COMMUNITY MENTAL HEALTH FOR CENTRAL MICHIGAN

APPLICATION FOR PROVIDER NETWORK MEMBERSHIP AND CLINICAL PRIVILEGES

PURPOSE

Community Mental Health for Central Michigan is a Mental Health Authority serving the counties of Clare, Gladwin, Isabella, Mecosta, Midland and Osceola, Michigan.  Information provided with this application will be used to review your request for CMHFCM Provider Network membership and privileges on the clinical panel.

CHECKLIST

A checklist has been attached to assist you in ensuring that your application is complete with all required documentation (Attachment A).  Please use this for your convenience, as missing information will most likely delay the credentialing and privileging process.

CONTRACTOR QUALIFICATIONS

A list of contractor qualifications can be found in Attachment C.  These qualifications have been adopted by the Board of Directors and are required without exception including this application.

If you are a healthcare professional who holds a valid current license to practice independently without supervision within a specified scope of care granted by the state and national boards of licensure and you are completing this application for yourself, you must be privileged to provide care and service within the Provider Network.  A list of delineated privileges can be found in Attachment D.

ELIGIBLE PROVIDER TYPES

The following disciplines will be considered for privileges in the Provider Network on a contractual basis only:


MD, DO, RPH, LP, LPC, CSW, RPT, OTR, CCC-SLP

CONTACT

This application must be complete in its entirety with all signatures and attachments as designated.  If you need assistance in completing this application or have any questions, please contact Contract Management at (989) 772-5938.

APPEALS PROCESS

In the event a service provider wishes to appeal a denial of application or privileges, the provider must draft a letter to the Executive Director at Community Mental Health for Central Michigan within ten (10) days from the date of the letter of determination.  The appeal letter should concisely state the basis for the appeal.  Additional documentation which supports the rationale for appeal should be attached.  All appeals will be reviewed within ten (10) days of the Agency’s receipt of the letter of appeal.

Submit completed application and required attachments to:

Contract Management

Community Mental Health for Central Michigan

301 South Crapo, Suite 100

Mt. Pleasant, MI  48858

Phone (989) 772-5938

Fax (989) 773-1968

Community Mental Health

For Central Michigan

APPLICATION FOR CLINICAL PRIVILEGES

Enclosures

PLEASE RETURN:

1. Application for Clinical Privileges and supporting documentation

2. Attachment A – Checklist of necessary additional documentation

FOR YOUR INFORMATION:

Attachment B - 
Request for letter of reference and response sheet (2 pages)

Attachment C - 
Contractor Qualifications by Discipline (1 page)

Attachment D -
Delineated Privileges (3 pages)

Attachment E -
Provider Evaluation Form (1 page) – Internal review

COMMUNITY MENTAL HEALTH FOR CENTRAL MICHIGAN

APPLICATION FOR CLINICAL PRIVILEGES
PLEASE TYPE OR PRINT
NAME___________________________________________________  TODAY’S DATE____/____/____

           (PRINT)   FIRST


MI

LAST
ORGANIZATION NAME___________________________________EMAIL_______________________


 


(IF APPLICABLE)
MAILING ADDRESS:




BILLING ADDRESS:

___________________________________________
______________________________________

STREET





STREET
___________________________________________
______________________________________

CITY
STATE

ZIP

CITY


STATE

ZIP
(_____)______________(_____)________________
(_____)________________(_____)__________

PHONE

   FAX



PHONE


         FAX
Tax ID Number: ______________________________
Medicaid Number: ________________________

National Provider Identification Number: ________________________________

NATIONAL DATA BANK IDENTIFYING INFORMATION:







The information below is required by Public Law for data bank queries.

Sex:   Male     Female
Birth date ___/___/___
Social Security Number _____-___-_____

I. CURRENT PROFESSIONAL LIABILITY INSURANCE DATA:  (ATTACH A COPY OF FACE SHEET)

___________________________________________________________________________________

NAME OF INSURANCE CARRIER

ADDRESS


CITY, STATE, ZIP
___________________________________________________________________________________

POLICY NUMBER



EXPIRATION DATE

AMOUNT OF COVERAGE
II. VALID CERTIFICATIONS/LICENSES – ATTACH COPIES OF ALL CURRENT DOCUMENTS

Licenses/Certified as (circle)
MD   DO   RPH   LP   LPC   CSW   RPT   OTR   CCC-SLP

Indicate all past and current licenses and certifications:











EXPIRATION

TYPE

STATE/PROVINCE

NUMBER

     
      DATES

__________________________________________________________________________/_____/____

__________________________________________________________________________/_____/____

__________________________________________________________________________/_____/____

__________________________________________________________________________/_____/____

III. PRIVILEGES, LICENSURE AND MALPRACTICE HISTORY

If you answer yes to any items on this application, please explain fully on a separate page and attach.

A. Have you ever had any privileges revoked, suspended or restricted?

YES_____   NO______

B. Have you ever been dismissed from a hospital or behavioral healthcare

organization staff?







YES_____   NO______

C. Have you ever had a hospital initiate either A or B or been refused

or denied privileges?






YES_____   NO______

D. Have you ever voluntarily surrendered any privileges?


YES_____   NO______

E. Have you ever surrendered privileges upon threat of censure, 

restriction, suspension or revocation of privileges?



