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Medicaid Provider 
Validation Application
This application is the first step in validating Medicaid-eligible, contracted providers who 
don’t otherwise qualify for full credentialing. PacificSource requires you to complete 
this form and provide supporting documentation in order to be validated prior to 
reimbursement for Medicaid claims. This validation process is required at least every 
three years to remain as a participating Medicaid provider with PacificSource.

1. Provider information

Last name  	   First name  				      Middle name  		�    

Other names used 			�  

Credentials/certification (check all that apply for the current contract)

  Addictions Counselor (CADC I, II, III)

  Addictions Counselor, Registrant (CADC-R)

 � Birth Doula (THW) 
If checked, completion of the Doula Practice 
Information addendum is required.

  Community Health Worker (THW)

  Professional Counselor Associate (LPC-A) 

  Family Support Specialist (THW)

  Interpreter (HCI)

  Licensed Psychologist Associate (LPA) Supervised

  Marriage/Family Therapist Associate (LMFT-A)

  Mental Health Associate (QMHA)

  Mental Health Associate Registrant (QMHA-R)

 � Mental Health Professional (QMHP)

 � Mental Health Professional Registrant (QMHP-R)

 � Peer Support Specialist (THW)

  Peer Wellness Specialist (THW)

  Personal Health Navigator (THW)

  Psychologist Associate Resident (PhD)

  Psychologist Associate Resident (PsyD)

  Social Work Associate (CSWA)

 Youth Support Specialist (THW)

  Other (specify)  �

Area(s) of interest 	�

Certification number (if applicable) 	�

Date of birth  	   Social Security number  �  

Individual (type I) NPI number  	   Gender identity �  

Race/ethnicity  	   Personal email address �

Language(s) spoken by the provider  �

  Please check if not currently enrolled with Oregon Medicaid, and assistance with enrollment is required.

Please note: The Oregon Health Authority (OHA) now requires a Provider Enrollment Agreement (3975) Form be completed 
and submitted with each enrollment request. You may download a copy of this form on our website at CommunitySolutions.
PacificSource.com/Providers/DocumentsAndForms. Please include it with your validation application if requesting assistance 
with enrollment. This CCO Medicaid ID registration process will not allow Fee for Service Open Card billing.

Individual Medicaid number 		�    
 

Continued >

Submit your application:
Email: Credentialing@
PacificSource.com

Fax: 541-225-3644

https://communitysolutions.pacificsource.com/Providers/DocumentsAndForms
https://communitysolutions.pacificsource.com/Providers/DocumentsAndForms
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Supervisor information
For providers whose credential requires them to be clinically supervised for licensure or certification requirements 
(provider listed must meet the requirements for supervision by the appropriate licensing/certifying board): 

Supervisor name: 	   Supervisor license/certification no. 	�

Providers licensed under supervision (such as board-registered interns/associates) who obtain a license to practice 
independently will be required to complete full credentialing via submission of an Oregon Practitioner Credentialing 
Application to maintain participation status with PacificSource.

2. Practice information

Name of practice/clinic  	   Tax ID no.  	�

Location and accessibility (please attach separate documents for additional locations)

Effective date at location  	�

Street address  �  

City  	   State  	   ZIP  	�

Phone (the number you want members to call)  	   Fax  	   Group NPI (type II) no.  	�

Office manager name  	   Email address  	�

Group Medicare no.  	   Group Medicaid no.  	�

Languages fluently spoken by office personnel  	�

Please check all that apply       Accepting new patients       Office is wheelchair accessible

Practice limitations (e.g., age, gender)      Yes       No     If yes, specify 	�

Office Hours of Operation (Open – Close)

Mon  	 Tues  	 Wed  	 Thurs  	

Fri  	 Sat  	 Sun  	

Do you provide 24-hour call coverage?      Yes       No     

If no, please explain how your patients obtain advice and care after hours:  	�

Credentialing information  |  Contact information where validation materials and correspondence can be sent.

  Same as the “Location and accessibility” contact information above

Contact name  			     Contact email  	�

Mailing address  �  

City  	   State  	   ZIP  	�

Phone  			     Fax  	�

Billing information

   Same as the “Location and accessibility” contact information above    Same as the credentialing contact information

Mailing address  �

City  	   State  			     ZIP  	�

Phone  			     Fax  							        

Email  	�   
Continued >
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3. Qualifications and competencies
Please provide information of all education and training programs, relevant to obtaining your current/future credential/
certification only. Qualifications and competencies must meet the OHA and state standards for certification and/or 
licensure. (Please attach separate sheets for additional relevant training programs.)

