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State of Washington

Department of Social and Health Services

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



	AGENCY NAME  The name you provide certified services under and is listed in the Directory of Certified Chemical Dependency Services In Washington State.

	
     

	AGENCY NUMBER The number you provide certified services under and as listed in the Directory of Certified Chemical Dependency Services In Washington State.
     


	Chapter 388-877C WAC  Problem and Pathological Gambling Services Certification
WAC 388-877C



	POPULATION GROUP INFORMATION



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


	FUNDING SOURCE INFORMATION  



	Does your agency receive Medicaid dollars?       No  Yes               


	Problem and Pathological Gambling Services

(see WAC 388-877C-0100
	Estimated Number of Persons to be Served Annually
     



	III.  APPLICATION MATERIALS TO BE SUBMITTED



	1. Documentation of Agency Staffing

	Clinical Supervisor

	Name: 

     
	Title: 

     

	 FORMCHECKBOX 
  Please include a staff roster of the name and credentials of each staff member providing Problem and Pathological Gambling Services (See WAC 388-887C-0110), as well documentation of the following, as applicable:

1.  FORMCHECKBOX 
  For Clinical Supervisor:

a.  FORMCHECKBOX 
  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

b.  FORMCHECKBOX 
  Training on gambling specific clinical supervision approved by a state, national, or international organization including, but not limited to, the:

i.  FORMCHECKBOX 
  Washington state gambling counselor certification committee;

ii.  FORMCHECKBOX 
  National or international gambling counselor certification board; or

iii.  FORMCHECKBOX 
  The department's division of behavioral health and recovery.

2.  FORMCHECKBOX 
  For person credentialed by DOH under chapter 18.19, 18.83, or 18.225 RCW, under the supervision of a certified problem gambling counselor, in training to become a certified problem gambling counselor, Provide documentation of the following:
a.  FORMCHECKBOX 
  At least one thousand five hundred hours of professionally supervised post-certification or post-registration experience providing mental health or chemical dependency treatment services; and

b.  FORMCHECKBOX 
  Thirty hours of unduplicated gambling specific training, including the basic training, approved by one of the following state, national, or international organizations

i.  FORMCHECKBOX 
  Washington state gambling counselor certification committee;

ii.  FORMCHECKBOX 
  National or international gambling counselor certification board; or

iii.  FORMCHECKBOX 
  The department's division of behavioral health and recovery.




	B.  Additional Materials to be Submitted with the Application

	1.  FORMCHECKBOX 
  A copy of the agency’s fiscal policies and procedures that is specific to Problem and Pathological Gambling.
2.  FORMCHECKBOX 
  A copy of your clinical manual policies and procedures specific to Problem and Pathological Gambling services.
3.  FORMCHECKBOX 
  A sample individual clinical record.  The sample clinical record must be that of a hypothetical individual, and must contain all required clinical record requirements for problem and pathological gambling as listed in WAC 388-877C-0120 and WAC 388-877C-0130.

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



	F.  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.)

Do you want your accreditation listed in the Directory of Certified Chemical Dependency Services?


 FORMCHECKBOX 
  No.  


 FORMCHECKBOX 
  Yes.
If yes, attach a copy of your current accreditation certificate.

 FORMCHECKBOX 
  Check if you want to be contacted about becoming a “deemed agency” under WAC 388-805-115.


	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 chemical dependency treatment service or health care agency either denied, revoked, or suspended, as referenced in WAC 388-805-065(1)(a).

	· 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 388-805-065(1)(b).

	· 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.

	· 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 388-805-065(1)(d).

	· 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:      

	Telephone 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:      

	APPLICANT CONTACT INFORMATION, continued

	Contact Telephone Number:   

(     )       
	Contact Fax Number:
(     )       

	Contact E-mail Address:

     


	Privacy Notice

This notice is provided in compliance with Governor’s Executive Order 00-03 and addresses the collection, use, security, and access to information obtained by your submission of this information to the Department of Social and Health Services, Division of Behavioral Health and Recovery (DBHR).

DBHR requires an applicant who is applying for certification to provide chemical dependency services as a sole proprietor to submit a Federal Employer Tax Identification Number or their personal Social Security Number.  The number is used to identify a specific person or legal entity that owns a specific business.

All information collected as a part of the certification process for departmental approval is collected for considering applicant and provider compliance with applicable regulations related to their requests.  All information is considered public information, and may be made available to anyone submitting a proper public information request unless exempted by the Public Information Disclosure Act under Revised Code of Washington (RCW) 42.56.230 through 290.  

Information may be retained for the period of provider certification to include any subsequent changes in provider ownership.  The department will retain records for up to six years following the voluntarily cancellation of certification, and indefinitely in cases of involuntary cancellation, revocation, or suspension of certification.  Information will be destroyed after that time.

Persons submitting information have the right to review personal information on file with the department.  You can recommend changes to your personally identifiable information you believe to be inaccurate by submitting a written request that credibly shows the inaccuracy.  We will take reasonable steps to verify your identity before granting access or making corrections. 

For Questions or concerns:

If you have any questions or concerns about your privacy protections, feel free to contact Julián Gonzales, DBHR Certification Supervisor, (360) 725-3730 or Toll Free 1-877-301-4557, or by e-mail julian.gonzales@dshs.wa.gov.
For more information:
· DSHS public disclosure rules (Washington Administrative Code 388-01): http://apps.leg.wa.gov/wac/
· DSHS public disclosure law (RCW 42.56):  http://apps.leg.wa.gov/rcw/ 

· To Contact the DSHS Public Records/Privacy Officer:  DSHSPublicDisclosure@dshs.wa.gov



If sending by mail:




For UPS or FedEx Delivery:
Cheryl Wilcox





Cheryl Wilcox

Problem Gambling Program Manager

Problem Gambling Program Manager
Division of Behavioral Health Services

Division of Behavioral Health Services
Aging & Disability Services Administration

Aging & Disability Services Administration

Department of Social and Health Services

Department of Social and Health Services

PO Box 45330





Blake Office Park West
Olympia, WA 98504-45330



4450 10th Ave SE







Lacey, WA 98504
Email:  cheryl.wilcox@dshs.wa.gov
Fax:  (360) 725-2279

�








PPG Added Service Application – revised 06/10/14

Page 4 of 4
PPG Added Service Application  – revised 6/10/14






Page 1 of 4

