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To ensure timely processing of your application, please attach and submit the following required documents:
l   Completed and signed Provider Letter of Intent Application (SFN 1793)
l Ownership Controlling Interest and Conviction Information (SFN 1168)
l Proof of one year experience 
Mail to:
Developmental Disabilities 
Attn: Licensing Unit1237 W Divide Ave, Suite 1A 
Bismarck, ND 58501-1208 
PROVIDER INFORMATION
A.  Demographic Information
Organizational Status
B.  Owner/Co-owner Information  
C.  Service Information (indicate which service(s) you are requesting)
Service
Region(s) of Operation
(write in the Roman Numeral from the list below)
Human Service Zone Served within Each Region  (fill in from the list below)
Residential Habilitation
Independent Habilitation
Intermediate Care Facility (ICF/IID)
Family Support Services (FSS)
Infant Development
Day Habilitation
Prevocational Services
I II III IV V VI VII VIII
Divide, McKenzie, Williams Bottineau, Burke, McHenry, Mountrail, Pierce, Renville, Ward Benson, Cavalier, Eddy, Rolette, Towner, Ramsey Grand Forks, Nelson, Pembina, Walsh Cass, Ransom, Richland, Sargent, Steele, Traill Barnes, Dickey, Foster, Griggs, LaMoure, Logan, McIntosh, Stutsman, Wells Burleigh, Emmons, Grant, Kidder, McLean, Mercer, Morton, Oliver, Sheridan, Sioux Adams, Billings, Bowman, Dunn, Golden Valley, Hettinger, Slope, Stark
Region(s) of Operation
Human Service Zone Served within Each Region
D.  Individual Provider Profile
Answer all the provider profile questions.  In answering the questions below, if you answer YES, please provide documentation describing the circumstances surrounding the events, settlements, and or resolutions of the issues in the State of North Dakota or in any other state. 
1.  Have you operated a business that provided services to individuals with intellectual or developmental disabilities in another state       within the past five years or are you currently operating in another state?
If yes: 
2.  Has any government agency (e.g. Department of Health, Office of Inspector General) suspended, revoked, or taken other action      against your license to practice or to conduct business in the past five years (to include Medicaid /Medicare)? 
If yes: 
3.  Have any accreditations or memberships in professional organizations been revoked, reduced, denied, or suspended by others or      voluntarily given up by you in the last five years, or are any actions now under way which may lead to such sanctions? 
I certify and attest that I have reviewed the entire contents of the completed Provider Letter of Intent Application and that the information provided is accurate and complete. I understand that inaccurate, incomplete or omitted data may lead to sanctions, including denial of a license, against me. 
By typing my name below, I am signing this application form electronically.  I agree that my electronic signature is the legal equivalent of my handwritten signature.  I attest, subject to the penalties of perjury that I am the individual completing this application and that I have provided accurate information.
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