[bookmark: _GoBack]Application for Certification without Deemed Status

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

Instructions:  This application is only for use by an agency with no behavioral health accreditation, applying for certification for one or more of the following services/programs:  mental health services, alcohol and other drug (AoD) outpatient treatment program, AoD prevention, AoD residential/halfway house, detoxification, and/or driver intervention programs.  It may not be used to apply for methadone treatment licensure.  Please submit only one copy of the requested documentation and attachments, even when applying for both mental health and alcohol & other drug certification.

Agency Information
	Legal Name
	

	[bookmark: Text1]     
	

	Doing Business As, if applicable
	Website

	[bookmark: Text96]     
	[bookmark: Text106]     

	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]     
	        
	        



Governing Structure
	|_|  Corporation for Non-Profit                       |_|  Corporation for Profit                              |_|  Limited Liability Company
|_|  Partnership                                                |_|  Sole Proprietorship                                  |_|  Government
|_|  Unincorporated



Please indicate any existing OhioMHAS certification (check all that apply):
	|_| AoD (specify below)     
	|_| Mental Health

	|_| Outpatient Treatment
	|_| Detoxification
	N/A

	|_| Residential
	|_| Prevention
	

	|_| Halfway House
	|_| Driver Intervention Program
	



Please indicate the certification for which you are applying (check all that apply):
	|_| Initial AoD       |_| Renewal AoD
	|_| Initial Mental Health |_| Renewal Mental Health

	|_| Outpatient Treatment
	|_| Detoxification
	N/A

	|_| Residential
	|_| Prevention
	

	|_| Halfway House
	|_| Driver Intervention Program
	



Continued on Next Page



Instructions:  If applying for AoD Outpatient Treatment, AoD Residential/Halfway House, Detoxification, and/or Mental Health Services, please fill out the appropriate sections below to identify the specific services. If applying only for driven intervention program and/or AoD prevention certification, please continue now to Page 3.

Mental Health Services
	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 Ohio Administrative Code Chapter 5122-29.
	
	
	
	

	|_|
	Behavioral Health Counseling & Therapy
[5122-29-03]
	|_|
	Community Psychiatric Supportive Treatment (CPST) [5122-29-17] *

	|_|
	Mental Health Assessment  [5122-29-04] *
	|_|
	Inpatient Psychiatric  [5122-29-18]

	|_|
	Pharmacologic Management  [5122-29-05] *
	|_|
	Consultation  [5122-29-19]

	|_|
	Partial Hospitalization  [5122-29-06]
	|_|
	Prevention  [5122-29-20]

	|_|
	Forensic Evaluation  [5122-29-07]
	|_|
	Mental Health Education  [5122-29-21]

	|_|
	Behavioral Health Hotline  [5122-29-08]
	|_|
	Referral and Information  [5122-29-22]

	|_|
	Crisis Intervention Mental Health  [5122-29-10]
	|_|
	Adjunctive Therapy  [5122-29-23]

	|_|
	Employment/Vocational  [5122-29-11]
	|_|
	Occupational Therapy  [5122-29-24]

	|_|
	Adult Educational  [5122-29-13]
	|_|
	School Psychology  [5122-29-25]

	|_|
	Social and Recreational  [5122-29-14]
	|_|
	Other Mental Health  [5122-29-27]

	|_|
	Self Help/Peer Support  [5122-29-15]
	|_|
	Intensive Home Based Treatment (IHBT) [5122-29-28]

	|_|
	Consumer Operated  [5122-29-16]
	|_|
	Assertive Community Treatment (ACT) [5122-29-29]

	
	*Required for Health Home Service 5122-29-33
	|_|
	Health Home Service for Persons with Serious and Persistent Mental Illness [5122-29-33]  Supplemental Application form DMH-7010 is required for Health Home Service







AoD Outpatient Treatment, AoD Residential/Halfway House and Detoxification Services
	Indicate Services provided at this site per rule 3793:2-1-08.  Please note that Assessment, Individual or Group Counseling, Case Management & Crisis Intervention are minimum required services for all Outpatient & Residential Programs. Place a check mark in the box provided for each service to be provided at a program location. Not applicable for Driver Intervention Programs, and 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)]


 


