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TITLE 214 - DEPARTMENT OF CHILDREN, YOUTH, AND FAMILY
CHAPTER 40 - LICENSING
SUBCHAPTER 00 - NA

Part 6 - Mental Health Ememgency Senice Interventions for Children, Youth and Families
Regulations for Cerifcation-Licensure

6.1 GENERAL PROVISIONS
A. Purpose

1. The purmpose of these regulations is © comply with RIl. Gen. Laws § 40.1-<---~~----«»---~[ Formatted: Indent: Hanging: 0.51"

5-6 Rl—Gen—aws-§-40-15-8, which requires any child who is under the
age of eighteen whose health insurance is publidy funded to have an
emergency senice intervention by a provider licensed by the Depatment
of Children Youth and Families (the Departmen{) as a eonditon-prerequisite

for admissionto an inpatient psychiatic fecility Fheseregulaions—setforth

2. In addition, these requlations implement provisions of R.. Gen. Laws § 27-
1895 Acute Mental Healh Crisis Mobie Response and Stabilization
Services which establish the requirement for licens ure of Mobile Res ponse
and Stabilization Sewices (MRSS) providers delivering crisis intervention
and stabilization senices to chidren.

3. These requlations further implement 2025-H 5076 Substitue A as"""""""""[Formatted:ListParagraph, Right: 0"

amended, which directs the Execuive Office of Health and Human Senices
fo establish Mobile Response and Stabilizaton Senices (MRSS) as a
Medicaidcovered beneft and the state-sanctioned crisis system for
chidren’s behavioral healh, adhering to nationally recognized fidelity
standards, for chidren and youth ages two up fo twenty-one. For young
adults ages eighteen (18) through twentyone (21) accessing MRSS
senices (e.g, via Rl Suicide & Cirisis Lieline (Lifeline)or other refemrals),
MRSS providers shall ensure coordination with BHDDH-licensed behavioral
healthcare organizations and Certified Community Behavioral Health
Clinics (CCBHCs), as dinically appropriate and consistent with applicable




statutes and regulafons. The Department wil oversee MRSS provider
compliance through licensure monitoring and quality assurance adivities,
induding but notlimited to routine and complaint-based monitoring; review
of clinical and care coordination documentaion; evaluaion of referral and
coordination practices with BHDDH-licensed providers; and review of
performance measures and required reporting.

4. Acoordingly, these regulatons establish two (2) levels of licensure for
entites providing menfal health emergency senices to children:

e Emergency Senices (ES) Licensure, authoriing the delivery
of immediate crisis inftenenion; and

‘[ Formatted: Indent: Left: 2", No bullets or numbering ]

+Mobile Responseand Stabilization Senices (MRSS)
Licensure, required for the provision of mobile crisis
response and stabilization senices. MRSS providers must
meet all standards applicable to ES licensure, in addiion to
satisfying MRSS-specific requirements.
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B. Legal Basis
1. These regulations are issued pursuant to:

a. Rl Gen. Laws § 42-725, Power and Scope of Activiies of the
Department of Children, Youth and Families

~"| Formatted: List Paragraph, Indent: First line: 0", Right:
o

C. Rl Gen. Laws § 42-725.2, Dewlopment of a Continuum of

Chidren's Behavioral Healh Progams

ed. Rl Gen. Laws § 27-1895 Acute Mental Health Crisis Mbbile
Response and Stabilization Services

ce. Rl Gen.Laws § 42-721, Licensing and Monitoring of Child Care



Providers and Child-Placing Agencies

f. 2025-H 5076 Substitue Aas amended, direding the Executive Office
of Health and Human Services b establish Mobile Response and
Shbilization Servces (MRSS) as a Medicaid-covered benefit for
chidren and youth ages two up o _twenty-one.
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qg. R.I. Gen. Laws § 23-4.6-1 (minors' consent to cerain health cares...
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senices

2. These regulations include children with Serious Emotional Disturbances
(SED) asdefned by Rl. Gen. Laws § 42-72-5.

3. Noting in these requlations shall be construed to alter or supersede the <«
requirments of R.I. Gen. Laws Chapter 40.16 (Mental Health Law) or R.I.
Gen. Laws § 234.6-1 regarding emergency cettification, voluntary
admission, and minors' cons ent.
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D.C. Definitons

<+ i [ Formatted: Normal, No bullets or numbering
1. “Adoles cenf means an indiidual ages twelve (12) through seventeen (17),
unless othewise spedied..
< R [ Formatted: Indent: Left: 1", No bullets or numbering
2. "Behavioral health emergency” means a situafon in which a child.

adolescent, or young adult, due to a behavioral health condifion - including
menta health conditions orsubstance use(such as overdose, intoxication,
or withdrawal) - is at imminent risk of harm to themselves or others and
requires immediate intervention to prevent that harm. Such an emergency
may be ideniffied by the child or addescent themselwes through self-
reporing a crisis or requesting immediate help, or it may be recognized by
any person based on observable signs, behaviors, statments, or other
indications that would lead a reasonable person to conclude that urgent
acion is needed to protect the child or adolescent or others fom ham.

Formatted: List Paragraph, Indent: Left: 1*,Right: 0",
Space After: 0 pt, Line spacing: single, No bullets or
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3. "Behavioral health emergency senice interventions" oconstiute steps and
acions tat are taken by a child-family competnt behavioral health

provider b address a behavioral health ciisis, including telephone contact,
crisis ewaluation in the community and follow-up senice planning. These
inerventions take place in a community setting, including (but not limited to)
homes, schools, police sftions, emergency departments, homeless
shelters, child care setlings, community menfal healh providers, or any
other communitybased seting.

Formatted: Indent: Left: -0.01",Hanging: 0.51", No
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4. “Behavioral healthcare” means the umbrella term that encompasses all

mental healih and substance use related assessment treaiment,
prevention, and suppott services.
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5. Certifed Community Behavioral Health Clinic (CCBHC)' means an

[ Formatted: Indent: Left: 1", No bullets or numbering

organization that has been licensed by BHDDH as a Behavioral Healthcare
Organization (BHO) and certified by the Execuive Office of Health and
Human Senices (EOHHS) asa CCBHC fo provide a comprehensive range
of mental health and substance use disorder services. CCBHCs deliver
coordinated, accessible, and culturally competent care, including caisis
inervention, oufpatient teatment, and community-based senices, in




acoordance with federal and state standards for qudity, safety, and
inkegration of care.

[ Formatted: Indent: Left: 1", No bullets or numbering ]

"Child" means an individua under age eighteen (18). P

“| Formatted: Indent: Hanging: 0.51",Numbered + Level:
2 + Numbering Style: 1,2, 3, ... + Startat: 1 +
Alignment: Left + Aligned at: 1" + Indent at: 1"

"Children and youth," as usedin these regulaions, includes individuals ages

48.

two (2) hrough twenty-one (21), consistent with R.l. Gen. Laws § 27-18-95 [Formatted:lndentz Left: 1", No bullets or numbering ]

and 2025-H 5151, except where a different age range is expressly stated. Formatted: List Paragraph, Indent: First line: 0", Right: ’

0", Space After: 0 pt, Line spacing: single

"Child-family competency' means proficiency in clinical pracfce skills with
chidren with severe emotional disturbance and their families, knowledge
of research on child development, applicaion ofthe knowledge in a
clinical context and familiarity and experience with community resources

that benefit chidren and families, including knowledge of the culural beliefs
and practices ofthe diverse communites sened.

