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These instructions apply to Schedule 21A only.

Refer to the following chart to determine which sections and questions in Schedule 21A apply to your application.  Unless otherwise noted, each section must be completed in its entirety. 

	APPLICATION TYPE
	SECTIONS/QUESTIONS TO BE COMPLETED

	CHHA Establishment
	I, II, III, IV, V 

	Expansion of CHHA Geographic Service Area


	I 

II, questions 3, 5, 8

III 

IV, questions 2, 3, 11, 12

V

	Addition of CHHA Service
	I, questions 1, 2

IV, questions 1, 2, 3, 11

V, questions 1, 2

	CHHA Transfer of Ownership
	II, question 7

IV, questions 1, 10, 11

	LTHHCP Initiation
	I, II, III, IV, V, VI

	Expansion of LTHHCP Geographic Service Area
	I

II, questions 3, 5

III 

IV, questions 2, 11, 12

V 

VII

	Increase in LTHHCP Capacity
	VII

	LTHHCP Transfer of Ownership
	IV, questions 1, 10, 11


I.  Community Planning

1.
How does your program proposal fit into the existing array of services available in the health and social services area?  How did you determine this?

     
2.
Provide an accurate depiction of current available services, service gap analysis or marketing studies.

     
3.
Describe your proposed or existing relationships with local health and social services departments.


     
4.
What linkages have you developed with other community service providers that will complement, support, and/or supplement the total needs (e.g. housing, social, environmental, or medical supports) for your proposed client base?  How will you maintain current information of this nature for consumers?  How will you educate program staff on new program initiatives?

     
5.
What local planning processes have been required for your proposal?

     
6. How does your program fit into the community’s long-range plan?  Document the local source for this information.  How will you evaluate the continued effectiveness of your program as it relates to the community’s long-range plan?

     
7. Document the current and projected demand for the proposed services.  If the proposed services are covered by an existing Department of Health need methodology, demonstrate how the services are consistent with the methodology.

     
8. Describe your primary sources of referral.  Be specific in relation to your proposed service area.

     
9. What specific population will you serve?  How does it match the demographic need in your service area and the desires of consumers?

     
10. Provide a demographic profile of the target population including socio-economic, health status and any other pertinent information demonstrating consumer choice.

     
II.  Consumers

1.
Describe any education, training, community outreach or support programs, which will be offered to increase public awareness and enhance the quality of services provided by your program.  How will consumers know about your program?  What specific information and referral information will be available to assist consumers in making informed decisions on the services they need?

     
2.
Briefly describe the manner in which the needs of low-income persons, racial and ethnic minorities, women, handicapped or disabled persons and other potentially under served groups will be addressed through this proposal.

     
3.
How did you determine that your program meets ‘consumer needs’ in the proposed service/catchment area?  How will you incorporate consumers in planning, implementation and ongoing operation of this program?

     
4.
Will you include active consumer involvement in advisory committees or boards?  Please explain.

     
5.
Given the consumer alternatives and choices currently available in your community service area, why would consumers choose your proposed program?

     
6.
Describe the measures that will be taken to maximize the use of your consumers’ informal supports.


     
7.
For CHHA applicants only, in accordance with Section 763.11 (a) (11) of Title 10 of the New York Compilation of Codes, Rules and Regulations, certified home health agencies must ensure the provision of charity care. Indicate how the proposed program will meet this requirement.  Describe the anticipated sources of funding to cover charity care costs.  Estimate the anticipated percentage of charity care cases and include a description of the sliding fee scale to be used.  Also describe the plan for the continued provision of services when the consumer has exhausted all payment sources.

     
8.
For CHHA applicants only, enter on the following table the anticipated first and third year patient caseload for each county in the proposed service area. 

Table 21A-1 Caseload Projections by County

	County
	First Year Patient Caseload
	Third Year Patient Caseload

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


III.  Geographic Service Area

1.
Provide a geographic description of the service area.  Applicants should develop proposals to serve the entirety of each county in the service area.  For each county, estimate the furthest distance (in both miles and time) which staff will travel to make home visits.  

     
2. If the proposed service area differs from that of the project sponsor, explain the reasons for the difference.  

     
3.
What are the current transportation considerations in your community/service area/catchment area affecting consumers or consumers’ family and friends’ access your program?  How do you propose to address these?  How will you know if you are successful?

     
IV. Program Characteristics

1.
Indicate on the following table the services you will be providing, the method of delivery and the availability of each service. For each service, indicate by full-time equivalents (FTE) the anticipated number of personnel (both contract staff and agency employees) needed to sufficiently meet the needs of the projected caseload.  CHHAs must provide nursing; home health aide; medical supplies, equipment and appliances; and at least one additional service.  All thirteen services are required for the LTHHCP.  Both programs require that either home health aide, nursing, physical therapy, speech pathology, occupational therapy or medical social services be provided in its entirety directly by agency employees.  For existing CHHAs applying to certify a new service(s), provide information for the proposed service(s) only. 
Table 21A-2 Program Staffing Plan

	Service
	Direct
	Contract
 
	Availability (Hours & Days per Week)
	Number of FTEs

	AUDIOLOGY
	 FORMCHECKBOX 

 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	HOME HEALTH AIDE
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	HOMEMAKER
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	HOUSEKEEPER
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	MEDICAL SOCIAL SERVICES
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	MEDICAL SUPPLY EQUIPMENT & APPLIANCES
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	NURSING
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	NUTRITIONAL
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	OCCUPATIONAL THERAPY
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	PERSONAL CARE
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	PHYSICAL THERAPY
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	RESPIRATORY THERAPY
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	SPEECH PATHOLOGY
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	OTHER (SPECIFY)       
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     


2.
For contracted services, enter the name and address of the proposed contractor.  Attach additional sheets if necessary.   For existing CHHAs applying to certify a new service, complete this information for the proposed service(s) only.  

     
Table 21A-3 Contracted Services

	Service
	Contractor

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     


3.
Estimate the number of cases and visits for each of the specified age groups in the first three years of operation.  For existing CHHAs applying to certify a new service, estimate only the total visits/cases for the proposed service for years 1 through 3.  A case is defined as an individual who is admitted to an agency during a calendar year.  The following are NOT counted in the agency’s caseload:

Assessments that do not result in an admission to the agency;

Admissions for maternal and preventive care;

Assessment or supervision of personal care services;

Cases in which the agency is the secondary provider of services; and

Cases identified as ‘ill without diagnosis’.

Table 21A-4 Caseload Projections by Age

	Age
	Year 1
	Year 2
	Year 3

	
	Cases
	Visits
	Cases
	Visits
	  Cases
	Visits

	Under 1
	        
	        
	        
	        
	        
	        

	1 - 4
	        
	        
	        
	        
	        
	        

	5 - 19
	          
	        
	        
	        
	        
	        

	20 - 44
	        
	        
	        
	        
	        
	        

	45 - 64
	        
	        
	        
	        
	        
	        

	65 - 84
	        
	        
	        
	        
	        
	        

	85 & Over
	        
	        
	        
	        
	        
	        

	Total
	        
	        
	        
	        
	        
	        


4.
Describe the methodologies to be used in consumer screening, assessment and utilization review.  Specify who will be responsible for these activities and the frequency with which they will occur.

     
5.
Describe how the proposed program supports the sponsor’s short and long-term goals.


     
6.
Explain how professional assistance will be available on a 24-hour, 7-day-week basis.

     
7.
Describe the processes that are in place to ensure that services are provided in an efficient manner and will minimize the cost per home care case.

     
8.
Describe the quality assurance plan, which will be used to evaluate program effectiveness.  What consumer satisfaction measures will you employ?

     
9.
How do you propose to address cultural, rural vs. urban and/or ADA (American Disabilities Act) considerations in the design and operation of your program?

     
10.
All CHHAs and LTHHCPs are required to incorporate Outcome and Assessment Information Set (OASIS) scientifically tested standardized set of data items which measure patient care outcomes, into the comprehensive assessment.  Agencies are required to collect, encode, and transmit OASIS data electronically to the State or CMS OASIS contractor, in order to meet the Medicare Conditions of Participation.  Details of these requirements are found in 42 CFR Part 484.  Agencies must demonstrate successful electronic transmission of OASIS test data prior to the Initial Medicare certification survey. Please document the applicant’s capability for meeting OASIS requirements at program start-up.   
     
11.
Describe your goals toward initiating operations in a timely manner.  Indicate the anticipated operational date and provide a time frame for developing policies and procedures, hiring and training staff, establishing contracts and referral agreements, etc.

     
12. Indicate if the agency will have any branch offices.  If so, provide the address below.

     
V. Workforce

1. What is the current availability of professional/paraprofessional workers to staff your program?  Who are the competing employers?  How do you propose to successfully compete?  Include training, recruitment and transportation strategies.  How do you coordinate with the Department of Labor or any other local workforce initiatives?

     
2. What impact will the initiation/expansion of your program have on the workforce of other health care providers in the community?  How will you minimize any adverse impact?

     
3. What measures will you adopt to promote retention of specific categories of your workforce?

     
VI. Additional Questions for LTHHCP Initiation

1.
Indicate on the following chart, the number of LTHHCP registrants requested for each county in the proposed service area.

Table 21A-5 LTHHCP Registrants Requested by County

	County
	Number of Requested Registrants

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     


2.
If the proposed LTHHCP is operated by a CHHA, indicate whether 1) the LTHHCP will be administered by a full-time director of patient services or 2) if the director of the CHHA will act as a part-time administrator of the LTHHCP and a full-time supervising community health nurse will be employed by the LTHHCP to act as coordinator of the program.

     
3.
Describe how the LTHHCP will provide 24-hour, 7-day-week nursing coverage separate and distinct from the sponsoring organization.

     
4. Describe how the LTHHCP will provide nursing supervision.

     
5. Indicate if medical supplies, equipment and appliances will be provided by contract with an approved DME vendor or if the LTHHCP will provide this service directly as an approved DME vendor.

     
VII. LTHHCP Capacity Increase

1. On the following chart, indicate the current approved capacity, the current census, the number of pending registrants and the requested number of additional registrants for each county in the program’s approved geographic service area.

