Instructions to Complete
MHMRA of Harris County Application

Purpose of Application: Mental Health Mental Retardation Authority of Harris County (MHMRA) is required to
ensure licensed providers for mental health; mental retardation, developmental delays and substance abuse services
participate and maintain credentialing requirements to ensure client protection and compliance with billing
procedures for service activities by a licensed provider.

Credentials must be assessed, verified and approved by MHMRA of Harris County’s Credentialing Committee prior
to delivery of service(s).

Required Items to Initiate Credentialing Process:

There are 3 types of applications that follow. Please choose the application that applies to you and complete it in its
entirety. Incomplete applications will not be processed. Copies of all required documents must be received along
with a completed application for review and approval by MHMRA of Harris County's Credentialing Committee. All
documents are required for credentialing purposes only.

1. Provider Application or Texas Standardized Credentialing Application (TSCA) — Individual

providers:
e This application is for solo practitioner to complete in full.
e  Refer to the Provider Application cover sheet for the documentation requirements that must
be attached to have complete application.

2. Facility Application— Facilities and/or group practices:
e This application is to be completed in full by a facility or group practice.
e Refer to the Facility Application cover sheet for the documentation requirements that must be
attached to have complete application.
Each individual provider within the practice must complete the Mini-application below.
Facility Applications must include all Mini Applications for individuals to be considered
complete.

3. Mini Application or TSCA- Providers within a facility and/or group practice:
o  Each individual practitioner within a facility or group who works with MHMRA consumers
should complete this application if required.
e  Refer to the Mini Application cover sheet for the documentation requirements that must be
attached to have complete application.

A delay in the credentialing process will occur if the application is not completed and/or supporting
documents are not attached.

NOTE: Ifyou answered yes to any malpractice questions, please attach a letter from your atiorney, a
copy of the complaint and the judgment, the name of the malpractice carrier that handled the claim(s)
and the firm representing the carrier.

Please contact us if needed at (713) 970-3400, (option 4)

Via e-mail — mhnetworkdevelopment@mhmraharris.org
Fax - (713) 970-3387



MHMRA of Harris County — Authority Support Services
PROVIDER APPLICATION

MHMRA of Harris County
MH Authority Support Services

Network Management
Provider Checklist

Required documentation listed below must accompany this application.

Complete, date and sign the provider application

Attach a copy of Curriculum VITAE

Attach a copy of Current State License and/or License Registration Certificate

Attach a copy of Current State Controlled Dangerous Substance (CDS/DPS) Certificate
Attach a copy of Current Federal Drug Enforcement Agency (DEA) Certificate

Attach a copy of Current Malpractice Insurance Face Sheet with the limits of Liability

Attach a copy of CEU’s

Oooocooooao

Attach a copy of degree and/or transcript

O

Attach a copy of the W-9 form.

[J Attach required Exhibits A-S

Ifyou answered yes to any malpractice questions, please attach a letter from your attorney, a copy of the complaint and the  judgment, the
name of the malpractice carrier that handled the claims and the firm representing the carrier.

If you have any questions, please call: 713-970-3400 (option 4)

Send the application along with the required documents by mail to:

MHMRA of Harris County

Attention: MH Authority Support Services
7011 Southwest Freeway

Houston, TX 77074

Or via e-mail to: mhnetworkdevelopment@mhmraharris.org

Fax to: (713) 970-3387

Provider Rights Notification

The practitioner has the right to appeal any alleged erroneous information by providing additional information.

Practitioners have the right to be informed of their credentialing/re-credentialing status upon request.

Practitioners have the right to review the information submitted in support of their credentialing application with exceptions below.

A provider has a right to one copy of his/her provider file per credentialing period. However, Professional References will not be released with the provider file unless
authorization 1o do so is obtained from the person that submitted the reference. The Provider must put the request in writing to obtain a copy of their file. The Credentialing
Committee will respond to the request within 30 days. The provider is responsible for the costs of the copies.
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MHMRA of Harris County — Authority Support Services

PROVIDER APPLICATION

55—

A. General Information

Last Name First Name Middle Initial | Professional Designation or
Title

Preferred Mailing Address Line 1 Preferred Mailing Address Line 2

City State Zip Telephone

Social Security Number (REQUIRED) Date of Birth (REQUIRED) MHMRA AUTHORITY SUPPORT SERVICES
PROVIDER NUMBER  (INTERNAL USE
ONLY)

Male Female E-mail:

Do you qualify as a Historically | If yes, have you applied for Certification #

Underutilized Business (HUB)? certification? __ Y N

Y No
B. Primary Office Information - Do you own or lease your current business property (s)?
Number of years in business