Continued on Next Page



	Place a check to indicate whether or not the agency uses restraint and/or seclusion/isolation, and/or consumer behavioral interventions [5122-26-16 – 16.2, 3793:2-1-05 (G)(13), 3793:5-1-03 (L)]

	|_|  Agency policies and procedures prohibit the use of seclusion, all types of restraint. and consumer behavioral interventions (if checked, skip to next section)

	|_|Yes
	|_| No
	Consumer Behavioral Interventions (If ‘Yes’, what types of consumer behavioral interventions other than seclusion/isolation and/or physical or mechanical restraint identified below in this section)
     

	[bookmark: Check44]|_|Yes
	[bookmark: Check45]|_| No
	Physical Restraint

	|_|Yes
	|_| No
	Seclusion/Isolation

	|_|Yes
	|_| No
	Mechanical Restraint   (If ‘Yes’, what types of Mechanical Restraint?)

	
	
	[bookmark: Text17]     
	[bookmark: Text55]     

	
	
	[bookmark: Text54]     
	[bookmark: Text56]     



	

	Please indicate any other existing or previous licensure or certifications


	Current
	Previous

	

	|_|
	|_|
	Ohio Department of Aging.  Dates of Certification or Licensure      

	|_|
	|_|
	Ohio Department of Developmental Disabilities.  Dates of Certification or Licensure      

	|_|
	|_|
	Ohio Department of Health   Dates of Certification or Licensure      

	|_|
	|_|
	Ohio Department of Job and Family Services Dates of Certification or Licensure        

	|_|
	|_|
	Other State Agency (Name)        Dates of Certification or Licensure      

	For agencies not currently certified by the Ohio Department of Mental Health and Addiction Services, has your agency ever been licensed or certified by:

	   Yes
	     No
	

	|_|
	|_|
	Ohio Department of Alcohol and Drug Addiction Services

	|_|
	|_|
	Ohio Department of Mental Health



	Yes
|_|
	No
|_|
	
Has your agency licensure or certification ever been subject to any revocation or proposed revocation proceedings?


	Yes
|_|
	No|_|
	
Has the agency or a principal in the agency been convicted of Medicaid fraud?







Continue to next page for Agency Locations




Name of Agency: ___________________

Page | 2	                                               OhioMHAS Certification Application without Deemed Status                        Draft 9 May 2014 


Agency Locations

List EACH agency location at which your agency is requesting certification.  Please note that failure to properly certify each agency location may result in non-compliance with applicable Ohio Administrative rules and Ohio Revised Code laws, and may also impact an agency’s ability to bill public funding sources, including Ohio Medicaid and the Community AoD/Mental Health Board.  If you have questions about whether a location needs to be certified, please contact the Office of Licensure and Certification.  List one location per page.  Please make additional copies as needed.

	Street Address
	City
	Zip
	County
	Telephone Number
	Is Site Currently MHAS Certified
	Identify Services provided at location.  

For AoD Residential/Halfway House and Detox, please enter number of beds

	

     
	

     
	

     
	

     
	

     
	

Yes |_|

No  |_|
	|_| 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



Continue to Next Page for Declaration and Additional Instructions


Instructions:
· Please have the Executive Director/CEO/President complete the declaration below AND COMPLETE THE ADDITIONAL ATTACHMENT(S).
· Use the table below to determine which Attachments to complete.  Please complete each Attachment for your requested certification.   For example, an agency requesting certification for AoD Treatment, MH Services and Driver Intervention Program should complete Attachments 1, 2 & 5.
· Use the Attachments for a checklist to identify documentation that must be submitted with the application.  For more information, review the Ohio Administrative Code rules referenced in the applicable column (s) on the Attachments.
· If applying for both AoD and MH certification, you are only required to submit one copy of the requested documentation that conforms to the applicable rules.  For example, you may submit one Performance Improvement (PI) plan, not one PI plan for AoD and one PI plan for mental health.
· If you have any questions, please contact Licensure and Certification at 614-752-8880.

	
	Attachment 1
Page 6
	Attachment 2
Page 7
	Attachment 3
Page 10
	Attachment 4
Page 11
	Attachment 5
Page 12
	Attachment 6
Page 16

	AoD Outpatient Treatment
	X
	X
	
	
	
	

	MH Services
	X
	X
	
	
	
	

	AoD Residential/
Halfway House
	X
	X
	X
	
	
	

	AoD Detoxification
	X
	X
	
	X
	
	

	Driver Intervention Program
	
	
	
	
	X
	

	Prevention
	X
	
	
	
	
	X



Mail completed application to:
Department of Mental Health and Addiction Services
Licensure and Certification
30 East Broad Street 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__________________________________________________________

If your agency provides only a Driver Intervention Program:  Continue now with Attachment 5 beginning on Page 12
All others:  Continue with Attachment 1 on next page


Attachment 1
List of Qualified Staff Sheet

Mental Health Services and AoD Outpatient Treatment Program, AoD Residential (includes Halfway House), AoD Detoxification (except Acute), AoD Prevention Program
Please make copies as needed.

