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QMHP Detailed Form for Intensive In-Home Counselors
Instructions: 

1. Read the following definitions:

Clinical experience means providing direct behavioral health services to children and adolescents with mental illness. It includes supervised internships, practicum, and field experience. 

A human services field is defined as social work, psychology, sociology, or counseling. Please Page 2 for additional acceptable fields.

 2. Please CIRCLE (or highlight) the qualification below that applies to you. If you submit this document electronically, you will be asked to sign a hard copy at a later date.

3. Fill out the blanks to demonstrate your qualification selection.
Types of QMHP Qualifications (select one):

To qualify as a QMHP to provide Intensive In-Home, Day Treatment for Children and Adolescents, the individual must have the designated clinical experience and must: 

1.   be a physician; or

2.  have master’s degree in psychology from an accredited college or university with at

least one year of clinical experience; or

3. have a social work bachelor’s or master’s degree from an accredited college or

university with at least one year of clinical experience with children or adolescents; or

4. be a registered nurse with at least one year of clinical experience with children and

adolescents; or

5. have at least a bachelor’s degree in a human services field or in special education

from an accredited college and with at least one year of clinical experience with children

and adolescents. 
________________________________________________________________________________________

Name of Applicant 




Signature



Date

Education:

Undergraduate Education:

School/University:_________________________________________  Dates of Attendance____________

Degree Conferred (List Major and Minor or Program ):
_______________________________________________________________________________________

Graduate Education:

School/University:_________________________________________  Dates of Attendance____________
Program/Degree Conferred:______________________________________________________________
Clinical Experience

Pages may be added if necessary to list additional employers/internships
Employer/Internship:_________________________________________________
Dates of Employment/Internship:________________________________________  

Total Duration of Time (years, months)___________________________________

Position/Title:_______________________________________________________

Population Served:___________________________________________________

Responsiblities:_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Employer/Internship:_________________________________________________
Dates of Employment/Internship:________________________________________  

Total Duration of Time (years, months)___________________________________

Position/Title:_______________________________________________________

Population Served:___________________________________________________

Responsiblities:_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Employer/Internship:_________________________________________________
Dates of Employment/Internship:________________________________________  

Total Duration of Time (years, months)___________________________________

Position/Title:_______________________________________________________

Population Served:___________________________________________________

Responsiblities:_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Employer/Internship:_________________________________________________
Dates of Employment/Internship:________________________________________  

Total Duration of Time (years, months)___________________________________

Position/Title:_______________________________________________________

Population Served:___________________________________________________

Responsiblities:_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Total Duration of Time for listed Clinical Experience (years, months):_______________________
See applicant’s resume for additional information and/or experience.

_________________________________________

Signature of Applicant


Date

I have reviewed this form and _________________________ meets the criteria for being a QMHP according




                     Applicant’s name
 

to the 2/8/12 version of the Medicaid manual for Community Mental Health Rehabilitation Services.
______________________________________________

Signature of Director/Designee


Date 
1
4

