Opioid Treatment Program (OTP) application for review
Department of health and hospitals Office of BEhavioral Health Proposal Review 

(Please note: Applicants must submit an original (1 copy) and eight (8) copies and (1) electronic copy of the complete application and all required attachments as well as a nonrefundable check in the amount of $600.00 made out to the Louisiana Office of Behavioral Health at the time of submission.
Applicant agency to identify the following type of application:
Check one:
 FORMCHECKBOX 
  Initial new
 FORMCHECKBOX 
  Additional clinic

 FORMCHECKBOX 
  Existing OTP transfer of ownership/License number     
 FORMCHECKBOX 
  Existing OTP change in location/License number      
Please complete PARTS 1 through 5 of this form and mail it and the additional requested materials with your new provider, transfer of ownership, or relocation application to:

State Opioid Treatment Authority
Department of Health and Hospitals
Office of Behavioral Health/Addictive Disorders
P.O. Box 4049
Baton Rouge, LA  70821-4049
	ORGANIZATION CONTACT AND DESCRIPTION


	Name of Applicant Agency/OTP:

     


	Address of Proposed Program:

     

	

	

	

	Official Applicant Representative Name and Contact Information:

Name      
Telephone                                   Fax:                                                    email:      

	Type of Ownership:

Corporation Name:      
Corporation Mailing Address:      
Corporation Telephone:                                      Fax:        

NON-PROFIT

FOR-PROFIT

GOVERNMENT

�  Individual/Sole Proprietor
�  Individual/Sole Proprietor 
�  Federal
�  Corporation
�  Corporation
�  State
�  Partnership Specify:      
�  Partnership
�  Parish
�  Faith based Organization
�  Group Practice
�  City/Parish
�  Un-incorporated Association
�  Other Specify:      
�  City
�  Other Specify: 
�  Combination Government  

     non-profit
�  Hospital District
�  Other Specify:      
Has there been a change in ownership of the applicant agency within the past year?

 FORMCHECKBOX 
       No                                                       FORMCHECKBOX 
      Yes. Give Date:      
List name, address and telephone number for persons or group of persons having direct or indirect ownership of a controlling interest (5%) of the corporate stock or partnership interest or any person or business entity which has a direct business interest, including but not limited to, a wholly owner subsidiary. Expand the sheet as necessary.

a. Owner Name:      
               Mailing Address:      
               Telephone:                                   Fax:              
b. Owner Name:      
               Mailing Address:      
               Telephone:                                   Fax:       
c. Owner Name:      
               Mailing Address:      
               Telephone:                                   Fax:           
Have any of the owners had a history in Louisiana or any other state, of a felony conviction?             

          FORMCHECKBOX 
        NO                    FORMCHECKBOX 
       YES    Please explain:         




	FINANCIAL VIABILITY AND AVAILABILITY OF FUNDS


	Strategic business plan to achieve financial goals of OTP: Attach organization’s strategic business plan.  Insure the plan includes the following:

 FORMCHECKBOX 
 Financial goals, priorities

 FORMCHECKBOX 
 Implementation strategy 

 FORMCHECKBOX 
 Revenue and expense projections for proposed OTP

 FORMCHECKBOX 
 Proposed fee structure



	Financial audit to verify solvency:

Attach a copy of the most recent fiscal or calendar year financial audit and accompanying management notes.




	 LICENSURE and /ACCREDITATION 


	If Corporation currently maintains other Licensed OTP  in Louisiana or other states, please complete this section:

Number of existing licensed OTP clinics (sites):                                                    

List other OTP site locations and include the name, address, telephone number, treatment slots and accreditation/licensure/certifying bodies.   If additional space is needed, please attach the information.  (a matrix or chart is acceptable to list sites)
OTP Name:      
               Mailing Address:      
               Telephone:          
              Treatment slots:             

Accreditation/licensure or certifying bodies:             

 OTP Name:      
               Mailing Address:      
               Telephone:                                                                                  

               Treatment slots:      
              Accreditation/licensure or certifying bodies:       
       

	If Corporation currently maintains other non-OTP licensed and/or accredited health care facilities  in Louisiana or other states, please complete this section:

List other non-OTP health care facility site locations and include the name, address, telephone number, treatment slots and accreditation/licensure/certifying bodies.  If additional space is needed, please attach the information.   

