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	Application Date:      
	Opening/Effective Date:      

	RHC DBA Name:      

	RHC Entity Name:      

	RHC Address:      

	RHC Phone:      
	RHC Fax:      

	RHC Owner:             
	      
	Designated Contact Person: 
	     

	RHC Owner Phone:  
	     
	Designated Contact Phone:
	     

	RHC Owner Email:  
	     
	Designated Contact Email:
	     

	Rural Health Clinic Parish:      

	Letter of Intent

	· There are 3 ways that a RHC can be licensed & certified.  Please identify the route you are requesting:

1.  FORMCHECKBOX 
 An independently licensed RHC that is independently certified as a RHC 

a.       This type will not have “RHC” in the license number

b.      This type will submit a Rural Health Clinic license application to become a licensed RHC (not a hospital license application)

c.       This type will submit a CMS 855A to become a certified Rural Health Clinic

2      FORMCHECKBOX 
 An independently licensed RHC that is certified separately from the hospital but provider based to the hospital 

a.       This type will not have “RHC” in the license number

b.      This type will submit a Rural Health Clinic license application to become a licensed RHC (not a hospital license application)

c.       This type will submit a CMS 855A to become a Rural Health Clinic and indicate that it will be provider based to the hospital

d.      Please keep in mind that this type must be able to demonstrate compliance with provider based requirements if asked by CMS

3.        FORMCHECKBOX 
 A RHC that is licensed as an outpatient department of the hospital and certified separately from the hospital but provider based to the hospital. 

a.       Only hospitals with fewer than 50 beds can be considered for this option

b.      This type will have a license with “RHC” included in the license number.

c.       This type will submit a Hospital license application to become a licensed outpatient department of the hospital (not a Rural Health Clinic license application)

d.      This type will submit a CMS 855A to become a Rural Health Clinic that is provider based to the hospital (Do Not submit a CMS 855A to become a practice location of the hospital)

e.      Please keep in mind that this type must be able to demonstrate compliance with provider based requirements if asked by CMS

· Is the building a single occupancy or multi occupancy building:      
· If multi occupancy, please describe the other occupants or tenants of the building      
· Does the Rural Health Clinic have its own entrance and signage separate from other tenants:      
· Is the building a single or multi-story building:      
· If multi-story, what floor is the RHC located on:      
· What type of services will be offered in the RHC:      
· What is the name of the Medical Director:      
· Will the Medical Director be on site at least once every two weeks as required:      
· Are there other physicians practicing at this site and if so, list them:      
· What are the names of the FNP(s) and/or PA(s) at this site:      
· Will the FNP or PA be on site at least 50% of the time that the RHC has patients as required:      
· What days of the week will the RHC be in operation:      
· What are the hours of operation for the RHC:      



	Criteria (Each of these must be attached in order for your application to be processed):
	Yes
	No
	Describe

	HSS-RH-Initial Checklist for Initial Licensing & Certification Rural Health Clinics
	 FORMCHECKBOX 

	
	Attach

	HSS-RH-01 RHC License Application and Fee of $600.00
	 FORMCHECKBOX 

	
	Attach

	Licensing Fee of $600.00
	 FORMCHECKBOX 

	
	Attach

	Location Site Verification Letter (From Bureau of Primary Care and Rural Health)
	 FORMCHECKBOX 

	
	Attach

	Health Facility Plan Review Approval Letter from the Office of State Fire Marshal (OSFM) for the Health Standards Plan Review that is titled “DHH Facility Licensing Recommendation.”   The OSFM can NOT exempt you from this review.  For information on the plan review, please visit our website at http://dhh.louisiana.gov/index.cfm/directory/detail/740.
	 FORMCHECKBOX 

	
	Attach

	HSS-PR-02 Plan Review Attestation: Please submit if the Health Facility Plan Review Approval Letter has any comments listed on it.
	 FORMCHECKBOX 

	
	Attach

	Office of State Fire Marshal Walk Through Inspection Approval for each building.  This form must have the legal name/dba name of the Rural Health Clinic and the correct address.  There will be 3 forms (Fire, Architectural, Sprinkler) for each building.
	 FORMCHECKBOX 

	
	Attach

	Office of Public Health Certificate for Occupancy.  This form must have the legal name/dba name of the Rural Health Clinic and the correct address.
	 FORMCHECKBOX 

	
	Attach

	Site Map showing all Rural Health Clinic buildings in relation to other buildings, businesses, streets and parking. Please circle the RHC building(s)
	 FORMCHECKBOX 

	
	Attach

	Floor Map showing where the Rural Health Clinic is at on the floor of the building if the building is a multi-occupancy building.  Please demarcate the area that will be the Rural Health Clinic.
	 FORMCHECKBOX 

