EDWIN FAIR COMMUNITY MENTAL HEALTH CENTER

CLINICAL PRIVILEGING FORM

______________________

Date

	
	
	
	
	

	NAME
	
	DEGREE
	
	AREA OF DEGREE


LBHP AUTHORIZATION 

(LICENSED BEHAVIORAL HEALTH PROFESSIONAL) 

	 FORMCHECKBOX 

	MD Board Certified License # ___________

	 FORMCHECKBOX 

	Master’s Degree in Mental Health Field and Licensed License #___________

	 FORMCHECKBOX 

	Receiving supervision for licensing in (Requires supervisor’s contract and/or letter from Licensing Board for personnel file):
    FORMCHECKBOX 
Psychology 

    FORMCHECKBOX 
Social Work (clinical specialty only)

    FORMCHECKBOX 
Professional Counselor

    FORMCHECKBOX 
Marriage & Family therapy

    FORMCHECKBOX 
Behavioral Practitioner

	 FORMCHECKBOX 

	Advanced Practice Nurse: certified in a psychiatric mental health specialty / 

RN with Board Certification

License # ___________

	 FORMCHECKBOX 

	AODTP or Licensed AODTP 

License # ___________(Completed ASI & ASAM)


PSRS (PSYCHIATRIC-SOCIAL REHAB. SPEC.) 

	 FORMCHECKBOX 

	Bachelor’s

	 FORMCHECKBOX 

	Licensed R.N. License # __________

	 FORMCHECKBOX 

	Master’s Degree in MH field

	 FORMCHECKBOX 

	AODTP CADC  Certification # ___________


CERTIFIED BEHAV. HEALTH CASE MGR.
	 FORMCHECKBOX 

	LBHP

	 FORMCHECKBOX 

	BHRS and/or DMH Case Mgmt. Cert.: 

Circle one of the following: I -  II  -  III 

Certificate # ___________  

	 FORMCHECKBOX 

	LICENSED PRACTICAL NURSE: 
License #__________


TRAINING / OTHER CERTIFICATION
	 FORMCHECKBOX 

	PACT Training – Date:
	

	 FORMCHECKBOX 

	ASI Training – Date:
	

	 FORMCHECKBOX 

	ASAM Training – Date:
	

	 FORMCHECKBOX 

	RECOVERY SUPPORT SPEC. (RSS) Training – Date:
	

	 FORMCHECKBOX 

	Effective Date of Certification 

for RSS: 
	

	 FORMCHECKBOX 

	SOC Wrap Training - Date:
	

	 FORMCHECKBOX 

	SOC Care Coord. Training–Date:
	

	 FORMCHECKBOX 

	SOC FSP Training – Date:
	

	 FORMCHECKBOX 
           
	Wellness Couch
	


 FORMCHECKBOX 
    Health Home Specialist             ____________

 FORMCHECKBOX 
    Hospital Liaison


____________
Based upon review of the training, this person is privileged to perform the following:

	Evaluation
	YES
	
	NO

	Assessment (101)-MHP Only
	
	
	

	Substance Abuse Assessment - 

(LADC Only)
	
	
	

	Treatment Plan Development
	
	
	

	Screening & Referral (105) – BHRS and up
	
	
	

	Clinical Testing – Type: ___________
	Date:
	
	

	Clinical Testing – Type: ___________
	Date:
	
	


	Crisis Intervention Services    
	YES
	
	NO

	Emergency On-Call System
	
	
	

	Crisis Intervention (Licensed staff only)
	
	
	

	On-Call Specialized Training

          Completed on - 
	Date:
	
	


	Method

	YES
	
	NO

	Individual Psychotherapy (LBHP only)
	
	
	

	Group Psychotherapy (LBHP only)      
	
	
	

	Family Psychotherapy (LBHP only)     
	
	
	

	Individual P/S Rehab
	
	
	

	Group P/S Rehab
	
	
	

	Case Management
	
	
	

	Outreach
	
	
	

	Medication Training and Support (RN)
	
	
	

	Pharmacological Mgmt.  (MD)

	
	
	

	Wellness
	
	
	


______________________________________

Staff Signature







______________________________________

Program Coordinator

______________________________________

Clinical Director







______________________________________

Executive Director

______________________________________

Compliance Coordinator
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