

DEVELOPMENTAL DISABILITIES ADMINISTRATION

RENEWAL APPLICATION

  Community Based Programs
Applications for Renewal of a License to provide services/supports to individuals with Developmental Disabilities are due 60 days prior to the expiration date printed on the current license.

PLEASE RETURN TO:  
Office of Health Care Quality (www.dhmh.state.md.us/ohcq/)





ATTN:  DDA Licensing Coordinator





Spring Grove Hospital Center, Bland Bryant Building





Wade Avenue,
Catonsville, Maryland  21228





Telephone Number:  (410) 402-8050 Fax Number:  (410) 402-8056
1.
Principal Incorporated Name:  __________________________________________________________


Resident Agent: ___________________________________Agency Registered as an MBE?  Yes   No








(Minority Business Enterprise)

Type of Corporation: ________________________________Incorporation Date: ____________________


Trade Name (If applicable): ______________________________________________________________

Executive Director’s Name:  ___________________________ Employer ID Number (EIN): ___________ 

Administrative Office Address: ___________________________________________________________
City, State:  ______________________________________
Zip Code:  ____________________
Mailing Address: _________________________________________________________________
(If different from Administrative Office) 

City, State: ​​​​​​​​​​​​​​​​_______________________________________    Zip Code:  _____________

E-Mail Address:  _________________________________
County:  _______________

Telephone #: _____________________


Fax #:  _______________________
2.       Name of individual (if different from Executive Director) to contact regarding this application:

              (If applicable)
Name:  ____________________________________________ 
Title:  _________________

Address:  ________________________________________________________________________
City, State:  ________________________________________
Telephone #:  __________________
E-Mail Address:  _________________________________
Fax #:  _______________________

3.
Licensure Application:  The following attachments must be included with the application:
I. Articles of Incorporation (only required if substantive changes have occurred since last submission)
II. Table of Organization
III. Program Service Plan (PSP) COMAR 10.22.02.09 (A-E) for each service the agency currently provides or plans to provide during the license renewal year.  The PSP for each service provided must be included at least every three years with the renewal application or if the agency is applying to provide new services/supports not previously licensed or there have been substantive changes in the manner or scope of currently licensed services.  The PSP for each licensed service/support must include the following components: 

(1) Rationale,
(2) Scope ,
(3)  Staffing and training,  and 

(4) Setting and location. 

IV. The composition (see spreadsheet available on OHCQ website) of the Board of Directors/Governing Body and the roles and responsibilities of the governing body which shall include at a minimum the following:

             A.
(1) Name of Each Member

(2) Address  
(3) Title or position on the board 
(4) Contact phone number
(5) Identification of the board member who is a family member of an individual with a developmental  disability. 
(6) Identification of the board member with a developmental disability.
(7) Identification of the board member with experience in the field of developmental       

             disabilities.  See 10.22.02.01(15a-e) for definition of developmental disability.

(8) Written by-laws (only necessary when substantive changes have occurred since previous submission) which require the governing body to be legally responsible for:
a) Overseeing the management and operation of the applicant/licensee;

b) Ensuring that the applicant /licensee operates in compliance with all of the requirements of COMAR 10.22.02. – Administrative Requirements for Licensees;

c) Approving an applicant/ licensee’s mission statement, long range goals, policies, procedures and budget;

d) Defining and prohibiting those circumstances which would create a financial or personal conflict of interest for members of the governing body, staff, careproviders, volunteers and members of the standing committee;

e) Ensuring that the license responds to all plans of correction in a timely manner; and

f) Approving an applicant/licensee’s Program Service Plan and ensuring that its services are provided in accordance with such plan.

B. At least 75% of the governing body of a licensee shall be residents of the State or reside within a 100-mile radius of the administrative offices of the license which shall be located in the State; (This requirement may be waived if a community-based advisory board or committee is established by the licensee and approved by the Administration.)
C. No employee of a licensee or immediate family member of an employee of a licensee may serve as a voting member of the governing body unless:

a) The employee receives services from the licensee or 

b) The Administration explicitly approves the composition of the governing body through an innovate program service plan in accordance with COMAR 10.22.02.09.F – Innovative Program Service Plan Variance.
D. Ensure that members of the governing body and employees of the licensee may not own property that is leased back to the licensee. 

V. The applicant/licensee may not employ or contract with any individual who has a criminal history which would indicate behaviors potentially harmful to individuals.  Please provide documentation of application  to a company that completes criminal background checks  or show registration with CJIS (Criminal Justice Information System) for criminal history record check or a criminal background check on all current employees , pursuant to Health-General Article, § 19-1901 et seq., Family Law § 5-560 et seq, if serving a minor, Annotated code of Maryland, and COMAR 12.15.03.  Please see attachment 1.

