OHIO DEPARTMENT OF ALCOHOL AND DRUG ADDICTION SERVICES

APPLICATION FOR PROGRAM CERTIFICATION/LICENSURE

APPLICABILITY

Relocation of a certified program requires the submission of an application 30 days prior to relocation to avoid possible non-certified status of the program. Relocation of a program makes the certification and/or licensure void and the certificate or license must be returned.

This application is applicable to all programs requiring certification/licensure by the Ohio Department of Alcohol and Drug Addiction Services.

For any program seeking certification or currently certified program, an application and required supporting documents must be submitted.

RELOCATING INSTRUCTIONS
A separate application, to include the following, must be completed for each program site to be certified(add additional sheets as needed).

1. Current Annual Hotel/Motel License issued by the Ohio Department of



Commerce or Camp License issued by local county/city health department 


(DIP PROGRAMS ONLY).
2. Food Service Operators License (must be submitted for programs preparing and serving food for sixteen or more clients).

3. Building Occupancy Certificate/Building Inspection Report by a certified



building inspector (not required if submitting #1 above).

4. Current Annual Fire Inspection Report (by certified fire authority or State Fire Marshal-Exception .Prevention programs that are hosted in the natural



environment of the client see rule 3793:5-1-01 for compliance).

Mail completed

application to: 
Ohio Department of Alcohol and Drug Addiction Services




Division of Quality Improvement




Two Nationwide Plaza




280 North High Street, 12th Floor




Columbus, Ohio 43215-2537

APPLICATION FOR RELOCATING PROGRAMS
CURRENT LOCATION:
	Provider Name:      

	Address:      

	City/State:                                         Zip Code:      

	County:      


NEW LOCATION:                                          
EFFECTIVE DATE OF MOVE:      
	Provider Name:      

	Address:      

	City/State:                                        Zip Code:      

	County:      

	Telephone:      


TYPE OF PROGRAM CERTIFICATION/LICENSURE (PLEASE CHECK APPROPRIATE BOX): 

	 FORMCHECKBOX 
 OUTPATIENT 

 FORMCHECKBOX 
 PREVENTION


	 FORMCHECKBOX 
 RESIDENTIAL #BEDS       

 FORMCHECKBOX 
 HALFWAY HOUSE #BEDS      

	 FORMCHECKBOX 
 DETOX

 FORMCHECKBOX 
 ACUTE #BEDS      
 FORMCHECKBOX 
 SUBACUTE #BEDS      


	 FORMCHECKBOX 
 DRIVER INTERVENTION

 FORMCHECKBOX 
72-HOUR  48-HOUR

 FORMCHECKBOX 
 NON RESIDENTIAL #HOURS      

	 FORMCHECKBOX 
 OPIOID AGONIST


	


SERVICES OFFERED:

 FORMCHECKBOX 
 Assessment 




 FORMCHECKBOX 
 Medical/Somatic

 FORMCHECKBOX 
 Individual Counseling 



 FORMCHECKBOX 
 Acute Hospital Detoxification

 FORMCHECKBOX 
 Group Counseling 



 FORMCHECKBOX 
 Crisis Intervention

 FORMCHECKBOX 
 Family Counseling 



 FORMCHECKBOX 
 Sub-Acute Detoxification

 FORMCHECKBOX 
 Case Management 



 FORMCHECKBOX 
 Ambulatory Detoxification

 FORMCHECKBOX 
 Crisis Intervention 



 FORMCHECKBOX 
 Twenty-Three Hour Observation Bed

 FORMCHECKBOX 
 Referral and Information 



 FORMCHECKBOX 
 Medical Community Residential

 FORMCHECKBOX 
 Consultation 




 FORMCHECKBOX 
 Non-Medical Community Residential

 FORMCHECKBOX 
 Training




 FORMCHECKBOX 
 Adjunctive Alcohol and/or Drug Services

 FORMCHECKBOX 
 Hotline 




 FORMCHECKBOX 
 Urinalysis

 FORMCHECKBOX 
 Outreach 




 FORMCHECKBOX 
 Intensive Outpatient

 FORMCHECKBOX 
 Intervention 




 FORMCHECKBOX 
 Opioid Agonist
OWNER INFORMATION

	Program Name:       

	Address:                           

	City/State:                             Zip Code:      

	Telephone:      

	Print Name (Exec. Director, CEO, President):      

	Signature (Exec. Director, CEO, President)                                                     Date



2

