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OBH LBHP INDIVIDUAL RECERTIFICATION 2015-2016 CHECKLIST


Part A.  Provider Data Update (Please type or print clearly and complete all information.)

Submission Date:_________________________________ 	  MGL MIS#:____________________________

[bookmark: _GoBack]Individual Provider Name:___________________________________  License Type:______________________	

Business name (if used):______________________________________________________________________ 	

Primary Service Delivery Location: (Street/City/Zip Code)   Parish:_____________________________________

__________________________________________________________________________________________
Mailing Address (Street/City/State/Zip Code, if different): 

__________________________________________________________________________________________

Primary Contact Person:______________________________________________________________________

Primary E-Mail Address:______________________________________________________________________
Office Phone Number:____________________________ Fax Number:________________________________

	Cell phone number:______________________________

District of your primary location?                                                                                                                        
|_| CAHSD	      |_| FPHSA		  |_| JPHSA	         |_| MHSD	                |_| SCLHSA                                             |_| AAHSA (Reg 4)   |_| ImCalHSD (Reg 5)	  |_| CLHSD (Reg 6)     |_| NLHSD (Reg 7)    |_| NDHSA (Reg 8)                                                                                                                                                                      



		Other Service Delivery Locations
|_| Check here if your organization does not use more than one location.

	Parish/Street/City/Zip Code of other service location(s):








	Disaster Contact Information

	Emergency Contact Person Name
	

	Off-site Phone Number
	

	Does this phone receive text messages?
	|_|  Yes     |_|  No

	Secondary Agency E-mail address w/ server outside of company network                                     (Yahoo, Gmail or Hotmail)
	






Part B:  Certification Data Update 

	Service Population Update 

	Population Served
	          |_| 0-12 Child          |_| 13-17 Adolescent   |_| 18-21 Transitional                            
          |_| 18-64 Adult       |_| 65+Older Adult       |_| All

	Licensing 
 PLEASE NOTE:  You MUST submit a copy of all current license(s) along with this completed checklist.

	Service Type
(Check all that apply.)

	Other Licensed Practitioner Outpatient Therapy
	|_|

	Addiction Services
	|_|

	APRN
	|_|

	Medical, Physician/Psychiatrist Outpatient Medical Services
	|_|



Part C.  Report of Any and All Settled Convictions and/or Pending Charges 
1.  Have you any settled or pending charges of malpractice, had any disciplinary action taken against any professional license, or certification held in any state or U.S. Territory, including disciplinary action, board consent order, suspension, revocation or voluntary surrender of a license or certification?     |_| Yes     |_| No 
                                                                                 
If yes, attach an explanation and a summary of the settled and/or pending charges of malpractice, disciplinary action, board consent order, suspension, revocation or voluntary surrender, the date the action went into effect and the state or U.S. Territory in which it occurred.

2.  Have you any settled convictions and/or pending charges of felonies, been convicted of a healthcare related felony or any other criminal offence, State or Federal, under this name or any other name in any state or U.S. Territory, regardless of a post-trial motion, a plea of guilty or nolo contendere or participation in a First Offence pardon program?    |_| Yes     |_| No     
                                                                              
If yes, court documentation is required. Attach an explanation including the summary of the settled and/or pending charges of felonies, the date of arrest/conviction for offense and the state or U.S. Territory in which it occurred.

3.  Have you been denied enrollment, suspended, excluded or voluntarily withdrawn to avoid disciplinary action from Medicare, Medicaid or other healthcare program(s) in any state or U.S. Territory or employed by a corporation entity/business or professional association that has ever been denied enrollment, suspended, excluded or voluntarily withdrawn to avoid disciplinary action from Medicare, Medicaid or other healthcare program(s) in any state or U.S. Territory?    |_| Yes     |_| No   
                                                                                
If yes, attach documents (notice of rejection, suspension, exclusion) with an explanation providing details, including date, state and/or U.S. Territory in which action occurred. Reinstatement letter required.

4.  Have you submitted results, from your criminal background check completed by the Louisiana State
     Police (that included fingerprints) to OBH certification?     |_| Yes      |_| No   
                                                                    

Part D.  Office of Behavioral Health/Louisiana Behavioral Health Partnership Requirements

Check each statement “Yes” or “No” (Provide a detailed explanation if you check “No”):   

1.  All record keeping requirements are met as stated in the Service Definition and Certification Manual.  
     |_| Yes     |_| No	If no, please explain:

2.  Recipient records include the required screening form and documentation which verifies medical
     necessity and services are individualized and appropriate;
     |_| Yes     |_| No	If no, please explain:

3.  I have established and maintained a professional liability insurance policy with at least $1,000,000 
     coverage. The certificates of insurance for this policy shall be in the name of the provider.
[bookmark: OLE_LINK1][bookmark: OLE_LINK2][bookmark: Check9][bookmark: Check10]     |_| Yes     |_| No	If no, please explain: 

4.  I am in compliance with all other rules and regulations in the Service Definition and
     Certification Manuals.  
     |_| Yes     |_| No	If no, please explain:

Part E.  Attestation and Applicant Signature
With my signature below, I attest to the fact that:
1.  I have disclosed all necessary information.                                                                                                                       2.  I have reviewed the information and attest that it is true, accurate and complete.                                                 3.  I understand that knowingly and willfully failing to fully and accurately disclose the information requested  may result in denial of a request to participate in the Louisiana Behavioral Health Partnership.                               4.  I understand that whoever knowingly and willfully makes or causes to be made a false statement or representation of this statement may be prosecuted under applicable federal and state laws.                                 5.  I understand that it is my responsibility to ensure that all information is kept up to date.                                     6.  I understand that failure to maintain current information may result in payments being delayed or closure of my provider number.                                                                                                                                                                  7.  I understand that if my provider number is closed due to inaccurate information, I will have to complete a new certification application in its entirety to reactivate my provider number.                                                             8. I understand that my recertification status may be sent to the appropriate licensing body.
I certify that the above information is true and correct. I further understand that any false or misleading information may be cause for denial or termination of participation as a Louisiana Behavioral Health Partnership provider. 


Signature of Applicant                                                                                             Date 


Printed Name and Title
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