Table 21A-6 LTHHCP Capacity Increase by County

	County
	Approved Capacity

Capacity
	Current Census
	No. of Pending Registrants
	Requested No. of Slots

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     


2. For patients receiving skilled services, provide a breakdown of your current caseload by type of skilled service.  (For example, 25 registrants receive skilled nursing only; 10 registrants receive skilled nursing and physical therapy, etc.)

     
3. Provide a breakdown of the number of registrants receiving waived services by type of service.  Use the same format described in Question #2.

     
4. Provide a DMS-1 score distribution for existing registrants using the following ranges:  60-180; 181-300; and 300+.

     
5. What is the average registrant budget for your program in relation to the registrant budget cap?  Provide a distribution of your current registrant budgets by aggregating them into the following categories:  those < 25% of the cap; those 25% to 50% of the cap; and those 51% to 75% of the cap.

     
6. How many potential registrants are currently on your waiting list?

     
7. What are the sources of referral for your pending cases?

     
8. What percentage of pending registrants have DMS-1 scores greater than 180?  Greater than 300?

     
9. How many registrants on your waiting list do you anticipate requiring one skilled service?  Two skilled services?  More than two skilled services?

     
10. What percentage of registrants on the waiting list will require waived services?  Will any patients require more than one waived service?  If so, estimate how many.

     
Impact of Proposed CON on Certified Home Health Agency and/or

Long Term Home Health Care Program Operating Certificate(s)


Changes in Certified Patient Capacity for LTHHCPs
	Table 21B-1 Certified Capacity
	
	Current
	Add
	Remove
	Proposed

	LONG-TERM HOME HEALTH CARE PROGRAM 
	
	    
	    
	    
	    


The Sites Tab in NYSE-CON has replaced the Certified Services Tables of Schedule 21B.  These Tables are only to be used when submitting a Modification, in hardcopy, after approval or contingent approval.  
Changes in Certified Services for LTHHCPs

	Table 21B-2 Certified Services1
	
	Current
	Add
	Remove
	Proposed

	AIDS HOME HEALTH CARE PROGRAM
	170
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	PHYSICIAN SERVICES
	75
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	1 Services listed below are required services included in the establishment of a  LTHHCP and do not need to be requested:
Audiology

Medical Suppl Equip & Appl

Therapy-Physical

Home Health Aide

Nursing

Therapy-Respiratory

Homemaker

Nutritional

Therapy-Speech Language Pathology

Housekeeper

Personal Care

Medical Social Services

Therapy-Occupational




Changes in Certified Services for CHHAs
	Table 21B-3 Certified Services CHHA2
	
	Current
	Add
	Remove
	Proposed

	AUDIOLOGY
	6
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	HOMEMAKER
	39
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	HOUSEKEEPER
	40
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	MEDICAL SOCIAL SERVICES
	95
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	NUTRITIONAL
	60
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	PERSONAL CARE
	72
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	PHYSICIAN SERVICES
	75
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	THERAPY-OCCUPATIONAL
	61
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	THERAPY-PHYSICAL
	74
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	THERAPY-RESPIRATORY
	92
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	THERAPY-SPEECH LANGUAGE PATHOLOGY
	98
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	2 Services listed below are required services included in the establishment of a CHHA and do not need to be requested:
Home Health Aide

Medical Suppl Equip & Appl

Nursing




Changes in Counties Served for CHHAs and/or LTHHCPs
	Table 21B-4 Counties Served CHHA/LTHHCP
	
	Current
	Add
	Remove
	Proposed

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



Schedule 21C – Additional Legal Information

Article 36 Certified Home Health Agencies (CHHA)

Instructions

1. All Article 36 applicants seeking establishment approval must complete Part I.

2. The appropriate section of Part II must also be completed, depending on the Article 36 applicant’s type of legal entity, as follows:

a. Applicants that are not-for-profit corporations must complete Section A.

b. Applicants that are business corporations must complete Section B.

c. Applicants that are limited liability companies (LLC) must complete Section C.

d. Applicants that are government entities must complete Section D.

N.B. Whenever a requested legal document has been amended, modified or restated, all amendments, modifications and/or restatements should also be submitted.

N.B.  An entity cannot be approved to operate both a CHHA and a licensed home care services agency (LHCSA).  If an entity is currently approved to operate a LHCSA and it wishes to operate a CHHA, a separate legal entity (partnership, corporation or limited liability company) must be proposed. 

I. All Applicants

For purposes of the application, a “controlling person” is one who exercises control over the CHHA by directing or causing the direction of the actions, management or policies of the agency, whether through the ownership of voting securities or voting rights, electing or appointing  directors, the direct or indirect determination of policies, or otherwise.  Full disclosure of the CHHA operator (in Schedule 3B), as well as the governing bodies of each immediate, intermediate and ultimate parent or member entity of the CHHA is required since these entities/persons possess direct or indirect operational authority over the CHHA.  This includes directors (if a corporation), managers (if an LLC), and principal stockholders (if a business corporation), as well as both active and passive parent/member corporations.

A.  Controlling Person

Does the CHHA have a controlling person or an immediate, intermediate or ultimate parent or member entity?   FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No

If yes, list the controlling person(s) or immediate, intermediate or ultimate parent entity(ies) below.  Attach additional sheets if necessary.  Attachment #     .

	Legal Name of Controlling Person
	Type of Legal Entity (Specify For-Profit or Not-for-Profit, if a Corporation

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     


For each legal entity named above, submit the following documentation.

Formation Documents

If a corporation, Certificate of Incorporation and Bylaws.

Attachments #      and #     .
If an LLC, Articles of Organization and the Operating Agreement.  

Attachments #      and #     .
Agreements

All agreements between the CHHA and the controlling person or parent entity relating to the manner and mechanisms by which the controlling person or parent entity controls or will control the CHHA.  Attachment #     .
Control

Submit a detailed description of such control relationship.  

Attachment #     .
Ownership and Governing Authority

If a corporation, submit a list of the names and position held for all officers, directors and principal stockholders (those owning ten percent or more of the corporation’s issued stock) of each parent or member corporation.  

Attachment #     .

If an LLC, submit a list of the names and positions held for each controlling person (managers, directors, members and/or stockholders, whichever is applicable).  Attachment #     .

Submit Schedule 2A for each individual listed in Item 4a or 4b.  Directors of business corporations, members of LLCs, and directors of not-for-profit corporations who contribute capital in support of the project must also submit Schedule 2B.  Directors of not-for-profit corporations who do not contribute capital in support of the project must also submit Schedule 2C.

Management

If the response to Question I.H is Schedule 3B is ‘Yes” and the applicant intends to enter into a management or consulting contract, the proposed agreement must be submitted for Department approval and must meet the requirements of 10 NYCRR 763.11 (c) and (d).   If the agreement is referenced as an attachment in response to Question I.H in Schedule 3B, indicate the attachment number and do not submit a second copy.  Attachment #     .

If the response to Question I.I in Schedule 3B is ‘No” and the applicant intends to enter into a management consulting agreement with an entity that has not previously received establishment approval (under Articles 7, 28, 36, 40 or 44) in New York State, the management entity itself must be disclosed. 

Has the management entity previously received establishment approval in New York State?   FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No

If yes, skip to Section C.

If the response to the above question is no:

Submit a list of the principal stockholders/members (those owning ten percent or more of the manager’s issued stock/membership interest) and/or directors of the management entity.  Attachment #     .

Each director, principal stockholder or member of the management entity must submit Schedule 2A.  Each individual must also submit Schedule 2B or 2C, as applicable.  

Affiliations

Submit an organizational chart that depicts the CHHA’s relationship to all sister and subsidiary entities, as well as all immediate, intermediate and ultimate parent/member entities.  Attachment #     .   

N.B. If the CHHA’s organizational chart is duplicative of the chart submitted in response to Question I.G in Schedule 3B, check the following box and do not submit an additional chart.


 FORMCHECKBOX 
  Organizational chart is duplicative of that submitted in Schedule 3B.

N.B.  As indicated in Schedule 1C, the Department must receive documentation from the appropriate state regulatory agency that all health care entities affiliated with the applicant or with the applicant’s member/parent corporations, have operated in substantial compliance with all applicable codes, rules and regulations.  Ensure that a list of such agencies is included with this application (See Schedule 1C) and refer to Schedule 2D for instructions on how to obtain this information for facilities located outside of New York State.

II. Additional Documentation Depending on Type of Legal Entity

A. Not-for-Profit Corporations

Number of director positions set by the bylaws or otherwise fixed (See Not-for-Profit Corporation Law 702):       .

Number of director positions currently filled:       .

Explain how and by whom the directors will be appointed or elected.

     
The Certificate of Incorporation must include purposes that are adequate to encompass the authority to operate a CHHA.  Language similar to the following would be acceptable to the Department:

“The purpose for which the corporation is formed is to establish and operate a certified home health agency approved under Article 36 of the Public Health Law, provided that no such certified home health agency shall be established and operated without the prior written approval of the New York State Department of Health.”

B. Business Corporations

The Certificate of Incorporation must include purposes that are adequate to encompass the authority to operate a CHHA.  Language similar to the following would be acceptable to the Department:

“The purpose for which the corporation is formed is to establish and operate a certified home health agency approved under Article 36 of the Public Health Law, provided that no such certified home health agency shall be established and operated without the prior written approval of the New York State Department of Health.  

As an alternative, the Certificate of Incorporation may include general purposes.  The purpose clause should state, either alone or with other purposes, that the purpose of the corporation is to engage in any lawful act or activity for which corporations may be formed under the New York State Business Corporation Law.  It must also state that it is not to engage in any act or activity requiring the approval of any state official, department, board, agency or other body without such consent or approval first being obtained.

N.B.  Stockholders of a CHHA applicant that is a business corporation not incorporated in New York State must be natural persons.  Otherwise, a New York subsidiary must be incorporated.