	Employee Name
	Service(s) Provided and/or Supervised
	Provide (P), Supervise (S), 
Both (B)
	License(s)/
Credential(s) Number

	

     
	     
	P |_|     S |_|     B |_|
	     

	

     
	     
	P |_|     S |_|     B |_|
	     

	

     
	     
	P |_|     S |_|     B |_|
	     

	

     
	     
	P |_|     S |_|     B |_|
	     

	

     
	     
	P |_|     S |_|     B |_|
	     

	

     
	     
	P |_|     S |_|     B |_|
	     

	

     
	     
	P |_|     S |_|     B |_|
	     

	

     
	     
	P |_|     S |_|     B |_|
	     

	

     
	     
	P |_|     S |_|     B |_|
	     

	

     
	     
	P |_|     S |_|     B |_|
	     

	

     
	     
	P |_|     S |_|     B |_|
	     

	

     
	     
	P |_|     S |_|     B |_|
	     



Continue to Next Page


Attachment 2
Mental Health Services and AoD Outpatient Treatment Program, AoD Residential* (includes Halfway House), AoD Detoxification (except Acute), AoD Prevention Program
Application Checklist


* Note:  A residential treatment program must also be certified to provide the following AoD outpatient treatment services at the program site in accordance with rule 3793:2-1-08 of the Administrative Code: 
Assessment services, 
Individual and group counseling services, 
Crisis intervention services, and 
Case management. 




Submit the following for EACH agency owned or leased site listed on the Agency Locations page(s).  For each item use a check to indicate that the documentation is attached:
	
	AoD
	MH

	Occupancy and use certificate or building inspection by a certified building inspector (Submit ONLY if applying for new/initial certification OR there have been extensive modifications/renovations) 
	|_|
3793:2-1-01 (D)(1)(e)
	|_|
5122-25-04 (A)(2)(c)(i)

	Most recent annual, approved fire inspection
	|_|
3793:2-1-01 (D)(1)(f)

	|_|
5122-25-04 (A)(2)(c)(ii)
5122-26-12 (I)(1)(a)

	Boiler, if applicable
	N/A
	|_|
5122-26-12 (I)(2)(b)

	Annual water supply, if applicable
	N/A
	|_|
5122-25-04 (A)(2)(c)(iii)
5122-26-12 (I)(1)(b)

	Annual sewage disposal, if applicable
	N/A
	|_|
5122-25-04 (A)(2)(c)(iii)
5122-26-12 (I)(1)(b)

	Elevator, if applicable
	N/A
	|_|
5122-26-12 (I)(2)(a)


	Food service operator’s license, if applicable
	|_|
3793:2-1-01 (D)(1)(e)
	|_|
5122-26-12 (I)(2)(c)







Continued on next page



Submit the following.  For each item use a check to indicate that the documentation is attached:
	
	AoD
	MH

	Governing authority policies and procedures
	|_|
3793:2-1-02 (G) if applicable, & (I)
	|_|
5122-26-03

	Table of organization
	|_|
3793:2-1-02 (J)
	|_|
5122-26-03 (E)

	Annual revenue and expenditure budget
	|_|
3793:2-1-03 (G)
	|_|
5122-25-04 (A)(2)(a)(iv)

	Program Administration/ Accessibility, Availability, Appropriateness, and Acceptability of Services  Policies and Procedures
	|_|
3793:2-1-03

	|_|
5122-26-17

	Personnel policies and procedures 
	|_|
3793:2-1-03 (O)
	|_|
5122-26-06

	Environment of care, safety policies and procedures
	|_|
3793:2-1-03 (Y)
	|_|
122-26-12

	Quality improvement plan/risk management plan 
	|_|
3793:2-1-04 (E)
	|_|
5122-28-03 (D)

	Client records policies and procedures on confidentiality, access to records, storage of records, and destruction of client records 
	|_|
3793:2-1-06 (D)(1)(2)(5)(6)
	|_|
5122-26-06 (D)(6)(f)
5122-26-18 (D)(13)
5122-27-09 (A)

