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The Minnesota Chippewa Tribe 
Ordinance #19 Chemical Dependency License Application 

 
Annual License Fee $200.00 to be submitted with application, payable to: 

The Minnesota Chippewa Tribe 
P.O. Box 217 – Cass Lake, Minnesota 56633 

 
Date: __________________________________________ 

License:  New Application  Renewal Application 

Name of Facility/Program: ______________________________________________________________ 

Address: _____________________________________________________________________________ 

Telephone: ______________________________ Fax: ___________________________________ 

Program Director: _____________________________________________________________________ 

Director Telephone#: ___________________________________________________________________ 

Director Email Address: _________________________________________________________________ 

 
Name of Responsible Body/Reservation: 

_____________________________________________________________________________________ 

Administrator: ________________________________________________________________________ 

Address: _____________________________________________________________________________ 

Telephone: ______________________________ Fax: ___________________________________ 

*Please attach a list of your Governing Board of Directors 

 
Summary of Treatment Services to be Provided: 

 
 
 
 
 
 
 
 
I certify that I am duly authorized to make this application on behalf of the applying organization. 
 
Name: ____________________________________ Title: __________________________________ 
 
Signature: _________________________________ Date: __________________________________ 
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This facility assures that it will abide by the requirements of the Minnesota Chippewa Tribal 
Ordinance #19 and meets the standards listed below: 

1.) An Initial Service Plan is developed upon service initiation and prior to the first  

treatment session. 

2.) A Comprehensive Assessment is coordinated within three (3) days after service initiation 

or within five treatment sessions for outpatient. 

3.) An Individual Treatment Plan is developed and continually updated for clients. 

4.) Treatment Services are provided that include, but are not limited to: Counseling,  

Education, and Transition Services. 

5.) Health Care Services are provided that may include: Nursing Services. Dietary Services,  

and Emergency Physician Services. 

6.) Client Records are maintained that comply with 42 CFR Part 2, HIPPA (Confidentiality of  

Alcohol and Drug Abuse Patient Records). 

7.) Staffing Requirements are to have a Treatment Director and other staff that meet the  

minimum qualifications for their positions. 

8.) Staff Qualifications require that all Chemical Dependency Staff are at least eighteen (18)  

years of age and are free of chemical abuse problems for at least two (2) years  

preceding their employment as well as other requirements in Ordinance #19. 

9.) Provider Policies and Procedures are developed into a manual. 

10.) Personnel Policies and Procedures are written and available to all staff. 

11.) A Service Initiation and Service Termination Policy has been developed. 

12.) Client Rights and Responsibilities statements are given during service initiation  

procedures. 

13.) Emergency Procedures are implemented. 

14.) This agency participates in the DAANES Evaluation System. 

15.) Additional Requirements are met to serve Adolescents. 

16.) Additional Requirements are met to serve Children. 

17.) Additional Requirements are met to serve individuals with chemical abuse or  

dependency and mental health disorders. 

18.) Additional Requirements are met for Methadone Programs serving intravenous drug  

abusers. 

19.) Additional Requirements are met for providing room and board. 
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The facility complies with applicable fire and safety codes with documentation. 

  YES   NO   N/A 

 

The facility complies with local zoning ordinances with documentation. 

  YES   NO   N/A 

 

The facility complies with applicable building codes with documentation. 

  YES   NO   N/A 

 

The facility complies with state health rules with documentation. 

  YES   NO   N/A 

 

Agreement: 

I will comply with the provisions of the Minnesota Chippewa Tribe Chemical Dependency Treatment 
Licensing Ordinance #19. 
 
I understand that a representative of the Minnesota Chippewa Tribe, Human Services Division has the 
right to visit the facility during operating hours and has the right to request documentation of 
compliance with licensing standards of Ordinance #19. 
 
I agree to male available information necessary to determine if standards are being met. 
 
I will notify the Minnesota Chippewa Tribe Human Services Director – 
if there is a change of licensure requirements of the program, or  
if there is a change in the types of treatment services provided by the program, or  
if there is a change in location. 
 
I will notify the Minnesota Chippewa Tribe Human Services Director of all additions or deletions of 
services provided by the program which affect individualized treatment plans within sixty (60) days after 
implementation. 
 
The information on this application and supporting documents attached is true and completed to the 
best of my knowledge. 
 
 
______________________________________________ ____________________________ 
Signature of Authorized Representative of Legally Responsible Body  Date 
 
______________________________________________ ____________________________ 
Signature of Facility Director      Date 
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