STATE OF LOUISIANA                                                                                                                    BUREAU OF HEALTH SERVICES FINANCING
DEPARTMENT OF HEALTH AND HOSPITALS                                                                                      HEALTH STANDARDS SECTION

PAIN MANAGEMENT CLINIC LICENSE APPLICATION
 (
STATE OF 
LOUISIANA
DEPARTMENT OF HEALTH AND HOSPITALS
)																																																
ADULT RESIDENTIAL CARE (ARC) PROVIDER
FACILITY NEED REVIEW APPLICATION
	
TOTAL  FEE AMOUNT INCLUDED ___________       CHECK / MONEY ORDER # ______________

	I.  FACILITY   (DBA)   NAME ________________________________________________________________

    GEOGRAPHICAL ADDRESS ______________________________________________________________

    CITY / STATE / ZIP ______________________________________________________________________
       
   CORPORATE NAME    ____________________________________________________________________

	II.   APPLICANT’S DESIGNATED REPRESENTATIVE __________________________________________

       DESIGNATED REPRESENTATIVE’S:    Telephone number (____)_________________________    

                                                                              Fax number (____)_______________________________   
                                                                             
                                                                              Email address___________________________________

	III.  NUMBER OF UNITS APPLIED FOR:  ______________

       NUMBER OF UNITS CONVERTED FROM NURSING BEDS (if applicable):  _____________
(attach a Floor Plan of the Converted Nursing Beds)

	IV.    RATIO OF MEDICAID APPROVED NURSING HOME BEDS TO BE CONVERTED TO ARC UNITS 
        ____: 2  to 1 ratio (for new ARC buildings constructed by nursing home)
        ____: 4 to 1 ratio (for existing licensed nursing homes) 

	VI.  SERVICE AREA/PARISH:  _______________________________________________________________

	VII.  ATTESTATION:  
· On behalf of the above named applicant, I hereby certify that the applicant will provide the services as defined in LA R.S. 40:2163.2(1).  I further certify that the applicant has reviewed the licensing regulations and will comply with the licensing regulations.  I acknowledge that failure to meet the time frames established in LAC 48: I. Chapter 125 §12505, §12519, and §12521, will result in automatic expiration of the Facility Need Review approval for the applicant’s Adult Residential Care units.   In the case of a nursing home converting nursing home Medicaid beds to ARC units, I hereby certify that the above number of beds and ratio of Medicaid beds to be converted to ARC units are true and correct.

_____________________________________________________
                                                                                               Applicant’s Designated Representative Signature

	This Section to be completed by Health Standards Section Program Manager
FACILITY NEED REVIEW APPROVAL # _____________________
DATE ISSUED: ______/______/______         ARCP UNITS APPROVED:  _________________



HSS-PM-01 (issued 02/15/08; revised 12/08) 	

HSS-AR-FNR (originated 01/2009)

OFFICE OF MANAGEMENT AND FINANCE  BUREAU OF HEALTH SERVICES FINANCING  HEALTH STANDARDS SECTION
500 LAUREL STREET  SUITE 100 (70801-1811)  P.O. BOX 3767  BATON ROUGE, LOUISIANA  70821-3767
PHONE  (225) 342-0138    FAX (225) 342-5292
“AN EQUAL OPPORTUNITY EMPLOYER”
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