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	Name
	

	
	First
	Middle
	Last



	Doing Business As:
	

	Applicant’s Telephone Number:
	

	Contact Person:
	

	Contact Person’s Telephone Number:
	

	Federal Tax Identification Number (for incorporated individuals and businesses): (Attach original IRS Form W9) or SSN
	

	Mailing Address:
	

	
	Street
	City
	State
	Zip

	Mailing address for all other correspondence-

Enter the name and address to which you want all other FloridaSDC related correspondence sent.  

	Name:
	

	Mailing Address:
	

	
	Street
	City
	State
	Zip

	Practice Address:
	

	
	Street
	City
	State
	Zip

	Office Telephone Number:
	
	
	

	FAX Number:
	
	
	

	Professional License(s) & Number(s) (including DEA) attach copies:
	

	Professional Certificate(s) & Number(s):
	

	List NPIN (or UPIN), if available: (National Provider Identifier Number)
	


	Individual Category #5 Information (continued)

PROVIDER NAME ___________________________________ FloridaSDC Provider # __________________(leave blank)

	DEA Number

(Attach copy of DEA license)
	

	Is the DEA # currently in good standing with the Drug Enforcement Agency?
	 FORMCHECKBOX 
YES  FORMCHECKBOX 
NO

	Have you ever changed your name through marriage or through action of a court, or have you ever been known by any other name?
	 FORMCHECKBOX 
YES  FORMCHECKBOX 
NO

	If “YES” list name(s) and date(s) of change below:

	

	Do you hold or have you ever held a license to practice any behavioral healthcare-related professions in any state, U.S.  territory, or foreign country? 

 FORMCHECKBOX 
YES  FORMCHECKBOX 
NO

If YES, list all licenses and the issuing state, territory, or foreign country:

Do you have any applications for licensure in a behavioral healthcare-related profession currently pending in any state (including Florida), U.S.  territory, or foreign country? 

 FORMCHECKBOX 
YES  FORMCHECKBOX 
NO

If YES, list all pending applications and the issuing state, territory, or foreign country:



	PROVIDER HISTORY - PROFESSIONAL

	Have you ever been denied a behavioral healthcare -related license or the renewal thereof in any state?
	 FORMCHECKBOX 
YES  FORMCHECKBOX 
NO

	If “YES”, please provide explanation:

	Have you ever been denied the right to take a practice-related licensure examination?
	 FORMCHECKBOX 
YES  FORMCHECKBOX 
NO

	If “YES”, please provide explanation:

	Have you ever had a license to practice a profession revoked, suspended, or otherwise acted against in a disciplinary proceeding in any state?
	 FORMCHECKBOX 
YES  FORMCHECKBOX 
NO

	If “YES”, please provide explanation:

	Have you ever been reprimanded, suspended, expelled or otherwise disciplined by a hospital board?
	 FORMCHECKBOX 
YES  FORMCHECKBOX 
NO

	“YES”, please provide explanation:

	Have you ever been reprimanded, suspended, expelled or otherwise disciplined by a certifying or licensing board?
	 FORMCHECKBOX 
YES  FORMCHECKBOX 
NO

	“YES”, please provide explanation:

	Are you now or have you ever been a defendant in civil litigation in which the basis of the complaint against you was alleged negligence, malpractice or lack of professional competence?


	 FORMCHECKBOX 
YES  FORMCHECKBOX 
NO

	“YES”, please provide explanation:

	

	

	

	

	

	Individual Category #5 Information (continued)

PROVIDER NAME ___________________________________ FloridaSDC Provider # __________________(leave blank)

	Is there currently pending, in any jurisdiction, a complaint against your professional conduct or competency in a behavioral healthcare-related profession?
	 FORMCHECKBOX 
YES  FORMCHECKBOX 
NO

	“Yes”, please provide explanation:

	

	Please describe below your professional experience with individuals at least 18 years of age who have a diagnosed severe and persistent mental illness (must have at least two years of experience with individuals at least 18 years of age who have been diagnosed with a severe and persistent mental illness- attach additional sheets or highlighted resume/vita as needed).
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	The FloridaSDC Program is funded by the Florida Department 
of Children & Families Mental Health Program Office.
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