
Ohio Department of Mental Health
Application for Certification for Non-Deemed Community Mental Health Agencies
5122-24 to 5122-29 of the Administrative Code

Please type or print all information clearly.  When completed, send to 
Dept. of Mental Health, Office of Licensure and Certification, 30 E. Broad Street, Suite 2475, Columbus, Ohio, 43215-3430
	Name of 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)

    -     -     

	Fax Telephone Number (Include Area Code)

    -     -     


	Executive Director, CEO, or President (Please Specify)

     

	Executive Director E-Mail Address

     @     

	Contact Person and Title 

     
	Contact Person E-Mail Address

     @     
	Contact Person Telephone Number (Include Area Code)

    -     -     

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

	 FORMCHECKBOX 
   Private Incorporated Non-profit
	 FORMCHECKBOX 
    Government Entity  
	 FORMCHECKBOX 
    Private Incorporated For-profit

	 FORMCHECKBOX 
   Unincorporated
	 FORMCHECKBOX 
   Partnership
	 FORMCHECKBOX 
    Individual

	List each Board with which you have a contract.
     



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 

	Forensic Evaluation  [5122-29-07]
	 FORMCHECKBOX 

	Prevention  [5122-29-20]

	 FORMCHECKBOX 

	Behavioral Health Hotline  [5122-29-08]
	 FORMCHECKBOX 

	Mental Health Education  [5122-29-21]

	 FORMCHECKBOX 

	Employment/Vocational [5122-29-11]*
	 FORMCHECKBOX 

	Referral and Information  [5122-29-22]

	 FORMCHECKBOX 

	Adult Education  [5122-29-13]
	 FORMCHECKBOX 

	Adjunctive Therapy  [5122-29-23]*

	 FORMCHECKBOX 

	Social and Recreational  [5122-29-14]*
	 FORMCHECKBOX 

	Occupational Therapy  [5122-29-24*]

	 FORMCHECKBOX 

	Self Help/Peer Support  [5122-29-15]
	 FORMCHECKBOX 

	School Psychology  [5122-29-25]

	 FORMCHECKBOX 

	Consumer Operated  [5122-29-16]
	 FORMCHECKBOX 

	Other Mental Health  [5122-29-27]

	 FORMCHECKBOX 

	Consultation  [5122-29-19]
	
	

	*Denotes Ohio MH Consumer Outcomes are required.  [5122-29-07]


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

	Signature

	Date
     

	Name and Title of Applicant Governing Body Representative  (Please Print)
     

	Signature of Applicant Governing Body Representative  (Optional)

	Date

     


Application for Certification of Non-Deemed Mental Health Agencies
5122-24 to 5122-29 of the Administrative Code

Attachment 1

The 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, or use N/A to indicate that an item is not applicable.

	Attached
	N/A
	All Agencies

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Application for Certification of Community Mental Health Agencies

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Attachment 1, Application for Certification of Community Mental Health Agencies

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Attachment 2, Addresses, Mental Health Services, and Inspections

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Attachment 3, Staff List

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Attachment 7, Consumer Outcomes, if applicable

	 FORMCHECKBOX 

	 FORMCHECKBOX 

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

	 FORMCHECKBOX 

	 FORMCHECKBOX 

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

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Identification of the statutory corporate agent [5122-25-04 (A)(2)(b)(ii)]

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Registration to do business in Ohio for out-of-state corporation [5122-25-04 (A)(2)(b)(iii)], if applicable

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Waiver and Variance documentation and requests, if applicable [5122-25-04 (A)(2)(d), and 5122-25-06]

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Other Mental Health Services documentation, if applicable [5122-25-04 (A)(2)(g) and 5122-29-27], including Letter of Support from county MH/ADAMH board for requested service.

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Agency Service Plan [5122-26-09]

	
	All Agencies

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	All agencies must submit the following documentation for each site owned or leased by the agency.

	 FORMCHECKBOX 

	 FORMCHECKBOX 

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

	 FORMCHECKBOX 

	 FORMCHECKBOX 

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

	 FORMCHECKBOX 

	 FORMCHECKBOX 

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

	
	New Application

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Building Inspection for each site owned or leased by the agency {5122-25-04(A)(2)(c)(i)

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Copy of approved Client Rights and grievance Procedure Verification Statement [5122-26-18(A)]

	
	Renewal Applications

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Building Inspection(s), if applicable [5122-25-01(A)(2)(c)(ii)]


ODMH CERTIFICATION ATTACHMENT 2 FOR NON-DEEMED COMMUNITY MENTAL HEALTH AGENCIES

ADDRESSES, MENTAL HEALTH SERVICES AND INSPECTIONS

Please complete the following for each address at which the Agency is providing mental health services.  In addition, please submit a copy of a current, approved Fire Inspection [5122-25-04 (A)(2)(c)(ii)] for each site, as well as copies of Water and Sewage Inspections [5122-25-04 (A)(2)(c)(iii)] and Other Permits [5122-26-12 (C)(3)(e)], if applicable.  For each site that has not been previously Certified or where there have been major renovations, please submit a copy of the Building Inspection or Certificate of Occupancy [5122-25-04 (A)(2)(c)(i)]. 
Please copy this form as needed.  The Agency may submit a computer printout if it contains all the required information.

	Address, City, Zip Code
	County
	Mental health services to be certified  (use last two digits from

5122-29)
	Number

of Open

ICR’s
	Location of ICR’s
	Is site currently certified?

If ‘Yes’, Date; otherwise, leave blank
	Other State agency licenses or certifications held
	Fire Inspection Date
	Building inspection or certificate of occupancy Date
	Other required permits or inspections, e.g.,  Boiler Permit, Water/ Sewer Inspection, etc. and Date

	EXAMPLE

311 Oak St., Columbus, OH  43206
	Franklin
	03, 04, 10
	425
	311 Oak Street
	07-31-03
	ODADAS
	02-12-04
	05-06-00
	Boiler / 03-05-04

Water/ 04-04-04

	1.       

	     
	     
	     
	     
	     
	     
	     
	     
	     /       

	2.       

	     
	     
	     
	     
	     
	     
	     
	     
	     /       

	3.       

	     
	     
	     
	     
	     
	     
	     
	     
	     /       

	4.       

	     
	     
	     
	     
	     
	     
	     
	     
	     /       

	5.       

	     
	     
	     
	     
	     
	     
	     
	     
	     /       

	6.       

	     
	     
	     
	     
	     
	     
	     
	     
	     /       

	7.       

	     
	     
	     
	     
	     
	     
	     
	     
	     /        

	8.       

	     
	     
	     
	     
	     
	     
	     
	     
	     /       

	9.       

	     
	     
	     
	     
	     
	     
	     
	     
	     /       

	10.       

	     
	     
	     
	     
	     
	     
	     
	     
	     /       

	11.       

	     
	     
	     
	     
	     
	     
	     
	     
	     /       


ODMH CERTIFICATION ATTACHMENT 3 – STAFF LIST

Please complete this form for all Agency staff members, indicating the staff member’s name, service provided, and license or credentials as applicable.
For services provided, please use the last two digits of the 5122-29 code.  This form may be copied as needed.

The Agency may submit a computer printout if all of the required information is included.
	Staff Name
	Services Provided
	License and/or Qualification Type
	License Expiration Date
	Service Supervised

	EXAMPLE
	05, 10, 17
	MD
	04-01-05


	05
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Rev. 12-2006





        Ohio Department of Mental Health
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