VI. Insurance Documentation:  Please provide documentation indicating current insurance coverage in the following areas:

A. Fire;

B. Casualty;

C. Professional Liability;

D. General Liability; and,

E. Director’s and Officer’s Liability.

VII. Financial Operation.  
A. Provide documentation of compliance with the legal requirements for unemployment compensation and workers’ compensation.
B. Notify DDA and OHCQ of any filing of bankruptcy or liens against the agency, and keep the licensing agency informed of any legal actions resulting from the bankruptcy filing or lien activity.

C. Notify DDA and OHCQ of any legal action filed against the licensee, and the outcome of any such legal action.

VIII. Licensed Site Location:  Please make copies of attachment 2 and complete one form for each licensed  site.  Please also complete a form for CSLA and F/ISS services.
IX. Completed Staff Training Self-Assessment  Please note:  All staff and care providers must be provided the opportunity to receive required trainings, as mandated by COMAR 10.22.02.11C and D and 14.31.06.05F, as applicable
X. Completed Policy and Procedure Self-Assessment

4.     
Licensure Type Requested:  (please check all that apply)

(Please ensure a PSP is included in this application if the licensee is requesting licensure for a new service/support, there have been substantive changes in the services provided, or it has been three years since the previous submission)
A.  Residential





B.  Non-Residential


 FORMCHECKBOX 
  Alternative Living Unit
 FORMCHECKBOX 
  Vocational Services



(COMAR 10.22.08)

(COMAR 10.22.07)


 FORMCHECKBOX 
  Group Home
 FORMCHECKBOX 
 Resource Coordination



(COMAR 10.22.08)

(COMAR 10.22.09)


 FORMCHECKBOX 
  Individual Family Care
 FORMCHECKBOX 
  Day Habilitation



(COMAR 10.22.08)

(COMAR 10.22.07)


 FORMCHECKBOX 
  Community Supported
 FORMCHECKBOX 
  Family & Individual



Living Arrangements

Support Services



(COMAR 10.22.08)

(COMAR 10.22.06)


 FORMCHECKBOX 
  Innovative Program
 FORMCHECKBOX 
  Other:


Service Plan

 
(COMAR 10.22.02.09F)
______________________
Please Note: 

A)
A licensee shall notify the Developmental Disabilities Administration (DDA) and the Office of Health Care Quality (OHCQ) before the licensee begins providing services to an individual in a site.  In addition, the licensee shall submit a site addendum application to OHCQ at least 30 days prior to the date needed for approval before moving any individuals into a site.
              b)       A licensee shall not open, close or relocate any site without approval of  the Developmental Disabilities Administration (DDA).  The licensee shall request approval from DDA and submit documentation as required by DDA at least 30 days prior to the date the licensee intends to make a change.

c)       A licensee shall notify OHCQ and DDA of administrative office moves.  (FISS & CSLA are licensed to the administrative office; new addendum applications must be submitted).  
5. Has any action been taken by State/Federal/Local government against the licensee, any members of the Board or of top management, disciplining them, excluding them or affecting any way their participation in a state/federal/local government program – for example Medicaid or Medicare?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No   If YES, please explain.  Please attach additional sheets of paper to the application if additional space is needed.  
       _____________________________________________________________________________________________
______________________________________________________________________________________________
6. Has licensee, board member or top management been affiliated with any program providing health care which has been disciplined by excluding them or affecting in anyway the continued provision of services? 
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No  If  YES, please explain. Please attach additional sheets of paper to the application if additional space is needed.    
__________________________________________________________________________________________
7. Does the licensee currently serve individuals diagnosed with developmental disabilities in another state?   
 FORMCHECKBOX 
 Yes           FORMCHECKBOX 
 No


In the past five years ? 

 FORMCHECKBOX 
 Yes           FORMCHECKBOX 
 No

8. Is the licensee currently funded by another state/entity to serve individuals diagnosed with developmental disabilities?    FORMCHECKBOX 
 Yes           FORMCHECKBOX 
 No


In the past five years ? 

 FORMCHECKBOX 
 Yes           FORMCHECKBOX 
 No


If an answer to questions 7 or 8 above is yes, please provide details to include, at a minimum:  dates and length of time services were provided, locations, types of services provided, the state agency that licenses, funds,  or regulates this activity,  contact people, etc….   Please attach additional sheets of paper to the application if additional space is needed.

