	Mental Health Adult Foster Home
Application for Initial License
	[image: ]

	
	


[bookmark: Text1]Name of AFH:      						
	SECTION I: INSTRUCTIONS

	Applications must be submitted at least 60 days prior to the proposed opening date.
Application fees are required by Oregon Revised Statutes (ORS) 443.735(1)(c).
Please complete this application in full – all fields are required unless otherwise specified.  Incomplete applications are void 60 days after receipt by the Division.
Attestation of compliance: Enter the program name at the top, then sign and date the last page.

	Complete applications shall be submitted to the Behavioral Health Division. 
Applications and supporting documentation may be submitted along with the application fee online at:
https://or.accessgov.com/dhshoha

Optionally, applications and supporting documentation may be submitted to: 
BHD.MH.Applications@oha.oregon.gov 
And the application fee may be submitted to:
Attn: BHD - Licensing & Certification
Oregon Health Authority
500 Summer Street NE, E86
Salem, OR 97301

	Please be advised that state approval does not guarantee eligibility to participate as an OHP provider. To become an OHP (Medicaid) provider, please contact Medicaid Provider Enrollment Unit by phone 800-336-6016, email: provider.enrollment@oha.oregon.gov, or by visiting the provider enrollment webpage: https://www.oregon.gov/oha/HSD/OHP/Pages/Provider-Enroll.aspx 
Each individual adult foster home must have a separate enrollment and separate Medicaid ID number in order to bill for reimbursement.

	· Sign up for GovDelivery to receive alerts related to rules, tools, reports and announcements.
· Find approved training for AFH providers at https://www.oregon.gov/odhs/licensing/adult-foster-homes/Pages/training-approved.aspx. 


	PROCESS FOR APPLICATION REVIEW

	Each applicant requesting licensure is required to submit an initial application and fee made payable to The Oregon Health Authority. This fee is waived for state-operated facilities. Please identify the subsequent fee related to the application for $20 per bed, maximum 5 beds: 
|_| $20 – 1 bed
|_| $40 – 2 beds
|_| $60 – 3 beds
|_| $80 – 4 beds
|_| $100 – 5 beds

	When additional information is required to approve the application, the applicant must provide the requested information to BHD within 14 days of receipt of the request for additional information. 

	Initial applications are due at least 90 days prior to the proposed opening date of the AFH. It is the responsibility of the applicant to submit the complete application. 

	Prior to initial licensure, BHD will conduct an onsite review to determine the level of compliance with the applicable Oregon Administrative Rules.

	BHD will send a final report within 30 days after the completion of the onsite review. The applicant is required to submit a written Plan of Correction (POC) to BHD within 30 days of receiving the final report. The POC must demonstrate how the applicant has resolved all areas of noncompliance with administrative standards.

	Upon approval of completed POC and verification corrections are complete, a new license will be issued to the licensee for a period of not more than one year.





	
SECTION II: APPLICANT INFORMATION

	A. Name of applicant (individual or business entity) as registered with the Oregon Secretary of State Corporation Division (as defined in ORS 648.005(4)):      

	B. Name of AFH (Assumed Business Name) registered with the Oregon Secretary of State Corporate Division as defined in ORS 648.005(1) (not required if using your real and true name as defined in ORS 648.005(6)):      

	C. Name of Registered Agent:      
Complete mailing address of Registered Agent (cannot be PO Box and must be within the State of Oregon):      

	D. Business Registry Number:      

	E. Complete physical address of AFH:      

	Complete mailing address of AFH:      

	AFH phone number:      
	AFH email address:      

	County:      
	AFH website:      

	F. Licensed bed capacity:       
	G. Sprinkler System Installed?
 |_| Yes     |_| No

	H. Certificate of Occupancy Date (new or model construction):      
	I. Certification of Use Date (no construction):      

	J. Setting has municipal water source? |_| Yes     |_| No  
If no, provide date of verification of safe water supply:      

	K. Employer Identification Number (EIN) or Social Security Number (SSN):      

	L. National Provider Identification (NPI) Number:      

	M. Do you live in the home?  |_| Yes     |_| No

	If no, provide primary address:      

	N. Name of Resident Manager:      
	Start Date:      

	Resident Manager Email:      
	Not applicable |_|

	O. Describe family members needing care, and individuals receiving respite care, day care or room and board services:      

	P. List all persons who live in your adult foster home including children, spouses, live-in caregiver, room and board tenants. (Attach additional pages if necessary.)

	AFH occupant names
	Relationship to applicant
	Date of birth

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	Q. List all substitute caregivers

	Caregiver name
	Address
	Phone number

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	R. Name of authorized person completing application:      

	Title:      
	Email:      
	Phone:      



	
SECTION III: OWNERSHIP INFORMATION

	A. Type of Business: 
|_| Corporation
|_| Government  
|_| Limited Liability Corporation  
|_| Limited Partnership
	|_| Non-Profit
|_| Partnership
|_| Tribal
|_| Sole Proprietor
|_| Other:      

	B. List the name and contact information for ALL Owners (direct and indirect) and Directors. Disclosure is required pursuant to 42 CFR 455.104 and 42 CFR 455.106.  (If additional space is needed, please attach on a separate sheet.)  All applicants must complete this section.

