	Survey Certification & Credentialing Commission

Treatment Provider Waiver Request

	STEP ONE (To be completed by Provider)

	Provider:
	     
	License Expiration Date:
	     

	Contact Name:
	     

	Provider Address:
	     

	Provider Phone Number: 
	     

	Provider E-Mail:
	     

	STEP TWO (To be completed by Provider)

	
	Modality of Care
	Section #
	Standard
	Rationale for Request
	Timeframe

	1
	     

	     
	     
	     
	 FORMCHECKBOX 
Permanent
 FORMCHECKBOX 
Current licensing period

	2
	     
     

	     
	     
	     
	 FORMCHECKBOX 
Permanent
 FORMCHECKBOX 
Current licensing period

	3
	          
	     
	     
	     

	 FORMCHECKBOX 
Permanent
 FORMCHECKBOX 
Current licensing period

	4


	     
	     
	     
	     

	 FORMCHECKBOX 
Permanent
 FORMCHECKBOX 
Current licensing period

	5


	     
	     
	     
	     
	 FORMCHECKBOX 
Permanent
 FORMCHECKBOX 
Current licensing period

	
	Modality of Care
	Section #
	Standard
	Rationale for Request
	Timeframe

	6


	     
	     
	     
	     
	 FORMCHECKBOX 
Permanent
 FORMCHECKBOX 
Current licensing period

	7
	     

	     
	     
	     
	 FORMCHECKBOX 
Permanent
 FORMCHECKBOX 
Current licensing period

	8


	     
	     
	     
	     
	 FORMCHECKBOX 
Permanent
 FORMCHECKBOX 
Current licensing period

	9


	     
	     
	     
	     
	 FORMCHECKBOX 
Permanent
 FORMCHECKBOX 
Current licensing period

	10
	     
	     
	     
	     

	 FORMCHECKBOX 
Permanent
 FORMCHECKBOX 
Current licensing period

	STEP THREE (To be completed by Provider)

	Submit completed report to:
	KDADS/Survey Certification & Credentialing Commission

Megan Thompson

Sr. Administrative Assistant

612 S. Kansas Ave.

Topeka, KS 66603

Phone: 785-368-6392

Fax: 785-296-3075

Email: Megan.Thompson@ks.gov


