BHRS Medi-Cal Site Certification/Recertification Application
☐  New Certification		☐  Recertification       	Today’s Date:      
Provider Legal Name:      						Federal Tax ID #:        	
Doing Business As (DBA), If applicable:      
Address:      
City:      				State:      		Zip:      
County:      
Is this agency’s location owned or leased?	  ☐  Owned		☐  Leased
Agency website:        
Head of Service Name*:        				                                                         *Please attach copy of license or current resume (if unlicensed). HOS must meet criteria specified in the current certification protocol, on Category 5, Head of Service and Licensed Staff. Check below the HOS Qualification:
☐  Psychiatrist (M.D., D.O.)		☐  Registered Nurse (RN) –  Check if RN has a Master’s Degree: ☐
☐  Psychologist (Psy.D., Ph.D.)		☐  Licensed Vocational Nurse (LVN)
☐  Social Worker (LCSW)			☐  Psychiatric Technician (LPT)
☐  Marriage Family Therapist (LMFT)	☐  Mental Health Rehabilitation Specialist	
HOS Contact Phone:        		HOS Contact Email:        
Agency’s National Provider Identifier (NPI) Number **:        				                                                         **NPI profile must match name, DBA (if applicable) and address as listed above
Other Agency Contacts:
Name:        		Title:        		Phone:        	Email:        	
Name:        		Title:        		Phone:        	Email:        	
(New certifications only) Date the site was operational/client received 1st service:      
(Recertifications only) Please indicate if any significant changes have occurred since the last site certification and provide a brief explanation:
☐  Agency name change/update			       		 
☐  Agency moved to a new location		                       
☐  Agency address update (not due to a move)	       			
☐  Agency remodel/structural changes		       
☐  Other significant change/update		       
Days/Hours of Operation:		or	Check box if agency closes on any day
Sunday		       to        		☐  Closed Sunday	
Monday	       to        		☐  Closed Monday
Tuesday	       to        		☐  Closed Tuesday
Wednesday	       to        		☐  Closed Wednesday
Thursday	       to        		☐  Closed Thursday
Friday 		       to        		☐  Closed Friday
Saturday	       to        		☐  Closed Saturday
Other (e.g., variable hours, other appointment times, or after hours/emergency coverage):        
Where are services provided to clients?
☐  At the agency location listed above				 
☐  In the community (e.g., schools, field)		               
☐  Via telehealth or other technology (describe)	       			
☐  Other (describe)				       
If no clients are seen at the address requesting certification, please check this box:      ☐  

Are client charts/protected health information stored onsite? 	     ☐  Yes	☐  No
If not, please describe where client records/PHI is stored :	       
Client health records are:      ☐  Electronic only  	☐  Paper charts only	☐  Hybrid (EHR/paper)

Are client medications stored onsite?    ☐  Yes  	☐  No
If yes, what types of medications: 	☐  Prescription Only	☐  Stock medications	☐  Samples
☐  Other medications (describe)	       

Please ensure that all documents on the following checklist (pg. 3) are attached to your completed application.


Please attach the following documentation to this application:
☐  Photocopies of all organization licenses (e.g., residential), if applicable		 
☐  Copy of fire clearance, based on a fire inspection conducted within one year of the site     certification/recertification date (usually the date of the onsite visit)
☐  Copy of Head of Service license (if applicable) or current resume (if unlicensed)	
☐  Agency staff list, including all licensed and unlicensed staff, clinical and non-clinical staff (e.g., administrative staff). Please include their name, job title, degree, license/registration number and license/registration expiration date, if applicable.		  
☐  Program description and/or program brochure, including description of services provided
Thank you for your application! QM staff will contact you shortly regarding next steps. 

· -	-	-	-	-	-	-	-	-	-	-	-	
TO BE COMPLETED BY BHRS QUALITY MANAGEMENT	Provider Number:      
Mode/SF to be Certified (based on services provided per current MHP contract)			
☐  15/01 Case Mgmt./Brokerage				☐  05/40 Crisis Residential
	☐  15/07 Intensive Care Coordination (ICC)		☐  05/65 Adult Residential
☐  15/30 Mental Health Services				☐  10/20 CSU: Emergency Room		
	☐  15/57 Intensive Home Based Services (IHBS)	☐  10/25 CSU: Urgent Care	
☐  15/58 Therapeutic Behavioral Services (TBS)		☐         
☐  15/60 Medication Support				☐         
☐  15/70 Crisis Intervention				☐         
Date Completed Application Received:      	
Date of Certification Request: 	     		(New certifications only)
Date Site was Operational: 	     		(New certifications only)
Date of Fire Clearance: 		     		
Date of Onsite Review:		     	             
Certification Date:      		Certification date is the latest of these dates 
Additional Notes:      
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