YES_____   NO______

F. Have any of your licenses or certifications ever been suspended,

revoked, placed on probation, conditional status, restricted

or voluntarily surrendered?






YES_____   NO______

G. Is any action currently pending to suspend, revoke, or restrict any of

your licenses or certifications?





YES_____   NO______

H. Have you been subject to any disciplinary proceedings by any local, 

state, or national professional organization?




YES_____   NO______

I. Have any malpractice claims ever been filed against your, or to the

best of your knowledge, are any currently pending in regard to the

practice of mental health or substance abuse treatment?


YES_____   NO______

J. Have any malpractice allegations involving your work been settled

by you or your carrier prior to the filing of a claim?



YES_____   NO______

K. Have you ever been denied professional liability insurance or have

your insurance canceled or renewal denied?




YES_____   NO______

L. Has the provider ever been a defendant in any lawsuit in regard to the 

practice of health or substance abuse treatment?



YES_____   NO______

M.  Are you currently engaged in the illegal use of controlled substances?
YES_____   NO______

M. Must provide a 5 year history of any professional liability claims resulting in a judgment or settlement for applicants.  If applicable, attach to application...
O
You must disclose any ownership and control information (direct or indirect of 5% or more or acting administrator) at the time of provider enrollment, re-enrollment or whenever a change in provider entity ownership control takes place of any organization. If applicable, attach to application.
IV. EXPERIENCE

Indicate the name, address, dates and types of all professional work/employment in the last 5 years starting with the most recent first and explain any time lapses.  You must indicate populations served for each.  

(Child/Adol=child or adolescent with serious/emotional disturbance; MI=mental illness)

NAME




DATES

   
    TYPE

POPULATIONS












      SERVED

Organization___________________ Begin ___/___/___  
( Contractual
( Child/Adol
( Older Adult

Address_______________________End    ___/___/___
  w/MI

Your role ________________Contact Person_________
( Employee
( Adult w/MI
( Dev Disab.

Organization___________________ Begin ___/___/___  
( Contractual
( Child/Adol
( Older Adult

Address_______________________End    ___/___/___
  w/MI

Your role ________________Contact Person_________
( Employee
( Adult w/MI
( Dev Disab.

Organization___________________ Begin ___/___/___  
( Contractual
( Child/Adol
( Older Adult

Address_______________________End    ___/___/___
  w/MI

Your role ________________Contact Person_________
( Employee
( Adult w/MI
( Dev Disab.

Organization___________________ Begin ___/___/___  
( Contractual
( Child/Adol
( Older Adult

Address_______________________End    ___/___/___
  w/MI

Your role ________________Contact Person_________
( Employee
( Adult w/MI
( Dev Disab.

Organization___________________ Begin ___/___/___  
( Contractual
( Child/Adol
( Older Adult

Address_______________________End    ___/___/___
  w/MI

Your role ________________Contact Person_________
( Employee
( Adult w/MI
( Dev Disab.

Organization___________________ Begin ___/___/___  
( Contractual
( Child/Adol
( Older Adult

Address_______________________End    ___/___/___
  w/MI

Your role ________________Contact Person_________
( Employee
( Adult w/MI
( Dev Disab.

Organization___________________ Begin ___/___/___  
( Contractual
( Child/Adol
( Older Adult

Address_______________________End    ___/___/___
  w/MI

Your role ________________Contact Person_________
( Employee
( Adult w/MI
( Dev Disab.

V. EDUCATION


A. You must provide an original transcript for your terminal degree by having one sent directly from the conferring institution to CMHCM Contract Management.

B. You must provide the name of the schools and dates per Public Law 99-660.




Degree

Name of School/Agency/Institution
Date Completed 

Undergraduate

__________
___________________________________        ___/___/___      

Graduate

__________
___________________________________
___/___/___  

Internship

__________
___________________________________        ___/___/___      

Residency

__________
___________________________________       ___/___/___      

Fellowship

__________
___________________________________
___/___/___

VI. CLINICAL PRIVILEGES REQUEST FORM

C/A
=
Child/Adolescent population with emotional disturbance/mental illness (<18 years old)

A
=
Adult population with mental illness (18 years old to <65 years old)

OA
=
Older adult population with mental illness (65 years old and older)

DD
=
Individuals with developmental disabilities (all ages)

Indicate with a checkmark the populations for which you are applying for privileges in the CMHCM Provider Network.  Definitions and qualifications for the following privileges are in Attachment C.

C/A
A
OA
DD
PHYSICIAN SERVICES (M.D., D.O.)

(
(
(
(
Psychiatric Evaluation

(
(
(
(
Medication Review

--------------------------------------
-------------------------------------------------------------------------------------------------

C/A
A
OA
DD
PHARMACY SERVICES (RPH)

(
(
 (
 (
Medication Review

--------------------------------------
-------------------------------------------------------------------------------------------------

C/A
A
OA
DD
OUTPATIENT SERVICES (L.P., L.P.C., CSW)

(
(
 (
(
Psychological Assessment

(
(
 (
(
Psychological Testing (only L.P.)

