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DEPARTMENT OF HEALTH






	Health Standards Section

Rural Health Clinic (RHC) License Application 




Rural Health Clinic (RHC) License Application


	Section 1: Licensing Action (Must Be Completed)

	 FORMCHECKBOX 
 Initial License
	 FORMCHECKBOX 
 Legal Name Change
	 FORMCHECKBOX 
 Relocation
	 FORMCHECKBOX 
 Other:      

	State ID: RH       
	 FORMCHECKBOX 
 DBA Name Change
	 FORMCHECKBOX 
 Mailing Address Change
	 FORMCHECKBOX 
 

	 FORMCHECKBOX 
 Voluntary Closure
	 FORMCHECKBOX 
 Ownership Change
	 FORMCHECKBOX 
 Corporate Address Change
	 FORMCHECKBOX 
 

	 FORMCHECKBOX 
 Conversion Free Standing RHC (Type 1) to a Free Standing Provider Based RHC (Type 2) (License #     )  
	 FORMCHECKBOX 
Conversion from Free Standing RHC (Type 1) to Hospital      Offsite Campus (Type 3) (License #     ) 

	 FORMCHECKBOX 
 License Renewal
	License:         
	Expiration Date:      


	Section 2: Type of Facility (Must Be Completed); for further information about RHC types, visit the RHC program page online

	 FORMCHECKBOX 
 Type 1: Independently licensed RHC that is independently certified as a RHC & not provider based to a hospital

	 FORMCHECKBOX 
 Type 2: Independently licensed RHC that is independently certified as a RHC & provider based to a hospital

	 FORMCHECKBOX 
 Type 3: RHC licensed as an outpatient department of a hospital, independently certified as a RHC & provider based to a hospital.  
 Hospital License #                               Hospital State ID :                           Hospital DBA name:                     



	Section 3: Rural Health Clinic Information (Must Be Completed)

	

	Facility Legal Entity Name as it is registered with the IRS: (Must submit IRS documentation showing legal name & EIN):
     

	IRS #      

	Facility DBA Name (if applicable):       

	Facility Geographical Street Address:       

	Facility City:      
	Parish:      
	Facility Zip:      

	Is this RHC located on the campus or in the building of another healthcare facility?
 FORMCHECKBOX 
No        FORMCHECKBOX 
Yes  If yes, list the name (s) of other healthcare facility:      

	Main Phone # (not voice mail) that can be reached during business hours: 
     
	Main Fax #:

     

	Mailing Address
	Corporate Mailing Address
	Fiscal Information
	Accrediting Information

(submit copy of Accreditation)

	Street or P.O. Box: 
     
	Street or P.O. Box: 
     
	MAC (Medicare Administrative Contractor):      
	Accrediting Body: 
     

	City/State/Zip:       
     
	City/State/Zip:       
     
	Cost Report Year End: 
      month       day
	Accreditation Exp: 
     


	Section 4: Contact Information (Must Be Completed)

	Administrator/CEO
	Clinic Manager
	Designated Contact Person

	Name:      
	Name:      
	Name:      

	Phone:      
	Phone:      
	Phone:      

	Email:      
	Email:      
	Email:      


	Section 5: Clinical Staff (Must Be Completed For Initials, Conversions & Changes in Ownership)
For all others, has this information changed since the initial/renewal application:  FORMCHECKBOX 
 No (skip to next section)  FORMCHECKBOX 
 Yes (complete this section)

	Medical Director
	Mid Level Practitioner
	Mid Level Practitioner
	Mid Level Practitioner

	Name:      
	Name:      
	Name:      
	Name:      

	Phone:      
	Phone:      
	Phone:      
	Phone:      

	Email:      
	Email:      
	Email:      
	Email:      


	Section 6: Payment Information (Must Be Completed If There Is a Fee Associated with This Action)

	Check or Money Order Number:      

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

	LDH Licensing Fee

PO Box 734350
Dallas, TX 75373-4350
	Louisiana Department of Health, Health Standards Section

P.O. Box 3767

Baton Rouge, LA 70821-3767


	Section 7: Type of Ownership (Must Be Completed For Initials, Conversions & Changes in Ownership) 

For others: Has this information changed since the initial/renewal application:  FORMCHECKBOX 
 No (skip to next section)  FORMCHECKBOX 
 Yes (complete this section)

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

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

	 FORMCHECKBOX 
 Corporation
	 FORMCHECKBOX 
 Corporation
	 FORMCHECKBOX 
 Hospital Service District

	 FORMCHECKBOX 
 Limited Liability Corporation
	 FORMCHECKBOX 
 Limited Liability Company
	 FORMCHECKBOX 
 State Facility

	 FORMCHECKBOX 
 Partnership
	 FORMCHECKBOX 
 Partnership
	 FORMCHECKBOX 
 Combination Gov-N-Profit