Name of Agency:  _____________________________________________________________________

Address of Agency:  ___________________________________________________________________

Contact Person:  ______________________________________________________________________

Telephone #:  _______________________________________Fax #: _____________________________
E-mail address: ________________________________________________________________________
9. Please provide date of the most recent Quality Assurance Plan submission: _________________  

Please provide date of the most recent Quality Assurance Plan approval by DDA _________________  

If the approval date is greater than one year ago please indicate the reason(s) for the delay and include a plan for submitting your QA Plan and annual report to the Administration for approval. 

___________________________________________________________________________________________________ 

___________________________________________________________________________________________________ 

___________________________________________________________________________________________________ 
___________________________________________________________________________________________________ 

___________________________________________________________________________________________________ 

___________________________________________________________________________________________________ 

10.  

 Affirmations:
A.  I affirm under the penalty of perjury, as per COMAR 10.22.02.02A(2) and (3) and 10.22.02.08C(1), (2), (3),and (6), that this application and all the attachments have been developed and approved by the governing body of this Corporation legally known as: 
__________________________________________________________________________________.
B.  I affirm under the penalty of perjury that no employee of this agency or member of the governing body owns property that is leased back to the agency, as per COMAR 10.22.02.08C(9).

C. I affirm under the penalty of perjury, as per COMAR 10.22.02.02C,  that the signature(s) below are those of either the Administrative Head of the Corporation or two officers of the Corporation legally known as: 
_________________________________________________________________________________.
D.  I affirm under penalty of perjury that the information contained herein is true to the best of my personal knowledge and belief.
Print Name: ________________________________________________

Signed:  ____________________________________________________  

Date:  ____________________

             

 (Administrative Head of the Corporation )

Print Name: _________________________________________________
Signed:  ____________________________________________________  

Date:  ____________________




(Officer of the Corporation)
Print Name: ________________________________________________
Signed:  ____________________________________________________  

Date:  ____________________




(Officer of the Corporation)

NOTARY:  Sworn and subscribed before me this __________day of ____________________, 20____  a Notary Public for the State of Maryland.

My Commission Expires:  _______________________








_____________________________________________








Notary Public Signature



TO FURTHER ITS COMMITMENT TO EQUAL OPPORTUNITY, THE STATE OF MARYLAND REQUESTS LICENSEES PROVIDE, VOLUNTARILY, THE FOLLOWING INFORMATION.  THIS INFORMATION WILL BE USED FOR STATISTICAL PURPOSES ONLY BY AUTHORIZED PERSONNEL.

1.  Agency is certified through the Maryland Department of Transportation (MDOT)  as a Minority Business Enterprise (MBE) or Disadvantaged Business Enterprise (DBE)   FORMCHECKBOX 
 Yes           FORMCHECKBOX 
 No

(if yes, please provide a copy of certification issued by MDOT)

2.  Agency is a minority owned or operated business (at least 51% owned/operated)  


(if yes, please complete the following)                                                                                  FORMCHECKBOX 
 Yes           FORMCHECKBOX 
 No
	Name of Governing Body Member or Officer of the Corporation
	Minority?

 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No


	Minority Classification (choose applicable) 

African American; Hispanic; Native American; Alaskan Native; Asian American; Female
	Date Elected or Appointed to Position

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Attachment #1
CRIMINAL HISTORY RECORD CHECK (CHRC)/CRIMINAL BACKGROUND CHECK (CBC)

(Please complete for all current employees.  Usage of another format is acceptable.  Ensure all requested information is provided)

	EMPLOYEE NAME
	DATE OF HIRE
	DATE OF APPLICATION
	TYPE OF CHECK REQUESTED (CHRC OR CBC)
	STATUS OF REQUEST

	EX:  JOHN DOE
	January 4, 1998
	January 2, 1998
	CBC
	Completed 1/4/98

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Attachment #2
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:  _________  If applicable, attach copy of most recent Fire Marshall, County Inspection Agency,  and/or Health Department evaluation/monitoring of the site.
Site Address:  _______________________________________________________

City, State:  ________________________________  Zip Code: _______________

County:  ________________________   Site Phone #: _______________________

Contact Person:  _________________________  Phone: _____________________

E-mail: _____________________________________________________________

Owner of Property:  __________________________________________________
Is the owner affiliated with licensee through employment 

or membership on governing body? 
 FORMCHECKBOX 
 Yes           FORMCHECKBOX 
 No
Attachment #3
Licensee Certification – Staff / Care provider Training

Licensee:  __________________________________________Executive Director:  _______________________________________

Address:  __________________________________________City/State/Zip Code:_______________________________________

Contact Person:  ____________________________       Telephone #:  _________________  Fax #:  ________________________

Email:  _________________________________________________    

Program Type(s):    Residential ___        Day Habilitation ___  Vocational   ___        FISS ___            IFC ___         CSLA ___ 

Please respond by placing an “X” in the appropriate box(es) of training(s) not successfully completed or in compliance. 

