
PROVIDER CLINICAL APPLICATION
San Diego County Mental Health Plan & Optum Public Sector

Fee For Service (FFS) Medi-Cal Provider Network 

Please mail, fax or email (secure) complete application packet to: 

Optum Public Sector San Diego 
Attention: Provider Services 

P.O. Box 601370 
San Diego, CA  92160-1370 

Fax: (877) 309-4862 

Email: sdu_providerserviceshelp@optum.com 

Instructions and Frequently Asked Questions 

mailto:sdu_providerserviceshelp@optum.com
https://www.optumsandiego.com/content/dam/san-diego/documents/ffsproviders/applications/1_Instructions_and_FAQs_Credentialing_and_Contracting.pdf
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CHECKLIST FOR MEDI-CAL PROVIDER APPLICATION 

Please print or type your answers to all questions. If further space is needed for you to provide complete answers, please 
attach additional sheets of paper and indicate on the sheet the applicable question number. 

A practitioner must meet basic credentialing standards for inclusion in the Medi-Cal Network. Please check the requirements 
for each discipline on the link above to ensure you meet the minimum criteria. 

Please use the following checklist to confirm you have included the following information with your application: 

☐
Credentialing Application: To be completed and submitted on the Council for Affordable Quality Healthcare 
(CAQH) website. Please review the FAQs on our website for additional information. 

☐ Resume/Curriculum Vitae: It is very important that your resume be detailed including descriptions of 
populations, specialties, and disorders treated, and the theoretical orientation of the work. Include the dates 
and locations of education and post-graduate training. Dates of employment must include the month and 
year. All gaps in employment of six (6) months or more require a written explanation. *Curriculum Vitae 
is required with submission of a TERM application 

☐ W-9: A completed and signed W-9 form is required (Please follow instructions carefully)

☐ W-9 Verification:

☐
SSN: If your Taxpayer Identification Number (TIN) is your social security number, please provide a 
copy of your social security card. 

☐ EIN: If your Taxpayer Identification Number (TIN) is an employer identification number (EIN), please 
submit a current Internal Revenue Service (IRS) generated document. The only acceptable 
documents include:  

a. IRS-generated Letter 147-C

b. IRS-generated Form 941 (Employer’s Quarterly Federal Tax Return)

c. IRS-generated Form 8109-C (Deposit Coupon)

d. IRS-generated Form SS-4 (only the official Confirmation Notification of FEIN/ITIN
assignment)

Note: The legal name of the applicant or provider on the application must match the exact name of 
the owner or officer of the entity listed on the IRS-generated document. For assistance in obtaining 
the above documents, please contact the IRS at (800) 829-4933. 

☐

Certificate of Professional Malpractice/Professional Liability Insurance: 
• Limits of coverage (1 million per occurrence/3 million aggregate minimum)
• Expiration date must cover the Dates of Services requested

☐
State Driver’s License/ID Card: 

• Active, valid copy (Color photocopy or scan required. Must be legible).

☐ 
State Professional License: 

• Active pocket license or wall certificate required

https://www.optumsandiego.com/content/dam/san-diego/documents/ffsproviders/applications/Credentialing%20Criteria.pdf
https://www.optumsandiego.com/content/dam/san-diego/documents/ffsproviders/applications/Credentialing%20Application%20Instructions.pdf
https://proview.caqh.org/Login/Index?ReturnUrl=%2f
https://www.optumsandiego.com/content/dam/san-diego/documents/ffsproviders/applications/1_Instructions_and_FAQs_Credentialing_and_Contracting.pdf
https://www.optumsandiego.com/content/dam/san-diego/documents/ffsproviders/applications/W9%20-%20Blank.pdf
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☐ 
DEA License (if applicable): 

• Must be current/active

☐
Psychiatric Nurse Practitioners (PNP) and Physician Assistants (PA): Must submit a copy of their 
Supervisory Agreement with an appropriate paneled/contracted FFS Psychiatrist (MD/DO) 

☐ Medicare Provider Number: 

• Providers intending to serve both Medicare and Medi-Cal beneficiaries must have a current Medicare
Provider Number by visiting the Centers for Medicare and Medicaid Services (CMS) website
https://www.cms.gov

Medi-Cal will not reimburse you for services to a client with Medicare and Medi-Cal coverage unless you 
have a Medicare provider number. 

☐
Medi-Cal Network – Clinician Specialty Requirements (pages 16-19): Please carefully review the 
experience requirements before checking an age or treatment specialty. 

☐ Clinician Specialty Requirements – Specialty Attestation Form (page 20): Must be signed and dated. 

☐ Provider Rights (page 21): Provider understands that as an applicant for credentialing/re-credentialing, you 
have the right to review information obtained by Optum for the purpose of evaluating your credentialing or re-
credentialing application. Please print your name on this page. 

☐ Child and Adolescent Needs and Strength Assessment (CANS): 

Note: Reimbursement will not be granted for certifications obtained prior to the full execution of your 
contract. Please ensure that certification is pursued only after your contract's effective date. Further 
details and instructions will be provided with your fully executed contract. 

• Provider must become CANS certified in order to render therapy services to clients ages 0-21.
• Provider must be recertified every year.
• Provider may be reimbursed for training, certification, recertification, and reports when the appropriate

requirements are met.

☐ Verify Beneficiary’s/Client’s Med-Cal Eligibility: Provider understands he/she will be provided a PIN 
Number to facilitate verifying a client’s Medi-Cal eligibility. It is the provider’s responsibility to ensure the client 
has active Medi-Cal coverage prior to rendering services.  Additional information and instructions will be 
provided during the contracting process. 

☐ 
All Pages of the Application must be Completed: Please do not write “Refer to Resume/Curriculum Vitae” 
or “Refer to attached documents” as an answer to any questions on the application. 

☐ 
Home Office Standards: The Optum Home Office Standards Attestation Addendum must be signed if you 
are rendering face-to-face services in your home office (not telehealth). 

*All documents and copies submitted must be clear and legible.

https://www.cms.gov/medicare/enrollment-renewal/providers-suppliers
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PROVIDER CLINICAL APPLICATION 

San Diego County Mental Health Plan for Fee for Service (FFS) Medi-Cal Provider Network 

Last Name: First Name: MI: 

Email Address: Phone Number: 

License Type: ☐ MD  ☐ DO  ☐ PhD  ☐ PsyD  ☐ LMFT   ☐ LCSW   ☐ LPCC   ☐ PNP   ☐ PA 

License Number: DEA Number (if applicable): 

NPI Number: 

CAQH Provider ID: 
*Council for Affordable Quality Healthcare (CAQH)

Credentialing Rep Name (if other than provider):  Or    ☐ N/A 

Email Address:  Phone Number: 

Currently employed by the County of San Diego? ☐ Yes  ☐ No

If “Yes” please include a letter from the County of San Diego Health and Human Services Compliance Office indicating 
their approval for your participation on this Network.  Please email Amaris Sanchez, Health and Human Services 
Compliance Group Program Manager at Amaris.Sanchez@sdcounty.ca.gov for further information. 

How did you hear about Optum Public Sector San Diego County Mental Health Plan for Medi-Cal and/or TERM 
Networks? 

☐ Optum Recruiter ☐ FFS Medi-Cal Provider

☐ Other Optum Staff Member ☐ TERM Provider

☐ County Representative

☐ Other:

*Provider’s Emergency Contact

Name: 

Phone: 

Relationship to Provider: 

Email:  

*This is the person OPTUM must contact to implement your emergency plan if you were to become incapacitated
and/or unable to fulfill your clinical obligations to your clients.

Emergency 24 Hour Coverage of Clients 

What arrangements do you have for 24-hour, 7-day emergency coverage for clients? 

Provider’s Home Address (Required and is confidential. Cannot be a PO Box.) 

