Internal Use Only: 
                             Mental Health Partners
Staff ID:       ____________ 
                               Form B
Vendor ID:  ____________           
         Licensed, Provisionally Licensed, Certified,
Expense Code:  _________                               Targeted Case Manager
Fund Control:   _________                    Please Complete the Form B for Each Staff
Mental Health Partners
Form B
Targeted Case Management, Basic Benefit Staff
Please Complete the Form B for Each Staff

Required Information for Obtaining State ID

	Corporate  Name or Independent Practitioner
	     

	Staff Name  
	Last       
	First      
	Middle      

	Federal Tax ID # - must match corporate ID
	     

	Mailing Address 
	      

	City
	     
	State
	     
	Zip: 9 Digits Required
	      -      

	Physical Address 
	     

	City
	     
	 State
	     
	Zip: 9 Digits Required
	      -      

	Date Employed (Use format MM/DD/YY)
	     
	Job Title
	     

	Highest Credential or

License Type 
	 FORMCHECKBOX 
 LCSW    FORMCHECKBOX 
 LPC    FORMCHECKBOX 
 LPA    FORMCHECKBOX 
 MD  FORMCHECKBOX 
 LCAS   FORMCHECKBOX 
 CCS   

 FORMCHECKBOX 
 QP          FORMCHECKBOX 
 AP      FORMCHECKBOX 
 Paraprofessional    

 FORMCHECKBOX 
 Provisional/Specify               FORMCHECKBOX 
 Other/Specify      

	License Number (If applicable)
	     
	State Licensed in (if applicable)
	     

	Year Licensed Obtained use format (MM/DD/YY)
	     
	Expiration Date  of license Use format (MM/DD/YY)
	     

	Individual  NPI Number
	     
	Individual Taxonomy #
	     

	Agency NPI Number
	     
	Agency Taxonomy #
	     

	Medicaid Direct Enroll Eligible (Y/N)
	 FORMCHECKBOX 
 Yes   

 FORMCHECKBOX 
 No
	Medicaid Billing ID #
	     
	Medicaid Direct Enrollment Effective Date
	     

	Insurance Paneled
	Medicare  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	BC/BS  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	Others/Specify      

	Contact Name
	     
	E-Mail
	     

	Contact Telephone #
	     
	Fax #
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The following services information is to be completed as it applies to the services provided by the staff person listed above.

Services 

	 FORMCHECKBOX 
 Outpatient Therapy
	 FORMCHECKBOX 
 Community Support
	 FORMCHECKBOX 
  Targeted Case Management

	Specialty      
	Sex  
	 FORMCHECKBOX 
  Male   FORMCHECKBOX 
  Female

	Age Range Served
	     
	Therapeutic Approaches Used 
	     
	     


Education – Non Licensed Staff

	Highest Clinical Degree Earned
	     
	Date
	     

	Program
	     
	College/University
	     

	List additional relevant training related to the treatment of consumers:

	     

	     

	     


    Liability Claims, Criminal Charges, and Licensing Issues

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 NO
	Has any professional liability claim or suit ever been made against you in the past ten years? Are you aware of any circumstances that may result in such a claim or suit?

If yes, please give particulars on a separate sheet.

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 NO
	Have you ever been convicted of or charged with a crime, other than a minor traffic offense, in any state or country, the disposition of which was other than acquittal or dismissal:

If yes, please give particulars on a separate sheet.

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 NO
	Has any licensing board or professional ethics body ever required you to surrender your license or found you guilty of violation of ethics codes, professional misconduct, unprofessional conduct, incompetence or negligence in any state or country? Are you aware of any circumstance that may result in such an action:

If yes, please give particulars on a separate sheet.


Check all Populations Served   

	 FORMCHECKBOX 

	Adult Mental Health
	 FORMCHECKBOX 

	Adult DD
	 FORMCHECKBOX 

	Adult Substance Abuse 

	 FORMCHECKBOX 

	Child Mental Health
	 FORMCHECKBOX 

	Child DD
	 FORMCHECKBOX 

	Child Substance Abuse

	 FORMCHECKBOX 

	TBI
	 FORMCHECKBOX 

	Other/Specify      
	
	


Physician Coverage if applicable:   Indicate what arrangement you have made or are planning to make to cover your practice for consumers who need psychiatric evaluation or psychiatric medication.

List psychiatrist/physician who will see your consumers:

	     

	     

	     


Attach copies of all of the following as applicable:

· Professional license

· Professional liability insurance certificate if coverage is in addition to certificate submitted with Provider Network Application
· Automobile insurance (if service includes providing transportation) if coverage is in addition to certificate submitted with Provider Network Application
·  Individual NPI and Taxonomy Numbers for licensed professionals
· Agency NPI and Taxonomy Number if provisional licensed, community support worker,  targeted case management worker, or professional discipline does not allow direct enrollment such as RN, CSAC etc. 
· Medicaid direct enrollment letter for direct enrolled licensed professionals
· For Qualified professionals, send a copy of either the college diploma or transcript
· For Associate Professional, send a copy of either the college diploma or transcript (CVBH/Family NET only)
	Name of person completing the application:     

	Date application was submitted:     

	This Section is for Staff using the LME MIS system.

	 FORMCHECKBOX 
  SAL       FORMCHECKBOX 
  Out Guide Only    FORMCHECKBOX 
 N/A   ( Check Only One )     FORMCHECKBOX 
 MCO Auto-Auth Access

	This Section is for MIS / Internal Use Only

	Internal Use Only
	Staff ID:      
	State ID:       

	Citrix Login ID      
	CMHC Login ID      
	CMHC Staff ID:      

	CitrixPassword      
	CMHC Password      
	Provider #       


Reasons for Data in Form B:


To allow consumer choice of providers


To allow the LME to bill services as necessary


To allow the LME to monitor service provision
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