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Request for Consideration to become a Network Provider 
	[bookmark: _33634a7f_76b2_4978_93b1_cd0863b8cd1e][bookmark: _ebf1b57b_3c71_4b58_be94_7e9fc80242ff]
 FORMCHECKBOX  Burke
 FORMCHECKBOX  Cabarrus
 FORMCHECKBOX  Catawba
 FORMCHECKBOX  Cleveland
 FORMCHECKBOX  Davie
 FORMCHECKBOX  Forsyth
 FORMCHECKBOX  Gaston
 FORMCHECKBOX  Iredell
 FORMCHECKBOX  Lincoln
 FORMCHECKBOX  Rutherford
 FORMCHECKBOX  Stanly
 FORMCHECKBOX  Surry
 FORMCHECKBOX  Union
 FORMCHECKBOX  Yadkin


     
     

 FORMCHECKBOX  Agency (Includes Facilities and Group Practices)
 FORMCHECKBOX  Licensed Independent Practitioner (LIP)
 Mailing Address:      
     
     
     
     
     
     
     
     


 FORMCHECKBOX  Yes     |_| No


 FORMCHECKBOX  Yes     |_| No

, if applicable
 FORMCHECKBOX  Yes     |_| No



|_| Yes     |_| No



 FORMCHECKBOX  Yes     |_| No

 FORMTEXT      


Yes |_|   No |_|     
:      


	|_| Yes     |_| No If no, please attach detailed information 



· 
· 
· 
· 





 wants to ensure that you understand as you join the network, having a process to track the following is critical:

 FORMCHECKBOX    Ability to track and report of Incidents
 FORMCHECKBOX    Ability to Report on complaints and grievances 
 FORMCHECKBOX    Ability to track on Consumer satisfaction 











	Section A: Provider Information 

	Are you requesting to come into Partners Network because you are requesting to serve one of the following counties?

|_| Burke
|_| Cabarrus
|_| Catawba
|_| Cleveland
|_| Davidson
|_| Davie
|_| Forsyth
|_| Gaston
|_| Iredell
|_| Lincoln
|_| Rutherford
|_| Stanly
|_| Surry
|_| Union
|_| Yadkin

Basic Information
Legal Organization Name:      
Tax I.D. Number:      
Please identify your provider type:
|_| Agency (Includes Facilities and Group Practices)
|_| Licensed Independent Practitioner (LIP)
Primary Mailing Address:      
[bookmark: Text3]City, State, Zip:      
[bookmark: Text4]Primary Contact:      
Email:      
Phone:      
Organization Website:      
Executive Director/Authorized Contract Signer:      
Contact email:      
Count(ies) Requesting to serve:      
Count(ies) you currently serve:      

Familiar with Electronic Health Records Requirements:
|_| Yes     |_| No

Do you have an Electronic Health Record that will connect to the NC HealthConnex (NC Health Information Exchange)
|_| Yes     |_| No

Are you connected to NC HealthConnex?, if applicable
|_| Yes     |_| No

If you are NOT connected to NC HealthConnex, please submit documentation of a waiver/exception OR indicate that a participation agreement is in place.  

Is Participation Agreement in place?  |_| Yes     |_| No
Please attach to this request.  

Have any owner/managers ever owned or operated, in whole or in part, any other provider agency? 
|_| Yes     |_| No
If yes, list name of individual(s) and provider agency(ies):
     

Accreditation
[bookmark: Check166][bookmark: Check167]Is this Organization accredited? Yes |_|   No |_|     
If yes, provide name of accrediting body:      

	Liability History
Does the Applicant have an acceptable Liability History with no history of insurance liability claims for the past five (5) years? |_| Yes     |_| No If no, please attach detailed information 

An unacceptable liability history is defined as: 
Within the five (5) year period immediately preceding the date of the agency/applicant’s application, one or more legal actions resulted in
· At least one (1) judgment or; 
· One (1) settlement in an amount over $50,000 or more or; 
· Two (2) or more settlements in an aggregate amount of $50,000 or more or
· As of the date of the agency/applicant’s application there are legal actions pending.