C. Limited Liability Companies

The Articles of Organization must include provisions to the following effect:

The name of the LLC, which must contain either the words, “Limited Liability Company’, or the abbreviations, “LLC”, or “L.L.C.”;

Designation of the Secretary of State as agent of the LLC for service or process and an address to which the Secretary of State may mail a copy of any such process; 

If the LLC is to be managed by managers, a statement to that effect;

Sufficient powers and purposes to operate a CHHA; and 

That notwithstanding anything to the contrary in the Articles of Organization or the Operating Agreement, transfers, assignments, or other dispositions of membership interests or voting rights must be effectuated in accordance with Section 3611-a(1) of the Public Health Law and implementing regulations.

The Operating Agreement must include provisions to the following effect:

That notwithstanding anything to the contrary in the Articles of Organization or the Operating Agreement, transfers, assignments, or other disposition of membership interests or voting rights must be effectuated in accordance with Section 3611-a(1) of the Public Health Law and implementing regulations;

How the LLC will be managed and that neither the management structure nor the provision setting forth such structure may be deleted, modified or amended without the prior approval of the Department of Health; 

If the LLC is managed by managers who are not members, that the manager may not be changed without the prior approval of the Department of Health; and 

If the LLC will be managed by managers who are not members, that the following powers are reserved to the members:  (i) direct authority to hire or fire the administrator; (ii) independent control of the books and records; (iii) authority over the disposition of assets and the authority to incur on behalf of the agency liabilities not normally associated with the day-to-day operation of an agency; and (iv) independent adoption of policies affecting the delivery of health care services.

Will the LLC be managed by managers who are not members?

 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No

If yes, submit the proposed Management Agreement (see Section I.B of this schedule) between the LLC and the manager, which must include provisions to the following effect:

That the manager may not be changed without the prior approval of the Department of Health; and

That the following powers are reserved to the members:  (i) direct authority to hire or fire the administrator; (ii) independent control of the books and records; (iii) authority over the disposition of assets and the authority to incur on behalf of the agency liabilities not normally associated with the day-to-day operation of an agency; and (iv) independent adoption of policies affecting the delivery of health care services.

Does the LLC intend to issue membership certificates?   FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No

If yes, submit a sample membership certificate including the following legend:  Attachment #     .

“That notwithstanding anything to the contrary in the Articles of Organization or the Operating Agreement, transfers, assignments, or other disposition of membership interests or voting rights must be effectuated in accordance with Section 3611-a(1) of the Public Health Law and implementing regulations.”

N.B. Members of a CHHA applicant that is an LLC not organized in New York must be natural persons.  Otherwise, a New York subsidiary must be organized.

D. Government Entities

Submit documentation of all necessary governing authority approvals for this application.  Attachment #     .

Schedule 21C Attachments

Complete the section labeled “Controlling Persons - All Applicants.”  Then, check the box(es) that apply to your organizational structure and enter the corresponding information for each attached document.  If the document is not applicable, enter “N/A" in the column labeled “Attachment Title.”

	DOCUMENT
	ATTACHMENT TITLE
	ATTACH #
	ELECTRONIC 

FILE NAME*

	CONTROLLING PERSONS - ALL APPLICANTS

	List of Additional Controlling Persons/Parent Entities
	     
	     
	     

	 FORMCHECKBOX 
   CONTROLLING PERSONS - CORPORATIONS

	Certificate of Incorporation 
	     
	     
	     

	Bylaws
	     
	     
	     

	Agreement(s) re: Control Relationship
	     
	     
	     

	Description of Control
	     
	     
	     

	List of Officers, Directors & Stockholders
	     
	     
	     

	 FORMCHECKBOX 
   CONTROLLING PERSONS – LIMITED LIABILITY COMPANIES

	Articles of Organization 
	     
	     
	     

	Operating Agreement
	     
	     
	     

	Agreement(s) re:  Control Relationship
	     
	     
	     

	Description of Control
	     
	     
	     

	List of Managers & Principal Members
	     
	     
	     

	Sample Membership Certificate
	     
	     
	     

	 FORMCHECKBOX 
   MANAGEMENT

	Management Agreement
	     
	     
	     

	List of Directors & Principal Members/Stockholders of Management Entity
	     
	     
	     

	 FORMCHECKBOX 
   AFFILIATIONS

	Organizational Chart
	     
	     
	     

	 FORMCHECKBOX 
   GOVERNMENT ENTITIES
	

	Documentation of Government Approvals for Application
	     
	     
	     

	OTHER ATTACHMENTS (SPECIFY)

	     
	     
	     
	     

	     
	     
	     
	     



*  PDF Format Preferred

Schedule 21D – CHHA/LTHHCP Operating Costs

For Establishment and/or Construction Requiring Full/Administrative Review.

Section I Summary of Operating Costs

General Instructions

Both Certified Home Health Agencies (CHHAs) and Long Term Home Health Care Programs (LTHHCPs) should complete Section I summarizing the operating cost information for the proposed project. Information concerning costs should be consistent with costs reported on the HCFA-1728 for Medicare reimbursement. Complete only those line items that apply to your agency and/or your project (prorate salaries when applicable). New CHHAs as well as LTHHCPs should project operational costs for the first and third years of operation. 

Organizations applying for establishment as a CHHA should also complete Section II. Organizations applying for certification as a home health agency should also report current costs of existing operations. 

All applicants proposing to initiate a LTHHCP must complete Section III.

For any agencies or programs based in a facility certified under Article 28, enter the step-down costs of the parent facility as appropriate. 
Table 21D - 1 Summary of Operating Costs
	
	Present Costs -

If Applicable
	Operational Cost

First Year
	Operational Cost Third Year

	1. Salaries
	     
	     
	     

	a. Director/Administrator (for LTHHCP prorate)
	     
	     
	     

	b. Director of Patient Services
	     
	     
	     

	c. Coordinator (LTHHCP only)
	     
	     
	     

	d. Consultants
	     
	     
	     

	e. Supervisors
	     
	     
	     

	f. Professional nurses providing generalized services
	     
	     
	     

	g. Specialists – PT, OT, SP, etc.
	     
	     
	     

	h. Home Health Aides
	     
	     
	     

	i. Clerical Staff
	     
	     
	     

	j. Others (specify) - Housekeeping Program
	     
	     
	     

	k. Total Fringe
	     
	     
	     

	2. Transportation Costs (Items a-f)
	     
	     
	     

	a. Automobile operating costs
	     
	     
	     

	b. Automobile insurance
	     
	     
	     

	c. Automobile depreciation (furnish details)
	     
	     
	     

	d. Gains or losses on sale or disposal of automobiles
	     
	     
	     

	e. Automobile allowances paid to staff members
	     
	     
	     

	f. Other (specify)
	     
	     
	     

	3. Services Purchased From Other Agencies Or Under Arrangements (contract services)
	     
	     
	     

	4. Medical And Nursing Supplies (including non-depreciable equipment)
	     
	     
	     

	5. Space Occupancy Costs (total items a-f)
	     
	     
	     

	a. Rent
	     
	     
	     

	b. Heat and Light
	     
	     
	     

	c. Maintenance and repairs
	     
	     
	     

	d. Taxes
	     
	     
	     

	e. Depreciation if building owned or donated (furnish details)
	     
	     
	     

	f. Other (specify)
	     
	     
	     

	6. Office Costs
	     
	     
	     

	a. Stationery and printing
	     
	     
	     

	b. Telephone and telegraph
	     
	     
	     

	c. Postage
	     
	     
	     

	d. Other (specify)
	     
	     
	     
	     

	7. Other General Costs
	     
	     
	     

	a. Depreciation on furniture and equipment (furnish details)
	     
	     
	     

	b. Legal and accounting fees
	     
	     
	     

	c. Laundry
	     
	     
	     

	d. In-service and staff education
	     
	     
	     

	e. Insurance (other than automobile)
	     
	     
	     

	8. Cost For Space Occupancy, Office And Other General Costs, Fringe Benefits, Etc. Not Identifiable And Not Included In Items 1-7
	     
	     
	     

	Total
	     
	     
	     


Section II - CHHA Operating Costs

This section is to be completed by those organizations requesting establishment of a CHHA. 

Table 21D-2 Certified Home Health Agency Allocation of Operating Costs  - Instructions:

Table 21D-2 provides the operating cost data needed to derive cost per direct service work unit. Cost information should be consistent with information on Table 21D -1.

· Column A - Provide total dollar amounts by cost category from Table 21D-1.  Columns B through I should equal the total in column A.

· Column B - Enter costs that cannot be identified to a specific discipline.

· Column C through I - Enter costs that can be identified to a specific discipline. 

· Line 10 - To calculate the percent: Column B Line 9 / Sum of Lines 1 & 2 in Columns C through I apply the rates to Line 1 of each column C through I. 

· Line 11 - To calculate percent: Administrative Salaries in Line 1 Column B / All other salaries in Line 1, Columns C through I apply the rates to Line 1 of each column C through I
· Line 12 - Total columns C through I

· Line 13 - Enter the number of projected visits for each discipline. Professional services should be reported by visits.

· Line 14 - Enter the number of projected hours for each discipline where appropriate Paraprofessional services only should be reported by hours.

· Line 15 - Cost Per visit: divide line 12 by line 13 where necessary.
· Line 16 - Cost Per visit: divide line 12 by line 15 where necessary.
Table 21D-2 Certified Home Health Agency Allocation of Operating Costs  - Year 1

	Classification of Costs
	 
	Costs un-identified with Specific Discipline
	Costs Identifiable to Specific Discipline

	 
	Total All Disciplines Sum(B thru I)
	
	Skilled Nursing Care
	Physical Therapy
	Speech Therapy
	Occupational Therapy
	Medical Social Services
	Home Health Aides
	Other (Specify)

	 
	 
	 
	 
	 
	 
	 
	 
	 
	     

	 
	A
	B
	C
	D
	E
	F
	G
	H
	I

	1.  Salaries and Fringe Benefits
	     
	     
	     
	     
	     
	     
	     
	     
	     

	2.  Contracted Services
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Total Salaries plus contracted services
	     
	     
	     
	     
	     
	     
	     
	     
	     

	3.  Transportation Costs
	     
	     
	     
	     
	     
	     
	     
	     
	     

	4.  Medical & Nursing Supplies
	     
	     
	     
	     
	     
	     
	     
	     
	     

	5.  Space Occupancy Costs
	     
	     
	     
	     
	     
	     
	     
	     
	     

	6.  Office Costs
	     
	     
	     
	     
	     
	     
	     
	     
	     

	7.  Other General Costs
	     
	     
	     
	     
	     
	     
	     
	     
	     

	8.  Other Costs not incl. in items 1-7, Section I, Item 8
	     
	     
	     
	     
	     
	     
	     
	     
	     

	9.  Total Cost (excluding salaries) Sum of Lines 2 - 8
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Computed Costs for specific discipline as % of Total All Disciplines 8
	     
	     
	     
	     
	     
	     
	     
	     
	     

	10.  Amount of unidentified costs to be charged to each discipline.  Apply ratio in Col. B to Lines 1 and 3 on each column C through I.
	     
