CMHPSM Organizational Credentialing/Re-credentialing Application Instructions
Overview
The CMHPSM credentialing/re-credentialing form is to be used for initial application and semi-annual renewal of an organization’s credentialing standards to become or remain a Mental Health provider in the Community Mental Health Partnership of Southeast Michigan (CMHPSM) (Region 6). Providers must retain credentialed status to be eligible to contract with any of the Community Mental Health Service Program’s within the CMHPSM region. Providers will receive written documentation related to their application submission acceptance or denial. This application may be updated from time to time, and the most recent version must always be used when applying or re-applying. Providers must remain cognizant of their credentialed term and re-apply prior to that term expiring to remain eligible to contract with the CMHSPs. 
The application is a point in time review of organizational requirements as of the application date identified in Section 1. Contractually required documentation must be kept current at all times during the contract and will also need to be submitted between credentialing application submissions as they are updated or renewed (i.e. Accreditation, Insurance, and Debarment Status).
Approval of organizational credentialing means your organization has been deemed eligible to contract with the CMHSPs within the CMHPSM during the credentialed term. 
Full Credentialing is granted for two years to organizations that have completed the application, attachments and debarment information in full. 
Provisional Credentialing is granted to organizations that have completed the application and debarment information but need to resubmit attachments with missing information. Provisional Credentialing is typically awarded for a 90 day period of time. 
Acceptance to the CMHPSM network does not guarantee a service contract will be issued by any or all of the CMHSPs in the CMHPSM region.  Please review the current CMHPSM Organizational Credentialing Policy for further guidance. https://www.cmhpsm.org/regional-policies 

Submission Requirements

The main application and attachments must be completed using Microsoft Word or equivalent. 
No handwritten applications or attachments will be accepted. An electronic signature is preferred when submitting the document but could also be printed and traditionally signed and scanned to pdf format and submitted.

All required applications, attachments and documentation should be submitted by email to your local CMHSP contract or network management contact. Any incomplete applications will delay finalization of credentialing and potential contract opportunities. 

A complete application includes:

Application - submit as a Microsoft Word Document or Adobe PDF Document

Attachments A-H - submit as a Microsoft Word Document or Adobe PDF Document

All other documentation (Proof of Accreditation and Certificate of Insurance) - submit as an Adobe PDF Document


The following boxes (below) are for CMHPSM/CMHSP use. Providers do not need to type in this box.
	Organizational Initial Credentialing Application
This section for CMHSP or CMHPSM use only:

	Application Reviewer:
	

	Date Application Received:
	

	Application Complete?
	

	If no, date application returned to applicant:
	

	Start Date (date completed application is received):
	

	End Date (when the credentialing decision is sent to the provider):
	

	Date application was declined, and letter sent stating reasons for it being incomplete:
	



	Organizational Re-Credentialing Application
This section for CMHSP or CMHPSM use only:

	Application Reviewer:
	

	Date Application Received:
	

	Application Complete?
	

	If no, date application returned to applicant:
	

	Start Date (date completed application is received):
	

	End Date (when the credentialing decision is sent to the provider):
	

	Date application was declined, and letter sent stating reasons for it being incomplete:
	



Section 1 - Application Information

Select the CMHSP your organization is submitting this application to within the CMHPSM region. The CMHPSM is offering reciprocity across the region related to credentialing applications so the application should be submitted to only one of the regional partners. Providers credentialed in any of the region’s CMHSP’s will become a part of the regional CMHPSM Provider Network.

Include contact information for the staff person that the CMHPSM or CMHSP can contact regarding questions related to the application. 
Section 2 – Organizational Information

Complete all organizational information boxes, including;
*Organization (addresses)
*Organization Type
*Health Plans your organization participates with
*CMHSPs/PIHPs you are credentialed with
*Organizational References: Other organizations you contract with (preferably CMHSPs/PIHPs)
*Administrative Information (add training)
*ADA Compliant Accommodations
*Organization’s Licensed Sites: list each and all of the information requested
*Organization’s Unlicensed Community Organization or based sites, i.e. Administrative Building, Home Sites but not consumer homes, Skill Building Site, Outpatient Site, Clubhouse, Peer Drop-In Center, ABA Clinics. List each site and all of the information requested. 
*Answer the series of questions related to licenses, expiration dates, certifications, sanctions, cancelations, malpractice, lawsuits, exclusion and debarments, etc. as listed. Provide a detailed explanation on a separate word document related to any and all questions that required a “yes” related to this table in section 2.

*Provider Delivered Service - Select the service panel(s) and populations that your organization is requesting as eligible to serve as a mental health provider. Please list any additional services that your organization provides that are not listed. Your organization can expand beyond the services or consumer populations initially selected. 

MI Adult- Adult with Mental Illness
Older Adult w/ SPMI (Serious & Persistent Mental Illness)
I/DD Adult – Intellectual/Developmentally Disabled Adult
I/DD Child- Intellectual/Developmentally Disabled Child
SED Child- Child with Severe Emotional Disturbance
Co-Occurring SUD/MI - Individual with Substance Use Disorder and Mental Illness


Section 3 – Provider Contractual Requirements

Accreditation: Document your organization’s current accreditation status with any or all of the accreditation bodies listed below: 

A copy of your current organization’s accreditation certificate or letter needs to be included with this application.

