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User ID : 14
Program Name : Consecrated Care Inc
Name of employee that has registered and/or completed the MOUD/WDT training : Ronald Phillips
Program Clinical Director/ credential : Lukethia Ogoe, PHD, MAC, CADCII
Program Address: 217 Arrowhead Blvd, Suite B-1, Jonesboro GA 30236
Office Phone: 770-472-9110
Email: consecratedcareinc@gmail.com
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1. Has the organization, or any other Provider Entity, had its professional liability or malpractice
insurance refused, revoked, declined, or accepted on special terms in the past five (5) years�: No
2. Has any government agency suspended, revoked, or taken other action against the
organization’s license in the past five years�: No
3. Have any accreditations or memberships been revoked, reduced, denied, or suspended in the past
five years, or are any actions now underway�: No
4. Has any Owner, Managing Employee, officer, or shareholder of the organization
ever been convicted of a crime� : No
5. Has the organization ever been denied acceptance into or withdrawn from GA DBHDD or
GA Collaborative ASO network participation� : No
6. Has the organization had any settled claims or judgments relating to sexual misconduct
or civil rights violations in the past five years� : No
7. Has the organization had any settled claims or judgments relating to any other matter
not disclosed above� : No
8. Has the organization been a defendant in five (5) or more lawsuits in the past five (5) years� : No
9. Does the organization employ or contract with individuals listed on the Office of Inspector
General’s List of Excluded Individuals/Entities� : No
10. Has the organization filed for Bankruptcy in the past five years� : No
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By executing this attestation, the undersigned verifies the following with respect to its application to participate in the Opioid
Treatment Providers (OTPG),Department of Behavioral Health & Developmental Disabilities (DBHDD) Grant. I hereby attest that
my staff, agents, contractors, subcontractors, billing agents, and I have reviewed and agree to comply with the terms and conditions
set forth in the applicable DBHDD and Department of Community Health(DCH) Provider Manuals.

My program agrees to provide Medication for Opioid Use Disorder (MOUD)Treatment Services to individuals who meet the
admission and continued stay criteria in accordance with The Department of Behavioral Health & Developmental Disabilities
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