VDH/Office of Licensure and Certification
Application for Hospice Licensure
[bookmark: OLE_LINK3][bookmark: OLE_LINK4][image: ]Virginia Department of Health
Office of Licensure and Certification

Application for Hospice Licensure

Complete fields as indicated.  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.

[bookmark: Check43][bookmark: Check44]|_| Initial applicants, complete sections 1 - 17 	|_| Renewal applicants, complete sections 1 – 10, and 17

[bookmark: Text2][bookmark: _GoBack]Date:      

	[bookmark: _Hlk224973250]Section 1. Hospice program information

	Name of program:
[bookmark: Text7]     
	Telephone Number
[bookmark: Text3][bookmark: Text4](       )      

	Street Address
[bookmark: Text8]     
	Fax
[bookmark: Text5][bookmark: Text6](       )      

	City
[bookmark: Text9]     
	County
[bookmark: Text10]     
	State
[bookmark: Text11]     
	Zip
[bookmark: Text12]     

	Email Address
[bookmark: Text13]     

	Mailing address (if different from above)
[bookmark: Text14]     

	City
[bookmark: Text15]     
	State
[bookmark: Text16]     
	Zip
[bookmark: Text17]     



	Section 2. Ownership (entity or individual that directly owns the hospice program)

	Name
[bookmark: Text18]     
	Telephone number
[bookmark: Text22][bookmark: Text23](       )      

	Street Address
[bookmark: Text19]     
	Fax
[bookmark: Text24][bookmark: Text25](       )      

	City
[bookmark: Text20]     
	County
[bookmark: Text21]     
	State
[bookmark: Text26]     
	Zip
[bookmark: Text27]     

	Check appropriate type:
	Email address

	For Profit:
[bookmark: Check3]|_| Corporation
[bookmark: Check4]|_| Partnership
[bookmark: Check5]|_| Limited Liability co,
[bookmark: Check6]|_| Individual
[bookmark: Check7]|_| Other
	Not for Profit:
[bookmark: Check8]|_| Charitable Organization
[bookmark: Check9]|_| Church
[bookmark: Check10]|_| Hospital system
[bookmark: Check11]|_| Other
	Public:
[bookmark: Check12]|_| County
[bookmark: Check13]|_| City
[bookmark: Check14]|_| Other
	Federal Employer ID Number:
[bookmark: Text1]     




	Initial applicants ONLY: Attach list of governing body members and meeting minutes

	

	Section 3. Operator (entity or individual that operates the hospice for the Owner, if different than the Owner)

	Name
     
	Telephone number
(       )      

	Street Address
     
	Fax
(       )      

	City
     
	County
     
	State
     
	Zip
     







	Section 4. Hours of operation (12VAC5-391-160 I)

	Indicate the regular business hours of the program by listing the opening and closing times of the business office (excluding legal and religious holidays): 

[bookmark: Text28][bookmark: Text29][bookmark: Text30]Time open:      a.m.                Time closed:       p.m.            Days of the week:      





	Section 5. Geographic service areas. List each city/county in which the organization expects to provide services.

	[bookmark: Text31]     
	[bookmark: Text35]     

	[bookmark: Text32]     
	[bookmark: Text36]     

	[bookmark: Text33]     
	[bookmark: Text37]     

	[bookmark: Text55]     
	[bookmark: Text56]     




	Section 6. Hospice facilities – if applicable

	Does the hospice operate a hospice facility?  |_| Yes      |_| No      
If Yes, provide the requested information for each below (do not include contracted hospitals or nursing facilities) 

	Street Address
	City/County
	Zip
	Tel. Phone
	# of Beds

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	




	Section 7. Provide the following information on administrative personnel:

	
Job Title
	
Full Name
	Status
Direct/Contract
	Virginia License
If applicable

	Administrator (*)
	[bookmark: Text43] 
	[bookmark: Text47]     
	[bookmark: Text51]     

	Alternate Administrator
	[bookmark: Text44]     
	[bookmark: Text48]     
	[bookmark: Text52]     

	Nursing director (*)
	[bookmark: Text45]     
	[bookmark: Text49]     
	[bookmark: Text53]     

	Financial Manager
	[bookmark: Text46]     
	[bookmark: Text50]     
	[bookmark: Text54]     

	Attach job descriptions and resumes for job titles marked with an (*).




