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RENDERING PROVIDER APPLICATION
State Form 55696 (R / 9-18) 
	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:
	Rendering Provider Staff: Please complete all information below.    

	Legal Name
[bookmark: _GoBack]     
	Work Telephone Number
     

	Work E-mail
     
	Rendering National Provider Identifier (NPI) (If you have this now.)
     

	[bookmark: Check1][bookmark: Check2]Indicate if applicant is a new or existing HCBS staff:	|_| New		|_| Existing



SECTION B:  Service Specialty and Counties of Service (for Individual Rendering Provider staff named above)
	Only select services for which the applicant has received approval to apply. For each service type selected, list the requested county(s) of service.  (For current providers, any added counties should be clearly marked on State Form 56583, Application Cover Sheet.)

	[bookmark: Check3]|_| Wraparound Facilitator (WF):      

	|_| Habilitation (HAB):      

	|_| Training and Support for the Unpaid Caregiver (FST):      

	|_| Respite (RES):      



SECTION C:  Required Documentation (for service authorization(s) requested for provider)
	All Rendering Providers

	|_| Resume (must be the same resume approved by DMHA prior to application)

	|_| High School Diploma; GED; or Advanced Degree 

	|_| Current CPR Certification

	|_| Valid Driver’s License



SECTION D: Background Screenings (See DMHA Provider Information http://www.in.gov/fssa/dmha/2764.htm)
	All Rendering HAB, FST and RES Providers: 

	|_| Five (5) Panel Drug Screen
|_| County Criminal History Background Screen (all counties you have lived in for the past five (5) years)
|_| Department of Child Services Statewide Background Screen (Submit to your local DCS office.)
|_| Fingerprint based National and State Criminal History Background Screen
*	Accredited Agencies are required to complete the above screens for CMHW staff (to include Wraparound Facilitators), review screens for 
	compliance, and maintain at the agency, to be provided upon request.  For accredited agencies only, submission of these screens is not 
	required as part of the application. 



SECTION E: Proof of Vehicle Registration and Insurance
	Include for Rendering Habilitation and Respite Providers ONLY.

	|_| Proof of Current Vehicle Registration
|_| Proof of Automobile Insurance (Copy of insurance card with matching Vehicle Identification Number (VIN) of Registration being submitted)



SECTION F: Wraparound Facilitator Documentation
	Include for Wraparound Facilitation ONLY.

	|_| Copy of CANS/ANSA Certification
|_| University of Maryland Training Certificate  or  |_| copy of e-mail approving resume from your WF Site Coach
|_| CMHW Orientation for Wraparound Facilitator Webinar Certificate (signed and completed)
|_| Database User Agreement 
|_| Database User Type(s) of licensing needed: (Please check all appropriate licensing user role(s) that will be needed.)
|_| Wraparound Facilitator direct service user license
|_| Wraparound Facilitator Supervisor license
|_| Access license (See cover sheet for Access Site Main Contact.)



SECTION G:  Rendering Provider Signature / Attestation
	To acknowledge understanding, the applicant listed on this Rendering Provider Application Form must read and initial the assurances below prior to signing this application. 

	1. I assure that, if approved, I will maintain compliance with all applicable state and federal statutes, policy, regulations, and licensure requirements for the approved DMHA Youth HCBS Program(s).  Initial: ______________

	1. I assure that, if approved, I will provide only those HCBS for which the individual has been approved; services which have been authorized by the State of Indiana in the Plan of Care; and in accordance with the Provider Agreement.  Initial: ______________

	1. I assure that the information stated in the Rendering Provider Application Form is correct and complete to the best of my knowledge. I am aware that, should an investigation at any time indicate that the information has been falsified, I may be considered for sanctions up to and including termination from the program. I hereby authorize the Indiana Family and Social Services Administration to make any necessary verifications of the information provided herein, and further authorize and request each educational institution, medical/license board or organization to provide all information that may be required in connection with my application for participation in this Indiana Medicaid HCBS Program.  Initial: ______________

	Signature
	Date (month, day, year)
     

	Print Name
     

	Title
     

	Agency Name
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