	Client rights policy and client grievance procedure*
	|_|
3793:2-1-07 (E)(F)(I)
*Deemed if MH Certified
	|_|
5122-26-18

	Employee drug theft policies and procedures
	|_|
3793:2-1-05 (I)(2)(f) if applicable
	|_|
5122-26-08

	Agency Service Plan
	|_|
3793:2-1-05 (G)(5)
	|_|
5122-26-09

	Medication handling policies and procedures
	|_|
3793:2-1-05 (I)
	|_|
5122-26-15

	Consent for treatment policies and procedures
	|_|
3793:2-1-06 (F)(2)

	|_|
5122-27-04 (A)

	Certification Fee
	N/A
	|_|
5122-25-08








Continued on next page





Submit the following IF APPLICABLE.  For each item use a check to indicate that the documentation is attached:
	
	AoD
	MH

	Variance or waiver request
	|_|
3793:2-1-01 (I)
	|_|
5122-25-04 (A)(2)(d)

	Other mental health services documentation including the name of the service, a brief description of the service, and a letter of approval from the community mental health board shall be submitted.
	N/A

	|_|
5122-25-04 (A)(2)(g)

	Policies and procedures for AoD programs serving children and/or adolescents
	|_|
3793:2-1-03 (R)(1)
	N/A


	Policies and procedures on criminal background checks for AoD programs serving children and/or adolescents
	|_|
3793:2-1-03 (R)(2)(3)
	N/A


	AoD residential or halfway house program for adults that offers child care, policy on child care
	|_|
3793:2-1-03 (S)
	N/A


	Terminal distributer license
	|_|
3793:2-1-05 (I)(1)
	|_|
5122-26-15 (A)(1)

	Pharmaceutical services policies and procedures for each program that dispenses, prescribes and/or administers medications
	|_|
3793:2-1-05 (I)(2)
	|_|
5122-26-15 (A)

	Policy and procedure for training staff in equipment usage when providing services by interactive videoconferencing
	|_|
3793:2-1-11 (E)
	N/A

	Plan to remove a structural or other barrier which limits access to or within the building
	|_|
3793:2-1-03 (X)(8)
	|_|
5122-26-12 (G)

	Seclusion, Restraint and Time-Out, Consumer Behavioral Interventions policies and procedures
	|_|
3793:2-1-05 (G)(13)
	|_|
5122-26-16
5122-26-16.1
5122-26-16.2

	EHR policies and procedures
	|_|
3793:2-1-06 (U)
	|_|
5122-27-09 (B)




Is your agency seeking certification for Residential Treatment, including Halfway House?  If Yes, continue now to Attachment 3 on next page.

If no, is your agency seeking certification for Detoxification?  If Yes, continue now to Attachment 4 on Page 11.

If no, is your agency seeking certification for Driver Intervention Program?  If Yes, continue now to Attachment 5, beginning on Page 12.

If no, is your agency seeking certification for AoD Prevention?  If Yes, continue now to Attachment 6, beginning on Page 16.

If you answered “no” to all questions, you are finished.  Please submit application. 


Attachment 3
Residential/Halfway House Programs Checklist


Submit the following.  For each item use a check to indicate that the documentation is attached:
	
	AoD
	MH

	Residential treatment programs: Schedule of structured alcohol/drug addiction services and activities
	|_|
3793:2-5-01 (C)(1)
	N/A

	Halfway house treatment programs: Schedule of structured alcohol/drug addiction services and activities
	|_|
3793:2-5-01 (D)(1)
	N/A





Is your agency seeking certification for Detoxification?  If Yes, continue now to Attachment 4 on Page 11.

If no, is your agency seeking certification for Driver Intervention Program?  If Yes, continue now to Attachment 5, beginning on Page 12.

If no, is your agency seeking certification for AoD Prevention?  If Yes, continue now to Attachment 6, beginning on Page 16.

If you answered “no” to all questions, you are finished.  Please submit application.



Attachment 4

Detoxification Programs Checklist


Submit the following.  For each item use a check to indicate that the documentation is attached:
	
	AoD
	MH

	Affiliation agreement
	|_|
3793:2-6-01 (M)
	N/A

	Referral policies and procedures
	|_|
3793:2-6-01 (M)(1)(2)(3)
	N/A





Is your agency seeking certification for Driver Intervention Program?  If Yes, continue now to Attachment 5, beginning on Page 12.

