[image: image1.wmf]State of Washington

Department of Social and Health Services (DSHS)

Division of Behavioral Health and Recovery (DBHR)
AGENCY REMODEL APPROVAL REQUEST FORM
	I.  AGENCY INFORMATION



	AGENCY NAME The name you provide certified services under and as is listed on your Behavioral Health License.

	
     

	AGENCY NUMBER The agency number under which you provide certified services and as listed on your Behavioral Health License.



	Specify the date the remodel has or will occur(red):      /     /     

	Print the full street address for the treatment facility location:
     

	City:
     







State:
     

Zip:      




REMODEL INFORMATION

Specify the date the remodel will occur. 

_     /     /     _
Please include an up-to-date floor plan showing the use and dimensions of each room and location of the following information:


Windows and doors;


Restrooms;


Floor-to-ceiling walls;


Reception area is separate from living and therapy areas; 


Areas serving as confidential counseling rooms;


Adequate space for personal consultation with patient, staff charting,


and other activities;


Other therapy and recreation areas and rooms;


Secure, confidential patient records storage; and,

For outpatient facilities, please complete and return the Accessibility Barrier Checklist.

The floor plan can be hand drawn. Please ensure it contains the above information.  
A Sample Floor Plan and Accessibility Barrier Checklist can be downloaded under the Accessibility Barrier and Floor Plan tab at:
https://www.dshs.wa.gov/bha/division-behavioral-health-and-recovery/licensing-and-certification-behavioral-health-agencies
Note:  Residential Treatment Facilities are reviewed by Department of Health Facilities and Licensing. 
Provide a written description of the changes and the purpose for the remodel:
___     ____________________________________________________________________
___     ____________________________________________________________________

___     ____________________________________________________________________

___     ____________________________________________________________________

___     ____________________________________________________________________

___     ____________________________________________________________________

___     ____________________________________________________________________

___     ____________________________________________________________________

___     ____________________________________________________________________

___     ____________________________________________________________________

___     ____________________________________________________________________

___     ____________________________________________________________________
	IV.  APPLICANT DECLARATIONS



	I declare the following:

	· That I will notify DBHR if changes occur in any of the information provided in Parts 1 or 2 of this application before certification occurs.

	· That none of the disqualifying conditions described in WAC 388-877-0335(1)(d)(i-xvi) has occurred.


	· That the information contained in this application and on all documents submitted with this application is true, accurate, and complete to the best of my knowledge.


	Signature of Administrator or other legal representative:


	Date of signature:

     

	Printed Name of Person Signing Form: 

     
	Title:

     

	Mailing Address of Person Signing Form:

     
City:
     







State:
     

Zip:      

	Phone Number of Person Signing Form:

     
	Fax:

     

	E-mail Address of Person Signing Form:

     


	V.  APPLICANT CONTACT INFORMATION

 FORMCHECKBOX 
Check here if same as above; if different, complete the below 



	Applicant’s Contact Name: 

     
	Title:
     

	Applicant’s Contact Mailing Address:
     

	City:
     







State:
     

Zip:      

	

	Contact Phone Number:

     
	Contact Fax Number:
     

	Contact E-mail Address:
     


Return this original request form, the floor plan of the remodeled facility, and the completed Accessibility Barrier Checklist to: 

Certification Provider Request Manager

Division of Behavioral Health and Recovery
Post Office Box 45330



Olympia, Washington 98504-5330



Phone: 360-725-3819; fax: 360-725-2279


E-mail: DBHRProviderRequests@dshs.wa.gov 

If you need technical assistance regarding the remodel approval process, or need a copy of any regulation cited in this request form, please contact the DBHR Certification Provider Request Manager. 
After review and approval of the application materials, a Certification Specialist will contact you to schedule an on-site facility review.
�
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