	 FORMCHECKBOX 
 Religious Affiliation
	 FORMCHECKBOX 
 Group Practice
	 FORMCHECKBOX 
 Parish (specify)

	 FORMCHECKBOX 
 Unincorporated Association
	 FORMCHECKBOX 
 Other:
	 FORMCHECKBOX 
 Other

	 FORMCHECKBOX 
 Other:
	
	


	Section 8: Ownership Structure (Must Be Completed For Initials, Conversions & Changes in Ownership)

 For other: Has this information changed since the initial/renewal application:  FORMCHECKBOX 
 No (skip to next section)  FORMCHECKBOX 
 Yes (complete this section)  

If yes, when did this change occur:      
Please include all persons or entities with 5% or greater direct and/or indirect ownership or membership

This information must match the CMS 855A

	All Owners’ Names With 5% or greater direct or indirect ownership
	Percentage
	Tax ID Number
	Address

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	Please use the example below to submit an ownership diagram attached to this license application if the licensing action requested requires a diagram of the ownership structure (see section 12 below to determine if this is required).  Please include the legal names, tax ID numbers and ownership percentages and relationships.

	                       
[image: image1.png]ABC Enterprises, LLC XYZ Acquisitions, LLC
fEN_) (EIN__)
This entity owns 510% of
XYZ Enterprises, LLC & is This entity owns 49% of
an indirect owner of the XVZ Enterprises, LLC & is
RHC(ABCEnterprises, LLC) an indirect owner of the
RHC(ABCEnterprises, LLC)

XYC Enterprises, LLC John Doe.

EN__) (TN )

“This is one of two direct owners of the hospital. He

“This is one of two direct owners of the RHC. It owns
‘owns 50% of the RHC (ABC Enterprises, LLC)

'50% of the RHC (ABC Enterprises, LLC)

ABC Enterprises, LLC dba ABC RHC
EN__)
(ABC Enterprises, LLC is the licensed RHC entity and
does business as ABC RHC. ABC Enterprises is not the
owner of the RHC...itis the RHC provider entity)








	Section 9: Offsite Criteria (Must Be Completed for Type 3 RHCs Only)



	Ownership and Control
	All components subject to the control of and direction of one common owner and the governance.  (e.g. common bylaws operating decisions and personnel actions).  The ownership structure of the offsite campus is exactly the same as the hospital ownership structure.
	 Yes
	 No

	Chief Medical Officer
	A single Chief Medical Officer who maintains a day-to-day reporting relationship directly to the governing body and who is responsible for all medical staff activity for all components of the hospital.
	 Yes
	 No

	Total Integrated Medical Staff
	Total integration of the organized medical staff as evidenced by:

a. All medical staff members have privileges at all components of the hospital.

b. All medical staff committees are responsible for their respective areas of responsibility at all components of the hospital.
	 Yes
	 No

	Chief Executive Officer
	There is a single chief executive officer whom all administrative authority flows and who exercises direct control and surveillance on a day-to-day basis over all administrative activities of all components.  
	 Yes
	 No

	Tax ID Number
	Does this location function under the same tax ID number as the main campus?  What is the tax ID #:      
	 Yes
	 No

	Recognition 
	Will the off-site campus be held out to the public as part of the main campus hospital so that patients recognize what hospital they are entering and being billed for?
	 Yes
	 No


	Section 10:Offsite Questionnaire (Must Be Completed for Type 3 RHCs Only)

	1) Is this offsite campus located within a 35 mile radius of the main campus? Please attach a map showing the distance.
	  Yes
	 No

	2) If your hospital is Critical Access Hospital, is this offsite campus at least 35 miles away from another hospital’s campus?  (Offsite RHCs are exempt from this requirement)        N/A
	  Yes
	 No

	3) Is this offsite co-located on the campus or in the building of another hospital?

     If yes, list the name of the hospital:       
	  Yes
	 No


	4) Do any of the below bullet points apply to this project? Changes to inpatient beds, nurseries, or NICU

· Changes inclusive of, but not limited to inpatient and outpatient surgical services, labor delivery services, bronchoscopy, endoscopy, heart cath units, pre-operative services, post-operative services or intra-operative services. 

· Changes to sterile processing physical environment

· Changes to psychological/behavioral health services physical environment

· Changes to the ED services functional program and/or physical environment

· Imaging centers that provide linear acceleration and proton beam therapy (if licensed to a hospital)
	  Yes
	 No

	5) Will this offsite location have inpatient beds?
	  Yes
	 No


	6) If you answered yes to either question #4 or #5, please provide the Health Facility Plan Review project number. For information on this plan review, please visit our website at: http://dhh.louisiana.gov/index.cfm/directory/detail/740.