“Childfamily competent clinician” (herein referred to as Clinician) includes,«-------u------n[ Formatted: List Paragraph, Right: 0", Space After: 0 pt ]

but is not limited to: Psychiafrists, Licensed Psychologisfs, Psychiatic and
Mental Health Advanced Pradice Registered Nurses (APRNs), Registered
Nurses with a Bachelor of Science in Nursing (BSN), Licensed hdependent
Clinical Social Workers (LICSWs), Licensed Clinical Sodal Workers
(LCSWs), Licensed Marriage and Family Therapists (LMFTs), Licensed
Mental Health Counselors (LMHCs), Qualified Mental Health Professionals
(QMHPs), and associate-level licensees such as Licensed Marriage and
Family Therapist Assodates (LMFTAs) and Licensed Mental Healh
Counselor Associates (LMHCAs). including, clinicians with substance use
disorder expertise, such as Licensed Adwanced Alcohol and Drug
Counselors (LAADCs) and Licensed Alcohol and Drug Counselor (LADC).
The clinician musthave atleast oneyear of clinical experience with children
and adoles cents who have behavioral health problems. The clinician must
meet the child-family competency standards outlined in Secion 6 2.F.

<+ i Formatted: Indent: Left: 0.49", No bullets or
a Each licensed provider mustdetermine the chidfamily numbering
competency of all staff members providing children’s ES or
MRSS senices. These competendes are developed through
a combination of formal education, supenised clinical
experience, and ongoing professional development Provider
agencies areresponsible or verifying and documenting that
staff meet these requirements through personnelfles,
fraining records, and supenision logs.
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4.

3. "Crisis evaluation" means a comprehensive assessment by the
Clinician to ewaluate the seriousness of the mental health_and substance
use crisis based on the child’s fundioning and risk to self and others and
the familycaregiver's potential, skil level and capadty, with appropriate
supports, to manage the behavors that put the cild at risk. The crisis
ewluation includes screening for substance use disorder and, when
indicated, an assessmentof the appropriate level of care using evidence-
informed criteria_unless otherwise defined in statute.

3

mentd—heam—semees—m;d-emenenm—weu—bemg—means the ongoing ablllty

of a licensed provider organizaton and it staff to deliver behavioral health
sernices that are respedful of and responsive to the aultural and linquistic
needs of the children and families served. This includes understanding that
percepfons of behavioral health conditions, caises, and their causes vary
across cultures, which influences help-seeking behaviors and atitudes

foward senices.

b.a. Phone lines and web sites that assure access for people who are
deaf or hearing impaired

éb. Translated materials/orms for persons who do not speak or read

English in the communites sened by he Emergency—Services
Prgram-Emergency Senvces or Mbbile Responseand Stabiliza tion

Services program.
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“Current accreditation from the Joint Commission” means a valid, active

acaeditation status granted by the Joint Commission, a nationally
recognized, independent organizaton that evaluats and accredits
healthcare organizations basedonestablished standards for quality, safety,
and performance in the delivery of behavioral health and other healthcare
services.

“Current certiicate from CARF” means a valid, active certification issued

by the Commissionon Accrediation of Rehabilitation Fadlifes (CARF), an
inkernational, independent organization tat accredits behavioral health,
human senices, and rehabilitaion programs based on rigorous standards
for senice quality, safety and outcomes.

“Current certification from COA” means a valid, active certification granted

by the Council on Acaoeditation (COA), a national, independent
organization that acaedits organizations providing child welfare, behavioral
health, and communitybased senices, ensuring compliance with
standards for qualily safety, and efiective service deliwery.

DCO Agreement’ means a Designated Collaboratng Organization

agreement a formal, state-approved confract between a Mobile Response
and Stabilization Sewices (MRSS) provider and a Certified Community
Behavioral Health Clinic (CCBHC) within a specific _service ara. This
agreement outlines the collaborafive responsibiliies, induding care
coordination, senice integration, and informafion sharing, b ensure
comprehensive, tmely, and culturally competent behavioral healh crisis
inervention and stahilization senices for children, youth, and families

"Mental health professional" means a psychiatrist, psychologist or sodale- - [ Formatted: List Paragraph, Right: 0"

worker and such other persons, including a psychiafric nurse clinician _and
licensed advanced pradice registered nurse (APRN) asdefined in R.. Gen.
Laws § 40.1-5-2, as may be defined by rules and regulaions promulgated
by the Direcior of BHDDH.

“Mobile Responseand Stabiliztion Senices (MRSSY means a behavioral

health crisis intervenfon program providing immediate de-escalation,
stabilization services, and fdlow-up care for children or youth experiencing
a behavioral healh aisis.The primary goal is to ensure the safety and well-
being of the child or youth through de-escalation, clinical assessment,
stabilization, and connection to ongoing support senices

Qualifed Mental Health Professional (QMHP)" means a menfal hedth

professional, as that tem is defined in Rl. Gen. Laws § 40.1-5-2 and
applicable BHDDH regulations, who is approved by the Department of
Behavioral Healthcare, Developmental Disabilities, and Hospitals (BHDDH)
and has a minimum of thirty (30) hours of supervsed face-to-face
emergency senices experience as a psydhiatic emergency service worker




in Rhode Island. Such experience may be gained through employment with:
(i) a conmunity menfal health center that conduds ememency psychiatric
assessments for individuals under oconsideration for admission to an
inpatient mental health facility; or (ii) a licensed hospital that conducts
emergency psyhiatic assessments for individuals under consideration for
admission © an inpatient mental health facility.

12.  "System of Care (SOC)" means a coordinated amray of easily accessible

senices that address the behavioral health treatment needs of children and
adoles cents who have serious emofonal disturbances. The SOC operates
consistent with _oore principles and values that are stength-based, child-
centered and family-driven. The serices are culturally and linguistically
competent and emphasize natural and community-based suppors that
complement behaviora health senices provided by profssionals in
agency and hospital settings. The SOC promotes cross-system
collaboraton among education, child welfare, juvenile justice, and




healthcare systems, and ensures that care is individualized, provided in the
least restricive environment and guided by measurable outoomes.

13. “Warm handofff means a seamless transfer of care from one provider ore«
sernice to another, invohing direct, faciitated introdudion of the child and
familylcaregiver trough face-to-face, telephonic, or video inferaction - to
the receiving provider, ensuring confnuity of support reduced risk of
disengagement, and immediate access © appropriate ongoing behavioral
health or community services.

15. "Young adulf' means an individual ages eighteen (18) through tweniy-one

21).

16. "Youth" means an individual ages twelve (12) through seventeen (17),
unless othemwise spedied.

