Agency Name ________________________________________________


Application for Methadone Licensure

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

Instructions:  This application is for use only to apply for Methadone licensure.  If this is your agency’s first application in Ohio for methadone licensure, you must either already meet the certification requirements specified in Ohio Administrative Code (OAC) 5122-40-03 and 5122-40-04, or submit along with this licensure application, an “Application for Certification” in accordance with OAC 5122-25.  If your agency already maintains the required certification, but not at the proposed methadone location, you need only submit an “Application to Add a Site” in addition to this methadone application. Applications are available at: http://mha.ohio.gov/Default.aspx?tabid=259

FAILURE TO COMPLETE ALL FIELDS, PROVIDE NECESSARY SUPPLEMENTAL DOCUMENTATION, AND CORRECT FEE WILL DELAY THE APPLICATION PROCESS, AND MAY RESULT IN YOUR APPLICATION BEING RETURNED.

Is this application (check one):  
|_| Initial Methadone	     |_| Add New Initial Methadone Site (Ohio Currently Licensed Methadone Providers Only)
|_| First Renewal 	     |_| Renewal

Provider Information
	Legal Name
	Doing Business As, if applicable

	[bookmark: Text1]     
	     

	Corporate Owner (IF Applicable)
	Corporate Website

	     
	     

	Employer Identification Number (EIN) 
	Program Website

	[bookmark: Text96]     
	[bookmark: Text106]     

	Administrative (Main) Street Address 
	City
	Zip Code

	     
	     
	         -       

	Mailing Street Address IF Different
	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
	Name of (check one): 
	[bookmark: Check49][bookmark: Check50][bookmark: Check51]|_| Executive Director                                   |_| CEO     |_| President
	E-Mail Address
	Telephone Number

	[bookmark: Text10]     
	[bookmark: Text11]        
	        

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

	[bookmark: Text13]     ,      
	        
	        



Is your agency currently certified by Ohio MHAS? |_| Yes  |_| No  If Yes, list provider/certification number(s):  
	AoD Provider Number (If your agency has more than one, list only one)
	Mental Health Certification Number

	     
	     



	Is your organization accredited by:

	|_| CARF  |_| COA |_| Joint Commission.
· Attach copy of accreditation survey report and license/certificate   OR  |_|  N/A (Initial License Application Only) 




Organization Information

Instructions:  Complete Section One, Section Two and Section Three

Organization Information Section One:  Governance Structure
Instructions:  Mark Governance Structure below.  In addition, submit the requested information marked as “Attachment One: Organization Information”. 

|_| Corporation for Non-Profit
	Attach list with names and e-mail addresses of current Board of Directors, and expiration date of current term.
		Identify all officers and position.  Identify relationship to Executive Director/CEO/President, if any. 

|_| Corporation for Profit
	Attach list with names and e-mail addresses of Corporate Officers, including: president, vice president, secretary,
		treasurer, CEO, CFO, or any equivalent position.

|_| Limited Liability Company
	Attach list with names, home or business address (specify), and e-mail addresses of all members of the LLC.

|_| Partnership
 	Attach list with names, home or business address (specify), and e-mail addresses of all partners

|_| Sole Proprietorship
	Attach list with name, home or business address (specify), and e-mail address of sole proprietor 

|_| Government
	Attach list with names, business addresses and e-mail addresses of government agency executive
		director/director/superintendent/other title, and chief legal counsel. 

Organization Information Section Two:  Methadone Services Outside Ohio

Does your organization, including any parent company or subsidiaries, provide Methadone Services in any state or jurisdiction besides Ohio?
|_| Yes	|_| No (If no, skip to the next page)

Provide the following information for each location outside of Ohio in which your organization, including any parent company or subsidiaries, provided methadone services at any time during the five-year period preceding the date the application is submitted. You may also submit this information in a separate document, marked as “Attachment One:  Organization Information:  Methadone Services Outside Ohio”.
	Parent Company Name
	Doing Business As/DBA
	City
	State or Jurisdiction
	Dates of Operation
(mo/yr – mo/yr)

	

	
	
	
	

	

	
	
	
	

	

	
	
	
	

	

	
	
	
	

	

	
	
	
	

	

	
	
	
	

	

	
	
	
	


 

Organization Information

	Organization Information Section Three:  Regulatory History

Instructions:  For the questions below, answer each question as it relates to the program, program owner including any parent company or subsidiaries, program sponsor, medical director, program administrator, or principal.  “Principal” means individual in controlling or leadership position at the program or corporate level.  Examples include CEO, Executive Director, Chief Financial Officer, Chief Clinical Officer, Program Director, etc.


