The Commonwealth of Massachusetts

Executive Office of Health and Human Services

Department of Mental Health
Application for 
 Initial or 
 Renewal License to Operate an IRTP 
Please complete this application for Licensure.  Please label and identify, even if application for licensure is made under the Deemed Status provisions of 104 CMR 27.03(11).

1. Name of Program:______________________________________________  
2. Address:______________________________________________________

(# & Street)

(City)



(Zip Code)

       Telephone #:___________________________________________________

3. Legal Applicant: _________________________________________________

     Address of Legal Applicant: _________________________________________

4. Total Number of Licensed Beds:_____
5. Indicate Number of Operational Beds if Different from Capacity:_____

6. Name of President or Chief Executive Officer: ____________________________________________________________

                        Name




Title

7. Please list name, telephone number and title of person to contact regarding scheduling of DMH visits and related matters.

Name




Title




Phone #

Email Address

8. Classes of License Requested:      (Check all that apply)

             Class V_______
  Class VII _____
9. Please complete the following for each unit covered by this Application:

Unit

Age Range Served
Capacity
ADC
ALOS

Specialty

________________________________________________________________________________________________________________________________________________________________________________________________________________________

10. Does the facility wish to apply for licensure under the Deemed Status provisions of        104 CMR 27.03(11)?


Yes____  No____ 

If “Yes”- Submit most recent accreditation letter and agency’s full survey report.
If “No”- a full licensing survey will be scheduled.

Accrediting Agency:___________________________________________

Effective Date: _____

Expiration Date:_____

11. Please submit the most recent certifications/licenses or explanation for the following:

	Certificate/License
	Expiration

 Date
	No- with explanation

	local fire inspection
	
	

	local building inspection
	
	

	Dept. of Public Safety inspection
	
	

	Board of Health food service inspection
	
	

	DEA license if applicable
	
	

	Dept. of Public Health License(s)
	
	

	Medicare Certification
	
	

	Medicaid Certification
	
	


12. Organizational Charts:
a. Please include an organizational chart for the hospital 
b. Please include an organizational chart, with names, for the program
13. Please briefly describe the following:

a. The psychiatry, nursing, social work, psychology, occupational therapy, rehabilitation, dietary, and pharmacy services along with the reporting and supervisory responsibilities for each group

b. The screening and referral processes for applicable services (i.e., Psychology, OT, Medical Specialties, Dietary, Physical Therapy, etc.)
14. Clinical Programming
Please attach current copies of program schedule(s) and description of the groups offered including the disciplines/staff responsible for the running the groups.    

15. Curriculum Vitae

Please provide a current CV for the following positions as applicable.  
Please include an attestation statement from the Human Resources Department that verifies current licensures/ certifications held and expiration dates for the following key clinical/ leadership positions:

Medical Director 



  Human Rights Officer

Director of Nursing

 

  Occupational Therapist

Nurse Educator  



  Dietician

Social Work Director
  


  Rehabilitation Therapist
Psychologist
  



  Program/Clinical Director
16. Staffing
Please submit a listing of all staff by name, identifying discipline, title, degree/license, certification, including de-escalation training, percentage of time worked, license number, and license expiration date (as appropriate). Use format below:

	Name
	Degree
	Job Position
	FTE Equivalent
	License

Number
	License 

Expiration Date
	De-Escalation Training Expiration 

	Mary Smith
	M.D.
	Medical Director
	.75
	#02456
	10/4/15
	1/1/16

	John Doe
	LICSW
	Social Worker
	.50
	#9521
	11/25/15
	4/5/16


17. Nursing
a. Please describe the system in use for ensuring adequate direct care staff coverage (including accessing additional staff to fill vacancies and/ or when acuity, special needs, or census dictates), and expected nursing care hours per patient across all three shifts for each inpatient unit. 
b. Describe core staffing in terms of numbers of RNs, LPNs, and mental health workers expected to be on duty, each shift, at various levels of census.
 

c. Please describe the structure of the Nursing Leadership (describe all roles and duties, including that of the nursing supervisor for each shift, as applicable).  
18. Director of Nursing/Nurse Educator
If the Director of Nursing/Nurse Educator does not hold a graduate degree in psychiatric nursing, a consultant with that degree needs to oversee the in-service training for nursing personnel.  Please submit the resume of this individual and a description of the relationship with the consultant and the Director of Nursing/ Nurse Educator and the frequency of contact. 

19. Treatment Planning
Identify the frequency of team meetings, expected participants, timeframes, number of teams, etc., and how the patient is involved in the treatment planning process. 
20. Medical Coverage
Describe the Medical Services that are provided to the program. Describe the process for accessing routine, consultative, urgent and emergent care systems. 

21. Restraint Reduction Activities 
*Please submit a copy of the current (reviewed within the prior year) facility/unit strategic plan with this application.
This plan should address the ongoing commitment by the organization to prevent/minimize use of R/S.  It is suggested that this plan is written in CQI format to demonstrate quality improvement principles, those responsible for the goals, and target dates.  The plan should reference the Six Core Strategies: Leadership towards Organizational Change; Using Data to Inform; Workforce Development; Use of R/S Reduction Tools; Consumer Roles in Inpatient Settings; Debriefing Techniques.  
22. Restraint Types

Please list all restraint devices/equipment used (i.e., restraints up to 5 points, safety coat, mitts, etc.):
 
_____________________________
__________________________

_____________________________
__________________________

23. Patient Rights
Please include:
a. a copy of the program complaint policy and process 
b. a current Patient Handbook 
c. provide documentation regarding compliance with Fresh Air Regulations pursuant to 104 CMR 27.13(5)(f)
24.  Requirements for Class VII Licensees 

a. Attach a copy of the formal designation issued by DMH and the CV of each physician and /or psychologist appointed pursuant to 104 CMR 33.04(2) or 104 CMR 33.04(3).

b. Describe special security measures taken (both physical plant and staffing as applicable) to ensure the safe operation of this service

c. Describe any restrictions in admission policy for forensic patients, if applicable.

d. Identify the unit/s to which forensic patients are admitted

25.  Waiver Requests **Any waiver renewal requests need to be submitted with the renewal application.  Waiver Requested 
Yes _____
No _____

Please attach any petitions for new or renewal waivers.   
26.  Application Fee Schedule: 

Please enclose a check made payable to “The Commonwealth of Massachusetts”, in application for a two year license.  The amount of fee will be as follows:

For facilities with 40 or fewer DMH licensed beds, the Application fee will be $500.00.

For facilities with 41 to 60 DMH licensed beds, the Application fee will be $750.00.

For facilities with 61 or more DMH licensed beds, the Application fee will be $1000.00.

Requests for a change in license (e.g., adding a Class, increased capacity, etc.); the fee will be $100.00.
As the duly authorized representative of 

_______________________________________________________________________,

Legal entity applying for licensure

Pursuant to M.G.L. Ch.19, s.19. I hereby make application for licensure of 

________________________________________________________________________Legal name of facility 
Name: ___________________________________________________________

Signature: ________________________________________________________

Title: _____________________________________     Date: ______________
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