Application for License to Operate a Residential Facility
Instructions:  This application is to be filled out by the operator and submitted along with the requested documentation to the Ohio Department of Mental Health, Office of Licensure and Certification, 30 E. Broad St., Columbus, Ohio, 43215-3430.  Please print or type all information.  A copy of the application and requested documentation must be sent to the local Community Mental Health or ADAMHS Board(s).
To be Completed by All Applicants
	Name of Residential Facility
     
	Date of Application (mm/dd/yyyy)
     

	Street Address of Residential Facility
     
	County
     

	City, State, Zip Code of Residential Facility
     
	Facility Area Code / Phone
     

	Name of Operator
     
	Operator Area Code / Phone
     

	Operator Address (street, city, zip) if different from above

     

	Contact Person Name and Title

     
	Contact Person E-mail Address

     

	
	Contact Person Phone Number

     

	To be Completed by Renewal Applicants Only

	License No.
RF-     
	License Exp. Date
     
	Specify any changes in the number of licensed beds and/or household members, if applicable. 
      

	To be Completed by All applicants

	Male

Female

    
    
No. of Adult Beds to be Licensed

    
    
No. of Child/Adolescent Beds to be Licensed

    
    
Total no. of Household Members (5122-30-03(A)(25) 

to reside in Residential Facility, e.g., self, operator, 

resident, family member

	To be Licensed As:
 FORMCHECKBOX 
  Type 1:

(Provides room & board, personal care, & mental health services to one or more residents.)
 FORMCHECKBOX 
  Type 2:

(Provides room & board, & personal care to one or two residents.)
 FORMCHECKBOX 
  Type 3:

(Provides room & board to five or more adult residents.


	Submit copies of applicable inspections.  Renewals need to submit building heating, and/or wiring/electric only if renovations have occurred.  

	Inspection Reports
	Date
(mm/dd/yyyy)
	Date Accepted/Approved
(ODMH Use Only)
	Expiration Date
(ODMH Only)
	Inspection Reports
	Date
(mm/dd/yyyy)
	Date Accepted/Approved

(ODMH Use Only)
	Expiration Date

(ODMH Only)

	Building

(6 or more)
	     
	     
	     
	Water

(non-public)
	     
	     
	     

	Heating

(1 to 5 residents)
	     
	     
	     
	Sewage

(non-public)
	     
	     
	     

	Wiring/Electric

 (1 to 5 residents)
	     
	     
	     
	Food Service
	     
	     
	     

	Fire
	     
	     
	     
	Other (elevator, boiler, city, etc.)
	     
	     
	     

	Fire Alarm System
	     
	     
	     
	Other (elevator, boiler, city, etc.)
	     
	     
	     

	What MH services as a Type 1 are you providing?  (Specify which services):       
	No. of full-time staff employed by facility, including Operator:
   
	No. of part-time staff employed by facility, including Operator:
   

	Yes

No 

 FORMCHECKBOX 

 FORMCHECKBOX 

Has the facility housed residents with hearing, vision, or mobility impairments in the past year?  If yes, describe impairment and submit policy in accordance with 5122-30-18.       
 FORMCHECKBOX 

 FORMCHECKBOX 

Please submit the Resident Rights policy in accordance with 5122-30-22.  Policy attached?   FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Please complete and submit Attachment 1.  Attachment 1 attached?   FORMCHECKBOX 



	Please indicate the location of the phone available to residents and the phone number.

     

	Is the residential facility currently, or has the residential facility previously, been licensed by any of the following?  (Check all that apply).

	Yes        No
	Date
	Licensing Agency
	Yes        No
	Date
	Licensing Agency

	 FORMCHECKBOX 
           FORMCHECKBOX 

	     
	Department of Health
	 FORMCHECKBOX 
           FORMCHECKBOX 

	     
	Department of Alcohol & Drug Addiction Services

	 FORMCHECKBOX 
           FORMCHECKBOX 

	     
	Department of MR/DD
	 FORMCHECKBOX 
           FORMCHECKBOX 

	     
	City or County Agency; specify      

	 FORMCHECKBOX 
           FORMCHECKBOX 

	     
	Department of Mental Health
	 FORMCHECKBOX 
           FORMCHECKBOX 

	     
	Other.       

