PROCUREMENT JUSTIFICATION FORM (PJF)

This form must accompany all contract requests and sole source requisitions (RQS) over $5.000
submitted to the Division of Procurement Services.

INSTRUCTIONS: Please provide the requested information in the white spaces befow. All responses
(except signatures) must be typed, no hand-written forms will be accepted. See the guidance
dacument posted with this form on the Division of Procurement Services intranet site (Forms page)

for additional instructions.

| DHHS/OBH/Debra Poulin

PART I: OVERVIEW

Melinda Farrell

_______ | MH4-24-2025C
: : Amount Amend C: $240,000.00 Advantage CT/ { CT 10A
(ContracﬂAmendmenthrant) Revised: $480,000.00 | RQS#: 553'2 20231213*1685
- CON ' Proposed Start Date:" Proposed End Date:”
~.Original- Start Date; | 10/15/2023 | = -Effective Date: | 6/1/2024
~Previous End Date: | 6/30/2024 | . New End Date: | 6/30/2025

__ Project Start Date:

_;;Grant Start Date:’

- Project End Date:

- Grant End:Date: |

VendorlProvuderlGre_ntee Name
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Waiden Beha
Waltham, MA
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Procurement Justification Form {PJF)

Please respond to ALL of the questions in the following sections.
' PLEMENTAL INFO
ialn the nee

B ﬁsuppiement the response in. ' 2
The purpose of this contract is to meet the care needs of authonzed cllents needmg out of State

specialized in-patient treatment services. This contract covers 30-36 days of treatment at the facility
for specific clients authorized by the Department

Client requested a single-case agreement from OMS that was denied. Client appealed decision and it was
denied based on IMD exclusion. Chief Hearing Officer cited 14-193 CMR ch 40 which obliges the Office of
Behavioral Health to conduct a prior authorization process to determine eligibility for out-of-state funding.

This contract is being amended to add funding and extend the end date to accommodate an
admission taking place in Q4 of SFY 2024.

£ - Reference the RFP number; tfappizcable s b R :
This out of State provider operates a specrahzed PNIVII type facmty that speczal;zes in treatment of

eating disorders. Due to this client's acuity, there is no other provider alternatives within the State of
Maine that provide this in- patient Ievei of specialized services

2. 'Provide a brief justification for the selected Vendor o supplement the' response inPartil

or how he fundtng was :;'f;:
ailccated to grantee _________ e = i
Admtssmns to the Provider after 11!1!23 wﬁl adhere to the MazneCare rate of $1400 per day
The average length of stay is 30 days with some individuals completing treatment in less than 30
days while others take ionger

The Department does not lntend to competltlveiy procu re these services.

 PART IV: AMERICAN RESCUE PLAN ACT (ARPA} / MAINE JOBS & RECOVERY PLAN (MJRP)

O Yes, MJRP funds (023) - If Yes, please attach the approved Business Case(s).

[ Yes, ARPA funds (025) - If Yes, please be aware of the requirements from awarding federal
agencies.

& No — If No, proceed to Part V.

PART V: CONFLICTS OF INTEREST (COI), CONTRACT WITH THE STATE

I The requestmg department srgnatory understands and acknowledges Mame S Conﬂlct of Interest
statutes.
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Procurement Justification Form (PJF)

i Department’s Commissmneh
O (0rdessgnee)z
o TypedName:| X /X A L
_ Slgnature of DAFS. f Docus;,eby ‘
Procurement OfflClaI:_' % Pagudtte

R i 41C2BA36FAF44CD.. —
s :'__T-'yped Name:-. Kathy Paquette - Date: | 9/5/2024
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