DEVELOPMENTAL DISABILITIES ADMINISTRATION

ADDENDUM APPLICATION FOR A CURRENT LICENSEE

Effective 6/2/08
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Attention:  Mary Fileta, Licensure Coordinator, Adults  
                   mfileta@dhmh.state.md.us   


(E-mail requests preferred)
                   410-402-8050              Fax #: (410) 402-8056

Or:           Mail To:      Office of Health Care Quality 
                                

                                       DD Unit
                                                         Spring Grove Hospital Center 
                                              Wade Avenue, 1st Floor

                                              Catonsville, MD 21228

Per 10.22.02.05A:

A minimum of 30 days notification 

is required for sites to be seen.

Licensee Information

Licensee Name:  _____________________________________

Licensee Address:  ___________________________________

City:  ________________________________  State:  _______

Zip Code:  _____________    County:  ___________________

Telephone #:  _________________________

Director:  ____________________________

E-Mail:  _________________   Fax #:_________________
Contact Person For Site Opening

Name:  ____________________________________________

Telephone #:  _______________________

E-mail: _________________________________________

         Service Model (check applicable source)
      FORMCHECKBOX 
 ALU       FORMCHECKBOX 
 GH     FORMCHECKBOX 
 IFC     FORMCHECKBOX 
 FISS   

      FORMCHECKBOX 
 CSLA     FORMCHECKBOX 
VOC   FORMCHECKBOX 
 DH      FORMCHECKBOX 
Res. Coord.   

          Funding Source (check applicable source)
              FORMCHECKBOX 
 FPS       FORMCHECKBOX 
 Other Source (identify source) 

              FORMCHECKBOX 
 CSLA    FORMCHECKBOX 
FISS 

OTHER:  ________________________________________

Site Information


Capacity  ______

Site Address:  _____________________________________

City:  ________________________________  State:  _______

Zip Code:  _____________    County:  ___________________

Site Telephone:  ________________________________

Mailing Address (if different from Site Address):  

___________________________________________

City:  ________________________________  State:  _______

Zip Code:  _____________    

Name of Responsible Person on Lease or Deed

________________________________________________

If this new site replaces an existing site that is closing, please give address of site that will be closed:
  _______________________________________        ____________________________    __________     _______________

       Address


                                                City                                          State                Zip Code

Date site is ready to be seen: _____________________


Proposed Date of Occupancy:  ___________

YOU MAY BE REQUIRED TO HAVE A FIRE INSPECTION.  PLEASE CONTACT OHCQ LICENSE COORDINATOR
LICENSED SITE LOCATION AND DIRECTIONS

(Submit one form for each licensed site or service)

Licensee: ________________________________________________________

Program Type at Site:       ⁭ ALU    ⁭ IFC     ⁭ F/ISS     ⁭ VOC     ⁭ IPSP





           ⁭ GH     ⁭ CSLA     ⁭ DH     ⁭ SE     ⁭ RC     ⁭ Other

Licensed Capacity:  _________

Site Address:  _______________________________________________________

City, State:  ________________________________  Zip Code: _______________

County:  ________________________   Site Phone #: _______________________

Contact Person:  _________________________  Phone: _____________________

E-mail: _____________________________________________________________

Please furnish directions to this site from 

Baltimore Beltway (695), Exit 13—Frederick Road
LICENSURE IS REQUIRED FOR ALL SITES SERVING INDIVIDUALS WITH DEVELOPMENTAL DISABILITIES IN MARYLAND               

REGARDLESS OF THE FUNDING SOURCE(S)

