Internal Use Only: 
                             Mental Health Partners
Staff ID:       ____________ 
                             Form A
Vendor ID:  ____________ 
        Licensed Facility, Endorsed Service or Accredited Site or 
Expense Code:  _________         Level 2 Therapeutic Foster Care Home (TFC), Targeted Case Mgmt
Fund Control:   _________          Please Complete the Form A for Each Site/Service
Mental Health Partners
Form A
Licensed Facility, Endorsed Service, Accredited Site
Or Level 2 Therapeutic Foster Care Home

Required Information for Obtaining State ID

	Provider Corporate Name
	     

	Federal Tax ID # 
	     

	Site/ Service or TFC Home  Name 
	     

	Site/Service Mailing Address 

(Use corporate address if Therapeutic Foster Care Home)
	     

	City
	     
	State
	     
	Zip: 9 Digits Required
	        –     

	Physical Address of Site/Service/ TFC Home
	     

	City
	     
	County
	     
	State
	     
	Zip: 9 Digits Required
	        –     

	1st date the service is provided for Mental Health Partners Contract
	     

	Contact Name
	     
	E-Mail
	     

	Contact Telephone #
	     
	Fax #
	     

	License Number
	     
	Effective Date          
	     

	License Type
	DFS  FORMCHECKBOX 
     DSS  FORMCHECKBOX 
     Council on Aging  FORMCHECKBOX 
    Other/Specify      

	Agency/service  NPI Number
	     
	 Agency/service Taxonomy Number
	     

	Medicaid Direct Enroll Eligible (Y/N)
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	Site/Service Specific Medicaid Billing ID #       


Type of funds Your Agency is requesting for services at this licensed facility, endorsed service, accredited service, Level 2 Therapeutic Foster Care Home or Targeted Case Management 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.
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The following 4 sections of check boxes  is to be marked as it applies to service or services provided at the above location as a licensed facility, endorsed enhanced service site, accredited state service(s) site or level 2 Therapeutic Foster Care home.
1) 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      
	
	


2) Endorsed/Accredited/Licensed Site or Service and # of consumers that can be served
	      Community Support

 FORMCHECKBOX 
  Adult
  Capacity:     
 FORMCHECKBOX 
  Child 
 Capacity:     
 FORMCHECKBOX 
  Team 
 Capacity:     
	 FORMCHECKBOX 
 ACT Team 
 Capacity :      
	 FORMCHECKBOX 
 PSR

Capacity:      
	 FORMCHECKBOX 
 ADVP

Capacity:      

	
	 FORMCHECKBOX 
 Intensive In-Home

Capacity:      
	 FORMCHECKBOX 
 Multi systemic Therapy

Capacity:      
	 FORMCHECKBOX 
 Supported Employment

Capacity:      

	
	 FORMCHECKBOX 
 Mobile Crisis

Capacity:      
	 FORMCHECKBOX 
 SAIOP

Capacity:      
	 FORMCHECKBOX 
 Day Activity

Capacity:     

	 FORMCHECKBOX 
 Diagnostic Assessment

Capacity:      
	 FORMCHECKBOX 
 Day Treatment

Capacity:      
	 FORMCHECKBOX 
 Detox Ambulatory

Capacity:     
	 FORMCHECKBOX 
 Developmental Therapy

Capacity:      

	 FORMCHECKBOX 
 Targeted Case  Management

Capacity:      
	 FORMCHECKBOX 
 Opioid Treatment

Capacity:      
	 FORMCHECKBOX 
 Respite (Non-CAP)

Capacity:      
	 FORMCHECKBOX 
 Facility Based Crisis

Capacity:      

	 FORMCHECKBOX 
 Residential *Specify Below in  section 3 
	 FORMCHECKBOX 
 Detox Non-Hospital 

Capacity:      
	 FORMCHECKBOX 
 Detox Med. Sup. ADATC

Capacity:      
	 FORMCHECKBOX 
 Other/Specify      
Capacity:      