	Section 8. Services to be provided (12VAC5-391-300)

	State regulation requires that a licensed program provide at least one of the services listed below by direct employees.  

	Service
	Direct
	Contract
	Service
	Direct
	Contract

	Nursing care
	
	
	Physical therapy
	
	

	Counseling
	
	
	Occupational therapy
	
	

	Physician services
	
	
	Speech therapy
	
	

	Medical social services
	
	
	Other service: 
	
	

	Home attendant services
	
	
	
	
	








	Section 9. Provide the following information of service personnel: Indicate by ‘direct’ or ‘contracted’ the number of staff. ‘Direct’ employees are those for whom the program pays withholding taxes.  

	
Personnel
	
# Direct employees
	
# Contracted employees
	If sub-contracted from another organization, indicate organization name

	Licensed nurses
	
	
	

	CNAs and home attendants
	
	
	

	Respiratory therapists
	
	
	

	Physical therapists & PT assistants
	
	
	

	Occupational therapists and OT assistants
	
	
	

	Speech therapists
	
	
	

	Other:
	
	
	




	Section 10. Client’s Rights

	
[bookmark: Check45]|_| Attach a copy of the program’s Clients Rights Policy.





	Section 11. Evidence of office occupancy – Initial applicants ONLY

	
[bookmark: Check46]|_| Attach a copy of the office occupancy, such as a lease, deed, rental agreement or contract.






	Section 13. Medicare and Medicaid – Initial applicants ONLY - Check all that will apply to the organization

	
[bookmark: Check33]|_| The organization plans to enroll as a Medicare provider.  To enroll as a Medicare provider, obtain an application 
(CMS 855) from the CMS web site at: www.cms.hhs.gov/forms

[bookmark: Check34]|_| The organization plans to enroll as a Medicaid provider. To enroll as a Medicaid provider, obtain an application from the Virginia Department of Medical Assistance Services (DMAS) web site at: www.DMAS.virginia.gov





	Section 14. Proof of financial ability to operate (12VAC5-391-200) – Initial applicants ONLY

	
[bookmark: Check19]|_| Attach a copy of the program’s business plan and working budget showing projected revenue and expenses







	Section 15. Insurance or indemnity coverage (12VAC5-391-220) – Initial applicants ONLY

	[bookmark: Check20]|_| Attach a copy of the current insurance coverage:
[bookmark: Check21]        |_| Malpractice insurance consistent with § 8.01-581.15 of the Code of Virginia.
[bookmark: Check22]        |_| General liability of at least $1 million comprehensive general liability per occurrence; and
        

	



	Section 16. Emergency preparedness – Initial applicants ONLY

	
[bookmark: Check39]|_| A copy of the organization’s emergency preparedness plan




	Section 17. All Applicants

	Fee for licensure
	Fee enclosed

	
Initial licensing; annual renewal: $500.00
	  
[bookmark: Check30][bookmark: Check31][bookmark: Check32] |_| Check          |_| Money order        |_| Certified check

Made payable to:  VIRGINIA DEPARTMENT OF HEALTH 


	

AFFIDAVIT

I, ____________________________________ hereby swear or affirm that the information provided in this application, including its attachments, is true and correct and will comply with administrative and procedural requirements.

_____________________________________________________________________		_________________
Signature and Title of Applicant									Date







	Return this completed application with attachments and fee 90 days prior to planned opening date to:

Home Care Unit
Office of Licensure and Certification
Virginia Department of Health
9960 Mayland Drive, Suite 401
Henrico, Virginia 23233

Questions? Contact the Home Care Unit at: OLC-Inquiries@VDH.Virginia.Gov  or (804) 367-2104
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