
Licensed Home Care Services Agency Application
Article 36
Instructions:
Please refer to the following chart to identify which Sections must be completed for each application Type.
	Application Type 
	Sections to be Completed

	New LHCSA
	A, B, C, D, F, G

	Change of Ownership 
	A, B, C, D, E, F, G

	Expansion of Restricted License  
	A, B, C, D, F, G


Contents:

Section A: Identifying Data

Section B: Program Analysis 
Section C: Public Need Review
Section D: Legal Information

Section E: Change of Ownership 
Section F: Additional Information

Section G: Financial Resources
Important Notes: 

(1) An applicant subject to the Public Need evaluation is advised to review the LHCSA County Presumption of No Need Report and the Frequently Asked Questions document before completing and submitting an application. 

(2) Each applicant is subject to a Financial Review as stated in Section G.

(3) An application will only be acknowledged by the Department if all sections are completed in their entirety and all supplemental documentation is attached with each being clearly identified. 

(4) Do not use all capital letters on these forms, unless your legal name contains all capital letters. 

Section A: Identifying Data - All Applicants

Agency Information: Enter the name and address of the agency as it is to appear on the license. If an Assumed Name (d/b/a) is to be used, this must be entered as the name of the agency.
Name of Agency:

Street Address: 

City:                                             State:                             Zip:

Telephone:                                  Fax:

Operator Information: Enter the name and address of the legal operating entity.The name must be spelled exactly as it was filed or is to be filed with the New York State Department of State. If the names and addresses of the operator are the same as for the agency, check the box below.
Agency and Operator Information are the same  FORMCHECKBOX 

Name of Legal Operating Entity:
Street Address: 

City:                                             State:                             Zip:

Telephone:                                  Fax:

Check the box which indicates the type of ownership for the legal operating entity.
 FORMCHECKBOX 
 For-Profit Corporation          FORMCHECKBOX 
 Not-for-Profit Corporation    FORMCHECKBOX 
 Limited Liability Company            

 FORMCHECKBOX 
 Sole Proprietor                  FORMCHECKBOX 
 Partnership                            FORMCHECKBOX 
 Public                                   FORMCHECKBOX 
 Other________________
Contact Information: Enter the name, address and contact information for the person who is assigned to provide additional information regarding the application. This should be the same as the primary contact entered into the General Tab in the NYSE-CON submission.
Name of Contact Person:

Street Address: 

City:                                             State:                            Zip:

Telephone:                                  Fax:

        Email: 

Resolution (Required for all applicants) 

All applicants must submit a certified copy of the Resolution of the Board of Directors or Trustees of a corporation, members of a Limited Liability Company, partners in a partnership, the local legislature or Board of Supervisors for public agencies or other governing body having jurisdiction over the agency program. This is an official document authorizing the application to be submitted to the NYS Department of Health for licensure. 
 Attachment #     .
Authorizing Signature 

I, the undersigned, hereby certify under penalty of perjury, that I am duly authorized to subscribe and submit this application and that the information contained herein and attached hereto, with the exception of those schedules pertaining to personal qualifying and disclosure information which must be individually certified, is accurate, true and complete in all material aspects.
	SIGNATURE:
	 DATE  

	 
	      

	PRINT OR TYPE NAME
	 TITLE 

	      
	      


Section B: Program Analysis
Type of Application (check the box below that best describes the application):

 FORMCHECKBOX 
 Initial Licensure                        FORMCHECKBOX 
 Stock/Membership Transfer
 FORMCHECKBOX 
 Asset Purchase                        FORMCHECKBOX 
 Merger                              
 FORMCHECKBOX 
 Other Acquisition of Control
 FORMCHECKBOX 
 Expand Restricted License

Project Narrative

All applicants must submit a project narrative that describes the purpose of the application. If the application is being submitted as a rebuttal to the Public Need requirement, the narrative must include evidence-based data which supports the applicant’s claims. If the application is exempt from Public Need review, the narrative must reference the exception.  Attachment #     .
Part 1: 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 for the first year of operations. Please note that at least one Registered Nurse must be employed directly by the agency for the purpose of supervision of Home Health Aides and/or Personal Care Aides and other nursing tasks required.  Nursing services may also be offered either directly by agency staff or by contract.  Note: Nursing services are not limited to supervision.  Applicant must be familiar with the requirments of 10 NYCRR Part 766.5 prior to licensure. 

