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APPLICATION FOR LICENSURE/CERTIFICATION

Alcohol/Drug Treatment Program

When adding a Modality to your existing program or changing logistical information, a Program needs to submit the appropriate supplemental application.  
Complete one application per Program Location

Organization/Corporate Information   Please Print Legibly
Please check if you are applying for a Licensure  FORMCHECKBOX 
 or a Certification  FORMCHECKBOX 

[image: image1]Legal Name of Organization/Corporation:      
[image: image2.png]Department for Aging
and Disability Services



National Provider Identification (NPI) #      
Organization/Corporation Office Address:      
City:       




         State:                  Zip:      
Corporate Office Telephone:                                           Fax:      
Executive Director of Alcohol and Drug Program:      
Executive Director Mailing Address:       
City:       




         State:                    Zip:       
Telephone:        

                     Email:       
Board President Name if applicable:     
Telephone:                                        Email:       
Website:      

Program Location Information   Please Print Legibly
Program Name:      
Program’s Street Address:       
City:       

                                  State:       
           Zip:      
Program’s Telephone:       

                           Fax:      
Name of Program Director:      
The Program Director receives site visit summaries, scheduling letters & mass emails from the State in email format.
His/Her Mailing Address:       

City:      

 


       State:                      Zip:      
Telephone:       

                    Email:       


Electronic Communication Information
One State Contact Designee per agency will only receive mass emails from the State. They will not receive site visit summaries or scheduling information. Please provide the information below, if applicable.
State Contact Designee Name: 
     
Email:       
APPLICATION FOR LICENSURE/CERTIFICATION 

Program Information 

Program Hours of Operation: A.M.                                            P.M.      
Other: (please specify)       
Program accepts private insurance? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Program is a special program type: 

 FORMCHECKBOX 
 Faith Based       FORMCHECKBOX 
SB 123 (program is receiving funds from DOC) 
 FORMCHECKBOX 
 Alcohol & Drug Evaluations (for those driving under the influence) 

Provide the following for each A&D evaluator for the directory.
*First Name,
*Last Name,
*Program (if applicable),   *County,   *City,   *Address, *Phone, *Email,
*Languages Avail    
                 
Program serves the following populations: 
Please check all those that apply for the program listed above.

 FORMCHECKBOX 
 Adolescents
 FORMCHECKBOX 
 Adult Men
 FORMCHECKBOX 
 Seniors or Older Adults
 FORMCHECKBOX 
 Women w/ Children
 FORMCHECKBOX 
 Adult Women
 FORMCHECKBOX 
 Pregnant or      Postpartum Women
 FORMCHECKBOX 
 Co-Occurring
 FORMCHECKBOX 
 Persons with HIV or AIDs
 FORMCHECKBOX 
 Hearing Impaired
 FORMCHECKBOX 
 Native American

 FORMCHECKBOX 
 Gays or Lesbians                    

 FORMCHECKBOX 
 Criminal Justice

Program services are available in the following languages: 
Please check all those that apply for the program listed above.
 FORMCHECKBOX 
 Spanish
 FORMCHECKBOX 
 Korean
 FORMCHECKBOX 
 Vietnamese
 FORMCHECKBOX 
 American Sign Language (ASL)
 FORMCHECKBOX 
 Other: (Please specify)      

Please check which licensed/certified program services applying for and number of beds available if applicable.
Number of Beds

 FORMCHECKBOX 
 Acute Detox
      

 FORMCHECKBOX 
 Inpatient
     
 FORMCHECKBOX 
 Social Detoxification
     
 FORMCHECKBOX 
 Therapeutic Community
     
 FORMCHECKBOX 
 Intermediate
     
 FORMCHECKBOX 
 Reintegration
     
Total Number of Beds:
     
 FORMCHECKBOX 
 Outpatient: Intensive 

 FORMCHECKBOX 
 Outpatient: Counseling Treatment 

 FORMCHECKBOX 
 Early Intervention/Interim Services 

 FORMCHECKBOX 
 Opioid Maintenance Treatment

 FORMCHECKBOX 
 Alcohol & Drug Assessment & Referral Program (Required by all programs)
Required Signatures:


Name/Title of person completing this application




Date


Executive Director of Alcohol & Drug program




Date
APPLICATION Help Guide
Materials Required for LICENSURE 
 FORMCHECKBOX 
 Application 
 FORMCHECKBOX 
 Program Policies and Procedure Manual New programs requesting licensure must submit a complete Program Policies & Procedures Manual. Programs seeking a renewal of licensure need only submit any changes made to their Policy & Procedures Manual. Providers who are already licensed/certified and requesting licensure for a new location which will operate under the same Policy and Procedure Manual may send a statement indicating such. Any new location specific Policy and Procedure must be submitted for review. 

 FORMCHECKBOX 
 Organizational chart including the agency board (Required for new programs; those seeking renewal need only to submit any changes.)
 FORMCHECKBOX 
 List of all clinical staff. List of staff who complete Alcohol & Drug evaluations (next to their name) and copy of their BSRB License (It is required for all programs to send any revisions of staff since previous licensing period. Please send the Helpdesk any changes as well for Citrix access or termination.)

