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Application for Certification of 
Community Forensic Psychiatric Centers
5122-24 to 5122-29 and 5122-32-01 of the Ohio Administrative Code

Please type or print all information clearly.

	Legal Name of Agency

     
	Certification Number

     
	Check One
 FORMCHECKBOX 
Initial    FORMCHECKBOX 
Renewal


	Street Address for Legal Notice and Correspondence

     

	City

     
	State

     
	Zip Code

     -    

	Telephone Number 
(     )         -      

	Fax Telephone Number 

(     )        -      



	Executive Director, CEO, or President (Please Specify)

     
	Executive Director E-Mail Address

       
 

	Contact Person and Title 

     
	Contact Person E-Mail Address
        
	Contact Person Telephone  Number
(     )        -      


	List each Board with which you have a contract.
     



Please check the box for each mental health service for which the applicant is applying to be certified.  Each of the services listed below is described in Chapter 5122-29.

	 FORMCHECKBOX 

	Behavioral Health Counseling & Therapy [5122-29-03]
	 FORMCHECKBOX 

	Community Psychiatric Supportive Treatment (CPST) [5122-29-17]

	 FORMCHECKBOX 

	Mental Health Assessment  [5122-29-04]
	 FORMCHECKBOX 

	Inpatient Psychiatric  [5122-29-18]

	 FORMCHECKBOX 

	Pharmacologic Management  [5122-29-05]
	 FORMCHECKBOX 

	Consultation  [5122-29-19]

	 FORMCHECKBOX 

	Partial Hospitalization  [5122-29-06]
	 FORMCHECKBOX 

	Prevention  [5122-29-20]

	 FORMCHECKBOX 

	Forensic Evaluation  [5122-29-07]
	 FORMCHECKBOX 

	Mental Health Education  [5122-29-21]

	 FORMCHECKBOX 

	Behavioral Health Hotline  [5122-29-08]
	 FORMCHECKBOX 

	Referral and Information  [5122-29-22]

	 FORMCHECKBOX 

	Crisis Intervention Mental Health  [5122-29-10]
	 FORMCHECKBOX 

	Adjunctive Therapy  [5122-29-23]

	 FORMCHECKBOX 

	Employment/Vocational  [5122-29-11]
	 FORMCHECKBOX 

	Occupational Therapy  [5122-29-24]

	 FORMCHECKBOX 

	Adult Educational  [5122-29-13]
	 FORMCHECKBOX 

	School Psychology  [5122-29-25]

	 FORMCHECKBOX 

	Social and Recreational  [5122-29-14]
	 FORMCHECKBOX 

	Other Mental Health  [5122-29-27]

	 FORMCHECKBOX 

	Self Help/Peer Support  [5122-29-15]
	 FORMCHECKBOX 

	Intensive Home Based Treatment (IHBT) [5122-29-28]

	 FORMCHECKBOX 

	Consumer Operated  [5122-29-16]
	 FORMCHECKBOX 

	Assertive Community Treatment (ACT) [5122-29-29]


	
Application for Certification  of
Community Forensic Psychiatric Centers

Special Treatment and Safety Measures (ST/SM)     N/A  FORMCHECKBOX 

Place a check to indicate whether or not the agency uses the following Special Treatment and Safety measures in accordance with Rules 5122-26-16 through 5122-26-16.3



	 FORMCHECKBOX 
Yes
	 FORMCHECKBOX 
 No
	Physical Restraint

	 FORMCHECKBOX 
Yes
	 FORMCHECKBOX 
 No
	Seclusion

	 FORMCHECKBOX 
Yes
	 FORMCHECKBOX 
 No
	Mechanical Restraint   (If ‘Yes’, what types of Mechanical Restraint?)

     


	 FORMCHECKBOX 
Yes
	 FORMCHECKBOX 
 No
	Major Aversive Behavioral Interventions
If yes, include types of major aversive behavioral interventions. 

     
 


	Medical Director
     
	Medical Director E-Mail Address

     


	Clinical Director/Chief Clinical Officer

     
	Clinical Director/Chief Clinical Office E-Mail Address

     



DECLARATION

I understand that this application, including all attachments, for Certification and Deemed Status to provide Community Mental Health Services and activities in accordance with Ohio Administrative Code 5122-24 through 5122-29 represents our compliance with the requirements of the laws of the State of Ohio and the Ohio Administrative Code.  Compliance includes the preparation and implementation of the required policies and procedures.  I declare that the information given in this application, attachments and supporting documentation is true to the best of my knowledge and belief.

	     
_________________________________________________________________

	Name of Executive Director/CEO/President or Designee  (Please Print)

_________________________________________________________________                                                 
	     
_____________


Signature                                                                                                                                                 Date 

	     
_____________________________________________________________                                       

	Name and Title of Applicant Governing Body Representative  (Please Print)

_____________________________________________________________

Signature of Applicant Governing Body Representative (Optional)                                                              
	     
_______________ 
Date 



Legal Name of Agency:       
                                                      ________________________________________________________________________
Certification Application for 

Community Forensic Psychiatric Centers
5122-24 to 5122-29 and 5122-32-01 of the Administrative Code

ATTACHMENT 1 
The Agency must submit all of the following documentation as part of the application.  For each item please use a check to indicate that the documentation is attached or use N/A to indicate that an item is not applicable.

