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California Children’s Services Program
Medical Therapy Program
Application for Contract Therapist to Participate in Interagency Activities
Instructions for Completion on Backside of FForm

CCS County Requesting Review: Date:

Provider Information:

Provider Type:  [_] Occupational Therapist (] Physical Therapist
(l.ast Name of applicant) (First Name) (Middle Initial)
(PT/OT License #) (License Expiration Dalte)

CCS Experience

(CCS County (s)) (I'rom/To Dates) (Hours per Week)

Describe clinical experience in the MTP:

Familiavity ol CCS Medical Therapy Program administrative knowledge;

] Good 1 rair ] Poor

Interagency/IEP Experience:

(Interagency /IEP Activity Training given by - inc (Date(s))
{Person responsible Tor providing Interagency/111P Activity supervision - include title)
Describe 1P experience:
Association with Education:
Is the applicant currently providing contract services for any school districts in this county? [J Yes [J No

Certification of Form
I have completed the above application and certify, (o the best of my knowledge, that the therapist is qualified to

represent CCS in interagency activities, including 1EP meetings.

PrintName County Position/Title Signature



INSTRUCTIONS FOR COMPLETING THE APPLICATION
This form is to be completed by the ¢county applying for review of contract therapist qualifications,

‘ CCS County |equcsl|n; review & Date: ] _ldentify name of counly u,quuslm ) APPro ()\’zl} and date.

Provider lnf()rnmtion

Provider Type: ( leck the appropriate box lh<ll describes the plofcwun ~

_ast name; ] /\pp]mn[ s legal last pame ]
First name: ApplicanCs first name

Middle initial: Applicant’s middle initial

PT/OT License ! i Provide the a )phcdnl 's professional license number

License expivation Provide the expiration date of the pm(usmml 1|<,u1_ e

CCS Experience:

CCS County: Namc of CCS County(s) for which Apphcanl h_a}» provided therapy services. )
From/To Dales: (Start-Finish/Present Dates) with the CCS County (s). ) 3
Hours per wecek: Number of hours worked per week. o

Clinical bxperience: | Deser ibe clinical services provided in the M I U sullnu 77777

Administrative Select familiar ity of applicant to CC$ Mcdical T herapy administrative know lec ac,
xperience: including, bul not limited to CCS policy, Chapter 4, State and County Interagency

Agreements, interagency dispute resolution, State Number Leters and CCS Information
Notices related (o the CCS MTP.

Good: Applicant has goad understanding of CCS MTV policics (0 competently represent
the CCS MTP.

Fair: Applicant has laiv understanding of CCS MTP policies, butl requires some guidance.
Pom" /\pplicanl has mininml Imm\f!cdﬂc u ‘(‘(‘% M’l'P |)0Iicic<; and rcquircs C()nlinuzli

Additional CCS Llsl mimmallon on scpm ate shwl as dbOV(. and altach 1o npphumon
[ County Experience:

Interagency/lEP [Experience:

Interagency/I 5P Identify CCS stafl who provided mtumvcnu lmmnw for the contract thcul)nsl
Activity Training: I L
- Date(s): Dalc(s) of the training,
Person (o provide Provide the name of the person who will be responsible for supervision of the contract
supervision f{or therapist’s Interagency/11EP activities (ie supervising therapist, LEA liaison etc).
Interagency/1EP
activiies: L
Interagency/11:P Describe any lmuaocncy/il P .u.llvlly C\pcz icnee the contract therapist may alread y Thave.
Lxperience: R N S

Association with Education

I the applicant providing contract services with any 1 Yes: Applicant is providing contract services for a
school district in this county: school district concurrenthy in the same county for which

CCS interagency services will be provided.

No: Applicant is not providing contract services or a

school district in the same county for which CCS
_|_interagency services will be provided.

Certification of Form B
| Name, Title/Position & Signature: ] Print Name & 7T Illt_ ol person completing the application and Sign i