	Name
	Position/Title
	Phone
	Email

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	C. List the name, address and EINs or SSNs for ALL individuals or entities having direct or indirect ownership or controlling interest in the adult foster home.  Attach additional pages as necessary to list all officers and owners with 5% or more ownership of the facility. Disclosure of Social Security numbers is required pursuant to 42 USC 405(c)(2)(C)(i) for the purpose of establishing identification, 42 CFR 455.104 for the purpose of exclusion verification, and 26 CFR 301.6109-1 for the purpose of reporting tax information. All applicants must complete this section.

	Name
	Address
	EIN or SSN
	Ownership %
	Entity Type
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	D. For all corporations (including for profit, non-profit, limited liability), list the name, address, SSN, and date of birth for ALL board members.  If there is no board, proceed to Section E. Disclosure of Social Security numbers is required pursuant to 42 USC 405(c)(2)(C)(i) for the purpose of establishing identification, 42 CFR 455.104 for the purpose of exclusion verification, and 26 CFR 301.6109-1 for the purpose of reporting tax information. All applicants who are registered as a corporation, company, incorporated or limited liability company must complete this section.

	Name
	Address
	EIN or SSN
	DOB

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	E. Has any owner held any ownership interest in a facility, home, agency or program providing services to individuals for which the license, certification, or registration was denied, suspended, revoked, or terminated in the last five years?  |_| Yes     |_| No 
If yes, identify owner(s) and agency/agencies:      

	F. Has any owner held any ownership interest in a facility, home, agency or program providing services to individuals in which the license, certification, or registration was voluntarily surrendered while under investigation or administrative sanction? |_| Yes     |_| No
If yes, identify owner(s) and license/certification/registration name/number:      

	G. Has any owner held any ownership interest in a current or former facility, home, agency or program providing services to individuals in this or any other state? |_| Yes     |_| No
If yes, identify owner(s) and agency/agencies:      

	H. Has any owner ever had a substantiated finding of abuse or neglect?  |_| Yes     |_| No
If yes, identify the owner(s), when the incident occurred and the name of the investigating agency:      

	I. Has the applicant/business entity filed for bankruptcy within the last two years?  
|_| Yes     |_| No

	




	SECTION IV: REQUIRED ATTACHMENTS

	Attach copies of the following documents with your completed application:
· CMHP acknowledgement letter
· Verification of Oregon Secretary of State Business Registration
· IRS Form SS-4 verification of employer identification number
· Proof of completing the Mental Health adult foster home orientation
· Certificate of AFH training and evidence of successful completion of required trainings
· Proof of experience providing direct care and services to adults with mental illness
· Signed physician’s statement
· Operational plan
· Policy and Procedures for:
· Facility closure
· Staff training
· Succession planning
· Service planning
· Medication administration
· Food preparation
· Discharges and transfers
· Refunds
· Use of cannabis and illegal drugs
· Smoking
· Completed financial information form and credit report demonstrating sufficient financial resources to operate an AFH for at least two months
· Documentation of cash reserves
· Notices of any liens, pending debts, collections or bankruptcies
· Completed Tax Compliance Certification issued by the Oregon Department of Revenue (not required for County operated programs).  This form can be completed electronically on Oregon Revenue Online (https://revenueonline.dor.oregon.gov/tap/_/#1) Disclosure of Social Security numbers is required pursuant to ORS 305.385 for the purpose of establishing the taxpayer status.
· Succession plan or back-up provider agreement
· Evidence of successful completion of required trainings for all staff
· Approved background checks for all staff and all non-residents age 16 or greater residing in the AFH
· Current licenses and certifications for staff, as applicable
· Copy of license and last two inspection reports if coming from another system
· Proof of property ownership or current lease or rental agreement
· Complete floor plan for existing structure with no or limited alterations 
· Approved Certificate of Occupancy/Certificate of Use for the specific facility type
· Fire Safety Self-inspection form 
· Current certificate of safe water supply, if applicable
· Current vaccination records for all pets, if applicable
· Home and community-based services self-assessment form
· Current residency agreement with house rules
· Emergency Preparedness Plan 
· Safety Plans
· Sample resident record forms 
· Variance request(s) including renewal and new requests, as applicable



	SECTION V: ATTESTATION OF COMPLIANCE

	[bookmark: Text3]Pursuant to requirements in the Oregon Administrative Rules and as the legal authority of 	 (name of applicant), by my signature below I attest to the following:
· I am an authorized person representing the applicant’s intentions and best interest of all board members, shareholders and/or owners.
· The applicant has met and will comply with all Oregon Revised Statutes, Oregon Administrative Rules, guidelines, and standards that govern the services for which application is made.
· All required documentation has been included with this application.
· The applicant is compliant with all other licensing or accreditation entities as applicable.
· The applicant will ensure all staff have and maintain the required training and current background checks.  Approved training courses for AFH providers can be found at:  https://www.oregon.gov/odhs/licensing/adult-foster-homes/Pages/training-approved.aspx. 
· The applicant is compliant with federal, state, and local regulations that govern individual privacy and confidentiality, including but not limited to HIPAA and 42 CFR Part 2.
· The applicant will prioritize the assurance of the residents’ health, safety, and well-being.
· The applicant will fulfill all mandatory reporting duties.

	I understand and agree that failure to provide a complete application including all supporting documentation will result in the application being voided.  I understand and agree that failure to provide accurate information may result in denial of the application.  I understand licenses are not transferable to any other person, entity, licensee, or location.  I declare, under penalties of perjury, the information in this application and all supporting materials is true, correct, and complete to the best of my knowledge.  


	
	
	     

	Authorized Signature
	


	Date

	     
	
	     

	Printed Name
	
	Title
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