	        

     
	     
	     
	     
	     
	     
	     
	     

	11. a Administrative Salaries to be allocated 
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     b. Other Salaries to be allocated 
	     
	     
	     
	     
	     
	     
	     
	     
	     

	12.  Total Costs by discipline (sum of 1, 9, 10, and 11)
	     
	     
	     
	     
	     
	     
	     
	     
	     

	13.  Projected number of visits
	     
	     
	     
	     
	     
	     
	     
	     
	     

	14.  Projected number of   hours
	     
	     
	     
	     
	     
	     
	     
	     
	     

	15.  Projected cost per visit 
	     
	     
	     
	     
	     
	     
	     
	     
	     

	16.  Projected cost per hour 
	      
	     
	     
	     
	     
	     
	     
	     
	     


Table 21D-2 Certified Home Health Agency Allocation of Operating Costs  - Year 3

	Classification of Costs
	 
	Costs un-identified with Specific Discipline
	Costs Identifiable to Specific Discipline

	 
	Total All Disciplines Sum(B thru I)
	
	Skilled Nursing Care
	Physical Therapy
	Speech Therapy
	Occupational Therapy
	Medical Social Services
	Home Health Aides
	Other (Specify)

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	A
	B
	C
	D
	E
	F
	G
	H
	I

	1.  Salaries and Fringe Benefits
	     
	     
	     
	     
	     
	     
	     
	     
	     

	2.  Contracted Services
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Total Salaries plus contracted services
	     
	     
	     
	     
	     
	     
	     
	     
	     

	3.  Transportation Costs
	     
	     
	     
	     
	     
	     
	     
	     
	     

	4.  Medical & Nursing Supplies
	     
	     
	     
	     
	     
	     
	     
	     
	     

	5.  Space Occupancy Costs
	     
	     
	     
	     
	     
	     
	     
	     
	     

	6.  Office Costs
	     
	     
	     
	     
	     
	     
	     
	     
	     

	7.  Other General Costs
	     
	     
	     
	     
	     
	     
	     
	     
	     

	8.  Other Costs not incl. in items 1-7, Section I, Item 8
	     
	     
	     
	     
	     
	     
	     
	     
	     

	9.  Total Cost (excluding salaries) Sum of Lines 2 - 8
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Computed Costs for specific discipline as % of Total All Disciplines 8
	     
	     
	     
	     
	     
	     
	     
	     
	     

	10.  Amount of unidentified costs to be charged to each discipline.  Apply ratio in Col. B to Lines 1 and 3 on each column C through I.
	     
	       
	     
	     
	     
	     
	     
	     
	     

	11. a Administrative Salaries to be allocated 
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     b. Other Salaries to be allocated 
	     
	     
	     
	     
	     
	     
	     
	     
	     

	12.  Total Costs by discipline (sum of 1, 9, 10, and 11)
	     
	     
	     
	     
	     
	     
	     
	     
	     

	13.  Projected number of visits
	     
	     
	     
	     
	     
	     
	     
	     
	     

	14.  Projected number of   hours
	     
	     
	     
	     
	     
	     
	     
	     
	     

	15.  Projected cost per visit 
	     
	     
	     
	     
	     
	     
	     
	     
	     

	16.  Projected cost per hour 
	     
	     
	     
	     
	     
	     
	     
	     
	     


Section III - Long Term Home Health Care Program Operating Costs
 All applicants proposing to initiate an LTHHCP must complete this section. 

 Please note that the budget submitted must reflect the total capacity of the proposed LTHHCP and include costs for all required services. 

Table 21D-3 (former A1) Long Term Home Health Care Program Personal Services - Salaries and Wages.  Instructions:

Instructions: Enter the salaries or portion thereof for all personnel performing work within each of the specific LTHHCP cost centers (lines 1 through 15) in accordance with the titles shown in the column headings. Include Audiology with Speech Pathology if the therapist has dual qualifications. Otherwise enter contract costs on line 1 (Administration) under column H (All Other).

Although a discrete rate will not be set for patient assessments, the costs (previously considered in administrative expense) must be identified, and reported separately on line 3. Patient assessment costs are defined as: "the direct costs of personnel employed by the facility that is related to the time and involvement in the initial determination of each patient's eligibility for participation in the LTHHCP and the subsequent 120-day reassessments."

The salaries of individuals functioning within two or more cost centers must be split between the appropriate cost centers. For example, if an administrator or director will be performing patient assessment 25% of the time, 75% of the salary should be entered on line 1 (Administrative) and 25% of the salary entered on line 3 (Patient Assessment).

NOTE:
The preparation of Table 21D-7 prior to or in conjunction with Table 21D-3 may simplify the completion of both tables.

Columns A-E -Self Explanatory

Column F - Therapists - includes Physical Therapy (line 5), Speech Pathology (line 6), Occupational Therapy  (line 7) and Medical Social Services (line 12).

Column G -Self Explanatory

Column H - All Other - includes clerical staff, Homemaker, Housekeeper, Personal Care Services, Nutrition and Respiratory Therapy.

Transfer total Column I lines 1-16 to Table 21D-9 Column 1. 
Name of Program:      
Table 21D-3 (former A-1) Personal Services- Salaries & Wages
	
	Admin./

Director of

Facility


	Director

Coordinator

of Patient

Services


	Consultant


	Supervisors


	Nurses


	Therapists


	Home Health

Aides


	All

Other


	Total

9

	
	a
	b
	c
	d
	e
	f
	g
	h
	i

	1. Administrative
	     
	     
	     
	     
	     
	     
	     
	     
	     

	2. Unidentified to Specific Functions
	     
	     
	     
	     
	     
	     
	     
	     
	     

	3. Patient Assessment
	     
	     
	     
	     
	     
	     
	     
	     
	     

	4. Nursing
	     
	     
	     
	     
	     
	     
	     
	     
	     

	5. Physical Therapy
	     
	     
	     
	     
	     
	     
	     
	     
	     

	6. Speech Pathology
	     
	     
	     
	     
	     
	     
	     
	     
	     

	7. Occupational Therapy
	     
	     
	     
	     
	     
	     
	     
	     
	     

	8. Home Health Aide
	     
	     
	     
	     
	     
	     
	     
	     
	     

	9. Homemaker
	     
	     
	     
	     
	     
	     
	     
	     
	     

	10. Housekeeper
	     
	     
	     
	     
	     
	     
	     
	     
	     

	11. Personal Care
	     
	     
	     
	     
	     
	     
	     
	     
	     

	12. Medical Social Service
	     
	     
	     
	     
	     
	     
	     
	     
	     

	13. Nutrition
	     
	     
	     
	     
	     
	     
	     
	     
	     

	14. Respiratory Therapy
	     
	     
	     
	     
	     
	     
	     
	     
	     

	15. Other: Specify
	     
	     
	     
	     
	     
	     
	     
	     
	     

	16: Total
	     
	     
	     
	     
	     
	     
	     
	     
	     


Certified Home Health Agency And Long Term Home Health Care Program Application for Establishment/Construction

Table 21D-4   (Former A-2) Personal Services- Employee Benefits
Instructions:  Enter all payroll-related employee benefits in the same manner as used for reporting salaries and wages on 
Table 21D-3.  Transfer total Column 9 lines 1-16 to Table C Column 2

Name of Program:      
	 
	Admin./ Director of Facility
	Director of Patient Services
	Consultant
	Supervisors
	Nurses
	Therapists
	Home Health Aides
	All other
	Total

	
	A
	B
	C
	D
	E
	F
	G
	H
	I

	1. Administrative
	
	
	
	
	
	
	
	
	

	2. Unidentified to Specific Functions
	
	
	
	
	
	
	
	
	

	3. Patient Assessment
	
	     
	
	
	
	
	
	
	

	4. Nursing
	
	
	
	
	
	
	
	
	

	5. Physical Therapy
	
	
	
	
	
	
	
	
	

	6. Speech Pathology
	
	
	
	
	
	
	
	
	     

	7. Occupational Therapy
	
	
	
	
	
	
	
	
	

	8. Home Health Aide
	
	
	
	
	
	
	
	
	

	9. Homemaker
	
	
	
	
	
	
	
	
	

	10. Housekeeper
	
	
	
	
	
	
	
	
	

	11. Personal Care
	
	
	
	
	
	
	
	
	

	12. Medical Social Service
	
	
	
	
	
	
	
	
	

	13. Nutrition
	
	
	
	
	
	
	
	
	

	14. Respiratory Therapy
	
	
	
	
	
	
	
	
	

	15. Other: Specify
	
	
	
	
	
	
	
	
	

	16: Total
	
	
	
	
	
	
	
	
	


Certified Home Health Agency And Long Term Home Health Care Program Application for Establishment/Construction

Table 21D-5  (Former Schedule A-3) Personal Services- Contracted/Purchased Services

Instructions: Include only the costs of services to be provided to patients by other agencies/individuals under contract. Do not include services such as cleaning, bookkeeping, computer services and other services not directly related to patient care. Include Audiology with Speech Pathology if they are contracted as a combined service; otherwise enter contract costs on line 1 (Administration) under column 8 (All Other).

Transfer total Column 9 lines 1-16 to Table C Column 3.