In order for your packet to be reviewed, your plan review must be released for our review on the Office of State Fire Marshal (OSFM) IMS website. To release the plan review for our review, you will need our first name, last name and login. HSSHospitals should be entered in each of these fields. Ensure your plan review includes a site map showing all buildings demarcated, a floor map with the area boundaries demarcated, floor plan with all rooms identified by purpose or patient room number and floor plans showing what the area looked like before the change. 

*Please note if plan review was required, submit the plan review attestation with this packet*.
	DH-     -     
DH-     -     
DH-     -     
 Not applicable.

	7) Please provide the OSFM Plan Review for the Life Safety/Occupancy Approval. The OSFM can exempt you from this review. If exempt, please provide the documentation showing the exemption. For information on this plan review, please visit our website at: http://dhh.louisiana.gov/index.cfm/directory/detail/740.

In order for your packet to be reviewed, your plan review must be released for our review on the Office of State Fire Marshal (OSFM) IMS website. To release the plan review for our review, you will need our first name, last name and login. HSSHospitals should be entered in each of these fields.  
	AR-     -     
AR-     -     
AR-     -     
  Exempt.

	8) Describe the Inpatient Services that will be provided:

                    
 Not applicable-this offsite will not provide inpatient services.

	9) Describe the Outpatient Services that will be provided:

                    
 Not applicable-this offsite will not provide outpatient services.

	10) What arrangements will be made for patients requiring emergency services? (Please do NOT provide an answer such as “call 911” or “transport to nearest emergency room”.  You must briefly explain how your policies/procedures will be followed to provide initial care and treatment to persons experiencing emergencies).

                   


	11) In an emergency situation, will the patient be sent to the main campus of the hospital?  

(If the answer is no, where will the patient be sent)

                   



	Section 11: Building Information (Must Be Completed For Initials, Conversions & Changes in Ownership)

For others: Has this information changed since the initial/renewal application:  FORMCHECKBOX 
 No (skip to next section)  FORMCHECKBOX 
 Yes (complete this section)

	Is this RHC located on the campus or in the building of another healthcare facility?  FORMCHECKBOX 
No,        FORMCHECKBOX 
Yes  
If yes, list the name (s) of other healthcare facility:      

	Does this RHC share space with any other business:  FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes (explain):      

	Is this a single  FORMCHECKBOX 
 story building or  FORMCHECKBOX 
 multi-story building?  If multi-story, how many stories does the RHC occupy?      


	Section 12: Services (Must Be Completed For Initials)
For others: Has this information changed since the initial/renewal application:  FORMCHECKBOX 
 No (skip to next section)  FORMCHECKBOX 
 Yes (complete this section)

	What types of services will be offered in the RHC:

     


	Section 13: Hours of Operation (Must Be Completed For Initials and Conversions)
State RHC regulations require a RHC to be operational at least 36 hours per week.

For Others: Has this information changed since the initial/renewal application:  FORMCHECKBOX 
 No (skip to next section)  FORMCHECKBOX 
 Yes (complete this section)

	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	      am to       pm
	      am to       pm
	      am to       pm
	      am to       pm
	      am to       pm

	      am to       pm
	      am to       pm
	      am to       pm
	      am to       pm
	      am to       pm

	Saturday
	Sunday

	      am to       pm
	      am to       pm


	
	Section 14: Required Licensing Information to Attach to this Application
Please attach all items denoted by “X” below for the type of application you are submitting.  Please do not attach extraneous information or information not requested for your licensing action.

	Item
	INITIAL TYPE 1&2
	     INITIAL TYPE 3
	RENEWAL TYPE 1 OR 2
	LEGAL NAME CHANGE
	DBA NAME CHANGE
	SERVICE ACTION
	RELOCATION-TYPE 1 and 2
	RELOCATION-Type 3
	MAILING ADDRESS CHANGE
	CORPORATE ADDRESS CHANGE
	CONVERSTION TO TYPE 3
	CONVERSION TO TYPE 1
	CONVERSION TO A TYPE 2
	VOLUNTARY CLOSURE
	

	HSS-RH-01 Application
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X
	

	Site Verification from the Bureau of Primary Care & Rural Health
	X
	X


	
	
	
	
	X
	X
	
	
	
	
	
	
	

	AR Plan Review Number:       
	
	X
	
	
	
	X
	
	X
	
	
	X
	
	
	
	

	Please release the plan review in the OSM website for our review; log-in, first name, last name will be HSSHospitals
	
	X
	
	
	
	X
	
	X
	
	
	X
	
	
	
	

	DH Plan Review Number:       
	X
	
	
	
	
	X
	X
	
	
	
	
	X
	X
	
	

	Please release the plan review in the OSM website for our review; log-in, first name, last name will be HSSHospitals
	X
	
	
	
	
	X
	X
	
	
	
	
	X
	X
	
	

	DH Plan Review Attestation
	X
	
	
	
