 NURSING HOME APPLICATION


INSTRUCTIONS FOR COMPLETING THE LICENSE RENEWAL APPLICATIONS

DOWN LOAD AND SAVE APPLICATION ON YOUR COMPUTER THEN PROCEED WITH THE FOLLOWING INSTRUCTIONS:
TYPE APPROPRIATE INFORMATION DIRECTLY ONTO THE DOWN LOADED APPLICATION

· USE THE TAB KEY, THE PAGE UP KEY, OR PAGE DOWN KEY TO MOVE FROM ONE FIELD (GREY BOXES) TO ANOTHER

· TYPE OR CHECK THE REQUIRED INFORMATION IN THE APPROPRIATE GREY BOXES PROVIDED

· AFTER COMPLETING THE REQUIRED INFORMATION GO TO FILE ON THE TOOL BAR

· CHECK “SAVE AS”

· NAME THE FILE

· PRINT PAGES 2-7 OF THE APPLICATION TO MAIL TO OUR OFFICE ALONG WITH THE APPROPRIATE PROCESSING FEES TO THE “OFFICE OF LICENSURE AND CERTIFICATION” AND KEEP A COPY FOR YOUR FILES

If you have any questions, please dial (804) 367-2100 for assistance
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VIRGINIA STATE DEPARTMENT OF HEALTH

APPLICATION FOR  NURSING HOME LICENSE
In accordance with the provisions of Chapter 5, Article 1, Title 32.1, Code of Virginia of 1950, all non-federal medical and nursing facilities desiring license as a nursing home in Virginia must submit the following information to the Virginia Department of Health.

ANY CHANGES DURING THE YEAR WHICH WOULD AFFECT THE ACCURACY OF THE FOLLOWING INFORMATION MUST BE REPORTED PROMPTLY, IN WRITING, TO THE VIRIGNIA DEPARTMENT OF HEALTH.

APPLICATION REQUESTED FOR:  (CHECK ONE)                                                   REQUESTED EFFECTIVE DATE:  09/09/2008











    (month/day/year)

 FORMCHECKBOX 
 ANNUAL RENEWAL FOR CALENDER YEAR 
SPECIFY YEAR
 FORMCHECKBOX 
 INITIAL LICENSE TO OPERATE A NURSING HOME                                                                             
                    

 FORMCHECKBOX 
 CHANGES IN LICENSED BED CAPACITY

 FORMCHECKBOX 
 CHANGES IN OWNERSHIP OR OPERATOR

NAME OF FACILITY:   Facility's Name


              additional space
PHYSICAL ADDRESS:   Facility's Physical Address
(NUMBER & STREET)        additional space
CITY OR TOWN:  city or town,  state  zip code



CITY, STATE &  ZIP CODE

COUNTY:  county
(000) 000-0000

              
       000/000-0000 
(TELEPHONE NUMBER)         


  (FAX NUMBER)

MAILING ADDRESS:   Facility's Mailing Address
    (if different)
          additional space
E-MAIL ADDRESS:
Facility's e-mail address
WEB ADDRESS:

Facility's web page address
ADMINISTRATOR OF

RECORD:

Facility's Administrator of Record
IS ANY PART OF THE FACILITY LICENSED BY ANOTHER STATE AGENCY?    YES  FORMCHECKBOX 
  NO  FORMCHECKBOX 
  NUMBER OF BEDS:  # of beds     

I hereby certify that the above named facility is in compliance with the provisions of the Code of Virginia, 1950, as amended, Title 32.1, Chapter 5, Article 2, Rights and Responsibilities of Patients in Nursing Homes.
_________________________________________________________________________________ Administrator's Certificate #
(SIGNATURE OF ADMINISTRATOR/CHIEF OFFICER)                      

(Nursing Home Administrator’s Certificate Number)

Conditioned Certificate of Public Need for Indigent and Specialty Care:  I hereby certify that the facility named on this application is in compliance with the provisions of the Code of Virginia, 1950, as amended, Title 32.1, Chapter 5, Article 1, Section 32.1-102.C.  The facility has reviewed its status regarding Certificates of Public Need issued to it, and has determined that:

 FORMCHECKBOX 
 YES   FORMCHECKBOX 
  NO 
1.  Conditioned certificates for indigent or specialized care are applicable to the nursing facility.

 FORMCHECKBOX 
  YES   FORMCHECKBOX 
  NO
2.  Conditioned certificates for indigent or specialized care are applicable to this nursing facility and the nursing facility meets the requirements



      of the certificates.  (If “NO” to #2, attach a letter of explanation.

I hereby certify that the information contained in the Application for License Renewal is, to the best of my knowledge, accurate and true.

