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Schedule 22A - Hospice Program Information

Instructions

These instructions apply to Schedule 22A only. Refer to the following chart to determine which sections in Schedule 22A apply to your proposal.  Unless otherwise noted, each section must be completed in its entirety.

	APPLICATION TYPE
	SECTIONS/QUESTIONS

TO BE COMPLETED

	Hospice Establishment
	I 

II

III 

IV 

V

VI*

	Transfer of Ownership
	IV:  questions 1, 6, 7, 8, 9, 10, 12, 13

V

VI

	Certify Inpatient Beds Only
	VI

	Certify Hospice Residence and/or Dually Certified Beds
	VI

	Certify Both Inpatient Unit & Hospice Residence
	VI

	Expansion of Service Area
	I

II 

III 

IV:  questions 1, 2, 3, 7,8, 13, 14 

V


*Section VI only if proposing an autonomous or freestanding inpatient unit or a hospice residence

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. 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?

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

     
5. 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?

     
6. 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.

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

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

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

     
II. Consumers

1. Describe any education, training, community outreach or support programs that 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. Indicate plans for serving consumers who are without a source of full payment for services.  Also describe the plan for the continued provision of services when a consumer has exhausted all payment sources.

     
4. 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?

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

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

     
7. On the following table, provide projected daily and annual patient caseloads for the first and third years of operation for each county in the proposed geographic service area.
Table 22A-1 Caseload Projections

	County


	Year 1
	Year 3

	
	Daily
	Annual
	Daily
	Annual

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     


	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	Total
	     
	     
	     
	     


III.   Geographic Service Area
1.
Provide a geographic description of the service area, specifying the counties to be served.  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. What are the current transportation considerations in your community/service area/catchment area affecting consumers or consumers’ family and friends’ access to your program?  How do you propose to address these?  How will you know if you are successful?

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

     
IV.  Program Characteristics

1.
On the following table, clarify the method of service provision (contract vs. direct) for each of the twenty required hospice services specified in Section 793.4 (b) of Title 10 of the New York Compilation of Codes, Rules and Regulations.  For each service, indicate by full time equivalents (FTE) the anticipated number of personnel (both contract staff and hospice employees) needed to sufficiently meet the needs of the projected caseload.  It should be noted that nursing, bereavement, pastoral care, social work and nutrition services are core services that must be provided either directly by hospice employees or on a volunteer basis.  Contractual arrangements for these services are permitted only in times of peak caseload, inclement weather, employee illness, etc.  In lieu of providing nutrition services directly, the hospice may contract with an individual provider, but not with an agency for the provision of the service.

Table 22A-2 Service Availability and FTEs

	Service
	Direct

(()
	Contract

(()
	Availability 

(Hours & Days per Week)
	Number 

of  FTEs

	Nursing
	(
	 FORMCHECKBOX 

	     
	     

	Bereavement
	(
	 FORMCHECKBOX 

	     
	     

	Pastoral Care
	(
	 FORMCHECKBOX 

	     
	     

	Medical Social Services
	(
	 FORMCHECKBOX 

	     
	     

	Nutrition
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Home Health Aide
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Homemaker
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Housekeeper
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Personal Care
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Physical Therapy
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Physician
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Occupational Therapy
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Speech Pathology
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Respiratory Therapy
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Audiology
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Psychological
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Clinical Laboratory
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	N/A

	Inpatient
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	N/A

	Pharmaceutical
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	N/A

	Medical Supplies & Equipment
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	N/A


2. For contracted services, enter the name and address of the proposed contractor.  Attach additional sheets if necessary.  Attachment #     .

Table 22A-3 Contracted Services

	Service
	Contractor

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     


3. Arrangements for inpatient care are required in each county within the hospice’s proposed service area.  There are two types of inpatient arrangements.  Certified Article 40 inpatient beds are used strictly for hospice purposes and are located in either a designated hospice unit of an Article 28 facility (a.k.a. autonomous beds) or in a freestanding facility. The beds appear on the hospice’s operating certificate.  Applicants for Article 40 certified hospice inpatient beds must also complete Section VI.  

Swing beds (a.k.a. scatter beds) are used for either hospice or medical/surgical purposes on an as-needed basis and remain on the Article 28 operating certificate.  The inpatient beds should be located in proximal physical space within the facility to ensure continuity of care by hospice-trained staff.  Under swing bed arrangements, first priority for swing beds should be given to hospice patients.  If such beds are not available, the inpatient facility should make alternate arrangements for admission of the hospice patient elsewhere in the facility under the care of hospice-trained staff. Attach a copy of the proposed contract or letter of intent from each Article 28 facility that will provide swing beds.  The contract/letter should specify the number of contracted beds.

Specify on the following chart how inpatient services will be provided. Enter the name, address and county of the facility in which the inpatient beds will be located, the number and type of beds (swing vs. Article 40 certified) and the location of the freestanding facility or the unit within an Article 28 facility that will house the beds. Attach additional sheets if necessary.  Attachment #     .

Table 22A-4 Inpatient Arrangements
	Name & Address of  

Inpatient Facility
	
County
	# Contracted Beds
	Swing 

(()
	Art. 40 Certified 

(()
	Location/Unit Within Facility

	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     


4. Describe the methods 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 the measures which will be taken to maximize the use of your consumers’ informal supports.

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

     
7. Describe the composition and function of the interdisciplinary group (IDG).  Specify if there will be more than one IDG and if so, explain how services will be coordinated between the groups.

