STATE OF LOUISIANA                                                                                                                    BUREAU OF HEALTH SERVICES FINANCING

DEPARTMENT OF HEALTH AND HOSPITALS                                                                                      HEALTH STANDARDS SECTION

PAIN MANAGEMENT CLINIC LICENSE APPLICATION
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FACILITY NEED REVIEW APPLICATION
	 LICENSE TYPE (Check the box in front of the License Type you are applying for):
                               FORMCHECKBOX 
 Home & Community Based Service Provider (HCBSP)–

                                                                  For HCBSP, check *ONE service that applies   FORMCHECKBOX 
 PCA     FORMCHECKBOX 
 Respite     FORMCHECKBOX 
 SIL

    *If you wish to apply for more than one service, you must complete separate applications for each service.
                               FORMCHECKBOX 
 Adult Day Health Care (ADHC)

	TOTAL  FEE AMOUNT INCLUDED ___________       CHECK / MONEY ORDER # ______________


	I.  FACILITY   (DBA)   NAME ________________________________________________________________
    GEOGRAPHICAL ADDRESS ______________________________________________________________
    CITY / STATE / ZIP ______________________________________________________________________
   ENTITY/CORPORATE NAME ______________________________________________________________
   CURRENT MAILING ADDRESS  ___________________________________________________________
  ENTITY PHONE NUMBER _________________________________________________________________


	II.   APPLICANT’S DESIGNATED REPRESENTATIVE __________________________________________
DESIGNATED REPRESENTATIVE’S:    Telephone number (____)________________________    

                                                                        Fax number (____)_____________________________   

                                                                       Email address__________________________________


	III.  SERVICE AREA/PARISH:  _______________________________________________________________

	IV.  ATTESTATION:  
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.  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.  

I acknowledge that I have read the facility need review rule and will comply with the provisions therein. 
__________________________________________________________

AUTHORIZED REPRESENTATIVE NAME (TYPED OR PRINTED)

__________________________________________________________                                          ___________________________

                        AUTHORIZED REPRESENTATIVE SIGNATURE                                                                                            DATE

	This Section to be completed by Health Standards Section Program Manager

APPLICATION # _____________________

FACILITY NEED REVIEW APPROVAL #__________________     DATE ISSUED: ______/______/______


STATE OF LOUISIANA


DEPARTMENT OF HEALTH AND HOSPITALS
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