(
(
 (
(
Individual Therapy

(
(
 (
(
Group Therapy

--------------------------------------
-------------------------------------------------------------------------------------------------

C/A
A
OA
DD
PHYSICAL THERAPY (RPT)

(
(
 (
(
Physical Therapy, Evaluation

(
(
 (
(
Physical Therapy, Individual

--------------------------------------
-------------------------------------------------------------------------------------------------

C/A
A
OA
DD
SPEECH PATHOLOGIST/AUDIOLOGIST (CCC-SLP)

(
(
 (
(
Speech/Language Therapy, Evaluation

(
(
 (
(
Speech/Language Therapy, Individual

--------------------------------------
-------------------------------------------------------------------------------------------------

C/A
A
OA
DD
OCCUPATIONAL THERAPY (OTR)

(
(
(
(
Occupational Therapy, Evaluation

(
(
(
(
Occupational Therapy, Individual

--------------------------------------
-------------------------------------------------------------------------------------------------

I (print your name) __________________________________am able to perform the requested privileges.

Applicant signature_____________________________________________Date______/______/______

VII. PROFESSIONAL REFERENCES 

Please provide the names and addresses of THREE individuals and/or organizations who can verify your employment over the last five years and comment on your scope/level of performance, clinical performance, satisfactory professional obligations, ethical performance, clinical judgment and technical skills in performing procedures and in treating and managing recipients' needs.  The first reference must be your most recent work.  CMHCM will send Attachment B to secure this information.

Identify your most recent mental health work for the #1 reference (Please print or type):

#1
NAME, TITLE ___________ ____________________________________________________________                                                                                                                            
ORGANIZATION _____________________________________________________________________                                                                                                                           

ADDRESS___________________________________________________________________________                                                                                                                                    
CITY, STATE, ZIP_____________________________________________________________________                                                                                                                       
YOUR TITLE/ROLE________________________________ DATE START___/___/___ END___/___/___

#2















NAME, TITLE ___________ ____________________________________________________________                                                                                                                            
ORGANIZATION _____________________________________________________________________                                                                                                                           

ADDRESS___________________________________________________________________________                                                                                                                                    
CITY, STATE, ZIP_____________________________________________________________________

YOUR TITLE/ROLE_______________________________ DATE START___/___/___END___/___/___

#3
NAME, TITLE ___________ ____________________________________________________________                                                                                                                            
ORGANIZATION _____________________________________________________________________                                                                                                                           

ADDRESS___________________________________________________________________________                                                                                                                                    
CITY, STATE, ZIP_____________________________________________________________________

YOUR TITLE/ROLE________________________________ DATE START___/___/___ END___/___/___

Optional alternate reference in the event #2 or #3 fails to respond
NAME, TITLE ___________ ____________________________________________________________                                                                                                                            
ORGANIZATION _____________________________________________________________________                                                                                                                           

ADDRESS___________________________________________________________________________                                                                                                                                    
CITY, STATE, ZIP_____________________________________________________________________

YOUR TITLE/ROLE________________________________ DATE START___/___/___END___/___/___
VIII. ETHICAL STANDARDS

I agree to adhere to the ethical standards held in common by members of each discipline, and at a minimum, I will abide by the following basic standards of ethical conduct of the CENTRAL MICHIGAN COMMUNITY MENTAL HEALTH SERIVCES BOARD:

1. I shall respect the dignity and worth of each individual, striving for the protection and preservation of fundamental human rights and rights to mental health treatment per PA 258 of 1974, as amended.

2. I shall not engage in activities that seek to meet others or my own need at the expense of a recipient.  Dual/exploitive relationships with recipients must be avoided, such as providing service to relatives and/or friends, engaging in sexual intimacy, or borrowing money.  The vulnerability of a recipient shall not be exploited.  I will not befriend, lend money, provide gifts or engage in personal social activities with current recipients.

3. I shall adhere to the ethical code of conduct for my profession.

4. I shall accurately represent my competence, education, training, and experience.

5. I shall make a continuous effort to improve professional skills by submitting to review and evaluation; being guided by the findings; by participating inn continuing education; by seeking consultation when skill level or personal objectivity is questionable or the scope of practice is exceeded.

6. I shall not compromise or reduce the public trust in mental health professionals.  Practices that are inhumane, are illegal or discriminatory are not permissible.  I shall be of good moral character.

7. I shall not misrepresent my services, qualifications, position to recipients.  I shall fully inform recipients as to the purpose, nature, scope, and progress of treatment seeking the recipient’s full participation in the process.

8. I shall respect the confidentiality of information as defined in Michigan Law and Board policies and procedures, taking special care to protect the “best interest” of the recipient.  I shall not access confidential information of relatives, friends, acquaintances, etc.  When a recipient'’ condition indicates a clear and imminent danger to the recipient or others, I must take reasonable action by notifying authorities.

9. I shall neither give nor receive personal remuneration from recipients for any reason except as established in Board policies and procedures.
10. I shall demonstrate a regard for my colleagues through understanding areas of competence of other professionals, making use of all professional and technical resources that serve the best interests of the recipient, assigning proper credit to the professionals involved in an action, and by reporting known ethical violations of other staff/colleagues to Recipient Rights and/or the Program Director.

11. Therapy techniques not approved by the Agency or considered experimental are not permitted.  Research is not permitted outside the parameters of Board policy and procedure.

12. It is unethical to use Agency affiliation to recruit recipients for a private practice or for church or political party membership.

13. I must inform the Board of conditions that may be potentially disruptive or damaging or limiting to clinical effectiveness.

