SAMPLE ATTESTATION LETTER 
OBAT ATTESTATION
November 2025

(Submit on Facility Letterhead) 

This attestation must be signed by an individual who has the legal authority to obligate 
the facility. 

Date 

Name of the Office-Based Addiction Treatment Provider
Service Address 
City, State, Zip Code
Telephone Number 
Fax Number (if applicable) 
Name of Primary Point of Contact:
Phone Number of Primary Point of Contact: 
Provider Number/NPI 
14-Digit Service ID


To the Virginia Department of Medical Assistance Services: 

The above listed service location seeks enrollment as a Preferred Office-Based Addiction Treatment (OBAT) provider. 

By submitting this letter, I attest that this facility and staff have reviewed Chapter 8: Preferred Office-Based Addiction Treatment and Opioid Treatment Programs of the Addiction and Recovery Treatment Services Manual available on the Department of Medical Assistance Services website, and agreeing to all the requirements therein. Specifically, I attest to the following components of the OBAT Model of Care. 

1. All providers acknowledge that, per DMAS policy, OBAT services must be predominantly provided in person.
2. All members will be rapidly initiated on MOUD within 24-48 hours, with contingencies to address member presentation for treatment outside of normal business hours.
3. All providers will abide by current Board of Medicine regulations concerning the prescribing of buprenorphine for opioid use disorder as codified in 18VAC85-21-130 and following.
4. All service plans and plans of care will be created and updated in compliance with the time frames outlined on page 8 of Chapter 8. All providers will ensure that members are actively involved in treatment planning, including attending and providing input at treatment planning meetings.
5. All staff – prescribers, licensed behavioral health practitioners, care coordinators, peer recovery support specialists, and others – will only perform duties that are within their prescribed scopes of work as defined by the relevant licensing agency.
6. All providers will ensure that, in instances of providers operating multiple locations, that providers will ensure adequate coverage for all locations at all times and not rely primarily on telehealth services to ensure coverage.
7. All providers will ensure that referral options are within reasonable access geographically, that referral options are Medicaid providers currently accepting new patients, and that member’s choice of providers is respected.
8. A separate attestation must be provided for each new service location a provider opens, regardless of the approval of other service locations in the past. 

Sincerely, 
Name of Individual 
Facility Director [insert position name]