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

     
9. Submit an organizational chart that depicts the reporting relationships of hospice staff (both contract and direct) to the hospice administrator and nurse coordinator.  The chart should also depict the reporting relationship of the hospice administrator to the hospice’s governing body.

     
10. Specify the person(s) responsible for coordination and integration of contracted services into the overall program.

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

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

     
13. 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.

14.      
15. Indicate if the hospice will have any satellite offices.  If so, provide the address(es) 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 measures will you adopt to promote retention of specific categories of your workforce?

     
3. 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?

     
VI.
Certified Hospice Inpatient and Hospice Residence Beds

N.B.  Hospice inpatient facilities, and hospice residences with dually certified inpatient beds, must meet all federal and state construction, safety and programmatic standards for hospice inpatient unit/facilities contained in CFR 418 and Title 10 of the New York Compilation of Codes, Rules and Regulations.  Proposals solely for hospice residence beds need only meet standards for hospice residences contained in Title 10 of the New York Compilation of Codes, Rules and Regulations.  Hospice residences are limited to eight beds.  Inpatient beds are subject to need criteria.  

1. Check the appropriate box(es) below to indicate the total number and type of beds proposed.

 FORMCHECKBOX 
 Certified Inpatient Beds 
Number:       .
 FORMCHECKBOX 
 Residence Beds

Number:       .
 FORMCHECKBOX 
 Dually Certified Beds
Number:       .



2. Is this proposal for a new hospice inpatient unit or residence, or expansion of an existing unit/residence?         FORMCHECKBOX 
  New          FORMCHECKBOX 
  Expansion


3. What are the hospice’s CURRENT inpatient/residence arrangements? Check all that apply.

 FORMCHECKBOX 
 Certified Article 40 Inpatient Beds  
Number:       .

Where Located? 

     
 FORMCHECKBOX 
 Inpatient Swing Beds   


Number:       .

Where Located?

     
 FORMCHECKBOX 
 Residence Beds   



Number:       .

Where Located?

     
 FORMCHECKBOX 
 Dually Certified Residence/Inpatient Beds   
Number:       .

Where Located?

     
4. Will the hospice maintain these arrangements following approval of the current proposal?
Yes  FORMCHECKBOX 
 
No FORMCHECKBOX 

5. If the response to question #4 is "No", explain how they will change.

     
6. Is more than one inpatient unit or residence proposed? 
 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No

If yes, how many?        .
7. For each inpatient unit or residence, specify how the new beds will be made available. Provide the current location of the beds, the type of bed being converted, the number being converted, and the location, type and number of beds that will result from this transaction.  For example, specify if Article 28 beds are being converted to Article 40 inpatient beds, or currently certified Article 40 beds are being converted to another type of Article 40 bed. If new construction is proposed, specify the address of the unit and the type of beds proposed.  

     
N.B.   The following policies apply to hospice inpatient and residence beds. 

a. A hospice residence may not be located in an Article 28 facility.

b. If Article 28 beds are being converted to Article 40 inpatient beds, the Article 28 facility must submit to the Department a letter of intent to decertify beds.  The Article 28 facility must specify the number of beds to be converted and confirm it understands that the beds will be deleted from the Article 28 operating certificate.
c. Article 40 beds located in licensed Article 7 (adult care) facilities require additional approvals.

d. Up to two hospice residence beds may be dually certified for inpatient care.  There must be remaining inpatient bed need in the county where the beds will be located.  Inpatient beds may not be dually certified for residence care.

e. Hospice inpatient units and residences must be separate and distinct units.  Each unit must have its own entrance and there must be clear demarcation of the two units.

f. Each hospice inpatient unit or residence must provide common areas for congregate meals, recreation and spiritual activities; and private family meetings.

8. Explain how each inpatient unit/residence will be structured.

a. Will there be dually certified residence beds?   FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No

If yes, how many beds will be dually certified?
 FORMCHECKBOX 
1 Bed
 FORMCHECKBOX 
 2 Beds

b. Explain your staffing plan.  What professional or para-professional staff will provide care in the hospital unit/residence?  How many staff will be assigned per shift?

     
c. Will an interdisciplinary group be assigned specifically to the inpatient unit or residence?   FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No

d. What accommodations will be available to enable family members to stay with the hospice patient/resident throughout the night? 

     
e. Provide a brief description of the common spaces that will be used for congregate meals, and recreational, religious and social activities.

     
9. Explain how the hospice will retain oversight for the services provided in the inpatient unit/residence.  Who will be primarily responsible for oversight of the hospice inpatient unit/residence?  

     
10. Explain how meals will be prepared (i.e. prepared onsite, delivered, etc.).  If prepared onsite, describe how food will be stored.

     
11. Will routine and emergency drugs and biologicals be provided directly or under contractual arrangement?  Describe how drugs and biologicals will be stored.  

     
Impact of CON Application on Hospice Operating Certificate

The Sites Tab in NYSE-CON has replaced the Authorized Beds Table of Schedule 22B.  The Authorized Beds Table is only to be used when submitting a Modification, in hardcopy, after approval or contingent approval.
TABLE 22B-1 AUTHORIZED BEDS
	Category
	
	Current 
	Add
	Remove
	Proposed

	INPATIENT CERTIFIED1
	111
	 FORMCHECKBOX 
     
	 FORMCHECKBOX 
     
	 FORMCHECKBOX 
     
	 FORMCHECKBOX 
     

	RESIDENCE2
	198
	 FORMCHECKBOX 
     
	 FORMCHECKBOX 
     
	 FORMCHECKBOX 
     
	 FORMCHECKBOX 
     


TABLE 22B-2 AUTHORIZED SERVICE AREA
List the counties in the current service area, as well as those requested in this proposal.  
Indicate if counties are to be retained, added or removed from the current hospice service area.

