Internal Use Only: 
                             Mental Health Partners
Staff ID:       ____________ 
                             Provider Network Application
Vendor ID:  ____________ 

Expense Code:  _________ 

Fund Control:   _________  


Mental Health Partners
Provider Network Application

Section 1: Corporate Information 

	Corporate Name
	     
	Agency Type
	 FORMCHECKBOX 
  For Profit    FORMCHECKBOX 
  Non-profit

	Federal Tax ID #
	     

	Mailing Address
	     
	City
	     

	State


	     
	Zip
	     
	County
	     

	Physical Address
	     
	City
	     

	State
	     
	Zip
	     
	County
	     

	CEO or President                                                                         
	                                                         

	Telephone
	     
	Fax
	     
	E-Mail
	     

	Number of years in business under current business name
	     

	If less than a year in business list prior business or employment
	     

	Prior business address
	     


Section 2: Contact Information for Contracts

	Person Authorized to Sign Contracts
	     

	Mailing Address for Contracts 
	                                                                              
	City
	     


	State
	     
	Zip
	     
	County
	     

	Telephone
	     
	Fax
	     
	E-Mail Address of  person authorized to sign contract
	     

	E-Mail Address of

Person(s) to receive the 

Authorization
	     
	Please note only one e-mail address can be used to send all authorizations.


Section 3: Contact Information for Billing and Payment
	Contact Name
	     

	Mailing Address for Payment and Claim Reconciliation
	                                                                              
	City
	     


	State
	     
	Zip
	     
	County
	     

	Telephone
	     
	Fax
	     
	E-Mail
	     


Section 4:  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.

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 NO
	Are you currently under a plan of correction with any DHHS agency or Local Management Entity? If yes, please give particulars on a separate sheet.


Notice:
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Section 5:  Insurance Information  

	Commercial General Liability: Providers shall maintain bodily injury and property damage coverage as shall protect Provider and any approved subcontractor performing work under this Contract from claims of bodily injury or property damage which arise from operations of the Contract whether such operations are performed by Provider, any subcontractor or anyone directly or indirectly employed by either. The amounts of such insurance shall not be less than $1,000,000 each occurrence and $3,000,000 in the annual aggregate unless  Provider, with prior written approval of the LME, names the LME as an additional insured, in which case limits of no less than $1,000,000 each occurrence and $1,000,000 in the annual aggregate would be acceptable. (Attach copy of insurance limit page)

	Professional Liability Insurance Coverage: Provider shall maintain such professional liability insurance coverage as shall protect the Provider from its failure to conform to the professional standard of care required under applicable law and under this Contract. The limits of liability shall not be less than $1,000,000 per occurrence and $3,000,000 in the annual aggregate. The Provider’s professional liability insurance policy shall name the LME as additional insured. An original signed, in force Certificate of Insurance for such coverage shall be provided to the LME upon execution of this Contract and throughout the duration of this Contract as insurance expires.(Attach copy of insurance limit page). 

	Auto Insurance Coverage: all agency owned or leased vehicles must have continuous automobile liability coverage during the term of this contract. The automobile liability insurance must be an amount not less than $500,000 bodily injury each person, each accident $500,000 for property damage, $500,000 uninsured/underinsured motorist, and $5,000 medical payment.  Providers may substitute a $1,000,000 combined single limited liability policy for the $500,000/$500,000/$500,000 requirement. (Attach copy of insurance if consumers are transported)
 Are consumers transported by any of your staff in the provision of services:   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No 
 If individuals are transported in privately owned vehicles, the contract agency must carry $500,000 of non-owned automobile liability insurance.

	Worker’s Compensation Coverage: Provider shall meet the statutory requirements of the State of North Carolina For Worker Compensation and Occupational Disease Insurance, currently $100,000 per accident limit, $500,000 disease per policy limit, $100,000 disease each employee limit, providing coverage for employees and owner.  (Attach copy of insurance if applicable)
Please list the total number of staff (part-time and full-time) that you employ:  Full-time       Part-Time      


Section 6: Consumer Choice in providers for Services

	Is it your policy and practice for consumers to choose which provider they will receive services from? 

 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No


Section 7:  Type of funds Your Agency is Requesting through the LME. Check all that apply.
	 FORMCHECKBOX 
 None
	 FORMCHECKBOX 
  Medicaid pass through – attach completed MHP Request for Funds Form
	 FORMCHECKBOX 
 State - attach completed MHP Request for Funds Form.


In addition to the completed Network application, please attach copies of all of the following as applicable:
· National Accreditation certificate

· Commercial General insurance liability certificate 
· Professional liability insurance certificate 

· Automobile insurance (if services includes providing transportation)

· Workers’ compensation insurance

· Most current fiscal audit report
Important:

***By submission of this application, I attest to the accuracy of all information given and understand that our agency may be asked to submit evidence to support information reported on this application.**
	Name of person completing the application :     

	 Date application was completed:     


What other Forms to complete and send?
FORM A

Complete a Form A for each licensed facility, endorsed service, accredited site, Level 2 Therapeutic Foster Care Home, or Targeted Case Management office that is serving Catawba and / or Burke County Consumers.

Form B
Complete a Form B for each licensed staff, targeted case manager, or independent practitioner that is serving Catawba and / or Burke County Consumers.

MHP Request for Funding

If requesting a contract for state dollars or Medicaid pass through

Mental Health Partners will verify your corporate standing with the North Carolina Secretary of State Website and may verify your standing with your home LME if your corporate office resides in another catchment area from Mental Health Partners.





Reasons for Data in Form A and 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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