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	INITIAL APPLICATION FOR CERTIFICATION OF MENTAL HEALTH SERVICES UNDER WAC 388-865


	Check the box below beside each specific program service for which your agency is seeking certification, and if applicable, indicate the number of beds next to each service.

	
	Number of Beds
	

	|_|  Clubhouse
	
	

	|_|  Competency Evaluation & Restoration Treatment
	[bookmark: Text88]     
	

	|_|  Crisis Stabilization Unit
	     
	

	|_|  Child Long-term Inpatient Program
	     
	

	|_|  Inpatient Evaluation & Treatment - Children
	     
	

	|_|  Inpatient Evaluation & Treatment - Adult
	     
	

	|_|  Triage - Involuntary
	     
	

	|_|  Triage - Voluntary
	     
	

	
	
	

	SECTION 1: AGENCY OWNERSHIP INFORMATION

	Agency Ownership name:
	[bookmark: Text89]     
	

	If your agency is a public Agency, please indicate the name of the tribal, federal, state, county, or municipal government, health district, or educational service district under which the agency will operate.
If your agency is a corporation, partnership, or sole proprietor or other privately-owned agency, please indicate the entity or firm name listed on your Washington State Business License  (you must use this entity or firm name as your agency name.)

	Uniform Business Identification Number (UBI)
Enter your Washington State Uniform Business Identification Number (UBI)     (See Chapter 70.60 RCW )

	                  -                   -                  

	AGENCY NAME:  List the name under which you provide certified services and under which your agency will be known in the community.  This name will be listed in Directory of Licensed and Certified Behavioral Health Agencies in Washington State (Directory).  If you are a privately-owned Agency, the name of the agency must be the same as the firm or registered trade name and address listed on your Washington Business License.  

	
	[bookmark: Agency1]     
	

	
	
	

	OTHER AGENCY NAME:  If listed on your Washington Business License.  This name is published directly under your agency name in the Directory.

	
	     
	

	
	
	





	Governing Body

	Provide the following information for the contact person for the governing body specified:

	Name of contact person
	     
	

	Position title
	     
	

	Mailing address
	     
	

	
	     
	

	Contact phone number
	     
	

	E-mail address
	     
	

	
	
	

	Behavioral Health Organization (BHO)  |_|  Check if not contracted with a BHO and leave this section blank.

	Name of BHO
	     
	

	Name of BHO Administrator or Delegate
	     
	

	Position title
	     
	

	Mailing address
	     
	

	
	     
	

	Contact phone number
	     
	

	E-mail address
	     
	

	
	
	

	SECTION 2: CERTIFICATION INFORMATION

	POPULATION GROUP  (OPTIONAL)

	Please indicate below the primary population group(s) your agency will serve (up to three)

	1.
	     
	2.
	     
	3.
	     
	

	

	FUNDING SOURCE

	Does your agency receive Medicaid dollars?	|_|  Yes		|_|  No

	APPLICANT DECLARATIONS

	I declare the following (initial each):

	
	
	That I will notify DBHR if changes occur in any of the information provided in this application before licensure and

	
	
	certification is granted.

	
	
	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 Legal Representative
	Date signed
[bookmark: Text9]     

	Printed name of person signing form
[bookmark: Text7]     
	Title
[bookmark: Text8]     

	Mailing address of person signing form
	
	
	
	

	Street
[bookmark: Text14]     
	City
     
	State
[bookmark: Text4]  
	Zip
     
	

	Phone number of person signing form
[bookmark: Text91]     
	Fax number of person signing form
[bookmark: Text92]     

	E-mail address of person signing form
[bookmark: Text11]     

	BEHAVIORAL HEALTH ORGANIZATION DECLARATION

	My signature represents BHO approval of this application. I will notify the department of observations that this provider may not be in compliance with licensing requirements.

