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	Credential Application for Qualified Residential Treatment Program 
	Submission Date (Month/Day/Year)


 New Application
 Renewal

 Amendment 



	I.  CHILD CARING AGENCY INFORMATION

	1a. Agency Legal Name (as outlined in Florida Business Registration):


	2. License # (for renewal only)


	3. Federal Tax ID Number



	1b. Also Known As (any previous name agency may have been licensed in the past)


	
	

	4. Name of Applicant (Executive Director):

     
	5. Applicant Email Address and Phone Number

  
  


	6. Agency Street Address (Primary)



	6a. City

  
	6b. State


	6c. Zip Code


	6d. County



	7. Agency Website

   
	8. Agency Primary Number

  
	9. Agency E-mail Address

   

	10. Agency Mailing Address (if different from physical address)

     


	10a. City

     

	10b. State

     
	10c. Zip Code

     
	10d. County

     

	11.  Owner (if different from the executive director): 

Name:    ​​​​​​​​​​​​​​                                       

       Phone Number:       
Email (email address must be different from director’s email):      


	

	12. Pursuant to Section 409.175, an application is hereby made to operate a child-caring agency (CCA) credentialed as a Qualified Residential Treatment Program with the following staffing model:

      House Parent and/or 24-hour Shift Staff                                   24-hour Shift Staff

        Qualified Residential Treatment Program (QRTP)
 Qualified Residential Treatment Program (QRTP)              


	13. Capacity Requested:

         
*Can not be greater than 16.


	14. Sex: 

   Both  Male      Female    
	15. Will the agency provide services to:

   Both  Community only   Dependency only  

	16. Please list all site locations and the setting type requesting to be licensed and those that are actively licensed/credentialed by the Department. (use additional page if needed).

Street Address

City

Zip Code

County

Indicate Setting Type (Options located in #12)

Capacity

Request for Licensure?

     
     
     
     
     
                                    

 No                     
 Yes    
     
     
     
     
     
     
 No                     
 Yes    
     
     
     
     
     
     
 No                     
 Yes    
     
     
     
     
     
     
 No                     
 Yes    
     
     
     
     
     
     
 No                     
 Yes    
     
     
     
     
     
     
 No                     
 Yes    
     
     
     
     
     
     
 No                     
 Yes    


	17. Is the agency accredited by a certifying organization?  If so, please include the accrediting organization’s information below:


Name of Accrediting Organization:       r
 Other Time Frame:  One-Year         Three-Year       


	18. Is the agency for Profit or Non-profit? 


 Non-Profit Profit           
	19. Agency is owned or run by? 

      Privately Owned 
 State or Government           County    


	20. Have you, the applicant ever served as a board member, executive director, or other officer of an agency that has failed to secure a license to operate an agency or continued an operation after the revocation or suspension of the agency license?

 Yes
 No   


	21. Is the agency located on a campus setting:

 Yes No   
	22. Medicaid Provider:

 Yes      Medicaid Type:  No   


	23. Does the applicant or agency hold an active license in another state? 

 No   

 Yes, (agency name, name of licensing authority and state) 


	24. Is the applicant or agency currently/previously licensed by another state agency in Florida or by the Department of Children and Families?

 No   

  Yes, (agency name and licensing authority) 


	II.  REQUIRED DOCUMENTS 

	25. The below documents are required as part of a complete initial application. For renewal, only updated documents will be required as 

part of the application.

1) Copy of AHCA’s license

2) Accreditation and Survey Results

3) Organization Chart (include position name/title, to include Registered or licensed nurse, Other licensed clinical staff, and Individual with experience in maladaptive behaviors)

4) Employee roster (include hire date, termination date, name of employee, position title, direct/non-direct, date employee completed trauma-informed training)   

5) Operational Budget

6) Title IV-E Budget Template (Approved template must be submitted within 30 days after license issuance)

7) Disaster Preparedness and Evacuation Plans. 

8) Trauma Informed Model

9) Vendor/subcontracting agency listing

10) Employee weekly schedule

11) Child Census

12) Volunteer: Documentation of hours and activities of all volunteers

13) Treatment plan template

14) Employee Background Checks 

15) Background screening tracking log

16) Employee Training Curriculum: Orientation, Pre-Service and In-Service

17) Aftercare plan template

18) Discharge plan template

19) Policy and Procedures

a. Service Delivery for Children (must include a list of services offered)

b. Family engagement (include requirement for documentation in the child’s file) 

c. Trauma-informed treatment model (must address staffing requirements needed to implement the model and outline responses to behaviors)

d. Discharge and aftercare planning
e. Incident Reporting 

f. Staff Ratio and Supervision



	     *I attest that policies and procedures were not updated in the past licensing year.    Yes   


	


	I understand the following responsibilities, as the applicant for a child-caring license, includes but is not limited to the following: 

• Ensure compliance with Florida Statutes 409.175 and Florida Administrative Code 65C-46 applicable to child-caring agency standards identified for the location and each facility listed on this application.

• Ensure timely response and action to resolve all identified licensing changes, deficiencies or corrective actions involving the primary or satellite offices listed on this application.

*Ensure personnel files and child files meet all licensing standards. Files must be provided to the Department upon request.

*Ensure all staff working in or for the child-caring agency complete background screenings prior to hire. 

 I further understand that failure to oversee and comply with these responsibilities may impact the status of this child-placing license. 
  I attest that the information provided is true, accurate and complete to the best of my knowledge.


	
	
	
	     
	

	
	Signature of the applicant 
	
	Date (month, day, year)
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