Additionally, Partners wants to ensure that you understand as you join the network, having a process to track the following is critical:

|_|   Ability to track and report of Incidents
|_|   Ability to Report on complaints and grievances 
|_|   Ability to track on Consumer satisfaction 




If LIP, please list your individual and organizational NPI# below:

Individual NPI#:      

Organizational NPI# (If Applicable):      




[bookmark: _Hlk130378772]Partners Rates Information:
https://providers.partnersbhm.org/claims-information/

|_| By checking this box, the provider agrees to accept Partners rate schedule as part of the RFC (required for contracting)




	Financial Information
Does the Applicant have:
a. A minimum of one (1) month working capital or line of credit?
        |_| Yes        |_| No
b.  Any tax liens?
|_| Yes         |_| No 
c. Infrastructure to monitor all financial information of the agency including debt to income ratio?
|_| Yes         |_| No        |_| N/A (LIP only)
d. A compliant Electronic Medical Record (EMR) system which supports management of authorization and billing functions and meets Meaningful Use Standards?
|_| Yes 	|_| No 
Please List EMR currently being utilized: 
     
e. A GL accounting system in accordance with GAAP?  
|_| Yes 	|_| No 




Applicant agrees to maintain necessary records and accounts related to the Contract (once issued), including personnel and financial in accordance with Generally Accepted Accounting Procedures and Practices to assure a proper accounting of all funds.  All expenditures made pursuant to the Contract (once issued) shall be properly supported by payroll records, invoices, purchase orders, vouchers, contracts, cancelled checks, and any other necessary documentation.
|_| Yes 	|_| No 

Crisis Response
Does the Applicant maintain or contract for a 24/7 crisis response phone line?  |_| Yes |_| No 
If yes, please list number:        




Specialty
Specialty/Evidence Based Practices Used (e.g., DBT, faith-based, Trauma-focused CBT, Substance Use Services): 
[bookmark: Text6]     

License Types Employed by Agency (If LIP request, please select your license type – NOTE ASSOCIATE LICENSE IS NOT ELIGIBLE TO CONTRACT AS LIP WITH PARTNERS) 

 |_| LPC/LCMHC      |_| LCSW  |_| LCAS    |_| LPA     |_| PhD     |_| PMHNP        |_|MD     |_| SLP   |_| OT     |_| PT   

If license is eligible are clinicians paneled with Medicare?  |_| yes  |_| no    

If no explain:       

		AREAS OF INTEREST
|_| Mental Health
|_| Intellectual/Developmental Disabilities
|_| Substance Use
|_| Traumatic Brain Injury (TBI)

	|_|Young Children (3-5)
|_| Children (6-12)
|_| Adolescent Children (13-20
|_| Adults (21-64)
|_| Geriatrics (65+)













Please complete this page for each service site requesting to be contracted:

[bookmark: _10d698c4_2226_4144_8617_b8fcc4f19914]SERVICE SITE INFORMATION: A service site is a physical location (No P.O. Box) where records are maintained and/or supervision and/or management of services occur.  Authorizations and billing are tied to these sites.  All sites MUST be enrolled in NC Tracks prior to enrollment, authorizations or billing through the MCO.  Please note: Level I, and Level II TFC, Family Living (AFL) and Independent Living providers do NOT need to submit for each private home where these services are provided.  Instead, those services should be included at the provider site where those services are managed
	[bookmark: _e0f0e36d_7917_4a5f_9321_3bd44a5e2624][bookmark: _d7b3b11d_1b68_495e_b46f_7e7a1d18eb91][bookmark: _e9c05900_545c_4d7c_bd9d_11938d98a2a1]

 FORMTEXT      

	

 FORMTEXT      

	

 FORMTEXT   

	

 FORMTEXT      


	


     
	


     
	


  
	


     

