	2015
	Office of Behavioral Health Recertification Checklist
Recertification Date:  July 1, 2015



OBH/LBHP ORGANIZATION RECERTIFICATION 2015-2016 CHECKLIST

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

Submission Date:_________________________________

Organization Name:_____________________________________________MGL MIS #:___________________
Address: (Street Address/City/Zip Code)

__________________________________________________________________________________________

Primary Contact Person:______________________________________________________________________

Primary E-Mail Address:______________________________________________________________________

Phone Number:____________________________ Fax Number:______________________________________
In what district is your primary location?
|_| CAHSD	          |_| FPHSA		      |_| JPHSA	           |_| MHSD	     	 |_| SCLHSA                                              |_| AAHSA (Reg 4)	          |_| ImCalHSD (Reg 5)	      |_| CLHSD (Reg 6)      |_| NLHSD (Reg 7)      |_| NDHSA (Reg 8)
What Services are offered at this location?
|_| CPST   |_| CI   |_| CS   |_| IL/SB   |_| Tx Pln   |_| PSR-Adult   |_| PSR-Child   |_| Other Lic Prac Outpt Ther   |_| Medical Outpt Med Srvcs            
|_| Addiction (Please indicate ASAM Level(s):___________________________________________________________________________  
|_| Inpt/Outpt Hosp       |_| FQHC     |_|NMGH     |_| PRTF   |_| ACT    |_| FFT   |_| MST   |_| Permanent Supportive Housing (PSH)
	Other Service Delivery Locations
|_| Check here if your organization does not have additional primary or off-site locations. (Duplicate section if necessary.)

	Other location (Parish/Street/City/Zip Code):


	Service (s) offered:   |_| Addiction   |_| CPST  |_| CI        |_| CS        |_| IL/SB       |_| Tx Pln
 |_| PSR-Adult   |_| PSR-Child    |_| ACT  |_| FFT     |_| MST   |_| Inpt/Outpt Hosp      |_| FQHC
 |_| Other Lic Prac Outpt Ther   |_| Medical Outpt  Srvcs         |_|NMGH   |_| PRTF     |_| PSH

	Other location (Parish/Street/City/Zip Code):


	Service (s) offered:   |_| Addiction   |_| CPST  |_| CI        |_| CS        |_| IL/SB       |_| Tx Pln
 |_| PSR-Adult   |_| PSR-Child    |_| ACT  |_| FFT     |_| MST   |_| Inpt/Outpt Hosp      |_| FQHC
 |_| Other Lic Prac Outpt Ther   |_| Medical Outpt  Srvcs         |_|NMGH   |_| PRTF     |_| PSH

	Other location (Parish/Street/City/Zip Code):


	Service (s) offered:   |_| Addiction   |_| CPST  |_| CI        |_| CS        |_| IL/SB       |_| Tx Pln
 |_| PSR-Adult   |_| PSR-Child    |_| ACT  |_| FFT     |_| MST   |_| Inpt/Outpt Hosp      |_| FQHC
 |_| Other Lic Prac Outpt Ther   |_| Medical Outpt  Srvcs         |_|NMGH   |_| PRTF     |_| PSH

	Other location (Parish/Street/City/Zip Code):

	Service (s) offered:   |_| Addiction   |_| CPST  |_| CI        |_| CS        |_| IL/SB       |_| Tx Pln
 |_| PSR-Adult   |_| PSR-Child    |_| ACT  |_| FFT     |_| MST   |_| Inpt/Outpt Hosp      |_| FQHC
 |_| Other Lic Prac Outpt Ther   |_| Medical Outpt  Srvcs         |_|NMGH   |_| PRTF     |_| PSH

	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)
	

	Organizational Roster
Submit the most recent copy of your organization’s personnel roster and include professional credential, educational level and services provided by each staff member.



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

	Accreditation Data (if applicable)

	Accrediting Organization

	  |_|  CARF     |_|  COA     |_|  JCAHCO

	Accreditation Expiration Date                     
(Submit documentation from accrediting body.)
	

	Scheduled Survey Date 
(If not currently accredited, submit documentation from the accrediting body regarding accreditation status.)
	

	Licensing (if applicable)

	Submit a copy of all current DHH Health Standards licenses* 
OR
|_|  Check here if licensure is not required for the services provided by the organization.

(*DHH Health Standards Licenses include:  Addiction or Substance Abuse, Non-Medical Group Home, Outpatient/Inpatient Hospital, Psychiatric Residential Treatment Facility, Short Term Respite, Therapeutic Foster Care, Therapeutic Group Home)

	Addiction Services
Check all ASAM levels of care provided.