Address: 
Suite: 
City: 
State: 

County: 
Zip: 

https://proview.caqh.org/Login/Index?ReturnUrl=%2f
mailto:Amaris.Sanchez@sdcounty.ca.gov
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Confidential Mailing Address: ☐ N/A (When/If applicable: audit results, sensitive communications regarding your
practice) 

Address: 
Suite: 
City: 
State: 

Contact Name: 
Fax #:       

County: 
Zip: 

Phone: 

Email: 

PRACTICE INFORMATION 

Business Name: 
DBA: 
NPI Type 2 (Organization): 

Mailing Address: ☐ Same as Confidential Mailing Address

Address:  
Suite: 
City: 
State: 

Contact Name: 
Fax #:       

County: 
Zip: 

Phone#: 
Email: 

Billing Address: ☐ Same as Confidential Mailing Address  ☐ Same as Mailing Address

Address: 
Suite:  
City:  
State:  

Contact Name:  
Fax #:        

County:  
Zip:   

Phone#: 
Email: 

Primary Treatment Location: 

Select all that apply: ☐ Telehealth ☐ In-Person

Address: 
Suite:  
City:        
State:        

Contact Name:  
Fax #:       

County:  
Zip:  

Phone#: 
Email: 
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TTY/TTD Phone#:      
Does this office meet ADA (Americans with Disabilities Act) guidelines? ☐ Yes ☐ No

Is this office accessible to public transportation? ☐ Yes ☐ No
Is this a Home Office? ☐ Yes ☐ No

HOURS OF OPERATION: (Example: 9:00 AM to 5:00 PM) 
Sunday to 
Monday to 
Tuesday to 
Wednesday to 
Thursday to 
Friday to 
Saturday to 

Hours per week serving: (Estimate of all clients you may be rendering services to at this location. Numerical digits 
required) 

 Children (0-20): 

Adults (21+):  

Maximum number of Medi-Cal clients you are willing to see at this location: (Numerical digits required) 

 Children (0-20):   

Adults (21+): 

Wait Times For: 

• Urgent Appointments (Hours):

• Non-Urgent Appointments (Days):

Emergent Appointments within 1 hour? ☐ Yes ☐ No 

ADDITIONAL TREATMENT LOCATION: ☐ Yes ☐ No
If yes, please complete all sections below for Additional Treatment Location 

Business Name: 
DBA: 
NPI Type 2 (Organization): 

Mailing Address: ☐ Same as Confidential Mailing Address

Address: 
Suite: 
City: 
State: 

Contact Name: 
Fax #:      

County: 
Zip:   

Phone#: 
Email: 
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Billing Address: ☐ Same as Confidential Mailing Address  ☐ Same as Mailing Address

Address: 
Suite: 
City:  
State: 

Contact Name:  
Fax #:     

County: 
Zip: 

Phone#: 
Email: 

Additional Treatment Location: 

Select all that apply: ☐ Telehealth ☐ In-Person

Address: 
Suite: 
City:       
State:        

Contact Name: 
Fax #:     

County: 
Zip:  

Phone#: 
Email: 

TTY/TTD Phone#: 
Does this office meet ADA (Americans with Disabilities Act) guidelines? ☐ Yes ☐ No

Is this office accessible to public transportation? ☐ Yes ☐ No
Is this a Home Office? ☐ Yes ☐ No

HOURS OF OPERATION: (Example: 9:00 AM to 5:00 PM) 
Sunday to 
Monday to 
Tuesday to 
Wednesday to 
Thursday to 
Friday to 
Saturday to 

Hours per week serving: (This is an estimate of all clients you may be rendering services to at this location. Numerical 
digits required) 

 Children (0-20): 

Adults (21+):

Maximum number of Medi-Cal clients you are willing to see at this location: (Numerical digits required) 

 Children (0-20):   

Adults (21+): 
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Wait Times For: 

• Urgent Appointments (Hours):

• Non-Urgent Appointments (Days):

Emergent Appointments within 1 hour? ☐ Yes ☐ No 

Additional Treatment Location(s): ☐ Yes ☐ No 

If yes, please complete the form at the end of the application to add additional treatment locations 

OTHER TREATMENT MODES 
A. Telehealth

Telehealth: ☐ Yes ☐ No
If “Yes” to the above:  A Telehealth Requirements and Compliance Attestation will be required prior to being approved 
to render Telehealth services to Clients. Please submit the following with this application: 

• Telehealth Attestation Form
• Copy of Business Associate Agreement (BAA) with chosen HIPAA compliant platform. Please contact

your Telehealth platform to obtain a copy of the BAA.

B. Mobile/Field Based Services

Mobile Services including Home Visits (Provider will travel to the client’s home or other location):  ☐ Yes ☐ No

Skilled Nursing Facilities (SNF):   ☐ Yes ☐ No

If “Yes” to either of the above, distance you are willing to travel to deliver services (miles): 

C. Home Office - Services are rendered face-to-face in your personal residence (Not Telehealth)

Do you have a Home Office? ☐ Yes ☐ No
If “Yes” please read and sign the Optum Home Office Standards Attestation included at the end of this application. 

Home Office Address:  

Suite:  

City:     

State:  

County: 

Zip: 

INFORMATION FOR PSYCHIATRISTS, PSYCHIATRIC NURSE PRACTITIONERS, & PHYSICIAN 
ASSISTANTS WITH PRESCRIPTIVE AUTHORITY 

Do you ONLY render services in an INPATIENT setting? ☐ Yes  ☐ No

• If “No” to the above: Will you be rendering services in an OUTPATIENT (OP) setting other than Partial
Hospitalization (PHP) or Intensive Outpatient (IOP)? ☐ Yes  ☐ No

• If “Yes” to the above: Will you be *open to new referrals?  ☐ Yes  ☐ No

*Open to referrals means that you will accept any new Medi-Cal beneficiary patients referred to you
through the Access and Crisis Line/Optum Public Sector.

https://www.optumsandiego.com/content/dam/san-diego/documents/ffsproviders/provider-services-info/telehealth-attestation-standards/Telehealth%20Attestation.pdf
https://www.optumsandiego.com/content/dam/san-diego/documents/ffsproviders/provider-services-info/telehealth-attestation-standards/Telehealth%20Attestation.pdf
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PSYCHIATRISTS (MD/DO) ONLY: 

Must meet the following criteria: Credentialing Criteria; Provider Handbook (Credentialing Standards, page 12) 

Psychiatry Board Certification Status 

• Psychiatry:
☐ I’ve completed an ACGME approved residency training program in psychiatry
☐ Yes   ☐ No - I am board certified in psychiatry

• Child & Adolescent Psychiatry:
☐ I’ve completed an ACGME approved fellowship in child and adolescent psychiatry
☐ Yes   ☐ No - I am board certified in child and adolescent psychiatry

Second Opinions: 

Are you available to provide second opinions?  ☐ Yes   ☐ No

Hospital Privileges (admitting privileges): N/A ☐ 

Please complete the section below to identify the County contracted hospitals where you currently have admitting 
privileges. Hospitals where you have admitting privileges must be provided for listing in the Provider Directory. 