  Check here to indicate that you were granted an exception to certification without professional education/training program.  

Professional education/training program

School/program name  	   Degree/certification received  	�

From date (MM/YY)  	   To date (MM/YY)  			    Study/major  �

  Check here to indicate that you completed the program.      

  Check here if your training is in process of being completed (please indicate your future graduation date above).

Additional education

School/program name  	   Degree/certification received  	�

From date (MM/YY)  	   To date (MM/YY)  			    Study/major  �

  Check here to indicate that you completed the program.      

  Check here if your training is in process of being completed (please indicate your future graduation date above).

Mental health experience 

This section needs to be completed for a qualified mental health professional unless certified or registered.

  N/A - Check here to indicate you meet all criteria outlined in OAR Chapter 309.

Mental health work experience

Position/title Employer/location Start/end date Hours per week

4. Professional liability insurance

Please attest to current professional liability insurance, or provide a copy of the insurance certificate. Contractually, all 
participating providers are required to hold at least $1,000,000 per claim and at least $3,000,000 aggregate amount. If 
these limits are not able to be met, please provide an explanation on a separate sheet. 

Carrier name  	   Policy no.  	�

Month/day/year effective  	   Month/day/year expiration  	�

Month/day/year retroactive date (if applicable)  	�

Per claim limit  	   Aggregate amount  	�   
Continued >
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5. Documentation

Please complete/provide the following documentation: 

 � Please complete the attached Attestation Questions, Authorization and Release of Information, and Attachment A 
forms from the Oregon Practitioner Credentialing Application (OPCA)

NOTE: Any yes answers to the Attestation Questions must include an explanation from the provider, with a full 
signature and date. 

  Evidence of most recent Criminal Background Check
 Acceptable evidence may include active registration/certification with: the Mental Health and Addiction Certification 
Board of Oregon (MHACBO), the Traditional Health Worker (THW) Registry, a state licensing board; or a copy of the 
Final Fitness Determination Letter if no current registration/certification exists.

 � If the background check is older than two (2) years, check here to confirm it was the last criminal background check run.

  Copy of licensure and certification(s) (if applicable)

  Professional Liability Insurance (PLI) certificate

Email or fax this form and your supporting documentation to our credentialing team:
Email: Credentialing@PacificSource.com

Fax: 541-225-3644

*Please note any information that varies substantially from the information verified during the validation process may 
require follow-up and clarification to proceed with the application process.  

mailto:Credentialing%40PacificSource.com?subject=


Doula Practice Information addendum

Doula Practice Information

Birth Doula providers are required to complete this page.

1.  Do you want your address to display in PacificSource’s online directory?

	  Yes  We’ll use the address you supplied in Section 2, “Location and accessibility”

	   No

2.  Do you travel to serve patients in multiple PacificSource Community Solutions regions?

	  Yes (please complete next question)

	   No, I only see patients in the same CCO region that I’ve listed in the address under Section 2, under “Location  
		  and accessibility”

3.  If you answered yes to question 2, please check the regions you serve/travel to below.

	 If you would like to display a unique physical address in our directory for each of the regions you serve, please attach 		
	 a separate document with those addresses listed.

	   PacificSource Community Solutions Central Oregon (Deschutes, Crook, Jefferson, and Klamath Counties)

	   PacificSource Community Solutions Lane (Lane County)

	   PacificSource Community Solutions Marion Polk (Marion and Polk Counties)

	   Pacific Source Community Solutions Columbia Gorge (Hood River and Wasco Counties)

	   Legacy Health PacificSource IDS (as part of Health Share) (Multnomah, Clackamas, and Washington Counties)  
		  for more information visit the following link: CommunitySolutions.PacificSource.com/HealthShare

	 For a map of all CCO regions in the state, please visit:  
	 oregon.gov/oha/OHPB/CCODocuments/Coordinated-Care-Organization-2.0-Service-Areas.pdf

http://CommunitySolutions.PacificSource.com/HealthShare
http://www.oregon.gov/oha/OHPB/CCODocuments/Coordinated-Care-Organization-2.0-Service-Areas.pdf
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