Name of Agency: ___________________

Ohio Department of Mental Health and Addiction Services
Application to Add a Site for Currently Certified Providers

Instructions:  This application is only for use by a currently certified provider that wants to add one or more locations to its current AoD or mental health certification.  This includes a dually certified provider that has a location certified for mental health services and wants to provide AoD services at the location, or has a location certified for AoD services and wants to provide mental health services at the location.  Submit at least 30 days prior to requested certification date.

Do NOT use this application to add a new service/program to your agency’s certification, or for a methadone program.

Agency Information
	Legal Name
	AoD Provider Number(s) [list only one], if applicable
	Mental Health Certification Number, if applicable

	     
	     
	     

	Doing Business As, if applicable
	Employer Identification Number

	[bookmark: Text1]     
	     

	Administrative (Mailing) Street Address 
	City
	Zip Code

	[bookmark: Text3]     
	[bookmark: Text4]     
	[bookmark: Text6][bookmark: Text21]         -       

	County
	Telephone Number 
	Facsimile Number 

	[bookmark: Text51]     
	[bookmark: Text7][bookmark: Text8][bookmark: Text9](       )         -      
	(       )        -      




Contact Information
	[bookmark: Check111][bookmark: Check49]Name of (check one)  |_| Owner   |_| Executive Director
[bookmark: Check50][bookmark: Check51]                                    |_| CEO      |_| President
	E-Mail Address
	Telephone Number

	[bookmark: Text10]     
	[bookmark: Text11]        
	        

	Contact Person and Title 
	Contact Person E-Mail Address
	Contact Person Telephone Number

	[bookmark: Text13]     
	        
	        



AoD Outpatient Treatment, AoD Residential/Halfway House and Detoxification Services
	Indicate AoD Treatment Services to be provided at this new location.
Place a check mark in the box provided for each service.
Do NOT include services for which your agency is not already certified.
Not applicable for Mental Health Services, Driver Intervention Programs, or Prevention Programs.
	|_|
	Consultation [3793:2-1-08 (E)]
	|_|
	Family Counseling [3793:2-1-08 (P)]

	|_|
	Referral and Information [3793:2-1-08 (F)]
	|_|
	Intensive Outpatient [3793:2-1-08 (Q)]

	|_|
	Intervention [3793:2-1-08 (G)]
	|_|
	Urinalysis  [3793:2-1-08 (R)]

	|_|
	Hotline [3793:2-1-08 (H)]
	|_|
	Medical/Somatic  [3793:2-1-08 (S)]

	|_|
	Training [3793:2-1-08 (I)]
	|_|
	Medical Community Residential  [3793:2-1-08 (U)]

	|_|
	Outreach  [3793:2-1-08 (J)]
	|_|
	Non-Medical Community Residential [3793:2-1-08 (V)]

	|_|
	Assessment [3793:2-1-08 (K)]
	|_|
	Twenty-Three Hour Observation Bed [3793:2-1-08 (W)]

	|_|
	Crisis Intervention [3793:2-1-08 (L)]
	|_|
	Ambulatory Detoxification  [3793:2-1-08 (X)]

	|_|
	Case Management [3793:2-1-08 (M)]
	|_|
	Sub-Acute Detoxification  [3793:2-1-08 (Y)]

	|_|
	Individual Counseling [3793:2-1-08 (N)]
	|_|
	Acute Hospital Detoxification  [3793:2-1-08 (Z)]

	|_|
	Group Counseling [3793:2-1-08 (O)]
	|_|
	Adjunctive Alcohol &/or Drug Services  [3793:2-1-08 (AA)]


 




Continue to Next Page to List New Location and Page 3 for Mailing Instructions
Name of Agency: ___________________

Page | 2	                                               OhioMHAS Application to Add a New Location

Agency Locations

List EACH new agency location at which your agency is requesting certification.  List one location per page.  Make additional copies as needed.

