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Provider Network Enrollment Application

Instructions

Providers and/or Independent/Direct Enrolled Practitioners applying for enrollment in the Provider Network or making an addition/change to their contract must complete this application. 

If any item(s) does not pertain to the applicant’s business/agency, “N/A” should be written in the blank.
The completed application, with requested attachments (must be scanned and attached to this application if submitting via email), should be forwarded to:

Southeastern Regional Mental Health, Developmental Disabilities

and Substance Abuse Services

Provider Relations Division

Gary Allen, Contract Manager

450 Country Club Road

Lumberton, NC 28360

OR

Faxed to 910-739-0200, Attention: Gary Allen

OR

Email to gallen@srmhc.org
For additional information or technical assistance, please call (910) 272-1233 or

email Gary Allen, Contract Manager, gallen@srmhc.org 

Provider Network Enrollment Application

(Instructions: tab to each box and complete requested information, then tab to next box.)

Name of Organization:      
Name of Chief Administrator:      
Name of Chief Executive Officer (CEO):
     
Mailing Address (ex: Post office box):      
City:      
State:      
Zip:      
Street Address #2:      
City:      
State:      
Zip:      
Telephone #’s - Office:      

Emergency:      
Fax:      
Email Address:      
Under What Number Do You Bill? (Please check one)
 FORMCHECKBOX 
 Tax ID: #      

 FORMCHECKBOX 
 NPI #      
 FORMCHECKBOX 
 SSN: #      



  FORMCHECKBOX 
 Medicare #:      
 FORMCHECKBOX 
 Medicaid #:      

 FORMCHECKBOX 
 Other Insurer #:      
Preferred Patient Access Phone #:      
Preferred Administrative Issues Phone #:      
Preferred Billing/Collections Phone #:      
If applicable, attach one copy of the following:


 FORMCHECKBOX 
 Articles of Incorporation
 FORMCHECKBOX 
 Partnership Agreement
 FORMCHECKBOX 
 Not Applicable

Is your agency accredited/certified?

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

If yes, by whom:      
If a partnership, who are the partners and what is each partner’s share of profits and losses of the partnership?

Name:      


Share %:      
Name:      


Share %:      
Name:      


Share %:      
Name:      


Share %:      
Name:      


Share %:      
Is your agency for-profit or non-profit?
 FORMCHECKBOX 
 For-Profit

 FORMCHECKBOX 
 Non-Profit

Is your facility/office handicapped accessible?
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

What is your capacity to serve Medicaid consumers?
     
How many consumers can you see per year?

     
Insurance Information

Indicate all insurance companies and/or managed care plans (HMO, PPO, etc.) you currently participate with or have provider agreements with:


 FORMCHECKBOX 
 N/A
 FORMCHECKBOX 
 BC/BS
 FORMCHECKBOX 
 Medicare
 FORMCHECKBOX 
 Medicaid




 FORMCHECKBOX 
 Other, specify all:      
Employer Groups – Please specify:      
Other – Please specify:      
Indicate name and address of your carrier:      
Current Malpractice Liability Insurance Data – Attach a copy Certificate of Insurance with coverage limits and expiration.

Policy Number:      
Expiration Date:      
Amount of Coverage:      
Professional Credentials

Highest Clinical Degree earned:      
Date:      
College/University:      
Program:      
Certification/License Information

Type(s):      
State:      
Year Obtained:      

License #:      
Expiration Date:      
(Please attach a copy of your current license)

DMA Provider:      
Effective Date:      

Expiration Date:      
Professional Liability Information

Current Carrier:      
Policy #:      
Address:      
City/State/Zip:      
Current Coverage Limits:
$      (occurrence)





$      (aggregate)

Date coverage began:      
Expiration Date:      
Disciplinary Actions

For the following questions, if the response is yes to any of these questions, please explain in an attachment:
1. Has any professional liability claim or suit ever been made against you in the past year?  Are you aware of any circumstances that may result in such a claim or suit?
 FORMCHECKBOX 
 Yes
        FORMCHECKBOX 
 No