 FORMCHECKBOX 
 Application Fee (All programs applying for Licensure or Certification, except state-operated facilities, must enclose a fee of $100.00 per Program Location. Make payment payable to the Department for Aging & Disability Services/BHS.) 
 FORMCHECKBOX 
 Treatment Waiver Request (Waiver requests must be submitted with the application for programs who believe certain standards do not apply.)
 FORMCHECKBOX 
 Signed Attestation only for A&D evaluators (Renewed with each licensed year)

Materials Required for Certification 

**If your program is in good standing with a National Behavioral Accreditation Body or has a Mental Health License; Please submit this request to BHS in addition to the following for Certification:
 FORMCHECKBOX 
 Application 
 FORMCHECKBOX 
 Application Fee (All programs applying for Licensure or Certification, except state-operated facilities, must enclose a fee of $100.00 per Program Location. Make payment payable to the Department for Aging & Disability Services/BHS.)
 FORMCHECKBOX 
 Treatment Waiver Request (Waiver requests must be submitted with the application for programs who believe certain standards do not apply.)
 FORMCHECKBOX 
 List of all clinical staff. List of staff who complete Alcohol & Drug evaluations (next to their name) and copy of their BSRB License (It is required for all programs to send any revisions of staff since previous licensing period. Please send the Helpdesk any changes as well for Citrix access or termination.)
 FORMCHECKBOX 
 A copy of the current accreditation certificate or Mental Health license
 FORMCHECKBOX 
 A copy of the accreditation body or Mental Health survey findings (If renewed in the past certification cycle)
 FORMCHECKBOX 
 A copy of corrective action plans submitted to the accreditation body or Mental Health, (If renewed in the past certification cycle)

and 
 FORMCHECKBOX 
 Any follow up responses from the last on-site survey. (If renewed in the past certification cycle)
Do not submit AAPS corrective action plans or site visit summaries
 FORMCHECKBOX 
 Signed Attestation only for A&D evaluators (Renewed with each licensed year)

Please return the completed application with all required materials to:
Billie.j.fuller@kdads.ks.gov Or 

KDADS/Behavioral Health / Attention: Billie Fuller

503 S. Kansas Avenue, Topeka, KS  66603-3404

Attestation for A&D evaluations (DUI offenders) 

Renewed with each license year
Please read the following provisions and place your hand written initials beside each provision, then sign below certifying that you will comply with each provision and all other requirements set forth in K.S.A. 8-1008. Programs-Please use 1 attestation per employee.

Print Name of employee: 
____Remove evaluator                   

                                                                                                            from directory
_______ 1. I agree to notify KDADS/BHS of any change in business location or termination of services at least thirty (30) days before the proposed date of the change or termination to ensure that the electronic list of providers under K.S.A. 8-1008 is current.

_______ 2. I agree to notify KDADS/BHS within three (3) business days if the status of my license is suspended, revoked, or otherwise changed, or if I am no longer in practice to ensure the electronic list of providers under K.S.A. 8-1008 is current. Provide the following for the directory;
Program Name, County, City, Address, Telephone, Email, Languages other than English
_______ 3. I agree to maintain the confidentiality of client files according to federal Health Insurance Portability and Accountability Act of 1996 and amendments thereto, together with regulations issued modifying 45 CFR Parts 160 and 164 (the “HIPAA Security and Privacy Rule”); and the American Recovery and Reinvestment Act of 2009 (Public Law 111-5) pursuant to Title XIII of Division A and Title IV of Division B, called the “Health Information Technology for Economic and Clinical Health” (the “HITECH ACT”) and any accompanying and subsequently adopted amendments or regulations including the final rule issued January 25, 2013 (FR Vol. 78, No. 17 (Jan. 25, 2013)) and 42 CFR Part 2.  

_______ 4. I agree to charge a fee of not less than $150.00 to be collected at the time of service for any alcohol and drug evaluation as required by K.S.A. 8-1008.

________5. I agree to provide the court with a summary of the information from the standardized substance use evaluation conducted utilizing KDADS standardized assessment tool (KCPC), which includes my recommendations for treatment as required by K.S.A. 8-1008. 

I have read and understand the above provisions and agree to comply with the provisions and all other requirements set forth in K.S.A. 8-1008 when conducting alcohol and drug evaluations. I understand that I can be removed from the electronic list of providers for drug and alcohol evaluations and no longer have access to the standardized assessment tool if I do not abide by the above requirements. 

_____________________________________


___________

         Signature





                       Date

If this individual does not have but needs Citrix KCPC access, please complete the following forms. Please go to the link below and follow the path. You may call Billie Fuller 785-368-6392 to see if your access is suspended or deleted. Paperwork may not be needed if the access is just suspended.
www.kdads.ks.gov 

*Click on Web Apps on the top row

*Click on the “KDADS Web Application Access Security agreement” Just under “Web Applications”

1) The KDADS security agreement- the embedded on-line submission form on this page.

2) The EAS Citrix security form, Return to Billie Fuller
3) The DCF security form, Return to Billie Fuller
4) The awareness training (cyber) & submission of the certificate at the end. Return to Billie Fuller
5) If your computer doesn’t already have the KCPC, then you will need to complete the computer questionnaire. Return to Billie Fuller
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