	Yes
|_|
	No
|_|
	
Has your provider agency licensure or certification ever been subject to any revocation, denial, or proposed revocation or denial proceedings in Ohio?

	Yes
|_|
	No
|_|
	
Has/Is your organization or an individual identified in the instructions, ever been notified that it is currently under investigation for Medicaid fraud, currently charged with Medicaid fraud, or ever been convicted of Medicaid fraud?

	Yes
|_|
	No
|_|
	
Has/Is your organization or an individual identified in the instructions, ever been notified that it is currently under investigation for Medicare fraud, currently charged with Medicare fraud, or ever been convicted of Medicare fraud?

	Yes
|_|
	No
|_|
	
Has your organization or an individual identified in the instructions, been notified by CMS within the five years preceding the date of submitting this methadone application that it no longer meets the requirements for participation as a provider of services in the Medicare program?

	Yes
|_|
	No
|_|
	
Has your organization or an individual identified in the instructions, been subject to any action that resulted in the suspension of its license, certificate, or similar approval to provide methadone services in Ohio or any other state or jurisdiction within the five years preceding the date of submitting this methadone application?

	Yes
|_|
	No
|_|
	
Has your organization or an individual identified in the instructions, been subject to any action that resulted in the proposed revocation of its license, certificate, or similar approval to provide methadone services in Ohio or any other state or jurisdiction within the five years preceding the date of submitting this methadone application?

	Yes
|_|
	No
|_|
	
Has your organization or an individual identified in the instructions, been denied a license, certificate, or similar approval to provide methadone services in Ohio or any other state or jurisdiction within the five years preceding the date of submitting this methadone application?

	Yes
|_|
	No
|_|
	
Has your organization or an individual identified in the instructions, been subject to any action that resulted in the revocation of its license, certificate, or similar approval to provide methadone services in Ohio or any other state or jurisdiction within the five years preceding the date of submitting this methadone application?

	Yes
|_|
	No
|_|
	
Has your organization or an individual identified in the instructions, been subject to a disciplinary action that was based, in whole or in part, on the program or person's inappropriate prescribing, dispensing, diverting, administering, storing, personally furnishing, compounding, supplying or selling a controlled substance or other dangerous drug, in Ohio or any other state or jurisdiction within the five years preceding the date of submitting this methadone application? 





Methadone Program Location # 1

Instructions:  Complete this page for the methadone program location.  Attach all requested documentation marked as “Attachment Two:  Methadone Program Location #1”.  If requesting licensure for more than one methadone program location, use the Supplemental Methadone Program Location Page at the end of the application.

Initial application for Methadone Licensure Only:  In accordance with Division (C)(4) of Section 5119.391 of the Revised Code, there is no public or private school, licensed child day-care center (http://www.odjfs.state.oh.us/cdc/query.asp), or other child-serving agency within a radius of five hundred feet of the location where the program is to maintain methadone treatment.

True |_|    Method used to determine the program location meets this criterion:                               

                                                                                               

False |_|    List name of each entity location within a radius 500 hundred linear feet.  Attach letter(s) of support from
     each entity:                                                                                   

                                                                                               


	Program Location Information

	Street Address


     
	City


     
	Zip


     
	County


     
	Telephone Number

     
	Is Site Currently MHAS Certified

Yes |_|  No  |_|

	Is there a separate medication unit under the control of this Methadone program?
Yes |_|  No  |_|  If “Yes”, fill out a Medication Unit Supplement page at the end of the application.



