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P.O. Box 45180 Salt Lake City, UT 84151-0180
[Practitioner Name] with [Clinic/Hospital Name] [Address] [City, State, Zip Code]
Subject: Affidavit for in person or virtual Dialectical Behavior Therapy (DBT), Training and Treatment
University of Utah Health Plans has established contracting guidelines regarding Dialectical Behavior Therapy (DBT). In order to list [Practitioner Name] in one or more of our provider directories as a DBT provider, we need the attached affidavit completed by the practitioner and returned with your provider application or emailed to providercontracting@hsc.utah.edu or by fax to 801-281-6121 within 30 days of this letter being received. Failure to complete and return this affidavit will result in us removing DBT as an area of interest in your provider directory profile.
____________________________________________________________________________________  

I [Practitioner Name] with [Clinic/Hospital Name] [Address] [City, State, Zip Code], do solemnly declare and affirm that:
1. I am a practitioner who specializes in Dialectical Behavior Therapy (DBT), and I wish to declare this an area of interest in University of Utah Health Plans directories.
2. I have undergone appropriate training in DBT and possess the necessary qualifications to administer this therapeutic modality. (Complete a and/or b below)
a. I am part of a team-based comprehensive DBT program and have completed my initial 40 hours of foundational training from Behavioral Tech or other recognized DBT training institution on this date:   _____/_____/_____.  
Training Organization Name:___________________________
Attach certificates or insert NA if not applicable: ________   
b. I am a practitioner providing DBT designed for independent delivery and have completed 60 hours of intensive training from Behavioral Tech, or other recognized DBT training institution, on this date: _____/_____/_____. 
Training Organization Name: ______________________________
Attach certificates or insert NA if not applicable:__________    
3. I have treated (insert approximate number) ____________________ patients in the past 12 months using DBT.
4. I attest that I adhere to the ethical and professional standards required for the practice in-person DBT.
DBT Via Telehealth Delivery:
☐I do not provide DBT services via Telehealth. If no, sign and date form.
☐I do provide DBT services via Telehealth. If yes, complete the remainder of this form and sign and date.  

5. DBT via Telehealth Delivery
☐I deliver DBT services through a secure HIPAA and HITECH compliant telehealth platform.
☐I have appropriate telehealth training, including competency in virtual care delivery and emergency response planning.

6. Clinical and Ethical Standards
☐I adhere to the APA and/or ATA best practices for tele-behavioral health. 
☐I obtain telehealth-specific informed consent, which includes privacy protections, risks, and crisis protocols. 

7. Ongoing Compliance
☐I will notify UUHP immediately if I no longer meet any of the above criteria.
☐I understand that failure to comply with these requirements may result in the removal of DBT as an area of interest from the provider directory.

8. I am aware that providing false information in this affidavit may result in legal consequences.
9. I declare under penalty of perjury that the foregoing is true and correct.


Name (print) __________________________               Date ________/________/_______

Signature ___________________________
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