D. Coorination with BHDDH

These regulations govern licensure and standards for children's mental health
emergency senices and Mobile Response and Stabilization Services (MRSS).
DCYF maintains primary res pons ibility for mental health senices for chidren under
eighteen (18), consistent with R.I. Gen. Laws § 42-72-52. These regulafions are
promulgated in ocoorination with the Department of Behavioral Hedthcare,
Dewelopmental Disabilies, and Hospitals (BHDDH), which retains its statutory
authority pursuantto R.I. Gen. Laws Chapters 40.1-5 and 40.1-8.5 and §§ 40.1-1-
13, 40.1-1-16, 40.1-5.4-4, 40.1-54-11, 40.1-24-3, 40.1-24-7, 40.1-24-9, 40.1-24-
17, and as the State Mental Health Authority and Single State Authority for
substance use dsorder services, including fr individuas ages eighteen (18)
through twenty-one (21)."

Authority for the reporting and inwesigation of abuse, neglect and exploitafon of
individuals ages 18 through 21 is shared by DCYF and BHDDH. BHDDH deries
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its authority fom R.. Gen. Laws §§ 11-5-10.2, 11-5-11, 11-5-12, 23-178-2, 23-
17.8-3 40-8.5-2, 40.1-5-3, 40.1-26-10, and 40.1-27 2.

E. Consent for Emergency Senice Interventions Invoving Mnors

In_Rhode Island, consent requirements for emergency sernvce intenentions,«{ formatted: Indent: Left: 0.5", Right: 0", Space After:
induding both Emergency Senvices (ES) and Mobile Response and Stabilization 11.4 pt, Line spacing: Multiple 1.03 li, No bullets or
Senices (MRSS), depend on age, marital status, and specific circumstances. numbering

Minors under 16 generally require parental or legal guardian consent for behavioral
health senices, including ES and MRSS, unless an exception applies, such as
emergencies orimminent risk of serious harm (R.l._ Gen. Laws § 23-46-1). Minors
aged 16 or dder, or those who are married, mayindependently consent b ES and
MRSS, and a minor parent can consent for their child (R.L Gen. Laws § 2346-1).
In emergency situations, minors of any age can receive_immediate ES and MRSS
crisis assessments and intenentions without parental consent to prevent harm.
Additionally, minors posing an imminent risk of serious harm due to a psychiatric
disabilily may be certified for emergency inpatent treatment without parental
consent by a physician, adwanced pracice registered nurse, or Qualified Mental
Health Professional (QVHP) (Rl Gen. Laws §40.1-5-7). ES and MRSS providers
must doaument consent or the specific exception applied, such as emergency
inervention.

62 CERTFICATION-LICENSURE STANDARDS FOR MENTAL
HEALTH EMERGENCY SERVICE INTERVENTIONS

A In order to be cerifiedlicensed for emergency senices, the Emergency Service
Provider Organiation (hereinafer, the Provider) mustinclude a elephone cisis
hotline, face-to-face interventions in the community and the meansto dewelop and
implement a follow up plan b access communitybased and 24-hour senices.

B. The Provider meets the standards established under each componert.
C. Telephone Contact, Support and Follow up
1. The Provider maintains a telephone system forfamilies-that includes:

a. A phone line and a number which answered by a live \OiC€<{ Formatted: List Paragraph, Indent: First line: 0", Right:
twentfourtwenty-four hours perday seven days per week, 365 days 0", Space After: 0 pt, Line spacing: single

per year. The answering service or Provider must have the capacity
to ensureaccessibility for callers who speak a language other than
English_and callers who are deaf or hearing impaired.

b. The caller has telephone access to the Clinician within fifteen
minutes of the initial call to discuss the crisis and b dewelop a follow
up service plan based on the child and their familycaregivers
familys—needs and collaboration on nex steps.




The Provider establishes emergency senice intervention policies and procedures
that meet the following criteria:

1.

Families, caregivers, healh care professionds andothers who are working
with a Chl|d e>penencmg amentaibeha\noral health cr|3|s have access ba

mat—een&ss—ef—thea CI|n|C|an W|th back up fom a chmcal supervtsor/
administaor. The Clinidan may consult with addiional qualifed treatment
professionals, including a child- trained psycdhiatrist licensed to practice
medidne in Rhode kland.

a——The Clinician provMdes face-to-face crisis counseling, evauation of
the curent menilbehavioral health emergency and the
dewelopment of a crisis and safety plan and a

folow up senvce plan for afamily/caregiver wih a child experiencing «-{ formatted: Indent: Left: 15", Space After: 11.4pt |
a

mentabehaviora health crisis.

b.a. The face-to-face contact takes place within two hours of the child
and their family’s/caregiver’s requestregardless of he time ofday of
the call.

eb. The cdlinical supenisor is awilable to the Clinician and collateral
providers for £lephone consulation on the assessmentand care
planning and returns pages or phone calls within fiteen minutes of
the requestfrom the Clinician.



2. The family and the Clinidan joinly determine the location for he face-to-
face «isis interventon to accommodate family needs and preferences,
provide for he timeliest and clinically appropriate setiing to gather relevant
informafon, increase the chances of de- escalating the aisis and protect
the physical safely of all partes.

3. The Clinician meets with the child and family/caregiver and, as part of the
inervention, offers support, completes a crisis evaluaion, assesses the
child and family for risk © ham selfor others and engages he family and
collatral providers in the assessment and folow up senice planning
process.

4. The Provider follows up with families/caregivers © make sure that the plan
was implemented.

45. When an overdose or suspecied substance use crisis is identified during«-{ Formatted: List Paragraph, Indent: First line: 0, Right:
the intervenfon, the Clinician shall Pllow evidence-based owerdose 0"

response protoools, induding administration of naloxone when clinically
indicated and permited under applicable laws and regulations, and shall
ensure timely referral to appropriate level of care substance use disorder
senvices, including those specialized for children and adolescents.

The Provider establishes policies and procedures to complete the emergency
senice internention with follow up senice planning including:

1. The Clinician works with the child and family/caregiver to resolve the
mentabehaviora healh crisis andto promote the healh and safety of he
chid and the family The Clinician colaborates with the child and
familylcaregiver b idenfify services, either exising or newin the folow up
plan that build on the familys strenghs, needs, and preferences.

2. The Provider ensures all staff are familiar with the full range of community,
residential and hospital-based services that can best match the family's
needs, strengths and preferences.

4.3. The Clinician is also familiar with dinical eligibility aiteria and authorization
procedures of Rie—CareMedicaid.

54. The Clinican makes an appropriat referral to a program and/or service
based on the child-family assessmentand mutually identfied needs. The
Clinician andor histher—their organlzallon also complete any pre-
certification required by the hin M v
child’s health insurance plan.




F.

6.5. The Provider ensures that the Dllow up service planning processincludes:

a. The Clinician discusses the follow up that he family prefers and
makes arangements to contact the family and/or the referral
source the following day to make sure that the follow up resource
was available.

b. The Provider has a orm that notes the legal guardian’s signed
agreement on the type of bllow upin the encounter document or
emergency evaluation that is part of the child’'s medical record.

c. The Provider is awailable fo the child and family for follow up contact
for sevenly-two hours afer the initial crisis intervention if oher
community resources are not immediately available.

d. The Provider establishes a complaint and grievance procedure if
the family disagreeswith the folow up service plan.