14. The recipient’s welfare shall take priority.

15. I shall do all that I can for the benefit of the recipient.  Where my personal economic interests and/or those of the Agency are in conflict with recipient care then recipient welfare shall take priority.

16. Informed consents must be voluntary, competent and knowledgeable.  Limits to services because of the requirements of a third-party payer and/or relevant costs should be explained in understandable language.  Disclosure of any conflicts that might affect my clinical judgment must be made to the recipient.

17. I shall not use coercion as a shortcut in treatment, as a strategy to extend treatment, as a strategy to avoid the cost of care, or as a strategy to gain treatment compliance when treatment is denied absent an emergency or application of the State of Michigan’s rules permitting the ordering of treatment when it has been refused.

Applicant Signature_______________________________________________Date_____/_____/_____

IX.               CENTRAL MICHIGAN COMMUNITY MENTAL HEALTH SERIVCES

CONSENT AND RELEASE OF LIABILITY

In making application for privileges and appointment to the Clinical panel of the Community Mental Health for Central Michigan (CMHCM) provider network, I agree to:

Abide by the by-laws of the Board of Directors in the rules and regulations and policies and procedures for contractors as are now in force, or may be enacted in the future, with all rights, privileges, obligations and penalties which may be prescribed therein.

If appointed, I agree to provide continuous care and supervision of my clients and to follow the terms of my contract as agreed upon.

I hereby acknowledge that I have received and read the provider network Management Policies and Procedures and agree to be bound by the terms thereof as they are from time to time changed.  I accept the conditions set forth therein which pertain to consideration of my application and granting of network membership and/or privileges.

Upon the signing of this application, I represent that all of the information now or hereafter given by me in support of my application is true, correct and complete to the best of my knowledge and belief.  I agree to promptly notify CMHCM if there are any material changes in the information provided, whether prior to or after acceptance as a CMHCM participating provider.  I hereby authorize the release of any information from any source including but no limited to information from individuals, peers, customers, companies, institutions, agencies, data banks or references who may have information bearing on my moral and ethical qualifications and competence to carry out the privileges I have requested, and I authorize them to release such information as you require, including my prior disciplinary records, for purposes of verifying information obtained in the attached application or any re-application information without any obligation to give me written notice of such disclosure.  I agree to hold CMHCM and the informant harmless from any liability to me and/or my organization for providing such information.

I hereby further authorize CMHCM to release any and all information related in any way to my professional practice to any person, entity or governmental agency which: (a) provides CMHCM with an authorization signed by me; or (b) has a legal right to know under any state or Federal law.  I agree to hold CMHCM harmless from any liability for providing any such information as specified herein.

I release all parties from all liability from any damages, causes of action, including, but not limited to, slander and libel, that may result from furnishing any information to you.  I agree that any false information in support of my application may result in action up to and including cancellation of any or all contracts subject to contract provisions regardless of when discovered by CMHCM.  I release CMHCM, the CMHCM Credentialing Committee, individually and collectively, from any and all liability from any damages and/or causes of action associated with the CMHCM credentialing and privileging process.

I hereby signify my willingness to appear for interviews with CMHCM.  I fully consent to the inspection of any and all records and documents pertinent to my application for appointment and/or privileges.  If there is a doubt as to my competence, morals, or ethics, the burden shall be on me to resolve the same.  I understand and agree that if CMHCM determines that this application contains any significant misstatements, misrepresentations or omissions, CMHCM’S acceptance of this application for participation and any subsequent participating provider agreement which CMHCM enters into with me will be voidable at CMHCM’S sole discretion.

I understand and agree that: (a) I have the burden of producing all information required or requested by CMHCM in connection with this application; (b) CMHCM is under no obligation to complete the processing of this application until all information requested is provided; (c) CMHCM has the sole discretion to determine whether or not I or my organization will be accepted as a participating provider; and (d) in the event that CMHCM decides not to accept me or my organization as a participating provider, I may initiate administrative appeal procedures as defined in the instructions for completing the application.

I understand and agree that the certifications, authorizations and other provisions contained herein shall remain in force for so long as this application is pending and, if accepted for participation, for so long as my and/or my organizations’ provider agreement with CMHCM remains in force.

I understand that CMHCM is not obligated to grant any or all requested privileges and that application for such is not a guarantee of a contract with CMHCM.

________________________________________________
_____/_____/_____

Applicant Signature



Date

________________________________________________

Print Name

X. TEMPORARY PRIVILEGES

Temporary privileges are granted to this applicant for a period not to exceed 120 days.


____________________________________
_____/_____/_____


Executive Director Signature
         Date

XI. CREDENTIALING COMMITTEE REVIEW AND RECOMMENDATION

The Credentialing Committee has reviewed the applicant’s request for appointment to the Clinical Panel and request for clinical privileges.  Based on the review of the application and the verification of applicable information, the Credentialing Committee recommends that network membership and clinical privileges be conferred by the Community Mental Health for Central Michigan Board.

RECOMMENDATION:

(  Privileges and network membership as requested are recommended without changes.


