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MENTAL HEALTH REHABILITATION SPECIALIST (MHRS) APPLICATION

Approval is based on regulatory requirements of CCR Title 9 § 630 being met.


“A mental health rehabilitation specialist shall be an individual who has a baccalaureate degree and four years of experience in a mental health setting as a specialist in the fields of physical restoration, social adjustment, or vocational adjustment. Up to two years of graduate professional education may be substituted for the experience requirement on a year-for-year basis; up to two years of post-associate arts clinical experience may be substituted for the required educational experience in addition to the requirement of four years' experience in a mental health setting.” 


please Provide copies of:
1. Government Issued Photo ID (Driver’s License, Identification Card, U.S. Passport, etc.).
2. Academic Degrees and transcripts.  
3. Your current Curriculum Vitae or Resume. 

Please submit application to DBHPACredentialing@fresnocountyca.gov.
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ORGANIZATIONAL PROVIDER 
MENTAL HEALTH REHABLITATION SPECALIST
NO clinical services are to be provided by these individuals.

Submission Date: 1/5/2026

Credentialing Type:  ☐ New Credentialing  ☐ Recredentialing?

Have you previously applied for credentialing with the FCMHP or DMC-ODS?  ☐  Yes  ☐  No

	A – ORGANIZATIONAL Information

	[bookmark: Text1]Organization Name:      
	Location:      

	Program Name:      
	Program Number:      



	B - APPLICANT INFORMATION

	[bookmark: Text3][bookmark: Text4][bookmark: Text5]First Name       Last Name       Middle Name      
	DOB:      

	Practice Address:      
	Gender:      

	City:      
	State:      
	ZIP:      

	Phone:      
	Professional Email:      

	Social Security Number:      
	Is site ADA Compliant?  Choose an answer       

	Ethnicity:      
	Languages spoken fluently (besides English):        

	Previous Name(s) You’ve Worked Under:       or ☐ Not applicable

	[bookmark: Text6]Clinical Supervisor’s Name:       

	Clinical Supervisor’s Discipline:        License number:      



	C - 	npi AND TAXONOMY NUMBER 

	NPI Number:      
	Taxonomy Number: 225400000X MHRS

	Address in Section B is listed as a practice address in your NPI Registry? Yes☐ or No☐
	Taxonomy added as primary taxonomy in your NPI Registry? Yes☐ or No☐



	D – CONTACT PERSON FOR THIS REQUEST

	Name:      
	Phone #:     
	Email:      



	E - PROFESSIONAL EDUCATION 

	Institution
	City/State
	Type of Program
	Graduation Year
	Degree





	F - PROFESSIONAL HISTORICAL DATA ATTESTATION

	If you answered yes to any of the questions below, please explain on a separate sheet of paper. 

	 1
	☐  Yes  ☐  No  
	Have you had any limitations or inabilities that affect your ability to perform any of the position’s essential functions, with or without accommodation?

	 2
	☐  Yes  ☐  No   
	Have you ever been convicted of or pleaded guilty to a felony? 

	 3 
	☐  Yes  ☐  No  
	Havge you ever experienced a history of loss of license, including but not limited to limitations, suspensions, or revocation, or is there any pending or instituted action regarding your license? 

	 4
	☐  Yes  ☐  No  
	Have you had a history of loss or limitation of privileges or disciplinary activity? 

	 5
	☐  Yes  ☐  No  
	Are you currently using any illegal drugs? 

	 6
	☐  Yes  ☐  No  
	Have any suits or claims ever been filed against you as a result of professional services?

	 7
	☐  Yes  ☐  No  
	Have you been refused membership on a hospital medical staff?




	G - SIGNATURE 

	My signature certifies that all the information on this Application and any attached explanation page(s) is true, correct, and complete. Information provided on this application may be verified, including but not limited to, by contacting former employers. I understand and agree that any misstatements or omissions of material facts herein may cause forfeiture on my part of my right to participate as a provider with the Fresno County DMC-ODS & Mental Health Plan. WET SIGNATURE ONLY.

	Signature:
	Date:




[image: ]FRESNO COUNTY BEHAVIORAL HEALTH SYSTEM OF CARE
RELEASE OF INFORMATION
ORGANIZATIONAL PROVIDERS


CERTIFICATION

I, the undersigned, hereby attest that the information given in or attached to this Application is accurate and complete. I specifically authorize you and your authorized representatives to consult with any third party which may have information bearing on the subject matter addressed by this Application, and to inspect or obtain any reports, records, recommendations, or other documents or disclosures from third parties that may be material to the questions in the Application. I also specifically authorize any third party to release information to you and/or your authorized representatives upon request. 

I hereby release you and/or your authorized representatives and any third parties, from any liability for any reports, records, recommendations, or other documents or disclosures involving me that are made, requested, or received by you and/or your authorized representatives to, from, or by third parties, including otherwise privileged or confidential information, made or given in good faith and relating to the subject matter addressed by this Application.

I warrant that I am authorized to sign this Application, on behalf of any entity or organization for which I am signing in a representative capacity. I understand that if this Application is accepted by the Fresno County DMC-ODS or Mental Health Plan, I will be bound by current State and Federal regulations.


Your signature is required to complete this Application. 
Stamped or digital signatures are not acceptable. Wet signature only.

Organization Name:     

[bookmark: Text2]Printed Name:      

Signature: ____________________________________________________Date:_______________________

Title:      



Fresno County is an equal opportunity, disabilities, affirmative action organization that does not discriminate in regard to race, color, religion, sex, national origin, age (40 or older), disability (physical or mental), medical condition, pregnancy, genetic information, ancestry, sexual orientation, marital status, veteran/military status, or any other basis protected by Federal or State law.
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