If no, is your agency seeking certification for AoD Prevention?  If Yes, continue now to Attachment 6, beginning on Page 16.

If you answered “no” to all questions, you are finished.  Please submit application.




Attachment 5
Driver Intervention Program Certification

Program Hours – complete either “New” or “Renewal” section 
	NEW (Initial) Certification for DIP program not currently certified (Check all that apply):
|_| 72 Hour Driver Intervention Program:         Number of Program Hours (Minimum 21 hours) 
|_| 48 Hour Driver Intervention Program:         Number of Program Hours (Minimum 16 hours)
|_| Non-Residential Driver Intervention Program:         Number of Program Hours (Minimum 13 hours)


	RENEWAL DIP Certification:
|_| There has been no change to the number of program hours
OR
|_| Updated program hour information (Check all that apply):
|_| 72 Hour Driver Intervention Program:         Number of Program Hours (Minimum 21 hours) 
|_| 48 Hour Driver Intervention Program:         Number of Program Hours (Minimum 16 hours)
|_| Non-Residential Driver Intervention Program:         Number of Program Hours (Minimum 13 hours)



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



Is your agency certified for AoD outpatient treatment?  If yes, complete next page.  If no, skip to page 14.




Driver Intervention Program Certification

If your agency is certified for AoD outpatient treatment, please submit the following. For each item use a check to indicate that the documentation is attached:
	
	AoD

	Variance request, if applicable
	|_|
3793:4-1-01 (K)(3)

	Advisory board roster, unless the program has a governing authority that represents, for example, law enforcement officers, judges, prosecuting and defense attorneys and treatment center representatives.
	|_|
3793:4-1-02 (L)

	Table of organization
	|_|
3793:4-1-02 (M)

	Annual plan
	|_|
3793:4-1-02 (Q)

	Quality improvement plan
	|_|
3793:4-1-02 (R)(4)(5)

	Referrals for assessment policies and procedure
	|_|
3793:4-1-02 (MM)

	Indigent clients policy  and procedure, if applicable
	|_|
3793:4-1-02 (YY)





Is your agency seeking certification for AoD Prevention?  If Yes, complete Attachment 6, beginning on Page 16.

If no, you are finished.  Please submit application.




Driver Intervention Program Certification

If your agency is not certified for AoD outpatient treatment, please submit the following. For each item use a check to indicate that the documentation is attached:
	
	AoD

	Variance request, if applicable
	|_|
3793:4-1-01 (K)(3)

	Governing authority policies, code of regulations, articles of incorporation and/or by-laws
	|_|
3793:4-1-02 (G) if applicable, and (I)

	Roster of the members of the board of directors and their professional affiliations
	|_|
3793:4-1-02 (H)


	Advisory board roster, unless the program has a governing authority that represents, for example, law enforcement officers, judges, prosecuting and defense attorneys and treatment center representatives.
	|_|
3793:4-1-02 (L)

	Table of organization
	|_|
3793:4-1-02 (M)

	Annual plan
	|_|
3793:4-1-02 (Q)

	Quality improvement plan
	|_|
3793:4-1-02 (R)

	Written criteria for conducting reviews of major unusual incidents
	|_|
3793:4-1-02 (S)

	Personnel policies and procedures
	|_|
3793:4-1-02 (V)

	Communication assistance policies and procedures for limited-English proficient clients, family members or significant others
	|_|
3793:4-1-02 (Y)(1)

	Auxiliary aids policies and procedures for sensory-impaired clients, family members or significant others
	|_|
3793:4-1-02 (Y)(2)

	Plan to address the need for culturally specific and relevant programming for ethnic minorities, deaf or hearing impaired and others
	|_|
3793:4-1-02 (Y)(3)

	Policy or procedure for handling cases of client abuse and/or neglect by employees, contract staff, student interns and volunteers
	|_|
3793:4-1-02 (Y)(4)

	Client records policies and procedures
	|_|
3793:4-1-02 (EE)(1)

	Client rights policy and client grievance procedure
	|_|
3793:4-1-02 (FF)(GG)(JJ)

	Referrals for assessment policies and procedure
	|_|
3793:4-1-02 (MM)






Continued on next page if your agency is not certified for AoD outpatient treatment



Driver Intervention Program Certification


If your agency is not certified for AoD outpatient treatment, submit the following IF APPLICABLE. For each item use a check to indicate that the documentation is attached:
	
	AoD

	Policies and procedures for AoD programs serving children and/or adolescents
	|_|
3793:4-1-02 (P)(1)

	Policies and procedures on criminal background checks for AoD programs serving children and/or adolescents
	|_|
3793:4-1-02 (P)(2)(3)

	Policies and/or procedures for programs that permit clients to self-medicate
	|_|
3793:4-1-02 (PP)(2)

	Indigent clients policy  and procedure, if applicable
	|_|
3793:4-1-02 (YY)(1)





Is your agency seeking certification for AoD Prevention?  If Yes, complete Attachment 6, beginning on Page 16.