N.B. If applying for a LHCSA to service an ALP, only Nursing, Home Health Aide and Personal Care services can be provided by the LHCSA. If applying for a LHCSA which will offer a Nurse Family Partnership program, only Nursing services may be selected. 
Table B1 - Program Staffing Plan

	Service
	Direct
	Contract
	Availability

 (Hours & Days per Week)
	Number of FTEs
	Projected Number

	
	
	
	
	
	Cases
	Visits

	Nursing
	 FORMCHECKBOX 

 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     
	      
	     

	Home Health Aide
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     
	     
	     

	Personal Care Aide
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     
	     
	     

	Physical Therapy
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     
	     
	     

	Occupational Therapy
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     
	     
	     

	Respiratory Therapy
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     
	     
	     

	Speech-Language Pathology
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     
	     
	     

	Audiology
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     
	     
	     

	Medical Social Work
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     
	     
	     

	Nutrition
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     
	     
	     

	Homemaker
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     
	     
	     

	Housekeeper
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     
	     
	     

	Medical Supplies, Equipment & Appliances
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     
	     
	     


2. 
Indicate on the following table the counties proposed to be served. Change of Ownership applicants and applicants seeking to expand the service area of a restricted license should indicate the currently approved service area and any proposed changes. All of the counties requested must be in the same DOH Regional Area region (see map below). Attach additional sheets as necessary. Attachment #     .
Table B2 – Geographical Service Area 

	County
	Current 
	Proposed

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	 FORMCHECKBOX 

	 FORMCHECKBOX 



[image: image1.emf]
Section C: Public Need Review

1.  Is this application affiliated with a program exempt from Public Need review? 


Yes  FORMCHECKBOX 
   No   FORMCHECKBOX 
  
a. If YES, please indicate below.  If NO, go to Question 2 below.
i. Assisted Living Program (ALP)   FORMCHECKBOX 
  
1. ALP Application Number: 

2. ALP Operator Name: 

3. The ALP and LHCSA have identical ownership? Yes  FORMCHECKBOX 
   No   FORMCHECKBOX 
   
ii. Program of All-Inclusive Care for the Elderly (PACE)  FORMCHECKBOX 
  
1. The LHCSA and PACE have common ownership? Yes  FORMCHECKBOX 
   No   FORMCHECKBOX 
   
2. Submit documentation which clearly indicates the applicant has the required approval to operate a PACE program. Attachment #     .
iii. Continuing Care Retirement Community (CCRC)   FORMCHECKBOX 
  
1. The LHCSA and CCRC have common ownership? Yes  FORMCHECKBOX 
   No   FORMCHECKBOX 
   
2. Submit documentation which clearly indicates the applicant has the required approval to operate a CCRC. Attachment #     .
iv. Nurse Family Partnership (NFP)   FORMCHECKBOX 
  
1. Submit documentation which clearly indicates the applicant is a  participant in a NFP.  Attachment #     .
b. An application for initial licensure based on an affiliation with one of the above-named programs will be restricted to only serving patients within those programs. Applicants must submit a signed and notarized attestation that they will only serve patients within the applicable program and understand that this limitation will appear on the agency’s license. 

 Attachment #     .
c. If this application is being submitted in affiliation with an ALP, PACE, CCRC or NFP and the applicant wishes to serve patients outside of the affiliated program, please complete Question 2 below. 
d. If the applicant is a currently licensed LHCSA affiliated with an ALP, PACE, NFP or CCRC and wishes to expand their restricted license into a new planning area, please complete Question 2 below. 
N.B. In accordance with 765-1.16(c)(3), LHCSAs affiliated with an ALP, PACE, NFP, or CCRC are not subject to a Public Need review unless they seek to serve patients outside of the ALP, NFP, or CCRC programs or who are not PACE members. “Affiliated” shall mean common ownership. 
2. Is this application being submitted as a rebuttal to Public Need?        Yes  FORMCHECKBOX 
   No   FORMCHECKBOX 
  
If YES, please continue in this section.  If NO, please go to Question 3 below.

