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MHMRA of Harris County

Network Management

Facility Checklist

 FORMCHECKBOX 
 Complete, date and sign the enclosed Facility Application.  

 FORMCHECKBOX 
 Complete, date and sign the W-9 Form for each TIN. 

 FORMCHECKBOX 
 Attach a current copy of your Facility’s Licenses and/or Certifications. 

 FORMCHECKBOX 
 Attach a copy of your Program Schedule or Program Description.  

 FORMCHECKBOX 
 Attach a copy of your Malpractice Insurance Face Sheet.  

 FORMCHECKBOX 
 Attach a list of all of your facility sites with addresses. 

 FORMCHECKBOX 
 Attach a list of Psychiatrists/others with Professional Credentials with admitting privileges. 

 FORMCHECKBOX 
 Attach a copy of your Utilization Review Program.  

 FORMCHECKBOX 
 Attach a copy of Clinical Descriptions of all program tracks within the facility.

 FORMCHECKBOX 
  Attach a copy of your Quality Assurance/Improvement Program.  
 FORMCHECKBOX 
 If you answered yes to the Malpractice Claims question on page 5, Section J, please attach a letter from your attorney, a copy of the complaint and the judgement, the name of the malpractice carrier that handled the claims and the firm representing the carrier. 

Send all requested materials to:

MHMRA of Harris County
Attention: MH Authority Services
7011 Southwest Freeway, 6th fl
Houston, TX 77074
MHMRA of Harris County

Network Management


Organizational Application

A.
General Information: 

	
	

	Facility Legal Name
	Does the facility have a University Association?  If yes, please name

	
	

	Preferred Mailing Address Line 1
	Preferred Mailing Address Line 2

	
	
	
	
	

	City
	State
	Zip
	County
	Contact Person

	
	

	Physical Address 
	Physical City, State & Zip

	
	
	

	Telephone
	Email Address
	Fax

	 FORMCHECKBOX 
 Psychiatric Hospital             FORMCHECKBOX 
 Hospital with Psychiatric Unit   

 FORMCHECKBOX 
 Residential Facility              FORMCHECKBOX 
 Other 
	

	Please check which is the most appropriate description: 
	Indicate who is your corporate owner (if applicable)

	Is this office handicapped accessible?
	Yes __ No __
	Is this office accessible to public transportation?
	Yes __ No __


B. Demographic Data: The following information is requested for demographic purposes only.  This data will not be 

part of the credentialing process.  The information will only be used to supply aggregate data to the state government 


as part of a government contract.  This information will not be used for any other purposes.  
1. Could you or your business be defined as a Significant Traditional Provider as defined by the Texas Department 
of Health and Human Services?







 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No


Significant Traditional Providers are defined as providers in a county that, when listed by provider type in descending order by 

the amount of recipient  or enrollee billings, provided the top 80 percent of recipient or enrollee billings for the Texas Medicaid Program.  


2. Could your business be classified as a business owned by women, as defined by the Department of Minority 
Enterprises? 









 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
Women Owned Business is defined as a business enterprise of which women own at least 50%or, in the case of a publicly owned 

business, where women own at least 51% of stock.

3. Could your business be classified as a minority owned business, as defined by the Department of Minority 


Enterprises? 









 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
Minority Owned Business is defined as a business enterprise that is owned and controlled by one or more socially and/or 

economically disadvantaged persons.  Such disadvantages may arise from cultural, racial, chronic economic circumstances or 

background, or other similar cause.  

4. If you answered yes to question 3 about minority owned businesses, which of the following categories would it fall under?

	
	Caucasian
	
	Native American or Alaskan Native
	
	Asian or Pacific Islander 

	
	Black (African, Jamaican, West Indian descent)
	
	Hispanic (Mexican, Puerto Rican, South American)
	
	Other (specify)


C. Payee Information

	
	

	Make checks payable to (must match tax ID owner name on file with IRS for the TIN listed below)
	Type of Corporation

	
	

	Billing Address Line 1
	Billing Address Line 2

	
	
	

	City
	State
	Zip

	
	
	

	Your Medicare/UPIN Number
	Your Medicaid Number
	Tax Identification Number (TIN)


D.
Referral Information

Identify the percentage of your practice time dedicated to the following patient population and modality categories (must total 100%):
	Population
	% of Practice
	
	Business Lines
	% of Practice

	Young Child (0-5)
	
