Department of Education - School Based Behavioral Health Services
CREDENTIALING VERIFICATION CHECKLIST
PROVIDER NAME: ___________________________________________________________________________
AGENCY NAME: _____________________________________________________________________________
LEVELS OF CARE: _____________________ POSITION(S): _________________________________________
DOE use only

Reviewed by:____________________________________________    ________________       _______________









Date packet received
Database start date
The undersigned Agency credentialing staff has reviewed all of the submitted copies of primary source documents to ensure that they are in accordance with the established DOE – SBBH Credentialing Background Verification requirements. This file is found to be in compliance with the requirements of the DOE SBBH Services contracts. 
I attest that the agency maintains all original primary source documentation on file and has received this information directly from the primary source or through a primary source verification contractor.
___________________________________________________      ______________________

Signature  (Agency Credentialing Staff)






Date
                                                                        

___________________________________________________

Print Name
	1 
	HAWAII JUSTICE CENTER CHECK (last 10 years) COPY ATTACHED to end of A-2 Agency Form.
· Criminal check must occur before starting service delivery.
· Documented date of Verification/electronic Access: ______________________
· Documentation of “No records found” signed & dated by agency staff on submitted copy 
· Written explanation from employee and supervisor attached, if charges indicated.

	2
	FBI/ NATIONAL CRIMINAL HISTORY CHECK (upon notice of DOE implementation date) 

	3 
	EMPLOYMENT HISTORY

· Current DOE employee - Position:___________________________________
Date of Hire:_________________ DOE School:______________________________________
· Former DOE employee - Position: ___________________________________
Date of resignation: __________________________________________________

· Relevant Work experience as required by contract attached in application.

	4 
	EDUCATION

· Copy of official transcript attached
· Highest Applicable Degree obtained: __________________________________
· Date Degree Awarded: _____________________________________________
· 48-credit method (English & Math 100+ required, if after June 2003)
· Transcript received directly from the College or University 


	5 
	CREDENTIALING APPLICATION

Date of Applicant’s Affirmation signature: ________________________
· Health Status Question answered (see application form)
If negative answer, letter of explanation attached (see application form)
· Restrictive Action Questions answered (see application form)
If negative answer, letter of explanation attached (see application form)


	6
	Education International Evaluation of Foreign Education & Training
· Not Applicable
· Copy of Statement of Evaluation – Advisory Interpretation attached to application.


	7
	ECFMG (Educational Commission for Foreign Medical Graduates)(If M.D., foreign graduate and licensed after 1986)

· Not Applicable
· Date of Verification:______________________________

· Within 180 days of SBBHS review and approval

· Received directly from ECFMG



	8
	INTERNSHIP, RESIDENCY, FELLOWSHIP – Query Highest Completed

· Not Applicable
· Date of Verification: ______________________________
· Within 180 days of SBBH review and approval if using Board Verification as method of verification
· Received directly from the program – no time limit
· Using Board Certification in lieu of primary verification with program


	9
	BOARD ELIGIBILITY/CERTIFICATION (For Licensed Professional only)

· Not Applicable
IF ALREADY BOARD CERTIFIED:

ABPN Boards:   (   Child/Adolescent Psychiatry


   Date of Certification:_____________________________

· Psychiatry

 
   Date of Certification: _____________________________

·    Other:_________________________________________


   Date of Certification:_____________________________

· Date of Verification: __________________________________

· Verification within 180 days of SBBH approval
· Received directly from ABPN or 
· AOA  (American Osteopathic Association) Physician Master File

· AMA  (American Medical Association)Physician Master File

· ABMS Official Directory of Board Certified Medical

Specialists through the ABMS CertiFACTS Online, the AMBS Certifax service and the online subscription service, www.boardcertifieddocs.com
IF RECENTLY COMPLETED ACGME TRAINING

· Copy of Certification from ACGME



	10
	STATE OF HAWAII PROFESSIONAL LICENSE VERIFICATION

· Not Applicable
· Date of Verification: _____________________________
· Verification within 180 days of SBBHS review and approval
· Expiration date: _________________________________
· Prior complaints verified, printout present
· All pages contain name and dated signature of person conducting the query



	11
	OTHER PROFESSIONAL STATE LICENSES VERIFICATION

· Not Applicable
· Name of State: _________________________________
· Date of Verification: ____________________________
· Verification within 180 days of SBBH review and approval 
· Status: _________Active:_________Inactive:_________
· Expiration Date: _______________________
· Prior complaints verified, printout present
· All pages contain name and dated signature of person conducting the query



	12
	CURRENT MALPRACTICE INSURANCE COVERAGE (For Licensed Professional only)

· Not Applicable
Insurance:________________________________________________

Policy: ___________________________________________________

· Date of Verification: ______________________________

· Verification within 180 days of SBBH review and approval

· Expiration Date: _________________________________

· Verification issued to Provider

· Received directly from the insurer

· Provider name stated on letter

· 1 mil/3 mil aggregate coverage



	13
	MALPRACTICE NO CLAIMS VERIFICATION (For Licensed Professional only)

(Query ALL insurances within the past 10 years)

· Not Applicable
For Current Insurance: ___________________________________

Policy #: ________________________________________________

· Date of Verification: ______________________________
· Verification within 180 days of SBBH review and approval
· Verification issued to Provider
· Received directly from the insurer
· Provider name stated on letter
· NO CLAIMS verified
Prior Insurance: _________________________________________

