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	Application Date:      

	Effective Date:      

	Administrator:      

	Designated Contact Person:      


	Hospital Name:      


	Hospital Address:      


	Hospital Phone:     

	Hospital Fax:      

	Name of Location Being Attested To:      


	Address of Location Being Attested To:      


	Phone Number of Location Being Attested To:      


	Purpose of Location Being Attested To:      



This attestation form must be signed by the Administrator/Designee of the Hospital and each page of the Attestation Form must be initialed and dated.

Attention:  Read the Following Carefully Before Signing.

Statements or Entries Generally:  Whoever, in any matter within the jurisdiction of any department or agency of the United States knowingly or willfully falsifies, conceals or covers up by any trick, scheme or device a material fact, or makes false, fictitious or fraudulent statement or entry, shall be fined or imprisoned or both. (18 U.S.C., Sec. 1001)

I certify that I have reviewed the hospital licensing requirements and based upon my personal knowledge and belief, I attest that                                                                                   (hospital location being attested to),  effective                (requested effective date), meets and will continue to meet the applicable requirements for hospitals set forth in the State of Louisiana Rules, Regulations and Minimum Standards (LAC 48:I, Chapter 93) governing Hospitals, all applicable Conditions of Participation found in the Code of Federal Regulations for hospital, and the current applicable guidelines found in the American Institute of Architects Guidelines for Design & Construction of Health Care Facilities.  I agree that if the hospital fails to meet any of these requirements, I will notify the Health Standards Section of DHH of the changes immediately in order to permit a valid determination of the hospitals’ compliance to the regulations.  I understand that the Health Standards Section of DHH, Centers for Medicare and Medicaid Services (CMS), or its representative, has the right to conduct an on-site survey at any time to validate whether the information provided is true.

Signature: ______________________________ (Administrator/Designee) _____________ (mo/dd/yr)
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                       Initial of Designee: _______, Date: _________
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