( Privileges and network membership as requested are recommended with the following changes:



_____________________________________________________________________________


_____________________________________________________________________________


_____________________________________________________________________________


_____________________________________________________________________________

Privileges in effect from _____/_____/_____ through _____/_____/_____





Begin Date
Expiration Date

________________________________________
_____/_____/_____

Credentialing Committee Chairperson Signature
Date


EXECUTIVE LEADERSHIP TEAM APPROVAL:
________________________________________
_____/_____/_____

Executive Director Signature


Date

COMMENTS:
____________________________________________________________________________________

____________________________________________________________________________________

BUSINESS ASSOCIATE CONTRACT

This Contract is entered into by and between COMMUNITY MENTAL HEALTH FOR CENTRAL MICHIGAN (CMHCM) (“Organization”) and ______________________ (“Business Associate”) to set forth the terms and conditions under which protected health information (“PHI”), as defined by the Health Insurance Portability and Accountability Act of 1996, Public Law 104-191, Regulations enacted hereunder (HIPAA) and as defined in 42 CFR Pt. 2 (alcohol and chemical dependency), created or received by Business Associate on behalf of Organization may by used or disclosed. 

This Contract shall commence on ______________ and the obligations herein shall continue in effect so long as Business Associate uses, discloses, creates or otherwise possesses any PHI created or received on behalf of Organization and until all PHI created or received by Business Associate on behalf of Organization is destroyed or returned to Organization pursuant to Paragraph 18 herein. 

1.
Organization and Business Associate hereby agree that Business Associate shall be permitted to use and/or disclose PHI created or received on behalf of Organization for the following purpose(s): 

Peer review activities for CMHCM psychiatric services.
2.
Business Associate acknowledges Business Associate is required by law to comply with the HIPAA Security Rule (45 CFR 164.302 through 164.318) and the use and disclosure provisions of the HIPAA Privacy Rule (45 CFR 164.502, 164.504). 

3.
Business Associate may use and disclose PHI created or received by Business Associate on behalf of Organization if necessary for the proper management and administration of Business Associate or to carry out Business Associate’s legal responsibilities, provided that any disclosure is: A. Required by law; or B. Business Associate obtains reasonable assurances from the person to whom the PHI is disclosed that (i) the PHI will be held confidentially and used or further disclosed only as required by law or for the purpose for which it was disclosed to the person; and (ii) the Business Associate will be notified of any instances of which the person is aware in which the confidentiality of the information is breached. 

4.
Business Associate hereby agrees to maintain the security and privacy of all PHI in a manner consistent with state and federal laws and regulations, including HIPAA, 42 CFR Pt. 2 and all other applicable law. 

5.
Business Associate further agrees not to use or disclose PHI except as expressly permitted by this Contract, applicable law, or for the purpose of managing Business Associate’s own internal business processes consistent with Paragraph 2 herein. 

6.
Business Associate shall not disclose PHI to any member of its workforce unless Business Associate has advised such person of Business Associate’s privacy and security obligations under this Contract, including the consequences for violation of such obligations. Business Associate shall take appropriate disciplinary action against any member of its workforce who uses or discloses PHI in violations of this Contract and applicable law. Business Associate shall not disclose PHI created or received by Business Associate on behalf of Organization to a person, including any agent or subcontractor of Business Associate but not including a member of Business Associate’s own workforce, until such person agrees in writing to be bound by the provisions of this Contract and applicable state or federal law. 

7.
Business Associate agrees to use appropriate safeguards to prevent use or disclosure of PHI not permitted by this Contract or applicable law. 

8.
Business Associate agrees to maintain a record of its disclosures of PHI, including disclosures not made for the purposes of this Contract. Such record shall include the date of the disclosure, the name and, if known, the address of the recipient of the PHI, the name of the individual who is the subject of the PHI, a brief description of the PHI disclosed, and the purpose of the disclosure. Business Associate shall make such record available to an individual who is the subject of such information or Organization within thirty (30) days of a request and shall include disclosures made on or after the date which is six (6) years prior to the request. 

Business Associate shall not be required to maintain a record of disclosures of PHI made 

A.
For the purpose of treatment, payment or health care operations (as those terms are defined under HIPAA); 

B.
To an individual who is the subject of the PHI; and 

C.
Pursuant to an Authorization which is valid under HIPAA. 

9.
Business Associate agrees to report to Organization any unauthorized use or disclosure of PHI by Business Associate or its workforce or subcontractors within five (5) business days and the remedial action taken or proposed to be taken with respect to such use or disclosure and account for such disclosure. 

10.
In the event of a breach of PHI, Business Associate understands Business Associate is required by law to provide Organization a report including patient name, contact information, nature/cause of the breach, PHI breached and the date or period of time during which the breach occurred. Business Associate understands that such a report must be provided to Organization within five (5) business dates from the date of the breach or the date the breach should have been known to have occurred. Business Associate is responsible for any and all costs related to notification of individuals or next of kin (if the individual is deceased) of any security or privacy breach reported by Business Associate to Organization. 

11.
Business Associates agrees to make its internal practices, books, and records relating to the use and disclosure of PHI received from Organization, or created or received by Business Associate on behalf of Organization, available to the Secretary of the United States Department of Health and Human Services, for purposes of determining the Covered Entity’s compliance with HIPAA. 

12.
Within ten (10) days of a written request by Organization, Business Associate shall allow a person who is the subject of PHI, such person’s legal representative, or Organization to have access to and to copy such person’s PHI maintained by Business Associate. Business Associate shall provide PHI in the format requested by such person, legal representative, or Organization unless it is not readily producible in such format, in which case it shall be produced in standard hard copy format. 