Standards for Child - Family Competency

1.

Ih—orderto—be—cerifiedTo be licensed to provide emergency service
inerventions, the Provider mustestablish a policy for the recruitment and/or
fraining of emergency service staff. Staf mustpossessthe falowing clinical
skils:

a. Knowledge of chid dewlopment, behavior, and psychopathology:
The clinician should haw a stong understanding of child
dewelopment and behavior, including the normal range of emotions
and behaviors for chidren of difierent ages. This indudes knowledge
of the normal dewelopmental milestones for children ofdiferent ages,
as wel as the signs and symptoms of common behavioral hedth
disorders in children.

b. Knowledge of family systems: The clinician should have knowledge

of family systems theory and how it applies to child and adolescent
behavioral health. This includes understanding the concepts of famiy
structure, roles, boundaries, communicaion patterns and coping
sfrategies. The dinidan should also be able © assess the family's
sfrengths and weaknesses and identfy any facbrs that may be
contributing © the child's crisis.




Skills in working with chidren and families: The clinician should hawe

strong skills in working with children and families. This indudes the
ability to build rapport with chidren and families, communicate
efieclively with children and families and provide support children
and families.

Skils in diagnostic assessment The clinician should be able to

formulat acourate and appropriate diagnoses based on the aurrent
version of the Diagnostic and Stafistical Manual of Mental Disorders
(DSM) and apply diagnostic ormulatons © assess the dild’s
behaviors and presenting conditions.

Skils in risk assessment: Child-s pecific risk and safety assessment

skills should include the ahility to assess suidde risk, non-suicidal
selfinjury, violence risk, abuse and negled, exposure © violence
andr oter types of raumas, human traficking risk, fre seting,
substance use, risk of runaway and other clinical presentations that
poseanimmediate risk or safty issue.

Skils in family assessment The dinidan should be able to assess

the familys structure, roles, boundaries, communication patterns,
coping strategies, strengths, needs and goals. A clinician needs to
be able to identify and address anyfamily issuesorconflics that may
confribute to or exacerbate te chid’'s carisis, such as domesfc
violence, substance abuse, mentd iliness, frauma, or negled.




Skills in crisis intervention: The clinician should have strong skills in

crisis intervention and suicide prevenfon for children and families.
This includes the ability to assessaciisis situation, accurately assess
a child's mental healh status, de-escaatk a cisis in a family seting
and provide supportto the chid and family during a aisis. Clinicians
without authority to exeaute  an emergency cerificate shall
immediately request the inperson atendance of a QMHP,
psychiatist, psychiatric APRN, orphysician authorized b do sowhen
emergency certification is clinically indicated.

r .ﬁ . .l .

Knowledge of community resources: The clinician should have

knowledge of community resources that can be helpful to children
and families in a crisis. This indudes knowledge of behavioral healh
services, sodal senices, and other community resources.

Ability to work collaboraively with other professionals: The clinician

should be able to work collaboratively with other professionals, such
as teachers, docbrs, first responders, social workers, and other
behavioral health professionals. This collaboration is essential for
providing comprehensive and coordinatd care to children and

families in crisis.

Cultural competence: The clinician should be aulturaly competent

and aware of and sensitive to the aultural beliefs and pradices of the
chidren and families they serve.

Other training specific to Rl Mental Health Laws, mandatory reporting

requirments in casesofchild abuse and negled, Adverse Childhood
Experiences (ACEs), trauma and trauma-informed care and sccial
drivers of health, also known as social determinant of healh and
responding b youth with disabilities.

Formatted: Indent: Left: 1.49", No bullets or
numbering




2. To be licensed to provide emergency service intervenfions, the ES
Provider must establish policies and procedures for maintaining and
verifying documentaton that demonstrates all clinical staff meette child-
family competency requirements oufined in 6.2 F.1a-k. The documentation

must include, at a minimum:r—order—tb—be—cerified,—the—Provider—must
) . lod :
a. Resumes or curiculum \Vibe erifying education, fraining, and

relevant experience;

role;

C. Training records must demonstae completion of required areas,
induding but not limited to: knowledge of child dewlopment,
behavior, and psychopathology; famiy systems theory and family
assessment; skills in working with chidren and families (induding
building rapport, effective _communicaion, and providing support);
diagnostic assessmentskills using the current DSM; risk and safety
assessment (including suicide risk, non-suiddal self-injury, violence,
abuse/negled, tmuma exposure, and other inmediate safety risks);
crisis intervention and suicide prevenfon; knowledge of community
resources; ability © oollaborate with other professionals; culural and
linguistic competence; Rhode kland mental health laws and
mandatory reporing requirements for child abuse and neglect;
frauma-informed care, Adwerse Childhood Experiences (ACEs), and
social deteminants (or drivers) of healh; and responding to youth

with disabilifes.

d. Agency policies and procedures describing recruitment, orientation,
supenvision, and ongoing training for emergency senices staff.

[ Formatted: No bullets or numbering
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In-orderto-be-cerifiedTo be licensed as a Provider, the organizaion must
provide ongoing fraining, consultaton, support and updaked information to
staff who provide emergency senice inerventions. The Provider ensures
aminimum of ten hours offraining peryear on bestand promising practices
in chidren’s behavioral healh and menthlyupdates—on—he—changing
network—of —managed—care—programs—andknowledge of community

resources including:

a. The types of Rle—CareMedicaid cowerage and third party payers
and, the behaworal health beneit packages and-he—behavieat

b. The eligibility and/or admission criteria for the children’s behavioral
health treatment programs.

C. A list of contact names and phone numbers for the community
providers of chidren's behavioral healh fteatment, adwocacy,
support and collateral senices.

The Provider has anidentiied subject matter expert on the SOC referral
process and how o obtain accessto social service, housing, employme nt
and other Medicaid-funded senvices.

The Provider ensures all staff have knowledge of culure-specific services,
the linguistic capacity of community senices and the abiity o work
efecively with aninterpreter of sign language and/or spoken language.

The Provider identifies a clinical subjed matter expert who can provide
fraining and consultation to the emergency senices staff based on hisher
expertise onthecurrent bestpracice interventions in the field of children’s
behavioral health.

G. Program Monitoring and Quality Improvement

1.

2.

The Provider collects encounter data on emergency senice interventions
monthly as desaibed herein.

a. Complete and forward mandated forms and reports to the
Department.

b. Provides aggregate report to the Department monthly.

The standardized report indudes aggregate data of emergency service
inerventions that capture the age, gender, ethniciy, status with the
Department, child’s living arrangement, insurance coverage, time of day,
day of week, location of intervention and type of disposition.



Hl

3. Telephone Performance Metrics

The Provider shall track all Elephone contacts and shal report the <

“| Formatted: Indent: Left: 1", No bullets or numbering

folowing metrics to the Department monthly in the format prescribed by

the Depariment
a. Source of the call (e.g., parent, guardian, child, or collateral party). <«-{ Formatted
b. Percentage of calls in which a dinidan was made available to the

caller within fifteen (15) minutes of the initial request.

