Berrien Mental Health Authority

Specialized Residential Credentialing / Re-credentialing Checklist


PROVIDER NAME, 




ADDRESS and PHONE:

	
	Date Received
	Date of 1st review
	Date of 2nd review 

	Specialized Residential application and attestation 
	 
	
	

	Date of provider signature 
	
	
	

	Copy of state license/certification


Expires:
	 
	
	

	Primary Source verification of license
	  
	
	

	Re-admission data (if applicable) most recent report  
	
	
	

	Copy of NCQA, JCAHO, CARF DNV report  Expires:
	
	
	

	OIG   sanctions list verification
	 
	
	

	SAM excluded parties list verification
	
	
	

	Rights / Quality Data check/ PI Info  
	 
	
	

	Customer Service / G&A
	
	
	

	Copy of insurance 
RW named insured?  Yes   /  No

Expiration Date
	 
	
	

	Signed Clinical Code of Ethics
	 
	
	

	Tax ID / W-9
	
	
	

	Date file complete
	
	
	

	 Application was signed/dated no more than 180 days prior to credentialing committee review?
	Y     N
	
	

	Primary/secondary source verification occurred no more than 6 months prior to credentialing committee review?
	Y     N
	
	


Initial file review completed by: ___________________________________
Second file review completed by: _____________________________________

	Date Credentialing approved
	

	Medical Director’s approval 
	

	Provider Notified of credentialing status
	

	Re-credentialing required by
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