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UserID: 28

Program Name : Bayond Your Ordinary

Name of employee that has registered and/or completed the MOUD/WDT training : mya culling
Program Clinfeal Director/ credential : Pamela White

Program Address: 97 Atlanta Street Suite 100

Office Phone: (336) 268-8469

Email: myacullins@gmail.com

ili. PROVIDER PROFILE QUESTIONS

PLEASE ATTACH A DETAILED EXPLANATION FOR ANY QUESTIONS BELOW THAT WERE ANSWERED “VES.”

A. Please answer the following questions regarding your organization’s programs:

1. Has the organization, or any other Provider Entity, had Its professlonal liability or malpractice
insurance refused, revoked, declined, or accepted on special terms in the past five (5) years?: No
2. Has any government agenicy 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 Have any accreditations or memberships been revoked, reduced, denied, or suspended in the past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 Employes, officer, or shareholder of the organization

aver been convioted of a crime? : No

8. Has the organization gver been denied accaptance mm or wrthdrawn from GA DBHDD or

GiA Collaborative ASO network participation? : No

6. Has the organization had any settled claims or judgments relating 10 sexual miscondust

or ¢ivil righs viclations in the past five years? : No

7. Has the organization had any setiled claims or judgments relating to any other matter

not disclosed above? : No

8. Has the organization been a defendant in five (5) or more lawsults in the past five (5) vears? : No
9. Does the organization employ or contract with Individuals listed on the Office of Inspector
Gieneral’s List of Excluded Individuals/Entities? : Yes

10. Has the organization filed for Barkruptey in the past five years? : No

CARELINK OF GEORGIA OPIOID TREATMENT PROVIDERS OF GEORGIA GRANT ATTESTATION

By executing this attestation, the undersigned verifies the following with respect to Its application to participate in the Opioid
Treatrent Providers (OTPG),Department of Behavioral Health & Developmental Disabilities {(DBHDD) Grant. | hereby attest that
my staff, agents, contractors, subcontractors, billing agents, and | 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 Disabifities
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