
 Individuals or Institutions having  Ownership Interests in the Facility (please attach additional pages, if necessary).

 This Facility is also Licensed and or Certified by:

Legal Name Doing Business As, if applicable:

 Facility Information:

Facility Street Address City Zip Code

CountyTelephone Number (include area code) Facsimile Number (include area code)

E-Mail Address

CEO of Facility

Primary Contact (For issues related to OMHAS Administrative Rules)

E-mail Address

Ohio Medical License No.

Address

Ohio Dept of Health Development Disabilities Dept of Youth Services

Private Inpatient Psychiatric Facilities 
Application for Licensure 

 Department of Mental Health and Addiction Services 
Licensure and Certification, 30 E Broad St., Suite 742 

Columbus, Ohio 43215-3430 

Initial Renewal License Number 07-

Title

Psychiatric Unit Administrator

Psychiatrist in Charge of Unit

Other:

Name Business Address

 Contact Information

Mailing Street Address City/State Zip Code

County
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Facility Name

Please check all of the following special treatment programs that apply to your facility. Include the Average Daily Census (ADC) of all 
the programs you have indicated.

Copy of most recent TJC or AOA accreditation letter (not certificate)

Completed application form

Copy of approved building inspection report IF renovations or major changes have been made in the use of space

Non-refundable annual licensure fee per OAC 5122-14-08

No age exception log to reportCopy of age exception admission log per OAC 5122-14-04(F)(3)

Copy of approved fire inspection report, dated within ONE YEAR of licensure renewal date, that shows compliance and/or no violations

Requests for waiver(s)/variance(s) if included 

Copy of all substantial changes in written polices and procedures if a non-survey year

DMHAS-0330 (Rev 12/2014)

Have there been any substantial changes in ownership, programming, and location of facility, bed capacity, or age designation of the 
unit(s) during the past year?                                           If yes, please explain:YesNo

Have any waiver(s)/variance(s) been granted to the facility?                                            If yes, please explain:YesNo

Are you requesting any waiver(s)/variance(s) at this time?                                            If yes, please explain:YesNo

Older Adults (5122-14-12(M)(1))

Persons with a Secondary Diagnosis of a Developmental Disability/PDD (5122-14-12(M)(3))

Less than 24-Hour Observation/Treatment (5122-14-12(P)

Persons with a Secondary Diagnosis of Substance Abuse (5122-14-12(M)(2))

Psychiatric Intensive Care (5122-14-12(O))

ADC

ADC

ADC

ADC

NoYes 

Date of Present Facility License

Is this program accredited? Accredited by whom?

Date Current Accreditation Expires

Issue Date: Expiration Date:

Accreditation Information:

Facility Information:

Application Checklist - Per OAC 5122-14-03(E), please check the items below that are being submitted with this form (the first 5 are 
required for a complete application.

Signed By DateTitle

AOAJCAHO

Date of Fire Inspection:

ADC

 Total No. of Beds in Facility: Total No. of Licensed Inpatient Psychiatric Beds:

Children: Adolescent: Adult: No. of Licensed Inpatient Psychiatric Beds by Age Category:
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 Individuals or Institutions having  Ownership Interests in the Facility (please attach additional pages, if necessary).
 This Facility is also Licensed and or Certified by:
 Facility Information:
Private Inpatient Psychiatric Facilities
Application for Licensure
 Department of Mental Health and Addiction Services
Licensure and Certification, 30 E Broad St., Suite 742
Columbus, Ohio 43215-3430 
 Contact Information
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Please check all of the following special treatment programs that apply to your facility. Include the Average Daily Census (ADC) of all the programs you have indicated.
DMHAS-0330 (Rev 12/2014)
Have there been any substantial changes in ownership, programming, and location of facility, bed capacity, or age designation of the unit(s) during the past year?                                           If yes, please explain:
Have any waiver(s)/variance(s) been granted to the facility?                                            If yes, please explain:
Are you requesting any waiver(s)/variance(s) at this time?                                            If yes, please explain:
Older Adults (5122-14-12(M)(1))
Persons with a Secondary Diagnosis of a Developmental Disability/PDD (5122-14-12(M)(3))
Less than 24-Hour Observation/Treatment (5122-14-12(P)
Persons with a Secondary Diagnosis of Substance Abuse (5122-14-12(M)(2))
Psychiatric Intensive Care (5122-14-12(O))
Date of Present Facility License
Is this program accredited?
Accredited by whom?
Accreditation Information:
Facility Information:
Application Checklist - Per OAC 5122-14-03(E), please check the items below that are being submitted with this form (the first 5 are required for a complete application.
Signed By
Title
 No. of Licensed Inpatient Psychiatric Beds by Age Category:
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