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Instructions for Completing the Checklist for Initial Hospital Licensure & Certification
1. Please fill out all hospital information.

2. Please identify a designated contact person of the hospital for all information to be communicated through.

3. Please list the name of the hospital’s DBA name.

4. Please identify whether your hospital will be providing outpatient services and if so, what types.

5. Please identify what types of inpatient services you will provide.

6. Please complete your letter of intent on hospital letterhead.

7. Please complete the checklist in its entirety.

8. Please place all attachments behind this checklist in the order listed on the checklist.

9. Please submit the hospital packet in its entirety with this checklist on top of all documents.

All packets will be reviewed by the administrative assistant.  If the packet is determined to be incomplete, the entire packet will be sent back to the facility for completion.  Once a packet is determined to be complete by the administrative assistant, it will be placed in line for processing.  Please keep in mind that with the large volume of work being requested by hospitals, the wait time can be lengthy.  The forms, fees and information should be submitted to the state office approximately 6 to 8 weeks prior to your anticipated opening date.

The Department of Health and Hospitals shall not process any application until all forms, required applicable accompanying information and fees are received.

	Application Date:      

	Administrator:      
	Designated Contact Person:      

	Administrator Phone Number:      
	Contact Person Phone:      

	Administrator Email:      
	Contact Person Email:      

	Legal & DBA Name of the Hospital as it appears on the IRS Documentation:      


	Where are you opening this hospital:      


	Anticipated Opening Date:      


	Building Description:

· Geographical Address for each building being licensed (please identify which one is the main hospital building):      
· Number of Buildings being licensed (include the name of the building and the geographical address of each building per post-delivery):      
· Multi-story or single story (explain for each building):      
· Are you occupying all floors of the building:      
· If you don’t occupy the entire building what floor are you on?      
· Are there other businesses on the same floor as your hospital? (explain for each building):      
· Owned or Leased (explain for each building):      
· Sole occupant or are other tenants in the building (explain for each building):      
· Existing Building or New Construction (explain for each building):      
· Any other businesses on the campus (explain):      
· Co-located with other health care providers (explain for each building):      
· Previous use of the building (explain for each building):      
· Type of Services Offered:      
· Inpatient and or Outpatients Services:      
· Number of Beds:      


	Will this hospital participate in  FORMCHECKBOX 
 Medicaid or  FORMCHECKBOX 
 Medicare or  FORMCHECKBOX 
 Both or  FORMCHECKBOX 
 Neither:



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

	HSS-HO-19 Checklist for Initial Licensing & Certification
	 FORMCHECKBOX 

	
	

	HSS-HO-01 License Application 
	 FORMCHECKBOX 

	
	

	Health Facility Plan Review Approval Letter from Office of State Fire Marshal (OSFM) for the Health Standards Plan Review that is titled “DHH Facility Licensing Recommendation” (The OSFM can NOT exempt you from this review)
	 FORMCHECKBOX 

	
	

	HSS-PR-02 Plan Review Attestation:  The P0 number on this form must match the P0 number on the DHH Facility Licensing Recommendation Letter.
	 FORMCHECKBOX 

	
	

	HSS-HO-016a (Worksheet for Hospital Beds & Rooms)
	 FORMCHECKBOX 

	
	

	HSS-HO-016b (Worksheet for Hospital Beds & Rooms Not Counted in the Licensed Bed Capacity)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Fire Safety Plan Review Approval from Office of State Fire Marshal for the Life Safety Code/Occupancy Plan Review (It is the OSFM’s decision as to whether you are exempt from this review but if exempt you will need to submit an exemption approval from the OSFM)
	 FORMCHECKBOX 

	
	

	Fire Marshall Walk Through Inspection Approval for each building:  This form must have the legal name/dba name of the hospital, name of the buildings, geographical address, and must indicate that the hospital is approved for occupancy.  (Temporary occupancy will not be accepted.) You must submit 3 of these (Fire/Architecture/Sprinkler for each building.
	 FORMCHECKBOX 

	
	