2. Has any licensing board or professional ethics body ever required you to surrender your license or found you guilty of violations of ethics codes, professional misconduct, unprofessional conduct, incompetence or negligence in any state or country?  Are you aware of any circumstances that may result in such an action?
 FORMCHECKBOX 
 Yes
        FORMCHECKBOX 
 No

3. Have any adverse actions been filed against you by Medicaid or Medicare?  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

4. Have you ever been sanctioned by a professional organization for ethical violations?

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

5. Have you ever been convicted of a crime including, but not limited to crimes involving children, fraud, or narcotics? (Misdemeanors do not need to be reported)
 FORMCHECKBOX 
 Yes
    FORMCHECKBOX 
 No

If yes, please describe:      
License to operate (if required):
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

License #:      
Expiration Date:      
Emergency Coverage

Indicate what arrangements you can make to cover your facility/practice during each of the following situations:

	Situation
	24-Hr Pager
	If Office: Answering Machine With Emergency #
	Manager/Colleague Who Covers Practice
	24-Hr Answering
	Other

	Evenings
	     
	     
	     
	     
	     

	Weekends
	     
	     
	     
	     
	     

	Holidays
	     
	     
	     
	     
	     

	Vacations
	     
	     
	     
	     
	     


Physician Coverage:
Indicate what arrangements you gave or are planning to make to cover your facility/practice for consumers who need psychiatric evaluations or psychiatric medication.

     
List primary care physicians (Pediatricians or family physicians) who will see your Medicaid consumers and are willing to provide psychiatric medications for particular problems:

     
===========================

Do you have a relative/spouse who works for the LME?
 FORMCHECKBOX 
 Yes
       FORMCHECKBOX 
 No   If yes, please provider name:      
===========================

References:
Name three (3) individuals who have personal knowledge of your organizations current clinical abilities, ethical character, and ability to work cooperatively with others and who will provide specific written comments on these matters upon request (professional references only).

1. Name:      
Title:      
Phone #:      



Organization:      
Address:      
2. Name:      
Title:      
Phone #:      



Organization:      
Address:      
3. Name:      
Title:      
Phone #:      



Organization:      
Address:      
Service Provision Information
Please specify any specialized service available (i.e., services for the deaf/hearing impaired, bilingual, etc.):      
Does your business currently belong to another provider network?  If yes, list network(s).

1.      
2.      
3.      
Indicate which of the following Approaches you use in your work:
	 FORMCHECKBOX 

	Cognitive Behavior Therapy
	 FORMCHECKBOX 

	Brief Therapy
	 FORMCHECKBOX 

	Ecological

	 FORMCHECKBOX 

	Behavior Therapy
	 FORMCHECKBOX 

	Psychodynamic
	 FORMCHECKBOX 

	EMDR

	 FORMCHECKBOX 

	Reality Therapy
	 FORMCHECKBOX 

	Strategic Therapy
	 FORMCHECKBOX 

	Family Systems

	 FORMCHECKBOX 

	Eclectic
	 FORMCHECKBOX 

	Psychological Testing
	 FORMCHECKBOX 

	DBT

	 FORMCHECKBOX 

	Play Therapy
	 FORMCHECKBOX 

	Forensic Service
	 FORMCHECKBOX 

	Stress Management

	 FORMCHECKBOX 

	Biofeedback
	 FORMCHECKBOX 

	Social Skills Training
	 FORMCHECKBOX 

	Parent Training


Other:      
Service Continuum
(Please check all the services you are seeking approval to provide)

Population Group:


 FORMCHECKBOX 
 Adults with Mental Illness


 FORMCHECKBOX 
 Adults with Developmental Disabilities


 FORMCHECKBOX 
 Children with Severe Emotional Disturbance


 FORMCHECKBOX 
 Children with Mental Illness


 FORMCHECKBOX 
 Elderly and Disabled


 FORMCHECKBOX 
 Substance Abuse

Approved Services:


 FORMCHECKBOX 
 Assessment/Evaluation


 FORMCHECKBOX 
 Adult DD Residential


 FORMCHECKBOX 
 Case Management



 FORMCHECKBOX 
 Developmental Day (DD)


 FORMCHECKBOX 
 Psychiatric Evaluations


 FORMCHECKBOX 
 Personal Assistance (DD)


 FORMCHECKBOX 
 Psychiatric Services


 FORMCHECKBOX 
 Social Inclusion (DD)


 FORMCHECKBOX 
 Medication Administration

 FORMCHECKBOX 
 Adult Day Activity (DD)


 FORMCHECKBOX 
 Psychological Evaluation


 FORMCHECKBOX 
 Child DD Residential


 FORMCHECKBOX 
 Forensic Evaluation


 FORMCHECKBOX 
 Early Childhood Intervention


 FORMCHECKBOX 
 Family Therapy



 FORMCHECKBOX 
 Respite Care


 FORMCHECKBOX 
 Group Child MH Treatment

 FORMCHECKBOX 
 Medical Non-Hospital Detox


 FORMCHECKBOX 
 Individual Child MH Treatment

 FORMCHECKBOX 
 Inpatient Detoxification


 FORMCHECKBOX 
 Vocational Training (DD/MH/SA)
 FORMCHECKBOX 
 Family Based/In-Home Therapy


 FORMCHECKBOX 
 Individual Adult MH Treatment

 FORMCHECKBOX 
 Therapeutic Foster Care


 FORMCHECKBOX 
 Group Adult MH Treatment

 FORMCHECKBOX 
 Adolescent Day Treatment


 FORMCHECKBOX 
 Inpatient MH Treatment


 FORMCHECKBOX 
 Child Day Treatment


 FORMCHECKBOX 
 Adult ACTT



 FORMCHECKBOX 
 Child MH Residential Treatment


 FORMCHECKBOX 
 Psychosocial Rehabilitation

 FORMCHECKBOX 
 Child Sex Offender Treatment


 FORMCHECKBOX 
 Adult Mental Health Residential

 FORMCHECKBOX 
 Adult Day Vocational Program


 FORMCHECKBOX 
 Adult Sex Offender Treatment

 FORMCHECKBOX 
 Alternative Family Living


 FORMCHECKBOX 
 Supported Employment (DD or MH)
 FORMCHECKBOX 
 Medical Non-Hospital Detoxification


 FORMCHECKBOX 
 Opioid Treatment



 FORMCHECKBOX 
 Group Living/Halfway House


 FORMCHECKBOX 
 Supervised Living (DD or MH)

 FORMCHECKBOX 
 Guardianship


 FORMCHECKBOX 
 Child ACTT



 FORMCHECKBOX 
 Social Setting Detoxification


 FORMCHECKBOX 
 SA Inpatient Rehabilitation

 FORMCHECKBOX 
 Adult SA Intensive Outpatient Treatment


 FORMCHECKBOX 
 SA Day Treatment



 FORMCHECKBOX 
 Individual Adult SA Treatment


 FORMCHECKBOX 
 Individual Child SA Treatment

 FORMCHECKBOX 
 Child SA Intensive Outpatient Treatment


 FORMCHECKBOX 
 Child SA Residential Treatment

 FORMCHECKBOX 
 Group Child SA Treatment


 FORMCHECKBOX 
 Group Adult SA Treatment

Comments:      
I certify that I am authorized to sign this application and the information I have provided is accurate.  I understand that any misstatement in this application may constitute grounds for denial of the application and revocation of authorizing/certification to provide services for Southeastern Regional Mental Health, Developmental Disabilities and Substance Abuse Services.