Name of Program:      
Report Period:      
	 
	Admin./ Director of facility
	Director of Patient Services
	Consultant
	Supervisors
	Nurses
	Therapists
	Home Health Aides
	All other
	Total

	
	A
	B
	C
	D
	E
	F
	G
	H
	I

	1. Administrative
	
	
	
	
	
	
	
	
	

	2. Unidentified to Specific Functions
	
	
	
	
	
	
	
	
	

	3. Patient Assessment
	
	
	
	
	
	
	
	
	

	4. Nursing
	
	
	
	
	
	
	
	
	

	5. Physical Therapy
	
	
	
	
	
	
	
	
	

	6. Speech Pathology
	
	
	
	
	
	
	
	
	

	7. Occupational Therapy
	
	
	
	
	
	
	
	
	

	8. Home Health Aide
	
	
	
	
	
	
	
	
	

	9. Homemaker
	
	
	
	
	
	
	
	
	

	10. Housekeeper
	
	
	
	
	
	
	
	
	

	11. Personal Care
	
	
	
	
	
	
	
	
	

	12. Medical Social Service
	
	
	
	
	
	
	
	
	

	13. Nutrition
	
	
	
	
	
	
	
	
	

	14. Respiratory Therapy
	
	
	
	
	
	
	
	
	

	15. Other: Specify
	
	
	
	
	
	
	
	
	

	16: Total
	
	
	
	
	
	
	
	
	


* Include services for which a rate is not set by OHSM

Table 21D-6  (former Schedule A-4) Other Than Personal Services - Instructions:

This table provides for reporting all operating costs not included in the Personal Services Tables 21D-3, 21D-4, and 21D-5. Except for salaries, travel and possibly specific supplies, detailed cost data may not be available. However, if the costs for the various services are to be maintained in separate accounts, enter the costs in the specific cost centers (line 1-15) in the appropriate columns. Enter costs that cannot be identified with a specific cost center, or that are chargeable to the agency as a whole, on line 2 (Unidentified to Specific Function), in the appropriate columns.

· Transportation (Column A) - Record the cost of transportation for staff members only, and not patient transportation, include automobile operating costs, insurance and depreciation, automobile allowances paid to staff, public transportation and car rental. 

· Medical Supplies (Column B) - Include only supplies routinely carried by staff in order to carry out their home visiting functions. Do not include the cost of supplies for which a separate charge is made.

· Space Occupancy Costs (Column C) - Includes rent, heat, lights, maintenance and repairs, taxes, depreciation on building, amortization of leasehold improvements and other related expenses.

· Office Costs (Column D) - Include costs relative to the LTHHCP only, stationery and printing, telephone, postage etc. 

· Other General Costs (Column E) - Include depreciation on office equipment and other depreciable items not included under transportation or space occupancy, dues and subscriptions, legal and accounting fees, in-service and staff education, insurance (other than automobile), and the cost of equipment furnished to patients (include depreciation and maintenance of loan closet items available for use by patients). Do not include the cost of equipment furnished to patients for which a separate charge is to be made.

· Other Costs not Identifiable and not Included in Columns 1-5 (Column F) - Include the appropriate portion of costs incurred by the facility for services maintained by the organization for its component parts (such as the LTHHCP), which may include the cost of such services as computer services, general administrative costs, record storage etc. 

In addition, costs incident to the start-up period should be included here. Start-up costs are those costs incurred during the development period prior to the time the first patient is admitted for treatment. These start-up costs should be capitalized as deferred charges and amortized over a period of 60 months, starting with the month in which the first patient was admitted (provide details on separate attachment). Any costs properly identifiable as organization costs or capitalized as construction costs must be appropriately classified as such and excluded from start-up costs.

· If depreciation expense is reported in this table, attach a separate document with details of depreciation expense.

· Transfer totals Column G line 1-16 to Table 21D-9 Column 4. Transfer amounts from line 2, columns A through G of this table to Table 21D-12 as indicated.

Table 21D-6  (former Schedule A-4) Other Than Personal Services
Name of Program:            
Reporting period: from        to       
	 
	Transportation
	Medical Supplies
	Space occupancy
	Office Costs
	Other General
	Other Costs Not Identifiable and not included in Cols. 1-5
	Total

	
	A
	B
	C
	D
	E
	F
	G

	1. Administrative
	
	
	
	
	
	
	

	2. Unidentified to Specific Functions
	
	
	
	
	
	
	

	3. Patient Assessment
	
	
	
	
	
	
	

	4. Nursing
	
	
	
	
	
	
	

	5. Physical Therapy
	
	
	
	
	
	
	

	6. Speech Pathology
	
	
	
	
	
	
	

	7. Occupational Therapy
	
	
	
	
	
	
	

	8. Home Health Aide
	
	
	
	
	
	
	

	9. Homemaker
	
	
	
	
	
	
	

	10. Housekeeper
	
	
	
	
	
	
	

	11. Personal Care
	
	
	
	
	
	
	

	12. Medical Social Service
	
	
	
	
	
	
	

	13. Nutrition
	
	
	
	
	
	
	

	14. Respiratory Therapy
	
	
	
	
	
	
	

	15. Other: Specify
	
	
	
	
	
	
	

	16: Total
	
	
	
	
	
	
	


Table 21D-7 (Former Schedule B-1)
Allocation of Total FTEs to LTHHCP Cost Centers - Instructions
Application for Establishment/Construction

Full-time equivalents are to be calculated on the basis of the sum of all hours for which employees will be paid, divided by 2,080 hours, rounded off to 2 decimal places (00.00).
Separate FTEs are to be calculated and identified for staff personnel as well as for service provided by contract.

Determine the total number of hours, for staff and/or purchased services, for the employee(s) functioning under each of the titles listed on lines 1-17 during the 12 month report period. Divide by 2,080 hours and enter the results in Column A, lines 1-17. Identify staff FTEs with the prefix "D" and contracted service FTEs with the prefix "C".

Columns B through O provide space to allocate the total FTEs for each title to the appropriate LTHHCP cost centers. For some of the titles the allocation will simply be the transfer of the total FTEs to a single cost center (e.g. Homemakers Column A line 11 to Column H line 11). However, where personnel in a job title function under two or more cost centers an allocation must be made. For example, is an administrator or director also performs patient assessment 25% of the time, 75% of the FTE should be entered on line 1, column B (Administrative) and 25% of the FTE entered on line 1, column C (Patient Assessment). The same principle will also apply to those titles where more than one person is in the title and only one may function under more than one cost center. For example, line 6 would have the following entries: Column A - 02.00, column C - 00.50 and column D - 01.50.

Table 21D-7 (Former Schedule B-1)
Allocation of Total FTEs to LTHHCP Cost Centers

Name of Program:      
	  
	Total


	Adminis-trative


	Patient Assess-ment


	Nursing


	Physical Therapy


	Speech Pathology


	Occupational Therapy


	Home Health Aide


	Home

Maker
	House-keeper


	Personal Care


	Medical Social Services


	Nutrition


	Respiratory Therapy


	Other



	
	A
	B
	C
	D
	E
	F
	G
	H
	I
	J
	K
	L
	M
	N
	O

	1. Administrator
	
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	2. Other Administrative (Account, Clerical, Steno, etc.)
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	3. Director/ Coordinator of Services
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	4. Consultants
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	5. Supervisors
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	6. Nurses
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	7. Physical Therapists
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	8. Speech Pathologists
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	9. Occupational Therapists
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	10. Home Health Aides
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	11. Homemakers
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	12. Housekeepers
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	13. Personal Care Aides
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	14. Medical Social Workers
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	15. Nutritionists
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	16. Respiratory Therapy
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	17. Other (Specify)
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     


Table 21D-8 (Former Schedule B-2) - Summary of Arrangement for Purchased Services Long Term Home Health Care Program Other Than Personal Services
Instructions: Enter the vendor/contractor name and address and indicate in the appropriate column(s) the amount per visit or hourly payment to be made in accordance with the agreement as well as the estimated number of related visits/hours of service provided for the period of this budget.

	Vendor/ Contractor

(Name & Address)
	Effective Period

(m/d/yyyy)
	Nursing Visit


	P.T. Visit


	Speech Path.


	Occup. Therapy Visit


	HHA Hour


	Home Maker Hour


	House Keeper Hour


	Personal Care


	M.S.S. Visit


	Nutrit.

Visit


	Respir.

Therapy

Visit



	
	From
	To
	C
	D
	E
	F
	G
	H
	I
	J
	K
	L
	M
	

	1. Name and address
	     

	Terms Amount
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Number of Visits/ Hours 
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Current Terms
	
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	2. Contractor Name and address
	     

	Terms Amount
	       
	      
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Number of Visits/ Hours   
	      
	     
	     
	        
	     
	     
	     
	     
	     
	     
	     

	Current Terms
	
	      
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	3. Contractor Name and address
	     

	Terms Amount
	       
	      
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Number of Visits/ Hours   
	      
	     
	     
	       
	     
	     
	     
	     
	     
	     
	     

	Current Terms
	
	      
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	4. Contractor Name and address
	     

	Terms Amount
	       
	      
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Number of Visits/ Hours   
	      
	     
	     
	       
	     
	     
	     
	     
	     
	     
	     

	Current Terms
	
	      
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     


Table 21D-9 - Summary of Costs and Calculation of Per Visit/Hour Costs 

and Table 21D-10 Basis and Calculation of Cost Allocations

These tables summarize the total projected operating costs of the LTHHCP and provide for the allocation of Administrative, Unidentified and Patient Assessment costs, based on the ratio of visits to total visits. 

Table 21D-9 Former (Schedule C) Long Term Home Health Care Program Other Than Personal Services - Summary of Costs and Calculation of Visit Costs - Instructions:

Enter totals of Columns A, B, C and D for each line (lines 1-16) in Column E.

In order to complete the remaining columns on this table, Table 21D-10 must be complete.

Table 21D-9  (Former Schedule C) Long Term Home Health Care Program Other Than Personal Services - Summary of Costs and Calculation of Visit Costs

	
	
	Salaries & Wages

 
	Employee Benefits


	Contract/ Purchased Services


	All Other


	Total (Cols. 