	County 
	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 


	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



	1
	Beds used strictly for hospice inpatient care and/or dually certified for hospice residence and hospice inpatient care.  Up to two residence beds in each hospice residence are permitted for dual certification.  Any dually certified beds must be counted twice; first as a Residence bed, then again as an Inpatient Certified bed.

	2 


	Beds used strictly for hospice residence care and /or dually certified for hospice residence and hospice inpatient care. Up to two residence beds in each hospice residence are permitted for dual certification.  Any dually certified beds must be counted twice; first as a Residence bed, then again as an Inpatient Certified bed.


Schedule 22C - Additional Legal Information for Hospices

Instructions

1. All Article 40 applicants seeking establishment approval must complete Part I.

2. The appropriate section of Part II must also be completed, depending on the Article 40 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.

I. All Applicants

The undersigned, as a duly authorized representative of the applicant, hereby gives the following assurances:

A. The applicant will obtain the approval of the Commissioner of Health of all required plan submissions for any inpatient facility or hospice residence, which shall conform to the applicable standards of construction and equipment of Subchapter C of Title 10 (Health) of the Official  Compilation of Codes, Rules and Regulations of the State of New York (10 NYCRR).

B. The applicant will obtain the approval of the Commissioner of Health of the final working drawings and specifications of any inpatient facility or hospice residence, which shall conform to the applicable standards of construction and equipment of Subchapter C of 10 NYCRR prior to contracting for construction.

C. The applicant will cause the project to be completed in accordance with the application and approved plans and specifications.

D. The applicant will provide and maintain competent and adequate architectural or engineering supervision and inspection at the construction site to ensure that the completed work conforms with the approved plans and specifications.

E. All hospice services will be provided, and the inpatient facility or hospice residence will be operated and maintained in accordance with the standards prescribed by law.

F. The applicant will adequately equip and staff the inpatient facility, hospice residence and all hospice programs to assure their proper operation.

Has the original of this document been signed?
 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
   No

	SIGNATURE
	DATE

	X
	

	PRINT OR TYPE NAME

	     

	TITLE

	     


II. Additional Documentation Depending on Type of Legal Entity

A. Not-for-Profit Corporations

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

2. Number of director positions currently filled:       .

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

     
4. Are ANY of the following powers reserved to any of the applicant’s member(s) named in response to question II.D.1 in Schedule 3B?

· Appointment or dismissal of management-level employees and medical staff, except the election or removal of corporate officers;

 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No

If yes, name of member:

     
· Approval of operating and capital budgets;   FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

If yes, name of member:

     
· Adoption or approval of operating policies and procedures;

 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No

If yes, name of member:

     
· Approval of certificate of need applications filed by or on behalf of the facility;  

 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No

If yes, name of member:

     
· Approval of debt necessary to finance the cost of compliance with operational or physical plant standards required by law;   FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

If yes, name of member:

     
· Approval of contracts for clinical services; or

 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No

If yes, name of member:

     
· Approval of settlements of administrative proceedings or litigation to which the hospice is a party, except approval of settlements of litigation that exceed insurance coverage or any applicable self-insurance fund.

 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No

If yes, name of member:

     
5. If any of the applicant’s members have been or will be delegated ANY of these powers and is named in response to question 4, the member itself must obtain establishment approval.  Submit a list of the names and positions held for the officers and directors of each corporate member to whom any of the powers listed above have been reserved.  Attachment #     .

6. Submit the Certificate of Incorporation for each member named in response to question 4 above.  Attachment #     .

The Certificate of Incorporation must include purposes that are adequate to encompass the authority to operate a hospice.  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 hospice approved under Article 40 of the Public Health Law, provided that no such hospice shall be established and operated without the prior written approval of the New York State Department of Health.”

7. Submit Bylaws for each member named in response to question 4 above.  Attachment #     .

8. Submit Schedule 2A for each individual listed in response to question 5 above.  Directors of a not-for-profit corporation who contribute capital in support of a project must also submit Schedule 2B.  Directors of a not-for-profit corporation who do not contribute capital in support of a project must also submit Schedule 2C.

9. 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 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

B. Business Corporations

N.B.  All stockholders of a hospice must be natural persons.

N.B. The Certificate of Incorporation must comply with the language requirements set forth in 10 NYCRR 790.11(a).

1. Attach the originals of stockholder affidavits for each stockholder, including the specific information set forth in 10 NYCRR 790.11(b).  

Attachment #     .

2. Attach a sample stock certificate including the specific language set forth in 10 NYCRR 790.11(c).  Attachment #     .

C. Limited Liability Companies

N.B.  All members must be natural persons.

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

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

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

c. That the LLC will be managed by its members and that neither the management structure nor the provisions setting forth such structure may be deleted, modified or amended without the prior approval of the New York State Department of Health;

d. That the powers and purposes of the LLC are limited to the ownership and operation of the hospice specifically named and the location by street address, city, town, village or locality and county;

N.B.  The powers and purposes may also include the operation of an Article 28 facility and/or an Article 44 entity if the applicant has received all appropriate certifications.

e. The location of the principal office of the LLC, which must be the same address as the hospice or a hospital, home care services agency or health maintenance organization operated by the LLC in New York State.

f. 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 4004(3)(b) of the New York State Public Health Law and implementing regulations.