For Initial Methadone Application Only:  If you applied for, but have not yet received Board of Pharmacy, DEA or SAMHSA approval, please provide a copy of your Board of Pharmacy Application, and list your DEA Control Number, and SAMHSA Program ID Number in lieu of your certificate numbers and check the box “Applied, not yet approved.” 
	Certificates and Registration.  Please submit a copy of the license, registration and certification for this methadone program location, marked as “Attachment Two:  Methadone Program Location # 1”

	Ohio State Board of Pharmacy Terminal Distributor License (Attach copy)
License Number:       
Exp. Date:      


OR
|_| Applied; not yet approved
	Program U.S. DEA Registration
(Attach Copy)
Certificate Number:
     
Exp. Date:  
     

OR
|_| Applied; not yet approved
	SAMHSA Certification
(Attach Copy)
Certificate Number:
     
Exp. Date:  
     

OR
|_| Applied; not yet approved



	Days of Methadone Program Operation
(Check all that apply)
	Methadone Dosing Hours
	Program Location Hours (all services)

	|_| Monday
	
	

	|_| Tuesday
	
	

	|_| Wednesday
	
	

	|_| Thursday
	
	

	|_| Friday
	
	

	|_|  Saturday
	
	

	|_| Sunday
	
	




Personnel
Program Location #1


Instructions:  Complete Section One, Section Two and Section Three as it relates to Program Location #1.  If requesting licensure for more than one methadone program location, use the Supplemental Personnel Section at the end of the application.

Personnel Section One:  Program Leadership 

Instructions:  Identify Personnel Below.  In addition, submit the requested information marked as “Attachment Three: Personnel - Methadone Program Location #1”.

Medical Director _________________________________________ 
	|_| Board Certified by American Board of Addiction Medicine (attach copy) OR
	|_| Board Certified by American Board of Medical Specialties with Addiction subspecialty (attach copy) OR
	|_| Plan to obtain competence in opioid treatment within 24 months of appointment as medical director (if requesting
		department approval, submit copy at least two weeks prior to employment as medical director)
· Attach copy of Ohio License
· Attach copy of DEA registration to prescribe controlled substances

Regional Medical Director |_| (Not Applicable)
Regional Medical Director __________________________________ Credentials ____________________
	|_| Board Certified by American Board of Addiction Medicine (attach copy) OR
	|_| Board Certified by American Board of Medical Specialties with Addiction subspecialty (attach copy) OR
· Attach copy of Ohio License
· Attach copy of DEA registration to prescribe controlled substances
· Attach information required by OAC 5122-40-05 (B)(5)

Program Sponsor
	|_| Same as Medical Director or _________________________________________

Program Administrator _____________________________________ Degree Credentials ____________________
· Attach copy of degree.  For a Program Administrator with a Bachelor’s degree, please also attach copy of resume or other evidence of two years’ experience in related healthcare field.

Regional Program Administrator |_| (Not Applicable)
Regional Program Administrator ______________________________ Degree Credentials ____________________
· Attach copy of degree.  For a Program Administrator with a Bachelor’s degree, please also attach copy of resume or other evidence of two years’ experience in related healthcare field.





Personnel Section Two:  Methadone Services Staff - Program Location # 1.  Please make copies as needed.

	Employee Name
	Provide (P), Supervise (S), 
Both (B)
	License(s)/
Credential(s) 
	
License Number

	     
	P |_|  S |_|  B |_|
	|_|Physician
|_|Physician Assistant
|_|Clinical Nurse Specialist
|_|Certified Nurse Practitioner
|_|Registered Nurse (RN)
|_|Certified addiction RN - CARN
|_|Board certified addiction specialist RN - CAS
|_|Licensed Practical Nurse (Provide only)
|_|Pharmacist 
	     

	     
	P |_|  S |_|  B |_|
	|_|Physician
|_|Physician Assistant
|_|Clinical Nurse Specialist
|_|Certified Nurse Practitioner
|_|Registered Nurse (RN)
|_|Certified addiction RN - CARN
|_|Board certified addiction specialist RN - CAS
|_|Licensed Practical Nurse (Provide only)
|_|Pharmacist
	     

	     
	P |_|  S |_|  B |_|
	|_|Physician
|_|Physician Assistant
|_|Clinical Nurse Specialist
|_|Certified Nurse Practitioner
|_|Registered Nurse (RN)
|_|Certified addiction RN - CARN
|_|Board certified addiction specialist RN - CAS
|_|Licensed Practical Nurse (Provide only)
|_|Pharmacist
	     

	     
	P |_|  S |_|  B |_|
	|_|Physician
|_|Physician Assistant
|_|Clinical Nurse Specialist
|_|Certified Nurse Practitioner
|_|Registered Nurse (RN)
|_|Certified addiction RN - CARN
|_|Board certified addiction specialist RN - CAS
|_|Licensed Practical Nurse (Provide only)
|_|Pharmacist
	     

	     
	P |_|  S |_|  B |_|
	|_|Physician
|_|Physician Assistant
|_|Clinical Nurse Specialist
|_|Certified Nurse Practitioner
|_|Registered Nurse (RN)
|_|Certified addiction RN - CARN
|_|Board certified addiction specialist RN - CAS
|_|Licensed Practical Nurse (Provide only)
|_|Pharmacist
	     


Personnel Section Three:  Non-Methadone Services Staff - Program Location # 1.  Please make copies as needed.