	Street
	City
	State
	Zip + 4	



Facility/Site License:
	[bookmark: _796e02c1_6a68_4d0d_9961_6b739aa46f8f][bookmark: _a5d09be3_70a3_4c4f_a693_586330bf0845]
	
	

	DHSR:	|_| Yes  		|_| No  	
	License #:       
	State:   

	DSS:	|_| Yes  		|_| No  	
	License #:      
	State:   

	Other:	|_| Yes  		|_| No  
	License #:                                                  State:   




	[bookmark: _2f696821_101a_4bae_a4a4_fe1e755d9853][bookmark: _f0934c6e_4778_4d48_8350_fc8b130551b4]
	
	
	

	[bookmark: _Hlk139449734]ENHANCED AND ALTERNATIVE SERVICES PROVIDED AT THIS SITE: 
(Most of these services require National Accreditation) 
	NPI
	Taxonomy

	|_| 
	Ambulatory Detoxification- License Required
	     
	     

	|_| 
	Assertive Community Treatment Team (ACTT)
	     
	     

	|_| 
	Community Support Team (CST)
	     
	     

	|_| 
	Day Treatment Child/Adolescent – License Required
	     
	     

	|_| 
	Diagnostic Assessment (Enhanced T1023)
	     
	     

	|_| 
	Intensive In-Home
	     
	     

	|_| 
	Medically Supervised or ADATC Detoxification/Crisis Stabilization – License Required
	
     
	
     

	|_| 
	Mobile Crisis Management
	     
	     

	|_| 
	Multi Systemic Therapy (MST) (must be approved provider https://www.mstservices.com/our-community)
	     
	     

	|_|
	Behavioral Health Urgent Care (BHUC)
	     
	     

	|_| 
	Targeted Case Management
	     
	     

	|_| 
	Peer Support
	     
	     

	|_| 
	Facility Based Crisis – License Required
	     
	     

	|_| 
	Long Term Community Supports (lvl 1-5, requirements vary)
	     
	     

	|_| 
	Non-Hospital Medical Detox- License Required
	     
	     

	|_| 
	Outpatient Opioid Treatment- License Required
	     
	     

	|_| 
	Partial Hospitalization- License Required
	     
	     

	|_| 
	Psychosocial Rehabilitation (PSR) – License Required
	     
	     

	|_| 
	SA Comprehensive Outpatient Treatment Program (SACOT) – License Required
	     
	     

	|_| 
	SA Intensive Outpatient Program (SAIOP)- License Required 
	     
	     

	|_| 
	SA Medically Monitored Residential Treatment – License Required
	     
	     

	|_| 
	SA Non-Medical Community Residential Treatment- License Required
	     
	     

	|_| 
	Family Centered Treatment (FCT) (must be approved provider www.familycenteredtreatment.com/current-providers)
	     
	     

	|_| 
	Residential Treatment Level I/Family Type
	     
	     

	|_| 
	Residential Treatment Level II/Family Type (TFC)
	     
	     

	|_| 
	Intensive Alternative Family Treatment (IAFT) (must be approved provider http://ncrapidresource.org/NetworkMembers.aspx)
	     
	     

	|_| 
	Residential Treatment Level II/Group – License Required
	     
	     

	|_| 
	Residential Treatment Level III – License Required
	     
	     

	|_| 
	Residential Treatment Level IV –Licensed Required
	     
	     

	|_| 
	Psychiatric Residential Treatment Facility (PRTF) – License Required
	     
	     

	|_| 
	Diversion and Assessment Program (DAP) – PRTF License Required
	     
	     

	|_| 
	Intermediate Care Facility (ICF/IID) – License Required
	     
	     

	
1915(i) SERVICES:

	NPI
	Taxonomy

	|_| 
	Supported Employment for I/DD and TBI
	     
	     

	|_|
	Individual Placement and Supports (fidelity review required)
	     
	     

	|_| 
	Community Living and Supports
	     
	     

	|_| 
	Individual and Transitional Supports
	     
	     

	|_| 
	Respite- License required for private home respite w/two or more individuals living in the home and facility respite
	     
