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Organizational Application
General Information
Applicant Information:
Legal Name of Organization ____________________________________________________________________________

DBA/Trade Name ____________________________________________________________________________________

Primary Mailing Address:______________________________________________________________________________
City ________________________________________________________   State _______   Zip _____________________ 
Phone #  (      )                               Fax (      )                          e-mail: ​​​​​​​​​​_____________________________________________

Contact Information:

Chief Executive Officer (or equivalent) Name: ___________________________   Phone #  _________________________
Primary Contact Name/Title _________________________________________    Phone #  _________________________

Person completing the application ____________________________________     Phone #  _________________________

e-mail address ___________________________________   Fax # if different from above __________________________
Billing Information:
Billing Address ______________________________________________________________________________________
City ________________________________________________________   State _______   Zip _____________________ 

Phone #  (      )                               Fax (      )                          e-mail: ​​​​​​​​​​_____________________________________________

Tax ID # ______________________________________________ 

Is the Organization currently a Provider for:   FORMCHECKBOX 
 Medicare   FORMCHECKBOX 
 Medicaid   FORMCHECKBOX 
 TRICARE  ___Prime  ___Standard

Business Classification:

Ownership:  
 FORMCHECKBOX 
  Private

 FORMCHECKBOX 
  Public


 FORMCHECKBOX 
  Government Program


Status: 

 FORMCHECKBOX 
  For-Profit

 FORMCHECKBOX 
  Non-Profit


  
Levels of Care:

 FORMCHECKBOX 
  Inpatient Services


 FORMCHECKBOX 
  23 Hour Observation


 FORMCHECKBOX 
  Home Health



 FORMCHECKBOX 
  Inpatient Acute Detox


 FORMCHECKBOX 
  Ambulatory Detoxification

 FORMCHECKBOX 
  Dual Diagnosis

 FORMCHECKBOX 
  Inpatient Substance Abuse/ Rehab
 FORMCHECKBOX 
  Intensive Outpatient


 FORMCHECKBOX 
  Respite Care

 FORMCHECKBOX 
  Residential Treatment Program

 FORMCHECKBOX 
  Day Treatment


 FORMCHECKBOX 
  Partial Hospitalization


 FORMCHECKBOX 
  Treatment Group Home

 FORMCHECKBOX 
  EAP Services



 FORMCHECKBOX 
  Restorative Justice


 FORMCHECKBOX 
  Educational Services


 FORMCHECKBOX 
  Outpatient Mental Health and/or Substance Abuse Clinic

 FORMCHECKBOX 
  Other
State Licensure:
Not Applicable   FORMCHECKBOX 

Is your organization licensed/certified in the State of Colorado?    FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
  No


License(s) # _________________  _________________  _________________  _________________

Accreditation/Certification:
Not Applicable   FORMCHECKBOX 

Check any of the following that apply to your organization:

 FORMCHECKBOX 
  Accredited by the Joint commission on Accreditation of Healthcare Organizations (JCAHO)  

 FORMCHECKBOX 
  Accredited by the Rehabilitation Accreditation Commission (CARF)

 FORMCHECKBOX 
  Accredited by the American Osteopathic Association (AOA)

 FORMCHECKBOX 
  Accredited by the Council on Accreditation (COA)

 FORMCHECKBOX 
  Certified by Medicaid  (Medicaid # _____________________)

 FORMCHECKBOX 
  Certified by Medicare  (Medicare # _____________________)

Please indicate any other accreditation/certificates ___________________________________________________________
Professional Liability:

Not Applicable   FORMCHECKBOX 

Please attach a copy of the organization’s current certificate of insurance.  

Name of Liability Carrier: ____________________________________________________________________________

Limits of Professional Liability:
Per Occurrence ___________________   Aggregate ___________________

Insurance Effective Date ___________________  Insurance Expiration Date ___________________
Have any claims been made against this insurance or any other liability insurance issued by another carrier?   FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
  No  If yes, please explain below:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________

Practice Information
Office Location #1

Address:_______________________________________________________________________________________________
City ___________________________________________________________   State _______   Zip _____________________ 

Phone #  (      )                               Fax (      )                           
After Hours Phone #  (      )                                
Handicapped Accessible?    FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
  No     Accessible to public transportation?  FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
  No

Office Hours (if applicable):  
Monday_____ to _____     Tuesday_____ to _____     Wednesday_____ to _____     Thursday_____ to _____       
Friday_____ to _____     Saturday_____ to _____     Sunday_____ to ___
 FORMCHECKBOX 

Is child care available on premises for clients?

