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Department of Social and Health Services

Division of Behavioral Health and Recovery
APPLICATION FOR CERTIFICATION OF 
ADDED SERVICE
FOR A CURRENTY LICENCED AND/OR CERTIFIED BEHAVIORAL HEALTH AGENCY 
	I. AGENCY INFORMATION



	AGENCY NAME The name under which you provide certified services.

	     

	AGENCY NUMBER The number under which you provide certified services.
     


	Facility Information

	Street Address:

     


	City:      



County:      

State:      

Zip Code:      


	Mailing Address as listed in the Directory and used to send certified agency information/documents.  Check if same as above:                                                                                     
     


	City:      






State:      

Zip Code:      


	Phone Number
     __________   Check if toll-free.     Additional Information:      _________________

	Fax Number:

     _________


	ADDED SERVICES INFORMATION


	POPULATION GROUP INFORMATION  (OPTIONAL)

	Please indicate below the primary population group(s) your agency will serve for these new services (up to three)
             1.                                    2.                                         3.       


	FUNDING SOURCE INFORMATION

	Does your agency receive Medicaid dollars?       Yes                 No



	Check each of the following services you wish to add.  Indicate if the service will receive public or private funding.  (Note: publicly funded services will be identified in the directory with an asterisk to assist persons searching for a publicly-funded provider)

	Chapter 388-877A WAC Outpatient Mental Health Services



	A.  Outpatient Mental Health Services  


	Funding Source

	Estimated Number of Service Hours First 12 Months 

(For each service)



	  Individual treatment services (see WAC 388-877A-0138
	     
	     

	  Brief intervention treatment (see WAC 388-877A-0140)
	     
	     

	  Group therapy services (see WAC 388-877A-0150)
	     
	     

	  Family therapy services (see WAC 388-877A-0155)
	     
	     

	  Case management services. (see WAC 388-877A-0170)
	     
	     

	  Psychiatric medication services (see WAC 388-877A-0180)
	     
	     

	  Day support services (see WAC 388-877A-0190)
	     
	     

	  Less restrictive alternative (LRA) support services
       ( see WAC 388-877A-0195)
       Required to have Psychiatric Medication with this service
	     
	     

	  Services provided in a residential treatment facility (see

       WAC 388-877A-0197)
       Required to have Case Management, LRA Support, and Recovery 

       Medication Support with this service
	     
	     

	B.  Crisis Mental Health Services

	Funding Source
	Estimated Number of Service Hours First 12 Months 

(For Each Service)

	  Crisis telephone support (see WAC 388-877A-0230)
	     
	     

	  Crisis outreach services (see WAC 388-877A-0240)
	     
	     

	  Crisis stabilization services (see WAC 388-877A-0260)
	     
	     

	  Crisis peer support services (see WAC 388-877A-0270)
	     
	     

	  Emergency involuntary detention services 
      (see WAC 388-877A-0280)
	     
	     

	C.  Recovery Support Services Requiring Program-Specific

     Certification


	Funding Source
	Estimated Number of Service Hours First 12 Months 

(For Each Service)

	  Employment services (see WAC 388-877A-0330)
	     
	     

	  Peer support services (see WAC 388-877A-0340)
	     
	     

	  Wraparound facilitation services (see WAC 388-877A-0350)
      Do you currently provide WISe services or plan on providing these 

      services?       Yes          No
	     
	     

	  Medication support services (see WAC 388-877A-0360)
	     
	     

	  Applied behavior analysis (ABA) services (See WAC 388-877A-0370)
	
	

	Chapter 388-877B WAC Substance Use Disorder Services


	A.  Detoxification Services (Withdrawal Management)

	Funding Source
	Total Number of Beds

(For Each Service)

	  Detoxification services (see WAC 388-877B-0100)
	     
	     

	  Youth detoxification services (see WAC 388-877B-0130)
	     
	     

	B.  Residential Services

	Funding Source
	Total Number of Beds

(For Each Service)

	  Intensive inpatient services (see WAC 388-877B-0250)
	     
	     

	  Recovery house services (see WAC 388-877B-0260)
	     
	     

