OHIO DEPARTMENT OF ALCOHOL AND DRUG ADDICTION SERVICES
APPLICATION FOR PROGRAM CERTIFICATION/LICENSURE
APPLICABILITY
This application is applicable to all programs requiring certification/licensure by the Ohio Department of Alcohol and Drug Addiction Services.

For any program seeking certification or currently certified program, an application and required supporting documents must be submitted.

**Relocation of a certified program requires the submission of an application 30 days prior to relocation to avoid possible non-certified status of the program. Relocation of a program makes the certification and/or licensure void and the certificate or license must be returned.

INSTRUCTIONS
A separate application, to include the following, must be completed for each program site to be certified(add additional sheets as needed).

1.
 Current Annual Hotel/Motel License issued by the Ohio Department of

Commerce or Camp License issued by local county/city health department (DIP PROGRAMS ONLY).

2. 
Food Service Operators License (must be submitted for programs preparing and serving food for sixteen or more clients).

3. 
Building Occupancy Certificate/Building Inspection Report by a certified building inspector (not required if submitting #1 above).

4. 
Current Annual Fire Inspection Report (by certified fire authority or State Fire Marshal).

5. 
Relocation- A currently certified site that is only relocating, please complete page only (i.e. submit current fire inspection/occupancy permit or hotel/motel license for new location)

Mail completed application to: 





Ohio Department of Alcohol and Drug Addiction Services

Division of Quality Improvement

30 E. Broad Street, Ste. 742

Columbus, Ohio 43215

Program Site Information (where services are provided)

	Name: 

	Street Address:      

	City: 

	State:      

	County:      

	Telephone Number:                                               Fax Number: 

	Email Address:      

	Mailing Address:      


Indicate Services provided at this site per rule 3793:2-1-08. Assessment, Individual or Group Counseling, Case Management & Crisis Intervention are required services for all Outpatient & Residential Programs. Place a check mark in the box provided for each service listed that is available at this program site. Not applicable for Driver Intervention Programs.
 FORMCHECKBOX 
 Assessment 



















 FORMCHECKBOX 
 Intervention
 FORMCHECKBOX 
 Individual Counseling 












 FORMCHECKBOX 
 Medical/Somatic

 FORMCHECKBOX 
Group Counseling 















 FORMCHECKBOX 
 Acute Hospital Detoxification
 FORMCHECKBOX 
Case Management
 














 FORMCHECKBOX 
 Sub-Acute Detoxification

 FORMCHECKBOX 
 Crisis Intervention 














 FORMCHECKBOX 
 Ambulatory Detoxification

 FORMCHECKBOX 
 Family Counseling 















 FORMCHECKBOX 
 Twenty-Three Hour Observation Bed

 FORMCHECKBOX 
 Referral and Information 











 FORMCHECKBOX 
 Medical Community Residential

 FORMCHECKBOX 
 Consultation 



















 FORMCHECKBOX 
 Non-Medical Community Residential

 FORMCHECKBOX 
 Training 





















 FORMCHECKBOX 
 Adjunctive Alcohol and/or Drug Services

 FORMCHECKBOX 
Hotline 























 FORMCHECKBOX 
 Urinalysis

 FORMCHECKBOX 
Outreach 






















 FORMCHECKBOX 
Intensive Outpatient































 FORMCHECKBOX 
 Opioid Agonist
Program(s) currently certified at this site? 
Yes  FORMCHECKBOX 


No  FORMCHECKBOX 

Place a check mark in the box provided for each certification being requested.
 FORMCHECKBOX 
 OUTPATIENT TREATMENT PROGRAM CERTIFICATION





Number of open cases:      
 FORMCHECKBOX 
 RESIDENTIAL TREATMENT PROGRAM CERTIFICATION (includes Halfway House)




Number of open cases:      
Number of Residential beds: 
     Note: A bed can be counted only once.

 FORMCHECKBOX 
 DETOXIFICATION PROGRAM CERTIFICATION
      FORMCHECKBOX 
 Acute Number of beds:                FORMCHECKBOX 
 SubAcute Number of beds      
      Note: A bed can be counted only once
 FORMCHECKBOX 
 DRIVER INTERVENTION PROGRAM CERTIFICATION

     FORMCHECKBOX 
 72-Hour Residential 

 FORMCHECKBOX 
 48-Hour Residential

     FORMCHECKBOX 
 Non-Residential 

Number of hours:      
 FORMCHECKBOX 
 METHADONE LICENSURE

. 
Ohio State Board of Pharmacy License

License Number:       Name of Physician on License:  

 FORMTEXT 
      
Exp. Date:      
. 
Program’s U.S. DEA Registration Certificate

Certificate Number:       FORMTEXT 

     
 
Exp. Date: 
.  
Accredited as an Opioid Treatment Program (Please check correct box)

 FORMCHECKBOX 
 Joint Commission

 FORMCHECKBOX 
 CARF 

Exp. Date      
. 
SAMHSA Certification - Must submit a copy of letter documenting expiration date and SAMHSA certification number

. 
Program’s Sponsor

Name of Program Sponsor:      
. 
Program’s Medical Director

Name of Medical Director:      
Is this site contracted with an ADAMHS/ADAS Board for Alcohol/Drug Addiction Services?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

Is this site handicapped accessible in compliance with the Americans with Disabilities Act?


Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

Is this site a Domestic Violence Shelter? Yes  FORMCHECKBOX 

No  FORMCHECKBOX 
 (Do Not Leave Blank)

Note: Do NOT include the specific street location of Domestic Violence Shelter/Home on this form.

Does this site serve adolescents 18 years of age or younger? Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

Does this site serve Drug Court clients? Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 

Does this site provide services which target Hispanic/Latino populations? Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 

Program Operations Hours

Monday thru Friday:

 FORMTEXT 

     
 AM PM FORMCHECKBOX 
 to 
 FORMTEXT 

     
 AM PM FORMCHECKBOX 

    
Saturday:
     




      AM FORMCHECKBOX 
 PM FORMCHECKBOX 
 to       AM FORMCHECKBOX 
 PM FORMCHECKBOX 

    
Sunday:







      AM FORMCHECKBOX 
 PM FORMCHECKBOX 
 to       AM FORMCHECKBOX 
 PM FORMCHECKBOX 

    

Holidays:






      AM FORMCHECKBOX 
 PM FORMCHECKBOX 
 to       AM FORMCHECKBOX 
 PM FORMCHECKBOX 

    
Business Operations Hours

Monday thru Friday:
      AM FORMCHECKBOX 
 PM FORMCHECKBOX 
 to       AM FORMCHECKBOX 
 PM FORMCHECKBOX 



Saturday:
     




      AM FORMCHECKBOX 
 PM FORMCHECKBOX 
 to       AM FORMCHECKBOX 
 PM FORMCHECKBOX 

Sunday:







      AM FORMCHECKBOX 
 PM FORMCHECKBOX 
 to       AM FORMCHECKBOX 
 PM FORMCHECKBOX 



Holidays:






      AM FORMCHECKBOX 
 PM FORMCHECKBOX 
 to       AM FORMCHECKBOX 
 PM FORMCHECKBOX 



Other Accreditations/Certifications/Licensures

Please submit a copy of certificate, license or letter which indicates expiration date for any of the following that the program currently has accreditation (check all that apply):

	Accreditations/Certifications
	 
	Certification Number
	Expiration Date

	Ohio Department of Mental Health (ODMH)
	  FORMCHECKBOX 

	     
	     

	Joint Commission (JC)
	 FORMCHECKBOX 

	     
	     

	The Commission on Accreditation of Rehabilitation Facilities (CARF) 
	 FORMCHECKBOX 

	     
	     

	Council on Accreditation of Services for Children and Family Services (COA) 
	 FORMCHECKBOX 

	     
	     

	American Osteopathic Association (AOA) 
	 FORMCHECKBOX 

	     
	     

	Ohio Department of Jobs and Family Services (ODJFS) 
	 FORMCHECKBOX 

	     
	     

	Other(s) Please Specify:      
	 FORMCHECKBOX 

	     
	     


Program Owner Information

	Name:      


	Street Address:      


	City:                                                                           Zip Code:       


	State:      


	County:      


	Telephone Number:                                                    Fax Number:        


	Email Address:      


	Mailing Address:      


	     

	Print Name (Exec. Director, CEO, President):



	Signature (Exec. Director, CEO, President)                                                                         Date:




Federal Tax ID Number (Employer ID Number):      
Secretary of State: Charter Number      


Registration Date:      
     (Please submit a copy of Secretary of State Certificate)

An on-site inspection of this program site will be scheduled and the Department will contact the following person:

	Contact Person Name and Title     


	Telephone Number:     


	Email Address     



Type of Ownership:

For-Profit Corporation 






 FORMCHECKBOX 
 

Tribal Government 








 FORMCHECKBOX 

Non-Profit Corporation






 FORMCHECKBOX 
 

Partnership 













 FORMCHECKBOX 

Federal Government








 FORMCHECKBOX 
 

Sole Proprietorship 








 FORMCHECKBOX 

State Government









 FORMCHECKBOX 
 

Joint Venture 












 FORMCHECKBOX 

Local, County or 










 FORMCHECKBOX 



Limited Liability Companies 

Community Government









and Limited Liability Partnership 
 FORMCHECKBOX 

Fictitious Name and Trade Name
 FORMCHECKBOX 

To the best of my knowledge, the program is in compliance with all applicable federal, state and local laws and regulations; and is in compliance with the ODADAS program standards for which certification/licensure is being requested.

___________________________________________________
____



___________________
Signature of Executive Director, CEO or President 












Date Signed

Please identify the Clinical Director, the Services Supervisor and all staff members involved in the delivery of AoD services. 

Please print staff members name, credential/license, degree and/or highest level of education and Job Title.

Name 









Job Title 









Degree/Education 









Credential/License
	     

	     

	     

	     

	     

	     

	     

	     

	     

	     

	     

	     

	     

	     

	     

	     

	     

	     


2