2. The Operating Agreement must include provisions to the following effect:

a. That the powers and purposes of the LLC are limited to the ownership and operation of the hospice specifically named and the location by street address, city, town, village or locality and county;

b. 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 4004(3)(b) of the Public Health Law and implementing regulations;

c. That the LLC will be managed by its members and that neither the management structure nor the provisions setting forth such structure may be deleted, modified or amended without the prior approval of the Department of Health.

3. 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 dispositions of membership interests or voting rights must be effectuated in accordance with Section 4004(3)(b) of the Public Health Law and implementing regulations.”

D. Government Entities

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

SCHEDULE 22C ATTACHMENTS
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 #
	File Name*

	 FORMCHECKBOX 
   NOT-FOR-PROFIT CORPORATIONS

	Member – Officers & Directors
	     
	     
	     

	Member – Certificate of Incorporation 
	     
	     
	     

	Member – Bylaws 
	     
	     
	     

	 FORMCHECKBOX 
   BUSINESS CORPORATIONS

	Stockholder Affidavits
	     
	     
	     

	Sample Stock Certificate
	     
	     
	     

	 FORMCHECKBOX 
   LIMITED LIABILITY COMPANIES

	Sample Membership Certificate
	     
	     
	     

	 FORMCHECKBOX 
   GOVERNMENT ENTITIES
	

	Documentation of Government Approvals for Application
	     
	     
	     

	OTHER ATTACHMENTS (SPECIFY)

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     



*  PDF Format Preferred

Schedule 22D - Hospice Operating Costs





Instructions

This schedule projects operating costs in current year dollars for the first and third years of the project.  All applicants must complete it. 

Budgeted costs must be projected for general and respite inpatient care, and for routine and continuous home care as defined in the Federal Conditions of Participation (Part 418 of 42 CFR).

I. - Hospice Inpatient Costs
Itemize all costs associated with hospice inpatient services.  Costs must be pro-rated between general inpatient care and inpatient respite care, as appropriate.

Line 3:  List all services provided by contract and/or agreement in the inpatient setting and the total annual cost for each service.  If the applicant is providing inpatient care in a freestanding or autonomous inpatient hospice unit, but contracting for certain services (e.g. physical therapy, occupational therapy, etc.) with another facility/agency, such service must be itemized and costed out.  If the applicant is proposing to provide general and/or respite inpatient services through contractual agreement with an Article 28 or Article 40 facility, then total costs for that service must be entered.  Additionally, hospices contracting with existing Article 28 or Article 40 facilities must complete Section II.

Line 8:  Hospices operated in conjunction with an Article 28 facility or Article 36 agency must enter any overhead costs allocated to the hospice from the parent facility/agency.  For example, a hospice that is operated in conjunction with a hospital may show a percentage of the cost of hospital administration as an allocated cost.  An additional attachment should be submitted that delineates the type and amount of costs included in the allocation.

Table 22D-1 Hospice Itemized Inpatient Operating Costs 

	  
	First Year
	
	Third Year

	 
	Inpatient Care
	Total
	
	Inpatient Care
	Total

	 
	General
	Respite
	
	
	General
	Respite
	

	1. Salaries
	      
	     
	     
	
	     
	     
	     

	Administrator
	     
	     
	     
	
	     
	     
	     

	Medical Director
	     
	     
	     
	
	     
	     
	     

	Physician
	     
	     
	     
	
	     
	     
	     

	Nurse Coordinator
	     
	     
	     
	
	     
	     
	     

	Pastoral Care Coordinator
	     
	     
	     
	
	     
	     
	     

	Volunteer Coordinator
	     
	     
	     
	
	     
	     
	     

	Social Worker(s)
	     
	     
	     
	
	     
	     
	     

	Nurse(s)
	     
	     
	     
	
	     
	     
	     

	Nursing Assistant(s)
	     
	     
	     
	
	     
	     
	     

	Clinical Pharmacist
	     
	     
	     
	
	     
	     
	     

	Nutritionist/Dietitian
	     
	     
	     
	
	     
	     
	     

	Physical Therapist(s)
	     
	     
	     
	 
	     
	     
	     


	Occupational Therapist(s)
	     
	     
	     
	
	     
	     
	     

	Speech Language Pathologist(s)
	     
	     
	     
	
	     
	     
	     

	Respiratory Therapist(s)
	     
	     
	     
	
	     
	     
	     

	Psychologist(s)
	     
	     
	     
	
	     
	     
	     

	Other Administrative Staff
	     
	     
	     
	
	     
	     
	     

	Clerical Staff
	     
	     
	     
	
	     
	     
	     

	Other (Specify)
	     
	     
	     
	
	     
	     
	     

	Subtotal
	     
	     
	     
	
	     
	     
	     

	2.  Fringe Benefits
	     
	     
	     
	
	     
	     
	     

	3.  Contracted Services

	     
	     
	     
	     
	
	     
	     
	     

	
	     
	     
	     
	     
	
	     
	     
	     

	
	     
	     
	     
	     
	
	     
	     
	     

	Subtotal 
	     
	     
	     
	
	     
	     
	     

	4.  Travel, In-service, Education
	     
	     
	     
	
	     
	     
	     

	5.  Supplies
	     
	     
	     
	
	     
	     
	     

	Food & Dietary
	     
	     
	     