	
	Medicaid
	

	Child (6-12)
	
	
	Medicare
	

	Adolescent (13 - 17)
	
	
	Commercial/Private Insurance
	

	Adult (18 - 64)
	
	
	Self Pay
	

	Geriatric (65+)
	
	
	Other
	


E.
Services


1. List HMO’s, PPO’s, EAP’s and employer groups for which you currently provide services. 
	HMO, PPO, EAP or Employer Group

	

	

	

	

	
	
	
	
	



2. Check all that apply and indicate # of beds and average length of stay (LOS).

	ER Evaluations
	Psych Services
	Chemical Dependency

	
	           Acute          /       Sub-Acute
	

	Psych


	CD
	Both
	Adult


	Adol
	Child
	Adult
	Adol
	Child
	Detox
	Rehab


	Adult
	Adol

	
	
	
	
	
	
	
	
	
	
	
	
	



3. Types of Programs (indicate average length of treatment)

	Programs
	Adult
	Adolescent
	Child

	Partial Hospital 

(with medical monitoring)
	M/H
	C/D
	Both
	M/H
	C/D
	Both
	M/H
	C/D
	Both

	Average length of Treatment


	
	
	
	
	
	
	
	
	

	Please Circle:
	Day
	Evening
	Please indicate hours:

	Intensive  Outpatient


	
	
	
	
	
	
	
	
	

	Please Circle:
	Day
	Evening
	Please indicate hours:

	Outpatient


	
	
	
	
	
	
	
	
	



4. Special Services (check all that apply):

	

Service
	Notes

	Involuntary Admission    FORMCHECKBOX 
  yes    FORMCHECKBOX 
  no
	

	Locked Units                   FORMCHECKBOX 
  yes    FORMCHECKBOX 
  no 
	

	Detox for Alcohol           FORMCHECKBOX 
  yes    FORMCHECKBOX 
  no
	

	Detox for Drugs              FORMCHECKBOX 
  yes    FORMCHECKBOX 
  no
	


5. Other:

	What ancillary services are available at your facility? ________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________



	Do you have a rotating physician on-call operation?      FORMCHECKBOX 
  yes    FORMCHECKBOX 
  no

	How often are attending physicians required to see patients?

_______ visits per 7 - day week.

	How often are family therapy sessions held? 


F. Staffing Information

1. Check medical staffing model:
	
	
	Staff (Hospital Employees)
	
	Contractual 
	
	Mixed Model



2. Staff Includes:

	
	
	Psychiatrists
	
	Psychologists
	
	Licensed Mental Health Counselors


	
	
	Licensed Marriage & Family Therapists
	
	Addictionologists
	
	Advanced Nurse Practitioners

	

	
	Licensed Social Workers
	
	Other (List)
	
	



3. Intake Process:

	Do you have a 24 hour intake process?    FORMCHECKBOX 
  yes    FORMCHECKBOX 
  no

	If yes, what is the educational background of the personnel managing this operation (check all that apply)? 
	 FORMCHECKBOX 
  No formal training and/or license 

 FORMCHECKBOX 
  Bachelors level 

 FORMCHECKBOX 
  Masters level (not licensed) 

 FORMCHECKBOX 
  Masters level (licensed) 

 FORMCHECKBOX 
  LPN 

 FORMCHECKBOX 
  RN 

 FORMCHECKBOX 
  Mental Health Tech. 

 FORMCHECKBOX 
  Doctorate level


4. Emergency Room Services:

	Do you have a emergency room services?   FORMCHECKBOX 
  yes    FORMCHECKBOX 
  no

	If no, which acute care hospital(s) provide emergency services for your facility? ____________________________________



	Is your relationship contractual?  FORMCHECKBOX 
  yes    FORMCHECKBOX 
  no 

	If yes, what is the medical staffing model (check all that apply)? 
	 FORMCHECKBOX 
 Staff (Hospital Employees)

 FORMCHECKBOX 
 Contractual

 FORMCHECKBOX 
 Mixed Model


G. Treatment Teams:

Please indicate the composition of your treatment teams:

	
	
	Psychiatrists – Number ________
	
	Psychologists – Number ________

	
	
	Licensed Marriage & Family Therapists – Number ________ 
	
	Addictionologists – Number _______

	

	
	Licensed Social Workers – Number _______
	
	Advanced Nurse Practitioners – Number ________

	
	
	Licensed Mental Health Counselors
 - Number ________
	
	Other – specify

	

	How often are treatment teams required to meet?  _______ times per week.

