Office of Health Care Quality - Substance Abuse Unit
Bland Bryant Building, Spring Grove Hospital
55 Wade Avenue, Catonsville, Maryland 21228

 New Program

 Change in Program Ownership


 Renewal

 Addition of Service Component

 Change in Program Location

 Update/Change to Current Information
Registration Number of certificate to be renewed or changed: 



PROGRAM SITE INFORMATION
Name of Program:


Location Address
Street:


City:
 State:
 Zip:


Phone:

 Alt. Phone:
 Fax:


Email:
 Website:


SAMIS Clinic ID:
 National Provider ID:


County:
 Building Capacity



(From fire inspection certificate)
Mailing Address  ( Same as Location Address

Street:


City:
 State:
 Zip:


PROGRAM ADMINISTRATIVE OFFICE (If different than the site)
Name of Program:


Street Address:


City:
 State:
 Zip:


Phone:
 Alt. Phone:
 Fax:

Email:
 Website:


SAMIS Clinic ID:
 National Provider ID:

County:

LEVEL(S) OF CARE (Check all that apply)

Adult
Adolescent


Beds/Slots
Beds/Slots

Level of Care
(         _____        _____    Level 0.5 - Early Intervention
(




Level I – Outpatient

(




Level II.1 – Intensive Outpatient

(




Level I.D – Ambulatory Detoxification

(




Level II.5 – Partial Hospitalization

(




Level II.D – Ambulatory Detox w/Extended On-Site Monitoring

(




Level III.1 – Clinically Managed Low Intensity Residential

(




Level III.3 – Clinically Managed Medium Intensity Residential

(




Level III.5 – Clinically Managed High Intensity Residential
(




Level III.7 – Medically Monitored Intensive Inpatient

(




Level III.7.D – Medically Monitored Intensive Inpatient Detoxification

(




OMT – Opiod Maintenance Therapy

(




OMT.D – Opiod Maintenance Therapy Detoxification

TREATMENT SETTING (Check one)

(
Community

(
Maryland Division of Correction
(
Local Detention Center

SPECIAL POPULATIONS (Check all that apply)

(
Female Specific Program
(
Male Specific Program
(
Pregnant Women Specific Program
(
Women w/Children Specific Program
LANGUAGE SERVICES (Check all that apply)

· Spanish Speaking Services

· Other Language Services

· Deaf Services
MENTAL HEALTH (Check one)

· Co-Occurring Enhanced                     (       Co-Occurring Capable
CONTACTS
Sponsor (Methadone Programs ONLY)
Full Name:


Title:


Phone:
 Mobile:
 Other:


Fax:
 Email:


Owner

( Same as sponsor

Full Name:


Title:


Phone:
 Mobile:
 Other:


Fax:
 Email:


Program Administrator
( Same as sponsor
( Same as owner
Full Name:


Title:


Phone:
 Mobile:
 Other:


Fax:
 Email:


Medical Director

( Same as sponsor
( Same as owner
( Same as program administrator
Full Name:


Title:


Phone:
 Mobile:
 Other:


Fax:
 Email:


Emergency Contact

( Same as sponsor
( Same as program administration
( Same as owner
( Same as medical director
Full Name:


Title:


Phone:
 Mobile:
 Other:


Fax:
 Email:


OWNERSHIP FORM


THE COMPLETION OF THIS FORM IS REQUIRED FOR CERTIFICATION AND/OR LICENSURE RENEWAL. 

PLEASE COMPLETE THIS FORM AND PROVIDE IT TO THE SURVEYOR AT THE TIME OF THE PROGRAM’S


CERTIFICATION INSPECTION.

LEGAL NAME OF LICENSE (Disclosing entity)


TRADING NAME OF LICENSE


TYPE OF BUSINESS OR ORGANIZATION OF DISCLOSING ENTITY (Check One)

· SOLE PROPRIETORSHIP

Owner Name:


Owner Street:


City:
 State:
 Zip:


· PARTNERSHIP

Name:


Street:


City:
 State:
 Zip:


NAME, TITLE, ADDRESS, AND PERCENTAGE OWNED FOR EACH PARTNER OWNING TWO PERCENT OR MORE

Name:
Title:


Street:


City:
State:
 Zip:
 %:


Name:
Title:


Street:


City:
State:
 Zip:
 %:


Name:
Title:


Street:


City:
State:
 Zip:
 %:


Name:
Title:
 

Street:


City:
State:
 Zip:
 %:

(
CORPORATION

Name:


Street:


City:
 State:
 Zip:


Date of Charter:
Date of Incorporation:


NAME, TITLE, ADDRESS, AND PERCENTAGE OWNED FOR EACH OFFICER, DIRECTOR, AND/OR STOCKHOLDER OWNING TWO PERCENT OR MORE

Name:
Title:


Street:


City:
State:
 Zip:
 %:


Name:
Title:


Street:


City:
State:
 Zip:
 %:


Name:
Title:


Street:


City:
State:
 Zip:
 %:


Name:
Title:


Street:


City:
State:
 Zip:
 %:

Should the aforementioned corporation or partnership be wholly or partly owned by another organization, the following shall be completed with resource to the organization owning all 
or part of the disclosing entity.

Name: 


Street:


City:
 State:
 Zip:


NAME, TITLE, ADDRESS, AND PERCENTAGE OWNED FOR EACH OWNER 
OWNING TWO PERCENT OR MORE

Name:
Title:


Street:


City:
State:
 Zip:
 %:


Name:
Title:


Street:


City:
State:
 Zip:
 %:


Name:
Title:


Street:


City:
State:
 Zip:
 %:


Name:
Title:


Street:


City:
State:
 Zip:
 %:

TYPE OF CONTROL (Check One)

Voluntary Non-Profit
Proprietary
Government
(
Church
(
(
State

(
Other (Specify) 

( 
County


( 
City


(
City/County

LEASING ARRANGEMENT

If one disclosing entity operates the business under a lease, the following shall be completed.

Lessee name(s) and address(es)


Lessor name(s) and address(es)



Expiration date of lease:



By signing this form, the signee indicates full understanding that a violation will constitute 
grounds for revoking the permit to operate a hospital or related institution in the State of Maryland.

Sworn and subscribed to before me

This
 day of 




20
, a Notary Public for the  
 Signature of Authorized Person

State of Maryland.



 Title

Notary Public





 Residence Address
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