	
	     
	     
	     

	Pharmaceuticals
	     
	     
	     
	
	     
	     
	     

	Medical Supp./Equip/Appliances
	     
	     
	     
	
	     
	     
	     

	Office
	     
	     
	     
	
	     
	     
	     

	Subtotal
	     
	     
	     
	
	     
	     
	     

	6.  Space Occupancy Costs
	     
	     
	     
	
	     
	     
	     

	Rent
	     
	     
	     
	
	     
	     
	     

	Heat & Light
	     
	     
	     
	
	     
	     
	     

	Maintenance & Repair
	     
	     
	     
	
	     
	     
	     

	Taxes
	     
	     
	     
	
	     
	     
	     

	Depreciation (Building)
	     
	     
	     
	
	     
	     
	     

	Other (Specify)
	     
	     
	     
	     
	
	     
	     
	     

	Subtotal
	     
	     
	     
	
	     
	     
	     

	7.  Other Costs 

      (Specify)
	     
	     
	     
	     
	 
	     
	     
	     

	
	     
	     
	     
	     
	  
	     
	     
	     

	Subtotal
	     
	     
	     
	
	     
	     
	     

	8.  Allocated Costs (If any)
	     
	     
	     
	
	     
	     
	     

	Total Costs for Inpatient Care
	     
	     
	     
	
	     
	     
	     


II. Contracted Inpatient Costs

Any hospice contracting with an existing Article 28 or Article 40 facility for the provision of hospice inpatient services must complete this section.  Indicate the total contracted cost per diem for both general and respite inpatient care.  Additionally, total per diem costs must be broken down by direct and indirect costs.  Direct costs are those directly attributable to the provision of hospice inpatient care (e.g. nursing, dietary, pharmaceuticals).  Indirect costs are overhead costs allocated from an Article 28 or Article 40 facility (e.g. depreciation, utilities, central billing).

All values are Per Diem

Table 21D-2 Contracted Inpatient Costs

	 
	First Year
	Third Year

	Respite Care Direct cost
	      
	      

	Respite Care Indirect cost
	      
	      

	Total Respite Care Per Diem
	      
	      

	General Inpatient Direct Cost 
	      
	      

	General Inpatient Indirect Cost 
	      
	      

	Total Impatient Care Per Diem
	      
	      


III. Hospice Home Care costs

Itemize all costs associated with hospice home care.  Costs must be pro-rated between routine home care and continuous home care, as appropriate.  

Line 3:  List all home care services provided by contractual arrangement with another facility/agency and the total annual cost for each service.  Additionally, hospices contracting with existing facilities/agencies for home care services must complete Section IV.  

Line 8:  Hospices operated in conjunction with an Article 28 facility or Article 36 agency must enter any overhead costs allocated to the hospice from the parent facility/agency.  An additional attachment should be submitted that delineates the type and amount of costs included in the allocation.

Table 22D-3 Itemized Hospice Home Care Costs

	Budgeted Home Care Costs:  Routine is 1 to 8 hours per day; Continuous is 8 to 24 hours 
	Home Care
	Total
	
	Home Care
	Total

	
	Routine
	Continuous
	 
	
	Routine
	Continuous
	 

	Administrator 
	     
	     
	     
	
	     
	     
	     

	Medical Director
	     
	     
	     
	
	     
	     
	     

	Physician
	     
	     
	     
	
	     
	     
	     

	Nurse Coordinator
	     
	     
	     
	
	     
	     
	     

	Pastoral Care Coordinator
	     
	     
	     
	
	     
	     
	     

	Volunteer Coordinator
	     
	     
	     
	
	     
	     
	     

	Social Worker
	     
	     
	     
	
	     
	     
	     

	Nurse
	     
	     
	     
	
	     
	     
	     

	Nursing Assistant
	     
	     
	     
	
	     
	     
	     

	Clinical Pharmacist
	     
	     
	     
	
	     
	     
	     

	Nutritionist/Dietitian
	     
	     
	     
	
	     
	     
	     

	Physical Therapist
	     
	     
	     
	
	     
	     
	     

	Occupational Therapist
	     
	     
	     
	
	     
	     
	     

	Speech Language Pathologist
	     
	     
	     
	
	     
	     
	     

	Respiratory Therapist
	     
	     
	     
	
	     
	     
	     

	Psychologist
	     
	     
	     
	
	     
	     
	     

	Other Administrative Staff
	     
	     
	     
	
	     
	     
	     

	Clerical Staff
	     
	     
	     
	
	     
	     
	     

	Other (Specify)
	     
	     
	     
	     
	
	     
	     
	     

	
	     
	     
	     
	     
	
	     
	     
	     

	1.  Salaries Subtotal 
	     
	     
	     
	
	     
	     
	     

	2.  Fringe Benefits
	     
	     
	     
	
	     
	     
	     

	3.  Contracted Services   

      (Specify)                                                                                                       
	     
	     
	     
	     
	
	     
	     
	     

	
	     
	     
	     
	     
	
	     
	     
	     

	
	     
	     
	     
	     
	
	     
	     
	     

	   Contracted Services Subtotal 
	     
	     
	     
	
	     
	     
	     

	4.  Travel, In-service, Education
	     
	     
	     
	
	     
	     
	     

	Food & Dietary
	     
	     
	     
	
	     
	     
	     

	Pharmaceuticals
	     
	     
	     
	
	     
	     
	     

	Medical Supplies/Equipment/Appliances
	     
	     
	     