Other Licensed/Accredited Health Care Facility Name:      
               Mailing Address:      
               Telephone:            
               Accreditation/licensure or certifying bodies:       
              Other Licensed/Accredited Health Care Facility Name:      
               Mailing Address:      
               Telephone:                
               Accreditation/licensure or certifying bodies:              
History of compliance with accreditation, licensure and/or certification bodies related to the provision of healthcare and OTP services: Attach copies of national accreditation, state licensure, and survey reports from national or state accreditation or licensure organizations over the past six years for all OTP programs in Louisiana and include three reports for OTP’s in other states.  Utilize a matrix or chart to indicate the accreditation status of all programs operated by your organization.
If Corporation has ever had a license/certification or accreditation of healthcare facilities listed above revoked or suspended, please explain:      


	Work plan to obtain all licensure/certifications needed to open proposed OTP: Attach organization’s work plan which will result in obtaining the required OTP Certification, Licensure and Accreditation required by the local, state and federal agencies to operate the proposed OTP. Check to insure that the work plan includes the following:

 FORMCHECKBOX 
 Louisiana DHH Bureau of Health Standards
 FORMCHECKBOX 
 Louisiana Board of Pharmacy

 FORMCHECKBOX 
 Federal Drug Enforcement Administration

 FORMCHECKBOX 
 National Accreditation as approved by SAMHSA as an Opioid Treatment Provider 


	Community integration plan


	Community Relations Plan:  The purpose of the plan is to minimize the impact of the OTP upon the business and residential neighborhoods where the program will be located. The plan must include documentation of strategies to identify stakeholders, obtain stakeholder input regarding the proposed location, address concerns identified by the stakeholders and ongoing community concerns expressed by stakeholders on a continuing basis and include letters of support for the proposed service.  Describe the proposed OTP community relation plan elements and attach the plan to the application:        
Availability, accessibility and appropriateness of the OTP location: The OTP location should be accessible to public transportation and healthcare providers and be appropriately located away from children’s schools and playgrounds.  Attach maps to demonstrate accessibility, availability and appropriateness of location.  See required attachments.



	Is proposed location within an incorporated area of a city:

    FORMCHECKBOX 
       YES                                                                        FORMCHECKBOX 
          NO



	If Answer above is yes, then complete the following:

Name of City/Legislative Authority:     
Address:      
Phone:                                         Fax:      


	Name of Parish Authority:     
Address:      
Phone:                                         Fax:      



	Range of services and program design


	Proposed operational information:

Days of Operation:

      Monday-Friday         Monday-Saturday        Monday-Sunday       Other

Identify proposed hours of operation:      
Days of Medication Dispensing Services:

      Monday-Friday         Monday-Saturday        Monday-Sunday       Other

Identify proposed hours of Medication Dispensing Services:      


	Proposed Capacity:

OTP Clients to be served at this location: Minimum             Maximum      


	Proposed Staffing Pattern: List all positions by type including Medical, Clinical, and Security including any contract positions:

                                                      Number of Positions/Type        Number of FTE/Position  

                                                                Executive Director               FTE

                                                                Physician                              FTE

                                                                Pharmacist                           FTE

                                                                Nurse                                    FTE

                                                                Counselors                          FTE

                                                                Other: Specify                      FTE



	RANGE OF SERVICES FOR PROPOSED OTP:

Check and describe any of the following addiction services the proposed OTP will offer to its clientele. Include in the description, the days/week each service will be offered as well as a description of the service.

Criteria:

 FORMCHECKBOX 
 Admission and readmission criteria: (Please describe the proposed OTP admission and readmission criteria)      
 FORMCHECKBOX 
 Transition and discharge criteria: (Please describe the transition and discharge criteria for the proposed OTP)      
Program Design:

 FORMCHECKBOX 
 Addiction Assessment: (List and describe the credentials of the professional(s) who will administer the assessment tool).  Attach a copy of the assessment tool the proposed OTP will utilize.)      
 FORMCHECKBOX 
 Mental Health Screening: List and describe the credentials of the professional(s) who will administer the Mental Health screening.  Describe the screening tools and processes the proposed OTP will utilize)

 FORMCHECKBOX 
 Medical Services: (Describe the range of medical services to be offered at the proposed clinic site as well as the days/week that medical services will be available.)      
 FORMCHECKBOX 
 Detoxification: (Describe the proposed Detoxification Protocol as well as the days/week that the detoxification services will be available. Include in the description, the OTP clinical protocol for short and longer term detoxification.)       
 FORMCHECKBOX 
 Maintenance protocol: (Describe the protocol to be utilized in the proposed OTP.)      
Enhanced Services:

 FORMCHECKBOX 
 Psychiatric/Psychological Services: (Describe the range of psychiatric/psychological services available onsite at the proposed OTP including the proposed use of any standardized tests and measurements or “Evidence Based Practices” to be utilized by the OTP).       
 FORMCHECKBOX 
 Individual and Group Counseling: (Describe the counseling services including “Evidence Based Practices” to be utilized in the proposed OTP. Include in your description the days of the week and hours of the day counseling services will be available to OTP clients.)      
 FORMCHECKBOX 
 Co-Occurring Treatment Services: (Describe how you will assess and plan services for clientele with co-occurring disorders.  Include in the description the frequency and availability of the specific co-occurring services available at the proposed OTP.)      
 FORMCHECKBOX 
 Services addressing pregnant women:  (Describe the clinical protocol and services the proposed OTP will have available for Opioid dependent women who are pregnant and the availability and frequency of those services, onsite.)        
 FORMCHECKBOX 
 Alternative Medication Assisted Opioid Treatment Services, such as Buprenorpine et al. (Describe the proposed OTP’s plan to utilize alternative medication assisted Opioid Treatment Services at the site.  If not available at the proposed site, describe how the OTP will provide access to alternative Opioid Treatment Services.)      
 FORMCHECKBOX 
 Family Education or involvement in the OTP service: (Describe features of the OTP program which encourages, educates or requires family or significant other involvement. Include in the description, the days and hours when this service to family members is available.)      