· TJC/JCAHO – The Joint Commission
· CARF- Commission on Accreditation of Rehabilitation Facilities
· COA- Council on Accreditation
· NCQA- National Committee for Quality Assurance
· BHCOE – Behavioral Health Center of Excellence (typically for ABA providers)
Other: Please list your accrediting body, all other accreditations will be reviewed to ensure the standards match CMHPSM requirements.
Note: Medicaid and Medicare are not accreditation bodies. Do not list them here.	

Insurance:
Document your current insurance by type. A copy of your current Certificate(s) of Insurance need(s) to be included with this application and the CMH you are applying to should be listed at the bottom as certificate holder.

Hours of Service Availability: 
Choose the first row, if your organization provides services other than 24/7 and identify the days/hours available for service.
Choose the second row, if your organization provides service 24 hours per day/7 days per week.

Cultural Competency:  Are your staff trained?

Organizational Staff Linguistic Capacity:
List the current linguistic capacity your organization.  No documentation is required for this section.

Provider has expertise, specialized training or certifications in any of the following:
Check any special certifications your organization feels is relevant to this application. If you are adding to the list, the text box will expand as you type.


Special Certifications:
List as applicable. No documentation is needed related to expertise, specialized training or certifications.

Section 4 – Debarment Information/Disclosure Statement (formerly Attachment G)
Read each section to help determine who to include. Fill in all sections, all check boxes and enter all names and associated information, as applicable. Provide additional pages, if your lists of directors or managing employees or other is longer than space allows. 

Disclosure Statement (page 13) must be signed and dated.

 
Sub-Contracting:
Check the appropriate boxes.
Organizations that contract for services under a CMHSP contract will require a waiver to do so. Explain any current or potential arrangements. 
Provider may be asked to provide copies of any sub-contracts and must ensure that their subcontractors meet the same requirements as the contractor under the CMH contract.

Section 5 - Staff Information (Attachments A-F):

This section is intended to be a point in time look at your organization’s staff credentialing and training. The items requested are contractual obligations. If your organization is large and you are able to provide the information in an Excel spreadsheet generated by your system, we will accept that in lieu of our attachment(s). Please label your version as it relates to our version (A-F).

Out of State Providers: If your corporate headquarters are in another state, complete the forms with all staff associated with your Michigan operations. 

New Providers to the CMH System: As a new provider to the CMH system in Michigan, you will need to update this section of the credentialing to be awarded full credentialing within 90 days of the start of your contract.  

Application Type:
Indicate how you will be submitting your staff credentialing and training information.

Re-Credentialing Application-Staff Information Type:

Document the number of pages attached for each of the Attachments A - F. 

These attachments can be in pdf or word format and all the information should reflect the makeup of the organization as of the application date. 

Backup or more extensive documentation will be requested on a sample of employees during the credentialing period, upon site visits or desk audits. 

Contact the local CMHSP you are submitting the application to if you have any questions related to the required trainings. CMHSPs may have additional training requirements or a preferred documentation method.


Attachments – 

*Fill in all dates with month/day/year
*If your organization does not use a type of worker, i.e. no licensed professionals (OT, SLP, Psychologist, etc.) mark that attachment with None or N/A. Submit all attachments whether they apply to your staff make up or not. 
*BCBAs should be included on Licensed Professional attachments.

Attachment A – Administrative Staff Requirements:
This section is designed to capture your organization’s administrative staff’s background and training information. These staff include, but are not limited to, CEO, CFO, Billers, etc. Complete all boxes related to each listed staff, as applicable. 

Attachment B – Aide level Staff Background:
This section is designed to capture your organization’s aide-level staff’s background information (including, but not limited to criminal background checks, motor vehicle checks, e-verify verification, etc.). Complete all boxes related to each listed staff, as applicable

Attachment C – Aide Level Staff Training:
This section is designed to capture your organization’s aide-level staff. Complete all boxes related to each listed staff, as applicable. If any of the items listed have not occurred, leave the box blank. These will be expected to be completed in the event that a contract is being considered by one of our CMHSPs.

Attachment D – Licensed Clinical Practitioners Background:
This section is designed to capture your organization’s Licensed Clinical Practitioner’s background information (including, but not limited to criminal background checks, motor vehicle checks, I-9/e-verify verification, etc.). Complete all boxes related to each listed staff, as applicable. 

Attachment E – Licensed Clinical Practitioner Training:
This section is designed to capture your organization’s Licensed Clinical Practitioner’s training information. Complete all boxes related to each listed staff, as applicable. 

Attachment F – Licensed Clinical Practitioner Credentialing:
This section is designed to capture your organization’s Licensed Clinical Practitioner’s education and license information. Complete all boxes related to each listed staff, as applicable. 


Section 6 – Provider Certification, Release and Signature

Review the attestation and have the designated representative sign the document.

According to the ESIGN Act of 2000 the designated representative can sign the document by typing his or her name into the signature box.  
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Exhibit 1 

Training and credential grid that contains the contractually required items for each worker type. This is also included in your contract but provides a list of training that a provider can get started on prior to contracting. Initial and renewal requirements are listed, as well.
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