Instructions:  Complete the following for all staff who provide direct services.  Note, in addition, to Methadone Services, methadone programs must provide at the methadone program location the following services: (Prior to July 1, 2017) assessment, individual counseling, group counseling, medical/somatic, crisis intervention, and case management services, OR (Beginning July 1, 2017) assessment, counseling, counseling and therapy, medical services, case management services, and crisis intervention services.  Methadone programs must also provide vocational rehabilitation, education and employment services either directly at the methadone program location or through a written agreement with another agency.

Does your agency provide vocational rehabilitation, education and employment services at the methadone program location:  |_| Yes  |_| No  If no, attach copy of all written agreements, marked as “Attachment Three:  Voc. Rehab, Education and Employment Written Agreement - Methadone Program Location #1”.

	Employee Name
	Service(s) Provided
	Provide (P), Supervise (S), Both (B)
	License(s)/
Credential(s). if Applicable
	
License Number

	Example J Smith
	Counseling, Case Management, Employment
	P |X|  S |_|  B |_|
	LCDC III
	LCDCIII.
012304

	     
	     
	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 |_|
	     
	     

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

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

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

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

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

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





Policies and Procedures

General Instructions:  Submit a copy of your methadone program policies and procedures.  Do not submit copies of the OAC rules in place of policies and procedures.  If you are applying for more than one methadone program license, you may submit one set of policies and procedures, rather than one for each location.  However, the policies and procedures must clearly delineate differences, when applicable.  For example, if your organization has the same minimum counselor to patient ratio at each Ohio location, your policy or procedure should state this.  If your organization has different minimum counselor to patient ratios at each Ohio location, your policy or procedure should state the ratios for each proposed location. 

Initial Application:  Submit the following.  An agency need not submit a separate policy and/or procedures for each item, but shall submit Methadone program policies and procedures which are compliant with the applicable OAC rules.

Renewal OR Adding Additional Methadone Program Application:  Has your agency revised or updated any of its Methadone treatment policies and procedures since submitting its most recent methadone program application?
Yes |_|  No |_|.  If yes, indicate below which, and submit a copy of revised/updated policies and procedures.  If no, please continue to declaration at bottom of Page 9. 

For each item use a check to indicate that the documentation is attached: 
	
	Check if Attached
	MHAS USE ONLY
Check if Attached

	Admission criteria for adolescents and adults for methadone maintenance and detoxification policies or procedures
	|_|
5122-40-07 (A)(1)
	|_|

	Methadone maintenance and detoxification procedures
	|_|
5122-40-07 (A)(2)
	|_|

	Counseling on preventing exposure to and transmission of tuberculosis, hepatitis type B and C, and human immunodeficiency virus (HIV) disease procedures
	|_|
5122-40-07 (A)(3)
	|_|

	Counselor to patient ratio policy or procedure
	|_|
5122-40-07 (A)(4)
	|_|

	Standards of medical care for opioid treatment services established by the American society of addiction medicine, 2015 edition, policies and procedures
	|_|
5122-40-07 (A)(5)
	|_|

	Ordering, delivery, receipt and storage of methadone medication policies
	|_|
5122-40-07 (A)(6)
	|_|

	Security alarm system policy or procedure
	|_|
5122-40-07 (A)(7)
	|_|

	Staff access to methadone supply policy or procedure
	|_|
5122-40-07 (A)(8)
	|_|

	Administration of methadone in accordance with OAC rule 5122-40-06 procedures
	|_|
5122-40-07 (A)(9)
	|_|

	Dispensing methadone medication procedures, including days and hours, in accordance with OAC rule 5122-40-06 
	|_|
5122-40-07 (A)(10)
	|_|

	Days and hours for non-medication services policy or procedure
	|_|
5122-40-07 (A)(11)
	|_|