This includes applications seeking licensure in a county in which there are already five (5) or more LHCSAs, each actively serving 25 or more patients. These applications would seek to address a serious concern or difficulty accessing homecare services due to minority status, age, medical history, case complexity or payment source as specified in 10 NYCRR Part 765-1.16(d).  Information provided must be evidence-based data. This requirement also includes LHCSAs with an existing restricted license that seek to expand their service area. 
a. There is a presumption of no Public Need if there are five (5) or more LHCSAs, each actively serving 25 or more patients in a county. The applicant must provide data-driven evidence to support their proposal. If more than one county is requested, the proof must be demonstrated for each county individually.  Attachment #Public Need.  Please name the attachment ‘Public Need’. 
N.B. The factors to be considered when determining Public Need for LHCSAs can be found in 765-1.16(d). Any factors applicable to an applicant’s rebuttal should be included in the proposal.
3. Is this application being submitted as a Change of Ownership? Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
  
If YES, please answer the following questions:

a. Is the agency being acquired currently actively serving at least 25 patients? 
Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 
  
b. Is the applicant seeking to serve patients outside of the approved service area of the agency being acquired? Yes  FORMCHECKBOX 
   No   FORMCHECKBOX 



If Yes, applicant must submit a rebuttal to address each county where there is a 



presumption of no need.  The rebuttal information is described in application section 

2a and must be included with the application. Attachment #Public Need. Please name the attachment ‘Public Need’.  
Section D: Legal Documents
Instructions: This section must be completed by all applicants. Select the type of ownership below (from Items A through G) which applies to this application. Note that the items beneath each ownership type must be submitted for the one that is selected. Review the information required in Item G (Related Organization Information) and, if appropriate, provide the required details as an attachment. Schedule 1 must be completed as indicated in Items A through G. Note that Schedule 1s must be signed individually.  Note: Schedule 2D compliance reports for out-of-state affiliated health care facilities must be included with the NYSE-CON application at the time of submission.  Please refer to the ‘Frequently Asked Questions” document for guidance.
 FORMCHECKBOX 
   A. SOLE PROPRIETOR

Submit the following:

•Schedule 1

•Copy of the existing or proposed certificate of doing business under an assumed name

•Copy(s) of any agreement(s) relating to the proposed transfer of the business interest in the  Agency’s operation

 FORMCHECKBOX 
  B. PARTNERSHIP

Submit the following:

•Schedule 1 for each partner

•Complete list of partners, with percent partnership.

•Copy of the existing or proposed certificate of doing business under an assumed name

•Copy of the existing or proposed partnership agreement

•Copy(s) of any agreement(s) relating to the proposed transfer of partnership interests

 FORMCHECKBOX 
 C. LIMITED LIABILITY COMPANY

Submit the following:

•Schedule 1 for each member

•Complete list of members indicating the percent of ownership of each member

•Complete list of any managing members
•Copy of existing or proposed articles of organization

•Copy of existing or proposed operating agreement

•Copy of an existing or proposed certificate of doing business under an assumed name

•Copy(s) of any agreement(s) relating to the proposed transfer of membership interests (if applicable)
•Copy of certificate of approval to do business in New York State (if applicable).

 FORMCHECKBOX 
 D. NOT-FOR-PROFIT CORPORATION

Submit the following:

• Schedule 1 for each board member and director.

•Copy of the existing or proposed certificate of incorporation or copy of the executed or proposed certificate of amendment, merger or consolidation, or application for authority where appropriate.

•Copy of the existing or proposed certificate of doing business under an assumed name.

•Complete list of officers and directors indicating position or title of each (i.e. board member, chairperson, treasurer, etc.).

•Copy(s) of any agreement(s) relating to the proposed transfer of the business interest in the agency operation.

•Copy of the existing or proposed bylaws.
•Copy of certificate of approval to do business in New York State (if applicable).
  FORMCHECKBOX 
 E. BUSINESS CORPORATION

New or existing corporation proposing the operation of the agency.  Submit the following:

•Each principal stockholder (holder of 10% or more of the issued and outstanding stock), board officer and member of the board of directors must submit a Schedule 1

•Copy of the existing or proposed Certificate of Incorporation and a copy of the executed or proposed certificate of amendment, merger, or consolidation or application for authority where appropriate.

•Copy of the existing or proposed certificate of doing business under an assumed name (if applicable).

•Complete list of all board officers, directors, indicating position or title of each (i.e. board member, treasurer, etc.)

•Complete list of all principal stockholders, including: the number of authorized shares, the number of issued shares, the number of shares of stock to be owned by each and the number of unissued shares.

•Copy of the existing or proposed bylaws.

•Copy of certificate of approval to do business in New York State (if applicable). 
•Copy(s) of any agreement(s) relating to the proposed transfer of stock interests (if applicable).

  FORMCHECKBOX 
 F. PUBLIC AGENCIES/PUBLIC BENEFIT CORPORATIONS

The Public Agency/Public Benefit Corporation must submit the full name and address, and the license/certificate number, for all agencies or facilities that are operated by the applicant and certified or licensed for the provision of health care.
 FORMCHECKBOX 
 G. RELATED ORGANIZATION INFORMATION

1.  List the full legal name and the address of the principal office and place of doing business of any existing or proposed parent corporation, controlling person or controlling organization which directly or indirectly, through one or more intermediaries, possesses or will possess the ability to direct or cause the direction of the actions, management or policies of the person, corporation, organization or other entity that is licensed as the operator of the subject home care agency or that is applying for approval as a licensed home care agency.

