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	SECTION I: INSTRUCTIONS

	Applications must be submitted at least 60 days prior to the proposed opening date of the program.
Application fees are required under Oregon Revised Statutes (ORS) 443.425(3)(a) and (c).
Please complete this application in full - incomplete applications are void 60 days after receipt by the Division.
Attestation of compliance: Include name, title, 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

	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 

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




	PROCESS FOR APPLICATION REVIEW

	Each applicant requesting registration is required to submit an application and $20 fee made payable to The Oregon Health Authority. 
*NOTE* Multifamily rental housing developments of five or more units that receive government rent assistance from US Department of Housing and Urban Development, US Department of Agriculture, or any government assistance or subsidy identified in rules adopted by the Housing and Community Services Department, are not required to register. ORS 456.250(6)(a).
*NOTE* A facility already licensed or registered under any other law of Oregon or under an Oregon city or county ordinance or regulation, is not required to registered.  ORS 443.485(1). 

	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.  An onsite review of the facility may also be scheduled.  

	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 for renewal prior to the expiration listed on the Letter of Registration, the CBSH will be considered unregistered and may be subject to civil penalties.

	BHD will send a final report within 30 days after the completion of the desk 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 the completed POC and verification corrections are complete, a Letter of Registration will be issued to the facility for a period of not more than one year.





	DEFINITIONS

	· Behavioral Health – Mental, emotional, behavioral or substance use disorders.
· Congregate Housing – Housing in which each adult resident has a private or shared bedroom or living quarters and shares with other adult residents a dining room, recreational room, or other common areas.
· General Public – All persons who have access to areas open to all and have no restrictions. 
· Halfway House – Short or long-term congregate housing for alcoholic or drug dependent persons with onsite services and support.
· Services and Support – May include, but are not limited to, housekeeping, laundry, medication monitoring, transportation, or recreational activities.
· Shelter Housing – Short or long-term congregate housing in which two or more persons with behavioral health disorders reside and onsite services and supports are provided.  Does not include emergency shelters, transitional housing due to disaster, or seasonal housing.
· Short-term Residential - Short or long-term congregate housing in which two or more persons with behavioral health disorders reside and onsite services and supports are provided.
· Supported Living – Permanent private housing with no more than 25% occupancy by persons with behavioral health disorders with onsite services and support.
· Supportive Living – Permanent private housing with no max occupancy by persons with behavioral health disorders with onsite services and support.
· Transitional Housing – Temporary housing for persons who lack permanent safe shelter with onsite services and support.




	
SECTION II: APPLICANT INFORMATION

	A. Application type:     |_| Initial          |_| Renewal

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

	C. Name of facility (Assumed Business Name) registered with the Oregon Secretary of State Corporate Division as defined in ORS 648.005(1):      

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

	E. Complete physical address of facility:      

	Complete mailing address:      

	Facility phone number:      
	Facility email address:      

	County:       
	Facility website(optional):      

	F. [bookmark: Dropdown1]Number of bedrooms or units:      
	G. Occupancy code: 

	H. Facility Type:
|_| Halfway House
|_| Shelter Housing
|_| Short-term Residential  
	|_| Supported Living
|_| Supportive Living
|_| Transitional Housing
|_| Other:      

	I. Business Registry Number:      

	J. Employer Identification Number (EIN):      

	K. Worker’s Compensation Insurer:      
	Policy Number:      

	L. Name of Facility Manager:      
	Facility Manager Start Date:      

	Facility Manager Email:      
	Facility Manager Phone:      

	M. Does the Facility Manager live in the facility?  |_| Yes     |_| No

	N. Is the facility compliant with applicable ADA building requirements? |_| Yes     |_| No

	O. Number of meals provided daily by the facility:      





	
SECTION III: OWNERSHIP INFORMATION

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

	B. Name and contact information for ALL Owners (direct and indirect), Directors, and Administrators. Disclosure is required pursuant to 42 CFR 455.104 for the purpose of exclusion verification.  (If additional space is needed, please attach on a separate sheet.) 

	Name
	Position/Title
	Phone
	Email

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	C. Has any owner held any ownership interest in a facility 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:      

	D. Has any owner held any ownership interest in a facility 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:      

	E. Has the applicant filed for bankruptcy within the last two years?  
|_| Yes     |_| No

	





	SECTION IV: REQUIRED ATTACHMENTS

	Attach copies of the following documents with your completed application: 
· Description of program services
· Proposed annual budget identifying sources of revenue and expenses
· All policies and procedures 
· Position descriptions and qualifications for the following:
· Applicant
· Facility Manager
· Program Staff
· Evidence of successful completion of required trainings for all staff
· Approved background checks for all staff
· Employee code of conduct
· Complete floor plan and building permits for any physical changes to the facility 
· Current approved/cleared fire inspection report
· Current certificate of safe water supply, if applicable
· Residency agreement

	




	SECTION V: ATTESTATION OF COMPLIANCE

	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 and Oregon Administrative Rules, guidelines, and standards that govern the services for which application is made.
· The applicant is compliant with all other licensing or accreditation entities as applicable.
· 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 ensure all staff have and maintain the required training.  
· The applicant will not employ personnel who have been convicted of a felony or convicted of a misdemeanor associated with the provision of behavioral health services.
· 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 accurate information may result in denial of the application.  I understand letters of registration are not transferable to any other person, entity, provider, or location.  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.  

	
	
	     

	Authorized Signature
	


	Date

	     
	
	     

	Printed Name
	
	Title
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