     







Name of Provider Organization




     
(print) Name of Authorized Representative

     
Date

     
Typed Signature of Authorized Representative

   (accepted as written signature on this application only when emailed)
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ORGANIZATION INFORMATION:

Organization/Facility Name:      
Mailing Address (with City/State/Zip):      
Physical Address (with City/State/Zip):      
Special Accommodations:
 FORMCHECKBOX 
 Hearing Impaired
 FORMCHECKBOX 
 Sign Language

 FORMCHECKBOX 
 Services for Blind

      FORMCHECKBOX 
 Speech Impaired
 FORMCHECKBOX 
 Wheelchair Accessible
 FORMCHECKBOX 
 Physician Services
 FORMCHECKBOX 
 Bi-lingual:      
ENROLLMENT INFORMATION:
Is your facility directly enrolled with Medicaid?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If yes, what is your Medicaid Provider Number?      
IPRS Attending Provider Number?      
PERFORMING PROVIDER INFORMATION:
Name:      



*Date of Birth:      
*SS#:      

*Age:      

*Race:      

*Gender:      
AGE GROUP SPECIALTY:
 FORMCHECKBOX 
 Children
 FORMCHECKBOX 
 Adults

TREATMENT SPECIALTIES: (Check All That Apply)

 FORMCHECKBOX 
 Addictions



 FORMCHECKBOX 
 Dementia


 FORMCHECKBOX 
 Parenting Issues

 FORMCHECKBOX 
 Alzheimer’s Disease


 FORMCHECKBOX 
 Depression


 FORMCHECKBOX 
 Personality Disorder

 FORMCHECKBOX 
 Anti-Social Personality Disorder

 FORMCHECKBOX 
 Dissociative Disorder

 FORMCHECKBOX 
 Phobias

 FORMCHECKBOX 
 Anxiety Disorder


 FORMCHECKBOX 
 Domestic Violence Offender
 FORMCHECKBOX 
 Post Traumatic Stress Disorder

 FORMCHECKBOX 
 Attention Deficit Disorder


 FORMCHECKBOX 
 Domestic Violence Victim
 FORMCHECKBOX 
 Psychological Testing

 FORMCHECKBOX 
 Behavioral Disorder


 FORMCHECKBOX 
 Eating Disorder


 FORMCHECKBOX 
 Psychomatic Disorders

 FORMCHECKBOX 
 Bereavement



 FORMCHECKBOX 
 Fibromyalgia


 FORMCHECKBOX 
 Severe & Persistent Mental Illness

 FORMCHECKBOX 
 Borderline Personality


 FORMCHECKBOX 
 HIV Issues


 FORMCHECKBOX 
 Sexual Assault Offender

 FORMCHECKBOX 
 Brain Injury



 FORMCHECKBOX 
 Mental Retardation

 FORMCHECKBOX 
 Sexual Assault Victim

 FORMCHECKBOX 
Childhood Sexual Abuse Victim

 FORMCHECKBOX 
 Obsessive Compulsive Disorder
 FORMCHECKBOX 
 Other:      
LICENSE TYPE: (Check All That Apply)
 FORMCHECKBOX 
 Associate Professional




 FORMCHECKBOX 
 Licensed Psychological Associates

 FORMCHECKBOX 
 Certified Clinical Addiction Specialist


 FORMCHECKBOX 
 Licensed Psychologist – Doctorate Level

 FORMCHECKBOX 
 Certified Clinical Supervisor



 FORMCHECKBOX 
 Medical Doctor

 FORMCHECKBOX 
 Licensed Clinical Social Worker



 FORMCHECKBOX 
 Para-Professional

 FORMCHECKBOX 
 Licensed Clinical Social Worker – Provisional

 FORMCHECKBOX 
 Physicians Assistant

 FORMCHECKBOX 
 Licensed Marriage and Family Therapist


 FORMCHECKBOX 
 Qualified Professional

 FORMCHECKBOX 
 Licensed Professional Counselor



 FORMCHECKBOX 
 Non-Licensed

 FORMCHECKBOX 
 Nurse Practitioner Certified in Psychiatric Nursing

 FORMCHECKBOX 
 Advanced Practice Psychiatric Clinical Nurse Specialist

 FORMCHECKBOX 
 Other (please specify):      
License State:      
License Number:       (if applicable)

UPIN Number:      
DEA License Number:       (if applicable)

I hereby consent to release the above information to Southeastern Regional Mental Health, Developmental Disabilities and Substance Abuse Services for purposes of billing and consumer choice.

