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DEPARTMENT OF HEALTH
AND HOSPITALS







	Health Standards Section

Hospital License Renewal Application


Hospital License Renewal Application

Instructions for Completing the Hospital License Renewal Packet
1. Please fill out all areas of the License Renewal Application.

2. Please include your state ID #.

3. Please include the hospital’s main telephone number which is answered 24 hours per day/7 days per week.

4. Please identify a designated contact person for all information to be communicated through.

5. Please include the fiscal year end date (cost report year end date).

6. Please note that no changes (i.e. DBA name, legal business name, beds, offsite campuses, services, CHOWs, key personnel changes, etc.) will be processed with a license renewal as your license will only be renewed reflecting the information currently approved in our licensing records.  If the hospital underwent changes you will need to visit our website at http://dhh.louisiana.gov/index.cfm/directory/detail/722 and complete a separate licensing packet for those changes.

7. Please list the Hospitals DBA Name EXACTLY as it appears on the previous year’s license.

8. Please list the Hospital’s Legal Business Name EXACTLY as it appears on the previous year’s license.  This name should match the information on file with the IRS. 

9. Please include a copy of the current accrediting organization certificate if this is an accredited hospital.

10. Please submit evidence showing the “non-profit” or “governmental” ownership status if the hospital checks these off. 

11. Please report all persons or entities who have a 5% or greater direct/indirect ownership/membership/control/interest in the hospital.  Please note that any changes from the previous year will not be processed with the license renewal and will require a separate change of ownership packet.

All license renewal packets will be reviewed by the administrative assistant.  If the license renewal packet is determined to be incomplete, the entire packet will be rejected and sent back to the facility for completion and resubmittal.  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 state office approximately 4 to 6 weeks prior to your anticipated license expiration date.

The Department of Health and Hospitals shall not process any application until all forms, required applicable information and fees are received.
	Section 1: Hospital Information

	 FORMCHECKBOX 
 Currently Licensed Facility
	License #

     
	State ID:

H0000      

	Facility (Main Campus DBA) Name:       


	Facility Main Campus Geographical Street Address:       


	Facility City:      

	Parish:      
	Facility Zip:      

	Main Campus Phone # (not voice mail) that can be reached 24/7:  

     
	Main Campus Fax #:

     

	Administrator
	Designated Contact

	Name:
	     

	Name:
	     

	Email:
	     

	Email:
	     

	Phone:
	     

	Phone:
	     

	Fax:
	     

	Fax:
	     

	Director of Nursing:          


	Mailing Address (if different than above)

	Street or P.O. Box:      


	City/State/Zip:             


	Fiscal Intermediary:      

	Fiscal Year End:          

	Accrediting Body:          
Must submit current accreditation & deeming letter with each application
	Accreditation Exp:      



	Section 2: Type of Facility

	 FORMCHECKBOX 
 Acute Care Hospital

	 FORMCHECKBOX 
 Long Term Acute Care Hospital
	 FORMCHECKBOX 
 Critical Access Hospital

	 FORMCHECKBOX 
 Psychiatric Hospital

	 FORMCHECKBOX 
 Rehabilitation Hospital
	 FORMCHECKBOX 
 Children’s Hospital


	Payment Information

	Check or Money Order Number:      

	 FORMCHECKBOX 
 Mail Payment  & Payment Transmittal Form To
	 FORMCHECKBOX 
 Mail License Application To

	DHH Licensing Fee

PO Box 62949

New Orleans, LA 70162-2949


	Department of Health & Hospitals

Health Standards Section

P.O. Box 3767

Baton Rouge, LA 70821-3767


	Section 6: Type of Ownership

	Non-Profit (Must submit evidence of non-profit status)
	For Profit
	Government (Must submit evidence of government status)

	 FORMCHECKBOX 
 Individual/Sole Proprietor
	 FORMCHECKBOX 
 Individual/Sole Proprietor
	 FORMCHECKBOX 
 Federal Facility

	 FORMCHECKBOX 
 Corporation
	 FORMCHECKBOX 
 Corporation
	 FORMCHECKBOX 
 Hospital Service District

	 FORMCHECKBOX 
 Limited Liability Corporation
	 FORMCHECKBOX 
 Limited Liability Company
	 FORMCHECKBOX 
 State Facility

	 FORMCHECKBOX 
 Partnership
	 FORMCHECKBOX 
 Partnership
	 FORMCHECKBOX 
 Combination Gov-N-Profit

	 FORMCHECKBOX 
 Religious Affiliation
	 FORMCHECKBOX 
 Group Practice
	 FORMCHECKBOX 
 Parish (specify)

	 FORMCHECKBOX 
 Unincorporated Association
	 FORMCHECKBOX 
 Other:
	 FORMCHECKBOX 
 Other

	 FORMCHECKBOX 
 Other:
	
	


	Section 7: Legal Entity/Corporation (Must submit IRS documentation showing legal name & EIN)

	Legal Entity/Corporation Name:      

	Legal Entity/Corporation Mailing Address:      

	Legal Entity/Corporation City/State/Zip:      

	Legal Entity/Corporation Phone #:      
	Legal Entity/Corporation Fax #:      


	Section 8: Ownership

	List  name, address, and telephone numbers for persons/entities or the employer identification number (EIN) for organizations having direct or indirect ownership/membership/interest/control (5% or more) of the corporate stock or partnership interest or any person or business entity which has a direct business interest, including, but not limited to, a wholly owned subsidiary, the details of any conversion rights which may exist for the benefit of any party and whether such stock, partnership interest, or ownership being held by the disclosed person or business entity is, in fact, owned by another person or business entity.  (Attach additional sheets if additional space is needed).

	Owner Name
	Address

	     
	     

	     
	     


	Section 9: Corporation Ownership

	If the disclosing entity is a corporation, list name, address, and telephone number of the President

	President’s Name
	President’s Address
	President’s Telephone #

	     
	     
	     


	Section 10: Other Licensed Facilities

	Are any owners of the disclosing entity also owners (proprietorship, Partnership or Board Members) of other licensed health care facilities?  If yes, list names, addresses of individuals and Facility provider numbers.  (Attach additional sheets if additional space is needed)
	 FORMCHECKBOX 
Yes
	 FORMCHECKBOX 
No

	Name
	Address
	Provider Number

	     
	     
	     


	Section 11: Change of Ownership (CHOW)
(Must submit a detailed letter of intent to describe the CHOW)

	Has there been a Change of Ownership since the last license application?  If yes complete the following CHOW information and submit along with a CHOW packet of information.
	 FORMCHECKBOX 
Yes
	 FORMCHECKBOX 
No

	Date of CHOW:           Please note that the license renewal will not be processed if there has been a CHOW


	Section 14: Attestation & Signature

	I understand that if the agency license is granted, it is granted for one year and shall become void upon change of ownership or change in geographical address.  It is my responsibility to notify the Department of Health and Hospitals, Bureau of Health Services Financing, Health Standards Section in writing of any changes in the information provided in this application in a separate packet.  I attest that the hospital currently complies with the requirements of the Office of State Fire Marshal and Office of Public Health.  I certify that the information herein is true, correct and supportable by documentation to the best of my knowledge.  Documentation of the information above is available upon request by the Department of Health and Hospitals. 

	Authorized Representative’s Printed Name & Title:      

	Authorized Representative’s Signature:
	Date:      


HSS-HO-1b (05/16) 
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