2.  With respect to each parent corporation, controlling person or other controlling organization identified in response to item (1) above:

a.  List the full name of each member of the board of directors, board officer, controlling person, principal stockholder, sponsor of such parent corporation or controlling person or organization. Each principal stockholder, board officer and member of the board of directors must submit a Schedule 1.

b.  List the full legal name and the address of the principal office and place of doing business of any hospital, residential health care facility, diagnostic and/or treatment center, adult care facility, mental health facility, home health care or personal care program or agency, or other health care facility or program, regardless of location, owned or operated by such parent corporation or controlling person or organization, together with a photocopy of any operating license, permit or certificate issued for such facility or program, the full name of the issuing agency and dates of ownership.

c.  Describe in detail the relationship between the applicant and any parent corporation, controlling person or organization and describe in detail the method or mechanism by which control over the licensed home care services agency is or will be effectuated (e.g. stock ownership, membership arrangement, common officers, directors or stockholders or other arrangement).

3.With respect to any existing or proposed parent corporation or controlling person or organization identified in response to question (1) above:

a. List the full legal name and the address of the principal office and place of doing business of any subsidiary corporation or organization that owns or operates any hospital, residential health care facility, diagnostic and/or treatment center, adult care facility, mental health facility, home health care or personal care program or agency or other health care facility or program, regardless of location, and the full legal name and the address of the principal office and place of doing business of any such health care facility or program, together with a photocopy of any operating license, permit or certificate issued for such facility or program, and the full name of the issuing agency and dates of ownership.

b. List the full name of each of the members, directors, controlling persons, principal stockholders, board officers and sponsors of each subsidiary corporation or organization identified in response to (3) (a) above.

c. Describe in detail the relationship between the applicant, parent corporation, controlling person or organization and each subsidiary corporation or organization identified in response to (3) (a) above and describe in detail the method or mechanism by which control over the subsidiary is or will be effectuated (e.g. stock ownership, membership arrangement, common officers, directors or stockholders or other arrangement).

N.B. Whenever a requested legal document has been amended, modified or restated, all amendments, modifications and/or restatements must also be submitted.
Section E: Change of Ownership 

1. The currently approved operator of the LHCSA being acquired must submit a signed and notarized attestation which includes the following: 
a. The number of patients currently served in each county for which they are approved to serve. 

b. A statement that reads “In accordance with the requirements of 10 NYCRR 765-2.3 (g) {Agency Name} will promptly surrender their Licensed Home Care Services Agency license(s) to the NYS Department of Health when they cease providing home care services.”
c.
A certified copy of the Resolution of the governing authority of the agency being acquired. The Resolution must include anagreement which states that all individual owners of the operating entity authorize the sale of the agency and understand that the actual transfers of ownership interest cannot occur until after all necessary approvals are acquired from the New York State Department of Health and the Public Health and Health Planning Council.
Attachment #     .
N.B. In accordance with 765-1.16(c)(2), applications for licensure based on a change of ownership of agencies actively serving at least 25 patients will not be subject to Public Need review and will only be evaluated on financial feasibility and the character and competence of the proposed operator. If the applicant seeks to serve patients outside of the previously approved counties they will be subject to a need review for each additional county requested. 

Section F: Additional Information

Part 1 – All Applicants 
1. Is this project associated with a Franchise? Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

· If yes, a copy of the Franchise Agreement is required. Attachment #     .

2. Is there a Management Contract associated with this project? Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

· If yes, a copy of the Management Contract is required. Be advised that management contracts must receive prior approval by the NYS Department of Health. 
 Attachment #     .

3. Attach a description of the client and patient groups to be served. Attachment #     .
4. Attach a description of the Quality Assurance Program, which will be used to evaluate the home care services provided. Please refer to the Quality Assurance Committee Guidelines provided to assist you in developing your Quality Assurance Program. Please note: The Quality Assurance Committee must include at least one nurse. Attachment #     .
5. Attach an organizational chart which shows the legal structure of the applicant’s corporate entity. This chart must depict the relationship to any existing or proposed parent entity, controlling person, or subsidiary. This should include: Agency name, Board of Directors, all appropriate branches, divisions and subdivisions and all parent and sibling entities; subsidiaries. 
· For Change of Ownership Applications: Provide two (2) organizational charts, one depicting the current ownership structure and one depicting the proposed ownership structure.