	At what point during hospitalization does discharge planning begin? 

	Who is involved in coordinating discharge planning?


H. Managed Care Contacts Please note who the appropriate contact person is:
	Admissions Contact Name
	Phone

	
	

	Medical Director for Psychiatric Services
	Phone

	
	

	Medical Director for Substance Abuse Services
	Phone

	
	

	Utilization Review Director
	Phone

	
	

	
Case Manager
	Phone

	
	


I. Malpractice Insurance

List below your current malpractice carrier.   Enclose a copy of your current policy certificate and/or declarations page showing the coverage limits and dates of coverage.  Please note that MHMRA requires a minimum 1,000,000/3,000,000 malpractice insurance.  

	Current Carrier
 (Name and Address)
	Policy

 Number
	Dates of Coverage
	Coverage Limits

	
	
	
	

	
	
	
	


In the space provided below, list the name and address of the malpractice carrier who has provided coverage for you for the most recent five (5) year period.  If there has been more than one carrier, please indicate the dates of coverage with each carrier, and the reason for changing carriers.
	Carrier

(Name and Address)
	Policy

 Number
	Dates of

 Coverage
	Reason for Changing Carriers

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


J.      Malpractice Claims History

	Have you had any Malpractice Claims that are pending or closed during the past five (5) years?
	Yes
	
	No
	

	If yes, please attach the following information:

	A. A letter from your attorney explaining the facts of the case.

B. A copy of the complaint and a copy of the judgement.

C. The name of the malpractice carrier that handled the claims and the firm representing the carrier. 


L.
Hospital Privileges
List below current hospital privileges.  If privileges are restricted, please explain on an attached page.  If you are not on staff at a hospital, please indicate the name of the physician who admits your patients in the space below.  

	Primary Admitting Facility
	Address
	Type of Privilege

	
	
	 FORMCHECKBOX 
Full admitting

	
	
	 FORMCHECKBOX 
Other


	Other Hospital Privileges
	Address
	Type of Privilege

	
	
	 FORMCHECKBOX 
Full admitting

	
	
	 FORMCHECKBOX 
Other

	
	
	 FORMCHECKBOX 
Full admitting

	
	
	 FORMCHECKBOX 
Other


If you are not on staff at a hospital, please indicate the name of the physician who admits your patients.  

	Physician Who Admits Your Patients
	Physician Phone Number 
	Facility Name

	
	
	

	
	
	


O.
Treatment Specialties



 

Age Range Treated:

	
	
	0-3 years old
	
	3-5 years old
	
	6-9 years old
	
	10-12 years old

	
	
	13-20 years old
	
	21-64 years old
	
	65-80 years old
	
	80 + years old


Areas of Expertise:     (Please check up to four areas in which you have particular expertise.)

	
	
	ADHD
	
	Adolescent Behavior Problems
	
	Adjustment Disorder
	
	Affective Disorder

	
	
	Antisocial Behavior
	
	Alzheimer’s
	
	Anxiety/ Panic/ Phobia 
	
	Eating Disorders

	
	
	Behavior Disorders
	
	Behavior Therapy
	
	Bipolar Disorder
	
	Borderline Personality

	
	
	Child Abuse
	
	Chronic Pain Disorder
	
	Cognitive Behavioral
	
	Conduct Disorder

	
	
	Crisis/ Trauma Victims 
	
	Dementia
	
	Depressive Disorders
	
	Developmental Disorders

	
	
	Dissociative Disorders
	
	EAP
	
	Eating Disorders
	
	Employee Meditation

	
	
	Forensics
	
	Gambling Addictions
	
	Gay/Lesbian Issues
	
	Grief Reaction

	
	
	Handicapped
	
	Head Trauma
	
	HIV/AIDS
	
	Impulse Control Disorders

	
	
	Learning Disorders
	
	Marital/ Divorce Issues
	
	Men’s Issues
	
	Mood Disorders

	
	
	Personality Disorders
	
	Post Traumatic Stress DO
	
	Psychopharmacology
	
	Psychotic Disorders

	
	
	Rape Intervention/Crisis
	
	Relational Problems
	
	Religious Therapy
	
	Sexual Abuse

	
	
	Sexual Disorders
	
	Sleep Disorders
	
	Substance Abuse
	
	Women’s Issues

	
	
	Workers Comp
	
	Other (specify):
	
	
	
	


Are you able to provide:

	
	
	Services for hearing impaired
	
	Services for patients with multi-cultural issues

	
	
	Services for adults with Serious Mental Illness (SMI)
	
	Services for Non-English speaking patients

	
	
	Services for children who are Seriously Emotionally Disturbed (SED)


Please indicate any disorders or types of patients that you will not accept for treatment:
	

	

	

	

	

	

	

	


P.     Provider Profile

 Organization Name:____________________________

Provider Name (print):______________________________
NOTE:  If you check “YES” to any of these questions, please explain fully on a separate sheet. 

