
BEHAVIORAL  HEALTH  SERVICE  PROVIDER
LICENSURE  APPLICATION  INSTRUCTION  SHEET 

**NOTE: Some areas may not apply if you are new (non-licensed) and seeking an initial license for the first time.

SECTION 1  PROVIDER  INFORMATION 
  
· In this section, you will first select an action:  INITIAL, RENEWAL, and/or OTHER (such as name change, change of ownership (CHOW), bed increase/decrease, add a service, etc.)  
NOTE:  NO new services or capacity changes may be added during the renewal process.   These changes must be made as a separate process either before or after a renewal.  
· If already licensed, Enter the current license number and expiration date.  If new, leave blank.  
· Enter the fee amount included along with the check/money order #.  Do NOT send payments to HEALTH STANDARDS SECTION or to the OFFICE OF FISCAL MANAGEMENT.  Payment Procedure website: http://new.dhh.louisiana.gov/index.cfm/page/1737

Mail Payment & Payment Transmittal Form to:	                                    Mail Licensure Documentation to:
DHH Licensing Fee                                                                                   Health Standards Section
P.O. Box 62949                                                                                          P.O. Box 3767
New Orleans, LA 70162-2949                                                                   Baton Rouge, LA 70821-3767 
                        
· Enter the State ID (begins with “BH”000_ _ _ _ _); If new, leave blank.
· Enter facility information.  Indicate a mailing address if different from the geographical location of the program.
· Hours of operation.  Minimum of 20 hours per week.  You must notify HSS should this information change in the future.  If this is a 24 hour program, you may leave this blank.   
· Include the email and direct phone number (no voicemail) where the Administrator may be reached directly.  You must notify HSS should this information change in the future.  Enter the name and title of the Clinical Services Director.
· Opioid Treatment Programs must indicate the name of the Clinical Supervisor.
· Indicate whether the program is located within another healthcare facility. (Ex. located inside of a hospital)
· If accredited, you must complete this section and provide proof or copy of the certificate.  Following the issuance of an initial license or renewal of a current license, the provider may request in writing to have “deemed status.” 
            See Section §5603. Definitions and §5617. Deemed Status.
SECTION 2  TYPE  OF  FACILITY/PROVIDER
· Select ONE Type of service.     Either Substance Abuse  OR  Mental Health  OR  Both 
· Select the Population(s) being served
· Select the Facility Type(s) and choose the Treatment Program(s); Read them carefully and refer closely to the regulations for a detailed explanation of each service.  
· If applicable, How many units? How many beds? A single unit is a bedroom that may have one or more beds in it.
· NOTE:  Prior approval from OBH may be required for some Treatment programs.
SECTION 3  TYPE  OF  OWNERSHIP
· Non-Profit, For-Profit or Government?
· Provide complete legal Entity/ Corporation information including the EIN#
· Is the legal Entity/ Corporation also an owner of other healthcare facilities?
· Has there been a change of ownership/control  ( CHOW ) within the past 12 months?  When?



SECTION 4   OFFSITE  INFORMATION
· See §5605. (G.)
· Are there offsite campuses?  If so, where are they located and what treatment programs do they provide?   Attach an Addendum A for each offsite listed.
· Offsite fees are $300 each + unit/bed fee if applicable
SECTION 5   ATTESTATION  &  SIGNATURE
· Read the ATTESTATION statement carefully and understand that per regulations, in §5607. Initial Licensure Application Process:  If the initial licensing packet is incomplete, the applicant shall: 
                    1.   be notified of the missing information; and 
                    2.   have 90 days from receipt of the notification to submit the additional requested information; if not                          
                          submitted, the application shall be closed. 
· Sign and date. 

REQUIRED  DOCUMENTS  SUBMITTED  ANNUALLY 
ALONG  WITH  RENEWAL  APPLICATIONS:

Note that most renewals over the next 12 months will require a Plan Review approval letter
unless no changes made and/or no additional services are marked off.

             ___   Plan Review approval and Plan Review Compliance Attestation ( if applicable )
	___   Current State Fire Marshall report if applicable
	___   Current Office of Public Health inspection report 
	___   Proof of at least a $50,000 line of credit from a federally insured, licensed, lending institution*
	___   Proof of general and professional liability insurance of at least $500,000*
	___   Proof of worker’s compensation insurance*

* Proof of financial viability not required for government entities such as Human Service Districts/ Authorities



Behavioral Health Service (BHS) Provider webpage:

http://new.dhh.louisiana.gov/index.cfm/directory/detail/7950
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*****Remember to refer closely to the regulations*****
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