_________________________________________________________________________________

 09/09/2008
(SIGNATURE OF ADMINISTRATOR/CHIEF OFFICER)                      


(DATE OF COMPLETED)

NOTICE:  A LISTING OF L ICENSED ROOMS AND NUMBER OF BEDS PER ROOM MUST ACCOMPANY THIS APPLICATION.  PLEASE SIGN BELOW TO INDICATE THAT YOU HAVE ATTACHED THE LISTING.
_________________________________________________________________________________
        000 000-0000
(SIGNATURE OF ADMINISTRATOR/CHIEF OFFICER)                      


(TELEPHONE NUMBER)

LICENSE FEES
The application must be accompanied by a money order, bank or teller check, or certified check in the amount of renewal fee payable to the Virginia Department of Health.  NO CASH WILL BE ACCEPTED.

SERVICE CHARGE ACCORING TO THE NUMBER OF BEDS:  (CHECK ONE)


 FORMCHECKBOX 
     0 - 50 BEDS ……………………………………….$75.00


 FORMCHECKBOX 
   51 – 333 BEDS …...………………………………..$   1.50 {PER BED}


 
 FORMCHECKBOX 
 334 – BEDS AND OVER ………….………………$500.00

MAKE CHECK OR MONEY ORDER

Payable to:

VIRGINIA DEPARTMENT OF HEALTH

MAIL TO:



VIRGINIA DEPARTMENT OF HEALTH



OFFICE OF LICENSURE AND CERTIFICATION



9960 MAYLAND DRIVE, SUITE 401



RICHMOND, VIRGINIA 23233

LICENSING CLASSIFICATION OF NURISNG HOME FACILITIES AND BED CAPACITY BY SERVICE



CURRENT BED


LICENSED BEDS

TYPES OF BEDS BY LICENSE CLASSIFICATION

 
   CAPACITY
 

   REQUESTED



TOTAL BED CAPACITY




000000000000000


0000000000
     (Excluding Day Care)


Number of Beds Certified for Medicare Only




     (Title 18)





000000000000000
Number of Beds Certified for Medicare/Medicaid





     (Title 18/19)





000000000000000
Number of Beds Certified for Medicaid only





     (Title 19)





000000000000000
Number of Non-certified beds 






     (Exclude Adult Residential beds)


000000000000000
Other beds (specify, i.e. Adult Residential 


000000000000000
                SPECIFY TYPE OF BEDS 

Do you have a Nurse Aide training program on your premises? …………………………………….    YES  FORMCHECKBOX 
  NO   FORMCHECKBOX 
 

 If yes, is it a certified Nursing Assistant Program approved by the Board of Nursing? …………       YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 

Adult Day Care facilities – Number of accommodations …………………….………………………      000000000000000
Child Day Care facilities – Number of accommodations …………………………………………….      000000000000000
Are the day care facilities required to be licensed by the Department of Social Services? ……….       YES  FORMCHECKBOX 
  NO   FORMCHECKBOX 
 



      A.  Name of Director of Nursing Service:  Facility's Director of Nursing Service
B. Name of In-Service Training Director:  Facility's In-Service Training Director
C.    Name of Social Services Director:  Facility's Social Services Director
D.  Name of Activities Director:  Facility's Activities Director
E. Name of Food Services Supervisor:  Facility's Food Service Supervisor
F. Name and address of Medical Director/Advisory Physician(s):  Facility's Medical Director/Advisory Physician
        Medical Director/Advisory Physician's Physical Address
G. Name and address of Dietary Consultant:  Facility's Dietary Consultant
Dietary Consultant's Physical Address
H. Name and address of Pharmacy Consultant:  Facility's Pharmacy Consultant
Pharmacy Consultant's Physical Address
I. Name and address of Physical Therapy Consultant:  Facility's Physical Therapy Consultant
Physical Therapy's Consultant's Physical Address
J. Name and address of Dental Consultant:  Facility's Dental Consultant
Dental Consultant's Physical Address
SURVEY of Long-Term Care Facilities with Shared Resources

NURSING FACILITY NAME:  Nursing Facility's Name 

additional space
ASSISTED LIVING FACILITY NAME:  Assisted Living Facility's Name

additional space
NUMBER OF ASSISTED LIVING FACILITY BEDS:  # of beds
State licensure laws and regulation do not prohibit the integration or sharing of services/areas within nursing facility/assisted living arrangements.  However, providers must demonstrate compliance with all relevant licensure regulations regarding full time staffing and facility environmental requirements.  Providers are obligated to assure that staffing assignments and shared services are sufficient to meet the assessed needs of all residents and the applicable regulations for each type of facility license.  Please complete the questions below addressing sharing of staff, services and areas.