	
	     
	     
	     

	Office
	     
	     
	     
	
	     
	     
	     

	5. Supplies Subtotal
	     
	     
	     
	
	     
	     
	     

	Rent
	     
	     
	     
	
	     
	     
	     

	Heat & Light
	     
	     
	     
	
	     
	     
	     

	Maintenance & Repair
	     
	     
	     
	
	     
	     
	     

	Taxes
	     
	     
	     
	
	     
	     
	     

	Depreciation (Building)
	     
	     
	     
	
	     
	     
	     

	Other (Specify)
	     
	     
	     
	     
	
	     
	     
	     

	
	     
	     
	     
	     
	
	     
	     
	     

	6. Space Occupancy Subtotal
	     
	     
	     
	
	     
	     
	     

	Other Costs 

(Specify)
	     
	     
	     
	     
	
	     
	     
	     

	
	     
	     
	     
	     
	
	     
	     
	     

	
	     
	     
	     
	     
	
	     
	     
	     

	7. Other Costs Subtotal 
	     
	     
	     
	
	     
	     
	     

	8. Allocated Costs 
	     
	     
	     
	
	     
	     
	     

	Total Costs for Home Care
	     
	     
	     
	
	     
	     
	     


Table 22D-4 Compute Total Budgeted Operating Costs:

This table combines Inpatient and Home Care costs.

	Total Budgeted Inpatient Costs from Table 22D-1
	     

	Total Budgeted Home Care Costs from Table 22D-2
	     

	Total Budgeted Operating Costs (22D-1 plus 22D-2)
  
	     


IV. Contracted Home Care Costs
Any hospice contracting with another facility/agency for the provision of home care services must complete this section.  Indicate the cost per unit of service for both routine and continuous home care.  Additionally, total costs must be broken down by direct and indirect costs.  Direct costs are directly attributable to the provision of hospice services (e.g. nursing salaries, medical supplies).  Indirect costs are overhead costs allocated from the parent facility/agency (e.g. rent, home care administration salaries). 

Table 22D-5 Contracted Home Care Costs

	A
	B
	C
	F
	G
	D
	E
	D
	E

	 
	First Year
	Third Year

	Provider/Service
	Routine Home Care
	Continuous Home Care
	Per Diem
	Per Visit
	Direct Cost
	Indirect Cost
	Direct Cost
	Indirect Cost

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	      
	     
	     
	     

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     
	     
	     

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     
	     
	     

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     
	     
	     

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     
	     
	     

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     
	     
	     

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     
	     
	     

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     
	     
	     

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     
	     
	     

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     
	     
	     

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     
	     
	     

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     
	     
	     

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     
	     
	     

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     
	     
	     

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     
	     
	     

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     
	     
	     

	Total Costs
	 
	 
	 
	 
	     
	     
	     
	     


V. Staffing

All applicants must complete the following section.  Specify the number and full time equivalents (FTEs) of volunteers vs. paid staff for all the listed services in both the inpatient and home care setting.

Table 22D-6 Personnel by Type, Number & Full Time Equivalents (FTEs)

	Position

	First Year
	
	Third Year

	
	Home Care
	Inpatient Care
	
	Home Care
	Inpatient Care

	
	Volunteer
	Paid
	Volunteer
	Paid
	
	Volunteer
	Paid
	Volunteer
	Paid

	
	No.
	FTEs
	No.
	FTEs
	No.
	FTEs
	No.
	FTEs
	
	No.
	FTEs
	No.
	FTEs
	No.
	FTEs
	No.
	FTEs

	Administrator
	      
	     
	     
	     
	     
	     
	     
	     
	
	     
	     
	     
	     
	     
	     
	     
	     

	Other Administrative Staff
	     
	     
	     
	     
	     
	     
	     
	     
	
	     
	     
	     
	     
	     
	     
	     
	     

	Clerical Staff
	     
	     
	     
	     
	     
	     
	     
	     
	
	     
	     
	     
	     
	     
	     
	     
	     

	Medical Director
	     
	     
	     
	     
	     
	     
	     
	     
	
	     
	     
	     
	     
	     
	     
	     
	     

	Physician
	     
	     
	     
	     
	     
	     
	     
	     
	
	     
	     
	     
	     
	     
	     
	     
	     

	Nurse Coordinator
	     
	     
	     
	     
	     
	     
	     
	     
	
	     
	     
	     
	     
	     
	     
	     
	     

	Registered Professional Nurses
	     
	     
	     
	     
	     
	     
	     
	     
	
	     
	     
	     
	     
	     
	     
	     
	     

	Licensed Practical Nurses
	     
	     
	     
	     
	     
	     
	     
	     
	
	     
	     
	     
	     
	     
	     
	     
	     

	Nurse Aides
	     
	     
	     
	     
	     
	     
	     
	     
	
	     
	     
	     
	     
	     
	     
	     
	     

	Home Health Aides
	     
	     
	     
	     
	     
	     
	     
	     
	
	     
	     
	     
	     
	     
	     
	     
	     

	Social Workers
	     
	     
	     
	     
	     
	     
	     
	     
	
	     
	     
	     
	     
	     
	     
	     
	     

	Pastoral Care Coordinator
	     
	     
	     
	     
	     
	     
	     
	     
	
	     
	     
	     
	     
	     
	     
	     
	     

	Pastoral Care Providers
	     
	     
	     
	     
	     
	     
	     
	     
	
	     
	     
	     
	     