Practice Name # of years at this site

Practice Address Line 1 Practice Address Line 2

City State Zip Appointment Telephone

Office Manager (if applicable) Fax Telephone

Make checks payable to (must match tax ID owner name on file with IRS for the EIN listed below) Type of Corporation
Billing Address Line 1 Billing Address Line 2
City State Zip Telephone
Employer Identification Number (EIN) W-9 on file (submit form if | Your Medicare/UPIN Your Medicaid Number
blank) | Number
(check one) (check one) (check one)
Your NPI Number Medicare Provider Medicaid Provider Both y n
Y n _y n
Hours of Operation (actual practice hours each day at this location):
Revised 08-09
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MHMRA of Harris County — Authority Support Services
PROVIDER APPLICATION

X

Monday Tuesday Wednesday Thursday Friday Saturday Sunday
From To From To From To From To From To From To From To
Is this office handicapped accessible? Yes __No__ Isthis office accessible to public transportation? ~ Yes __ No

Identify any foreign language(s) or sign language that you speakfluently in treating patients:

Arabic (AR) Chinese (CH) Farsi (FA) French (FR) German (GE)
Hebrew (HE) Hindi (HI) Italian (IT) Japanese (JA) Korean (KO)

Laotian (LA) Portuguese (PO) Russian (RU) Sign Language (SL) Spanish (SP)

Vietnamese (VI) Tagalog (TA) Other (specify):

C. Referral Information for Primary Office

Identify the percentage of your practice time dedicated to the fdlowing patient population and modality categories:

Population % of Practice Business Lines % of Practice
Child (up to age 12) Group Health (PPO)
Adolescent (13 - 17) Capitation (HMO)
Adult (18 - 64) Medicaid
Geriatric (65+) Medicare
Other

D. Additional Office Information

Practice Name

Practice Address Line 1 Practice Address Line 2

City State Zip Appointment Telephone
Office Manager (if applicable) Fax Telephone

Make checks payable to (must match tax ID ownername on file with IRS)

Billing Address Line 1 Billing Address Line 2

City State Zip Telephone

Hours of Operation (actual practice hours each day at this location):
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MHMRA of Harris County — Authority Support Services
PROVIDER APPLICATION

Monday Tuesday Wednesday Thursday Friday Saturday Sunday
From To From To From To From To From To From To From To
Is this office handicapped accessible? Yes_ No__ Is this office accessible to public transportation? Yes __No__

E. Referral Information for Additional Offices

1. Identify the percentage of your practice time dedicated to the following patient population and modality categories:

Population % of Practice Business Lines % of Practice
Child (up to age 12) Group Health (PPO)
Adolescent (13 - 17) Capitation (HMO)
Adult (18 - 64) Medicaid
Geriatric (65+) Medicare
Other

2. What insurance do you accept? Please list below.

F. Experience with providing Mental Health Services

Provide detailed explanation of your experience with treating the chronically mentally ill with diagnosis of MDD<50/ Schizophrenia/Bipolar
for each age level:

CHILD (up to age 12)

ADOLESCENT (13 -17)

ADULTS (18- 64)

GERIATRICS (65+)
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MHMRA of Harris County — Authority Support Services
PROVIDER APPLICATION

Describe any specialized services you offer (such as nursing services) as well as ability to serve individuals with multiple challenges.

G. License/Certification Information

DRUG CERTIFICATE: If applicable, list below your current DEA/DPS Certificate number and expiration date.

DEA Certificate # Exp. Date (NOTE: please enclose a copy of your DEA certificate)
Federal
CDS/DPS Certificate # Exp. Date (NOTE: please enclose a copy of your CDS/DPS certificate)
State
Board Certified? Yes No Board Eligible? Yes No

If you are Board Certified by the American Board of Psychiatry and Neurology (ABPN), American Osteopathic Board of Neurology ana
Psychiatry (AOBNP), or the American Society of Addiction Medicine (ASAM), please complete the chart below, circling the appropriate
certifying board:

Addiction ABPN
Child ABPN
Child and Adolescent

Have you been sanctioned, placed on probation, placed on vender hold or lost accreditation, licensure or certification status during the last 3
years? ___Yes __ No
If you answered yes to the above question, please explain on a separate sheet of paper.

H Professional License(s): If applicable, list below your current professional license(s). Submit a copy of your current state
license.

Board Name & State Certificate # Year Certifed Expiration Date

Please list any certifications or accreditations, if applicable: dJCAHO olCF/MR oCARF oHCSO
oCLASS DACDD oTRC oECI oTEA oOther, please specify:
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MHMRA of Harris County — Authority Support Services
PROVIDER APPLICATION

CURRENT PROFESSIONAL ASSOCIATION/SOCIETY MEMBERSHIPS:

L Malpractice Insurance

If applicable, list below your most current malpractice insurance carrier. Enclose a copy of your current policy certificate and/or declarations pag
showing the coverage limits and dates of coverage.

