     FORMCHECKBOX 
N

     
	     
	

	     
	     
	 FORMDROPDOWN 

	     
	     
	     
	     
	 FORMCHECKBOX 
 Y     FORMCHECKBOX 
N

     
	     
	


Legend for question 4:

Identify the individual’s living situation and address (feel free to abbreviate living situation, such as Own Home with OH, but please supply a legend with the abbreviations).

	Abbreviation
	Explanation

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     


Legend for question 5:

Indicate the individual’s type of day or employment setting (competitive job, school, senior day center, etc.). Again, if you abbreviate, please provide a legend.

	Abbreviation
	Explanation

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     


Section Five

Travel Advice for Review Team

Nearest Major Airport:
     
Distance from Organization (miles):
     
Nearest Major Airport:
     
Distance from Organization (miles):
     
Lodging Information

	Hotel/Motel
	City
	Telephone
	Distance to Organization

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


Certification of Agreement

The undersigned hereby applies to The Council on Quality and Leadership (CQL) for an on-site accreditation review and/or related activities of the named organization, agrees to pay the established fee, and grants permission to licensing agencies and any other relevant examining or reviewing entity or group to release official records and information concerning the named organization to CQL for its consideration in the on-site review.


In the event that, following written confirmation, the scheduled on-site review is canceled or postponed by the organization, it is understood and agreed that the organization is responsible for payment of any expenses incurred by CQL as identified in the agreement letter.

Organization Name:      
     
Signature of Chief Executive Officer
If submitting this form electronically, please check this box  FORMCHECKBOX 
 to confirm that this Emailed document is a binding agreement without the actual signature of the Chief Executive Officer.

OR, you may print this page, sign, and fax to 410.692.5213.
Date:      
Application Checklist

(to be completed by the organization)

 FORMCHECKBOX 
 All sections that apply are completed
 FORMCHECKBOX 
 All separate submissions are included

 FORMCHECKBOX 
 CEO signature or boxed checked as confirmation on Certification of Agreement
 FORMCHECKBOX 
 Non-refundable application fee of $575
 FORMCHECKBOX 
 Pay online by credit card at http://store.thecouncil.org/ 
(Do not need to include credit card information below.) 
 FORMCHECKBOX 
 Pay by check

 FORMCHECKBOX 
 Pay by credit card by filling out credit card information below
 FORMCHECKBOX 
 Submit form: 

 FORMCHECKBOX 
 Electronically to jbeach@thecouncil.org
 FORMCHECKBOX 
 By mail: 
The Council on Quality and Leadership (CQL)




100 West Road, Suite 335



Towson, Maryland 21204

CREDIT CARD INFORMATION

Credit Card Type:  FORMDROPDOWN 

Credit Card Number:      
Expiration Date:  FORMDROPDOWN 

 FORMDROPDOWN 

Name on Card:      
Additional Information

You will receive a confirmation and agreement letter with the date and cost of the review. For additional information, refer to the manual, “Accreditation: An Integrated Approach to Quality” which may be downloaded by clicking here. 
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