Overdose Response Program - Application for Entity Authorization
	[bookmark: _GoBack]Overdose Response Program (ORP)
APPLICATION FOR ENTITY AUTHORIZATION


	

	GENERAL INFORMATION                                                                                                                                

	

Entity Name: ________________________________________________________________________

____________________________________________________________________________________

	
Business Address: ____________________________________________________________________

City, State, Zip: ______________________________________________________________________ 

Director: ________________________________ Email: _____________________________________

Phone Number: ______________________________ Fax Number: ____________________________

	
Training Director:____________________________ Email:___________________________________

Type of Entity (check all that apply):  Public   Private  

 Local health department     Substance use disorder treatment program     Other health care provider 

 Community-based organization    Other (specify):_________________________________________

	
Is this the entity’s first application for authorization?

 Yes.   No → Date prior application was submitted: _________________________________________
                                                                                                                             (Month/day/year)

Target training audience:________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

Offsite training location(s) (if applicable): __________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

Will any fees be charged to individuals for participating in the training program?

 No.   Yes → Please specify amount and reason: ____________________________________________
_________________________________________________________________

Will any fee be charged for replacing a lost certificate? 
 No.   Yes → Please specify amount: $ ______________.



FORM CONTINUED ON NEXT PAGE

	PHYSICIAN/NURSE PRACTITIONER INFORMATION


A physician or nurse practitioner licensed in Maryland must either directly conduct, or supervise any entity employee or volunteer who conducts, educational training or refresher training programs for an authorized entity. (This individual may both conduct trainings and supervise other trainers.) 
Provide all information requested below for the individual who will serve in this capacity for the entity.  

Practitioner Name: ____________________________________________________________________

Title: ________________________________________________________________________________

Address: _____________________________________________________________________________

City, State, Zip: _______________________________________________________________________

E-mail: __________________________________________ Phone: ______________________________


Maryland License Number: _______________________ 


Physician:   Nurse Practitioner:       



Practitioner will: 

 Conduct trainings.  
 Supervise other trainers: → ATTACH a copy of the written agreement between the entity and the
 supervisory physician/nurse practitioner as required under COMAR 
 10.47.08.04A(5)(c). 


1. This practitioner’s license is active and in good standing: 
      Yes.  No → THE PRACTITIONER MAY NOT CONDUCT TRAININGS OR SUPERVISE TRAINERS
             UNDER AN ORP.

2. The practitioner’s license has been suspended or revoked and reinstated within the past 5 years: 
      No.  Yes → ATTACH an explanation.

3. There is an active investigation and/or pending disciplinary charges against this practitioner: 
      No.  Yes → ATTACH an explanation.


	PRESCRIBING & DISPENSING NALOXONE



Will the entity have a physician or nurse practitioner on site to write prescriptions for certificate holders? 
  Yes.   No. 


Will the entity dispense naloxone to certificate holders who present valid prescriptions?

 Yes → ATTACH information on the entity’s naloxone dispensing protocols, which should:
(1) Identify the dispensing physician, nurse practitioner or pharmacist; 
(2) Describe medication storage, labeling and dispensing practices that are in compliance with statutory and regulatory requirements; and 
(3) Satisfy applicable record maintenance and reporting requirements under COMAR 10.47.08.10.C(1)(c). 

 No.

FORM CONTINUED ON NEXT PAGE
	TRAINING PROGRAM  MATERIALS 



An educational training program shall contain a core curriculum provided by the Department for use by all authorized entities, and may include any other relevant topic at the discretion of the authorized entity. 

Will the training program include topics or materials in addition to the core curriculum presented?

 No.   Yes → Provide a brief description of the ancillary topic(s) in the space below and ATTACH copies of 
		      associated training materials to be used during instruction. 

_____________________________________________________________________________
____________________________________________________________ 
____________________________________________________________



	RECORD MAINTENANCE & REPORTING 



 Any significant change in information provided in this application will be submitted by this entity in writing to the Department within 30 days of the change, as required under COMAR 10.47.08.03.D.

 If this application for authorization is approved, the entity will maintain appropriate records and timely report all information to the Department as required under Maryland Health—General Article §13-3103 and COMAR 10.47.08.10. 


	INDIVIDUAL COMPLETING APPLICATION; ATTESTATION



Printed Name: ____________________________________________________________________

Title: ____________________________________________________________________________


I certify that the information provided in this application is complete and accurate to the best of my knowledge.


Signature: _______________________________________________________________ 

Date: _________________________________________________


Submit completed application online to dhmh.naloxone@maryland.gov 
or fax completed form to 410-402-8601
	FOR DEPARTMENTAL USE ONLY:


_____________________________________________________________________


____________________________________________________________________
Entity Name


Has been  GRANTED   DENIED authorization to conduct educational training and refresher training programs and to issue initial and renewal certificates pursuant to Health—General Article, Title 13, Subtitle 31, §§13-3101 - 3109, Annotated Code of Maryland, and Code of Maryland Regulations Title 10, Subtitle 47, Chapter 08, Regulations .01 - .11.


    Approved By:  ________________________________________________________ 

                                                  For the Department of Health and Mental Hygiene


Entity Serial Number: ________________________________


Authorization Issue Date:  _____________________________


Authorization Expiration:  ____________________________
                                                (Two years after issue date)

Apply for Renewal Before: _____________________________
                                                                                (90 days prior to expiration date)


Certificate Serial Number Series Assigned:  ______________________________ 
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