Please answer the following in regards to the location listed below:
1. What is the planned date the agency intends to begin providing services, i.e. the requested effective date for new location?       
2. The site is currently certified by MHAS for:  |_| None     |_| AoD services     |_| Mental Health services
3. The location is currently accredited by:  |_| None     |_| CARF     |_| COA     |_| TJC
4. [bookmark: _GoBack]Is the agency closing another certified location, and relocating to this new site?  |_| Yes  |_| No  
If yes, please list the street address, city of the location that is closing here:                                         .  
If this is a request to relocate AoD services, please also return the original certificate with this application. 

All Providers: Submit the following supporting documentation unless the site is currently certified by MHAS or is accredited.
For DIP Certification, please see Page 3.
· Occupancy and use certificate or building inspection by a certified building inspector
· Approved fire inspection, free of deficiencies, issued within the past 12 months
· Any other required inspections, if applicable

	Street Address
	City
	Zip
	County
	Telephone Number
	Identify Services provided at location. 
For AoD Residential/Halfway House and Detox, enter # of beds

	

     
	

     
	

     
	

     
	

     
	|_| AoD OutpatientTreatment

|_| AoD Prevention

|_| Mental Health

|_| AoD Residential:
       |_| Adults     Number of Residential Beds
       |_| Children/Adolescents    Number of Residential Beds

|_| AoD Halfway House:
      |_| Adults    Number of Halfway House Beds
      |_| Children/Adolescents    Number of Halfway House Beds

|_| AoD  Sub-Acute Detox:       Number of Detox Beds

|_| AoD Driver Intervention Program (Check all that apply)
|_| 72 Hour Driver Intervention Program
      |_| Camp     |_| Hotel     |_| Agency location
|_| 48 Hour Driver Intervention Program
      |_| Camp     |_| Hotel     |_| Agency location
|_| Non-Residential Driver Intervention Program:
      |_| Camp     |_| Hotel     |_| Agency location





Driver Intervention Program Certification


For EACH DIP program location that is NOT an agency certified location for other programs/services, submit the following as applicable.  For each item use a check to indicate that the documentation is attached:
	
	DIP Location other than Hotel
	DIP Location is a Hotel

	Hotel/motel license from the division of the state fire marshal of the Ohio department of commerce
	N/A
	|_|
3793:4-1-01 (E)(1)(h)

	A copy of an occupancy and use certificate issued by the division of construction compliance of the Ohio department of commerce or issued by an Ohio-certified building department of a municipal corporation, township or county (Submit ONLY if applying for new/initial certification OR there have been extensive modifications/renovations) 
	|_|
3793:4-1-01 (E)(1)(f)
	N/A


	Most recent annual, approved fire inspection
	|_|
3793:4-1-01 (E)(1)(i)
	N/A

	Food services operator's license, (Submit only if applicable, i.e. if required by Ohio Department of Health)
	|_|
3793:4-1-01 (E)(1)(e)
	|_|
3793:4-1-01 (E)(1)(e)

	For programs provided at a camp, a copy of the "Permission to Operate a Camp" issued by the local county/city health department pursuant to rule 3701:25-43 of the Administrative Code
	|_|
3793:4-1-01 (E)(1)(g)
	N/A




Please mail application and supporting documents to:

Department of Mental Health and Addiction Services
Licensure and Certification
30 E. Broad St., Suite 742, Columbus, Ohio 43215-3430

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 Chapters 5122-24 through 5122-29 and/or Alcohol and Drug Addiction Treatment, Residential (including Halfway House), Detoxification, Driver Intervention Programs and/or Prevention services and activities in accordance with Ohio Administrative Code Chapters 3793:2-1, 3793:2-2, 3793:2-5, 3793:2-6, 3793:4 and/or 3793:5 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 the required 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.

Executive Direct/CEO/President Signature__________________________________________         Date ____________

Printed Name and Title__________________________________________________________
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