	Availability of Wrap Around Services:

 FORMCHECKBOX 
 Case Management Services: (Describe how the proposed OTP Case Management Service will provide access to the following list of recovery supports.)      
      FORMCHECKBOX 
 Self-help or faith based supports: (Describe the specific self-help/faith based supports available to the  

      OTP clientele in the proposed program.)      
      FORMCHECKBOX 
 Availability of peer support, local advocacy groups, consumer/survivor/ex-patient groups: (Please provide a detailed 

       description.)      
     FORMCHECKBOX 
 Employment:  (Describe your plan for linkage with Vocational Rehabilitation Services and other employment 

      resources.)          

      FORMCHECKBOX 
 Childcare and transportation: (Describe the availability of childcare and transportation services to clients of the OTP.)  
                
     FORMCHECKBOX 
  Addiction and recovery education: (Describe the client education process on addiction and recovery concepts to    

      be included for all OTP clients in the proposed program.)      
      FORMCHECKBOX 
 Other wraparound services to achieve community integration: (Describe other wraparound services in the 

      proposed OTP which will assist the OTP clients with community integration.)      



	required attachments


	The following is a list of documents which must be attached to the OTP application for it to be considered complete. Please use the check off boxes to insure that you have included all of the items below with your application. Applications which do not have all the items listed below attached when submitted will be returned and not processed.

	Legal Documents:

 FORMCHECKBOX 
 Organization’s Article of Incorporation

 FORMCHECKBOX 
 Copy of organization’s professional liability insurance including all applicable riders 

 FORMCHECKBOX 
 Original letter signed by organization President or minutes of Board of Director meeting minutes identifying Organization’s Official Applicant Representative 



	Financial Documents:

 FORMCHECKBOX 
 Copy of most recent calendar year financial audit and accompanying management notes

 FORMCHECKBOX 
 Copy of strategic business plan 

 FORMCHECKBOX 
 Copy proposed fee structure for proposed OTP



	If currently licensed OTP(s), for each OTP attach:
 FORMCHECKBOX 
 Copy of current state licensure
 FORMCHECKBOX 
 Copy of current registration with Louisiana Board of Pharmacy

 FORMCHECKBOX 
 Copy of current  licensure with the Federal Drug Enforcement Administration

 FORMCHECKBOX 
 Copy of current national accreditation as approved by SAMHSA as an Opioid Treatment Provider 
 FORMCHECKBOX 
 Copies of survey reports for national accreditation and state licensure over the past six years  


	If operating a non-OTP healthcare facility:
 FORMCHECKBOX 
 List of all other healthcare facilities, in state and out of state, that are operating under the auspices of Applicant Organization
 FORMCHECKBOX 
 Copies of accreditation, licensure and survey reports for national accreditation and state licensure over the past six years for each  healthcare  facility in the above list.   



	Work Plan to obtain all licensure, national accreditation or required registrations:

Attach organization’s detailed work plan which will result in obtaining the required OTP Certification, Licensure, Accreditation and Registrations required by the local, state and federal agencies to operate the proposed OTP.



	Community Relations Plan:  

 FORMCHECKBOX 
 Copy of Community Relations Plan

 FORMCHECKBOX 
 Copy of city/parish documentation verifying proposed geographic location meets city and parish land use ordinances

Geographic Location: Please attach maps and any other appropriate documentation which demonstrate the following:

 FORMCHECKBOX 
  Availability of off-street parking and public transportation in relation to the proposed OTP location

 FORMCHECKBOX 
  Proposed OTP location in relation to nearby schools, playgrounds and parks and other child centered services i.e. boys and girls clubs, child care facilities 
 FORMCHECKBOX 
  Proposed OTP location in relation to nearby healthcare facilities


OTP Applicant Representative:  I agree on behalf of the program to:

· Adhere to all the requirements in lac 48:i.cHAPTER 129 and 42 CFR Part 8.12
· Attest that the information presented in this application is true and factual 
· Acknowledgement that the approved proposed OTP must achieve DHH licensure and be in compliance with all applicable federal, state and local laws and regulations no later than one year from the date of the OTP application review approval.
	Signature of the OTP Official Applicant Representative:

	Date:

     

	Type or Print Name:
     

	Title:

     

	Address: 

     
	Telephone:  
     


	E-mail address

     


(Please note: Applicants must submit an original (1) and eight (8) copies of the completed application and all required attachments as well as a nonrefundable check in the amount of $600.00 made out to the Louisiana Office of Behavioral Health at the time of submission.) 
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