	□ Level I Outpatient
	□ Level III.2D Clinically Managed Residential Social Detoxification –
Adolescent
	□ Level III.7 Medically Monitored Intensive Residential Treatment –
Adult

	□ Level II.1 Intensive Outpatient Treatment
	□ Level III.2D Clinically Managed Residential Social Detoxification –
Adult
	□ Level III.7 Medically Monitored Intensive Residential Treatment –
Adolescent (PRTF)

	□ Level II.D Ambulatory detoxification
	□ Level III.3 Clinically Managed Medium Intensity Residential Treatment - Adult
	□ Level III.7D Medically Monitored Residential Detoxification –
Adolescent (PRTF)

	□ Level III.1 Clinically Managed Low Intensity Residential Treatment –
Adolescent
	□ Level III.5 Clinically Managed High Intensity Residential Treatment –
Adolescent
	□ Level III.7D Medically Monitored Residential Detoxification –
Adult

	□ Level III.1 Clinically Managed Low Intensity Residential Treatment –
Adult
	□ Level III.5 Clinically Managed High Intensity Residential Treatment –
Adult
	□ Level IV D: Medically Managed Intensive Inpatient Addiction Disorder Treatment

	CPST, PSR, CI Providers                                                                                                       
Have ALL unlicensed staff completed the Standardized OBH Basic Training Courses?      |_| Yes     |_| No   
Provide current roster for unlicensed staff.

	Evidence Based Practices - Check all EBPs provided by this organization.

	Assertive Community Treatment (ACT) - Submit a copy of the most recent self-administered DACTS and GOI.
	|_|  

	Functional Family Therapy (FFT) - Submit most recent monitoring report from Proprietary agent.
	|_|  

	Homebuilders - Submit most recent monitoring report from Proprietary agent.
	|_|  

	Multi-Systemic Therapy (MST) - Submit most recent monitoring report from Proprietary agent. 
	|_|  

	Permanent Supportive Housing - Submit adherence to PSH model fidelity using standards outlined by SAMSHA.
	|_|  

	Crisis Stabilization, Independent Living/Skills Building,                                                Short Term Respite & Therapeutic Group Home
Provide a copy of the training roster or documentation to include names of those who attended, curriculum title and date(s) of training completion.

	Psychosocial Rehabilitation (PSR) - Adult Providers                                                                                            |_| Check here if your organization does not offer PSR Services-Adult.

	Check the curriculum used by this organization:

	Boston Psychiatric
	|_|  

	Skills Training
	|_|  

	Club House
	|_|  

	If your organization uses a combination of the above listed curriculums, please indicate the curriculums used:
|_| Boston Psychiatric Rehab     |_| Social Skills     |_| Clubhouse Model 
	

	Have all staff been trained on the PSR-Adult curriculum or combination of curriculums noted above?
(If no, provide explanation.)








Provide a copy of the training roster or documentation to include staff names and dates of training completion.
	
|_|  Yes     |_|  No



Part C.  Report of Any and All Settled Convictions and/or Pending Charges      Instructions:  Fully complete this section to disclose any pending charges of malpractice or any settled convictions and/or pending charges of felonies.
A.  Does the business itself, owners, principals, partners and/or governing bodies, Board of Directors, or the executive/managing directors have any settled or pending charges of malpractice?    |_| Yes    |_| No                                                                                   
If yes, attach explanation of settled and/or pending charges of malpractice.
B.  Does the business itself, owners, principals, partners and/or governing bodies, Board of Directors, or the executive/managing directors have any settled convictions and/or pending charges of felonies?    |_| Yes   |_| No                                                                                    
If yes, attach explanation of conviction including name and details of the conviction including what/when/where.
[bookmark: Check17][bookmark: Check18]C. Have any business owners, principals, partners and/or governing bodies, Board of Directors, or the executive/managing directors ever been excluded from a government program (such as Medicare or Medicaid)?    |_| Yes     |_| No                                                                                                                                                            
If yes, attach name and explanation of details of the exclusion including details such as what/when/where.


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

[bookmark: _GoBack]Instructions:  The requirements listed below are based on the Louisiana Behavioral Health Service Definition Manual and LBHP Certification Manual which can be downloaded from the DHH website, http://new.dhh.louisiana.gov/index.cfm/page/538.

 Check each statement below “Yes” or “No” and provide detailed explanation if you check “No”.  
	1.  All staff meet staffing requirements as identified in the LBHP Service Definition 
     Manual for the services provided.  If no, please explain:
	|_|  Yes   
|_|  No  

	2.  Personnel records include all documents required in the LBHP Certification Manual.
      If no, please explain:

	|_|  Yes     
|_|  No   

	3. All staff have attended orientation training conducted by the applicant.
       If no, please explain:

	|_|  Yes     
|_|  No    

	4. All staff have attended initial training conducted by the applicant.
If no, please explain:
	|_|  Yes     
|_|  No    

	5.  The applicant has a policy and procedure manual which includes all current
      requirements. If no, please explain:

	|_|  Yes     
|_|  No

	6.  The applicant has an emergency preparedness plan.
      If no, please explain:

	|_|  Yes     
|_|  No  

	7.  Criminal background checks have been completed on all staff.  
      If no, please explain:

	|_|  Yes     |_|  No  

	8.  All staff have been drug tested.
      If no, please explain: 

	|_|  Yes     |_|  No

	9.  All agency operational requirements are met. 
      If no, please explain:

	|_|  Yes     |_|  No  

	10.  All record keeping requirements are met.
        If no, please explain:

	|_|  Yes     |_|  No

	11.  The applicant meets the clinical competency requirements.
        If no, please explain:
	|_|  Yes     |_|  No

	12.  This provider is in compliance with all other rules and regulations.  
        If no, please explain:

	|_|  Yes     |_|  No






Part E.  Attestation and Application 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 accreditation 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 or Authorized Agent						Date 


Printed Name and Title
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