Hospitals Enter Date Privileged 

Aurora Hospital ☐ Yes ☐ No

Palomar Hospital ☐ Yes ☐ No

PH Bayview Hospital (A) ☐ Yes ☐ No

PH Paradise Valley Hospital ☐ Yes ☐ No

Pomerado Hospital ☐ Yes ☐ No

Rady CAPS ☐ Yes ☐ No

Scripps Mercy Healthcare ☐ Yes ☐ No

Sharp Grossmont Hospital ☐ Yes ☐ No

Sharp Mesa Vista Hospital ☐ Yes ☐ No

UC San Diego Health East 
Campus Medical Center ☐ Yes ☐ No

UC San Diego Medical Center ☐ Yes ☐ No

https://www.optumsandiego.com/content/dam/san-diego/documents/ffsproviders/applications/Credentialing%20Criteria.pdf
https://www.optumsandiego.com/content/dam/san-diego/documents/ffsproviders/manuals/FFS%20Operations%20Handbook.pdf
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PSYCHIATRIC NURSE PRACTITIONERS (PNPs) ONLY: 

American Nurse Credentialing Center (ANCC) Certification: (As a Psychiatric Nurse Practitioner in 
Psychiatric/Mental Health Nursing)   ☐ Yes  ☐ No

Supervising Psychiatrist Name & Phone Number: 

Supervisor Name: 

Phone Number:

Email: 

Will you accept referrals for Medi-Cal clients referred through the Access and Crisis Line (ACL) for Outpatient Services? 
☐ Yes   ☐ No

PSYCHIATRIC PHYSICIAN ASSISTANTS (PAs) ONLY: 

Certificate of Added Qualifications (CAQ) in Psychiatry: 
☐ Yes – Certificate Number:
☐ No – If no, must be eligible for the Exam (Proof of eligibility must be submitted with this application)

Supervising Psychiatrist Name & Phone Number: 

Supervisor Name: 

Phone Number:  
Email:

Will you accept referrals for Medi-Cal clients referred through the Access and Crisis Line (ACL) for Outpatient Services? 
☐ Yes   ☐ No

CLINICAL PROFILE 

Cultural Competency: 

Please identify the cultures in which you meet the Cultural Competency Criteria below and are willing to treat in your 
practice. Delivering culturally competent clinical services means you have an understanding of: 1) ongoing social realities 
(e.g., racism, immigration patterns, acculturation) that can impact the mental health of culturally and linguistically diverse 
populations, 2) differences between culturally acceptable behaviors and pathological characteristics, 3) cultural beliefs 
around mental illness and help-seeking patterns, and 4) have the ability to adapt your skills to fit the cultural context of a 
client.  

If you endorse cultural competency in the ability to deliver services to one of the groups listed below, you must also have 
experiences consistent with one or more of the statements below: 

• By adopting systematic practices that align behaviors, attitudes, and policies, I have worked effectively in cross-
cultural situations, showcasing cultural competence and diversity. All services provided have been tailored to
meet the unique linguistic and cultural needs of our diverse clients. I honor the diversity of cultures, address the
complexities within and between them, and ensure our services are accessible and relevant.

• Have completed formal training, such as a degree emphasis area, specific university courses, multiple
workshops, or an internship focusing on culture and human behavior

• Have significant professional culture-based expertise (e.g., have provided cultural competence training to others
and/or published peer-reviewed journal articles, book chapters, or major reports in this area)
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• Have provided clinical treatment or evaluations to more than ten (10) members of the cultural group

Please check any groups from the table below for which you are competent to evaluate family dynamics and provide 
treatment: 

☐ African American ☐ Dominican ☐ Iraqi ☐ Puerto Rican

☐ Amerasian ☐ Ethiopian ☐ Japanese ☐ Salvadorian

☐ Arab ☐ Filipino ☐ Jewish ☐ Samoan

☐ Asian Indian ☐ Guamanian ☐ Korean ☐ Somali

☐ Cambodian ☐ Haitian ☐ Laotian ☐ Sudanese

☐ Caucasian ☐ Hawaiian Native ☐ Mexican American/Chicano ☐ Vietnamese

☐ Chinese ☐ Hmong ☐ Native American

☐ Cuban ☐ Iranian ☐ Pacific Islander

☐ Other:

INSURANCE PLANS 

Please check all insurance plans you can accept: 

☐ Aetna PPO ☐ Community Health Group ☐ Medi-Cal ☐ TriWest/TriCare

☐ Anthem Blue Cross ☐ Health Net ☐ Medicare ☐ Value Options

☐ Blue Shield of CA ☐ Kaiser ☐ Molina ☐ UnitedHealthcare

☐ Care 1st ☐ Magellan ☐ Optum

☐ Cigna ☐ Other:

MEDICARE/MEDI-CAL PROVIDER 

Are you a Medicare Provider?  ☐ Yes   ☐ No

o If yes, enter Medicare number:

Are you a Medi-Cal Provider?  ☐ Yes   ☐ No

o If yes, enter Medi-Cal number:
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POPULATIONS AND SERVICES 

Please check all the Populations and Services in which you have clinical training and experience AND are currently 
willing to treat in your practice.  

*Documentation is required for some specialties as identified on the Clinician Specialty Requirements (pages 16-19)

Populations: Infants 
Toddlers 

0 - 3 

Preschool 
3 - 5 

Children 
6 -12 

Adolescents 
13 - 17 

Transitional 
Youth 
18 - 22 

Adults 
23 - 59 

Older 
Adults 

60+ 

Developmentally 
Delayed 

☐ ☐ ☐ ☐ ☐ ☐ ☐

LGBTQIA ☐ ☐ ☐ ☐ ☐ ☐ ☐

Hearing Impaired ☐ ☐ ☐ ☐ ☐

Physically Disabled ☐ ☐ ☐ ☐ ☐ ☐ ☐

Veterans ☐ ☐ ☐

Visually Impaired ☐ ☐ ☐ ☐ ☐ ☐ ☐

Services/Modalities: 

Critical Incident 
Stress Debriefing ☐ ☐ ☐ ☐ ☐ ☐

ECT (MD Only, 
including consult) ☐ ☐ ☐

*Spravato (MD Only) ☐ ☐ ☐
*TMS (MD Only) ☐ ☐ ☐
Family Therapy ☐ ☐ ☐ ☐ ☐ ☐ ☐
Group Therapy ☐ ☐ ☐ ☐ ☐
Home Visits ☐ ☐ ☐ ☐ ☐ ☐ ☐
Individual Therapy 
(Non-prescriber) 

☐ ☐ ☐ ☐ ☐ ☐ ☐

Inpatient Treatment ☐ ☐ ☐ ☐ ☐ ☐ ☐
Medication Evaluation 
& Management 

☐ ☐ ☐ ☐ ☐ ☐ ☐

*Neuropsychological
Testing
(MD/PhD/PsyD Only)

☐ ☐ ☐ ☐ ☐ ☐ ☐

Outpatient Treatment ☐ ☐ ☐ ☐ ☐ ☐ ☐
Psychological Testing 
(PhD/PsyD Only) 

☐ ☐ ☐ ☐ ☐ ☐ ☐
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AREAS OF CLINICAL EXPERTISE: 

Check areas of expertise in which you have clinical training and experience AND are currently willing to treat in 
your practice. You may be requested to submit documentation to demonstrate expertise in these areas.  

Areas of Clinical 
Expertise I: 

Infants 
Toddlers 

0 - 3 

Preschool 
3 - 5 

Children 
6 -12 

Adolescents 
13 - 17 

Transitional 
Youth 
18 - 22 

Adults 
23 - 59 

Older 
Adults 

60+ 

Anxiety Disorders ☐ ☐ ☐ ☐ ☐ ☐ ☐

Attention 
Deficit/Hyperactivity 
Disorder 

☐ ☐ ☐ ☐ ☐ ☐

Bipolar and Related 
Disorders ☐ ☐ ☐ ☐ ☐ ☐

Dissociative 
Disorders ☐ ☐ ☐ ☐ ☐ ☐

Feeding and Eating 
Disorders ☐ ☐ ☐ ☐ ☐ ☐

Factitious Disorders ☐ ☐ ☐ ☐ ☐ ☐

Gender-Affirming 
Care ☐ ☐ ☐ ☐ ☐ ☐

Gender Dysphoria 
Disorders ☐ ☐ ☐ ☐ ☐ ☐

Disruptive, Impulse-
Control and Conduct 
Disorders 

☐ ☐ ☐ ☐ ☐ ☐

Depressive 
Disorders 

☐ ☐ ☐ ☐ ☐ ☐ ☐

Paraphilic Disorders ☐ ☐ ☐ ☐ ☐ ☐

Personality 
Disorders ☐ ☐ ☐ ☐ ☐ ☐

Autism Spectrum 
Disorder ☐ ☐ ☐ ☐ ☐ ☐ ☐

Trauma and Stress - 
Related Disorders ☐ ☐ ☐ ☐ ☐ ☐ ☐

Schizophrenia and 
Other Psychotic 
Disorders 

☐ ☐ ☐ ☐ ☐ ☐

Somatic Symptom 
and Related 
Disorders 

☐ ☐ ☐ ☐ ☐ ☐
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Check areas below in which you have clinical training and experience AND are currently willing to treat in your 
practice.  You may be requested to submit documentation to demonstrate expertise in these areas. 

