
Behavioral Health Services 
Quality Management Services 

Qualified Provider Supervision Form

*Please complete in full and submit to: BHPSupervisionForms@ochca.com. For questions, please contact QMS main line: 714-834-5601. 

QMS Managed Care Support Team [Revised 03/2025] 

Date 

Licensed Clinical Supervisor Signature (required if supervisor is not licensed.) Date 

Qualified Provider Signature 

End Date:

Phone #:

Children & Youth Services 

Start Date:

REASON FOR TERMINATING SUPERVISION:

Termination of Employment (enter date of separation): 

I attest that this provider meets the qualifications , experience, and criteria for Other Qualified Provider (OQP), CPSS, or MHRS in the Behavioral
 Health Plan. I confirm that supervision will be provided regularly and that all services provided are directed by the identified 

LPHA/LMHP. I will ensure that the provider signs their documentation within the scope of their assignment. 

Change of Supervisor 

Became Licensed-Waivered (enter date of registration):

Service Chief/
Program Director:

Email:License/Registration #:

Supervisor Signature

Date

(REQUIRED: Complete the Clinical Supervision Reporting Form)

Phone #:

Adult & Older AdultCounty Employee Contracted Employee

NPI #:

I confirm as the supervisor for a Certified Peer Support Specialist, I have completed the
 CalMHSA Supervision of Peer Workers Training. 

For Certified Peer Support Specialist Supervision Only

CalMHSA Training Completed on :

ATTESTATION REQUIREMENT

I agree to the Certified Peer Support Specialist Attestation

SUPERVISION TERM:

Name: 

Provider Type:

SUPERVISOR INFORMATION:

Name:

Provider Type:

Clinic/Program:

Other, please specify:

Instructions: Refer to the Other Qualified Provider Type Matrix on page 2 to identify the correct provider type.

 STATUS TYPE NEW INFORMATION UPDATE *Any changes (e.g., name, provider type, supervision status, etc.) 

QUALIFIED PROVIDER (QP) INFORMATION (select all that apply) 

Email:

Service Chief/
Program Director:Clinic/Program:

Job Title:

CPSS # (If Applicable):

Drug Medi-Cal Organized Delivery System

NPI #:
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MCST:Updated 03/2025

Other Qualified Provider Type Matrix

/Care Plan

Esmeralda Carroll
Rectangle


	QPSF_1st pg.pdf
	QPSF 2.25.pdf
	OQP_Grid Draft
	Qualified Provider Supervision Form - Draft 1.30.25.pdf



	Matrix.pdf
	QPSF 2.25.pdf
	Final Grid 1.30.25.pdf



	NEW: Off
	INFORMATION UPDATE Any changes eg name registration  supervision status etc must be immediately reported to QMSMCST: Off
	Text11: 
	Text13: 
	Text16: 
	Text18: 
	Text20: 
	Text21: 
	Text22: 
	Text23: 
	Text25: 
	Text26: 
	Text27: 
	Text28: 
	Dropdown2: [Select Provider Type:]
	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Check Box3: Off
	Check Box4: Off
	Check Box6: Off
	Dropdown1: [Select Provider Type]
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Check Box10: Off
	Check Box13: Off
	Text10: 
	Text12: 
	Check Box1: Off
	Text14: 
	Text15: 
	Text17: 
	Check Box 121: Off
	Check Box7: Off
	Check Box222: Off
	Text19: 
	Check Box20: Off


