Exhibit A


Application Checklist - Psychiatric

Return this completed form as part of your application package.  It will be used as part of the evaluation process.

	APPLICANT
	DDDS USE ONLY

	Print Applicant Name:
	Evaluators Name: 

	 FORMCHECKBOX 
     Contractor Intake
	 FORMCHECKBOX 
     Contractor Intake

Evaluator’s initials:_____   Date__________

	 FORMCHECKBOX 
     Acknowledgment of Professional
         Qualifications and Confidentiality
	 FORMCHECKBOX 
     Acknowledgment of Professional

         Qualifications and Confidentiality

Evaluator’s initials:_____...Date____________

	 FORMCHECKBOX 
     Statement of Agreement for
         Providers
	 FORMCHECKBOX 
     Statement of Agreement for
         Providers

Evaluator’s initials:_____...Date____________

	 FORMCHECKBOX 
    W-9     (Check if form sent to Office of Financial

                            Management)
 FORMCHECKBOX 
    SWV   (Check if form sent to Office of Financial

                            Management)
	 FORMCHECKBOX 
     W-9    (Copy included with Application) 

Evaluator’s initials:_____...Date____________

	 FORMCHECKBOX 
     Professional Liability Certificate of 

         Insurance  and
 FORMCHECKBOX 
     Commercial General Liability  or
 FORMCHECKBOX 
     Supplemental  or
 FORMCHECKBOX 
     Workplace  or
 FORMCHECKBOX 
     Premises – Certificate of Insurance
{Naming Certificate Holder as: DSHS, Enterprise Risk Management Office – Insurance Services, PO Box 45882, Olympia, WA 98504-5882}
	 FORMCHECKBOX 
     Professional Liability Certificate of 

         Insurance   and
 FORMCHECKBOX 
     Commercial General Liability  or
 FORMCHECKBOX 
     Supplemental  or
 FORMCHECKBOX 
     Workplace  or
 FORMCHECKBOX 
     Premises – Certificate of Insurance
Evaluator’s initials:_____...Date____________

	 FORMCHECKBOX 
     Copy of State of Washington Master 

         Business License – UBI
	 FORMCHECKBOX 
     Copy of State of Washington Master 

         Business License – UBI

Evaluator’s initials:_____...Date____________

	 FORMCHECKBOX 
     Curriculum Vitae or Resume
	 FORMCHECKBOX 
     Curriculum Vitae or Resume

Evaluator’s initials:_____   Date___________

	 FORMCHECKBOX 
     Copy of Appropriate State of Washington

         Professional License or Medical License
         OR  Appropriate License from the

         Respective Border States of Idaho or

         Oregon.
	 FORMCHECKBOX 
     Copy of Appropriate State of Washington

         Professional License or Medical License
         OR  Appropriate License from the

         Respective Border States of Idaho or

         Oregon.
Evaluator’s initials:_____   Date________

	______________________________

Signature and Date
	______________________________

Signature and Date
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