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Virginia Department of Health

Office of Licensure and Certification

Application for Hospital Licensure

Complete all fields.  Incomplete or inaccurate applications will be returned. Any changes affecting the accuracy of the information contained herein must be reported in writing immediately to the VDH Office of Licensure and Certification.

	Application type:                                                                                 
	License year:      

	Application is for:

	
	 FORMCHECKBOX 
 Initial Licensure

 FORMCHECKBOX 
 License Renewal

 FORMCHECKBOX 
 Change of Address

 FORMCHECKBOX 
 Change of Ownership
	 FORMCHECKBOX 
 Change in bed capacity during licensure period

 FORMCHECKBOX 
 Addition of freestanding facilities

 FORMCHECKBOX 
 Addition of programs or services

	All sections of this application must be completed for all application types


	Hospital identification

	Name of hospital 

     
	Main Telephone Number

(       )      

	Street Address

     
	Fax

(       )      

	City

     
	County

     
	State

     
	Zip

     

	Web Address

     
	Federal Employer ID Number:

     

	Mailing address (if different from above)

     

	City

     
	State

     
	Zip

     


	Administrator of record, if different than owner/operator 

	Name:      
	Title:      

	Telephone Number: (       )      
	Email Address:      


	Is any part or program of the hospital licensed by another state agency:
	 FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes 

	 If Yes, 

Agency name:      
	Program/

part:      

	Agency name:      
	Program/

Part:      

	Agency name:      
	Program/

Part:      


	Compliance with conditioned Certificates of Public Need (COPN)

	The facility has reviewed its COPNs and has determined that:

  1. No conditioned COPNs are applicable to the facility:  Yes  FORMCHECKBOX 
           No  FORMCHECKBOX 
           OR 

  2. Conditioned COPNs are applicable to the facility and the facility has met the conditioned requirements: Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

      Pursuant to § 32.1-102.2 C, a license cannot be renewed if the agreed upon conditions have not been met.  


	Ownership of the hospital 

	Hospital 

Owner:      
	Tel. Number:
     

	Street Address:
     
	Fax Number:
     

	City:
     
	County:
     
	State:
     
	Zip:
     

	Chief Executive Officer:

     
	Email Address:

     

	Chief Financial Officer:

     
	Email Address:

     


	Type of Ownership and Control

	For Profit:
 FORMCHECKBOX 
 Corporation

 FORMCHECKBOX 
 Partnership

 FORMCHECKBOX 
 Limited Liability Co.

 FORMCHECKBOX 
 Individual

 FORMCHECKBOX 
 Other:
	Not for Profit:
 FORMCHECKBOX 
 Charitable organization

 FORMCHECKBOX 
 Church

 FORMCHECKBOX 
 Corporation

 FORMCHECKBOX 
 Other:


	Public:

 FORMCHECKBOX 
 State

 FORMCHECKBOX 
 County

 FORMCHECKBOX 
 City

 FORMCHECKBOX 
 Multijurisdictional

 FORMCHECKBOX 
 Hospital authority

 FORMCHECKBOX 
 Other:
	Federal ID

Number:

     

	Is the hospital operated by the owner?    FORMCHECKBOX 
 Yes           FORMCHECKBOX 
 No           If no, complete section below:

	Operator

Name:      
	Fax:

     

	Street Address:
     

	City:
     
	County:
     
	State:
     
	Zip:
     

	Email 

Address:      
	Web 

Address:      


	General Information concerning the hospital

	A. Type of hospital:

	 
	 FORMCHECKBOX 
 General acute care hospital
	 FORMCHECKBOX 
 Specialty medical hospital 

	
	 FORMCHECKBOX 
 General acute care hospital excluding obstetrics
	 FORMCHECKBOX 
 Specialty rehabilitation hospital

	
	 FORMCHECKBOX 
 Rural hospital  ( Critical access hospital)  
	 FORMCHECKBOX 
 Other:

	
	 FORMCHECKBOX 
 Long term care hospital (LTACH)
	

	
	 FORMCHECKBOX 
 Specialty hospital for children
	

	
	
	

	B. Freestanding facilities:  Attach a list of the full name and complete address of each freestanding facility to be included on this license.

