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Application for Certification of Consumer Operated Services
Ohio Department of Mental Health

Office of Licensure and Certification

30 E Broad St., Suite 742
Columbus, Ohio 43215-3430

5122-24 to 5122-29 of the Administrative Code
	Name of Organization/Agency

     
	Certification Number

     
	Check One
 FORMCHECKBOX 
Initial    FORMCHECKBOX 
Renewal

	Street Address for Legal Notice and Correspondence

     
	City

     
	State

     
	Zip Code

     -    

	Telephone Number  (Include Area Code)

(     ) -       -     
	Facsimile Number (Include Area Code)

(     ) -       -     

	 FORMCHECKBOX 
Executive Director,  FORMCHECKBOX 
CEO, or  FORMCHECKBOX 
President (Please Specify)

     
	E-Mail Address

     

	Contact Person and Title 

     
	E-Mail Address

     
Telephone Number: (     ) -       -     

	Please indicate the governing structure of the applicant entity in accordance with 5122-25-04 (A)(2)(a)(iii)

	 FORMCHECKBOX 
   Incorporated
	 FORMCHECKBOX 
    Partnership
	 FORMCHECKBOX 
    Individual

	List each Mental Health Board with which you have a contract.
1.      
2.      
3.      
4.      



Services Provided
Please check the box for each mental health service for which the applicant is applying to be certified.  Each of the services listed below is described in Chapter 5122-29.
	 FORMCHECKBOX 
   Self Help/Peer Support  [5122-29-15]
	 FORMCHECKBOX 
   Consumer Operated [5122-29-16]


DECLARATION

I understand that this application, including all attachments, for Certification to provide Community Mental Health Services and activities in accordance with Ohio Administrative Code 5122-24 through 5122-29 represents our compliance with the requirements of the laws of the State of Ohio and the Ohio Administrative Code.  Compliance includes the preparation and implementation of any applicable policies and procedures. I declare that the information given in this application, attachments and supporting documentation is true to the best of my knowledge and belief.

	Name of Executive Director/CEO/President or Designee  (Please Print)
     

	Signature

	Date
     

	Name and Title of Board of Director (if applicable) (Please Print)
     

	Signature of Applicant Board of Director  (Optional)

	Date

     


Application for Certification of Consumer Operated Services
5122-24 to 5122-29 of the Administrative Code

Attachment 1

The organization/agency must submit all of the following documentation as part of the application.  For each item, please use a check to indicate that the documentation is attached.
	Attached
	All Consumer Operated Services

	 FORMCHECKBOX 

	Application for Certification of Community Mental Health Agencies

	 FORMCHECKBOX 

	Attachment 1, Application for Certification of Community Mental Health Agencies

	 FORMCHECKBOX 

	Attachment 2, Addresses, Mental Health Services, and Inspection Forms

	 FORMCHECKBOX 

	Attachment 3, ODMH Certification Staff List

	 FORMCHECKBOX 

	Table of Organization [5122-25-04 (A)(2)(a)(v)]

	 FORMCHECKBOX 

	Articles of Incorporation and all Amendments [5122-25-04 (A)(2)(b)(i)], if applicable

	 FORMCHECKBOX 

	Listed name of the statutory corporate agent [5122-25-04 (A)(2)(b)(ii)], if applicable

	 FORMCHECKBOX 

	Certification fee waiver request per- OAC site rules [5122-25-04 (A)(2)(d), and 5122-25-06]
(If you wish to waive the Certification fee, please request in writing)

	 FORMCHECKBOX 

	Agency Service Plan [5122-26-09], which includes a brief description of your services

	All Consumer Operated Services


	All organization/agencies must submit the following documentation for each site.

	 FORMCHECKBOX 

	Annual, approved fire inspection [5122-25-04(A)(2)(c)(ii)]

	 FORMCHECKBOX 

	Water supply and Sewage Disposal Inspections, if applicable [5122-25-04(A)(2)(c)(iii)]

	 FORMCHECKBOX 

	Current License permits (e.g., elevator, boiler, food services) if applicable [5122-25-04(A)(2)(c)(i)]

	New Application


	 FORMCHECKBOX 

	Development or status of Client Rights and Grievance Procedure Verification Statement [5122-26-18(A)]


Application for Certification of Consumer Operated Services
Attachment 2 DS

Addresses and Mental Health Services

Please complete the following for each address at which the organization/agency provides mental health services.  Copy this form as needed.  The agency may submit a computer printout if it contains all of the required information.  

	Street Address
	City
	Zip Code
	County
	Telephone Number (Include Area Code)
	Is Site currently Certified?

(Check one)
	Mental Health Services to be Certified



	1.       

	     
	     
	     
	   -   -    
	 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Consumer Operated
 FORMCHECKBOX 
  Self Help

 FORMCHECKBOX 
  Peer Support

	2.       

	     
	     
	     
	   -   -    
	 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Consumer Operated

 FORMCHECKBOX 
  Self Help

 FORMCHECKBOX 
  Peer Support

	3.       

	     
	     
	     
	   -   -    
	 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Consumer Operated

 FORMCHECKBOX 
  Self Help

 FORMCHECKBOX 
  Peer Support

	4.       

	     
	     
	     
	   -   -    
	 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Consumer Operated

 FORMCHECKBOX 
  Self Help

 FORMCHECKBOX 
  Peer Support

	5.       

	     
	     
	     
	   -   -    
	 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Consumer Operated

 FORMCHECKBOX 
  Self Help

 FORMCHECKBOX 
  Peer Support

	6.       

	     
	     
	     
	   -   -    
	 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Consumer Operated

 FORMCHECKBOX 
  Self Help

 FORMCHECKBOX 
  Peer Support

	7.       

	     
	     
	     
	   -   -    
	 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Consumer Operated

 FORMCHECKBOX 
  Self Help

 FORMCHECKBOX 
  Peer Support

	8.       

	     
	     
	     
	   -   -    
	 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Consumer Operated

 FORMCHECKBOX 
  Self Help

 FORMCHECKBOX 
  Peer Support


Legal Name of Agency:  _____________________________________________________________________________________________________            Date:  _____________________________________

ODMH CERTIFICATION ATTACHMENT 3 – STAFF LIST

Please complete this form for all Agency staff members, indicating the staff member’s name, and staff title.
	Staff Name
	Services Provided
	Staff Title 

	EXAMPLE: Jane Doe
	Consumer Operated Services
	 FORMCHECKBOX 
  Certified Peer Supporter

 FORMCHECKBOX 
  WRAP Trainer

 FORMCHECKBOX 
  BRIDGES Trainer etc.

	  1.       
	
	

	  2.      
	
	

	  3.      
	
	

	  4.      
	
	

	  5.      
	
	

	  6.      
	
	

	  7.      
	
	

	  8.      
	
	

	  9.      
	
	

	  10.      
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