Policy #:________________________________________________

· Date of Verification: ______________________________
· Verification within 180 days of SBBH review and approval
· Verification issued to Provider
· Received directly from the insurer
· Provider name stated on letter
· NO CLAIMS verified


	14
	MEDICARE/MEDICAID SANCTION

· Not Applicable
· Date of Verification: _____________________________
· Verification within 180 days of SBBHS review and approval
· No records found
· Name and dated signature of person conducting the query



	15
	CONTROLLED SUBSTANCE – STATE (For M.D.’s only)

· Not Applicable
· Copy of current certificate attached

· Expiration Date: _______________________________



	16
	CONTROLLED SUBSTANCE – DEA (For M.D.’s only)

· Not Applicable
· Copy of current certificate attached

· Expiration Date:  ____________________________



	17
	LETTER OF GOOD STANDING FROM HOSPITALS WITH CURRENT PRIVILEGES 
(For Licensed  Professional only)
· Not Applicable
· Name of Hospital: ___________________________

· Date of Verification: _________________________

· Verification within 180 days of SBBH approval




LEVELS OF CARE FORM

	Applicant Name 

as will appear on invoice: 
	

	Agency Name:
	


Circle Level of Care and District (s) servicing e.g. Hawaii (BI),  Maui (M), Kauai (K), 

Honolulu (H), Central (C), Leeward (L), Windward (W),
	LOC
	SERVICE
	DISTRICT
	( DOE use only)  
Start & End dates

	
	Assessment Contract
	
	

	5
	FBA & BSP
	BI, M, K, H, C, L, W
	

	1
	EBA Comprehensive
	BI, M, K, H, C, L, W
	

	2
	EBA – Annual Up
	BI, M, K, H, C, L, W
	

	35
	Educational Team Planning & Participation
	BI, M, K, H, C, L, W
	

	38
	Court/Due Process Hearing Testimony
	BI, M, K, H, C, L, W
	

	
	Behavioral Intervention Contract
	
	

	13
	Individual Counseling
	BI, M, K, H, C, L, W
	

	15
	Group Counseling
	BI, M, K, H, C, L, W
	

	16
	Parent Counseling/Training
	BI, M, K, H, C, L, W
	

	35
	Educational Team Planning & Participation
	BI, M, K, H, C, L, W
	

	37
	School Consultation
	BI, M, K, H, C, L, W
	

	38
	Court/Due Process Hearing Testimony
	BI, M, K, H, C, L, W
	

	
	Behavioral Instructional Support Services Contract
	
	

	68
	Individual Student Support
	BI, M, K, H, C, L, W
	

	71
	Parent Education/Training
	BI, M, K, H, C, L, W
	

	35
	Educational Team Planning & Participation
	BI, M, K, H, C, L, W
	

	38
	Court/Due Process Hearing Testimony
	BI, M, K, H, C, L, W
	

	
	Paraprofessional Support Services Contract
	
	

	65
	Paraprofessional Support 
	BI, M, K, H, C, L, W
	

	35
	Educational Team Planning & Participation
	BI, M, K, H, C, L, W
	

	38
	Court/Due Process Hearing Testimony
	BI, M, K, H, C, L, W
	

	
	Psychiatric Services Contract
	
	

	20
	Psychiatric Diagnostic Evaluation
	BI, M, K, H, C, L, W
	

	21
	Psychiatric Medication  Evaluation
	BI, M, K, H, C, L, W
	

	23
	Medication Management
	BI, M, K, H, C, L, W
	

	35
	Educational Team Planning & Participation
	BI, M, K, H, C, L, W
	

	38
	 Court/Due Process Hearing Testimony
	BI, M, K, H, C, L, W
	

	
	Intensive Learning Center Contract
	
	

	48
	Intensive Learning Center (13-20 years)
	BI, M, K, H, C, L, W
	

	
	Special School Contract
	
	

	49
	Special School
	BI, M, K, H, C, L, W
	


DEPARTMENT OF EDUCATION

SCHOOL BASED BEHAVIORAL HEALTH SERVICES CREDENTIALING
Applicant’s Name: _________________________________________________________
Agency: _____________________________________  Position: ___________________

DOE use only

Reviewed by:___________________________________________     _________________    ________________










Date packet received 
Date entered into db
BASED ON THE  PRIMARY SOURCE VERIFICATIONS SUBMITTED:
· APPROVAL
Start –End dates entered into the database: _________________________

· DEFERRED –  items deficient or missing:
· Copy of Criminal Check

· Criminal Check Access date not documented

· “No Records Found: agency staff signature & date

· Written explanation of criminal charges appearing on criminal check

· Work experience (____ years required for position)

· Copy of official college/university transcript

· College/university accreditation verification not found

· Degree from Foreign University requires further documentation/certification

· 48-credits on transcript must be 100 or above; Math/English 100 required after June 2003.

· Health Status question not answered on Application

· Restrictive Action Questions missing response(s) on Application
· Applicant signature or date:
____Affirmation     _____Release of Info.   ____Release & Immunity

· _______________________________________________________________________________



_______________________________________________________________________________

· DENIED –  ____________________________________________________________

___________________________________________________________________



___________________________________________________________________
__________________________________________    
______________



DOE - SBBH Credentialing                                   



Date






Department of Education

Page 1 of 6
SBBH Services Contracts

Form A-2  (Credentialing - Agency Form)
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