
Northcoast Behavioral Healthcare 

P.O. Box 305, 1756 Sagamore Road 

Northfield, OH 44067 

 

Weekend and Holiday Primary Care Physician Proposal 
 

Dear Prospective Vendor: 

 

Northcoast Behavioral Healthcare (NBH) is currently negotiating a personal service contracts 

for Weekend and State Holiday Primary Care Physician Services.  The term of the contract are 

from February 1, 2012 thru  June 30, 2013.  Proposals may be emailed to 

Lucille.Fuller@MH.Ohio.gov  or received by mailed to the address listed below by 4:00 PM on 

Tuesday, December 13, 2011: 

  

Northcoast Behavioral Healthcare 

Attn:  William Von Alt - Bid #:  DMH11018 

P.O. Box 305 

1756 Sagamore Road 

Northfield, OH 44067 

 

The bid opening will occur on Wednesday, December 14, 2011 at NBH at 3:00 PM. 
 

Contractor will provide full medical care services to patients at NBH and perform 

comprehensive patient physical examinations & medical histories on all patients admitted to 

NBH on Saturdays, Sundays and State holidays.  Contractor will help coordinate preventive 

health services to include prompt detection and referral of medical problems through medical 

surveillance, periodic medical review and regular examinations as necessary.   Contractor will 

evaluate and treat or refer all patients experiencing physical illness or injury and will refer and 

review results of patient referrals to emergency rooms and specialized medical clinics. 

 

Contractor will work up to 8 hours on every Saturday, Sunday and State Holidays from 

February 1, 2012 – June 30, 2012, not exceeding 600 hours.  Contractor will also work every 

Saturday, Sunday and State Holiday from July 1, 2012 – June 30, 2013 not exceeding 912 

hours.   

 

Performance Criteria will be as follows:  timely presence in the facility and prompt response to 

evaluation/treatment/intervention requests from psychiatric units; patients are examined with a 

dictated comprehensive history and physical examination within 24 hours of admission, and 

urgent cases are seen within one (1) hour.  Quality of care rendered to patients including quality 

of clinical practice, medical record documentation using the NBH electronic medical record 

systems and medication practice patterns.  Contractor will be in compliance with all NBH 

medical staff bylaws, rules and regulations and credentialing and licensing criteria. 

 

Please include the following information in your proposal: 

 Hourly rate 

 Corporate name and billing address 

 Tax identification number 

 Brief summary of other contracts with the State of Ohio Department of Mental Health 

 Name and telephone number of primary contact 

 Provide proof of Worker’s Compensation coverage 

 Complete and return all attached documents by filing deadline 

 Total number of employees in Ohio and Nationwide 

 Percentage of Female employees 

 Percentage of Minority employees 

 

Sincerely, 

 

 

William Von Alt  

Chief Financial Officer 

mailto:Lucille.Fuller@MH.Ohio.gov


 



  

 
 
 
 
 
 
VENDOR INFORMATION FORM 

 
All parts of the form must be completed by the vendor and returned to Ohio Shared Services. The information must be legible. 

SECTION 1 – PLEASE SPECIFY TYPE OF ACTION                

 NEW (W-9 OR W-8ECI FORM ATTACHED)     CHANGE OF CONTACT PERSON/INFORMATON  

 ADDITIONAL ADDRESS (PLEASE PROVIDE COPY OF INVOICE OR LETTER OF EXPLANATION)     

 CHANGE OF ADDRESS – ENTER OLD ADDRESS  

 CHANGE OF TIN (NEW W-9 AND LETTER OF EXPLANATION OF CHANGE, WHICH INCLUDES OLD TIN, IS REQUIRED) 

 CHANGE OF NAME (NEW W-9 AND LETTER OF EXPLANATION OF CHANGE IS REQUIRED)  

 CHANGE OF PAY TERMS       CHANGE OF PO DISPATCH METHOD        OTHER_____________________________________ 

 

SECTION 2 – PLEASE PROVIDE VENDOR INFORMATION 

LEGAL BUSINESS OR INDIVIDUAL NAME: (MUST MATCH W-9 OR W-8ECI FORM)  