*Documentation is required for some specialties as identified on the Clinician Specialty Requirements (pages 16-19)

Areas of Clinical 
Expertise II: 

Infants 
Toddlers 

0 - 3 

Preschool 
3 - 5 

Children 
6 -12 

Adolescents 
13 - 17 

Transitional 
Youth 
18 - 22 

Adults 
23 - 59 

Older 
Adults 

60+ 

ACA/Co-
Dependency ☐ ☐ ☐

Adoption Pre/Post 
Issues ☐ ☐ ☐ ☐ ☐ ☐ ☐

Anger Management ☐ ☐ ☐ ☐ ☐

*Domestic Violence
Offender ☐ ☐ ☐ ☐

*Domestic Violence
Victim ☐ ☐ ☐ ☐ ☐ ☐ ☐

Co-Occurring 
Disorders (MH/DD) ☐ ☐ ☐ ☐ ☐ ☐ ☐

Co-Occurring 
Disorders 
(MH/Medical) 

☐ ☐ ☐ ☐ ☐ ☐ ☐

Co-Occurring 
Disorders 
(MH/SUD) 

☐ ☐ ☐ ☐ ☐

Family or 
Relationship Issues ☐ ☐ ☐ ☐ ☐ ☐ ☐

Co-Parenting ☐ ☐ ☐

Grief/Loss ☐ ☐ ☐ ☐ ☐ ☐ ☐

HIV/AIDS ☐ ☐ ☐ ☐ ☐ ☐ ☐

Physical Abuse 
Offender  ☐ ☐ ☐ ☐ ☐

Physical Abuse 
Non-Protecting 
Parent 

☐ ☐ ☐
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Check areas below in which you have clinical training and experience AND are currently willing to treat in your 
practice.  You may be requested to submit documentation to demonstrate expertise in these areas. 
*Documentation is required for some specialties as identified on the Clinician Specialty Requirements (pages 16-19)

Areas of Clinical 
Expertise II: 

Infants 
Toddlers 

0 - 3 

Preschool 
3 - 5 

Children 
6 -12 

Adolescents 
13 - 17 

Transitional 
Youth 
18 - 22 

Adults 
23 - 59 

Older 
Adults 

60+ 

Political Refugee ☐ ☐ ☐ ☐ ☐ ☐

Sexual Abuse 
Victims ☐ ☐ ☐ ☐ ☐ ☐ ☐

*Sexual Abuse Non-
Protecting Parent ☐ ☐ ☐

*Sexual Abuse
Offender ☐ ☐ ☐ ☐ ☐

Survivors of Torture ☐ ☐ ☐ ☐ ☐ ☐ ☐

Trauma ☐ ☐ ☐ ☐ ☐ ☐ ☐
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CLINICIAN SPECIALTY REQUIREMENTS 

Important note: Signature on the Optum Public Sector Specialty Attestation on page #20 is required of all applicants 

PHYSICIAN SPECIALTY REQUIREMENTS 
Child/Adolescent 

• Completion of an ACGME approved Child and Adolescent Fellowship OR recognized certification in Adolescent
Psychiatry. This specialty includes Infants/Toddlers, Preschool, Children and Adolescents (twelve (12) years
old and younger)

Geriatrics 

• Completion of an ACGME approved Geriatric Fellowship OR recognized certification in Geriatric Psychiatry

Neuropsychological Testing 

• Recognized certification in Neurology through the American Board of Psychiatry and Neurology OR
• Accreditation in Behavioral Neurology and Neuropsychiatry through the American Neuropsychiatric Association

AND all the following criteria: 

• State medical licensure does not include provisions that prohibit neuropsychological testing service;
• Evidence of professional training and expertise in the specific tests and/or assessment measures for which

authorization is requested;
• Physician and supervised psychometrician adhere to the prevailing national professional and ethical standards

regarding test administration, scoring, and interpretation.

Prescribers of Psychotropic Medication for Children and Youth in Out of Home Placement 

Authorized Prescribers of Psychotropic Medication: Because of the complex medical and psychiatric needs of 
children in out of home placements (which include foster, kinship, NREFM care; group homes; and the juvenile justice 
systems), it is recommended that psychotropic medications for children be prescribed by board certified or board eligible 
specialists in one of the following areas of expertise: 

• Psychiatry (specialization in child and adolescent psychiatry recommended)
• Neuro-developmental pediatrics
• Developmental-Behavioral pediatrics
• Pediatric neurology
• Pediatrics or family practice with specialized training in children who are at high risk or who had in utero

exposure to illicit drugs or alcohol

PSYCHOLOGISTS, NURSES, & MASTER’S LEVEL CLINICIANS SPECIALTY REQUIREMENTS 
Infants/Toddlers: 0 - 3 Years 

• Completion of an APA approved or other accepted training/certification program in Child Psychology or Infant
Mental Health

AND one (1) or more of the following: 
• Fifteen (15) hours of CEU in topics relevant to Infant and Early Childhood Mental Health in the last thirty-six

(36) month period
• Documented certification in treatment of infants 0-3 years
• Evidence of work experience with infants 0-3 years at an agency that provides treatment to this age group
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CLINICIAN SPECIALTY REQUIREMENTS 

PSYCHOLOGISTS, NURSES, & MASTER’S LEVEL CLINICIANS SPECIALTY REQUIREMENTS - Continued 
Preschool: 3 - 5 Years 

• Completion of an APA approved or other accepted training program in Child Psychology
AND one (1) or more of the following: 

• Fifteen (15) hours of CEU in topics relevant to Child Development in the last thirty-six (36) month period
• Evidence of practice experience in treating preschool aged children

Children: 6 - 12 Years 

• Completion of an APA approved or other accepted training program in Child Psychology
AND one (1) or more of the following: 

• Fifteen (15) hours of CEU in topics relevant to Child Development in the last thirty-six (36) month period
• Evidence of practice experience in treating children

Adolescents: 13 - 17 Years 
• Completion of an APA approved or other accepted training program in Adolescent Psychology

AND one (1) or more of the following: 
• Fifteen (15) hours of CEU in topics relevant to Child Development in the last thirty-six (36) month period
• Evidence of practice experience in treating adolescents

Older Adults: 60+ Years 
• Completion of an APA approved or other accepted training program in Geriatric Psychology

AND one (1) or more of the following: 
• Fifteen (15) hours of CEU in topics relevant to Older Adults in the last thirty-six (36) month period
• Evidence of practice experience in treating older adult

Neuropsychological Testing (Psychologists Only) 
• Member of the American Board of Clinical Neuropsychology OR the American Board of Professional

Neuropsychology
OR 

• Completion of courses in Neuropsychology including: Neuroanatomy, Neuropsychological testing,
Neuropathology, or Neuropharmacology

• Completion of an internship, fellowship, or practicum in Neuropsychological Assessment at an accredited
institution

AND 
• Two (2) years of supervised professional experience in Neuropsychological Assessment

Domestic Violence Treatment - Victim 

• Documented completion of an approved (40) hour training program in Domestic Violence that fulfills California
State’s requirement for domestic violence victim counselors

AND both of the following: 

• Fifteen (15) hours CEU in Domestic Violence Victim training in the last thirty-six (36) month months
• Evidence of recent practice experience in Domestic Violence Victim treatment

Domestic Violence Treatment - Offender 

• Documented completion of the forty (40) hour basic domestic violence training from a Facilitator Training
Committee (FTC) approved provider

• Evidence of recent practice experience in Domestic Violence Batterers treatment



 CONFIDENTIAL 

Provider Clinical Application: San Diego County Fee for Service Medi-Cal Network 02/28/2025  Page 18 of 25 

CLINICIAN SPECIALTY REQUIREMENTS 

PSYCHOLOGISTS, NURSES, & MASTER’S LEVEL CLINICIANS SPECIALTY REQUIREMENTS - Continued 
Sexual Offender and Sexual Abuse Non-Protecting Parent Treatment 

• Must be approved by CA State Sex Offender Management Board (CASOMB) https://www.casomb.org
and continue to meet CASOMB requirements.