1-4)


	Alloc. of Adminis. Costs


	Alloc. of Unident. Costs


	Total (Cols. 5-7)


	Alloc. of Patient Assessment Costs


	Total (Cols. 8-10)


	Number of Visits/ Hours


	Avg. Cost Per Visit/ Hours



	
	
	A
	B
	C
	D
	E
	F
	G
	H
	I
	J
	K
	L

	1. Administrative
	099
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	2. Unidentified to Specific Function 
	100
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	3. Patient Assessment
	101
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	4. Nursing
	102
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	5. Physical Therapy
	103
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	6. Speech Pathology
	104
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	7. Occupational Therapy 
	105
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	8. Home Health Aide
	106
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	9. Homemaker
	107
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	10. Housekeeper
	108
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	11. Personal Care
	109
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	12. Medical Social Service  (
	110
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	13. Nutrition
	111
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	14. Respiratory Therapy
	112
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	15. Other (Specify)
	113
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	16. Total
	
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     


Table 21D-10


Column A - Number of Visits - Enter the total number of visits for each service listed on lines 1-15. NOTE: Although rates for Home Health Aide, Homemaker, Housekeeper and Personal Care are established as hourly rates, for the purpose of cost allocation, these services must be reported on Table 21D-10 by visit. Show both house and visits at the bottom of the table, as indicated.


Compute the percentage of each line amount (lines 1-15) to the total (line 16) and enter the results in Column B on the appropriate line (round off percentages to two decimal places 00.00.


Columns C and D - Enter in the space provided in the heading the amounts on Table C Column E, lines 1 and 2. Multiply these amounts by the percentages shown in Column B and enter the results for each respective service on lines 3-15 in the appropriate column (Column C, Administrative and Column 4, Unidentified).

Table 21D-10 (Former Schedule C-1) Basis and Calculation of Cost Allocations - Long Term Home Health Care Program Other Than Personal Services
	
	
	Number of Visits
	% of Visits
	Allocation
	Total Visits
	% of Total
	Allocation

	
	
	A
	B
	C

Administrative & General % Column 2 x 
	D 

Unidentified

% Column 2 x $ __
	E
	F
	G 

Patient Assessment

% Column 6 x 

	Adjustment %
	
	
	
	     
	     
	
	
	

	1. Administrative
	099
	     
	     
	     
	     
	     
	     
	     

	2. Unidentified to Specific Function
	100
	     
	     
	     
	     
	     
	     
	     

	3. Patient Assessment
	101
	     
	     
	     
	     
	     
	     
	     

	4. Nursing

	102
	     
	     
	     
	     
	     
	     
	     

	5. Physical Therapy
	103
	     
	     
	     
	     
	     
	     
	     

	6. Speech Pathology
	104
	     
	     
	     
	     
	     
	     
	     

	7. Occupational Therapy
	105
	     
	     
	     
	     
	     
	     
	     

	8. Home Health Aide
	106
	     
	     
	     
	     
	     
	     
	     

	9. Homemaker
	107
	     
	     
	     
	     
	     
	     
	     

	10. Housekeeper
	108
	     
	     
	     
	     
	     
	     
	     

	11. Personal Care
	109
	     
	     
	     
	     
	     
	     
	     

	12. Medical Social Service 
	110
	     
	     
	     
	     
	     
	     
	     

	13. Nutrition
	111
	     
	     
	     
	     
	     
	     
	     

	14. Respiratory Therapy
	112
	     
	     
	     
	     
	     
	     
	     

	15. Other (Specify)
	113
	     
	     
	     
	     
	     
	     
	     

	16. Total
	
	     
	     
	     
	     
	     
	     
	     


Hrs /Visits Conversions
HHA    .          Hrs. =       Visits

Housekeeper       Hrs. =       Visits





Homemaker      Hrs. =         Visits

Personal Care      Hrs. =       Visits


Table 21D-11 (Former Table D-1) - Table of Costs Allocated to the LTHHCP -Personal Services- Employee Benefits
Enter details of applicable regarding all costs included in this report which have been allocated to the long term home health care program from a hospital, residential health care facility, or certified home health agency.

Are there costs reflected in this report, which are allocated from a hospital, residential health care facility, or certified home health agency to the LTHHCP? (131)   
                                                                                                                                                                                                                                                                                                                                                       FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

If YES, from where are they allocated from? 


Facility Name      
Operating Certificate No.      
 FORMCHECKBOX 
 Hospital       FORMCHECKBOX 
 RHCF 
 FORMCHECKBOX 
  CHHA

List details of cost allocated to LTHHCP:

	Expense Category

A
	Total Expense *

B
	Location on Hospital RHCF or CHHA Cost Report

C
	Expense allocated to LTHHCP

D
	
	Location on LTHHCP Cost Report

E
	Basis of Allocation

F

	     
	     
	     
	     
	(132)
	     
	     

	     
	     
	     
	     
	(133)
	     
	     

	     
	     
	     
	     
	(134)
	     
	     

	     
	     
	     
	     
	(135)
	     
	     

	     
	     
	     
	     
	(136)
	     
	     


*Total expense for category indicated in column 1, as recorded for the hospital, RHCF or CHHA prior to allocation of any portion to LTHHCP.

Table 21D-12: Detail of Costs Unidentifiable to Specific Function

Transfer amount entered in Column A line 2 of Table 21D-6 to line 1 of Table 21D-12

Transfer amount entered in Column B line 2 of Table 21D-6 to line 2 of Table 21D-12

Transfer amount entered in Column C line 2 of Table 21D-6 to line 3 of Table 21D-12

Transfer amount entered in Column D line 2 of Table 21D-6 to line 4 of Table 21D-12

Transfer amount entered in Column E line 2 of Table 21D-6 to line 5 of Table 21D-12

Transfer amount entered in Column F line 2 of Table 21D-6 to line 6 of Table 21D-12

Transfer amount entered in Column G line 2 of Table 21D-6 to line 7 of Table 21D-12

For lines 3-6, the details should be entered in the lines above the total amount.

Refer to page 3 of the instructions for Table 21D-6 for explanation of cost detail to be shown in Table 21D-12

Table 21D-12 - (former D-2) Detail of Costs Unidentified to Specific Function Personal Services - Employee Benefits
1. Total Transportation unidentified to specific function (from Table 21D-6, Line 2, Column A )

 




(137)      
2. Total Medical Supplies unidentified to specific function (from Table 21D-6, Line 2, Column B)

 




(138)      
Space Occupancy

Rent



(129)      

Heat and light


(140)      

Maintenance and Repair
(141)      

Amortz. Leasehold Improv. 
(142)      

Depreciation


(143)      

Other (Specify)

             (144)      
3. Total space occupancy unidentified to specific function (from Table 21D-6, Line 2, Column C )






(145)      
Office Cost

Telephone


(146)      

Office Supplies


(147)      

Other (Specify)


(148)      
4. Total office cost unidentified to specific function (from Table 21D-6, Line 2, Column D)

 
(150)      
Other General Cost

Legal



(131)      

Accounting


(132)      

Insurance


(133)      

Depreciation


(134)      

Other (Specify)


(135)      

Other (Specify)


(136)      
5. Total other general unidentified to Specific function (from Table 21D-6, Line 2, Column F)


(157)      
Table 21D-12 - Detail of Costs Unidentified to Specific Function Personal Services - Employee Benefits

Other Costs


Amortization start-up costs
(158)      

(Specify)


(159)      

(Specify)


(160)      
6. Total other costs unidentified to specific function (from Table 21D-6, Line 2, Column G)


(161)      
7.  Total other costs unidentified to specific function (from Table 21D-6, Line 2, Column H)






(162)      
Table 21D-13 - (Former D-3) DSS Waivered Services Cost Identification, Personal Services - Employee Benefits 

Enter breakdown requested on waivered services, if any, on lines 1-7 of this table.

Rates for services listed on this table are set by the Department of Social Services and therefore direct costs related to them should not be included on Tables 21D-3, 21D-6 or 21D-9. These direct costs should not be included in services for which the rates are promulgated by the Department of Health.

Does the information contained in long term home health care cost report include costs for any of the following services?   Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

 If yes, please provide the total dollar amount and its location on this long-term home health care cost report.

	
	Cost Included
	Cost Not Included
	Total Amount
	Page
	Location Line
	Column

	
	A
	B
	C
	D
	E
	F

	1. Respite care (provided by a SNF, HRF, nurse, home health aide, personal care worker, homemaker, housekeeper)
	     
	     
	     
	     
	     
	     

	2. Moving Assistance
	     
	     
	     
	     
	     
	     

	3. Congregate or home delivered meals
	     
	     
	     
	     
	     
	     

	4. Social day care
	     
	     
	     
	     
	     
	     

	5. Social transportation
	     
	     
	     
	     
	     
	     

	6. Housing improvement (e.g. installation of handrails and ramps, door widening)
	     
	     
	     
	     
	     
	     

	7. Home maintenance (e.g. heavy cleaning, yard work, 

emergency alarm response system, telephone modification)
	     
	     
	     
	     
	     
	     


Table 21D-14 - (Former E-1) Detail of FTE's and Salaries/Wages Attributable to Case Management Function Personal Services-Employee Benefits
This table will provide the data necessary to determine the cost of case management services.

Case management is broken down into six functions: intake, assessment, service prescription, service acquisition, service coordination and monitoring, and patient monitoring and reassessment. 

Intake - Intake encompasses the activities necessary to identify potential patients, and receive and screen referrals. Outreach activities, for example community education and governmental relations and interfacing with sources of referrals such as hospital discharge planners, is part of intake. The initial screening of referrals and assistance provided to potential patients to facilitate Medicaid eligibility is also considered intake.

Assessment - Assessment is the process of collecting, integrating and analyzing whatever data is necessary to develop a care plan. Assessment includes both the medical assessment (the completion of the DMS-1 or its successor) and the home assessment (the completion of the Home Assessment Abstract or an approved equivalent). Any evaluation or assessments performed by specialists in order to determine care needs, such as evaluations by occupational or physical therapists, are also considered assessment.