	  Long-term treatment services (see WAC 388-877B-0270)
	     
	     

	  Youth residential services (see WAC 388-877B-0280)
	     
	     


	C.  Outpatient Treatment Services

	Funding Source
	

	  Level II intensive outpatient treatment services 

      (see WAC 388-877B-0350)
	     
	

	  Level I outpatient services (see WAC 388-877B-0360)
	     
	

	D.  Opiate Substitution Treatment Services

	Funding Source
	

	  Opiate substitution treatment program (OTP) services 

      (see WAC 388-877B-0405)
	     
	

	E.  Assessment and Assessment Only Services

	Funding Source
	

	  Assessment only services (see WAC 388-877B-0510)
	     
	

	  DUI assessment services (see WAC 388-877B-0550)
	     
	

	F.  Information and Assistance Services

	Funding Source
	

	  Alcohol/Drug information school services 

      (see WAC 388-877B-0630)
	     
	

	  Information & crisis  services (see WAC 388-877B-0640)
	     
	

	  Emergency service patrol services (see WAC 388-877B-0650)
	     
	

	  Screening and brief Intervention services 

       (see WAC 388-877B-0660)
	     
	

	A.  Problem and Pathological Gambling Services


	Funding Source
	

	  Problem and Pathological Gambling (see WAC 388-877C-0100 
      through 388-877C-0130) 
	     
	


	III.  APPLICATION MATERIALS TO BE SUBMITTED


	A.  Documentation of Agency Staffing

	 FORMCHECKBOX 
  Please include a staff roster of the name and credentials of each staff member providing patient care services.



	Administrator 

	Name
     
	Title
     

	Mental Health Clinical Supervisor

	Name (as listed on the current credential) 

     
	Title 

     

	Include the following materials:

  A copy of the job description signed and dated by the clinical supervisor and his or her supervisor.

  A copy of the result of a criminal background check that has been completed by the Washington State Patrol within the last 365 
      days on the person appointed.
  Documentation of 15 hours of training in clinical supervision approved by the Department of Health.

	Substance Use Disorder Clinical Supervisor

	Name (as listed on the current credential) 

     
	Title 

     

	Include the following materials:

  A copy of the job description signed and dated by the clinical supervisor and his or her supervisor.

  A copy of the result of a criminal background check that has been completed by the Washington State Patrol within the last 365 
      days on the person appointed.
  Documentation of competency in clinical supervision (college course or certificate of training in clinical supervision).

  A copy of the report of findings of a criminal background check from the last state of residence if the person has lived out-of-state 

      within the past three years.



	Problem Gambling Clinical Supervisor

	Name (as listed on the current credential) 

     
	Title 

     

	Include the following materials:

  A copy of the job description signed and dated by the clinical supervisor and his or her supervisor.

  A copy of the result of a criminal background check that has been completed by the Washington State Patrol within the last 365 
      days on the person appointed.
  Documentation of a valid international gambling counselor certification board-approved clinical consultant credential, a valid 
      Washington state certified gambling counselor II certification credential, or a valid national certified gambling counselor II 
      certification credential; and

  Documentation of training on gambling-specific clinical supervision approved by a state, national, or international organization.

	Alcohol/Drug Information School (ADIS) Instructor 

	Name 

     
	Title 

     

	When applicable, submit the following materials regarding the person named as ADIS Instructor with this form:

  A copy of the job description signed and dated by the person named and the person’s supervisor.

  If the ADIS Instructor is not a CDP, a copy of an Alcohol/Drug Information School Instructor certificate issued by a community 
      college approved by the Washington State Division of Behavioral Health and Recovery.

	E-Mail Addresses:

	Administrator’s E-mail Address:      

	Clinical Supervisors’ E-mail Address(s):      

	Agency Customer Service E-mail:      

	Agency Website:       

	B.  Additional Materials to be Submitted with the Application

	1.  FORMCHECKBOX 
  An electronic and/or hard copy of your clinical manual policies and procedures specific the additional services for 
      which you are applying.
2.  FORMCHECKBOX 
  A sample individual clinical record for each of the additional services for which you are applying.  The sample 
      clinical record must be that of a hypothetical individual, and must contain all required clinical record 
      documentation requirements.