Psychiatric Nurse Practitioners Requesting Prescriptive Authority Must: 

• Possess a currently valid license as a Registered Nurse in California
• Be authorized for prescriptive authority in California
• Meet California specific mandates regarding DEA and/or Furnishing license and physician supervision
• Attest that you meet California’s collaborative or supervisory agreement requirements
• Specifically request prescriptive privileges on the Optum Public Sector application below

Psychiatric Physician Assistants Requesting Prescriptive Authority Must: 

• Possess a currently valid license as a Registered Nurse in California
• Be authorized for prescriptive authority in California
• Meet California specific mandates regarding DEA and physician supervision
• Attest that you meet California’s collaborative or supervisory agreement requirements
• Specifically request prescriptive privileges on the Optum Public Sector application below

https://casomb.org/index.cfm?pid=1211
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CLINICIAN SPECIALTY REQUIREMENTS 

Optum Public Sector San Diego Specialty Attestation 

You must sign this document even if you are not requesting any of these specialty designations in your provider 
record. Additional training, experience, requirements, and/or outside agency approval is required for the following 
populations, professional certifications, and specialties. Please review Specialty Requirements on pages 16-19. 

If you are not requesting a specialty designation, please check the “No Specialties” box at the bottom of the list to indicate 
you have read this form and acknowledge that you have not requested these specialties. 

I have reviewed the Optum Specialty Requirements criteria that a Clinician must meet to be considered a specialist in the 
following treatment areas. After reviewing the criteria, I hereby attest that by placing a check next to a specialty or specialties, 
I meet Optum’s requirements for that treatment area. 

Physician Specialties Non-Physician Specialties 

☐ Child /Adolescent (Please specify all the ages that you treat)

☐ Infant Mental Health (0 – 3)

☐ Preschool (3 - 5)

☐ Children (6 – 12)

☐ Adolescents (13 - 17)

☐ Children and youth in out of home placements

☐ Geriatrics (60+)

☐ Neuropsychological Testing

☐ Spravato Treatment (Proof of certification required)

☐ Transcranial Magnetic Stimulation (TMS)

☐ Child /Adolescent (Please specify all the ages that you treat)

☐ Infant Mental Health (0 – 3)

☐ Preschool (3 - 5)

☐ Children (6 – 12)

☐ Adolescents (13 - 17)

☐ DBT (Submit copy of certification. Certification attests the ability
to provide individual/group services.)
☐ Domestic Violence Offender – (Submit proof of 40 hr. DV Training

from a Facilitator Training {FTC} approved provider.) 
☐ Domestic Violence Victim – (Submit proof of 40 hr. CA approved

DV Training) 
☐ Neuropsychological Testing – Psychologist Only

☐ Psychiatric Nurses – Prescriptive Privileges (Submit ANCC
certificate, Prescriptive Authority, DEA Certificate and/or
Controlled Substance certificate, based on CA State 
requirements.  

☐ Sexual Offender AND Sexual Abuse Non-Protecting Parent (Must be
approved by CA State Sex Offender Management Board 
(CASOMB) https://www.casomb.org and continue to meet 
CASOMB requirements.) 

☐ Spravato Treatment (Proof of certification required)
☐ Transcranial Magnetic Stimulation (TMS) - Psychiatric Nurse
Practitioners and Physician Assistants Only 

☐ No Specialties (Must be checked if none of the above specialties are being designated)

https://casomb.org/index.cfm?pid=1211
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CLINICIAN SPECIALTY REQUIREMENTS 

Optum Public Sector San Diego Specialty Attestation 

I understand that Optum may require documentation to verify that I meet the criteria outlined under Specialty Requirements 
pertaining to the specialty or specialties I have designated above. I will cooperate with an Optum documentation audit, if 
requested, to verify that I meet the required criteria. 

I hereby attest that all of the information above is true and accurate to the best of my knowledge. I understand that any 
information provided pursuant to this attestation that is subsequently found to be untrue and/or incorrect could result in my 
termination from the Optum network. 

Please note that standard credentialing criteria must be met before specialty designation can be considered. 

All clinicians must sign this form whether specialties are applicable or not. Failure to sign this form may cause a 
delay in the processing of your initial credentialing file. 

Printed Name of Applicant: _____________________________________________________________________ 

Signature of Applicant: _________________________________________________________________________ 
 (Electronic Signatures and Signature Stamps are not accepted) 

Date: 
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PROVIDER RIGHTS 

I. RIGHT TO REVIEW
As an applicant for credentialing/re-credentialing, you have the right to review information obtained by Optum
for the purpose of evaluating your credentialing or re-credentialing application.  This includes non-privileged
information obtained from any outside source (e.g., Malpractice insurance carriers, state licensing boards,
National Practitioner Data Bank) but does not extend to review of information, references, or recommendations
protected by law from disclosure. You may request to review such information at any time by sending a written
request via email at sdu_providerserviceshelp@optum.com to the Provider Services (PS) Manager. The PS
Manager, or designee, will notify you within 72 hours of the date and time when such information will be
available at the OPTUM Credentialing Department located in San Diego, California.

II. RIGHT, UPON REQUEST, TO BE INFORMED OF STATUS OF CREDENTIALING/RECREDENTIALING
APPLICATION
You have the right to be informed, upon request, of the status of your credentialing and/or re-credentialing
application. You may request such information by sending a written request via email to the Credentialing
Manager at the above cited email address. You will be notified in writing and within no more than ten (10)
working days of receiving your fax or letter, by return fax or letter, of the current status of your application with
respect to outstanding information required to complete the application process.

III. NOTIFICATION OF DESCREPENCY
Practitioners will be notified when information obtained by primary sources varies substantially from information
provided on the practitioner's application. Examples of information at substantial variance include reports of a
practitioner's malpractice claims history, actions taken against a practitioner's license/certification, suspension
or termination of hospital privileges or board certification expiration when one or more of these examples have
not been reported by the practitioner on his/her application. Sources will not be revealed if information obtained
is not intended for verification of credentialing elements or is protected from disclosure by law.

CORRECTION OF ERRONEOUS INFORMATION 
If a practitioner believes that erroneous information has been supplied to OPTUM by primary sources, the practitioner may 
correct such information by submitting written notification to the Credentialing Manager. Practitioners must submit a 
written notice along with a detailed explanation to the Manager of Credentialing at sdu_providerserviceshelp@optum.com 
Notification to OPTUM must occur within 48 hours of OPTUM notification to the practitioner of a discrepancy as provided 
in Section II or within 24 hours of a practitioner's review of his/her credential file as provided in Section I. 