(Attach additional sheets as necessary, or utilize your own spreadsheet format)

	Required Trainings→→→→

Staff Name  ↓ ↓ ↓ ↓
	Initial Blood-Borne Pathogens
	Annual Update Blood Borne Pathogens
	CPR 
	First Aid
	Community Integration
	IDOOPI
	Characteristics
	Fundamental Rights
	Communicable Diseases
	Supporting Ind & Families—Choice Making
	Communication

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	


Please explain all checked items above, including the plan for bringing staff into compliance with DDA-mandated training requirements: 

	


I hereby certify that the above information is true and correct as of _______________________________:













Date
Print Name: _____________________________________________
Signature of person completing the form:   _____________________________    Date:  _______________

Print Name: ______________________________________________

Executive Director Signature: ________________________________________    Date: _______________
Attachment #4

Licensee Certification – Policies and Procedures

Licensee:  _________________________________________________Executive Director: ________________________________

Address:  _________________________________________City/State/Zip Code: ________________________________________

Contact Person:  ______________________________  Telephone #:  ________________  Fax Number:  ____________________

Email:   ______________________________________________________________  

Program Type (s):  Residential ___ Day Habilitation ___ Vocational ___ FISS ___ IFC ___ CSLA __ Service Coordination ___
	In conformance with applicable Code of Maryland Regulations (10.22.02.10), please denote by checking the appropriate box below if there is an appropriate policy and procedure in place for the following:   
Policy and Procedure↓
	Yes
	No
	Not Applicable
	Modified since last OHCQ survey

	10.22.02.10A(1):  Each individual’s health and safety needs, as identified in the IP are being met
	
	
	
	

	10.22.02.10A(2):  Ensuring individuals’ Fundamental rights in accordance with Health-General Article, §7-1002, Annotated Code of Maryland
	
	
	
	

	10.22.02.10A(3):  That services are provided in a manner that promotes individual choice and the exercise of individual rights
	
	
	
	

	10.22.02.10A(4):  Confidentiality for each individual as per Health-General Article, §7-1010, Annotated Code of Maryland
	
	
	
	

	Policy and Procedure↓
	Yes
	No
	Not Applicable
	Modified since last OHCQ survey

	10.22.02.10A(5):  Implementation of a grievance process
	
	
	
	

	10.22.02.10A(6):  Services are provided without discrimination
	
	
	
	

	10.22.02.10A(7):  That all incidents are reported and investigated in accordance with DDA’s Policy on Reportable Incidents and Investigations (PORI, revised 10/1/2007)
	
	
	
	

	10.22.02.10A(8):  Medications administered in accordance with MATP
	
	
	
	

	10.22.02.10A(9):  Compliance with COMAR 10.27.11 (Nursing delegation)
	
	
	
	

	10.22.02.10A(10):  That any individual whose behaviors require intervention receive the safeguards required by regulation
	
	
	
	

	10.22.02.10A(11)(a):  That in order for an individual to be required to pay for property damage caused by his/her actions, the IP shows evidence that the individual has a history of destructive behaviors that have been documented in the behavior plan (BP)
	
	
	
	

	10.22.02.10A(11)(b): That in order for an individual to be required to pay for property damage caused by his/her actions, the IP shows evidence that the individual has a BP that addresses the destructive behavior.
	
	
	
	

	10.22.02.10A(11)(c) That in order for an individual to be required to pay for property damage caused by his/her actions, the IP shows evidence that the individual has the ability to pay for damages.
	
	
	
	

	10.22.02.10A(11)(d):  That in order for an individual to be required to pay for property damage caused by his/her actions, the IP shows evidence that the licensee’s standing committee has reviewed and approved the damage payment
	
	
	
	

	10.22.02.10A(11)(e) That in order for an individual to be required to pay for property damage caused by his/her actions, the IP shows evidence that the licensee has reported the approval to the Regional Director.
	