C. Total number of calls received per month.
d. Percentage of calls that resulted in a face-to-face intervention.
e. Time of call and reason for the call. <[ Formatted

< [ Formatted: No bullets or numbering

3——The Provider dewelops an internal process to review complaints from the
family or other parties inwohed in the ineervention. -

4. The Provider shall have a process for resoling disagreements with the «--

famlly/careglve r. hasa—pmeess—eens&stem—\mh—the—DHS—E%HeaHng—preeess—ef

‘| Formatted:Right: 0.04", Numbered + Level: 1 +
Numbering Style: A, B, C, ... + Startat: 7 + Alignment:
Left + Aligned at: 0.5" + Indent at: 0.5"

H. The Provider is aedenfaled by and contracts with allRfe—CareRhode <
Island Medicaid Managed Care OrganizationsHMO’s and is knowledgeable of
the authorization procedures required to access senvices idenffied in the folow

Formatted: List Paragraph, Numbered + Level: 1 +
Numbering Style: A, B, C, ... + Startat: 7 + Alignment:
Left + Aligned at: 0.5" + Indent at: 0.5"

up service plan.

The Provider has an esfablished taining probcd in chidren’s behavioral healh
that includes an annual plan to address the best pradices and aurrent indings
related to working with children with serious emotional disturbances and teir
families in a aulurally and linguistically competent manner and from anindividual
and family systems perspedive.

6.3 LICENSURE STANDARDS FOR MOBILE RESPONSE AND STABILIZATION .- { Formatted: Not Highlight

SERVICE (MRSS) INTERVENTIO

4

S

A. General Requirements

1. To be licensed to provide Mobie Response and Stabilization Senices
(MRSS), a provider must meetthe requirements for Emergency Services

(ES) licensure as outlined in Secton 62 AL, [ Formatted: Not Highlight




2. MRSS providers mustmeet additional standards to deliver mobile crisis
inervention and stahilization senices, consisient with R.. Gen. Laws § 27-
1895
“ Formatted: Justified, Indent: Left: -0.01",Hanging:
3. MRSS providers shall provide senices to all children and youth presenting 0.51",Space After: 11.4 pt, Line spacing: Multiple 1.03
with behavioral healh aises, regardless of insurance status, coverage li, No bullets or numbering
limitafons, or ability to pay.
< Formatted: Justified, Indent: Left: -0.01", Hanging:
4. MRSS senices are available © children and youth ages two © twenty-one, 0.51",Space After: 11.4 pt, Line spacing: Multiple 1.03
indusive. Providers shall deliver services in a dewelopmentally appropriate li, No bullets or numbering
manner.
] Formatted: Indent: Left: -0.01",Hanging: 0.51", No
5. In addition to DCYF requirements as they perain to reporing of abus e, nedect« . Lbullets or numbering
andor _exloitafion, and oooperating with any investigations of such ™ formatted: ustified, Space After: 11.4 pt, Line
allegations, MRSS providers shall comply with all reporting and invesfgation spacing: Multiple 1.03 i
requirments pursuantto Rl. Gen. Laws §§ 11-5-102, 11-5-11, 11-5-12, 23-
17.8-2, 23-178-3 40-85-2, 40.1-5-3, 40.1-26-10, and 40.1-27-2.
e e [ Formatted: Not Highlight
6. MRSS providers mustmaintain coordination protocols with Rl Suicide &
Crisis Lifeline (Lifeline)., e { Formatted: Not Highlight
B. MRSS Senice Delivery
1. MRSS providers mustdeliver services in three phases:screening and friage,

mobile crisis response, and sfabilization, as Pllows:

a. Saeening and Triage: Provders must maintain a 24/7/365 &lephone
system that is answered by a live wice, as specified in Section 6.2C,

and mustdetemmine the responsetype (Immediate, Non-Inmediate, or .- [ Formatted: Not Highlight

Emergency) as follows:

i Immediate: A mobile crisis tam responds within 60 minutes o .~ [ Formatted: Not Highlight

the crisis locaion, with telephonic support provided until in-
person response arrives .

i__Non-Immediate: A mobile crisis £am is deployed within 110 23

hours ata time requested by the familycaregiver orreferal . [ Formatted: Not Highlight

source, unless a delayed responseincreases risk b the child. A
non-immediate response is used only when requested by he
referral source.

i Emergency: An emergency necessitating fransfer b 911 is
defined as a situation where anindividual's needs exceed
MRSS capabiliies. This includes cases requiring urgent
medical atention (eg. overdose, severe selfinjury) or involving




acive violence posing imminent danger. Following a transfer,

MRSS will coordinate with emergency senices within 24 hours, .- { Formatted: Not Highlight

b. Mobile Crisis Response:Providers mustdeploy a two-person mobile
crisis team, including a child-family competent clinician and anoter
clinical or paraprofessional staff member, with a Qualified Mental
Health Professional (QWVHP) included on each team. The team must:

i Conduct immediate safty and risk assessments,including
mental status exams and ewvaluations for suicide risk, non-
suicidal selfinjury, violence, abuse/heglect and other
immediate risks.

i Provide age-appropriate de-escalation and stabilization,
prioritizing crisis resolution before screenings or referrals.

i Dewelop an initial crisis and safety plan in parinership wih the

chid and family/caregiver, outlining triggers, stategies, and .- { Formatted: Not Highlight

resources tailored b their needs o

iv_Awid law enforcement inwlvement unless safety necessitates
it, with family input and notification.

v__Obfin necessaryreleases and permissions.

vi_Facilitate direct linkages to higher levels of care if the child
cannot remain safely in he community, complefing pre-

certiication as required by the health insurance plan. [Formatted;Not Highlight

c. Stabilization: Providers mustoffer stabilization senices for chidren
and youth in crisis, tailored © the needs of the child or youth and heir
family or caregivers. Stabilization may be provided for a period of up to
30 days, unless the child fransitions to appropriate services sooner, or
longer if necessary such as when follow-up services are notyet

awilable. Stbiliaton indudes: . { Formatted: Not Highlight

i__A biopsychosodal assessmentand screening tools © inform a | Formatted: Indent: Left: 1.75", No bullets or

follow up senice plan. numbering
« .| Formatted: List Paragraph, Outline numbered + Level:
i Atleastone (1) faceto-face meeting per week with the child and«~ 4 + Numbering Style: i, ii, iii, ... + Aligned at: 1.5" +
familylcaregiver, or more frequent meetings as clinically Indent at: 1.75"
indicated based on assessment, progress, and famiy/caregiver { Formatted: Not Highlight
preferences. ‘| Formatted: Left, Space After: 0 pt, Line spacing:

single, Outline numbered + Level: 4 + Numbering Style:
i, ii, iii, ... + Aligned at: 1.5" + Indent at: 1.75"

iii_Telephone support and coordination and consultaton wit

exemal providers (eg., schools, community servces). [Formatted:Not Highlight




iv._Collaboration with te child and family o set shortterm goals
and conned to formal, informal, and natural supports.

v__Warm handoffs b existing or new senice providers for ongoing
needs, ens uring continuity of care.

vi_ Assessment ofimmediate basic needs (e.g., food, housing,
fransporfation) and linkage to community resources.

vii_ Access to a 24/7/365 onrcal system with dinical support
throughout the stabilization period.

d. If a chid or youth experiencing a crisis is already engaged wih an e Formatted: List Paragraph, Outline numbered + Level:
exsing behavioral healh service provder, and that provider is unable 3 + Numbering Style: a, b, ¢, ... + Startat: 1 +
to respond wih immediate capacity, the MRSS provider shall deliver he Alignment: Right + Aligned at: 1.13" + Indent at: 1.25"

mobile crisis responseand ensure a warm handoff back © the existing
provider. In these cases, he MRSS provider may ofer stabilization
senices upon referral, if he exsting provider cannot offer imely
support, or if the child or youth requires a higher level of care han the
exsfing senice can deliver.

