Application For Residential Site Licensure/ Renewal/ Certification
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Commonwealth of Massachusetts

Department of Mental Health

Application For Residential Site Licensure/ Renewal/ Certification
DMH Area:   FORMCHECKBOX 
Central Mass   FORMCHECKBOX 
Metro Boston   FORMCHECKBOX 
Metro Suburban   FORMCHECKBOX 
North East   FORMCHECKBOX 
Southeastern   FORMCHECKBOX 
Western Mass

I.
Applicant Information 

(Please Type All Responses)

A.
Applicant’s Name(s):
     
B.
Office Address:
     

     

     




Street

Town

Zip Code

C.
Executive Director’s Name:
     

Title:       
Office Telephone:
     


Fax:
     




Area Code/Phone Number

Area Code/Phone Number
Email Address:
     
D.
Licensing Liaison Name: 
     

Title:       

Mailing Address:
     

     

     




Street

Town

Zip Code

Office Telephone:
     


Fax:
     




Area Code/Phone Number

Area Code/Phone Number

Email Address:
     
DMH Contract/Service Information
E.
Enter the Department of Mental Health Contract Number:

     

 FORMCHECKBOX 
 Not Applicable – State-operated 

Enter Service Code from list (double click):

 FORMDROPDOWN 


Name of Service:
     
Office Address:
     

     

     




Street

Town

Zip Code

F.
Name of Director: 
     

Title:       

Mailing Address:
     

     

     




Street

Town

Zip Code

Office Telephone:
     


Fax:
     




Area Code/Phone Number

Area Code/Phone Number


Email Address:
     
II.
Residential Site Information

A.
If the Applicant has or intends to register with DPH for the administration of medications and storage of controlled substances, list below each site location and, if known, specify the DPH Registration # and expiration date.
	Street Address/Unit #
	Town
	DPH Registration #
	Expiration Date

	     
	     
	     
	     


B.
Does the Applicant receive funding for a residential site from sources other than the Department of Mental Health?


       Yes  FORMCHECKBOX 
          No  FORMCHECKBOX 
            If “Yes”, list the site location and source of funding:
	Street Address/Unit #
	Town
	Source

	     
	     
	     


C.
Appendix A

Complete Appendix A for all residential sites under a single DMH contract or for State-operated sites the DMH Area/Site Office for which a license is being sought.  Identify by each unit address, the address, unit number, town, number of clients, self preservation classification, staff and/or office location (if any), type of lease arrangement, ownership, and type of housing subsidy, if any.

D.
Appendix B

Complete Appendix B for each residential site included in Appendix A that has on-site staffing.
III.
Floor Plan of Residential Site

If a floor plan is required for a residential site(s) please attach to application.

IV.
Waivers
Does the Applicant intend to petition the Department of Mental Health for a waiver or waiver renewal?
Yes  FORMCHECKBOX 
          No  FORMCHECKBOX 

If “Yes”, completed waiver petitions should be included with this application.

V.
Legal Proceedings  
Has the Applicant or any of its employees been the subject of any legal proceedings (suits, investigations, including DMH investigations, etc.) related to the residential site(s), health and safety codes including self preservation and fire safety, or living environments of persons with mental illness?
Yes  FORMCHECKBOX 
          No  FORMCHECKBOX 
          
If “Yes”, please attach summary and outcome of proceedings.

VI.
Certification

I certify that all the information contained herein is correct and complete.  I will provide any information to the Department that may be required under statute or regulation for the purpose of licensure.


Further, I hereby certify, on behalf of the Applicant, that the Applicant will undertake to fully comply with all DMH requirements in 104 CMR 28.00.