	 FORMCHECKBOX 
           FORMCHECKBOX 

	     
	Department of Jobs & Family Services
	
	
	

	Does this Operator own or operate other residential facilities licensed by any of the departments/agencies listed above?  

 FORMCHECKBOX 
  Yes        FORMCHECKBOX 
   No        If yes, specify:       
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New Applicants:  Operator must complete the following and indicate the dimensions of rooms in the residence (excluding closet space, bathrooms, and rooms not used by clients).  Copy or use additional paper as needed.  Submit a copy of the floor plan for the entire residential facility.  
Renewal Applicants:  Operator must complete the following dimensions only if client bedrooms have changed, renovations had occurred, or the purpose of rooms has changed.  Copy or use additional paper as needed.  Submit a copy of the floor plans for the entire facility with comments explaining the change(s).  

	Rooms
	Floor Location
	Length of Room
	Width of Room
	Total Square Feet
	Verified On-site

(ODMH Use Only)

	Living Room
	     
	     
	     
	     
	     

	Dining Room
	     
	     
	     
	     
	     

	Activity / Recreation Room
	     
	     
	     
	     
	     

	Other Room
	     
	     
	     
	     
	     

	Other Room
	     
	     
	     
	     
	     

	Lavatories / Toilets
	No. of Lavatories:

   
	No. of Toilets:

   
	No. of Bathtubs:

   
	No. of Showers (not in bathtubs

   

	Resident Bedrooms
	Floor Location
	No. of Beds
	Length of Room
	Width of Room
	Total Square Feet
	Verified On-Site
(ODMH Use Only)

	1.       
	     
	   
	     
	     
	     
	     

	2.       
	     
	   
	     
	     
	     
	     

	3.       
	     
	   
	     
	     
	     
	     

	4.       
	     
	   
	     
	     
	     
	     

	5.       
	     
	   
	     
	     
	     
	     

	To be Completed by Type 1 Residential Facilities

	Yes    No
 FORMCHECKBOX 
       FORMCHECKBOX 
   Please submit the Agency Service Plan (ASP) in accordance with 5122-30-04(A)(1)(f).  ASP attached?   FORMCHECKBOX 


	Is the facility applying for approval to use any of the following interventions in accordance with Special Treatment and Safety measures (ST/SM) Rules 5122-26-16 through 5122-26-16.3?
Yes    No

Yes    No

 FORMCHECKBOX 
        FORMCHECKBOX 

Minor Aversive Behavioral Interventions

 FORMCHECKBOX 
        FORMCHECKBOX 

Mechanical Restraint

 FORMCHECKBOX 
        FORMCHECKBOX 

Major Aversive Behavioral Interventions

If yes, types of mechanical restraint:  

 FORMCHECKBOX 
        FORMCHECKBOX 

Seclusion

     
 FORMCHECKBOX 
        FORMCHECKBOX 

Physical Restraint



	Name of ST/SM training program utilized by agency (example:  CPI, TCN, THART, agency-developed) 
     

	Yes     No
 FORMCHECKBOX 
         FORMCHECKBOX 
   (ST/SM Providers only)  Please complete and submit Attachment 2.  Attachment 2 attached?   FORMCHECKBOX 

 FORMCHECKBOX 
         FORMCHECKBOX 
   (ST/SM Providers only)  Please submit a copy of your ST/SM policies and procedures.  Policies and procedures attached?   FORMCHECKBOX 



	To be Completed by Type 2 and Type 3 Residential Facilities

	List the name, address, and phone number of the certified provider of Crisis Intervention Service with which the facility affiliates.  Attach current affiliation agreement in accordance with 5122-30-04 (L) and (M).       

	To be Completed by All Applicants

	Yes     No

 FORMCHECKBOX 
         FORMCHECKBOX 
  Please enclose the Licensure fee based upon facility type in accordance with 5122-30-04(A)(1)(d).  Fee enclosed?   FORMCHECKBOX 


	I,       , operator of a residential facility for persons with mental illness, agree to notify the Ohio Department of Mental Health of any changes in this building and its use or operation.  To the best of my knowledge, the information contained in this application is accurate and complete.  

	Signature of Residential Facility Operator
	Date
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