LOUISIANA DEPARTMENT OF HEALTH                                                                                       HEALTH STANDARDS SECTION

CASE MANAGEMENT LICENSE APPLICATION           PAGE 2 OF 2
	[image: image1.jpg]LOUISIANA

DEPARTMENT OF HEALTH
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Case Management



	          FORMCHECKBOX 
INITIAL                      FORMCHECKBOX 
RENEWAL                      FORMCHECKBOX 
CHANGE OF ADDRESS                   FORMCHECKBOX 
CHANGE OF OWNERSHIP

 FORMCHECKBOX 
OTHER  (Specify) _________________  LICENSE NUMBER _____________________   EXPIRATION  DATE   _____________

TOTAL  FEE SUBMITTED _______________          CHECK / MONEY   ORDER # _______________

(see payment transmittal form for more information)



	 FORMCHECKBOX 
CHECK IF ANY CHANGE HAS OCCURRED SINCE LAST APPLICATION                         STATE  ID #CM_________________________________
I.   FACILITY   NAME_________________________________________________________________________________________________
     GEOGRAPHICAL ADDRESS________________________________________________________________________________________
     CITY / STATE / ZIP________________________________________________________________________________________________ 

     TELEPHONE NUMBER   (_____)  ____________________________FAX NUMBER   (____)  __________________________________

     EMAIL ADDRESS_________________________________________________________________________________________________
     REGION_____________________________________________PARISH_____________________________________________________
  

	II.   MAILING. ADDRESS (IF DIFFERENT FROM ABOVE) ______________________________________________________________
      CITY / STATE / ZIP_______________________________________________________________________________________________  

	III. AGENCY OPERATIONS

                             DAYS OPEN DURING THE WEEK (list)___________________________________________________________________

                             HOURS OF OPERATION   ____ a.m.   TO      _____ p.m.

                            POPULATION SERVED:    FORMCHECKBOX 
MALE      FORMCHECKBOX 
FEMALE     FORMCHECKBOX 
BOTH         

                           AGE RANGE: ______YRS.   TO ______ YRS.                       

     **Changes in the days and/or hours of operation require prior approval by Health Standards Section.         


	IV. ADMINISTRATOR  

      NAME:__________________________________________________________________________________________________________
     HOME ADDRESS:_________________________________________________________________________________________________
     CELLPHONE NUMBER: (______) _____________________________     DATE HIRED: _______________________________

     EDUCATIONAL BACKGROUND:  Degree Earned:___________________________________       Date Earned:____________________

                                                                 Institution:__________________________________________________________________________
  FORMCHECKBOX 
CHECK IF ANY CHANGE HAS OCCURRED SINCE LAST APPLICATION.  IF ADMINISTRATOR HAS CHANGED, ATTACH   

      RESUME AND COPY OF CRIMINAL BACKGROUND CHECK REPORT (INCLUDING SEX OFFENDER REFISTRY), FROM A   

      LOUISIANA STATE POLICE AUTHORIZED AGENT.     


	V. If the disclosing entity is a corporation, list name, address and telephone number of the President (for non-profit corporations, etc). 

	NAME
	ADDRESS
	TELEPHONE NUMBER

	
	
	

	VI. Medicaid Provider Enrollment Number  ____________________________________ 



	VII. PROGRAMS/SERVICES TO BE PROVIDED:
        FORMCHECKBOX 
Private Pay                                               
If you wish to provide the following services, first submit this application for Case Management licensure to the Louisiana Department of Health, Health Standards Section (HSS). Then contact the program office as outlined below, to complete training and other processes associated therein. The programs below will not be reflected on the Case Management license until HSS receives authorization directly from the respective program office.  If you already have an active Case Management license and are seeking to add a service, you will be assessed a $25 license reprint fee.
Program office:   Office for Citizens with Developmental Disabilities (OCDD) (see instructions)
        FORMCHECKBOX 
New Opportunities Waiver (NOW), Children’s Choice Waiver (CCW), Supports Waiver (SW), and 
                     Residential Options Waiver (ROW) – (all four as a group)
        FORMCHECKBOX 
Early Steps
Program office:   Louisiana Medicaid and Statistical Resources Information (see instructions)
        FORMCHECKBOX 
Early, Periodic Screening, Diagnostic & Treatment (EPSDT) 

  

	ATTESTATION:  
I understand that if the agency license is granted, it is granted for one year and shall become void upon change of ownership.  It is my responsibility to notify the, Louisiana Department of Health, Health Standards Section in writing of any changes in the information provided in this application.   I certify that the information herein is true, correct, and supportable by documentation to the best of my knowledge.  Documentation of the information above is available upon request by the Louisiana Department of Health. 

__________________________________________________________

AUTHORIZED REPRESENTATIVE NAME (TYPED OR PRINTED)
__________________________________________________________                                                   __________________________  AUTHORIZED REPRESENTATIVE SIGNATURE                                                                                DATE



HSS-CM-01 (issued 12/05; revised 12/08; 5/10; 12/11; 2/17; 1/19; 6/19; 10/19; 12/20; 02/25) 
HSS-CM-01 (issued 12/05; revised 12/08; 5/10; 12/11; 2/17: 1/19; 6/19, 10/19, 02/25)

Health Standards Section

P.O. Box 3767 • Baton Rouge, Louisiana 70821-3767
Phone #: 225/342-0138 • Fax #: 225/342-5292 • http://new.dhh.louisiana.gov/
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