	Involuntary termination of methadone patients, policies and procedures, in accordance with OAC rule 5122-40-14;
	|_|
5122-40-07 (A)(12)
	|_|

	Pregnant female patient procedures
	|_|
5122-40-06 (S)
5122-40-07 (A)(13)
	|_|

	Take-home methadone doses procedures
	|_|
5122-40-06 (O)
5122-40-07 (A)(14)
	|_|

	Urinalysis/toxicology screening (patients) policy (if present) and procedures, in accordance with OAC rule 5122-40-11 
	|_|
5122-40-07 (A)(15)
	|_|

	Urinalysis (employees) policies and procedures
	|_|
5122-40-07 (A)(16)
	|_|

	Cleaning methadone medication areas procedures
	|_|
5122-40-07 (A)(17)
	|_|

	Missed methadone administration appointments policies and procedures
	|_|
5122-40-07 (A)(18)
	|_|

	Prohibiting dual enrollment policies and procedures
	|_|
5122-40-07 (A)(19)
	|_|

	Disaster planning policies and procedures, pursuant to OAC rule 5122-40-12 
	|_|
5122-40-07 (A)(20)
	|_|

	Diversion control plan policies and procedures, pursuant to OAC rule 5122-40-10 
	|_|
5122-40-07 (A)(21)
	|_|

	Accessing Ohio’s drug database pursuant to section 4729.75 of the Revised Code and OAC rule 5122-40-08, policies and procedures
	|_|
5122-40-07 (A)(22)
	|_|

	Pharmacy procedures
	|_|
5122-40-10 (B)
	|_|

	Disaster documentation for guest dosing procedures
	|_|
5122-40-11 (B)(4)
	|_|

	Discontinuing methadone maintenance for individuals who test positive for illicit drugs policy
	|_|
5122-40-11 (I)
	|_|



Submit the following IF APPLICABLE
	
	Check if Attached
	MHAS USE ONLY
Check if Attached

	Interim maintenance policies and procedures governing admission to interim maintenance and transfer to comprehensive maintenance
	|_|
5122-40-06 (R)(6)
	|_|




INSTRUCTIONS for Submitting Application:
· Attach all documents.
· [bookmark: _GoBack]Submit an annual Licensure Fee in accordance with 5122-40-04 (A)(2) and 5122-40-08 (B)(2).  Licensure Fee for July 2017 – June 2018 is $1200.00 PER LOCATION.  Make check payable to “Treasurer, State of Ohio”.  
· Have the Executive Director/CEO/President complete the declaration below.


DECLARATION

I understand that this application, including all attachments, for Licensure as a Methadone Treatment program in accordance with Ohio Administrative Code Chapter 5122-40 represents our compliance with the requirements of the laws of the State of Ohio, Ohio Administrative Code, and the applicable Code of Federal Regulations.  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__________________________________________________________

Mail completed application to:
Ohio Department of Mental Health and Addiction Services
Licensure and Certification
30 East Broad Street Suite 742
Columbus, Ohio 43215-3430

NO FAXED OR E-MAILED APPLICATIONS WILL BE ACCEPTED

Supplement
Methadone Program Location # ___

Instructions:  Complete one copy of this page for each additional methadone program location.  Attach all requested documentation marked as “Attachment Two:  Methadone Program Location #___”.  Make additional copies of this page as needed.

Initial application for Methadone Licensure Only:  In accordance with Division (C)(4) of Section 5119.391 of the Revised Code, there is no public or private school, licensed child day-care center (http://www.odjfs.state.oh.us/cdc/query.asp), or other child-serving agency within a radius of five hundred feet of the location where the program is to maintain methadone treatment.

True |_|    Method used to determine the program location meets this criterion:                               

                                                                                               

False |_|    List name of each entity location within a radius 500 hundred linear feet.  Attach letter(s) of support from
     each entity:                                                                                   

                                                                                               


	Program Location Information

	Street Address


     
	City


     
	Zip


     
	County


     
	Telephone Number

     
	Is Site Currently MHAS Certified

Yes |_|  No  |_|

	Is there a separate medication unit under the control of this Methadone program?
Yes |_|  No  |_|  If “Yes”, fill out a Medication Unit Supplement page at the end of the application.