If no, you are finished.  Please submit application.






Attachment 6
AoD Prevention
This attachment is not applicable to MH prevention providers

Name and credentials of designated staff member who is responsible for the overall day-to-day operation of the alcohol and other drug prevention services:  Name:       , Credentials:       .

Population Served  Check at least one or more of the population(s) served.  For more information see 3793:5-1-01.
|_|Universal		 |_|Selected 		|_|Indicated

Strategies/Services Offered (Please check strategy(s) and services offered).  For more information see 3793:5-1-01.

1. Information Dissemination 					2. Alternatives
|_|Print and Electronic Media 					|_|Social and Recreational Prevention Services
|_|Newsletters 							|_|Youth-Led Prevention
|_|Clearinghouse and Other Information Resource Center Services	|_|Youth and Adult Leadership Services
|_|Resource Directories	 					|_|Community Service/Service Learning Activities
|_|Brochures and Other Publications				|_|Mentoring Programs
|_|Speaking Engagements					|_|Cultural Programs
|_|Information Booths and Displays				|_|Community Events
|_|Information/Resource Lines					|_|Community Drop-In Center Activities
|_|Web-based Resources and Information Services

3. Education 							4. Community Based Process
|_|Classroom and Small Group Discussion Instruction		|_|Community and Volunteer Training
|_|Parenting and Family Education/Skills Planning			|_|Strategic Planning
|_|Peer Leader and Peer Educator Programs 			|_|Capacity Building Activities
|_|Education Programs for Youth/Adult Groups 			|_|Multi-Agency Coordination and Collaboration
|_|Educational Support Groups					|_|Accessing Service and Funding
|_|After School Programs					|_|Community Team Building
|_|Mentoring Programs						|_|Coalition Building
|_|eLearning							|_|Technical Assistance
|_|Workshops/Conferences					|_|Focus Groups
|_|Surveys
|_|Training/Workforce Development

5. Environmental 						6. Problem Identification and Referral
|_|Establish and Review of School Policies 			|_|Drug Free Workplace
|_|Technical Assistance to Communities 				|_|Student Assistance Programs
|_|The Review and Modification of Advertising Practices		|_|Screening and Referral Services
|_|Product Pricing Strategies					|_|Services Coordination
|_|Minimum Purchase Age-Interventions				|_|Support Groups
|_|Deterrence Interventions					|_|Mentoring Services
|_|Interventions Addressing Location, Restriction			|_|Insight Services
     on Access and Density of Retail Outlets		 	|_|Risk Reduction Services
|_|Server/Seller Oriented Interventions
|_|Establishing AOD-Free Policies
|_|Changing Environmental Codes, Ordinances, Regulations and Legislation
|_|Compliance Checks

All Providers:  Please continue to the next page, and complete Table 1 for any AoD prevention location that is not an agency certified location for other programs/services.  
All providers:  Complete Table 2 on Page 17 if your agency IS certified for AoD outpatient treatment
OR
Complete Table 3, beginning on Page 18 if your agency IS NOT certified for AoD outpatient treatment.


AoD Prevention Programs Application Checklist
This attachment is not applicable to MH prevention providers


Table 1
For EACH AoD prevention 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:
	
	AoD

	Ohio food services operator's license if required by the Ohio Department of Health, if applicable
	|_|
3793:5-1-01 (F)(1)(d)

	Occupancy and use certificate or building inspection by a certified building inspector (Submit ONLY if applying for new/initial certification OR there have been extensive modifications/renovations) 
	|_|
3793:5-1-01 (F)(1)(e)

	Current annual fire inspection by an Ohio certified fire authority or by the division of the state fire marshal of the Ohio department of commerce
	|_|
3793:5-1-01 (F)(1)(e)