	     
	     
	     
	     

	Volunteer Coordinator
	     
	     
	     
	     
	     
	     
	     
	     
	
	     
	     
	     
	     
	     
	     
	     
	     

	Pharmacist
	     
	     
	     
	     
	     
	     
	     
	     
	
	     
	     
	     
	     
	     
	     
	     
	     

	Physical Therapist
	     
	     
	     
	     
	     
	     
	     
	     
	
	     
	     
	     
	     
	     
	     
	     
	     

	Occupational Therapist
	     
	     
	     
	     
	     
	     
	     
	     
	
	     
	     
	     
	     
	     
	     
	     
	     

	Speech Language Pathologist
	     
	     
	     
	     
	     
	     
	     
	     
	
	     
	     
	     
	     
	     
	     
	     
	     

	Respiratory Therapist
	     
	     
	     
	     
	     
	     
	     
	     
	
	     
	     
	     
	     
	     
	     
	     
	     

	Psychologist
	     
	     
	     
	     
	     
	     
	     
	     
	
	     
	     
	     
	     
	     
	     
	     
	     

	Dietitian/Nutritionist
	     
	     
	     
	     
	     
	     
	     
	     
	
	     
	     
	     
	     
	     
	     
	     
	     

	Food Service Personnel
	     
	     
	     
	     
	     
	     
	     
	     
	
	     
	     
	     
	     
	     
	     
	     
	     

	Homemakers
	     
	     
	     
	     
	     
	     
	     
	     
	
	     
	     
	     
	     
	     
	     
	     
	     

	Housekeepers
	     
	     
	     
	     
	     
	     
	     
	     
	
	     
	     
	     
	     
	     
	     
	     
	     

	Personal Care Worker
	     
	     
	     
	     
	     
	     
	     
	     
	
	     
	     
	     
	     
	     
	     
	     
	     

	Maintenance Personnel
	     
	     
	     
	     
	     
	     
	     
	     
	
	     
	     
	     
	     
	     
	     
	     
	     

	Other (Specify)
	     
	     
	     
	     
	     
	     
	     
	     
	
	     
	     
	     
	     
	     
	     
	     
	     

	a.
	     
	     
	     
	     
	     
	     
	     
	     
	
	     
	     
	     
	     
	     
	     
	     
	     

	b.
	     
	     
	     
	     
	     
	     
	     
	     
	
	     
	     
	     
	     
	     
	     
	     
	     

	c.
	     
	     
	     
	     
	     
	     
	     
	     
	
	     
	     
	     
	     
	     
	     
	     
	     

	Total
	     
	     
	     
	     
	     
	     
	     
	     
	
	     
	     
	     
	     
	     
	     
	     
	     


Schedule 22E - Hospice Utilization & Revenue Estimates



Instructions

All hospice applicants must complete this section for the first and third years of operation.  Estimate home care and inpatient utilization by projecting the number of patient days for each category of hospice care.  Based upon these estimates, estimate the projected home care and inpatient revenues in current year dollars.

Table 22E-1 Projected Hospice Utilization and Revenue

	
	Home Care
	Inpatient Care

	
	Routine
	Continuous
	General
	Respite

	 
	Year 1

	Medicare days
	     
	     
	     
	     

	Medicare revenue in dollars
	     
	     
	     
	     

	Medicaid days
	     
	     
	     
	     

	Medicaid revenue in dollars
	     
	     
	     
	     

	Other Third Party days
	     
	     
	     
	     

	Other Third Party revenue in dollars
	     
	     
	     
	     

	Private Payer Days
	     
	     
	     
	     

	Private Payer revenue in dollars
	     
	     
	     
	     

	Total Days - Year 1
	     
	     
	     
	     

	Total Revenue - Year 1
	     
	     
	     
	     

	 
	Year 3

	Medicare days
	     
	     
	     
	     

	Medicare revenue in dollars
	     
	     
	     
	     

	Medicaid days
	     
	     
	     
	     

	Medicaid revenue in dollars
	     
	     
	     
	     

	Other Third Party days
	     
	     
	     
	     

	Other Third Party revenue in dollars
	     
	     
	     
	     

	Private Payer Days
	     
	     
	     
	     

	Private Payer revenue in dollars
	     
	     
	     
	     

	Total Days - Year 3
	     
	     
	     
	     

	Total Revenue - Year 3
	     
	     
	     
	     


A. In conjunction with budgeted first year costs and revenue estimates, submit a monthly cost flow statement (i.e. cash receipts vs. cash disbursements) that indicate the amount of working capital funds.  The start-up period projection should account for initial payment lags from third party payers, pre-opening expenses, etc.


 

	Title of Attachment
	File name of attachment(s):

	     
	     

	     
	     

	     
	     

	     
	     


B. Indicate the proposed source of necessary working capital funds.  Document all existing fund resources and, if to be borrowed, submit a letter of interest from the intended source indicating principal, interest rate, term and payout period under consideration.

	Title of Attachment
	File name of attachment(s):

	     
	     

	     
	     

	     
	     

	     
	     


Schedule 22F - Additional Legal Information for Hospice Ownership Transfers

Article 40 applicants seeking establishment approval for a change of ownership through an ownership interest transfer or by a change in active member must complete this schedule, depending on the type of legal entity, as follows:

1. All applicants must complete Section I.

2. Applicants that are general partnerships must complete Section II.

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

4. Applicants that are business corporations must complete Section IV.

5. 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

A. Submit two organizational charts that depict the applicant’s relationship to all sister and subsidiary entities, as well as all active member corporations, before and after the ownership transfer.  Attachment #      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.