	2. Insurance Coverage: Has your professional liability insurance coverage ever been denied, canceled, or non-renewed or initially refused upon application?


	 Yes
	 No

	3.  License: Has your facility license in any state ever been revoked, suspended, placed on probation, conditional status, or limited?
	 Yes
	 No

	     a.  Have you ever voluntarily surrendered your license?
	 Yes
	 No

	b. Are formal charges pending against you at this time?


	 Yes
	 No

	8. Medicare/Medicaid: Have you ever been fined, had an arrangement suspended, been expelled from participation or had criminal charges brought against you by Medicare or Medicaid?


	 Yes
	 No

	9.  Criminal Offenses: Have you ever been named as a defendant in any criminal proceeding?”
	 Yes
	 No

	10. Board Discipline: Have you ever been the subject of disciplinary proceedings by any professional association or organization? 


	 Yes
	 No

	11. Malpractice Action: Has any malpractice action against you ever been brought or settled or has there been any unfavorable judgment(s) against you in a malpractice action?
	 Yes
	 No

	a.  To your knowledge, is any malpractice action against you currently pending?
	 Yes
	 No

	b. Has your malpractice coverage ever been denied?

c. Have you ever been a defendant in any lawsuit that involving your practice where there has been an award or payment of $50,000 or more?

d. Have you ever had any malpractice claims where there has been an award or payment of more than $50,000?


	 Yes

 Yes

 Yes
	 No

 No

 No


I hereby attest that the information above is true and correct.
Signature


   Date (mm/dd/yy)

PARTICIPATION STATEMENT
I fully understand that if any matter stated in this application is or becomes false, MHMRA of Harris County will be entitled to terminate my provider agreement for breach. All information submitted by me in this application is warranted to be true, correct and complete.

I authorize MHMRA of Harris County and/or its Credentials Verification Organization (CVO) to consult with the National Practitioners Data Bank, state licensing board(s), educational institutions, specialty boards, malpractice insurance carriers, Educational Council for Foreign Medical Graduates, hospitals, professional references and any other person or entity from whom/which information may be needed to complete the credentialing process or to obtain and verify information concerning my membership, professional competence, character and moral and ethical qualifications, and I also authorize all of them to release such information to Client and/or its CVO.  I release MHMRA of Harris County and its employees and/or its CVO and all those whom MHMRA of Harris County and/or its CVO contacts from any and all liability for their acts performed in good faith and without malice in obtaining and verifying such information and in evaluating my application.

I consent to the release by any person to MHMRA of Harris County and/or its CVO of all information that may reasonably be relevant to an evaluation of my professional competency, character and moral and ethical qualification, including any information relating to any disciplinary action or suspension or curtailment of privileges, and hereby release any such person providing such information from any and all liability for doing so.












Date (mm/dd/yy):       /       /
       

 Signature of Applicant

Name (Please Print)

Enclose a copy of the following:



 Current State License(s)  -  Please include any Medicaid/Medicare Licenses 




and all other applicable licenses held by the facility that relate to the contracted services.



 JCAHO Certification




 CARF Certification




 Copy of current Professional Liability



  Insurance Policy page with the limits of liability




List of all Facility Sites - Site Name and Address




Program Schedule



 A list of Psychiatrists/others with Professional Credentials with admitting privileges.  Please  the names of the individuals who your feel are responsive to managed care.



 A copy of your Utilization review Program.



 A copy of your Quality Assurance/Improvement Program



 A copy of Clinical descriptions of all program tracks within the hospital.

RETURN COMPLETED APPLICATION TO:

(MUST BE ORIGINAL)

MHMRA of Harris County
7011 Southwest Freeway
Houston, TX 77074
IF YOU HAVE ANY QUESTIONS, PLEASE CALL:

713-970-3400 (option 4)
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