	
	X
	X
	
	
	
	
	X
	X
	
	

	Please ensure that IMS has a site map, floor map & floor plan with all rooms identified by purpose.
	X
	 X
	
	
	
	X
	X
	X
	
	
	X
	
	
	
	

	OSFM Walk Through Inspection showing the dba name of the RHC and geographical address:
	X
	X
	X
	
	
	X
	X
	X
	
	
	
	
	
	
	

	OPH Walk Through Inspection showing the dba name of the RHC and geographical address:
	X
	X
	X
	
	
	X
	X
	X
	
	
	
	
	
	
	

	Map showing distance from main campus to offsite location
	
	X
	
	
	
	
	
	X
	
	
	
	
	
	
	

	Copy of the Payment Transmittal and check
	X
	X
	X
	X
	X
	
	X
	X
	
	
	X
	X
	X
	
	

	Type 1 and 2-Initial and Renewal: $600
	X
	
	X
	
	
	
	X
	
	
	
	
	X
	X
	
	

	Type 3 Initial: $300
	
	X
	
	
	
	
	
	X
	
	
	X
	
	
	
	

	Reprint of License: $25
	
	
	
	X
	X
	
	
	
	
	
	
	
	
	
	

	Diagram of the Ownership Structure showing all entities/persons with 5% or greater direct and/or indirect ownership/membership of the Rural Health Clinic (see example in section 8 of this application).
	X
	X


	
	X
	X
	
	
	
	
	
	X
	X
	X
	
	

	IRS Information Showing Legal Name & EIN
	X
	X
	
	X
	
	
	
	
	
	
	X
	X
	X
	
	

	Legal Documents for the change 
	
	
	
	X
	X
	
	
	
	
	
	X
	X
	X
	
	

	Documentation from the US Postal Service Showing Change in Mailing Address
	
	
	
	
	
	
	
	
	X
	
	
	
	
	
	

	Administrator Qualifications (For type 3s-Hospital administrator)
	X
	X
	
	
	
	
	
	
	
	
	
	
	
	
	

	Director of Nursing (DON) Qualifications (Type 3s only-Hospital DON’s resume)
	
	X
	
	
	
	
	
	
	
	
	
	
	
	
	

	A Letter of Intent to include the following: 

*Effective Date of the closure

*Name, address, and phone number where the clinic Medical Records will be stored
*Name, address and phone number for the designated custodian of Medical Records for the clinic

*Plans for discharge or transfer of patients from this location.
	
	
	
	
	
	
	
	
	
	
	
	
	
	X
	

	Federal Forms Required for Certification:  
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	855A Approval Letter
	X
	X
	
	X
	X
	
	X
	X
	
	
	X
	X
	X
	X
	

	CMS-1561A
	X
	X
	
	
	
	
	
	
	
	
	
	
	
	
	

	CMS-29
	X
	X
	
	
	
	
	X
	X
	
	
	
	
	
	
	

	Office of Civil Rights (OCR)
	
	X
	
	
	
	
	
	
	
	
	X
	
	X
	
	


	Section 15: Intention Regarding Certification
Initial Application:  FORMCHECKBOX 
 No (skip to next section)  FORMCHECKBOX 
 Yes (complete this section) 

Change in Ownership: new owner NOT accepting assignment of provider agreement:  FORMCHECKBOX 
 No (skip to next section)  FORMCHECKBOX 
 Yes (complete this section) 
All others: Skip this section

	Once licensed, will you be pursuing Medicare Certification: 

 FORMCHECKBOX 
 No  (skip to section 15)  

 FORMCHECKBOX 
 Yes (complete the remainder of this application) and you will need to submit the required documents for Certification.  


	Once licensed (please note that you can NOT be accredited prior to licensing, which Accrediting Organization will you be pursuing certification through:

 FORMCHECKBOX 
 AAAASF or  FORMCHECKBOX 
 TCT    FORMCHECKBOX 
 Other 


	Section 16: Attestation & Signature


	I understand that if the agency license is granted with this application action, it is granted for one year and shall become void upon change of ownership or change in geographical address.  It is my responsibility to notify the Louisiana Department of Health, Health Standards Section, in writing of any changes in the information provided in this application in a separate packet.  I attest that the Rural Health Clinic currently complies with the requirements of the Rural Health Clinic licensing standards, Office of State Fire Marshal, Office of Public Health and building codes.  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.  I certify that I am aware that an onsite licensing survey must be conducted prior to the RHC receiving a license.
Emergency Preparedness Attestation: 

I certify that I am in compliance with all appropriate federal, state, departmental or local statutes, laws, ordinances, rules, and regulations concerning emergency preparedness. 



	Authorized Representative’s Printed Name & Title:      


	Authorized Representative’s Signature

	Date: 


HSS-RH-01 (revised 12/2020) 
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