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Missouri Department of Mental Health 
Office of Licensure and Certification 

 
Application for DD Medicaid Waiver Certification - Instructions 

 
 Please complete and return all applications promptly.  Please return the information packet to 

us at least 60 days prior to the expiration date of your certificate. 
 

 Before we can accept your application for processing, it must be complete.  The application will 
be returned to you requesting inclusion of any missing information.  If a section is not 
applicable to your agency/ facility, please note that with an N/A in those sections.  Print clearly and 
legibly using black ink or type. 
 

 The Application for Certification is now available online at the following websites 
http://dmh.mo.gov/dd/provider/  or http://dmh.mo.gov/dd/forms.html. The form allows you to fill it in 
electronically, print it, and sign it with an original signature. 
 

 Secretary of State Registration: 
o To determine if registration is required, go to the Secretary of State website: www.sos.mo.gov. 
o To find Charter # and Expiration Date, go to 

https://bsd.sos.mo.gov/BusinessEntity/BESearch.aspx?SearchType=0 
 
 Fire/Safety Inspections:  

o Send proof of payment, if paid by means other than city/county taxes, for fire coverage of all 
sites served by a volunteer or subscription fire department. 

o After processing your completed application, if a request for fire/safety inspection is required, 
the Office of Licensure and Certification will submit the request to the State Fire Marshal’s 
office.   

o Those required to have a fire/safety inspection are: 
 Group Home 
 Independent Living Skills Development (onsite)  
 Community Employment (onsite)  

o Those not required to have a fire/safety inspection are: 
 Individualized Supported Living (4 persons or less) 
 Group Home (3 persons or less) 

 
 Conviction of Felony 

o For any persons named on the application with a felony background, submit an explanation. 
 
 Check ALL services applicable to your certification on Page 1. 
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 Complete addresses for ALL sites on Page 2. 
o Site name (if other than agency name); 
o Address (must include a physical street address, city, zip code, and county); 

 
 The completed application packet should include: 

• Application for Certification 
• Copy of Organizational Chart 
• New or Updated Policies 

 
 Mail the completed application packet to: 

 
Missouri Department of Mental Health 
Office of Licensure and Certification 

PO Box 687 
Jefferson City, MO  65102 

                                  
If you have questions regarding your DD Medicaid Waiver Certification application, please contact 
Judy Scheulen, Office of Licensure and Certification, at (573) 751-4024. 
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StatE of mISSouRI
DEPaRtmEnt of mEntaL HEaLtH DMH USE ONLY
1706 E. ELm StREEt, Po box 687 LCRo ExPIRatIon DatE

JEffERSon CIty, mISSouRI 65102
APPLICATION FOR CERTIFICATION IDEntIfIER

namE of oRGanIzatIon tELEPHonE numbER fax numbER

namE of CHIEf aDmInIStRatIvE offICER County EmPLoyER tax ID numbER

aDDRESS of aGEnCy/faCILIty (aDmInIStRatIvE SItE) CIty StatE zIP CoDE

bILLInG/maILInG aDDRESS CIty StatE zIP CoDE

ContaCt PERSon of oRGanIzatIon tELEPHonE numbER tItLE

E-maIL aDDRESS wEb SItE

GovERnInG boDy PRESIDEnt aDDRESS CIty StatE zIP CoDE

namE of CoRPoRatE ownER, If aPPLICabLE

aDDRESS of CoRPoRatE ownER CIty StatE zIP CoDE

SECREtaRy of StatE REGIStRatIon CHaRtER # ExPIRatIon DatE

yES      no    If yES, wHat IS youR CHaRtER # anD ExPIRatIon DatE?
FIRE SAFETY: aRE any RESIDEntIaL oR Day SERvICE SItES SERvED by a voLuntEER fIRE aSSoCIatIon oR SubSCRIPtIon fIRE DEPaRtmEnt?

yES      no    If yES, attaCH DoCumEntatIon of CuRREnt ContRaCt oR PRoof of mEmbERSHIP foR EaCH SItE.

OTHER LICENSING, CERTIFYING OR ACCREDITING BODY (NON-DMH) FACILITY/PROGRAM TYPE EFFECTIVE DATE EXPIRATION DATE

HaS any PERSon namED on tHIS aPPLICatIon bEEn ConvICtED of a fELony?

yES      no      If yES, PLEaSE SubmIt ExPLanatIon.
aRE tHERE any SERvICES/PRoGRamS of youR aGEnCy foR wHICH you aRE not REquEStInG CERtIfICatIon oR aCCREDItatIon?

yES      no      If yES, PLEaSE ExPLaIn wHy:

IS tHE faCt tHat not aLL SERvICES of youR aGEnCy aRE CERtIfIED oR aCCREDItED maDE CLEaR to InDIvIDuaLS RECEIvInG tHoSE SERvICES?

yES      no      How IS tHIS DonE? ________________________________ (PLEaSE SubmIt a CoPy of youR aGEnCy’S bRoCHuRE foR REvIEw.)

CHECK ALL SERVICES FOR WHICH APPLICATION IS BEING MADE.
DEvELoPmEntaL DISabILItIES SERvICES

Individualized Supported Living (ISL) Community Employment Indep. Living Skills Dev.

Group Home Job Discovery Respite

Host Home Job Preparation
SIGNATURE TITLE DATE
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StatE of mISSouRI
DEPaRtmEnt of mEntaL HEaLtH
DD MEDICAID WAIVER CERTIFICATION
DESCRIPTION OF PROGRAM

LIST THE ADDRESSES OF ALL APPROVED SERVICE DELIVERY SITES AND THE SERVICES OFFERED AT EACH SITE.
SItE namE SERvICES offERED at tHIS SItE ContaCt namE

SItE LoCatIon (PHySICaL aDDRESS) CIty zIP CoDE County

PHonE numbER numbER of PaRtICIPantS SPECIaL aCCommoDatIonS*

SItE namE SERvICES offERED at tHIS SItE ContaCt namE

SItE LoCatIon (PHySICaL aDDRESS) CIty zIP CoDE County

PHonE numbER numbER of PaRtICIPantS SPECIaL aCCommoDatIonS*

SItE namE SERvICES offERED at tHIS SItE ContaCt namE

SItE LoCatIon (PHySICaL aDDRESS) CIty zIP CoDE County

PHonE numbER numbER of PaRtICIPantS SPECIaL aCCommoDatIonS*

SItE namE SERvICES offERED at tHIS SItE ContaCt namE

SItE LoCatIon (PHySICaL aDDRESS) CIty zIP CoDE County

PHonE numbER numbER of PaRtICIPantS SPECIaL aCCommoDatIonS*

SItE namE SERvICES offERED at tHIS SItE ContaCt namE

SItE LoCatIon (PHySICaL aDDRESS) CIty zIP CoDE County

PHonE numbER numbER of PaRtICIPantS SPECIaL aCCommoDatIonS*

SItE namE SERvICES offERED at tHIS SItE ContaCt namE

SItE LoCatIon (PHySICaL aDDRESS) CIty zIP CoDE County

PHonE numbER numbER of PaRtICIPantS SPECIaL aCCommoDatIonS*

attaCH aDDItIonaL PaGES aS nEEDED.
*Indicate additional supports needed (i.e., interpreters, communication devices, adaptations, etc.)

List the Regional office(s) and Sb40, if applicable, for which your agency provides services and the Support Coordinators that work with your
agency.
REGIonaL offICE

Sb 40

SuPPoRt CooRDInatoR

REGIonaL offICE

Sb 40

SuPPoRt CooRDInatoR

attaCH aDDItIonaL PaGES aS nEEDED.
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