Yes    N/A                                                                      All Agencies
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Application for Certification  for  Community Forensic Psychiatric Centers 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Attachment 1, Application for Certification Community  Forensic Psychiatric Centers

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Attachment 2, Addresses and Mental Health Services

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Identification of the statutory corporate agent  in accordance with OAC 5122-25-04 (A)(1)(b)(i)

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	List of Services and a copy of Purpose, Mission, and Goals OAC 5122-25-04(A)(1)(a)(v)(vi)

	
	
	· Policy and procedure for Accessibility, availability, appropriateness, and acceptability of services in accordance to OAC5122-26-17



	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Waiver and Variance documentation and request(s), if applicable  in accordance with OAC 5122-25-04 (A)(1)(c) and OAC 5122-25-06)

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Other Mental Health Services documentation, to include the name of the service(s), a brief description of the service(s), and a letter of approval from the community mental health board, if applicable in accordance with 5122-25-04 (A)(1)(e) and 5122-29-27 (B)

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	The name of the Center’s Director
· A description of the services provided to criminal courts; in accordance with  OAC5122-32-01(E)(1)(c)

· A Mission statement which states the community forensic psychiatric center provides services to the criminal courts; in accordance with OAC 5122-32-01(E)(1)(a)
· Table of organization which clearly delineates the authority and responsibility of all staff in accordance with OAC 5122-(E)(1)(d)
· Identify one person who is employed at least twenty four hours per week to direct the day to day activities of the center and provide forensic evaluation services as time allow.  Any such person hired after the effective date of this rule shall be qualified to supervise forensic evaluation services as defined in rule 5122-29-07 of the Administrative Code, must have two years of forensic evaluation or forensic treatment of experience, and is responsible for the quality improvement review of reports forward to the court in accordance with OAC 5122-32-01(G) 




                                                                                                                                                                                                                          
Legal Name of Agency:  _______________________________________________________________________   Date:  _________________
Certification Application for 
Community Forensic Psychiatric Centers

Attachment 2

Addresses and Mental Health Services

Please complete the following for each address at which the agency provides mental health services.  Copy this form as needed.  The agency may submit a computer printout if it contains all of the required information.  

	Street Address
	City
	Zip Code
	County
	Telephone Number (Include Area Code)
	Is Site currently Certified?

(Check one)
	Is Site currently Accredited?

(Check one)
	Mental Health Services to be Certified

(Use last two digits from 5122-29)

	1.       
	     
	     
	     
	(     )    -    
	 FORMCHECKBOX 
  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No
	   ,    ,     ,    ,    ,    ,

	2.       
	     
	     
	     
	(     )    -    
	 FORMCHECKBOX 
  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No
	   ,    ,     ,    ,    ,    ,

	3.       
	     
	     
	     
	(     )    -    
	 FORMCHECKBOX 
  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No
	   ,    ,     ,    ,    ,    ,

	4.       
	     
	     
	     
	(     )    -    
	 FORMCHECKBOX 
  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No
	   ,    ,     ,    ,    ,    ,

	5.       
	     
	     
	     
	(     )    -    
	  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No
	   ,    ,     ,    ,    ,    ,

	6.       
	     
	     
	     
	(     )    -    
	  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No
	   ,    ,     ,    ,    ,    ,

	7.       
	     
	     
	     
	(     )    -    
	  FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No
	   ,    ,     ,    ,    ,    ,

	8.       
	     
	     
	     
	(     )    -    
	  FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No
	   ,    ,     ,    ,    ,    ,

	9.       
	     
	     
	     
	(     )    -    
	  FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No
	   ,    ,     ,    ,    ,    ,

	10.      
	     
	     
	     
	(     )    -    
	  FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No
	   ,    ,     ,    ,    ,    ,

	11.      
	     
	     
	     
	(     )    -    
	  FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No
	   ,    ,     ,    ,    ,    ,


                                                             







                                
Legal Name of Agency:  _______________________________________________________   Date: _____________________________
Certification Application for 

Community Forensic Psychiatric Centers

ATTACHMENT 3
Staff List
Please list all staff to include contract staffs that are qualified to provide and supervise the forensic evaluations in accordance with  OAC 5122-29-30.  Also, in accordance with (OAC5122-22-01(H) Provide a list of staff or contract both psychiatrist and psychologist examiner(s) as defined in 2945.37 of the Revised Code and may include staff or on contract social worker(s) or counselor(s) based on the needs of the service area. 

	Name of Examiner (s)                                                                  
	Hire date
	Discipline
	Current license                                       

	1.      
	     
	     
	     

	2.      
	     
	     
	     

	3.      
	     
	     
	     

	4.      
	     
	     
	     

	5.      
	     
	     
	     

	6.      
	     
	     
	     

	7.      
	     
	     
	     

	8.      
	     
	     
	     

	9.      
	     
	     
	     

	10.      
	     
	     
	     

	11.      
	     
	     
	     

	12.      
	     
	     
	     


                                                                                                                                                                       
    Legal Name of Agency: _____________________________________________                        Date ____________________________________
Agency Name ________________________________________________     Date _________________________
Ohio Department of Mental Health

Certification and Deemed Status Attachment 1 DS
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