	
	
	

	10.22.02.10A(12):  Compliance with H-G Article §5-605, Annotated Code of Maryland: Surrogate Decision Making
	
	
	
	

	10.22.02.10A(13):  No financial or personal conflict of interest—members of governing body, staff, care providers, volunteers, standing committee
	
	
	
	

	10.22.02.10A(14):  Fiscal affairs of Licensee conducted in accordance with generally accepted accounting practices
	
	
	
	

	10.22.02.10A(15)(a):  Adequate protection for finances and  property of individuals, including:  A system to ensure funds are used appropriately for the individual’s needs, preferences
	
	
	
	

	10.22.02.10A(15)(b):  Adequate protection for finances and property of individuals, including: a system to keep personal funds separate from Licensee funds and funds are transferred in a timely manner when individual leaves 
	
	
	
	

	Policy and Procedure↓
	Yes
	No
	Not Applicable
	Modified since last OHCQ survey

	10.22.02.10A(15)(c):  Adequate protection for finances and property of individuals, including: Timely access for individual to funds 
	
	
	
	

	10.22.02.10A(15)(d):  Adequate protection for finances and property of individuals, including:  An accounting of the individual’s funds, on request
	
	
	
	

	10.22.02.10A(15)(e):  Adequate protection for finances and property of individuals, including: Accrual of interest if interest bearing account 
	
	
	
	

	10.22.02.10A(16):  State/Federal safety precautions, infection control and standard  precautions implemented
	
	
	
	

	10.22.02.10A(17):  Disaster/Emergency plans in place with adequate drills
	
	
	
	

	10.22.02.10A(18):  Individuals do not perform duties of paid staff
	
	
	
	

	10.22.02.10A(19):  Individual only performs household duties as shared by the household, as activity documented in IP, or remunerated as part of a training program
	
	
	
	

	10.22.02.10B(1):  Residential service providers operating ALUs and/or GHs develop an emergency plan for all types of emergencies that includes: Procedures to be followed before during and after an emergency for (a) through (g)
	
	
	
	

	10.22.02.10B(2):  Residential service providers operating ALUs and/or GHs develop an emergency plan for all types of emergencies that includes: notifications to families, staff, DDA
	
	
	
	

	10.22.02.10B(3):  Residential service providers operating ALUs and/or GHs develop an emergency plan for all types of emergencies that includes:  Staff coverage, organization, and assignment of responsibilities including (a) through (c) 
	
	
	
	

	10.22.02.10B(4):  Residential service providers operating ALUs and/or GHs develop an emergency plan for all types of emergencies that includes: Continuity of operations
	
	
	
	

	10.22.02.10B(5):  Residential service providers operating ALUs and/or GHs develop an emergency plan for all types of emergencies that includes: procedures for back-up records (a) and (b)
	
	
	
	

	10.22.02.10B(6):  Residential service providers operating ALUs and/or GHs develop an emergency plan for all types of emergencies that includes: provisions to share plans with local emergency management organizations
	
	
	
	

	10.22.02.10B(7):  Residential service providers operating ALUs and/or GHs develop an emergency plan for all types of emergencies that includes: executive summary of procedure provided to family member upon request
	
	
	
	

	10.22.02.10C:  Ensure that all staff, careproviders, consultants and volunteers are aware of policies and implement each policy as adopted
	
	
	
	

	10.22.02.10D:  Provide sufficient information about the grievance process to individuals served, and/or their proponents, to enable individual to effectively use process.
	
	
	
	

	Policy and Procedure↓
	Yes
	No
	Not Applicable
	Modified since last OHCQ survey

	Nursing:
	
	
	
	

	Medication P&P:  Obtaining Orders and medications (MTTP 1:4-9; 2:2-7; 2: 4-2; 2:4-7; 2:3-18,2:3-26)
	
	
	
	

	Medication P&P:  Administration & Storage (MTTP 1:1-18, 1:4-9; 2:2-7, 2:3; 2:3-26; 2:2-28; 2:4-2; 2:4-7)
	
	
	
	

	Medication P&P:  Controlled Drugs (MTTP 1:4-9; 2:1-9; 2:2-5; 2:2-7)
	
	
	
	

	Medication P&P:  Errors (10.27.11; MTTP referenced 2:3-17; 2:4-10)
	
	
	
	

	Medication P&P:  Determining Ability to Self-Medicate (MTTP Chapter 8)
	
	
	
	

	Procedures re: Reporting/Communication of information (MTTP 1:2-7; 1:3-4; 1:3-7; 1:3-10& 11; 1:4-9; 3:2-9)
	
	
	
	

	The RN Role (10.27.11; MTTP 6-5)
	
	
	
	

	
	
	
	
	


Please explain all items checked “no”above, including the plan for bringing agency into compliance with DDA-required policy requirements: 

	


I hereby certify that the information contained on this form is true and correct.

Print Name: _______________________________________
Signature:   ________________________________________  Date:  ________________________

(Executive Director)

Print Name: ________________________________________________
Signature: ______________________________________  Title: ____________________ Date:  ____________  

(Representative of Governing Body)
____________________________________________________________________________________________
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