3.  FORMCHECKBOX 
  If any changes will be made to the facility physical structure to accommodate the additional services, facility 
      information as follows:
a.     FORMCHECKBOX 
  Not Applicable
b.     FORMCHECKBOX 
  A completed Accessibility Barrier Checklist, and floor plan showing the use of each room and the location
             of specific facility details.

4.  FORMCHECKBOX 
  If applying for detoxification or residential services, include a copy of the Residential Treatment Facility or Hospital
      license issued by the Washington State Department of Health (DOH).
a.     FORMCHECKBOX 
  License enclosed

b.     FORMCHECKBOX 
  License to follow at a later date (must be received before DBHR grants approval)


	C.  Accreditation Body Information

	Are you accredited by one of the accreditation bodies listed below?

 FORMCHECKBOX 
  No.  

 FORMCHECKBOX 
  Yes.  If yes, check the organization you are accredited by?

 FORMCHECKBOX 
  Commission on Accreditation of Rehabilitation Facilities (CARF)

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

 FORMCHECKBOX 
  Joint Commission on the Accreditation of Healthcare Organizations (The Joint Commission)

 FORMCHECKBOX 
  Washington State Division of Behavioral Health and Recovery (DBHR).  (This is available to OTP agencies only.)
 FORMCHECKBOX 
  Check if you want to be contacted about becoming a “deemed agency” under WAC 388-877-0310.



	IV.  APPLICANT DECLARATIONS



	I declare the following:

	· That I will notify DBHR if changes occur in any of the information provided in this application before certification occurs.


	· That no person named in this application has had a license or certification for a health care agency either denied, revoked, or suspended, as referenced in WAC 388-877-0335(1)(d)(i).

	· That no person named in this application has been convicted of child abuse or adjudicated as a perpetrator of substantiated child abuse, as referenced in WAC 388-877-0335(1)(d)(ii).

	· That no person or business entity named in this application is currently debarred, suspended, proposed for debarment, declared ineligible, or voluntarily excluded from participating in transactions involving certain federal funds, as referenced in WAC 388-877-0335(1)(d)(xiii).

	· That no person named in this application is currently under investigation for or has committed, permitted, aided or abetted the commission of an illegal act or unprofessional conduct as defined under Chapter 18.130.180 RCW, as referenced in WAC 388-877-0335(1)(d)(v).

	· That the information contained in this application and on all documents submitted with this application is true, accurate, and complete to the best of my knowledge.


	Signature of Administrator or other legal representative:


	Date of signature:

     

	Printed Name of Person Signing Form: 

     
	Title:

     

	Mailing Address of Person Signing Form:

     
City:
     







State:
     

Zip:      

	Phone Number of Person Signing Form:

     
	Fax:

     

	E-mail Address of Person Signing Form:

     

	V.  APPLICANT CONTACT INFORMATION

 FORMCHECKBOX 
Check here if same as above; if different, complete the below 



	Applicant’s Contact Name: 
     
	Title:
     

	Applicant’s Contact Mailing Address:
     
City:
     







State:
     

Zip:      

	Contact Phone Number: 
     
	Contact Fax Number:
     

	Contact E-mail Address:
     


If applying for substance use disorder services, please send the completed application, application materials, and $200.00 application fee by check or money order payable to Department of Social and Health Services to:


If sending by mail:




For UPS or FedEx Delivery:

BHA-Budget & Finance



BHA-Budget & Finance
Department of Social and Health Services
Department of Social and Health Services

PO Box 45525




Blake Office Park West

Olympia, WA 98504-5600



4450 10th Ave SE









Lacey, WA 98503

If applying only for mental health or problem gambling services, there is currently no fee.  Please send the application and materials directly to: Provider Request Manager, Division of Behavioral Health and Recovery, PO Box 45330, Olympia, WA 98504-5330 or by email to:  dbhrproviderrequests@dshs.wa.gov. 
If you have questions about this form or its requirements, contact the Provider Requests Manager at the above email address.
�
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