	Office of Public Health Walk Through Inspection Approval: This form must have the legal name/dba name of the hospital, name of the buildings, geographical address, and must indicate that the hospital is approved for licensing.  (Temporary occupancy will not be accepted).
	 FORMCHECKBOX 

	
	

	Office of Public Health Retail Food Inspection:
	 FORMCHECKBOX 

	
	

	HSS-HO-009 Attestation for a Licensed Hospital
	 FORMCHECKBOX 

	
	

	Copy of the Payment Transmittal Form & Copy of the Check for $600 plus $5 for each inpatient room:
	 FORMCHECKBOX 

	
	

	HSS 1513L Disclosure of Ownership: Please include all persons/entities with 5% or greater direct &/or indirect ownership/interest/control in any of the entities in the hospital’s ownership structure.  This information must match the information included in the licensing application and CMS 855A (if seeking Medicare/Medicaid enrollment).
	 FORMCHECKBOX 

	
	

	Diagram of the Ownership Structure showing all person/entities with a 5% or greater direct or indirect ownership/control/interest/membership in any of the entities in the hospital’s ownership structure.
	 FORMCHECKBOX 

	
	

	IRS Documentation showing the Legal Name & DBA Name of the hospital and the EIN: This must match all licensing documents and the legal and DBA name of the hospital listed in the CMS 855A.
	 FORMCHECKBOX 

	
	

	Site Map: Please include all buildings on the campus.  Please demarcate the buildings by name that you are licensing and indicate the buildings that you are not licensing and what they are.  Please include parking and cross streets.
	 FORMCHECKBOX 

	
	

	11 x 17 architecturally scaled copy of the floor plans for each floor of each building being occupied with dimensions and identification of service areas (i.e. nurse’s station, dining area, patient room numbers, etc.). This must include the green stamp of approval, inclusive of the P0 number that matches the one on the DHH Facility Licensing Recommendation letter, from the Office of State Fire Marshal for the DHH Plan Review.  It is not acceptable to have the green stamp fanned across the edges of the roll.  Please label all floor plans as to the name of the hospital, building name, floor, and geographical address.
	 FORMCHECKBOX 

	
	

	Signed & Completed Lease Agreement:  The lease must show the hospital entity (legal/dba name of the hospital as the Lessee if the building is not owned by the hospital applying for licensure.  If the hospital owns the building submit a letter indicating that the hospital owns the building and identify any areas that are subleased:
	 FORMCHECKBOX 

	
	

	If co-located with another DHH licensed Health Facility: Submit 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 by the host facility)
	 FORMCHECKBOX 

	
	

	Secretary of State Registration
	 FORMCHECKBOX 

	
	

	Articles of Organization
	 FORMCHECKBOX 

	
	

	Management Agreement if applicable
	 FORMCHECKBOX 

	
	

	Copy of CLIA Application verification of receipt
	 FORMCHECKBOX 

	
	

	Complete the following if you want to be certified to participate in the Medicare and Medicaid Programs

	After reading the letters regarding the initial Medicare Certification, will you be pursuing certification through an accreditation organization?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Copy of the confirmation from the Medicare Administrative Coordinator (MAC) showing that they received the CMS 855A along with a copy of the actual CMS 855A that you submitted to the MAC.  It is the responsibility of the hospital to submit the 855A to the MAC.  This will not be processed until the approved CMS 855A has been received at Health Standards.
	 FORMCHECKBOX 

	
	

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

	
	

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

	
	

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

	
	

	Copy of NPI Confirmation Letter showing all NPI numbers for the hospital.
	 FORMCHECKBOX 

	
	

	Office of Civil Rights Forms or Clearance
	 FORMCHECKBOX 

	
	

	For DHH Use Only
	Date
	Yes
	No
	Comments

	Incomplete Packet Sent Back To Facility:
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	POPS, ACO, Logs & Activity Online Info Entered
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Routed for licensing survey, Licensing Survey Completed & Approved
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	License Printed, Emailed & Mailed 
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Receipt of Fiscal Intermediary Approval of 855A
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Certification, Accreditation & Deeming Status, Access To Care
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	1539s distributed, info scanned & attached
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Packet to CMS 
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 
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