-------------- [ Formatted: Not Highlight

e. MRSS providers mustollaborate with chid-serving systems, including
schools, courts, child welfare, juvenile jusfoe, and com munity
supports, to ensure coordinated care and b prioritize maintaining
chidren and youth in their homes, schools, and communities
whenewer safe and appropriate.

C. Senvice Areas, Statwide Capacity, and Mutual Aid

1. Soope of Licensure and Designatfion of Primary Servce Areas

a. An_ MRSS license authorizes a provder to offer MRSS senices
statewide.

b. As part of the licensure applicaion, each MRSS provider s hall iden tify
one or more primary senice areas in which it will maintain priority
responsibility for senice availahility, accessibility, and timely response.

c. Pimary senice areas must align with the geographic service areas of
the state’'s Ceriified Community Behavioral Healh Clinics (CCBHCs).
Alignment shall be demonstraed by one of the Pllowing:




i Documentaton that the applicant is the CCBHC sening that
geographic area and inends to serve as the licensed MRSS
provider for that area; or

i Submission of a Letter of Intent (LOl) signed by the CCBHC(s)
for he geographic area, indicating the parties’ ineent fo execute
a non-finandal DCO agreement upon licensure.

d. Upon licensure, the MRSS provder must execute a state-approved
DCO agreement with the CCBHC(s) for each designated primary
serice area, unless the CCBHC itself is the licensed MRSS provider
for that area.

2. Pimary Acoountability

An MRSS provider is primarily accountable for mainfaining adequate staffing,
owrsight and operational capacity o meet response time and senice
requirments within its designated primary service areas.

3. Mutual Aid Requirements

a. Al MRSS providers mustmaintain mutual-aid agreements with all oher
DCYF-licensed NMRSS providers. Mutual-aid agreements must
establish clear procedures for requesting and providing backup during
periods of exceptional demand, staffing shortages, or other capacity
constraints affeding timely response in a provders primary senice
area.

b. Mutual aid mustincorporat considerations of family preference and
clinical appropriateness. When feasible, families shallbe informed when
a mutualaid provider will respond and given basic information about

that provider.

c. Mutual aid is intended for exceptional drcumstances and shall not be
usedas a routine or ongoing stafing strategy A providers license may
be subject © revew or action if the Department determines that it is
rehing exessively on mutual aid due to a failure fo maintain adequate
staffing for its primary service area.

| Formatted: Indent: Left: -0.01",Hanging: 0.51",Space
d. In the event of CCBHC servce area having no designated MRSS After: 11.4 pt, Line spacing: Multiple 1.03 li, No bullets
provider via a DCO oonfract, licensed MRSS providers shall €mporarily or numbering

assist in covering services in that area via mutual aid untl a DCO
confract is signed.

4. Sttewide Response Capacity




Because all MRSS provders maintain mutual-aid agreements, each provider
is part of the statewide MRSS response network and may be adivated
respond outside its primary serice aras through the mutual-aid process.
MRSS providers are therefore required to have care coordination agreements
with_all CCBHCs oufside of their primary service area. Staiewide operafonal
capacity is further supported by CCBHCs’ responsibility to ensure MRSS
acoess in _each geographic senice area through licensure o DCO

arrangements.

Formatted: Indent: Left: 0.25", No bullets or
numbering

1_Requirements

[ Formatted: Not Highlight

1. MRSS providers mustmeet all ES stafing standards in Section 6.2.F and
ensure the Pllowing addifonal requirements:

a. Mobile crisis teams mustindude a QVHP on every wo-person team.

b. When a QVHP performs functions govemed by the Menal Healh Law,
induding emergency cettification, such adivities shall be conducied in
acoordance with RI. Gen. Laws § 40.1-5-7 and applicable BHD DH
requlations, and do not expand DCYF's statutory authority to approwe
QVHPs.

’| Formatted: Not Highlight

c. Providers mustsubmit stafing schedules as part of their initial ' “( Formatted: Left, Indent: First line: 0"

application and every six (6) monts thereafier, using a Department-
approved template. The stafing schedules must specify staff names
and credentials, position fitles and roles, reqularly scheduled hours
and shifts, and on-call coverage including rofation schedules, as well
as any other information the Department determines necessary to
assess stafing capacity. The Department wil revew and approve all
staffing schedules o ensure that providers maintain adequate staffing
levels and appropriate coverage to meet senice demands.

d. Staff musthave access © a child and adolescent psychiatrist oran
Advanced Practice Registered Nurse (APRN) certified in
Psychiatic/Mentd Health for 24/7/365 on-call consultation.

e. All mobile crisis team staff (cinical and parapmofessional) shall receive ¢ Formatted: Justified, Space After: 114 pt, Line
routine clinical supervision that indudes a minimum of one hour of spacing: Multiple 1.03 li

individual supenision and three hours of group supenision per mont
for ulHime staff (pro-rated for partime staff), and shal have 24/7/365

access to a qualified clinical supenisor, . [ Formatted: Not Highlight

f. Staff composiion should refed the racial, ethnic, linguistic, and
gender diversity of the communities served, wheneer possible.

2. MRSS providers mustnotify the Depaitment within 24 hours when capacity is
reached, including aurrent caseload, stafing levels, and estimated duration of




consfraints. Providers shall establish mutual aid agreements with system
partners to manage demand spikes, ensuring confinuous availability,
aceessibility, timeliness, and flexibility.

E. Data Collection and Documentation

1. MRSS providers mustoomply with ES data collection and documentation
standards in Sediion 6.2.G.

2. Providers delivering Mobile Responseand Sabilization Services (MRSS) will
be required to consistently frack and report on a set of fidelity measures
designed to assess adherence b the core components of he MRSS model.
Providers will be expected to submit this data to DCYF on a regular basis,
following a repotting schedule and format that will be determined by the

Department.
“ Formatted: Justified, Indent: Left: -0.01", Hanging:
3. Providers mustdocument all ineractions and services related to aisis care, <., 0.51", Space After: 11.4 pt, Line spacing: Multiple 1.03
induding but notlimited to tiage calls, screening, crisis assessments, . Ui,_Nobullets or numbering
biopsychosocial assessments, safety and crisis plans, interventions, “[ Formatted: List Paragraph, Outline numbered + Level:
stabilization services, and any follow-up or referrals. Doaumentaion mustbe 2 + Numbering Style: 1,2, 3, ... + Startat: 1 +
imely, accurate, comprehensive, dear, accessible to authorized users, and Alignment: Left + Aligned at: 0.5" + Indent at: 0.75"
compliant with proteded healh information (PHI) regulafions under the
Health Insurance Portability and Accountability Act of 1996 (HIPAA).
] Formatted: Indent: Left: -0.01",Hanging: 0.51", No
4. The provider shall establish anintrnal process to regularly review all MRSS bullets or numbering

records or completeness, clinical quality and compliance with documentation
standards, and shall develop and implement corrective action plans as needed
when deficiencies are identified.
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643 CERTIFICATION-LICENSURE PROCESS FOR PROVIDERS OF

EMERGENCY SERVICE_(ES) AND MOBILE RESPONSE AND
STABILIZATION (MRSS) INTERVENTIONS

A. Owerview

1. The Department of Children, Youth, and Familiies (the Department) .- { Formatted: Not Highlight

licenses providers of children’s mental health emergency senices under
two distind lewvels:




Emergency Senices (ES) Providers: Deliver behavioral health

crisis interventions, as outlined in Secion 6.2.