	 FORMCHECKBOX 
 CAP **Specify Below in section 4
	


3 ) *If Residential – Please complete

	 FORMCHECKBOX 
 Level 1 - Foster Care
	 FORMCHECKBOX 
  Level 2 –Therapeutic Foster Care
	 FORMCHECKBOX 
 Level 2 – Group Home (1300)

	 FORMCHECKBOX 
 Level 3  (1700)
	 FORMCHECKBOX 
  Level 4 (1800)
	 FORMCHECKBOX 
 PRTF

	Supervised Living Independent  (YP )
 FORMCHECKBOX 
Low 

 FORMCHECKBOX 
Moderate

 FORMCHECKBOX 
High
	AFL Licensed Non-CAP
 FORMCHECKBOX 
Family Living Low

 FORMCHECKBOX 
 Family Living Moderate

 FORMCHECKBOX 
Family Living High
	Group Living (5600)

 FORMCHECKBOX 
Low

 FORMCHECKBOX 
Moderate

 FORMCHECKBOX 
High

	Supervised Living Residential (YM)

 FORMCHECKBOX 
 1 resident       FORMCHECKBOX 
 2 resident

 FORMCHECKBOX 
 3 resident       FORMCHECKBOX 
 4 resident

 FORMCHECKBOX 
 5 resident       FORMCHECKBOX 
 6 resident
	AFL Non-Licensed Non-CAP
 FORMCHECKBOX 
Family Living Low

 FORMCHECKBOX 
 Family Living Moderate

 FORMCHECKBOX 
Family Living High
	 FORMCHECKBOX 
 SA Medically Monitored (3400)



	
	
	 FORMCHECKBOX 
 Wilderness Camp

	
	
	 FORMCHECKBOX 
 Independent Living

	 FORMCHECKBOX 
 Other/Specify      

	Sex   FORMCHECKBOX 
  Male   FORMCHECKBOX 
  Female
	Number of Beds       
	Age Range Served       

	Specialty (i.e. pregnant teens, …)      


4 ) **If CAP MR/DD – Check all Endorsed Services

	 FORMCHECKBOX 
 Adult Day Health

If  licensed capacity       
	 FORMCHECKBOX 
 Residential Supports
	 FORMCHECKBOX 
 Respite Services

If  licensed capacity:      

	 FORMCHECKBOX 
 Crisis Service
	 FORMCHECKBOX 
 Home and Community Supports
	 FORMCHECKBOX 
 Crisis Respite

If licensed capacity:      

	 FORMCHECKBOX 
 Personal Emergency Response System (PERS)
	 FORMCHECKBOX 
 Home Supports
	 FORMCHECKBOX 
 Augmentative communication Devices

	 FORMCHECKBOX 
 Individual Goods & services
	 FORMCHECKBOX 
 Day Supports

If  licensed capacity:      
	 FORMCHECKBOX 
 Specialized Equipment & Supplies

	 FORMCHECKBOX 
 Specialized Consultative Services
	 FORMCHECKBOX 
 Long Term Vocational Supports

	 FORMCHECKBOX 
 Vehicle Adaptations

	 FORMCHECKBOX 
 Individual Caregiver Training/Edu.
	 FORMCHECKBOX 
 Supported Employment


	 FORMCHECKBOX 
 AFL non licensed  CAP
# of homes      

	 FORMCHECKBOX 
 Personal Care
	 FORMCHECKBOX 
 Home Modifications
	 FORMCHECKBOX 
 AFL Licensed CAP

# of homes      

	 FORMCHECKBOX 
 Transportation
	CAP periodic services capacity:      


In addition to the completed Form A, please attach copies of all of the following as applicable:

· Facility license

· Notification of Endorsement Action letter (NEA)
· Accreditation certificate

· 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
· Agency NPI and Taxonomy Numbers

· Medicaid direct enrollment letter
	Name of person completing the application:     

	Date Application was completed:     


	This Section is for Staff and Locations 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:      

	Citrix Password:
	CMHC Password      
	Provider #:      


Reasons for Data in Form A:


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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