1.  Are residents of the 2 facilities in                     FORMCHECKBOX 
 the same building    FORMCHECKBOX 
 separate buildings, same campus

      FORMCHECKBOX 
 same wing                FORMCHECKBOX 
 different wing                  FORMCHECKBOX 
  other:  specify other  







additonal space
2. What services/areas are commonly shared?

    Direct care   FORMCHECKBOX 
    Administrative   FORMCHECKBOX 
       Housekeeping   FORMCHECKBOX 
   Food service/dietary  FORMCHECKBOX 

    Other:  specify other


additional space
3.  What staff positions are shared and what is the frequency of duties shared?

	Duties
	No. of

Staff
	No. of

Shared

Staff
	Frequency

Daily Weekly
	Duties
	No. of

Staff
	No. of

Shared

Staff
	Frequency

Daily Weekly

	Direct Care

Staff
	0
	0
	0  0 
	Housekeeping
	0
	0
	0 0

	Administrative

Staff
	
	
	
	Food/service

Dietary
	0
	0
	0 0

	Other: specify other
             additional space
	0
	   0
	  0 0


4. How are the Administrator duties conducted?  Separate for each facility?  Yes  FORMCHECKBOX 
      No  FORMCHECKBOX 

    If no, there must be an Assistant Administrator.  Describe how the duties are delegated and how the Administrator is kept informed.

Duties, delegated and how administrator is informed

duties, delegated and how administrator is informed
additional space
additional space
additional space
additional space
additional space
additional space
OWNERSHIP AND OPERATION OF NURSING HOME

In accordance with the provisions of Chapter 5, Article I, Title 32.1 Code of Virginia 1950, all non-federal facilities desiring licensure as a nursing home in Virginia must annually submit the following information to the Virginia Department of Health.  The application for renewal of license will not be accepted unless ALL of the following information is appropriately completed.

ANY CHANGES DURING THE YEAR WHICH WOULD AFFECT THE ACCURACY OF THE FOLLOWING INFORMATION MUST BE PROMPTLEY REPORTED, IN WRITING, TO THE VIRGINIA DEPARTMENT OF HEALTH.

FACILITY BUSINESS NAME: Facility's Business Name
additional space
LEGAL NAME OF THE OPERATOR:  Facility's Legal Operator
additional space
OPERATOR’S BUSINESS ADDRES:  Operator's Physical Address
additional space
city or town, state zip code
(City or Town)                                       (State)                                         (Zip Code)

OPERATOR’S TELEPHONE NUMBER:  (111) 111-1111
                                                                        (include area code)

FAX NUMBER:  111/ 111-1111
                            (include area code)

TYPE OF OWNERSHIP AND CONTROL

               Is the facility operated by the owner of the building?   YES  FORMCHECKBOX 
 NO  FORMCHECKBOX 

If the facility IS owner-operated, complete only Column A.

If the facility IS NOT operated by the owner, complete both Column A and Column B.

(A)



(B)

OWNER


OPERATOR   





State or Local Government:

 FORMCHECKBOX 



 FORMCHECKBOX 


    State

 FORMCHECKBOX 



 FORMCHECKBOX 


   County

 FORMCHECKBOX 



 FORMCHECKBOX 


   City(ies)

 FORMCHECKBOX 



 FORMCHECKBOX 


   Multijurisdictional

 FORMCHECKBOX 



 FORMCHECKBOX 


   Hospital District/Authority



Non-ProfiT:

 FORMCHECKBOX 



 FORMCHECKBOX 


   Church Related

 FORMCHECKBOX 



 FORMCHECKBOX 


   Non-Profit Corporation

 FORMCHECKBOX 



 FORMCHECKBOX 


   Other Non-Profit



PROPRIETARY:

 FORMCHECKBOX 



 FORMCHECKBOX 


   Single Proprietary

 FORMCHECKBOX 



 FORMCHECKBOX 


   Partnership

 FORMCHECKBOX 



 FORMCHECKBOX 


   Corporation

 FORMCHECKBOX 



 FORMCHECKBOX 


   Limited Liability Corporation

Is there any person other than those listed on this form (owner, operator, administrator of record) who is authorized to make administrative management decisions regarding the facility?      YES  FORMCHECKBOX 
    NO  FORMCHECKBOX 

If yes, please identify the person and their relationship to the facility  Person's name and relationship to facility
additional space

 INFORMATION REQUIRED ON THE OPERATOR/MANAGER OF THE FACILITY

Name(s) and address(es) of the officers of the governing body.