Service Prescription - Service prescription if the development, coordination and initiation of patient-specific treatment goals and service parameters. It includes the development of the Summary of Service Requirements with is a listing of the types, frequency, and amounts of services which will be necessary to maintain the patient at home in accordance with the physician's orders and the joint assessment. This listing can be found on the Home Assessment Abstract and should represent all the services - medical, nursing, social work, therapies, health aide, personal care, homemaking, housekeeping, drugs, and all other support services - which will be "packaged" as part of the total service plan to be delivered to the patient. It also includes the development of the Plan of Care, an internal, practical clinical document (developed by the LTHHCP) describing the care to be given the patient. This plan of care, based on the summary of service requirements, is drawn up by the nurse from the LTHHCP, includes goals and objectives for the patient and the staff and outlines the methodology and procedures which will be employed to reach these goals. Service prescription also includes negotiations and discussions with the local DSS social worker concerning the care plan and the budget.

Service Acquisition - Service Acquisition encompasses all the activities necessary to ensure that the required services are obtained and initiated as prescribed in the care plan. Arranging for the patient's transportation to and from a service provider is considered part of this case management function, as is arranging for any service to family and other informal supports that facilitate their continued provision of assistance to informal supports that facilitate their continued provision of assistance to the patient. Obtaining prior approval from the LDSS or area OHSM for durable equipment and other waivered services is also considered service acquisition.

Service Coordination and Monitoring - Service coordination and monitoring is the day-to-day oversight and management of service delivery. It is the active gathering of information to ensure that appropriate and timely services are delivered as described in the care plan. Service monitoring and coordination encompasses:

a.  Assuring via the nursing plan of care, that the physician's orders are carried out, that care is documented, and that medical orders are renewed as required. 

b.  Providing supervision to persons providing home health aide and personal care services. This includes 
evaluating the ability of these persons to relate well to patients and to work effectively as a member of a 
team of health workers with particular attention to being able to carry out the plan of care. 

Patient Monitoring and Reassessment - Patient monitoring and reassessment is the routine oversight of the patient to detect and document any changes in his/her condition and environment. It includes continuous and frequent observation of the relationships between the patient and his/her environment and formal/informal sources of care to ensure that treatment goals and the plan of care remain appropriate to the patient and his/her surroundings. Reassessment refers to any activities necessary to evaluate the patient and the appropriateness of the plan of care, and includes but is not limited to the formal complete reassessment performed every 120 days, and any re-evaluations by occupational or physical therapists and other specialists to determine the continued necessity and appropriateness of their services.

In completing Table 21D-14, please note that estimates may be provided since actual cost data are not available. The time and cost of any record-keeping activity and travel performance as part of a case management function should be included in the table on the line appropriate to the particular case management function.

The following data are required for each of the six functions:

SYMBOL 183 \f "Symbol" \s 10 \h Type of personnel (e.g. nurse or home health aide) performing functions, expressed in terms of full time equivalents (FTEs).

SYMBOL 183 \f "Symbol" \s 10 \h For each type of personnel, total salaries/wages for the FTEs performing the case management function.

SYMBOL 183 \f "Symbol" \s 10 \h The page number, line number, and column number for the corresponding salary/wage entry on Tables 21D-3, 21D-4 and 21D-5.
Table 21D-14 - Detail of FTE's and Salaries/Wages Attributable to Case Management Function Personal Services-Employee Benefits
	
	Nurse Supervisors
	Nurses
	Social Workers
	Other (Specify)

	
	Total FTEs

A
	Total Salaries Wages

B
	Where Reported

C
	Total FTEs

D
	Total Salaries Wages

E
	Where Reported

F
	Total FTEs

G
	Total Salaries Wages

H
	Where Reported

I
	Total FTEs

J
	Total Salaries Wages

K
	Where Reported

L

	Intake
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Assessment
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Service prescription and care 

plan development
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Service acquisition
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Service monitoring
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Patient monitoring and 

reassessment
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Totals for all case management functions
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     


If this table is completed using estimates, please describe the basis of the estimates:

     
Operating Costs

 Table 21D-14 Continued Detail of FTE's and Salaries/Wages Attributable to Case Management Function 

Personal Services-Employee Benefits

	
	Other (Specify)


	Other (Specify)


	Total for All Personnel with Case Management Functions

	
	Total FTEs

M
	Total Salaries Wages

N
	Where Reported

O
	Total FTEs

P
	Total Salaries Wages

Q
	Where Reported

R
	Total FTEs

S
	Total Salaries/

Wages

T

	Intake
	     
	     
	     
	     
	     
	     
	     
	     

	Assessment
	     
	     
	     
	     
	     
	     
	     
	     

	Service prescription and care 

plan development
	     
	     
	     
	     
	     
	     
	     
	     

	Service acquisition
	     
	     
	     
	     
	     
	     
	     
	     

	Service monitoring
	     
	     
	     
	     
	     
	     
	     
	     

	Patient monitoring and 

reassessment
	     
	     
	     
	     
	     
	     
	     
	     

	Totals for all case management functions
	     
	     
	     
	     
	     
	     
	     
	     


If this table is completed using estimates, please describe the basis of the estimates:

     
Schedule 21E - CHHA/LTHHCP Projected Operating Revenue 
Table 21E - 1 CHHA/LTHHCP Projected Operating Revenue For Year 1
	Payment Source
	Nursing


	Physical Therapy


	Occup. Therapy


	Speech

Path.


	Medical

Social

Srvcs


	Home

Health

Aide


	Home-maker


	House-

keeper


	Personal Care


	Nutrit.

Visits
	Resp.

Therapy


	Other

(Specify)
	Total in thousands

	Commercial
	Fee for Service
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	
	Managed Care
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Medicare
	Fee for Service
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	
	Managed Care
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Medicaid
	Fee for Service
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	
	Managed Care
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Private Pay
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	OASAS
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	OMH
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Charity Care
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Bad Debt
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	All Other
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Total
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     


Table 21E - 1 CHHA/LTHHCP Projected Operating Revenue For Year 3
	Payment Source
	Nursing
	Physical Therapy
	Occup. Therapy
	Speech

Path.
	Medical

Social

Srvcs
	Home

Health

Aide
	Home-maker
	House-

keeper
	Personal Care
	Nutrit.

Visits
	Resp. Therapy
	Other

(Specify)
	Total in thousands

	Commercial
	Fee for Service
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	
	Managed Care
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Medicare
	Fee for Service
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	
	Managed Care
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Medicaid
	Fee for Service
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	
	Managed Care
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Private Pay
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	OASAS
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	OMH
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Charity Care
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Bad Debt
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	All Other
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Total
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     


Schedule 21F - CHHA/LTHHCP Projected Utilization
 
Table 21F - 1 Utilization Projections for Year 1

	Payment Source
	Nursing
	Physical Therapy
	Occup. Therapy
	Speech

Path.
	Medical

Social

Srvcs
	Home

Health

Aide
	Home-maker
	House-

keeper
	Personal Care
	Nutrition

Visits
	Resp. Therapy
	Medical Supplies/

Appliances
	Other (Specify)
	Total Visits
	Total Hours

	
	Units 
	Visits
	Visits
	Visits
	Visits
	Visits
	Hours
	Visits
	Hours FORMCHECKBOX 
 

Visits FORMCHECKBOX 

	Hours FORMCHECKBOX 
 

Visits FORMCHECKBOX 

	Visits
	Visits
	     
	     
	Visits
	Hours

	Commercial
	Fee for Service
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	
	Managed Care
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Medicare
	Fee for Service
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	
	Managed Care
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Medicaid
	Fee for Service
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	
	Managed Care
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Private Pay
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	OASAS
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	OMH
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Charity Care
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Bad Debt
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	All Other
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Total
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     


Table 21F - 1 Utilization projections for Year 3

	Payment Source
	Nursing
	Physical Therapy
	Occup. Therapy
	Speech

Path.
	Medical

Social

Srvcs.
	Home

Health

Aide
	Home-maker
	House-

keeper
	Personal Care
	Nutrition

Visits
	Resp. Therapy
	Medical supplies/

Appliances
	Other (Specify)
	Total Visits
	Total Hours
	

	
	Units 
	Visits
	Visits
	Visits
	Visits
	Visits
	Hours
	Visits
	Hours  FORMCHECKBOX 
 

Visits  FORMCHECKBOX 

	Hours  FORMCHECKBOX 
 

Visits  FORMCHECKBOX 

	Visits
	Visits
	     
	     
	Visits
	Hours
	

	Commercial
	Fee for Service
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	

	
	Managed Care
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	

	Medicare
	Fee for Service
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	

	
	Managed Care
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	

	Medicaid
	Fee for Service
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	

	
	Managed Care
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	

	Private Pay
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	

	OASAS
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	

	OMH
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	

	Charity Care
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	

	Bad Debt
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	

	All Other
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	

	Total
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	


Schedule 21G - Additional Legal Information for CHHA Ownership Transfers

Instructions

Article 36 applicants seeking establishment approval for a change of ownership through an ownership interest transfer, change in member or change in controlling person must complete this schedule, as follows:

All applicants must complete Section I.

Applicants that are general partnerships must complete Section II.

Applicants that are not-for-profit corporations must complete Section III.

Applicants that are business corporations must complete Section IV.

Applicants that are limited liability companies (LLC) must complete Section V.

N.B.  Whenever a requested legal document has been amended, modified or restated, all amendments, modifications and/or restatements should also be submitted.

I. All Applicants

For purposes of this application, a “controlling person” is one who exercises control over the CHHA by directing or causing the direction of the actions, management or policies of the agency, whether through the ownership of voting securities or voting rights, electing or appointing directors, the direct or indirect determination of policies, or otherwise.  Full disclosure of the CHHA operator (in Schedule 3B), as well as the governing bodies of each immediate, intermediate and ultimate parent or member entity of the CHHA is required since these entities/persons possess direct or indirect operational authority over the CHHA.  This includes directors (if a corporation), managers (if an LLC) and principal stockholders (if a business corporation), as well as both active and passive parent/member corporations.