For Initial Methadone Application Only:  If you applied for, but have not yet received Board of Pharmacy, DEA or SAMHSA approval, please provide a copy of your Board of Pharmacy Application, and list your DEA Control Number, and SAMHSA Program ID Number in lieu of your certificate numbers and check the box “Applied, not yet approved.” 
	Certificates and Registration.  Please submit a copy of the license, registration and certification for this methadone program location, marked as “Attachment Two:  Methadone Program Location # [insert #]”.

	Ohio State Board of Pharmacy Terminal Distributor License (Attach copy)
License Number:       
Exp. Date:      

OR
|_| Applied; not yet approved
	Program U.S. DEA Registration
(Attach Copy)
Certificate Number:
     
Exp. Date:  
     
OR
|_| Applied; not yet approved
	SAMHSA Certification
(Attach Copy)
Certificate Number:
     
Exp. Date:  
     
OR
|_| Applied; not yet approved



	Days of Methadone Program Operation
(Check all that apply)
	Methadone Dosing Hours
	Program Location Hours (all services)

	|_| Monday
	
	

	|_| Tuesday
	
	

	|_| Wednesday
	
	

	|_| Thursday
	
	

	|_| Friday
	
	

	|_|  Saturday
	
	

	|_| Sunday
	
	




Supplement
Personnel – Program Location #___


Instructions:  Complete Section One, Section Two and Section Three, and submit one copy of the following for each additional methadone program location.  Attach all requested documentation marked as “Attachment Three: Methadone Program Location # ___”.  Make additional copies of this page as needed

Personnel Section One:  Program Leadership 

Instructions:  Identify Personnel Below.  In addition, submit the requested information marked as “Attachment Three:  – Methadone Program Location ___”.

Medical Director _________________________________________ 
	|_| Board Certified by American Board of Addiction Medicine (attach copy) OR
	|_| Board Certified by American Board of Medical Specialties with Addiction subspecialty (attach copy) OR
	|_| Plan to obtain competence in opioid treatment within 24 months of appointment as medical director (if requesting
		department approval, submit copy at least two weeks prior to employment as medical director)
· Attach copy of Ohio License
· Attach copy of DEA registration to prescribe controlled substances

Regional Medical Director |_| (Not Applicable)
Regional Medical Director __________________________________ Credentials ____________________
	|_| Board Certified by American Board of Addiction Medicine (attach copy) OR
	|_| Board Certified by American Board of Medical Specialties with Addiction subspecialty (attach copy) OR
· Attach copy of Ohio License
· Attach copy of DEA registration to prescribe controlled substances
· Attach information required by OAC 5122-40-05 (B)(5)

Program Sponsor
	|_| Same as Medical Director or _________________________________________

Program Administrator _____________________________________ Degree Credentials ____________________
· Attach copy of degree.  For a Program Administrator with a Bachelor’s degree, please also attach copy of resume or other evidence of two years’ experience in related healthcare field.

Regional Program Administrator |_| (Not Applicable)
Regional Program Administrator ______________________________ Degree Credentials ____________________
· Attach copy of degree.  For a Program Administrator with a Bachelor’s degree, please also attach copy of resume or other evidence of two years’ experience in related healthcare field.




Personnel Section Two:  Methadone Services Staff - Program Location # ______.  Please make copies as needed.

	Employee Name
	Provide (P), Supervise (S), 
Both (B)
	License(s)/
Credential(s) 
	
License Number

	     
	P |_|  S |_|  B |_|
	|_|Physician
|_|Physician Assistant
|_|Clinical Nurse Specialist
|_|Certified Nurse Practitioner
|_|Registered Nurse (RN)
|_|Certified addiction RN - CARN
|_|Board certified addiction specialist RN - CAS
|_|Licensed Practical Nurse (Provide only)
|_|Pharmacist 
	     

	     
	P |_|  S |_|  B |_|
	|_|Physician
|_|Physician Assistant
|_|Clinical Nurse Specialist
|_|Certified Nurse Practitioner
|_|Registered Nurse (RN)
|_|Certified addiction RN - CARN
|_|Board certified addiction specialist RN - CAS
|_|Licensed Practical Nurse (Provide only)
|_|Pharmacist
	     

	     
	P |_|  S |_|  B |_|
	|_|Physician
|_|Physician Assistant
|_|Clinical Nurse Specialist
|_|Certified Nurse Practitioner
|_|Registered Nurse (RN)
|_|Certified addiction RN - CARN
|_|Board certified addiction specialist RN - CAS
|_|Licensed Practical Nurse (Provide only)
|_|Pharmacist
	     