Upon receipt of notification from the practitioner, OPTUM will re-verify the primary source information in dispute. If the 
primary source information has changed, correction will be made immediately to the practitioner's credential file. If, upon 
re-review, primary source information remains inconsistent with practitioner's notification, Credentialing Manager will so 
notify the practitioner via fax or letter. The practitioner may then provide proof of correction by the primary source body 
to OPTUM Director of Medical Services via fax or letter at the email address above within ten (10 working days. The 
Credentialing Manager will re-verify primary source information if such documentation is provided. If, after ten (10 
working days, primary source information remains in dispute, the practitioner will be subject to Adverse Action, up to 
administrative denial/termination. 

Printed Name of Applicant: _____________________________________________________________________ 

Date: 

mailto:sdu_providerserviceshelp@optum.com
mailto:sdu_providerserviceshelp@optum.com
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APPLICATION ADDENDUM 

Additional Treatment Location 

Provider Name: 

ADDITIONAL TREATMENT LOCATION: (Additional office location where services will be rendered to clients face-to-
face and/or telehealth) – Continued from pages 5 – 7 

Business Name: 
DBA: 
NPI Type 2 (Organization): 

Mailing Address: ☐ Same as Confidential Mailing Address

Address: 
Suite: 
City:   
State: 

Contact Name: 
Fax #:   

County: 
Zip: 

Phone#: 
Email: 

Billing Address: ☐ Same as Confidential Mailing Address  ☐ Same as Mailing Address

Address: 
Suite: 
City:    
State:

Contact Name: 
Fax #:     

County: 
Zip: 

Phone#: 
Email: 

Additional Treatment Location: 

Select all that apply: ☐ Telehealth ☐ In-Person

Address: 
Suite: 
City: 
State:    

Contact Name: 
Fax #: 

County:  
Zip: 

Phone#: 
Email: 

TTY/TTD Phone#: Click here to enter text. 
Does this office meet ADA (Americans with Disabilities Act) guidelines? ☐ Yes ☐ No

Is this office accessible to public transportation? ☐ Yes ☐ No
Is this a Home Office? ☐ Yes ☐ No
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HOURS OF OPERATION: (Example: 9:00 AM to 5:00 PM) 
Sunday To 
Monday To 
Tuesday To 
Wednesday To 
Thursday To 
Friday To 
Saturday To 

Hours per week serving: (Estimate of all clients you may be rendering services to at this location. Numerical digits 
required) 

 Children (0-20): 

Adults (21+): 

Maximum number of Medi-Cal clients you are willing to see at this location: (Numerical digits required) 

 Children (0-20):  

Adults (21+): 

Wait Times For: 

• Urgent Appointments (Hours):

• Non-Urgent Appointments (Days):

Emergent Appointments within 1 hour? ☐ Yes ☐ No 
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APPLICATION ADDENDUM 

Optum Home Office Standards 

Clinicians who practice in a home office setting are required to meet the following standards listed below. A Provider 
with a home office that does not meet these standards shall be required to remediate the identified deficiencies, 
relocate their office to a setting that meets standards, or face disciplinary action up to an including contract termination. 

1. Clinicians will inform all clients in advance that the therapy office is located in a home and if the office is not Americans
with Disabilities Act compliant. If the client requires an ADA compliant location or is not comfortable with a home office
setting, the provider shall refer the client back to the Access and Crisis Line for alternative referrals that better meet the
client’s preference.

2. When a clinician has any animals, clients must be told in advance that there is/are an animal(s) in the house and the
clinician should isolate them from the office area. If an animal(s) is/are kept in the therapy office area they must have
special training or be a certified pet therapy animal.

3. Off street or separate parking for clients should be offered. If off street parking is not available, then clients must be
informed in advance where to park. The home should be clearly identified with a house number or sign and the
entrance to the home must have adequate lighting. Exits and entrances must be clearly identified with exit signs. Exit
doors must be unlocked on the inside.

4. The therapy office is designed so that family members, friends, or other clients cannot enter the office while therapy is
in session and must be soundproof. Soundproofing may include a white noise machine, and/or structural
soundproofing.

5. The clinician should offer a waiting area for clients. If s/he does not, it is expected that clients be informed in advance of
the process for arrival to appointments and where to wait.

6. The office setting should be free from personal effects (i.e., medications, personal papers, and intimate pictures). Office
furnishings need to be permanent and professional.

7. The office space should contain a separate bathroom for client use only. The bathroom utilized by clients must be free
from personal effects (i.e., medications and intimate pictures/items).

8. Office, waiting room, and bathroom areas must be maintained in a neat, clean, and sanitary manner with no unpleasant
odors; and be in good repair.

9. Office, waiting area and bathrooms must be compliant with applicable fire/safety regulations for businesses in that
jurisdiction.

10. Medications and medication samples must be stored in a locked cabinet in a secure area. (MD and ARPN’s Only)

11. Safeguards must be in place to ensure that no one other than the treating clinician has access to the office equipment
that contains confidential information. Computers must be password protected.

12. The clinician must screen for high risk and/or potentially violent clients prior to first session. If the clinician does not
have an alternative non-home setting to see high risk and/or potentially violent clients, the clinician should refer those
clients back to Optum/Access and Crisis Line for appropriate referrals to offices that are not home based.

13. The Clinician is required to have a business license if required by the city/town in which the office is located.

14. If a complaint is received about the home office of a clinician contracted with Optum, a site audit and treatment record
review request may be referred to County Quality Management. In such cases, the results of the review are forwarded
to the requesting committee (e.g., Credentialing, Quality of Care Committee, Peer Review Committee) for
determination about the need for further actions.
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15. Treatment records storage is required to meet HIPAA privacy and security requirements in order to protect the view of
client personal health information (PHI) by others. Detailed information about HIPAA privacy and security regulations
can be located at the following website: https://www.hhs.gov/hipaa/index.html

16. The following beneficiary materials must be available to clients:
• Client and Family Handbooks is given to the client in the first meeting
• Client Grievance/Appeal Posters in the threshold languages are visibly posted.
• Grievance/Appeal brochures and forms are available without requiring the client to request them form the provider
• Limited English Proficiency (LEP) posters in the threshold languages are prominently displayed.
• The Access and Crisis Line phone number is visibly posted.

Referral Screening Tool 

Not all clients are comfortable with, or appropriate to be seen in, a home office setting. Please discuss the following topics 
and items with client prior to first appointment. 

☐ Discuss with client the home office setting. If the client requires an ADA compliant location or is not comfortable 
with a home office setting, the provider shall refer the client back to the Access and Crisis Line for alternative 
referrals that better me the client’s preference.    

☐ Parking: inform where to park or if parking is not available 

☐ Office is/is not ADA compliant 

☐ Entrance: how to enter office 

☐ Waiting Room: where to wait if there is no waiting room 

☐ Screen client for history of violence (notify ACL and refer back to ACL if client has history of violence.) 

☐ Inform client if there are animals in the home and inquire about client concerns (e.g., allergies, fears of animals, 
etc.) 