13.
Business Associate agrees to amend, pursuant to a request by Organization, PHI maintained and created or received by Business Associate on behalf of Organization. Business Associate further agrees to complete such amendment within ten (10) days of a written request by Organization, and to make such amendment as directed by Organization. 

14.
In the event Business Associate fails to perform the obligations under this Contract, Organization may, at its option: 

A.
Require Business Associate to submit to a plan of compliance, including monitoring by Organization and reporting by Business Associate, as Organization, in its sole discretion, determines necessary to maintain compliance with this Contract and applicable law. Such plan shall be incorporated into this Contract by amendment hereto; 

B. 
Require Business Associate to mitigate any loss occasioned by the unauthorized disclosure or use of PHI; and 

C. 
Immediately discontinue providing PHI to Business Associate with or without written notice to Business Associate. 

15.
Organization may immediately terminate this Contract and related contracts if Organization determines that the Business Associate has breached a material term of this Contract. Alternatively, Organization may choose to: (i) provide Business Associate with ten (10) days written notice of the existence of an alleged material breach; and (ii) afford the Business Associate an opportunity to cure said alleged material breach to the satisfaction of Organization within ten (10) days. The Business Associate’s failure to cure shall be grounds for immediate termination of this Contract. Organization’s remedies under this Contract are cumulative, and the exercise of any remedy shall not preclude the exercise of any other. 

16.
If circumstances exist that prevent immediate contract termination with the business associate, the Organization shall hold the business associate responsible for any damages incurred, require the business associate to mitigate damages to the Organization and the patient, require the business associate to adopt practice that would result in limiting similar risks in the future and report the violation as well as the business associate to the Secretary of the US Department of Health and Human Services. 

17.
Upon termination of this Contract, Business Associate shall return or destroy all PHI received from Organization, or created or received by Business Associate on behalf of Organization and that Business Associate maintains in any form, and shall retain no copies of such information. If the parties mutually agree that return or destruction of PHI is not feasible, Business Associate shall continue to maintain the security and privacy of such PHI in a manner consistent with the obligations of this Contract and as required by applicable law, and shall limit further use of the information to those purposes that make the return or destruction of the information infeasible. The duties hereunder to maintain the security and privacy of PHI shall survive the discontinuance of this Contract. 

18.
Organization may amend this Contract by providing ten (10) days prior written notice to Business Associate in order to maintain compliance with State or Federal law. Such amendment shall be binding upon Business Associate at the end of the ten (10) day period and shall not require the consent of Business Associate. Business Associate may elect to discontinue the Contract within the ten (10) day period, but Business Associate’s duties hereunder to maintain the security and privacy of PHI shall survive such discontinuance. Organization and Business Associate may otherwise amend this Contract by mutual written contract. 20. Business Associate shall, to the fullest extent permitted by law, protect, defend, indemnify and hold harmless Organization and his/her respective employees, directors, and agents (“Indemnities”) from and against any and all losses, costs, claims, penalties, fines, demands, liabilities, legal actions, judgments, and expenses of every kind (including reasonable attorneys fees, including at trial and on appeal) asserted or imposed against any Indemnities arising out of the acts or omissions of Business Associate or any subcontractor of or consultant of Business Associate or any of Business Associate’s employees, directors, or agents related to the performance or nonperformance of this Contract. 

______________________________

    _______________________________

Linda Kaufmann, LMSW, ACSW


    BUSINESS ASSOCIATE

Executive Director

Community Mental Health for Central Michigan 
     


______________________________
                _______________________________

Date 






     Date 

ATTACHMENT A

COMMUNITY MENTAL HEALTH FOR CENTRAL MICHIGAN

Application for Clinical Privileges Checklist

REQUIRED ITEMS FOR APPOINTMENT

____
Original transcript for the terminal degree received directly from the conferring institution to CMHCM Contract Management (student copies are unacceptable)

____
Three (3) peer references have been provided including current/most recent employer/contract to establish initial current competence

____
National Practitioner Data Bank items that do not typically change (e.g., sex, birth date, SSN, school)
____
All applicable items on the application are complete and legible

____

Signed and dated Clinical Privileges Request Form

____

Signed and dated Ethical Standards of CMHCMB.

____

Signed and dated Consent and Release of Liability

____
Explanations are attached for any questions answered with a “Yes”

____
Copy of current Professional Liability Policy face sheet is attached

____
Copy of all current licenses/certificates/approvals necessary to support requested privileges are attached

____
Copy of current DEA certificate attached (MDs only)

____
Proof of board eligibility or certification attached (MDs only)

____
Education Council for Foreign Medical Graduates (ECFMG) certificate is attached (if applicable)

____
Proof of American Society of Addiction Medicine (ASAM) certificate is attached (if applicable)

____
Copy of valid picture identification issued by a state or federal agency (e.g., drivers license or passport)

ATTACHMENT B

COMMUNITY MENTAL HEALTH FOR CENTRAL MICHIGAN

Request for letter of reference and response sheet

Date

Name

Address

City, State, ZIP

RE:  _________________

Dear ____________:

_______________________________ has applied for Provider Network Membership and privileges at this agency.   I would appreciate your comments relative to ________________ scope/level of performance, clinical performance, satisfactory professional obligations, ethical performance, clinical judgment, and technical skills or any other attributes which would be valuable in assessing her qualifications. 