	C.
	Certification: 
	 FORMCHECKBOX 
 None
	 FORMCHECKBOX 
 Medicare
	 FORMCHECKBOX 
 Medicaid
	 FORMCHECKBOX 
 CLIA

	D.
	Accreditation: 
	 FORMCHECKBOX 
 None
	 FORMCHECKBOX 
 The Joint Commission
	Accreditation period:      

	
	Other:      
	Accreditation period:      

	
	Other:      
	Accreditation period:      


	Patient services offered:
H = Hospital campus                         F = Freestanding

	Service
	H
	F
	Service
	H
	F

	 FORMCHECKBOX 
 Burn Unit
	
	 FORMCHECKBOX 
 Psychiatric/substance abuse services
	 FORMCHECKBOX 
       FORMCHECKBOX 


	 FORMCHECKBOX 
 Cardiac care
	 FORMCHECKBOX 
        FORMCHECKBOX 

	 FORMCHECKBOX 
 Rehabilitation or therapy
	 FORMCHECKBOX 
       FORMCHECKBOX 


	 FORMCHECKBOX 
 CLIA lab
	
	 FORMCHECKBOX 
 Renal dialysis
	 FORMCHECKBOX 
       FORMCHECKBOX 


	 FORMCHECKBOX 
 Diagnostic imaging
	 FORMCHECKBOX 
        FORMCHECKBOX 

	 FORMCHECKBOX 
 Respiratory/pulmonary services
	 FORMCHECKBOX 
       FORMCHECKBOX 


	 FORMCHECKBOX 
 Emergency services
	 FORMCHECKBOX 
        FORMCHECKBOX 

	 FORMCHECKBOX 
 Stroke (CVA) care
	

	 FORMCHECKBOX 
 Medical/surgical
	
	 FORMCHECKBOX 
 Skilled LTC nursing
	

	 FORMCHECKBOX 
 Intensive care
	
	 FORMCHECKBOX 
 Trauma
	

	 FORMCHECKBOX 
 Nuclear medicine
	 FORMCHECKBOX 
        FORMCHECKBOX 

	       FORMCHECKBOX 
 Level III
	

	 FORMCHECKBOX 
 Obstetric
	
	       FORMCHECKBOX 
Level II
	

	 FORMCHECKBOX 
 Organ transplant
	
	       FORMCHECKBOX 
Level I
	

	 FORMCHECKBOX 
 Outpatient surgical
	 FORMCHECKBOX 
        FORMCHECKBOX 

	 FORMCHECKBOX 
 Ventilator
	

	 FORMCHECKBOX 
 Pediatric
	
	For Office Use ONLY
Total Licensed 

Beds Approved: _______________  Date: _____________ 



	 FORMCHECKBOX 
 Perinatal
	
	

	       FORMCHECKBOX 
 Basic

       FORMCHECKBOX 
 Intermediate (also provides Basic care)

       FORMCHECKBOX 
 Specialty (also provides Basic and Intermediate) 

       FORMCHECKBOX 
 Subspecialty  (also provides Basic, Intermediate and                                              Specialty care)  
	

	Bed capacity:

	Total number of authorized beds:          

(excluding infant care stations, emergency department beds/stretchers, observation beds, recovery room beds, labor room beds
	     
	Total number of authorized infant care stations:

(including bassinets, warming stations and isolettes) Do not add to total bed capacity
	     


	AFFIDAVIT

	I, ____________________________________________________, hereby swear (or affirm) that the information contained in this application is true and correct, and all federal state and local laws and regulations have been complied with. 

___________________________________________________________                     __________________________

Signature and Title of Applicant                                                                                         Date




	Licensing (service) fees

	Pursuant to 32.1-130 of the Code of Virginia, the fee for each initial and renewal license is determined as follows:
$1.50 per patient bed
Not less than $75.00 but not more than $500.00.




	Return this completed application and a check for the full licensing fee to:

Acute Care Unit

Office of Licensure and Certification

Virginia Department of Health
9960 Mayland Drive, Suite 401

Henrico, Virginia 23227
Questions?  Contact the Acute Care Unit at: (804) 367-2107 or  OLC-Inquiries@vdh.virginia.gov




