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State of Washington

Department of Social and Health Services

Division of Behavioral Health and Recovery
VOLUNTARY CERTIFICATION CANCELLATION REQUEST FORM
Washington Administrative Code 388-877-0345
	CURRENTLY CERTIFIED AGENCY INFORMATION

	Provide the following information for each certified location for which you are requesting a voluntary cancellation action.

	Agency Name: List the name under which you provide certified services.

	
	
	

	Additional Agency Name, if any: As listed on your Washington Business License.

	
	
	

	Agency Number:

	
	
	

	Briefly describe the reason for this cancellation request: 

	
	     
	

	REQUESTING CANCELLATION OF CERTIFICATION FOR:

	Please indicate below what you are requesting cancellation for:

	ENTIRE AGENCY  FORMCHECKBOX 

	specific BRANCH  FORMCHECKBOX 

	SPECIFIC SERVICE(S)  FORMCHECKBOX 



Please identify the services below for which the action is requested:
	OUTPATIENT Mental Health Services

	OUTPATIENT MENTAL HEALTH SERVICES
	Check all that apply

	Brief Intervention Treatment 
	 FORMCHECKBOX 


	Case Management
	 FORMCHECKBOX 


	Day Support 
	 FORMCHECKBOX 


	Family Therapy
	 FORMCHECKBOX 


	Group Therapy
	 FORMCHECKBOX 


	Individual Treatment
	 FORMCHECKBOX 


	Less Restrictive Alternative (LRA) Support
	 FORMCHECKBOX 


	Psychiatric Medication
	 FORMCHECKBOX 


	Services Provided in a Residential Treatment Facility
	 FORMCHECKBOX 



	OUTPATIENT Mental Health Services (continued)

	Crisis Mental Health Services
	Check all that apply

	Crisis Emergency Involuntary Detention 
	 FORMCHECKBOX 


	Crisis Outreach
	 FORMCHECKBOX 


	Crisis Peer Support 
	 FORMCHECKBOX 


	Crisis Stabilization
	 FORMCHECKBOX 


	Crisis Telephone Support
	 FORMCHECKBOX 


	Recovery Support Services Requiring Program-Specific Certification
	Check all that apply

	Recovery Employment Support
	 FORMCHECKBOX 


	Recovery Medication Support 
	 FORMCHECKBOX 


	Recovery Peer Support 
	 FORMCHECKBOX 


	Recovery Support Applied Behavior Analysis (ABA)
	 FORMCHECKBOX 


	Recovery Support Wraparound Facilitation
	 FORMCHECKBOX 


	SUBSTANCE USE DISORDER SERVICES
	Check all that apply

	Alcohol and Drug Information School 
	 FORMCHECKBOX 


	Assessment Only 
	 FORMCHECKBOX 


	Detoxification (Withdrawal Management)
	 FORMCHECKBOX 


	DUI Assessment 
	 FORMCHECKBOX 


	Emergency Service Patrol 
	 FORMCHECKBOX 


	Information and Crisis 
	 FORMCHECKBOX 


	Intensive Inpatient 
	 FORMCHECKBOX 


	Level I Outpatient 
	 FORMCHECKBOX 


	Level II Intensive Outpatient
	 FORMCHECKBOX 


	Long-term Residential 
	 FORMCHECKBOX 


	Opiate Substitution Treatment
	 FORMCHECKBOX 


	Recovery House
	 FORMCHECKBOX 


	Screening and Brief Intervention
	 FORMCHECKBOX 


	Youth Residential
	 FORMCHECKBOX 


	Youth Detoxification (Withdrawal Management)
	 FORMCHECKBOX 


	PROBLEM AND PATHOLOGICAL GAMBLING SERVICES
	Check all that apply

	Problem and Pathological Gambling
	 FORMCHECKBOX 


	Please enter the effective date of cancellation of certification:

	
	     /        /     
	

	
	(MM / DD / YY)
	


	Disposition of patient records accumulated during your agency’s period of certification

Please provide the following information if you are requesting the cancellation of certification for a branch or entire agency:

	Name of Individual or Business Responsible as Patient Record Custodian
	
	     
	

	
	
	
	

	Mailing Address of Patient Record Custodian
	
	Street/P.O. Box

     
	

	
	
	City

	ST

  
	Zip Code

	

	Contact Phone Number
Fax Number
	
	(       )    
	Ext. 
	

	
	
	(       )    
	

	E-mail
	
	
	


	Washington Administrative Code (WAC) 388-877-0630(1) requires each agency licensed by the department to maintain a comprehensive clinical record system that includes policies and procedures that protect an individual's personal health information.  The provider must ensure:

WAC 388-877-0630(2) requires each agency licensed by the department to ensure that the individual’s personal health information is shared or released only in compliance with applicable state and federal law.

WAC 388-877-0630(3) requires, if maintaining electronic individual clinical records:

(a) Provide secure, limited access through means that prevent modification or deletion after initial preparation;

(b) Provide for a backup of records in the event of equipment, media, or human error; and

(c) Provide for protection from unauthorized access, including network and internet access.

