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

	Resident Manager applications must be submitted and approved prior to the Resident Manager being left in charge of the home.
Application fees are required under Oregon Revised Statutes .
Please complete this application in full - incomplete applications are void 60 days after receipt by the Division.
Attestation of compliance: Include name, date, and signature.

	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

	· Sign up for GovDelivery to receive alerts related to rules, tools, reports and announcements. 




	PROCESS FOR APPLICATION REVIEW

	Each applicant is required to submit an application and $10 fee made payable to The Oregon Health Authority.  

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

	Upon receiving a complete application, BHD will conduct a desk review of all submitted materials and respond with questions, requests for additional information or a request for a complete resubmission if incomplete.  

	The application is not complete until all required forms, information, and application fees are received by BHD.

	If BHD does not receive a complete application and fee prior to the individual being left in charge of the home, the AFH will be considered out of compliance and may be subject to civil penalties.

	Upon approval, a new license will be issued to the facility for the current period reflecting the approved resident manager name.





	
SECTION II: RESIDENT MANAGER APPLICANT INFORMATION

	A. Name of AFH:      

	Complete physical address of facility:      

	Complete mailing address:      

	Facility phone number:      
	Facility email address:      

	County:       
	Facility website (optional):      

	B. Name of resident manager applicant:      
	Date of birth:      

	RM applicant’s cell phone:      
	RM applicant’s email address:      

	C. Have you ever been licensed or certified as a licensee, administrator, resident manager, or other caregiver? |_| Yes     |_| No

	If yes, in what state, county, and agency (list all):      

	D. Have you (resident manager applicant) ever had a license or certificate denied, suspended, or revoked, or had conditions placed on your license, certificate or registration?  |_| Yes     |_| No

	If yes, please explain:      

	E. Have you ever had a substantiated allegation of abuse or neglect in any program in any state?  |_| Yes     |_| No

	F. Please list secondary and post-secondary education:

	School
	City
	Degree or number of years
	Year attended

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	G. Do you possess any of the following special qualifications?

	|_|  Registered nurse 
	License #:      

	|_|  Licensed practical nurse  
	License #:      

	|_|  Certified nursing aide 
	Certificate #:      

	|_|  Certified medication aide 
	Certificate #:      

	|_|  Read, write, or speak languages other than English?  
Specify language and ability:      

	|_|  American sign language


	H. Please list previous paid, volunteer, or family experience or training working with individuals with mental illness:      

	Employer
	Location
	Dates employed

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	I. Describe the reason for wanting to provide care and services to individuals with mental illness:      

	J. Are you currently employed outside the home?  |_| Yes     |_| No

	If yes, please list where, duties, days, and hours worked per week:      

	K. Please provide three references that are not related to you, and do not own or work for the AFH for which you are applying:

	Name
	Address
	Phone

	     
	     
	     

	     
	     
	     

	     
	     
	     




	SECTION III: REQUIRED ATTACHMENTS

	Attach copies of the following documents with your completed application: 
· Proof of experience providing direct care and services to adults with mental illness
· Current signed physician’s report form
· Current approved background check
· Proof of required training and any special credentials identified in the application
· Proof of completing the Mental Health adult foster home orientation 
· AFH training certificate and evidence of successful completion of required trainings

	




	SECTION IV: ATTESTATION OF COMPLIANCE

	I declare, under penalties of perjury, the information in this application and all supporting materials are true, correct, and complete to the best of my knowledge.  I understand that failure to provide accurate information may result in the denial of my application and my application is not complete until all required items have been submitted.  I understand an incomplete application will become void 60 days from the date the application and fee are received by the Division.


	
	
	     

	Resident Manager Applicant’s Signature
	


	Date

	     
	

	Resident Manager Applicant’s Printed Name
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