Type of Liability Coverage: o Professional o0 General o Auto o Other

Current Carrier Policy Dates of Coverage Coverage Limits Expiration Dates
(Name and Certificate Number) Number (Per Occurrence  Per
Aggregate)
Address City State Zip

If there is more than one type of insurance, please indicate type and above information on a separate sheet of paper.

1. Have you filed a claim under your general, professional auto or other liability insurance in the last three years? __Yes __No
2. Are there any claims pending against you? __Yes __No

3. Has your liability/malpractice coverage ever been denied, cancelled, or non-renewed? __Yes __No
4. Have you ever been denied coverage (either initial or renewal) by a professional liability insurance carrier or had an individual policy
cancelled or individual surcharge placed on you based on your individual practice? __Yes _No

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 Policy Dates of
(Name and Address) Number Coverage Reason for Changing
Carriers

—

J. Education Information

Educational Institution (include name and complete address) Degree From (mm/yy) | To (mm/yy)

Undergraduate

Graduate/Medical School
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MHMRA of Harris County — Authority Support Services
PROVIDER APPLICATION

Internship

Educational Institution (include name and complete address) Degree From (mm/yy) || To (mm/yy)
Residency
Fellowship
If you are a foreign medical school graduate, are you certified by the Education Commission for Yes| | WNol| |

Foreign Medical Graduates (ECFMG)?

K. Continuing Education: If applicable, list any continuing education seminars/workshops you have attended in the past
24 months. Please attach copy of CEU certificate(s) of completion or you may attach a copy of your Accredited Continuing

Education Agency’s Report, if applicable.

Course Subject Sponsoring Organization Date Completed # of CEU's
(Name and Address) (mm/dd/yy) Awarded
L. Operations Information
1. Do you have a client appeals process? Yes or No
2. Do you have an incident report process? Yes or No
3. Do you have a confidentiality/client rights process? Yes or No
4. Do you have an internal quality improvement process? Yes or No
5. Do you have an internal utilization management process? Yes or No
6. Do you have a customer/consumer satisfaction measure? Yes or No
7. Do you have a service outcome measure? Yes or No
8. Do you maintain a file on each person receiving services? Yes or No
9. Please mark which of the following training (s) you have received:
____ Client Rights/Confidentiality Pharmacology
____Abuse/Neglect/Exploitation Reporting First Aid
____Verbal & Physical Mgmt. of Aggressive Behavior (PMAB) CPR
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MHMRA of Harris County — Authority Support Services
PROVIDER APPLICATION

M.  Adverse/Disciplinary Actions
Have you relinquished, withdrawn, or failed to proceed with an application for one of the following reasons described to avoid an adverse
action, to preclude an investigation, or while under investigation relating to professional conduct or job performance. Yes or No
If yes, please explain.

N. Work History

List below all work history for the past five (5) years beginning with the most current employment. Please explain fully any gaps of six
months or more on a separate sheet of paper. A current Curriculum Vitae (must specify month and year) may be submitted.

From To

(Month/Year) | (Month/Year) Description of Activities

0. References

I, the undersigned applicant, hereby release from liability and hold harmless for the consequences of any disclosure, to the fullest extent
permitted by law, the below named reference and MHMRA of Harris County for their written and oral statements, decisions, and actions in
connection with evaluating my application for network approval, my experience, competencies and qualification, health status, emotional
stability, professional ethics, and character.

Applicant’s signature: Date:
Name Address Phone Number
1.
2.
3.

P. Hospital Privileges

If applicable, list below current hospital privileges.

Primary Admitting Facility Address Type of Privilege
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MHMRA of Harris County — Authority Support Services
PROVIDER APPLICATION

Other HosEital Privileges Address Type of Privilege

Q. Call Coverage: Each practitioner providing care for MHMRA of Harris County members must arrange for 24-hour coverage
including holidays. Identify your coverage practitioner(s) by name. It is strongly preferred that yourcovering practitioner(s) also participate
in the MHMRA of Harris County network. If not, services performed in your absence are subject to the termsof your Participating
Practitioner Agreement with the individual provider.

Call Coverage Practitioner Licensure Level Telephone
Call Coverage Practitioner Licensure Level Telephone
Call Coverage Practitioner Licensure Level Telephone

R. Answering Service: Indicate how you can be reached after hours:

Answering Service Name Phone #:
Beeper # Voice Mail #
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