	     

	|_| 
	Community Transition
	     
	     

	
INNOVATIONS SERVICES PROVIDED AT THIS SITE: (These services require National Accreditation)

	
NPI
	
Taxonomy

	|_|
	Community Navigator* 
	     
	     

	|_|
	Community Living & Supports
	     
	     

	|_| 
	Community Networking
	     
	     

	|_| 
	Community Transition Supports*(must also provide community navigator)
	     
	     

	|_| 
	Crisis Services
	     
	     

	|_| 
	Day Supports License Required
	     
	     

	|_| 
	Natural Supports Education
	     
	     

	|_| 
	Residential Supports- License may be required
	     
	     

	|_| 
	Respite Services – License required for private home respite w/two or more individuals living in the home and facility respite
	     
	     

	|_| 
	Specialized Consultative Services
	     
	     

	|_| 
	Supported Employment Services
	     
	     

	|_| 
	Supported Living
	     
	     

	|_|
	Other:  Specify:      
	     
	     




	[bookmark: _4eb9899a_4312_4a65_8f70_b8dfdd118840][bookmark: _dbffd61c_155b_4115_ae01_c72fb4272ac7]

	
	

	Outpatient Services 

	|_|Check here if you provide Telepsychiatry Services at this site.

	a. Adult Outpatient Services
 Taxonomy associated with Adult Outpatient Services           
	|_|Check here if you do NOT provide Adult Outpatient Services at this location

	|_|  Adult MH Outpatient
	|_|  Adult SA Outpatient
	|_|  Adult IID Outpatient

	|_|  Adult MH Medication Management
	|_|  Adult SA Medication Management
	|_|  Adult IID Medication Management

	|_|  Adult MH Psychological Testing
	|_|  Adult IID Psychological Testing

	|_|  Adult ABA Services




	[bookmark: _d0097e33_0181_45e4_aa6a_98d2045ce361][bookmark: _50fc763e_9c78_4f27_9337_df54d2737a48]
	
	

	b.  Child Outpatient Services

Taxonomy associated with Child Outpatient Services           


	|_|Check here if you do NOT provide Child Outpatient Services at this location

	|_|  Child MH Outpatient
	|_|  Child SA Outpatient
	|_|  Child IID Outpatient

	|_|  Child MH Medication Management
	|_|  Child SA Medication Management
	|_|  Child IID Medication Management

	|_|  Child MH Psychological Testing
	|_|  Child IID Psychological Testing

	|_|  Child ABA Services
	|_|  Child RB-BHT services




	List any other services not listed above.
Other:       








	[bookmark: _Hlk12448018]Section B: Signature and Attestation

	
By signing below, I hereby certify that all of the information and attachments provided herein are true and accurate to the best of my knowledge.  I further understand that any false or misleading information may be cause for denial or termination of any and all agreements with Partners.  I understand that the purpose of this request is to obtain Consideration by Partners for enrollment and credentialing.  Submission of this request does not guarantee the issuance of a credentialing application nor does the receipt of an application or approval of credentialing guarantee the issuance of a contract.

I further signify my willingness for Partners to verify all information presented in this request and to provide additional information, if needed, to verify accuracy of the information contained therein.  I agree to provide any additional information upon request to verify information and address issues of concern prior to the approval of this request.  I also consent for Partners to interview any individuals that may have information related to this request or the qualification(s) related to the applicant/organization.

Finally, I attest that I am not aware of any conflict of interest existing between Partners and the Applicant.
 
__________________________________________                           ___________________________________________
 Print Name                                                                                                  Print Title


___________________________________________                         ______________________
Signature of Legally Authorized Representative                                    Date





Please submit this completed, signed Request for Consideration Form to Partners:
Partners Provider Network
1985 Tate Blvd. SE, Suite 529 
Hickory, NC 28602
credentialingteam@partnersbhm.org
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