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STATE OF LOUISIANA
DEPARTMENT OF HEALTH AND HOSPITALS

Bureau of Health Services Financing

Health Standards Section

P.O. Box 3767 – Baton Rouge, LA 70821
(225) 342-0138

COMMUNITY MENTAL HEALTH CENTER (CMHC)
 ENROLLMENT APPLICATION

Facility Name: __________________________________________________________________

Address:  ______________________________________________________________________

     ______________________________________________________________________

Telephone No.:  (___) ________________
Fiscal Year End Date: ___________

Is the CMHC co-located with another provider?   Yes___    No___

If yes:  Provider Name: __________________________________________________________

         Provider Number: _____________     Provider Type: _____________

Describe relationship between your CMHC and the other provider: ________________________________________________________________________ ________________________________________________________________________

         
________________________________________________________________________

        
________________________________________________________________________

         
________________________________________________________________________

If affiliated with a hospital, is the CMHC:

Free-Standing ___ or Outpatient Department of the Hospital ___

If the CMHC is co-located with another provider, do you have the capability for segregating costs?  Yes___   No___.

Does the CMHC have the accounting capability for accumulating costs?  Yes___     No___.

Days of Operation: _______________   Hours of Operation: _______________

Type or Print Name of Medical Director: _____________________________________
Type or Print Name of Administrator: ________________________________________
Fire Marshal Approval Date: __/__/__    Health Approval Date: __/__/__

Patient Caseload (Census) as of date of application: _______

Complete both pages  and return with all required documents and information to this agency.
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Services Provided:

1.  Outpatient services, including specialized outpatient services for children, the elderly, individuals who are chronically mentally ill, and residents of its mental health services area who have been discharged from inpatient treatment at a mental health facility?

Yes ___ No___.  If no, explain: ____________________________________________________ ______________________________________________________________________________

______________________________________________________________________________

2.  24-hour a day emergency care services?  Yes ___ No___.  If no, explain: _______________ _____________________________________________________________________________

_____________________________________________________________________________

3.  Day treatment or other partial hospitalization services or psychosocial rehabilitation services?  Yes ___ No___.  If no, explain:  ___________________________________________ ______________________________________________________________________________ ______________________________________________________________________________

___________________________________________________________________  

4.  Screening for patients being considered for admission to State mental health facilities to determine the appropriateness of such admission?  Yes ___ No___.  If no, explain:  __________ _____________________________________________________________________________ _____________________________________________________________________________

_____________________________________________________________________________

______________________________________________________________________________

Any additional remarks:

This application is hereby tendered for consideration.  All statements are accurate to the best of my knowledge.  I also understand that all statements are subject to verification.

_____________________________            ____________________

   Signature of Applicant                        

Date
HSS-CM-01 (revised 01/11/2011)
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