President/Chairman
President/Chairman



President/Chairman's physical address
Vice President/ChairmanVice President/Chairman



Vice President/Chairman's physical address
Secretary

Secretary



Secretary's physical address
Treasurer

Treasurer



Treasurer' physical address
If any officer, director, trustee or any member of the governing body or any other individual, partnership, association, trust, corporation, or other legal or commercial entity owns, holds or has a financial interest of five (5) percent of more in the operating/management entity, list the name and percentages of ownership below:  



NAME






        OWNERSHIP PERCENTAGE

name of individual, partnership, association, etc.




ownership %
name of individual, partnership, association, etc.




ownership %
name of individual, partnership, association, etc.




ownership %
name of individual, partnership, association, etc.




ownership %
name of individual, partnership, association, etc.




ownership %
name of individual, partnership, association, etc.




ownership %
name of individual, partnership, association, etc.




ownership %
name of individual, partnership, association, etc.




ownership %
name of individual, partnership, association, etc.




ownership %
name of individual, partnership, association, etc.




ownership %
name of individual, partnership, association, etc.




ownership %
name of individual, partnership, association, etc.




ownership %
name of individual, partnership, association, etc.




ownership %
name of individual, partnership, association, etc.




ownership %
If the operator/manager has a lease or management agreement with the legal entity or individual who owns the physical plant/buildings list the name and the address of the owner.

NAME
                                                                                                (Name)

PHYSICAL ADDRESS
                                                                                              (Address)

If the operator/manager has a lease or management agreement with a legal entity or individual who is not the owner of the physical plant/buildings list the name and address of the lesser.

NAME
                                                                                                (Name)

PHYSICAL ADDRESS
                                                                                              (Address)

If the operator/manager has a lease or management agreement with an owner or a lesser, does the owner or the lesser have a five (5) percent or more ownership interest in the legal entity that operates/manages the facility?

YES   FORMCHECKBOX 
  NO   FORMCHECKBOX 

BED DEFINITIONS

1. Licensed Beds – refers to the number beds a facility is licensed to operate by State licensing authority.

2. Staffed Beds – beds with supporting services (such as personnel, food, laundry, and housekeeping), for patients or residents who stay in excess of 24 hours.

3. Certification of Nursing Home Beds:


(a)
Certified for Medicare Only – refers to beds which are certified under Title 18.

(b)
Certified for Medicare/Medicaid – refers to beds which are certified under Title    18/19.


(c)
Certified for Medicaid Only – refers to beds which are certified under Title 19.


(d)
Non-Certified Beds – refers to nursing home beds that are not certified for either  

                    Medicare or Medicaid.  (Exclude any Home for Adults beds)

NOTE:  ASSISTED LIVING FACILITY beds, if any are those beds license by The Department of Social Services.

§32.1-102.2 Version 2 (Effective October 1, 1999) Regulations

A. The Board shall promulgate regulations which are consistent with this article and:

1. Shall establish concise procedures for the prompt review of applications for certificates consistent with the provisions of this article which may include a structured batching process which incorporates, but is not limited to, authorization for the Commissioner to request proposals for certain projects;

2. May classify projects and may eliminate one or more of all of the procedures prescribed in §32.1-102.6 for different classifications;

3. May provide for exempting from the requirement of a certificate projects determined by the Commission, upon application for exemption, to be subject to the economic forces of a competitive market or to have no discernible impact on the cost or quality of health services; 

4. Shall establish specific criteria for determining need in rural areas, giving due consideration to distinct and unique geographic, socioeconomic, cultural, transportation, and other barriers to access to care in such areas and providing for weighted calculations of need based on the barriers to health care access in such rural areas in lieu of the determinations of need used for the particular proposed project within the relevant health systems area as a whole; and

5.  May establish, on or after July 1, 1999, a schedule of fees for applications for certificates to be applied to expenses for the administration and operation of the certificate of public need program.  Such fees shall not be less than $1,000 no exceed the lesser of one percent of the proposed expenditure for the project or $20,000.  Until such times as the Board shall establish a schedule of fees, such fees be one percent of the proposed expenditure for the project; however, such fees shall not be less than $1,000 or more than $20,000.

B. The Board shall promulgate regulations providing for time limitations for schedules for completion and limitations on the exceeding of the maximum capital expenditure amount for all review able projects.  The Commissioner shall not approve any such extension or excess unless it complies with the Board’s regulations.

C. The Board shall also promulgate regulations authorizing the Commissioner to condition approval of a certificate on the agreement of the applicant to provide a level of care at reduced rate to indigents or accept patients requiring specialized care.  In addition, the Board’s licensure regulations shall direct the Commissioner to condition the issuing or renewing of any license for any applicant whose certificate was approved upon such condition on whether such applicants has complied with any agreement to provide a level of care at a reduced rate to indigents or accept patients requiring specialized care.
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