
 SEQ CHAPTER \h \r 1KANSAS PSYCHIATRIC HOSPITAL
APPLICATION FOR LICENSE
 SEQ CHAPTER \h \r 1Organization’s Legal Name: 
_________________________________________________________

Address: 
________________________________________________________________________

City: ________________________                    Zip: ______________

Telephone: (_____)__________________        Fax: (_____)_____________________

 SEQ CHAPTER \h \r 1Section I.  Legal Status/Organizational Structure   (Please check as applicable)

        ☐ Not-for-profit   ☐ For Profit     ☐ Proprietary     ☐ Voluntary       ☐ Public

        ☐ Quasi-Governmental   ☐ Other

 SEQ CHAPTER \h \r 1Does any national accrediting body accredit the organization’s services?   

☐ Yes  ☐ No

If yes, please list accrediting organization(s), services accredited, and date of expiration: 

Please attach last accreditation review reports with this application.
 SEQ CHAPTER \h \r 1
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
List client populations to be served.
____________________________________________________________________________
____________________________________________________________________________

____________________________________________________________________________

How many beds does your hospital currently have?

_____________

If expanding, how many beds will you have after expansion?

_____________

 SEQ CHAPTER \h \r 1Section II.  Licensing
Provide the following information for your organization, as applicable.  Please add additional pages as necessary.

1.  Does the organization hold all applicable licenses and certifications required by the county, locality and state to operate?

                 ☐ Yes      ☐ No     ☐ N/A           If no, please attach an explanation.

Please list all applicable licenses.
Licensing Authority      License Type       Expir. Date       Contact Person      Telephone #
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________

 SEQ CHAPTER \h \r 12.  Has the organization ever had a license to operate a program or provide a service suspended, revoked or denied?

                 ☐ Yes         ☐ No
If yes, please attach an explanation.

3.  Are all licenses current, valid and in full force?  (Where an organization is operating under a provisional, probational or other limited license, KDADS considers that the license is not in full force.) 

                 ☐ Yes          ☐No
If no, please attach an explanation

4.  Is the organization or any organization program or service under regulatory investigation, on probation or operating under a corrective action plan?
 SEQ CHAPTER \h \r 1    ☐ Yes          ☐ No
If yes please attach an explanation
 SEQ CHAPTER \h \r 1Section III. Contract Organizations.

Please list organizations that are currently contracted providers of services.  (For example, radiology or  laboratory services, medical or clinical staff, etc.)
Name of Organization                  Address                              City                         Telephone #
 SEQ CHAPTER \h \r 1____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________

 SEQ CHAPTER \h \r 1Section IV.  Lawsuits

Is your organization currently a party to any lawsuits involving services provided by your organization?

                ☐ Yes         ☐ No 

Section V.  Organizational Sites 

Please list all of the sites that provide a service that will be covered under this license.  If no sites are listed KDADS will expect that all services are delivered at the address you have listed at the beginning of this application.  Please attach additional pages if necessary.

Site Name: 
______________________________________________________________________
Address: 
______________________________________________________________________
                
______________________________________________________________________
Services provided at Site: ___________________________________________________________________________
___________________________________________________________________________
Site Name: 
______________________________________________________________________
Address: 
______________________________________________________________________

Services provided at Site: ____________________________________________________________________________

____________________________________________________________________________
Section Vl. Resources    

Provide a list of staff dedicated specifically for Hospital coverage (include job title).

Submit Hospital budget for current fiscal year.  

Section VII.  Authorizations  

We certify that we have reviewed this entire application and attest to its accuracy in all respects, within the limits of our knowledge.

Signed:_____________________________
Signed:_______________________________


Chief Administrator for the Organization
 Chief Representative of the Governing Board 


 _____________________________ 
________________________________



Title                                                         
Title

_____________________________
________________________________

       
Print or Type Name



Print or type name


_____________________________  
________________________________



Date
                                                            Date    

Send completed application with supporting documentation to:
Nancy Rapp, Quality Improvement State Coordinator

Kansas Department for Aging and Disability Services

Behavioral Health Services - Mental Health 

503 S Kansas Ave
Topeka, KS 66603
PPH License Application
KDADS
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