COMPREHENSIVE BEHAVIORAL HEALTH ASSESSMENT
AGENCY AND PRACTITIONER SELF-CERTIFICATION

This is to certify that:

Name:

Address:

Phone Number: ()

Agency Medicaid Number: (if enrolled)

Practitioner Medicaid Number: (if enrolled)

meets the qualifications to be a provider of comprehensive behavioral health assessment by providing
documentation to the Medicaid area office staff who have verified that the agency or practitioner has met
the qualifications as outlined in the Florida Medicaid Specialized Therapeutic Services Coverage and
Limitations Handbook.

Begin date: End date:

Provider Agency Representative Date

To complete the initial Medicaid provider enroliment process, submit this form with your Florida Medicaid
Provider Enrollment Application to the address listed below.

Florida Medicaid Provider Enrollment

P.O. Box 7070
Tallahassee, Florida 32314-7070
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