
Fountain of Hope Family Services
Clinical Privileging Form

________________________________________________________________________________

SERVICE PROVIDER APPLICATION/RENEWAL FOR CLINICAL PRIVILEGING:

Please check one…_____CONTRACTOR; or _____EMPLOYEE; or _____INTERN/PRACTICUM: 

Name: _____________________________________________________________________________

FOR FISCAL YEAR: __________________2016-2018_____________________________
A. CATEGORY OF STAFF MEMBERSHIP (Check all that apply):

        ___Specialized Professional Services

        ___General Professional Services

        ___Substance Abuse Assessment

        ___Substance Abuse Treatment 

        ___Paraprofessional Services

        ___Practicum Student / Intern*


*will provide services only under the direct supervision of licensed certified staff.

B. PROGRAMMATIC COMPONENT (Check all that apply):

        ___ Mental Health, Behavioral Health Services

        ___ Educational Services
        ___ Assessment/Evaluation Services

        ___ Individual Treatment Planning Services

        ___ Psychosocial Rehabilitation Services

        ___ Non-Residential Substance Abuse Services                                                           

        ___ Non-Residential Diagnostic and Evaluation services

C. TREATMENT CATEGORIES (Check all that apply):

       ___ Individual Counseling



___ Assessment Services

       ___ Group Counseling



___ Case Management

       ___ Family Counseling



___ Crisis Intervention

       ___ Treatment Plan Development/Update/Review    ___ Recovery Support Services

D.  CREDENTIALS AND LICENSING VERIFIED (Check all that apply):

       ___ LPC #________



___ LPC, under supervision

       ___ LMFT #________    
                                       ___ LMFT, under supervision

       ___ LADC #________



___ LADC, under supervision 

       ___ CADC #________
                                           ___ CADC, under supervision       

       ___ Case Manager #________




       ___ Recovery Support Specialist #________


       ___ Other ______________________________________________________________________
Verification date & confirmed by (attach documentation):__________________________________________

Employee Signature: _________________________________________________ Date: ____________________

Supervising Staff Signature: ___________________________________________ Date: ____________________
I regard the credentials, skills, training and/or practice experience of the applicant as appropriate to the clinical privileging for which s/he has applied.

Contract Agency Executive Officer: _____________________________Date: _______________________
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