☐ Document in phone call assessment or first intake note that these items were discussed with client 

Attestation 

• I understand and will abide by the Optum Public Sector Home Office Standards

• My home office meets these standards

Provider Printed Name: _____________________________________________________________________ 

Provider Signature: _________________________________________________________________________ 
 (Electronic Signatures and Signature Stamps are not accepted) 

Date: 

https://www.hhs.gov/hipaa/index.html

	NA WhenIf applicable audit results sensitive communications regarding your: Off
	Same as Confidential Mailing Address: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Check Box52: Off
	Text53: 
	Text54: 
	Text56: 
	Text58: 
	Text59: 
	Text60: 
	Text61: 
	Text62: 
	Text64: 
	Text65: 
	Check Box75: Off
	Check Box76: Off
	Check Box77: Off
	Check Box78: Off
	Check Box79: Off
	Check Box80: Off
	Check Box81: Off
	Check Box82: Off
	Text84: 
	Text85: 
	Text86: 
	Text87: 
	Text89: 
	Text90: 
	Text91: 
	Text92: 
	Text93: 
	Text94: 
	Text95: 
	Text96: 
	Text97: 
	Text98: 
	Text99: 
	Text100: 
	Text101: 
	Text103: 
	Text104: 
	Text105: 
	Text107: 
	Text108: 
	Text109: 
	Text110: 
	Text111: 
	Text112: 
	Text113: 
	Text114: 
	Text115: 
	Text116: 
	Text117: 
	Text118: 
	Text119: 
	Text121: 
	Check Box122: Off
	Check Box123: Off
	Check Box124: Off
	Check Box125: Off
	Text126: 
	Text127: 
	Text128: 
	Text129: 
	Text130: 
	Text131: 
	Text133: 
	Text134: 
	Text135: 
	Text136: 
	Text137: 
	Text138: 
	Text139: 
	Text140: 
	Text141: 
	Text143: 
	Text144: 
	Text145: 
	Check Box146: Off
	Check Box147: Off
	Check Box148: Off
	Check Box149: Off
	Check Box150: Off
	Check Box151: Off
	Text164: 
	Text165: 
	Text166: 
	Text167: 
	Text168: 
	Text169: 
	Text170: 
	Text171: 
	Text172: 
	Text173: 
	Text174: 
	Text175: 
	Text176: 
	Text177: 
	Text178: 
	Text182: 
	Text183: 
	Text184: 
	Text185: 
	Text186: 
	Check Box187: Off
	Check Box189: Off
	Check Box190: Off
	Check Box191: Off
	Check Box192: Off
	Text193: 
	Text194: 
	Text195: 
	Text196: 
	Text197: 
	Text198: 
	Text199: 
	Text200: 
	Text201: 
	Text202: 
	Text203: 
	Text204: 
	Check Box206: Off
	Check Box209: Off
	Text211: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Text10: 
	Text11: 
	Text12: 
	Text13: 
	Text15: 
	Text16: 
	Text17: 
	Text18: 
	Text19: 
	Text20: 
	Text21: 
	Check Box35: Off
	Check Box37: Off
	Text38: 
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box51: Off
	Check Box53: Off
	Text78: 
	Text79: 
	Text80: 
	Text81: 
	Text82: 
	Text83: 
	Text106: 
	Text122: 
	Text123: 
	Text124: 
	Text125: 
	Text146: 
	Text147: 
	Text148: 
	Text149: 
	Text150: 
	Text151: 
	Text152: 
	Text153: 
	Text154: 
	Check Box155: Off
	Check Box156: Off
	Check Box157: Off
	Check Box158: Off
	Check Box159: Off
	Check Box160: Off
	Check Box161: Off
	Check Box162: Off
	Check Box163: Off
	Check Box164: Off
	Check Box165: Off
	Check Box166: Off
	Text179: 
	Text180: 
	Text181: 
	Text187: 
	Text188: 
	Text189: 
	Text190: 
	Check Box193: Off
	Check Box194: Off
	Check Box195: Off
	Check Box196: Off
	Check Box197: Off
	Check Box198: Off
	Check Box199: Off
	Check Box200: Off
	Check Box201: Off
	Check Box202: Off
	Check Box203: Off
	Check Box204: Off
	Check Box205: Off
	Check Box207: Off
	Check Box208: Off
	Check Box210: Off
	Check Box211: Off
	Check Box212: Off
	Check Box213: Off
	Check Box214: Off
	Check Box215: Off
	Check Box216: Off
	Check Box217: Off
	Check Box218: Off
	Check Box219: Off
	Check Box220: Off
	Check Box221: Off
	Check Box222: Off
	Check Box223: Off
	Check Box224: Off
	Check Box225: Off
	Check Box226: Off
	Check Box227: Off
	Check Box228: Off
	Check Box229: Off
	Check Box230: Off
	Check Box231: Off
	Date232_af_date: 
	Date233_af_date: 
	Date234_af_date: 
	Date235_af_date: 
	Date236_af_date: 
	Date237_af_date: 
	Date238_af_date: 
	Date239_af_date: 
	Date240_af_date: 
	Date241_af_date: 
	Date242_af_date: 
	Text243: 
	Text245: 
	Check Box246: Off
	Check Box247: Off
	Check Box248: Off
	Check Box249: Off
	Text251: 
	Text252: 
	Check Box254: Off
	Check Box255: Off
	Check Box256: Off
	Check Box257: Off
	Check Box258: Off
	Check Box259: Off
	Check Box260: Off
	Check Box261: Off
	Check Box262: Off
	Check Box263: Off
	Check Box264: Off
	Check Box265: Off
	Check Box266: Off
	Check Box267: Off
	Check Box268: Off
	Check Box269: Off
	Check Box270: Off
	Check Box271: Off
	Check Box272: Off
	Check Box273: Off
	Check Box274: Off
	Check Box275: Off
	Check Box276: Off
	Check Box277: Off
	Check Box278: Off
	Check Box279: Off
	Check Box280: Off
	Check Box281: Off
	Check Box282: Off
	Check Box283: Off
	Check Box284: Off
	Check Box285: Off
	Check Box286: Off
	Check Box287: Off
	Check Box288: Off
	Text289: 
	Text290: 
	Check Box291: Off
	Check Box292: Off
	Check Box293: Off
	Check Box294: Off
	Check Box295: Off
	Check Box296: Off
	Check Box297: Off
	Check Box298: Off
	Check Box299: Off
	Check Box301: Off
	Check Box302: Off
	Check Box304: Off
	Check Box305: Off
	Check Box306: Off
	Check Box307: Off
	Check Box308: Off
	Check Box310: Off
	Check Box311: Off
	Check Box312: Off
	Check Box313: Off
	Check Box314: Off
	Text315: 
	Text316: 
	Text317: 
	Check Box318: Off
	Check Box319: Off
	Check Box320: Off
	Check Box321: Off
	Check Box322: Off
	Check Box323: Off
	Check Box324: Off
	Check Box325: Off
	Check Box326: Off
	Check Box327: Off
	Check Box328: Off
	Check Box329: Off
	Check Box330: Off
	Check Box331: Off
	Check Box332: Off
	Check Box333: Off
	Check Box334: Off
	Check Box335: Off
	Check Box336: Off
	Check Box337: Off
	Check Box338: Off
	Check Box339: Off
	Check Box340: Off
	Check Box341: Off
	Check Box342: Off
	Check Box343: Off
	Check Box344: Off
	Check Box345: Off
	Check Box346: Off
	Check Box347: Off
	Check Box348: Off
	Check Box349: Off
	Check Box350: Off
	Check Box351: Off
	Check Box352: Off
	Check Box353: Off
	Check Box354: Off
	Check Box355: Off
	Check Box356: Off
	Check Box357: Off
	Check Box358: Off
	Check Box359: Off
	Check Box360: Off
	Check Box361: Off
	Check Box362: Off
	Check Box363: Off
	Check Box364: Off
	Check Box365: Off
	Check Box366: Off
	Check Box367: Off
	Check Box368: Off
	Check Box371: Off
	Check Box372: Off
	Check Box373: Off
	Check Box374: Off
	Check Box375: Off
	Check Box378: Off
	Check Box379: Off
	Check Box380: Off
	Check Box381: Off