Mobile Responseand Stabilization Senices (MRSS) Providers:

Deliver behavioral health crisis interventions and stabilization
senices for children and youth, as oufined in Sedion 6.3, and
mustmeet all ES standards.

2. Organizations applying forlicensure as ES or MRSS Providers must

(

Formatted:

Not Highlight

submit an application to he Licensing Division at the Depariment,

demonstfrating compliance with the standards outlined in Section 62 and,

for MRSS Providers, additional requirements specified in Section 6.3.

a — *."| Formatted: Not Highlight
B. Application_Submission [ Formatted: Indent: Left: 1", No bullets or numbering
1. Organizations submitapplications for ES or MRSS licensure to the DCYF
LieNSiNg DINSION., { Formatted: Not Highlight
2. DCYF reviews applications for completeness within 10 business days.
Incomplete applicaions are returned © the applicant if the applicant does
not provide the missinginformaion within 30 calendar days of he dak of
nofification of anincomplete applicaion, [ Formatted: Not Highlight
3. Organizations may reapply at any time following denial of an inftal
application. Following revocation of a license or denial of a renewal
application, the organizaion may not reapply for one (1) year rom the date
of the rewocation ordenial.
A ..~ Formatted: Not Highlight
C. Application Requirements for ES Providers

1. Organizations applying to be licensed as ES Providers must submit the

following b te Licensing Division:

a.

Sthtement  of Assurances: A nofarizd commiment by the

organization to comply with these regulations; submit monthly
acivity reports in aformat presaibed by the Department_ensurethat
all staff wlunters, contracbrs, and subcontracbrs who may have
direct contact with chidren successfully complete and maintain
current statewide and nationwide ciminal record background
checks, statewide and national sex offender registry checks, and
child abuse and neglect (Child Proteclive Services) dearances as
requicrd by the Depariment prohibit any indivdual wih a
disqualifying finding from providing services b children under this
license; and adhere to all other applicable Depariment polides and
procedures.

(

Formatted:

Indent: Left: 1", No bullets or numbering




-------------- [ Formatted: Not Highlight

D.

chidren’s behavioral healh senices describing processes for
reviewing ES interventions for compliance, handling complaints, and
measuring family satisfaction.

Additional Applicaton Requirements for NRSS Providers

C. Organizational Informafion: Defils of the ES program, including
name, address, public emergency phone number, and contact
informafon.
d. Documentation of current accreditation by the Coundl on
Accreditation (COA), the Joint Commission, or the Commissionon
Acaeditation of Rehabilitation Facilities (CARF).
e [ Formatted: Not Highlight
e. A descripion of the organizaion’s delivery of children’s emergency
senice intenentions, addressing:
(1) Twenty-four (24) hour per day, seven (7) day per week live
telephone cowrage with language access for non-English .. [ Formatted: Pattern: Clear, Not Highlight
speakers and accessibility for deafhearing-impaired callers
(BECION B.2.C). e [ Formatted: Not Highlight
f. Stfing and Competency. { Formatted: Not Highlight
(1) Documentation of child-amily competent clinicians (per
Section 62.F) with at least one year of supervised clinical
experience with chidrenadolescents, including aedentials
(e.g., LLICSW. LMHC, RN, VD).
(2) Evdence ofa minimum of 10 hours of annual staff training . [ Formatted: Not Highlight
in chidren’s behavioral healh best pracices.
D Formatted: Justified, Indent: Left: -0.01",Hanging:
a. A commiiment © reportng © the Department and the Execufive 0.51",Space After: 11.4 pt, Line spacing: Multiple 1.03
Office _of Health and Human Senices (EOHHS) on monthly activity li, No bullets or numbering
using the Department reporfing format and a commitment fo
dewelop intemal review mechanisms to monitor compliance with
these standards.
< i Formatted: Indent: Left: 1.49", No bullets or
h. A statement idenffying the geographical areas the organizafon can«.. [ numbering
reliably serve based on knowledge of and access © local mental  ““{formatted: Justified, Space After: 11.4 pt, Line
health and community-based senices and the organizaion's ability spacing: Multiple 1.03 i
o meetthe imelines within hese standads.
< Formatted: Justified, Indent: Left: -0.01",Hanging:
. Elements of the organization’s quality improvement plan related 0.51",Space After: 11.4 pt, Line spacing: Multiple 1.03

li, No bullets or numbering
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Organizations applying to be licensed as MRSS Providers mustmeetall

ES Provider applicaion requirements listed in Section 6.4(B) and provide
the following addifonal documentafion fo demonstrate experise in
delivering child-spedfic mobile respons eand stabiliation services, as
required by (R.. Gen. Laws § 27-18-95 Aaute Mental Health Crisis Mbbile
Response and Stabilization Services

N [ Formatted: Indent: Left: 1", No bullets or numbering

)

Evidence of at least one year of experience providing Mobile Response

and Stabilization Sewices (MRSS); orprior experience delivering mobile
crisis and stabilizaion senvces for children and youth, combined with
participation in recognized MRSS fraining or technical assistance to
ensure consistency with the MRSS model and fidelity to its core
principles. Such experience shall be as verified by DCYF through
documentation or other relevant information submitted by the provider,
induding data oncrisis responsetimes, stabilization outtomes, and
community linkages.

—

<.~ _Formatted: Not Highlight

MRSS providers mustdemonstrate the capacity to reliably provide MRSS ' [ Formatted: Normal Indent. Left: 0"

services for children and families within their designated service area and

fo participate in statewide coverage through mutal aid arrangements. . [ Formatted: Not Highlight

Pdicies and procedures for delivering stabilization services postciisis,

induding:
a. Evidence of capacity to provide stabilizafion services, such as

clinical services, care coordination, peer support, and other
community-based senices b address acute behavioral health
crises.

b. Protocols for collaborating with youth and families/caregivers to .. { Formatted: Not Highlight

dewelop and implement individualized crisis and safety plans,
incorporating formal, informal, and natural supports tailored  the
child and family’s needs.

