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HOME AND COMMUNITY BASED SERVICES LICENSE APPLICATION

	                        FORMCHECKBOX 
 INITIAL         FORMCHECKBOX 
 RENEWAL*          FORMCHECKBOX 
 CHANGE OF OWNERSHIP**           FORMCHECKBOX 
 CHANGE OF ADDRESS           FORMCHECKBOX 
 CHANGE OF NAME

   FORMCHECKBOX 
 ADD BRANCH OR SATELLITE      FORMCHECKBOX 
 ADD  a SERVICE**       FORMCHECKBOX 
 DELETE a SERVICE **     LICENSE NUMBER ________________       EXPIRATION   DATE      ___________

                       TOTAL  FEE SUBMITTED  _____________      CHECK / MONEY ORDER # _____________ ( see  payment transmittal form for more information)
                 *Check the appropriate box(es) in the Service Modules section below. 
                 **Service Modules may not be added or deleted, nor Change of Ownership requested during the license renewal period. 
        

	SERVICE MODULES
                                 FORMCHECKBOX 
PCA             FORMCHECKBOX 
SIL          FORMCHECKBOX 
SIL Shared Living Conversion          FORMCHECKBOX 
Family Support            FORMCHECKBOX 
Respite In-Home
 FORMCHECKBOX 
Respite Center Based      FORMCHECKBOX 
MIHC     FORMCHECKBOX 
Supported Employment       FORMCHECKBOX 
Substitute Family Care     FORMCHECKBOX 
Adult Day Care
    
 FORMCHECKBOX 
 CHECK IF ANY CHANGE HAS OCCURRED SINCE LAST APPLICATION             STATE  ID #HC ____________________
I.   
      AGENCY  (DBA) NAME ______________________________________________________________________________________________________________
      GEOGRAPHICAL ADDRESS __________________________________________________________________________________________________________
       CITY / STATE / ZIP _________________________________________________________________________________________________________________
      24 HOUR  TELEPHONE NUMBER   (_____)  ________________FAX NUMBER   (____)  __________________ EMAIL ______________________________
       REGION ______________________________________________________________    PARISH ____________________________________________________


	II.   
         MAILING ADDRESS (IF DIFFERENT FROM ABOVE) __________________________________________________________________________________
        CITY / STATE / ZIP  ________________________________________________________________________________________________________________


	III.  AGENCY OPERATIONS

                             DAYS OPEN DURING THE WEEK (list)  ___________________________________________________________________________________

                             HOURS OF OPERATION   ____ a.m.   TO      _____ p.m.
                            POPULATION SERVED:    FORMCHECKBOX 
MALE      FORMCHECKBOX 
FEMALE     FORMCHECKBOX 
BOTH         

                            ADMISSION AGE RANGE: ______YRS.   TO ______ YRS.

                           LICENSED CAPACITY    Center Based Respite _______                 ADC  _______          

                        NUMBER OF BUILDINGS USED BY CLIENTS  (ADC/CENTER BASED SERVICES ONLY)   _____
**Changes in the days and/or hours of operation require prior approval by Health Standards Section.         




	IV. Name, address and telephone number of the President, if applicable, for corporations, etc.

	NAME
	ADDRESS
	TELEPHONE NUMBER

	
	
	

	V.  ADMINISTRATOR

       NAME: _____________________________________________________
      HOME ADDRESS:  ______________________________________________________________________________________________
      HOME TELEPHONE NUMBER: (______) _________________________  DATE HIRED:____________________________________

      EDUCATIONAL BACKGROUND:  Degree Earned: _______________________________ Date Earned: ________________________ 

                                                                  Institution: ________________________________________________________________________

 FORMCHECKBOX 
 CHECK IF ANY CHANGE HAS OCCURRED SINCE LAST APPLICATION.  IF ADMINISTRATOR HAS CHANGED, ATTACH RESUME AND COPY OF A CURRENT CRIMINAL BACKGROUND CHECK REPORT (INCLUDING SEX OFFENDER REGISTRY), FROM A LOUISIANA STATE POLICE AUTHORIZED AGENT)


	                                                                                                                                                                                                                                                          VI.   SATELLITE/ BRANCH OFFICES (Requires approval from Health Standards prior to opening, and may not be requested at renewal)
BRANCH/SATELLITE NAME

STREET ADDRESS

CITY/PARISH/ZIP

PHONE

NUMBER

FAX

NUMBER

 FORMCHECKBOX 
 CHECK IF ANY CHANGE HAS OCCURRED SINCE LAST APPLICATION



	VII.  ACCREDITATION                                                                                                                                                                                               Accrediting Organization:       FORMCHECKBOX 
TJC    FORMCHECKBOX 
CARF     FORMCHECKBOX 
COA      
Current Term of Accreditation: from _______  through _______

	ATTESTATION:  
I understand that if the agency license is granted, it is granted for one year and shall become void upon change of ownership.  It is my responsibility to notify the Louisiana Department of Health, Health Standards Section in writing of any changes in the information provided in this application.  I certify that the information herein is true, correct, and supportable by documentation to the best of my knowledge.  Documentation of the information above is available upon request by the Louisiana Department of Health. 
__________________________________________________________

AUTHORIZED REPRESENTATIVE NAME (TYPED OR PRINTED)
__________________________________________________________                                          ___________________________

AUTHORIZED REPRESENTATIVE SIGNATURE                                                                                            DATE
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