Office Location #2

Address:_______________________________________________________________________________________________
City ___________________________________________________________   State _______   Zip _____________________ 

Phone #  (      )                               Fax (      )                           
After Hours Phone #  (      )                                

Handicapped Accessible?    FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
  No     Accessible to public transportation?  FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
  No

Office Hours (if applicable):  

Monday_____ to _____     Tuesday_____ to _____     Wednesday_____ to _____     Thursday_____ to _____       

Friday_____ to _____     Saturday_____ to _____     Sunday_____ to _____
 FORMCHECKBOX 

Is child care available on premises for clients?

Office Location #3

Address:_______________________________________________________________________________________________
City ___________________________________________________________   State _______   Zip _____________________ 

Phone #  (      )                               Fax (      )                           
After Hours Phone #  (      )                                

Handicapped Accessible?    FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
  No     Accessible to public transportation?  FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
  No

Office Hours (if applicable):  

Monday_____ to _____     Tuesday_____ to _____     Wednesday_____ to _____     Thursday_____ to _____       

Friday_____ to _____     Saturday_____ to _____     Sunday_____ to ___

 FORMCHECKBOX 

Is child care available on premises for clients?

Additional Application Information

Please include the following attachments as a part of your application:
Photocopy of current:



 FORMCHECKBOX 

State license/certification, unless legally exempt from license

 FORMCHECKBOX 

Medicare and/or Medicaid correspondence (official correspondence from HCFA, fiscal intermediary, or provider

enrollment which offers verification of Medicare participation)
 FORMCHECKBOX 

CLIA certificate for on-site, non-contracted laboratories

 FORMCHECKBOX 

DEA and CDS if providing pharmaceutical services

 FORMCHECKBOX 

Professional Liability Insurance Declaration Sheet

 FORMCHECKBOX 

W-9 Form (Taxpayer Identification)

 FORMCHECKBOX 

Current staff roster (form attached)

 FORMCHECKBOX 

Organizational Application Specialty Information (form attached)

Accredited Organizations, please attach:

 FORMCHECKBOX 

Appropriate accreditation approval letter or copy of accreditation certificate (with expiration date)

Non-Accredited Organziations, please attach:

 FORMCHECKBOX 

The most recent inspection/site review document by the state agency for your licensure

Participation Statement
For purposes of making this application for participation in the Connect Care network, the organization certifies that all information provided to Connect Care is true and correct to the best of the organization’s knowledge.  The organization agrees to notify Connect Care promptly if there are any material changes in the information provided, whether prior to or after the organization’s acceptance as a Connect Care provider.  The organization understands and agrees that if Connect Care discovers that this application contains any significant misstatement, misrepresentations, or omissions, Connect Care may void, in its sole discretion, its application and any related participating provider agreements.

The organization authorizes Connect Care to consult with State licensing agencies, accreditation bodies, malpractice insurance carriers, and, upon notification to the organization of additional specific entities or organizations, any other entity from which information may be needed to complete the credentialing process, and the organization authorizes the release of such information to Connect Care.  The organization releases Connect Care and its employees and agents and all those whom Connect Care contacts from any and all liability for their acts performed in good faith and without malice in obtaining and verifying such information and in evaluating the organizations application.

The organization further understands and agrees that: a) the organization is responsible for producing all information required or requested by Connect Care in connection with this application; b) Connect Care is under no obligation to complete the processing of this application until such information is provided by the organization; c) in the event that Connect Care decides not to accept the organization as a participating provider and the organization desire to have this decision reviewed, the organization will appeal such determination to the Connect Care Appeal Committee.

I attest that this organization conducts background investigations on all employees, interns, volunteers and contract agents having contact with clients, consisting of at least the following, prior to hire:

1. A name search through the Colorado Bureau of Investigation;

2. Primary source verification through the appropriate state licensing board for licensed staff;

3. A check of the Colorado Background Investigation Unit for persons having unsupervised contact with clients under the age 18; 

4. Certified transcripts for non-licensed staff; and

5. A reference check with former employers for clinical staff.

This organization has written criteria for evaluating such convictions or complaints, which make an applicant unacceptable for hire or a person unacceptable for retention.

	Organization Name:
	

	Authorized Signature:
	

	Name (please print):
	

	Title:
	

	Date:
	


Return Completed Application to:
Connect Care, Inc.
Attn:  Provider Relations

P. O. Box 15318
Colorado Springs, CO  80935
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