Table 2
If your AoD prevention agency is certified for AoD outpatient treatment, please submit the following.  For each item use a check to indicate that the documentation is attached.  If your agency is not certified for AoD outpatient treatment, please skip to Page 18:
	
	AoD

	Variance request, if applicable
	|_|
3793:5-1-01 (K)(2)

	Governing authority policies, code of regulations, articles of incorporation and/or by-laws
	|_|
3793:5-1-04 (E)(4)

	Quality improvement plan description of how prevention quality improvement activities are integrated into the agency's overall management
	|_|
3793:5-1-04 (E)(5)

	Written criteria for conducting reviews of major unusual incidents
	|_|
3793:5-1-04 (G)

	Prevention services policies and/or procedures
	|_|
3793:5-1-05 (E)

	Policies and/or procedures for agencies that utilize volunteers and students, if applicable
	|_|
3793:5-1-05 (M)(4)

	Policies and procedures on conducting criminal record check for prevention programs using adult volunteers and students 18 and over involved in the ongoing provision of prevention services with children and/or adolescents, if applicable
	|_|
3793:5-1-05 (M)(6)

	Consumer record policies and procedures
	|_|
3793:5-1-06 (E)


You are finished.  Please submit application.


AoD Prevention Programs Application Checklist
This attachment is not applicable to MH prevention providers



Table 3
If your AoD prevention agency is not certified for AoD outpatient treatment, please submit the following. For each item use a check to indicate that the documentation is attached:  
	
	AoD

	Variance request, if applicable
	|_|
3793:5-1-01 (K)(2)

	Governing authority policies, code of regulations, articles of incorporation and/or by-laws
	|_|
3793:5-1-02 (G) if applicable, and (H)

	Table of organization
	|_|
3793:5-1-02 (J)

	Personnel policies and procedures
	|_|
3793:5-1-03 (H)

	Consumer behavioral interventions policy, if applicable
	|_|
3793:5-1-03 (L)

	Plan that includes the stated goal that the agency will address the need for culturally specific and relevant services for ethnic minorities, deaf or hearing impaired and others
	|_|
3793:5-1-03 (N)(3)

	Policy or procedure for handling cases of client abuse and/or neglect by employees, contract staff, students and volunteers
	|_|
3793: 5-1-03 (N)(4)

	Communication assistance policies and procedures for limited-English proficient clients, family members or significant others
	|_|
3793:5-1-03 (N)(8)

	Auxiliary aids policies and procedures for sensory-impaired clients, family members or significant others
	|_|
3793: 5-1-03 (N)(9)

	Universal infection control policies and/or procedures for each certified site
	|_|
3793:5-1-03 (P)

	Policy and/or procedure for the reporting of communicable diseases
	|_|
3793:5-1-03 (P)(2)

	Procedures for transporting consumers to other organizations, when necessary
	|_|
3793:5-1-03 (Q)

	Quality improvement plan
	|_|
3793:5-1-04 (E)

	Risk management plan
	|_|
3793:5-1-04 (F)

	Written criteria for conducting reviews of major unusual incidents

	|_|
3793:5-1-04 (G)

	Prevention services policies and/or procedures

	|_|
3793:5-1-05 (E)

	Consumer record policies and procedures
	|_|
3793:5-1-06 (E)


Continued on next page




AoD Prevention Programs Application Checklist
This attachment is not applicable to MH prevention providers



Table 3 Continued
If your AoD prevention agency is not certified for AoD outpatient treatment, submit the following IF APPLICABLE.   For each item use a check to indicate that the documentation is attached:
	
	AoD

	For programs serving adolescents, policies and/or procedures 
	|_|
3793:5-1-03 (M)(1)(a)
3793:5-1-05 (M)(4)

	For programs serving adolescents, policies and/or procedures for agencies that utilize volunteers and students
	|_|
3793:5-1-03 (M)(1)(a)
3793:5-1-05 (M)(4)

	Policies and procedures on conducting criminal records checks on prospective employees, adult volunteers and students involved in the ongoing provision of prevention services with children and/or adolescents
	|_|
3793:5-1-03 (M)(1)(b)(c)
3793:5-1-05 (M)(6)

	Policies and/or procedures for programs that permit clients to self-medicate
	|_|
3793:5-1-03 (N)(2)

	For programs using volunteers or students, policies and procedures
	|_|
3793:5-1-05 (M)(4)

	Client rights policy and client grievance procedure
	|_|
3793:5-1-07 (E)(F)





You are finished.  Please submit application.