C. Documentation of stafing that includes atleast one Qualified
Mental Health Professional (QVHP), on eery two-person mobile
crisis team.
T [ Formatted: Normal, Indent: Left: 0"
d. A descripfion of a robust data collection and reporting sysem

capable of racking sfabilization outcomes, induding client
engagement, senice utilization, and dispositon data, for
Department review.




For each primary service ara designated in its application, the

MRSS provider shall either be the CCBHC sening that geographic
area or_shall hawe (or, for inial licensure, provde a Letter of Intent
fo execute upon licensure) a state-approved DCO agreement with
the CCBHC(s) whose geographic senvice area corresponds to that
primary service area.

[ Formatted: Not Highlight




C.E. Applicant Eligibility

1.

Any organization that provides behavioral headth senices to children and

meets the criteria below may apply © become a—cediied—Providera
li;ensed ES andlor MRSS provider.

a.

The organization is licensed as a Behavioral Health Organization by

the Depariment of Behavioral Healthcare, Dewlopmental
Disabiliies and Hospitals (BHDDH) or under requlatons
promulgated by the Department per Rl. Gen. Laws § 42-72.1.

{ Formatted: Not Highlight

DCYF reviews Ememency Senices (ES) and Mobile Response

and Stabilization Sewices (MRSS) appiications within 60 days. At~

its discretion

[ Formatted: Not Highlight
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b. DCYF shallrequest any addiional documentation or clarification =~ <« Formatted: List Paragraph, Numbered + Level: 3 +

within ffteen (15) business days of receiving the application or any Numbering Style: a, b, ¢, ... + Startat: 1 + Alignment:
subsequentsubmission. Left + Aligned at: 1.49" + Indent at: 1.49"
N [ Formatted: Not Highlight ]
2. Defermination:

a. DCYF issues:

(1) Full licensure as an ES Provider, indicatng compliance with
all ES standards.

(2) Full licensure asan MRSS Provider, indicating compliance
with both ES and MRSS standards, subject to Department
approval basedon state-wide senvce needs and
demonstrated expertise in child-specific mobile response
and stabilization senices.

(3) Denial: A writen explanation shall be provided, along with
notice of he applicant's right to requestan adminis traive
hearing pursuant to 210-RICR-1005-2 (Appeals Process
and Procedures for EOHHS Agendes and Programs).

“ Formatted: Justified, Indent: Left: -0.01",Hanging:
-, 0.51",Space After: 11.4 pt, Line spacing: Multiple 1.03
li, No bullets or numbering

6.5 LICENSING ACTIONS :

. | Formatted: Not Highlight ]

A. The Depariment may deny, suspendor revoke a -license for an Emergency
Senices (ES) or Mobile Responseand Skbilization Senvices (MRSS) provider, or
curtail specific adivities, if the conditons specified in this sedion are met.

{ Formatted: Indent: Left: 2", No bullets or numbering ]

1. The provider fails to comply with these requlations or applicable state or
federd laws.

2. The provider submits false or misleading information during the licensing
process.

3. The provider's operations pose a health or safety risk to children or clients
served.

4. The provider fails to address identified deficiencies within the imeframe
spedied by the Department.

B. The Depariment follows the procedure specified in this sedion for licensing adions.




1. The Deparimenfs Licensing Administraor or designee sends written nofice to

the provider's chief executive, defailing the violaion, complaint, or
cicumstances wamanting acion and providing a deadline for response.

2. The nofice offers the provider an opportunity © meet with the Licensing
Administrabbr to demonstrate why the action should not be taken.

3. If violations persist afer the meeting, the Department issues writen
notification of the licensing action within ten (10) business days, specifying:

a. Requirements for a corredive action plan.

b. Informafon about the provider's appeal rights.

4. The provider submits a correciive action plan witin the tmeframe spedied
by the Depariment, addressingte violation and providing:

a. Evdence of compliance, or

b. Aplan to achieve compliance.

5. If the provder fails to comply with the coredive adion plan or meetthe
deadline, he Depariment may:

a. Suspend the license; or

[ Formatted: Not Highlight

b. Rewke the license.

C. The Depariment may take emergency acfons as specified in this secfion.

1. If the Director or designee determines that public health, safety or welfare
requires immediate action, he Depariment may summarily suspend alicense
or curtail activities, pending further proceedings, in acoordance with Rl. Gen.
Laws § 42-35-14(c).

2. Wiitten notice of the emergency aclion and appeal rights is provided to the
provider.

D. The Depariment may rewoke or refuse b renew a license if the conditions specified
in this section are met.

1. The provider remains non-compliant with these regulafons.

2. The provider fails to submitrequired documentation.




Continued operation poses animminentdangerto the healh, safety, or

welfare of clients.

The provider fails to correct deficiencies within the imeframe specified in the

notice of non-compliance.

E. Providers mustoomply with requirements for voluntary surrender or closure as

spedied in this secfion.

1.

Providers must notify the Depariment at least ninety (90) days before dosing

or changing ownership.

Upon closure, the license mustbe returned © the Depariment

Providers ensure confinuity ofservices for clients for up to:

a. Ninety (90) days, or

b. Unfl altemative arrangements are made.

Providers shall inorm the Department of any intenton to disconfinue

participation as alicensed ES or MRSS provider. This includes planned agency
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closure or discontinuation of ES or MRSS senvices.

Upon providing notice to the Depariment of the decision to clos e ordis confnue

providng ES or MRSS senvces (referred to as the "Notice of Service
Teminafon"), the provider shall continue to provide such services for up to
ninety (90) days or unil the Depariment approves an earlier transiton dat,
whichever is sooner. This ensures continuity of care for clients.

*-,

In the case of a planned agency closure or service dis continuation, within forty-

five (45) days of he Notice of Senice Terminafion, the provider shall develop
and submit a written transiton plan to the Department.

The transition plan must ensure the orderly fransfer of all clienfs receiving

senices. This indudes coordination with cother providers, warm handofs, and
linkage b appropriate ongoing behavioral health or community supports.

The Depariment shall review and approve the fransiion plan prior to its

implem entation.

Clients and their families or guardians shall receive writen nofice of he«.
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approved fransifion plan. The notice shall be provided no later than thirty (30)

days prior to the approved tansiton date. [ Formatted: Not Highlight

F. Providers may appeallicensing actions as spedifed in this secfon.

1. Providers may appeal any licensing acfion in accordance with R.l. Gen. Laws
Chapter 42-35 and the Executive Office of Health and Human Senvices
(EOHHS) Rues and Regulations for Appeal Process and Procedures (210-

RICR-10-05-2).

G. The Depariment coordinates wih other state licensing agencies as s pecified in this
section.

1. The Depariment coordinates with other state licensing agencies regarding
licensing adions, as required by stat regulations or law.

2 “ I [ Formatted: No bullets or numbering
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A. The continued vaidity and renewal of licenses are confingent upon adherence to

these requlations.

1. Licenses areissued or a two-year period. [ Formatted: Not Highlight

2. Renewal applicatons, including all reauired updated documentfation, mustbe .- [ Formatted: Not Highlight

submitted o the Licensing Division no later than 90 days prior to expiration.

3. Alicense remains in effect during the review of a imely renewal application,
unlessi it is rewoked or wluntarily surrendered.







