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Checklist for Initial Swing-Bed Certification
  
	Application Date:      
	Opening Date:      

	Administrator:      
	Designated Contact Person:      

	Hospital Name:      

	Hospital Address:      

	Hospital Phone:      
	Hospital Fax:      


	Criteria (Each of these must be attached in order for your application to be processed):
	Yes
	No
	Describe

	Checklist for Initial Swing-Bed Certification
	 FORMCHECKBOX 

	
	

	Letter of Intent (on hospital letterhead to fully describe the intent of the hospital, room/bed numbers converting to swing beds, effective or anticipated opening date, etc.)
	 FORMCHECKBOX 

	
	

	HSS-HO-01 License Application:
	 FORMCHECKBOX 

	
	

	HSS-HO-28 Swing Bed Applicant Questionnaire:
	 FORMCHECKBOX 

	
	

	HSS-HO-016 Worksheet for Hospital Beds & Rooms
	 FORMCHECKBOX 

	
	

	HSS-1513L Disclosure of Ownership
	 FORMCHECKBOX 

	
	

	Office of State Fire Marshal Plan Review Approval (if adding new beds/rooms to the license)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Office of State Fire Marshal Inspection Approval Report if adding new beds/rooms (must indicate the areas and room numbers being added)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Office of Public Health Inspection Approval Report if adding new beds/rooms (must indicate the areas and room numbers being added)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Small (letter size) copy of the floor plans where the swing beds will be located (identify the swing bed assignments by room number/bed number)
	 FORMCHECKBOX 

	
	

	Average daily census and staffing schedule for the previous 12 months
	 FORMCHECKBOX 

	
	

	Written assurance that the hospital will not operate with a greater number of inpatient beds than permitted by the category for which approval is requested
	 FORMCHECKBOX 

	
	

	Evidence that hospital is not located in an “urbanized” area as identified on the most recent census of the Census Bureau
	 FORMCHECKBOX 

	
	

	Lease Agreement (if the area being added is not owned by the hospital applying for licensure) (If the hospital owns the area submit a letter indicating that the hospital owns the area): 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Letter From Lessor if applicable (if the areas are being leased from another DHH licensed facility then a letter from the Lessor must indicate that beds/space being leased have been de-licensed)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	HSS-HO-009 Attestation Letter
	 FORMCHECKBOX 

	
	

	HSS-HO-029 Request for DHH to perform the initial certification survey
	 FORMCHECKBOX 

	
	

	Check for the initial certification survey (to be determined by the HSS legal department upon approval by CMS to conduct the survey)
	 FORMCHECKBOX 

	
	

	Copy of the cover letter that was sent to the fiscal intermediary for the 855A (it is the responsibility of the hospital to submit the 855A to the fiscal intermediary):
	 FORMCHECKBOX 

	
	

	CMS-1561 (Health Insurance Agreement) 3 original signed copies
	 FORMCHECKBOX 

	
	

	HSS-ALL-21 (Expression of Fiscal Year End Date)
	 FORMCHECKBOX 

	
	

	HSS-HO-21 (Notification of Co-Located Status)
	 FORMCHECKBOX 

	
	

	CMS-605 (Request for Approval as a Hospital Provider of Extended Care Services)
	 FORMCHECKBOX 

	
	

	Civil Rights Forms
	 FORMCHECKBOX 

	
	

	For DHH Use Only
	Date
	Yes
	No
	Comments

	Incomplete Packet Sent Back To Facility:
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	AS400/Logs Updated & Activity Online Info Entered
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Routed for licensing survey, Licensing Survey Completed & Approved
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	AS400/Logs Updated & License Printed & Mailed
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Receipt of Fiscal Intermediary Approval of 855A
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Access To Care/Approval by CMS for initial certification survey
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Routing & Completion of Certification Survey
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	1539s distributed, scanned & attached
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Packet to CMS with 855A approval letter/forms, CMS 1539, CMS-605, CMS-1537E, CMS-1537C, CMS 1561, HSS-All-21, HSS-HO-21, Civil Rights Forms, survey material (CMS-2567, CMS-670)
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Completed by Program Manager
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 
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