Submit two organizational charts that depict the applicant’s relationship to all sister and subsidiary entities, as well as all immediate, intermediate and ultimate parent/member entities, before and after the ownership transfer.  

Attachments #      and #     .

N.B.  As indicated in Schedule 1C, the Department must receive documentation from the appropriate state regulatory agency that all health care entities affiliated with the applicant or with the applicant’s (new) members, have operated in substantial compliance with all applicable codes, rules and regulations.  Ensure that a list of such agencies is included with this application (See Schedule 1C) and refer to Schedule 2D for instructions on how to obtain this information for facilities located outside of New York State.

If the ownership of the CHHA is being transferred to a new operator or if ownership interest is being transferred to new stockholders, partners or LLC members, please check the appropriate box below to indicate whether the applicant intends to retain the CHHA’s existing Medicare provider number or obtain a new Medicare provider number.  

 FORMCHECKBOX 
 
Existing Medicare provider number will be retained

 FORMCHECKBOX 
 
New Medicare provider number is requested

 FORMCHECKBOX 
 
Not applicable

N.B. For any ownership transfer involving new stockholders, partners or LLC members, the applicant must contact the CHHA’s fiscal intermediary to obtain Form 855A - Medicare Federal Health Care Provider/Supplier Application for Health Care Providers that Bill Medicare Fiscal Intermediaries.  Form 855A must be completed and submitted to the fiscal intermediary to report the ownership transfer.  The Department must receive the fiscal intermediary’s approval of the ownership transfer before the Centers for Medicare and Medicaid Services (CMS) will transfer an existing Medicare provider number or assign a new Medicare provider number.  An initial pre-opening survey will be required if a new Medicare provider number is requested.  Contact the fiscal intermediary for more information regarding Form 855A.

If a new controlling person or parent entity is proposed, submit all agreements between the CHHA and its controlling person or parent entity relating to the manner and mechanisms by which the controlling person or parent entity will control the CHHA.  Attachment #     .

If a new controlling person or parent entity is proposed, submit a detailed description of such control relationship.  Attachment #     .
II. General Partnerships 

Submit the following legal information.

On the following chart, a list of the partners, partnership interest and percentage of ownership before and after the ownership transfer.  Attach additional sheets if necessary.  Attachment #     .

	BEFORE
	AFTER

	Name
	Partnership Interest
	Percentage  Ownership
	Name
	Partnership Interest
	Percentage  Ownership

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     


Documentation of the transfer of partnership interest.  Attachment #     .

Documentation (in the Partnership Agreement requested in Schedule 3B) that the incoming partner(s) will be legally bound.  Attachment #     .

Fully executed, proposed Certificate of Amendment reflecting the change(s) in partner(s).  Attachment #     .

As requested in Schedule 3B, Schedules 2A and 2B for each remaining and incoming partner.

III. Not-for-Profit Corporations

N.B.  Any change in the member(s) of a CHHA that is a not-for-profit corporation requires CON approval.  This is inclusive of both passive and active members.  (See Schedule 2 Instructions for the definition of passive and active members.)  CON approval is required regardless of whether the transfer of interest occurs in the immediate, intermediate or ultimate member corporation.  Full disclosure of the officers and directors of each member corporation in the CHHA’s corporate structure is required.

With respect to the Article 36 corporation that will operate the CHHA, submit the following legal documentation.

Documentation of the transfer of interest.  Attachment #     .

Legal documents (and amendments, if applicable) regarding the Article 36 corporation are requested in Schedule 3B.

With respect to each member corporation, submit the following legal documentation:

A list of the officers and directors, and positions held by each:

Attachment #     .

Certificate of Incorporation:  Attachment #     .

Fully executed proposed Certificate of Amendment, if any:

Attachment #     .

Bylaws:  Attachment #     .

Proposed amendments to Bylaws:  Attachment #     .

As requested in Schedule 3B, ensure that Schedules 2A and 2C are submitted for each officer and director of the Article 36 corporation.  Additionally, submit Schedules 2A, and 2B or 2C, as appropriate, for each remaining and incoming officer and director of the CHHA’s member corporations.

IV. Business Corporations

N.B.  Transfers of ten percent or more of stock interests or voting rights to a new stockholder, and transfers which result in an individual becoming an owner of ten percent or more of the corporation’s issued stock require CON approval.

With respect to the Article 36 corporation that will operate the CHHA, submit the following legal documentation. 

On the following chart, a list of the stockholders, stock interest and percentage of ownership before and after the ownership transfer.  Attach additional sheets if necessary.  Attachment #     .

	BEFORE
	AFTER

	Name
	Stock Interest
	Percentage  Ownership
	Name
	Stock Interest
	Percentage  Ownership

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     


Documentation of the transfer of stock.  Attachment #     .

Legal documents (and amendments, if applicable) regarding the Article 36 corporation are requested in Schedule 3B.

With respect to each parent corporation of the Article 36 corporation, submit the following:

Certificate of Incorporation:   Attachment #     .

Bylaws:  Attachment #     .

A list of the officers and directors, and the positions held by each.  

Attachment #     .

As requested in Schedule 3B, ensure that Schedules 2A and 2B are submitted for each principal stockholder (owning ten percent or more of the corporation’s issued stock), and each officer and director of the Article 36 corporation.  Additionally, submit Schedules 2A and 2B for each remaining and incoming principal stockholder, officer and director of the CHHA’s parent corporations.

V. Limited Liability Companies

N.B.  Transfers of ten percent or more of the membership interest or voting rights to a new member, and transfers which result in an individual becoming an owner of ten percent or more of the membership interest require CON approval.

With respect to the limited liability company that will operate the CHHA, submit the following:

On the following chart, a list of the members, membership interest and percentage of ownership for each member, before and after the ownership transfer.  Attach additional sheets if necessary.  

Attachment #     .

	BEFORE
	AFTER

	Name
	Membership

Interest
	Percentage  Ownership
	Name
	Membership Interest
	Percentage  Ownership

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     


Documentation of the transfer of membership interest.  

Attachment #     .

Documentation (in the Operating Agreement requested in Schedule 3B) that the incoming member(s) will be legally bound.  Attachment #     .

Legal documents (and amendments, if applicable) for the Article 36 limited liability company are requested in Schedule 3B.

With respect to any new controlling persons of the LLC that are not natural persons, submit the following:

If a new controlling person is an LLC, submit the following:

Articles of Organization: Attachment #     ;

Operating Agreement: Attachment #     ; and

List of the members of the LLC: Attachment #     .

If a new controlling person is a corporation, submit the following:

Certificate of Incorporation: Attachment #     ;

Bylaws: Attachment #     ;

List of stockholders (if applicable), and a list of officers and directors of the corporation: Attachment #     .  

As requested in Schedule 3B, ensure that Schedules 2A and 2B are submitted for each principal member (owning ten percent or more of the membership interest) of the Article 36 LLC.  Additionally, submit Schedules 2A, and 2B or 2C, 

as appropriate, for each remaining and incoming principal member, stockholder, officer and director, as appropriate, of the CHHA’s parent members/corporations.

SCHEDULE 21G ATTACHMENTS

Complete the section labeled “All Applicants.”  Then, check the box(es) that apply to your organizational structure and enter the corresponding information for each attached document.  If the document is not applicable, enter “N/A" in the column labeled “Attachment Title.”

	DOCUMENT
	ATTACHMENT TITLE
	ATTACH #
	ELECTRONIC 

FILE NAME*

	ALL APPLICANTS

	Organizational Chart – Before Ownership Transfer                      
	     
	     
	     

	Organizational Chart – After Ownership Transfer  
	     
	     
	     

	Controlling Person – Agreements re: Control Relationship
	     
	     
	     

	Controlling Person – Description of Control
	     
	     
	     

	 FORMCHECKBOX 
  GENERAL PARTNERSHIP

	List of Additional Partners
	     
	     
	     

	Documentation of Transfer of Interest
	     
	     
	     

	Documentation that Incoming Partners are Legally Bound
	     
	     
	     

	Certificate of Amendment
	     
	     
	     

	 FORMCHECKBOX 
   NOT-FOR- PROFIT CORPORATIONS

	Documentation of Transfer of Interest
	     
	     
	     

	Member Corporation(s) – List of Officers & Directors
	     
	     
	     

	Member Corporation(s) - Certificate of Incorporation 
	     
	     
	     

	Member Corporation(s) – Certificate of Amendment
	     
	     
	     

	Member Corporation(s) - Bylaws
	     
	     
	     

	Member Corporation(s) – Amendments to Bylaws
	     
	     
	     

	 FORMCHECKBOX 
   BUSINESS CORPORATIONS

	List of Additional Stockholders
	     
	     
	     

	Documentation of Transfer of Stock
	     
	     
	     

	Parent Corporation(s) - Certificate of Incorporation
	     
	     
	     



*  PDF Format Preferred
SCHEDULE 21G ATTACHMENTS (continued)

	DOCUMENT
	ATTACHMENT TITLE
	ATTACH #
	ELECTRONIC 

FILE NAME*

	Parent Corporation(s) - Bylaws
	     
	     
	     

	Parent Corporation(s) – List of Officers and Directors
	     
	     
	     

	 FORMCHECKBOX 
   LIMITED LIABILITY COMPANIES

	List of Additional Members
	     
	     
	     

	Documentation of Transfer of Interest
	     
	     
	     

	Documentation that Incoming Members are Legally Bound
	     
	     
	     

	Controlling Person(s) – LLC 

Articles of Organization 
	     
	     
	     

	Controlling Person(s) – LLC 

Operating Agreement
	     
	     
	     

	Controlling Person(s) – LLC 

List of Members
	     
	     
	     

	Controlling Person(s) – Corp.

Certificate of Incorporation
	     
	     
	     

	Controlling Person(s) – Corp.

Bylaws
	     
	     
	     

	Controlling Person(s) – Corp.

List of Officers & Directors
	     
	     
	     

	OTHER ATTACHMENTS (SPECIFY)

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     



*  PDF Format Preferred
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