WAC 388-877-0630(4) 

(1) Retain an individual's clinical record, including an electronic record, for a minimum of six years after the discharge or transfer of any individual.

(2) Retain a youth's or child's individual clinical record, including an electronic record, for at least six years after the most recent discharge, or at least three years following the youth's or child's eighteenth birthday.

(3) Meet the access to clinical records requirements in WAC 388-877-0650(1): 

Washington Administrative Code (WAC) 388-877-0430(6) requires each provider to have secure storage of active or closed confidential records.

WAC 388-877-0300(5) requires the closing provider to arrange for the continued management of all patient records.  The closing provider shall notify the department in writing of the mailing and street address where records will be stored, and specify the person managing the records, their telephone number, fax number, and e-mail address, if available,

In the event of an agency closure or the cancellation of a program-specific certification, the agency must provide each individual currently being served:
(a) Notice of the agency closure or program cancellation at least thirty days before the date of closure or program cancellation;

(b) Assistance with relocation; and

(c) Information on how to access records to which the individual is entitled.




	WAC 388-877-0600(1)(g) Individual Rights.
Each agency licensed by the department to provide any behavioral health service must develop a statement of individual participant rights applicable to the service categories the agency is licensed for, to ensure an individual's rights are protected in compliance with chapters 70.96A, 71.05, 71.12, and 71.34 RCW. In addition, the agency must develop a general statement of individual participant rights that includes the following statement:

"You have the right to have all clinical and personal information treated in accord with state and federal confidentiality regulations.”

PROVIDER RESPONSIBILITIES UNDER Revised Code of Washington (RCW) 70.02 – MEDICAL RECORDS HEALTH CARE INFORMATION ACCESS AND DISCLOSURE

RCW 70.02.030(1) requires the health care provider to honor a patient’s authorization to disclose his/her health care information, and if requested, provide a copy of the recorded health care information.

RCW 70.02.080(1) requires the health care provider to allow a patient to examine or copy all or part of the patient’s health care information within fifteen (15) working days of receiving a written request.

RCW 70.02.170(1) allows a patient to maintain a civil action against a health care provider who has not complied with the requirements of this chapter.

RCW 70.02.170(2) states the court may order the health care provider to comply with this chapter.  Such relief may include actual damages, reasonable attorney’s fees, and all other expenses reasonably incurred to the prevailing party. 

Note:  All persons credentialed by the Department of Health can be held individually accountable for meeting the requirements of RCW 70.02, under the Uniform Disciplinary Act (RCW 18.130).




	For Substance Use Disorder Agencies:

WAC 388-877B requires, when an individual is transferring to another service provider, documentation that copies of documents pertinent to the individual's course of treatment were forwarded to the new service provider to include

(i)
The individual's demographic information; and

(ii)
The diagnostic assessment statement and other assessment information to include:


(A)
Documentation of the HIV/AIDS intervention.

(B)
Tuberculosis (TB) screen or test result.

(C)
A record of the individual's detoxification and treatment history.

(D)
The reason for the individual's transfer.

(E)
Court mandated, department of correction supervision status or the agency's recommended follow-up treatment.

(F)
A discharge summary and continuing care plan.




	DECLARATIONS

I declare the following
That I have the authority to make this request on the behalf of the organizational governing body:
· That I have read the privacy notice located on page 6 of this form.
· That I am aware of the rights of individuals being served under my organizational care as indicated in WAC 388-877-0600(1)(g) and have endeavored to ensure these rights were respected during the process of  or cancellation of services.
· That I am aware of agency closure or cancellation of services requirements of WAC 388-877-0300(5) as they relate to individuals being served, and will ensure these requirements are met.
· That I am aware that a failure on my part or on the part of the agency administrator or any owner of five percent or more of the organizational assets at the effective date of the cancellation action to respect all patient rights may result in my (our) disqualification as future applicant(s) for certification to provide chemical dependency treatment services in accord with WAC 388-877-0335.
· The information contained in this request is true, accurate, and complete to the best of my knowledge.



	Signature of administrator or other responsible party


	Date:

     

	Address:

     
	Phone:
     

	
	Fax:
     

	Type or Print Name

     
	Title

     
	Email: 
     


Return this completed form to: 

Provider Request Manager


Division of Behavioral Health and Recovery

Post Office Box 45330


Olympia, Washington 98504-5330


Phone: 360-725-3700; or 1-800-446-0259 Toll Free


FAX: 360-725-2279


E-mail: dbhrproviderrequests@dshs.wa.gov
If you need technical assistance regarding the voluntary cancellation process, or need a copy of any regulation cited in this request form, please contact the DBHR Certification Provider Request Manager.
�





For DBHR Use Only





( Facility Edit Data Entry for services (or Data Entry Form)    date________


( Facility Edit note added for Records Custodian & checked “closed,” if appropriate: date________


( Was E-mail changed or deleted in Excel? :    date________


( Label removed? date________


( APCERT Entry completed:    date________


( Cancellation/Suspension letter completed:    date________
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