	
BHO administrator’s signature (Please indicate if not applicable)
	Date signed
     

	BHO administrator’s printed name
     
	Title
     





	APPLICANT CONTACT INFORMATION
[bookmark: Check67]|_|Check here if same as above; if different, complete the information below

	Applicant’s name
     
	Title
     

	Mailing address 
	
	
	
	

	Street
     
	City
     
	State
  
	Zip
     
	

	Phone number
[bookmark: Text94]     
	Fax number
[bookmark: Text93]     

	E-mail address
     

	SECTION 3: FACILITY AND PERSONNEL INFORMATION

	AGENCY NAME (as indicated in Section 1 of this application)

	

	     
	


	
	
	

	Facility Information

	Physical (street) Address for the agency site to be licensed and listed in the Directory of Licensed and Certified Behavioral Health Agencies in Washington State

	Street
     
	City
     
	State
  
	Zip
     
	

	Mailing Address to be listed in the Directory.  DBHR uses this address to send licensed agency information/documents.
[bookmark: Check65]|_| Check if same as physical address

	Street
     
	City
     
	State
  
	Zip
     
	

	Agency Phone Number(s) for the Directory.  List up to two numbers.  You may add up to ten characters to add extension numbers or other information.   See the Directory for possible uses.
	Fax Number for the Directory of Certified Programs:
	

	[bookmark: Text96]     
	[bookmark: Check76]|_| Check if toll-free    Extension # / Additional info
	[bookmark: Text90]     
	
	[bookmark: Text95]     
	

	[bookmark: Text97]     
	|_| Check if toll-free    Extension # / Additional info
	     
	
	
	

	Key Agency Staff

	Administrator
     
	
	Title
     
	

	DOH Credential Number, if any
     
	
	Email address
     
	

	Clinical Supervisor
     
	
	Title
     
	

	DOH Credential Number
     
	
	Email address
     
	

	Clinical Supervisor
     
	
	Title
     
	

	DOH Credential Number
     
	
	Email address
     
	

	Customer Service Contact
     
	
	Title
     
	

	Email address
     
	

	Agency Website
     
	





	All applicants must submit the following with this application:

	|_|
	A copy of the agency’s business license from the Department of Revenue that authorizes the organization to do business in the state of Washington.

	|_|
	Written policies and procedures covering all areas of WAC 388-865 relevant to the service(s) applied for in this application.

	IF APPLYING AS A RESIDENTIAL FACILITY

	|_|
	Include a copy of the RTF or Hospital License issued by the Department of Health.

	
	|_|  License enclosed     |_|  License to follow at a later date (must be received before DBHR grants approval)

	|_|
	An application fee of $90.00 per bed for Inpatient Evaluation & Treatment, Child Long-Term Inpatient Programs, and Competency Evaluation & Restoration Treatment facilities.  The fee amount must be in the form of a check or money order payable to the Department of Social and Health Services.

	IF APPLYING FOR CLUBHOUSE CERTIFICATION

	|_|
	A completed Accessibility Barrier Checklist for the site to be certified.  Each element in the checklist must be marked yes, no, or not applicable (NA).  Complete the corrective action plan section for any element marked “no.”  Incomplete forms will be returned.




All checks and documentation may be sent to either of the following addresses:
	
	If sending via US Postal Service
BHA - Budget & Finance
Department of Social and Health Services
PO Box 45525
Olympia, WA 98504-5600
	If sending via UPS or FedEx
BHA - Budget & Finance
Department of Social and Health Services
Blake Office Park West
4450 10th Ave SE
Lacey, WA 98503



All documentation (alone) may be sent via one of the methods below (if sending by one of these methods, checks must be sent separately to either of the addresses above):

SCAN application and supporting documents to DBHRProviderRequests@dshs.wa.gov,
-or-
FAX application and supporting documents to Provider Request Manager, DBHR at 360-725-2279,
-or-
MAIL application and documents to Provider Requests, DBHR, PO Box 45330, Olympia, WA 98504-5330.


INCOMPLETE APPLICATIONS, OR APPLICATIONS WITHOUT REQUIRED ATTACHMENTS, 
WILL BE RETURNED.


Please direct any questions to the Provider Request Manager at DBHRProviderRequests@dshs.wa.gov
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