Please forward your response within two weeks in the envelope provided.  Thank you for your assistance.

Sincerely,

Tonya Bondale
Provider Network Manager

Enclosures

COMMUNITY MENTAL HEALTH FOR CENTRAL MICHIGAN

LETTER OF REFERENCE FOR

_________________________________________

Please verify the following information: The above named applicant states that s/he was employed/contracted 

by your organization from ___/___/___   to   ___/___/___   as a ____________________________________.

Start            End
Title

Please sign here if that information is correct.____________________________   _______________________.

Your name
Your title

Please rate and comment on the above named applicant=s performance relative to the following factors:


1=poor   5=superior

SCOPE/LEVEL OF PERFORMANCE
1   2   3   4   5

Comment:

__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
CLINICAL PERFORMANCE
1   2   3   4   5

Comment:

__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
SATISFACTORY PROFESSIONAL OBLIGATIONS
1   2   3   4   5

Comment:

__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
ETHICAL PERFORMANCE
1   2   3   4   5

Comment:

__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
CLINICAL JUDGMENT
1   2   3   4   5

Comment:

__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
TECHNICAL SKILLS
1   2   3   4   5

Comment:

__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
OTHER ATTRIBUTES RELATED TO HIS/HER QUALIFICATIONS
1   2   3   4   5

Comment:

__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
ATTACHMENT C

COMMUNITY MENTAL HEALTH FOR CENTRAL MICHIGAN

Contractor Qualifications
Psychiatrist

APPOINTMENT CRITERIA

COMPLETED APPLICATION FOR CLINICAL PRIVILEGES

EDUCATION

Primary verification of:

· Medical Doctor or Doctor of Osteopathy
REGISTRATION/LICENSURE

Primary verification of:

· 
Michigan licensure to practice medicine

· 
Certified or eligible for certification by the American Board of Psychiatry and Neurology

·
Michigan Controlled Substance License

·
 Drug Enforcement Agency Registration
EXPERIENCE

· 
One year supervised experience practicing as a psychiatrist; this may include residency experience.  Experience with populations requested.
OTHER

· 
Professional Liability Insurance source 

· 
Professional liability actions

· 
Adherence to Ethical Standards of Appropriate Discipline and CMHCM

· 
Participation in clinically related continuing education

· 
Three letters of reference

REAPPOINTMENT CRITERIA
UPDATED APPLICATION FOR CLINICAL PRIVILEGES

REGISTRATION/LICENSURE
Primary verification of

· 
Michigan licensure to practice medicine

·
Certified or eligible for certification by the American Board of Psychiatry and Neurology

· 
Michigan Controlled Substance License

·
Drug Enforcement Agency Registration
CURRENT COMPETENCE

·
Peer Review of two cases for each privilege requested (the same two cases may be used for different privileges requested)

·
Provider Evaluation from relevant service units

· 
Participation in clinically related continuing education
OTHER

· 
Professional Liability Insurance source 

· 
Professional liability actions

· 
Adherence to Ethical Standards of Appropriate Discipline and CMHCM
ATTACHMENT D

COMMUNITY MENTAL HEALTH FOR CENTRAL MICHIGAN

DELINEATED PRIVILEGES

	Services
	Designated Providers
	Service Description

	Health Assessment
	Physician, registered nurse, nurse practitioner, dietitian
	Health assessment includes activities to determine the beneficiary’s need for medical services and to recommend a course of treatment within the scope of practice of the physician, nurse or dietitian.

	Health Services
	Registered nurse, nurse practitioner, dietitian
	Health services are provided for purposes of improving the beneficiary’s overall health and ability to care for health-related needs.  This includes nursing services (on a per-visit basis, not on-going hourly care), dietary/nutritional services, maintenance of health and hygiene, teaching self-administration of medication, care of minor injuries or first aid, recognizing early symptoms of illness and teaching the beneficiary to seek assistance in case of emergencies.  

	Psychiatric Evaluation
	Psychiatrist
	A comprehensive evaluation, performed face-to-face by a psychiatrist, that investigates a beneficiary’s clinical status, including the presenting problem; the history of the present illness; previous psychiatric, physical, and medical history; relevant personal and family history; personal strengths and assets; and a mental status examination.

This examination concludes with a written summary based on a recovery model of positive findings, a biopsychosocial formulation and diagnostic statement, an estimate of risk factors, initial treatment recommendations, estimate of length of stay when indicated, and criteria for discharge.

	Psychological Testing
	Psychologist
	Standardized psychological tests and measures rendered by full, limited-licensed, or temporary-limited-licenses psychologists.  The beneficiary’s clinical record must indicate the name of the person who administered the tests, the results of the tests, the actual tests administered, and any recommendations.  The protocols for testing must be available for review.

	Child Therapy
	Physician, Psychologist, certified social worker, professional counselor
	Treatment activity designed to prevent deterioration, reduce maladaptive behaviors, maximize skills in behavioral self-control, or restore or maintain normalized psychological functioning, reality orientation and emotional adjustment, thus enabling the child to function more appropriately in interpersonal and social relationships.  A child mental health professional may provide child therapy on an individual or group basis.