B. If the ownership of the hospice is being transferred to a new operator or if ownership interest in being transferred to new stockholders, partners or LLC members, please check the appropriate box below to indicate whether the applicant intends to retain the hospice’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.  Explain:      .

N.B. For any ownership transfer involving new stockholders, partners or LLC members, the applicant must contact the hospice’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.

II. General Partnerships 

Submit the following legal information.

A. Documentation of the transfer of partnership interest.  Attachment #     .

B. On the following chart, list 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

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     


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

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

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

III. Not-for-Profit Corporations

N.B.  Ownership transactions that impact the Article 40 hospice corporation or a change in the active member corporation require CON approval.  A member is active if it has ANY of the following powers with respect to the Article 40 corporation:

· Appointment or dismissal of management-level employees and medical staff, except the election or removal of corporate officers;

· Approval of operating and capital budgets;

· Adoption or approval of operating policies and procedures;

· Approval of certificate of need applications filed by or on behalf of the facility;

· Approval of debt necessary to finance the cost of compliance with operational or physical plant standards required by law;

· Approval of contracts for clinical services; or

· Approval of settlements of administrative proceedings or litigation to which the hospice is a party, except approval of settlements of litigation that exceed insurance coverage or any applicable self-insurance fund.

A. With respect to the Article 40 corporation that will operate the hospice, submit the following legal documentation: 

1. Documentation of the transfer of interest.  Attachment #     .

2. Legal documents (and amendments, if applicable) regarding the Article 40 corporation are requested in Schedule 3B.

B. If any of the applicant’s members have been or will be delegated ANY of the powers listed above, the member itself must obtain establishment approval and must submit the documentation listed below.  

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

Attachment #     .

2. Certificate of Incorporation:  Attachment #     .

3. Fully executed proposed Certificate of Amendment, if any:  

Attachment #     .

4. Bylaws:  Attachment #     .

5. Proposed amendments to Bylaws, if any:  Attachment #     .

C. As requested in Schedule 3B, ensure that Schedules 2A and 2C are submitted for each officer and director of the Article 40 corporation.  Additionally, submit Schedules 2A and 2C for each remaining and incoming officer and director of the hospice’s active member corporation.

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.  All stock of an Article 40 corporation must be held by natural persons.

A. With respect to the Article 40 corporation that will operate the hospice, submit the following legal documentation:

1. Documentation of the transfer of stock:  Attachment #     .

2. 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

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     


3. Original of stock transfer affidavit from each incoming stockholder and each selling stockholder, including the specific information set forth in 10 NYCRR 790.14(b) and (c), respectively.  Attachment #     .

4. Legal documents (and amendments, if applicable) regarding the Article 40 corporation are requested in Schedule 3B.

B. As requested in Schedule 3B, ensure that Schedules 2A and 2B are submitted for each remaining and incoming principal stockholder owning ten percent or more of the corporation’s issued stock) and from each officer and director of the Article 40 corporation.

V. Limited Liability Companies

A. With respect to the Article 40 corporation that will operate the hospice, submit the following legal documentation

1. Documentation of the transfer of membership interest (such as a purchase and sale agreement and/or other transfer documents).  Attachment #     .

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

	BEFORE
	AFTER

	Name
	Membership Interest
	Percentage  Ownership
	Name
	MembershipInterest
	Percentage  Ownership

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     


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

4. Legal documents (and amendments, if applicable) regarding the Article 40 corporation are requested in Schedule 3B

B. As requested in Schedule 3B, ensure that Schedules 2A and 2B are submitted for each remaining and incoming member of the Article 40 LLC.

SCHEDULE 22F 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  
	     
	     
	     

	 FORMCHECKBOX 
   GENERAL PARTNERSHIP

	Documentation of Transfer of Interest
	     
	     
	     

	List of Additional Partners
	     
	     
	     

	Documentation that Incoming Partners are Legally Bound
	     
	     
	     

	Certificate of Amendment
	     
	     
	     

	 FORMCHECKBOX 
   NOT-FOR- PROFIT CORPORATIONS

	Documentation of Transfer of Interest
	     
	     
	     

	Active Member Corporation(s) – List of Officers & Directors
	     
	     
	     

	Active Member Corporation(s) - Certificate of Incorporation 
	     
	     
	     

	Active Member Corporation(s) – Certificate of Amendment
	     
	     
	     

	Active Member Corporation(s) - Bylaws
	     
	     
	     

	Active Member Corporation(s) – Amendments to Bylaws
	     
	     
	     

	 FORMCHECKBOX 
   BUSINESS CORPORATIONS

	Documentation of Transfer of Stock
	     
	     
	     

	List of Additional Stockholders
	     
	     
	     

	Original of Stock Transfer Affidavit
	     
	     
	     

	 FORMCHECKBOX 
   LIMITED LIABIILITY COMPANIES

	Documentation of Transfer of Membership Interest
	     
	     
	     

	List of Additional Members
	     
	     
	     

	Documentation that Incoming Members are Legally Bound
	     
	     
	     


*  PDF Format Preferred
SCHEDULE 22F ATTACHMENTS (continued)
	DOCUMENT
	ATTACHMENT TITLE
	ATTACH #
	ELECTRONIC FILE NAME*

	ADDITIONAL ATTACHMENTS (SPECIFY)

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


*  PDF Format Preferred
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