Therapeutic Consultation Credential Worksheet
This worksheet is designed to assist DD Agencies to review documentation and determine if the requirements are met to provide the service. This can also be used by Independent providers as a worksheet to determine competency.
According to IDAPA 16.03.10.685.05 - Therapeutic consultation may be provided by a DDA certified to provide both supports and intervention services under IDAPA 16.03.21, “Developmental Disabilities Services (DDA),” or by an independent Medicaid provider under agreement with the Department. Providers of therapeutic consultation must meet the following minimum qualifications:

 FORMCHECKBOX 
 Independent Therapeutic Consultant


 FORMCHECKBOX 
 Employed/Contracted by a DDA
	IDAPA Requirement: Degree


	

	Doctoral or Master’s degree in psychology, education, applied behavioral analysis, or
	 FORMCHECKBOX 
 Yes                     FORMCHECKBOX 
 No
__________________________

Degree

	

	IDAPA Requirement: Related Discipline
	

	have a related discipline with one thousand five hundred (1500) hours of relevant coursework or training, or both, in principles of child development, learning theory, positive behavior support techniques, dual diagnosis, or behavior analysis (may be included as part of degree program);
	__________________________

Degree


	Coursework/Training

Area
	Course number(s) and title or 

Training title and entity providing training

(completion must be supported by transcript, CEU, or certificate of completion)
	Number class  hours
	Number of internship/practicum out of class hours or  number of training hours

	Child Development


	
	
	

	Learning Theory


	
	
	

	Positive Behavioral Supports


	
	
	

	Dual Diagnosis


	
	
	

	Behavioral Analysis


	
	
	


And:

	Criminal history and background check in accordance with IDAPA 16.05.06, “Criminal History and Background Checks.” 
	 FORMCHECKBOX 
 Yes                     FORMCHECKBOX 
 No

____________________

date

	Certified in CPR and first aid in accordance with IDAPA 16.03.10, “Medicaid Enhanced Plan Benefits”.
	 FORMCHECKBOX 
 Yes                     FORMCHECKBOX 
 No

____________________

date