	Check Box382: Off
	Check Box383: Off
	Check Box384: Off
	Check Box385: Off
	Check Box386: Off
	Check Box387: Off
	Check Box390: Off
	Check Box391: Off
	Check Box392: Off
	Check Box393: Off
	Check Box394: Off
	Check Box397: Off
	Check Box399: Off
	Check Box400: Off
	Check Box401: Off
	Check Box402: Off
	Check Box405: Off
	Check Box406: Off
	Check Box407: Off
	Check Box408: Off
	Check Box409: Off
	Check Box419: Off
	Check Box420: Off
	Check Box421: Off
	Check Box422: Off
	Check Box423: Off
	Check Box426: Off
	Check Box427: Off
	Check Box428: Off
	Check Box429: Off
	Check Box430: Off
	Check Box432: Off
	Check Box433: Off
	Check Box434: Off
	Check Box435: Off
	Check Box436: Off
	Check Box438: Off
	Check Box439: Off
	Check Box440: Off
	Check Box441: Off
	Check Box442: Off
	Check Box443: Off
	Check Box444: Off
	Check Box445: Off
	Check Box446: Off
	Check Box447: Off
	Check Box448: Off
	Check Box449: Off
	Check Box450: Off
	Check Box451: Off
	Check Box452: Off
	Check Box453: Off
	Check Box1: Off
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box27: Off
	Check Box34: Off
	Check Box36: Off
	Check Box38: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off
	Check Box63: Off
	Check Box64: Off
	Check Box65: Off
	Check Box66: Off
	Check Box67: Off
	Check Box68: Off
	Check Box69: Off
	Check Box70: Off
	Check Box71: Off
	Check Box72: Off
	Check Box73: Off
	Check Box74: Off
	Check Box83: Off
	Check Box84: Off
	Check Box85: Off
	Check Box86: Off
	Check Box87: Off
	Check Box88: Off
	Check Box89: Off
	Check Box90: Off
	Check Box91: Off
	Check Box92: Off
	Check Box93: Off
	Check Box94: Off
	Check Box95: Off
	Check Box96: Off
	Check Box97: Off
	Check Box98: Off
	Check Box99: Off
	Check Box100: Off
	Check Box101: Off
	Check Box102: Off
	Check Box103: Off
	Check Box104: Off
	Check Box105: Off
	Check Box112: Off
	Check Box113: Off
	Check Box114: Off
	Check Box115: Off
	Check Box116: Off
	Check Box117: Off
	Check Box118: Off
	Check Box119: Off
	Check Box120: Off
	Check Box121: Off
	Check Box126: Off
	Check Box127: Off
	Check Box128: Off
	Check Box129: Off
	Check Box130: Off
	Check Box131: Off
	Check Box132: Off
	Check Box133: Off
	Check Box134: Off
	Check Box135: Off
	Check Box136: Off
	Check Box137: Off
	Check Box138: Off
	Check Box139: Off
	Check Box140: Off
	Check Box141: Off
	Check Box142: Off
	Check Box143: Off
	Check Box144: Off
	Check Box145: Off
	Check Box152: Off
	Check Box153: Off
	Check Box154: Off
	Check Box167: Off
	Check Box168: Off
	Check Box169: Off
	Check Box170: Off
	Check Box171: Off
	Check Box172: Off
	Check Box173: Off
	Check Box174: Off
	Check Box175: Off
	Check Box176: Off
	Check Box177: Off
	Check Box178: Off
	Check Box179: Off
	Check Box180: Off
	Check Box181: Off
	Check Box182: Off
	Check Box183: Off
	Check Box184: Off
	Check Box185: Off
	Check Box186: Off
	Check Box188: Off
	Check Box232: Off
	Check Box233: Off
	Check Box234: Off
	Check Box235: Off
	Check Box236: Off
	Check Box237: Off
	Check Box238: Off
	Check Box239: Off
	Check Box240: Off
	Check Box241: Off
	Check Box242: Off
	Check Box243: Off
	Check Box244: Off
	Check Box245: Off
	Check Box250: Off
	Check Box251: Off
	Check Box252: Off
	Check Box253: Off
	Check Box289: Off
	Check Box290: Off
	Check Box300: Off
	Check Box303: Off
	Check Box309: Off
	Check Box315: Off
	Check Box316: Off
	Check Box317: Off
	Check Box396: Off
	Check Box410: Off
	Check Box411: Off
	Check Box412: Off
	Check Box413: Off
	Check Box414: Off
	Check Box415: Off
	Check Box416: Off
	Check Box454: Off
	Check Box455: Off
	Check Box456: Off
	Check Box457: Off
	Check Box458: Off
	Check Box459: Off
	Check Box460: Off
	Check Box461: Off
	Check Box462: Off
	Check Box463: Off
	Check Box464: Off
	Check Box465: Off
	Check Box466: Off
	Check Box467: Off
	Check Box468: Off
	Check Box469: Off
	Check Box470: Off
	Check Box471: Off
	Check Box472: Off
	Check Box473: Off
	Check Box474: Off
	Check Box475: Off
	Check Box476: Off
	Check Box478: Off
	Check Box479: Off
	Check Box480: Off
	Check Box481: Off
	Check Box482: Off
	Check Box483: Off
	Check Box484: Off
	Check Box485: Off
	Check Box486: Off
	Check Box487: Off
	Check Box488: Off
	Check Box496: Off
	Check Box497: Off
	Check Box498: Off
	Check Box499: Off
	Check Box500: Off
	Check Box501: Off
	Check Box502: Off
	Check Box503: Off
	Check Box504: Off
	Check Box505: Off
	Check Box506: Off
	Check Box507: Off
	Check Box508: Off
	Check Box509: Off
	Check Box510: Off
	Check Box511: Off
	Check Box512: Off
	Check Box513: Off
	Check Box514: Off
	Check Box515: Off
	Check Box516: Off
	Check Box517: Off
	Check Box518: Off
	Check Box519: Off
	Check Box520: Off
	Check Box521: Off
	Check Box522: Off
	Check Box524: Off
	Check Box525: Off
	Check Box526: Off
	Check Box527: Off
	Check Box528: Off
	Check Box529: Off
	Check Box530: Off
	Check Box531: Off
	Check Box532: Off
	Check Box533: Off
	Check Box535: Off
	Text537: 
	Text538: 
	Text539: 
	Text540: 
	Text541: 
	Text542: 
	Text543: 
	Text544: 
	Text545: 
	Check Box547: Off
	Text548: 
	Text549: 
	Text550: 
	Text551: 
	Text552: 
	Text553: 
	Text554: 
	Text555: 
	Check Box557: Off
	Text560: 
	Text561: 
	Text562: 
	Text563: 
	Text564: 
	Text565: 
	Text566: 
	Text568: 
	Text570: 
	Check Box571: Off
	Check Box572: Off
	Check Box573: Off
	Text574: 
	Text575: 
	Text576: 
	Text577: 
	Text578: 
	Text579: 
	Text580: 
	Text581: 
	Text582: 
	Check Box584: Off
	Check Box585: Off
	Check Box586: Off
	Check Box587: Off
	Check Box588: Off
	Check Box589: Off
	Text590: 
	Text591: 
	Text592: 
	Text593: 
	Text594: 
	Text595: 
	Text596: 
	Text597: 
	Text598: 
	Text599: 
	Text600: 
	Text601: 
	Text602: 
	Text603: 
	Text604: 
	Text605: 
	Text606: 
	Text607: 
	Check Box608: Off
	Check Box609: Off
	Text610: 
	Text611: 
	Check Box612: Off
	Check Box613: Off
	Check Box614: Off
	Check Box615: Off
	Check Box616: Off
	Check Box617: Off
	Check Box618: Off
	Check Box619: Off
	Text620: 
	Text621: 
	Check Box639: Off
	Check Box640: Off
	Check Box641: Off
	Check Box642: Off
	Check Box643: Off
	Check Box644: Off
	Check Box645: Off
	Check Box646: Off
	Check Box647: Off
	Check Box648: Off
	Check Box649: Off
	Check Box650: Off
	Check Box651: Off
	Check Box652: Off
	Check Box653: Off
	Check Box654: Off
	Text33: 
	Text35: 
	Text36: 
	Text37: 
	Text39: 
	Text40: 
	Text41: 
	Text42: 
	Text43: 
	Text44: 
	Text45: 
	Text46: 
	Text1: 
	Text2: 