      Attachment #     .
Part 2 – Initial Licensure Applicants Only 

This statement must be reviewed and signed by a duly authorized representative of the applicant seeking approval for initial licensure as an indication that no services requiring home care services agency licensure are presently being provided and will not be provided until such time as a license is received.
Section G: Financial Resources
Part 1- Sources of Working Capital and Two Months Estimated Operating Expenses

In accordance with 765-1.2(b)(3), all LHCSA applicants are subject to a financial review which includes an examination of the sources of available working capital, with a minimum requirement equal to at least two months of estimated operating expenses of the agency.

To comply with this requirement, a written plan and financial review of available resources must be submitted.
Written Plan

1. Provide a written summary that identifies all funding sources to be utilized to support the agency for at least two months after licensure. The amount of working capital to be utilized must be clearly specified.

2. Include a chart or written description of the projected operating costs during the first two months after licensure.  Expenses include, but are not limited to salaries, office space, utilities, supplies and miscellaneous operating costs. 

Financial Review

· If the applicant intends to utilize existing financial resources (savings, investments, approved loan or awarded grant, etc.), a Certified Public Accountant (CPA) must evaluate the amount of working capital available to the applicant. The entity’s most recent Balance Sheet and written confirmation provided by a CPA on letterhead must be included with the application.

· If the applicant intends to provide working capital by equity contributions, Personal Financial Statements must be submitted for each member contributing equity, including for any member which is not a natural person. These document(s) must be on CPA letterhead, signed and dated by each member shareholder and be included with the application.

· If funding will be provided by a related and/or parent organization, the applicant must provide a letter from that entity’s CPA, which confirms the amount of funding to be provided. The most recent Balance Sheet by the funding entity must be submitted with the application.   

I have included a Written Plan and Financial Review document(s) with my application: 
Yes      No 
If yes, Attachment #Financial.
Please name the attachment ‘Financial’.
Part 2 – Projected Operating Costs

In accordance with 765-1.2(b)(3), all LHCSA applicants are subject to a financial review which includes an examination of the financial feasibility of the agency or projections indicating that the agency’s revenue, including but not limited to operating revenue, will be equal to or greater than projected expenditures over time.
To comply with this requirement, the following must be submitted by each applicant:

Instructions: All applicants must submit the First and Third Year Operating Cost columns. Change of Ownership applicants must also complete the Current Operating Costs column for the agency being acquired. If multiple agencies are being acquired, attach additional charts for each LHCSA. 

Table G1: Summary of Operating Costs 

	Costs
	Current Operating Costs                        (If Applicable)1
	Estimated Operational Costs: First Year
	Estimated Operational Costs: Third Year

	Director/Administrator
	
	
	

	Supervisors
	
	
	

	Nurses (RNs/LPNs)
	
	
	

	Home Health Aides
	
	
	

	Personal Care Aides
	
	
	

	Homemakers/Housekeepers
	
	
	

	Professional Staff
	
	
	

	Clerical Staff
	
	
	

	Other Staff
	
	
	

	Employee Benefits
	
	
	

	Space Occupancy (Rent/Utilities)
	
	
	

	Office Supplies
	
	
	

	Contract Services
	
	
	

	Transportation
	
	
	

	Medical and Nursing Supplies
	
	
	

	Other (Please Specify)
	
	
	

	Total 
	
	
	


(1) The Department may require the agency(ies) being acquired to submit a written attestation of current operating costs.
Authorized Signature
Name of Applicant:      

According to Article 36 of the Public Health Law, a home care services agency subject to licensure is an organization engaged in arranging and/or providing, either directly or through contract arrangement, nursing, home health aide or personal care services. 

Please confirm the following by signing in the space provided below:
•The applicant is not providing home health aide or personal care by referral, contract or directly at the current time.

•The applicant is not providing registered nurse or licensed practical nurse services in the home at this time outside of that provided as an individual practitioner within the scope of their license.

•Regardless of the title of the workers, the applicant is not providing any individuals, either directly, by contract, or through referrals that deliver “hands on” personal care services to patients in their home.
•The applicant is aware that they may not commence operation of the home care agency until after the application has been approved by the Public Health and Health Planning Council and the agency has obtained a license from the Department of Health. Once licensed, a license is not tranferrable.  A new application and approval must be granted before a change in owner or operator occurs.
Authorized Signature:                                          Date:      
Print Name:
     




Title:      
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