


Instructions for Completing 
Application for Certification under 59 Ill. Adm. Code, Part 132
Medicaid Community Mental Health Services Program, Subparts A, B and C

A. This application requests information required to be certified by Illinois Department of Human Services (DHS), or Illinois Department of Children and Family Services (DCFS) under 59 Ill. Adm. Code 59, Part 132, Medicaid Community Mental Health Services Program, Subparts A, B and C. Information requested is required for certification by the applicant pursuant to 59 Ill. Adm. Code 132, Subpart D, Section 132.95, Certified Specialty Provider (CSP) and Certified Comprehensive Community Mental Health Center (CMHC) Certification Process. An application will not be considered complete unless all requested information is included.  

B. Applications may be submitted to DHS or DCFS per the requirements of Section 132.95.

C. Submit completed applications to one of the following state agencies as specified in Section 132.95:

			Illinois Dept. of Human Services			Illinois Dept. of Children & Family Services	
			Accreditation, Licensure and Certification		Office of Medicaid Behavioral Health and Care Coordination			
			401 North Fourth, 2nd floor				DCFS.Medicaid@illinois.gov					
			Springfield, Illinois 62702					

     D.	The application shall include, but not be limited to:
_____	The completed Application form for Certification under Subparts B & C of Ill Adm. Code 132, Medicaid Community Mental Health Services Program (See Attachment)

_____	Description of population to be served, including specialized populations and geographic area [132.40b)];

_____   Address of all sites and the plan for reasonable accommodations for persons unable to access the provider sites due to physical inaccessibility [132.65c)3)];

_____	Fire clearances for each site [132.56c)4)A)];
_____	For applications submitted to DHS, fire clearances must be from the Office of the State Fire Marshal and should be scheduled through DHS Accreditation, Licensure and Certification.
          _  For DCFS, if using the Office of the State Fire Marshal for clearances, these should be scheduled through the Infant-Parent Institute.  
    
_____	If accredited by one of the organizations listed in subsection 132.120, a copy of the applicant’s certificate and current accreditation report, if not already on file with the state agency receiving this application.  If the report is not enclosed, please indicate the reason on page 5 of this application form.  

            ____	Policies required in Subpart A
_____ Client Rights [132.30]

_____   Policies required in Subpart B
[bookmark: _Hlk7095057]_____ General Requirements [132.45]
               _____ Quality Systems Requirements [132.50]
_____ Personnel and Staffing Requirements [132.55]
_____ Recordkeeping Requirements [132.60]
_____ Physical Plant Location Requirements [132.65] 
                             _____ If requesting certification as a Certified Comprehensive Community Mental Health Center (CMHC) mark this item and include the                                    following additional items to demonstrate compliance with the requirements in Subpart C
          		_____ Policies addressing Definitions, Characteristics and Incentives [132.70]          
                             _____ Policies addressing General Requirements [132.75]  
		_____ Policies addressing Personnel and Staffing Requirements [132.80]   
_____ Enrollment in the Illinois Department of HealthCare and Family Services IMPACT system if you meet the definition of a Medicaid BHC that is applying to be a CSP or a provider applying to be a CMHC.  https://www.illinois.gov/hfs/impact/Pages/AboutIMPACT.aspx                       




























APPLICATION FOR INITIAL CERTIFICATION OF MEDICAID COMMUNITY MENTAL HEALTH SERVICES

PART I

Identifying Information

	Certifying State Agency to which application is submitted:
	
	DHS
	
	DCFS
	
	



[bookmark: _Hlk5264464]If you are enrolled in IMPACT, we can review your enrollment based on the NPI(s) you will provide on page 4 instead of you completing this page. If the information on IMPACT does not address everything, you may be required to provide the following information before the application is processed.                                                                                                                     

	Entity Applying for Certification:

	
	
	
	

	FEIN for Applicant
	
	
	Name of Applicant

	
	
	
	

	Corporate Status (e.g., Not for Profit Corporation, Corporation, 
Sole Proprietorship, Partnership, Limited Liability Corporation)
	
	
	Doing Business As Name/indicate Same if same Name as above

	
	
	
	

	Mailing Address
	
	
	City			     State	   County             Zip Code

	
	
	
	

	Phone Number (including area code)
	
	
	Fax Number (including area code)

	
	
	
	

	Executive Director/President/CEO:

	
	
	
	

	Name
	
	
	E-mail Address/indicate None if no e-mail

	
	
	
	

	Phone Number (including area code)
	
	
	Fax Number (including area code)

	
	
	
	

	Contact Person for Medicaid Certification Application (if different from Executive Director/President/CEO):    check box if same as above

	
	
	
	

	Name
	
	
	E-mail Address/indicate None if no e-mail

	
	
	
	

	Phone Number (including area code)
	
	
	Fax Number (including area code)




PART II

Site(s) to be Included in Certification

For applicants seeking certification as a Certified Specialty Provider (CSP), provide the full address and telephone number of the CSP location for which certification is sought. Only one site may be included per certification application.

For applicants seeking certification as a Certified Comprehensive Community Mental Health Center (CMHC), provide the full address and telephone number for ALL locations that are intended to be included in the initial CMHC certification Sites are defined as follows:

For the purpose of this Part, provider sites are discrete physical locations where treatment services occur that are owned, leased or controlled by the entity seeking certification [132.65]

Please make additional copies of this page, as needed, to include all applicable site locations.

	ADDRESS
(including street, city, state, county, and zip code)
	NPI # for Each Location

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


*Provider must maintain a written policy for reasonable modifications for the provision of services to clients unable to access the provider's sites due to physical inaccessibility [ref. 132.65c)3)]

Part III

Medicaid Community Mental Health Services
Roster for LPHAs and QMHPs

Please refer to the definitions in Section 132.25 and provide the required information for all LPHAs and QMHPs who will be responsible for directing Part 132 services.  Place an X in one of the shaded columns indicating the person’s designation under Part 132.  Please make additional copies of this page, as needed, to include all LPHAs and QMHPs.


	Name
	Highest Degree Attained & Major or Discipline
	Certification, Registration, or License Number
	L
P
H
A
	Q
M
H
P

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	




PART IV


If you are enrolled in IMPACT, you do not have to complete this page. 


Has the applicant ever been denied certification under Part 132?				              _____ No	_____Yes
· If yes, by which state agency?
· Date of denial
· For what reason?

Has the applicant ever had its Part 132 certification revoked? 				                             _____ No	 _____Yes
· If yes, by which state agency?
· Date of revocation
· For what reason?

Has the applicant ever been excluded from Medicare or the Illinois Medical Assistance Program? 	_____ No	_____Yes
· If yes, indicate the reason(s) why and the effective date for each reason:
	Terminated on
	Suspended on
	Barred on
	Voluntary Withdrawal on
	Other (specify) on





·       Provide Medicare Certification Number:		___________________



















Certification by Authorized Representative

The undersigned certifies to the following:
· The information submitted on and with this application is complete and accurate.
· S/he is duly authorized to sign for the applicant.





_____________________________________________________________If a copy of the applicant’s current accreditation report is not enclosed with this application, please indicate the reason.

_____ Already on file with the state agency receiving this application

_____ Applicant not accredited

_____ Accreditation pending

Authorized Representative’s Signature

_____________________________________________________________
Authorized Representative’s Printed Name

_____________________________________________________________
Authorized Representative’s Title

____________________________	
Date
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