	Family Therapy
	Physician, Psychologist, certified social worker, professional counselor
	Family Therapy is therapy for a beneficiary and family member(s), or other person(s) significant to the beneficiary, for the purpose of improving the beneficiary/family function.  Family therapy does not include individual psychotherapy or family planning (e.g., birth control) counseling.  Family therapy is provided by a mental health professional.

	Individual/Group Therapy
	Physician, Psychologist, certified social worker, professional counselor
	Treatment activity designed to reduce maladaptive behaviors, maximize behavioral self-control, or restore normalized psychological functioning, reality orientation, remotivation, and emotional adjustment, thus enabling improved functioning and more appropriate interpersonal and social relationships.  Individual/group therapy is performed by a mental health professional.

	Medication Administration
	Physician, psychiatric nurse, nurse practitioner, physician assistant, registered nurse 
	Medication Administration is the process of giving a physician-prescribed oral medication, injection, intravenous (IV) or topical medication treatment to a beneficiary.  

	Medication Review
	Physician, psychiatric nurse, nurse practitioner, registered nurse
	Medication Review is evaluating and monitoring medications, their effects, and the need for continuing or changing the medication regimen.  Medication review includes the administration of screening tools for the presence of extra pyramidal symptoms and tardive dyskinesia secondary to untoward effects of neuroactive medications.

	Occupational Therapy – Evaluation
	Occupational Therapist
	Physician-prescribed activities provided by an occupational therapist currently registered by the State of Michigan to determine the beneficiary’s need for services and to recommend a course of treatment.  

	Occupational Therapy – Therapy
	Occupational Therapist
	It is anticipated that therapy will result in a functional improvement that is significant to the beneficiary’s ability to perform daily living tasks appropriate to his chronological developmental or functional status.  These functional improvements should be able to be achieved in a reasonable amount of time and should be durable (i.e., maintainable).  

	Physical Therapy – Evaluation
	Physical Therapist
	Physician-prescribed activities provided by a physical therapist currently licensed by the State of Michigan to determine the beneficiary’s need for services and to recommend a course of treatment.  

	Physical Therapy – Therapy
	Physical Therapist
	It is anticipated that therapy will result in a functional improvement that is significant to the beneficiary’s ability to perform daily living tasks appropriate to his chronological, developmental or functional status.  These functional improvements should be able to be achieved in a reasonable amount of time and should be durable (i.e., maintainable).  

	Speech, Hearing, and Language – Evaluation
	Speech Pathologist, Audiologist
	Activities provided by a speech-language pathologist or audiologist possessing a current Certificate of Clinical Competence (CCC) to determine the beneficiary’s need for services and to recommend a course of treatment.  



	Speech, Hearing, and Language – Therapy
	Speech Pathologist, Audiologist
	Diagnostic, screening, preventative, or corrective services provided on an individual or group basis, as appropriate, when referred by a physician (MD, DO).

	Targeted Case Management
	Social Worker
	Targeted case management is a covered service that assists beneficiaries to design and implement strategies for obtaining services and supports that are goal-oriented and individualized.  Services include assessment, planning, linkage, advocacy, coordination and monitoring to assist beneficiaries in gaining access to needed health and dental services, financial assistance, housing, employment, education, social services, and other services and natural supports developed through the person-centered planning process.  Targeted case management is provided in a responsive, coordinated, effective and efficient manner focusing on process and outcomes.

	Supports Coordination
	Social Worker
	Functions performed by a supports coordinator, coordinator assistant, case manager assistant, supports and services broker, or otherwise designated representative of the PIHP that include assessing the need for support and service coordination, and assurance of the following:

· Planning and/or facilitating planning using person-centered principles

· Developing an individual plan of service using the person-centered planning process

· Linking to, coordinating with, follow-up of, advocacy with, and/or monitoring of Specialty Services and Supports and other community services/supports.

· Brokering of providers of services/supports

· Assistance with access to entitlements and/or legal representation

· Coordination with the Medicaid Health Plan, Medicaid fee-for-service, or other health care providers.

	Nursing Facility Mental Health Monitoring
	Physician, nurse practitioner, social worker, professional counselor
	This service is a review of the beneficiary’s response to mental health treatment, including direct beneficiary contact and, as appropriate consultation with nursing facility staff to determine whether recommendations from mental health assessments are carried out by the nursing facility.  Nursing facility mental health monitoring is intended to allow follow-up for treatment furnished in response to emerging problems or needs of a nursing facility resident.


ATTACHMENT E

COMMUNITY MENTAL HEALTH FOR CENTRAL MICHIGAN

Provider Evaluation Form


Contract Number:

«con»


Vendor:

«vname»





Contract Amount:

«cmax»
Program Director:

«PD»
Unit Supervisor

«US»





Contract Manager:

«CM»




Start date:
 

«start»



End date:
«end»
	
	Yes
	No

	1. Did the provider meet performance expectations?

Comments:


	
	

	2. Were there any complaints received regarding the services provided?

If yes, have they been resolved?  If not, what is the status?

	
	

	3. Describe the provider’s relationship with CMHCM staff.

With their staff

With consumers

Comments:


	
	

	4. Do you recommend renewal of this provider’s contract?

Comments:


	
	

	5. Are any changes needed in the renewal contract?

Specifics:


	
	


Completed by:___________________________________________
Date_________________

Program Director_________________________________________
Date_________________