  

BUSINESS NAME, TRADE NAME, DOING BUSINESS AS: (IF DIFFERENT THAN ABOVE) 

 

FEDERAL TAX ID (TIN), EMPLOYER ID (EIN) OR SOCIAL SECURITY NUMBER (REQUIRED): 

 

  

BUSINESS ENTITY: (IF A SOLE PROPRIETOR, THE INDIVIDUAL’S NAME MUST APPEAR IN LEGAL BUSINESS NAME) CHECK ONE: 
      

      INDIVIDUAL/SOLE PROPRIETOR       CORPORATION       S CORPORATION       PARTNERSHIP      TRUST/ESTATE 

 

      LIMITED LIABILITY COMPANY    CIRCLE  THE TAX CLASSIFICATION (C=CORPORATION, S= S CORPORATION, P=PARTNERSHIP) ______________  

 

      OTHER    (PLEASE EXPLAIN)   
 

SECTION 3  – PLEASE PROVIDE COMPLETE ADDRESS 1 (IF MORE THAN 2 ADDRESSES, INCLUDE A SEPARATE SHEET) 

ADDRESS: 

 

COUNTY: 

 

CITY: 

 
 

STATE: 

 

ZIP CODE: 

 

SECTION 4 – PLEASE PROVIDE COMPLETE ADDRESS 2  

ADDRESS: 

 

COUNTY: 

 

CITY: 

 

STATE:

 

ZIP CODE: 



 

SECTION 5 – CONTACT INFORMATION AND PERSON TO RECEIVE PURCHASE ORDER 

NAME: 

 

WEBSITE: 

 

PHONE: 

 

FAX:      

                                           

E-MAIL: 

 

SECTION 6 - STRATEGIC SOURCING CONTACT INFO (PERSON TO RECEIVE E-MAIL NOTICE OF BID EVENTS)  

THE USER ID & PASSWORD TO COMPLETE STRATEGIC SOURCING REGISTRATION WILL BE SENT TO E-MAIL ADDRESS BELOW. 

NAME:: 
 

 

E-MAIL:  PHONE NUMBER:  

SECTION 7 – IS YOUR BUSINESS CURRENTY CERTIFIED AS? (PLEASE CHECK) 

 

  MBE (MINORITY BUSINESS ENTERPRISE)         EDGE  (ENCOURAGING DIVERSITY, GROWTH, & EQUITY)           N/A 

SECTION 8 – PAYMENT TERMS (PLEASE CHECK ONE, OTHERWISE NET 30 WILL BE APPLIED BY DEFAULT) 

 

   2/10 NET 30          NET 30         NET 45           NET 60            NET 90 

 

SECTION 9 – PURCHASE ORDER DISTRIBUTION-OTHER THAN USPS MAIL (NOTE: APPLICABLE FOR VENDORS THAT 

RECEIVE PO ONLY  (INPUT E-MAIL ADDRESS OR FAX NUMBER BELOW)  
 
E-MAIL OR FAX: 

 

SECTION 10 – PLEASE SIGN AND DATE 

 
PRINT NAME: 
 
 
SIGNATURE:  

 
DATE:   

 
 

SECTION 11 – STATE OF OHIO AGENCY CONTACT INFORMATION (AGENCY WHERE GOODS OR SERVICES ARE DELIVERED) 

AGENCY NAME:  OHIO DEPARTMENT OF MENTAL HEALTH 
 

 

E-MAIL:                                                                               PHONE NUMBER:  

 
COMMENTS:  
 
 

 
 
 

 
 
Note:  This document does contain sensitive information. Sending via non-secure channels, including e-mail and fax can be 
a potential security risk. 

 

 
 
SUBMIT FORM TO: 
 

Mail:  Ohio Shared Services 
          P.O. Box 182880 Cols., OH 43218-2880 

Fax:  (614) 485-1052 
E-mail:    vendor@ohio.gov 

 
 
QUESTIONS? PLEASE CONTACT: 
 

Phone:  1 (877) OHIO-SS1 (1-877-644-6771)  
  1 (614) 338-4781 
E-mail:    vendor@ohio.gov 
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