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PROVIDER DEMOGRAPHICS
State Form 55353 (R3 / 8-21) 
	FAMILY AND SOCIAL SERVICES ADMINISTRATION
DIVISION OF MENTAL HEALTH AND ADDICTION (DMHA)
YOUTH HOME AND COMMUNITY-BASED WRAPAROUND SERVICES (HCBS)
402 W. Washington Street, Room W353
Indianapolis, In 46204-2739
Telephone: (317) 232-7800


SECTION A: Demographic Information (Required)
	Agency / Individual Demographic Information: Please complete all information below.

	Legal Name (of Agency or Individual Provider)
     

	DBA (Doing Business As), if applicable
     

	Business Street Address (Required, even if providing a P.O. Box.)
     	

	City, State, and ZIP
     

	P.O. Box (if applicable)
     

	Website
     
	Main Telephone Number
     



Complete Section B only if you are a new applicant or reauthorizing.

SECTION B: Provider Type (Select only one and submit listed, required documentation information.)
	[bookmark: Check1]|_| Accredited Agency:
· Submit a copy of at least one of the following:
· Certification by the DMHA as a Community Mental Health Center
· DMHA-approved accreditation by a nationally recognized accrediting body:   AAAHC, COA, URAC, CARF, ACAC, JCAHO, OR NCQA.
· DMHA Youth HCBS Provider Agreement 
· Federal Tax Identification Number (TIN Agency):       

	|_| Non-Accredited Agency 
· Copy of the agency’s Articles of Incorporation. 
· DMHA Youth HCBS Provider Agreement (for the service program applying): Signed agreement with original signature.
· Federal Tax Identification Number (TIN Agency):       

	|_| Individual Provider
· DMHA Youth HCBS Provider Agreement: Signed agreement with original signature.
· Social Security Number:      



SECTION C: Provider Agency / Individual Contact
	Primary Contact
	Billing Contact

	Contact Name
     
	Contact Name
     

	Contact Title
     
	Contact Title
     

	Contact Telephone
     
	Contact Telephone
     

	Contact E-mail
     
	Contact E-mail
     





SECTION D: Notice of Action (NOA) Contact
	Please identify one e-mail address for receipt of the DMHA Youth HCBS NOAs (DMHA authorization for HCBS services). For agencies, it is recommended that an e-mail address be created that is not tied to a specific staff member (to reduce a delay in notification when staff changes occur).

	Notice of Action (NOA) E-mail
     



SECTION E: Specialty Comment
	|_| Add / Modify Specialty Comment: Agencies / Individuals may elect to have a “Specialty Comment” of up to 256 characters (includes letters, numbers, spaces and punctuation) appear by their name on the Pick List generated for youth and families. This is the provider’s opportunity to share information regarding their agency / services. Suggestions include agency mission statement or areas of expertise. 
To add a specialty comment, complete the section below for CMHW Services. This is not a requirement.

	Specialty comment must be 256 characters or fewer in length. Comments are subject to review and approval by DMHA.
     



SECTION F: Provider Assurances (Required)
	To acknowledge understanding, read and initial the assurances below prior to signing this application.

	1) Applicant / Provider assures that, if approved, the individual/agency will maintain compliance with all applicable state and federal statutes, regulations, and licensure requirements for the authorized DMHA Youth HCBS Program(s).  Please initial to acknowledge compliance with this assurance.   Initial: ______________

	2) Applicant / Provider assures that, if approved, the individual/agency will provide only those services for which the individual/agency has been authorized; services which have been authorized by the Wraparound Facilitator in the youth’s Plan of Care; and in accordance with the Provider Agreement.  Please initial to acknowledge compliance with this assurance.   Initial: ______________

	Signature
	Date (month, day, year)
     

	Print Name
     

	Title
     

	Agency Name
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