FOR OFFICE USE ONLY

CHECK AMOUNT:

CHECK NUMBER:

LICENSE EXPIRATION:

STATE OF DELAWARE
OFFICE OF HEALTH FACILITIES LICENSING AND CERTIFICATION

APPLICATION FOR HOSPITAL LICENSE

LICENSE ID: HSPTL -

LEGAL NAME:

DBA NAME:

AGENCY ADDRESS:

CITY STATE Zip CODE

ADMINISTRATOR/CEO/EMAIL:

CONTACT NAME:

POSITION/TITLE/EMAIL

DON:
NAME PHONE
DON EMAIL:
PHONE NUMBERS:
FACILITY PHONE CONTACT PERSON CONTACT FAX
CONTACT EMAIL:
EMERGENCY CONTACT:
NAME PHONE

EMAIL:
(EMERGENCY CONTACT MUST BE AVAILABLE AT ALL TIMES IN CASE OF WEATHER EMERGENCY, NATURAL DISASTERS, ETC.)

FACILITY TYPE:

[ ] General - providing diverse patient services, diagnostic and therapeutic, for a variety of medical
conditions. A general hospital must provide onsite:

e Diagnostic x-ray services with facilities and staff for a variety of procedures;

e C(Clinical laboratory services with facilities and with anatomical pathology services
regularly and conveniently available;

e Operating room service with facilities and staff; and

e Emergency Department with facilities and staff.

[ ] Long Term Care - providing inpatient services for patients whose medically complex conditions
require a long hospital stay with an average length of stay of greater than 25 days.



[ ] Psychiatric - providing services for the diagnosis and treatment of patients with psychiatric-
related illness.

[ ] Rehabilitation - providing intensive inpatient rehabilitative services for one or more conditions
requiring rehabilitation

TYPE OF CONTROL:
[ INON-PROFIT [ [FOR-PROFIT

[ |STATE GOVERNMENT [_|OTHER:

TOTAL NUMBER OF LICENSED BEDS: _ BASSINETS:
TOTAL NUMBER OF OPERATING BEDS: TOTAL ANNUAL PATIENT DAYS:

TOTAL ANNUAL OUTPATIENT VISITS™
*A VISIT TO EACH ORGANIZED OUTPATIENT CARE PROGRAM BY A PERSON WHO IS NOT AN INPATIENT (DOES NOT INCLUDE
THE NUMBER OF DIAGNOSTIC &/ OR THERAPEUTIC TREATMENTS RECEIVED).

ACCREDITED: []YEs [INo
IF YES, PRINT NAME OF ACCREDITING ORGANIZATION AND ACCREDITATION EXPIRATION DATE:

ACCREDITING ORGANIZATION EXPIRATION DATE

WHICH POPULATIONS ARE SERVED IN THIS HOSPITAL. (CHECK ALL THAT APPLY)

[ |PEDIATRIC (BIRTH — 9) [ JADULT (19-64)
[ JADOLESCENT (10— 18) [ ] GERIATRIC (65 AND OLDER)
AFFILIATED WITH A MEDICAL SCHOOL IDENTIFY
[ ] MaJor
[ ] LmITED
[ JGRADUATE

|:|No AFFILIATION

RESIDENT PROGRAMS APPROVED BY: (CHECK ALL THAT APPLY)

[ ] AMA [] ADA

[ JAOA [ ] OTHER:
|:| NO PROGRAM

AUTHORIZED OFFICIAL

NAME TITLE

SIGNATURE DATE




PLEASE ATTACH THE MOST CURRENT OF THE FOLLOWING:

1. HOSPITAL DIRECTORY THAT (AT A MINIMUM) IDENTIFIES THE SERVICE DEPARTMENTS
AVAILABLE, THE DEPARTMENT MANAGER AND PHONE NUMBER.

2. A LIST (INCL. NAME, ADDRESS, TYPE OF SERVICE) OF ALL. PROVIDER-BASED SERVICES,
HOSPITAL DEPARTMENTS LOCATED OFF-SITE; ANY SERVICE INCLUDED UNDER YOUR STATE
LICENSE, FEDERAL CERTIFICATION OR ACCREDITATION.

w

FIRE SAFETY REPORT.
4. EMAIL A COPY OF THE ACCREDITATION CERTIFICATE, OFFICIAL ACCREDITATION REPORT,

AND PLAN OF CORRECTION TO: AMY~JOY.ANDREWS@DELAWARE.GOV

5. EMAIL A COPY OF YOUR EMERGENCY PREPAREDNESS PLAN TO:

AMY~JOY.ANDREWS@DELAWARE.GOV

6. OTHER:

NAME OF PERSON COMPLETING THIS FORM:

SIGNATURE:
TITLE:

DATE:!

CHECKS SHOULD BE MADE PAYABLE TO: STATE oF DELAWARE.

INITIAL APPLICATION FEE ANNUAL LICENSURE FEE
$1000 plus S2 per licensed inpatient bed $750 plus $2 per licensed inpatient bed
and $500 for each emergency department and $500 for each emergency department
not located on the hospital's main campus not located on the hospital's main Campus

PLEASE COMPLETE AND RETURN APPLICATION WITH LICENSURE FEE AND
ATTACHMENTS TO:
OFFICE OF HEALTH FACILITIES LICENSING AND CERTIFICATION
261 CHAPMAN ROAD

SUITE 200
NEWARK, DE 19702
(802)292-3930
FOR OFFICE USE ONLY:
APPLICATION REVIEWED & APPROVED BY: DATE:
DIRECTOR/ DESIGNEE: DATE:
TYPE OF LICENSE: O ANNUAL O PRrovisioNAL
LICENSURE PERIOD: TO
LICENSE SENT: DATE: INITIALS:
TRACKING UPDATE: DATE: INITIALS:

REVISED O7/2019 J:FORMS/APPLICATIONS HOSPITAL
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