Virginia Department of Health

Office of Licensure and Certification

Application for Exemption from Hospice Licensure
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Complete all fields. Incomplete or inaccurate applications will be returned. Send completed application and a check for $75.00 made payable to Virginia Department of Health to:

Home Care/Hospice Unit

Office of Licensure and Certification

Virginia Department of Health

9960 Mayland Drive, Ste. 401

Richmond, VA 23233-1485
Loss of accreditation or certification or any changes affecting the accuracy of the information contained herein must be reported in writing immediately to the VDH Office of Licensure and Certification.  Loss of certification or accreditation requires an application for licensure.








Date:
	Legal
Name:      
	Business
Name:      

	Address: (Street, city/county, state, zip)
     
	Mailing address: (Street, city/county, state, zip)


	Administrator
Of Record:  
	Telephone, including Area Code:      
Fax:       

	E-mail 

Address: 
	WEB
Address:  

	Services Provided By This Hospice

	 FORMCHECKBOX 
 Nursing Care

 FORMCHECKBOX 
 Spiritual/Bereavement counseling
 FORMCHECKBOX 
 Medical social services
 FORMCHECKBOX 
 Physician services
 FORMCHECKBOX 
 Pharmacy services
	 FORMCHECKBOX 
 Medical appliances/supplies
 FORMCHECKBOX 
 Respiratory therapy
 FORMCHECKBOX 
 Home attendant services

 FORMCHECKBOX 
 Dietary/nutrition counseling
	 FORMCHECKBOX 
 Physical therapy

 FORMCHECKBOX 
 Occupational therapy
 FORMCHECKBOX 
 Speech therapy

 FORMCHECKBOX 
 Other, specify:  ____________________


	Exemption claimed
Attach a current copy of supporting evidence of accreditation to assure prompt processing.

	This organization is accredited by:
  FORMCHECKBOX 
 The Joint Commission

  FORMCHECKBOX 
 The Community Health Accreditation Program (CHAP)

  FORMCHECKBOX 
 The Accreditation Commission for Health Care 
	 FORMCHECKBOX 
  The organization is federally certified.  Medicare Provider number: 49 – 
 FORMCHECKBOX 
 Other: ______________________________________




I hereby certify that the information contained in this application is, to the best of my knowledge, true, accurate and complete.

_____________________________________________

______________________________________________
Operator signature





Owner Signature (if different from Operator)
HSP Ex-1 9/2010