	     
	P |_|  S |_|  B |_|
	|_|Physician
|_|Physician Assistant
|_|Clinical Nurse Specialist
|_|Certified Nurse Practitioner
|_|Registered Nurse (RN)
|_|Certified addiction RN - CARN
|_|Board certified addiction specialist RN - CAS
|_|Licensed Practical Nurse (Provide only)
|_|Pharmacist
	     

	     
	P |_|  S |_|  B |_|
	|_|Physician
|_|Physician Assistant
|_|Clinical Nurse Specialist
|_|Certified Nurse Practitioner
|_|Registered Nurse (RN)
|_|Certified addiction RN - CARN
|_|Board certified addiction specialist RN - CAS
|_|Licensed Practical Nurse (Provide only)
|_|Pharmacist
	     


Personnel Section Three:  Non-Methadone Services Staff - Program Location # ________ Make copies as needed.

Instructions:  Complete the following for all staff who provide direct services.  Note, in addition, to Methadone Services, methadone programs must provide at the methadone program location the following services: (Prior to July 1, 2017) assessment, individual counseling, group counseling, medical/somatic, crisis intervention, and case management services, OR (Beginning July 1, 2017) assessment, counseling and therapy, medical services, case management services, and crisis intervention services.  Methadone programs must also provide vocational rehabilitation, education and employment services either directly at the methadone program location or through a written agreement with another agency.

Does your agency provide vocational rehabilitation, education and employment services at the methadone program location:  |_| Yes  |_| No  If no, attach copy of all written agreements, marked as “Attachment Three: Methadone Program Location #___.”


	Employee Name
	Service(s) Provided
	Provide (P), Supervise (S), Both (B)
	License(s)/
Credential(s). if Applicable
	
License Number

	Example J Smith
	Counseling, Case Management, Employment
	P |X|  S |_|  B |_|
	LCDC III
	LCDCIII.
012304

	     
	     
	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 |_|
	     
	     

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

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

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

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

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

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

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




Supplement
Medication Unit Under the Control of Methadone Program Location # ___

Instructions:  Complete one copy of this page for each Medication Unit.  Attach all requested documentation marked as “Attachment Four:  Medication Unit Under Control of Methadone Program Location #___”.  Make additional copies of this page as needed.

Instructions:  If program will provide non-methadone treatment services 


Initial application for Methadone Licensure Only:  In accordance with Division (C)(4) of Section 5119.391 of the Revised Code, there is no public or private school, licensed child day-care center, or other child-serving agency within a radius of five hundred feet of the location where the program is to maintain methadone treatment.

True |_|    Method used to determine the medication unit program location meets this criterion:  _________________

     ______________________________________________________________________________________________

False |_|    List name of each entity location within a radius 500 hundred linear feet.  Attach letter(s) of support from
     each entity: ____________________________________________________________________________________

     ______________________________________________________________________________________________


	Medication Unit Location Information

	Street Address


     
	City


     
	Zip


     
	County


     
	Telephone Number

     
	Is Site Currently MHAS Certified

Yes |_|  No  |_|



Submit the following supporting documentation for a medication unit location that is owned or leased, unless the site is currently certified by MHAS or is accredited. Marked documents as “Attachment Four: Medication Unit Under Control of Methadone Program Location # ___”.  
· 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


For Initial Methadone Application Only:  If you applied for, but have not yet received Board of Pharmacy, DEA or SAMHSA approval, please provide a copy of your Board of Pharmacy Application, and list your DEA Control Number, and SAMHSA Program ID Number in lieu of your certificate numbers and check the box “Applied, not yet approved.” 
	Certificates and Registration.  Please submit a copy of the license, registration and certification for this methadone unit, marked as “Attachment Four: Medication Unit Under Control of Methadone Program Location # [insert #]”.

	Ohio State Board of Pharmacy Terminal Distributor License (Attach copy)
License Number:       
Exp. Date:      


OR
|_| Applied; not yet approved
	Program U.S. DEA Registration
(Attach Copy)
Certificate Number:
     
Exp. Date:  
     

OR
|_| Applied; not yet approved
	SAMHSA Certification
(Attach Copy)
Certificate Number:
     
Exp. Date:  
     

OR
|_| Applied; not yet approved
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