	
	Attach

	11 x 17 copy of the architecturally scaled floor plan to include dimensions and identification of service areas (i.e. nurse’s station, exam rooms, restrooms, lobby, etc.) to include the green OSFM stamp of approval for the Health Standards Plan Review.  All rooms/areas must be identified by purpose with no blank areas on the floor plan.
	 FORMCHECKBOX 

	
	Attach

	Letter on Rural Health Clinic letterhead stating that either the Rural Health Clinic owns the space and it is not leased/subleased to anyone or that the Rural Health Clinic is the owner of the space through a lease/sublease.
	 FORMCHECKBOX 

	
	Attach

	Office of State Fire Marshall Certificate for Occupancy
	 FORMCHECKBOX 

	
	Attach

	Copy of CDS License/Certificate for each provider
	 FORMCHECKBOX 

	
	Attach

	Copy of DEA License/Certificate for each provider
	 FORMCHECKBOX 

	
	Attach

	Copy of physicians and FNP/PA licenses
	 FORMCHECKBOX 

	
	Attach

	HSS-1513L Disclosure of Ownership
	 FORMCHECKBOX 

	
	Attach

	Secretary of State Certificate and/or letter of approval, Articles of Incorporation/Organization
	 FORMCHECKBOX 

	
	Attach

	HSS-RH-008 Attestation
	 FORMCHECKBOX 

	
	Attach

	Copy of the CLIA certificate (Please contact CLIA Program Manager (Staci.DeLeon@la.gov) for assistance with this.
	 FORMCHECKBOX 

	
	Attach


	Certification

	Once licensed, which Accrediting Organization will you be pursuing certification through:

 FORMCHECKBOX 
 AAAASF or   FORMCHECKBOX 
 TCT  (Please remember that you can NOT be accredited prior to licensing)
	 FORMCHECKBOX 

	
	Attach

	CMS-29  Verification of Clinical Data
	 FORMCHECKBOX 

	
	Attach

	CMS Form 1561A- Health Insurance Benefits Agreement (3 signed originals)
	 FORMCHECKBOX 

	
	Attach

	Management Agreement (if applicable, if not please check no)
	 FORMCHECKBOX 

	
	Attach

	Copy of the confirmation from the Medicare Administrative Coordinator (MAC) showing that they received the CMS 855A for initial enrollment as a RURAL HEALTH CLINIC (it is the responsibility of the RHC to submit the 855A to the fiscal intermediary) along with a copy of the CMS 855A that was sent to the MAC:
	 FORMCHECKBOX 

	
	Attach

	Approved CMS 855A and Summary Letter from the MAC recommending initial enrollment as a Rural Health Clinic.
	 FORMCHECKBOX 

	
	Attach

	Office of Civil Rights Forms & Policies (only needed if this RHC will be provider based to a hospital).
	 FORMCHECKBOX 

	
	Attach

	Attestation & Signature

	I understand that if the agency license is granted, 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 Department of Health and Hospitals, Bureau of Health Services Financing, 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 Office of State Fire Marshal and Office of Public Health.  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 Department of Health and Hospitals.

	Authorized Representative’s Printed Name & Title:      

	Authorized Representative’s Signature:
	Date:


	For DHH Use Only
	Date
	Yes
	No
	Comments

	Incomplete Packet Sent Back To Facility Along With Instructional Letter
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Packet Ready for Program Manager Review
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Routed for Licensing Survey
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Survey Completed & Approved
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	ACO Updated (facility properties, buildings, notes)  with attachments for license
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	POPS, Add to on- line Activity Report, Logs Updated 
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	New License Printed/Mailed
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Fee logged into POP’s
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Folder Labels Changed
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Receipt of 855A Approval Letter & Packet from Fiscal Intermediary
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Deemed Status Survey
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	CMS 1539 Distributed
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Packet Sent to CMS 

CMS 1539

CMS 29

CMS 1561s

CMS 855A 

AO info

OCR 

Site Verification

License & Letter
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Completed By Program Manager
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Additional Comments:      



HSS-RHC-INITIAL Provider Checklist (rev 09/14)

HEALTH STANDARDS SECTION

 P.O. BOX 3767 • BATON ROUGE, LOUISIANA  70821-3767

PHONE #: (225) 342 • 0138 • FAX #: (225) 342-0157 www.dhh.louisiana.gov

“AN EQUAL OPPORTUNITY EMPLOYER”

HSS-RHC-INITIAL Provider Checklist (rev 09/14)
HEALTH STANDARDS SECTION

 P.O. BOX 3767 • BATON ROUGE, LOUISIANA  70821-3767

PHONE #: (225) 342 • 0138 • FAX #: (225) 342-0157 www.dhh.louisiana.gov

“AN EQUAL OPPORTUNITY EMPLOYER”


[image: image1.jpg]