_______________________________________

     

Signature of Executive Director or Designee


Date
     
_______________________________________

     



Type or Print Name





Title
Applicant’s Name:       



          Agency
Above Certification is being submitted as part of:

 FORMCHECKBOX 
 Initial Application 

 FORMCHECKBOX 
 Renewal Application
 FORMCHECKBOX 
 Addendum to Application (new site)
Enter DMH Contract #      

 FORMCHECKBOX 
 Not Applicable – State-operated
Attach Appendix A, and if applicable, Appendix B, floor plans, staffing schedules and occupancy/building permit(s).
Appendix A  (Use additional sheets as needed.)
Applicant’s Name:       
Date:       
DMH Contract #      
	Street /Unit # /Town
Enter Each Unit on a 

Separate Line
	License #
(if any)
	License Exp. Date
	# of Clients
	Self Preservation Status

(# of clients)
	( If Unit has staffing /staff office on site
	( If Unit is Owned by Applicant or Applicant’s Sub-contractor
	Lease Holder

(applicable box
	Identify Housing Subsidy

1. DMH Contract

2. Choice

3. DMH Rental Subsidy (DHCD)
4. Chapter 689/167
5. MHFA Set Aside

6. Project Based Section 8
7.Tenant Based Section 8

8. State Property
9. Other, specify (see instructions)

	
	
	
	
	Unimpaired
	Partially Impaired
	Impaired
	
	
	Provider
	Joint
	

	     
	     
	     
	   
	  
	  
	  
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	     
	     
	     
	   
	  
	  
	  
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	     
	     
	     
	   
	  
	  
	  
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	     
	     
	     
	   
	  
	  
	  
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	     
	     
	     
	   
	  
	  
	  
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	     
	     
	     
	   
	  
	  
	  
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	     
	     
	     
	   
	  
	  
	  
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	     
	     
	     
	   
	  
	  
	  
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	     
	     
	     
	   
	  
	  
	  
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	     
	     
	     
	   
	  
	  
	  
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	     
	     
	     
	   
	  
	  
	  
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	     
	     
	     
	   
	  
	  
	  
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	     
	     
	     
	   
	  
	  
	  
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	     
	     
	     
	   
	  
	  
	  
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	     
	     
	     
	   
	  
	  
	  
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	     
	     
	     
	   
	  
	  
	  
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	     
	     
	     
	   
	  
	  
	  
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	     
	     
	     
	   
	  
	  
	  
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	     
	     
	     
	   
	  
	  
	  
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	     
	     
	     
	   
	  
	  
	  
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	     
	     
	     
	   
	  
	  
	  
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     


Appendix B
Applicant’s Name:       
Date:       
DMH Contract #      
A.
Residential Site Name:
     
B.
Address of Residential Site with on-site staffing:

                         

Street          Town         Zip Code

Mailing Address (if different)


                         

Street          Town         Zip Code

C.
Site Telephone:        



Fax:
     



Area Code/Phone Number

Area Code/Phone Number

D.
Program Director:           Title:        

Email Address:        
E.
Is this Application for a site that has been relocated from a previously licensed site or had previously applied for licensure?



Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 
   If “Yes”, Previous Address/Town:       
F.
Is this application for a site that has been operated previously by another provider agency?

Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 
    If “Yes”, Previous Provider Name:       
G.
Does the residential site provide respite beds?  Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 
   If “Yes”, define number:       
H. Has occupancy permit or local building official certification been granted for the program site(s)? 
Note:  Occupancy permit capacity number must include on-site respite beds, if any.
	 FORMCHECKBOX 

	Yes, copy attached
	 FORMCHECKBOX 

	Other (explain)        

	 FORMCHECKBOX 

	Applied for but not yet granted
	 FORMCHECKBOX 

	Not applicable (explain)       


I.
Does the site have the capacity to serve one or more clients with substantial mobility impairments?
Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 
   If “Yes”, enter number of such clients currently served, if any:       

Program Site Accessibility:

	 FORMCHECKBOX 

	Completely accessible to the mobility impaired person.

	 FORMCHECKBOX 

	In part accessible, explain:        

	 FORMCHECKBOX 

	Not accessible


J.
Maximum client capacity:            Anticipated date of full client capacity:       
K.
Does the Applicant control occupancy of this residential site?
Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 

L.
1.  Include total number of staff stated in full-time equivalency:       .  If not known, please project.       
2.  Attach a site specific staffing schedule with this application.

3.  Check one box to best describe daily staffing hours on site when clients are home:

	 FORMCHECKBOX 

	24 hours per day.

	 FORMCHECKBOX 

	18 to 24 hours per day

	 FORMCHECKBOX 

	15 to 18 hours per day

	 FORMCHECKBOX 

	8 to 15 hours per day

	 FORMCHECKBOX 

	Less than 8 hours per day


� EMBED PBrush  ���
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