     



Date:      
Performing Provider Signature

*Optional Information.  The performing provider may elect to disclose this information.  The information will be used for consumer choice/billing purposes only.

Please submit/attach copies of all licenses.
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APPLICATION TO MAKE ADDITIONS/CHANGES TO CONTRACT

Name of Provider:      
Street Address:      
Mailing Address (if different from above):      
City, State, Zip:      
Telephone # (w/area code):      
Fax # (w/area code):      
Emergency #:      

Email Address:      
Federal Tax ID#:      
What services are you requesting to Add/Change? (Please check the appropriate boxes)

 FORMCHECKBOX 
 HRI, Residential, LII (Therapeutic Home)
 FORMCHECKBOX 
 HRI, Residential Level III

 FORMCHECKBOX 
 HRI, Residential Level IV



 FORMCHECKBOX 
 Supervised Living

 FORMCHECKBOX 
 Substance Abuse, Residential


 FORMCHECKBOX 
Other (please specify)      
Do you have a license to provide the services indicated above?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

If yes, what is your license #?      
  Dates on License:      
Has your agency been accredited?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  If yes, by whom?      
I certify that the information on this form is true and correct.  I will notify Southeastern Regional MH/DD/SAS of any additions/changes to this information.

     


     
Name (please print)
Title

     (electronic)
     
Signature

Date

________________________________________
_______________

Signature (if written)




Date


        PROVIDER PHYSICAL LOCATION FORM

 FORMCHECKBOX 
 NEW

 FORMCHECKBOX 
 Change in Corporate Location
 FORMCHECKBOX 
 Adding Additional Service Site
 FORMCHECKBOX 
 Removing Service Site

 FORMCHECKBOX 
 New Address of Service Site Due to Move

Organization/Facility Corporate Name:           
OR
 Last Name:         First Name:        MI:      
 FORMCHECKBOX 
 For Profit

 FORMCHECKBOX 
 Not for Profit

Mailing (Corporate) Address of Organization or Individual* (Where you want to receive all correspondence from LME!)
Mailing Address:      
Street Address for the above mailing address, if different than below:      

Mailing City:      
State:      
Zip:      
Telephone # (w/area code):      
  FAX # (w/area code):      

Physical Address of Facility/Service Site (being changed/added/removed – please circle one):

 (Use separate sheets for each location, if necessary)
Facility Name:      
Physical Address:      
Physical City:        State:        Zip:      
Physical County:      
Telephone # (w/area code):      
 FAX # (w/area code):      
Contact Information:
Name:      
Email address:      
Director’s Name:       
Telephone# (w/area code):      
Social Security #:      
Federal Tax ID#:      
Is the provider licensed by the Division of Facility Services (DFS)?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If yes, license number:      
Effective Date:      

End Date:       

Name of Person Completing Form:      
Southeastern Regional Mental Health, Developmental Disabilities and Substance Abuse Services





Southeastern Regional Mental Health, Developmental Disabilities


And Substance Abuse Services


Performing Provider Profile





Southeastern Regional Mental Health, Developmental Disabilities And 


Substance Abuse Services


450 Country Club Road, Lumberton, NC 28360


910-738-5261		fax: 910-739-0200





Southeastern Regional Mental Health, Developmental Disabilities and Substance Abuse Services


450 Country Club Road, Lumberton, NC  28360


910-738-5261		FAX: (Provider Relations) 910-739-0200
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