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Checklist for Hospital Off-Site Campuses 
	Application Date:      
	Opening Date:      

	Administrator:      
	Designated Contact Person:      

	Hospital Name:      

	Hospital Address:      

	Hospital Phone:      
	Hospital Fax:      

	Off-Site Name:      

	Off-Site Address:      

	Off-Site Phone:      

	Building previously used as:      

	Type of Service (Attach additional documents if you need more space)

	Outpatient
	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 

	Type of Services:      

	Inpatient
	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 

	Type of Services:      
	# of Beds     


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

	*Letter of Intent (to fully describe the intent of the hospital & include the physical description of building’s previous use, types of services offered in the new offsite, how this offsite will be integrated into the hospital, whether any portion of the offsite is subleased by the hospital, etc.)
	 FORMCHECKBOX 

	
	

	HSS-HO-1 Hospital License Application (each hospital change will require a separate license application)
	 FORMCHECKBOX 

	
	

	Check for $300 plus $5 for each inpatient room (submit a separate packet for each added off-site campus):
	 FORMCHECKBOX 

	
	

	HSS-HO-08 Questionnaire for a Hospital’s Off-Site Campus:
	 FORMCHECKBOX 

	
	

	HSS-HO-06 Worksheet for a Remote Site of a Currently Licensed & Certified Hospital
	 FORMCHECKBOX 

	
	

	HSS-HO-016 Worksheet for Hospital Beds & Rooms
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
(attach)

	*HSS-HO-21 Notification of Co-Located Status
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
(attach)

	Plan Review Approval Letter 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
(attach)

	Small (letter size) copy of the floor plans for each floor being occupied with dimensions and identification of service areas (i.e. nurse’s station, dining area, patient room numbers, etc.)
	 FORMCHECKBOX 

	
	

	Letter/email from JCAHO, if applicable, indicating that accreditation will be extended to the new offsite upon licensure by DHH
	 FORMCHECKBOX 

	
	

	Office of State Fire Marshall Plan Review Approval
	 FORMCHECKBOX 

	
	

	Office of State Fire Marshall Inspection Report Approval (must indicate on the form the areas specified for the offsite such as patient room numbers, dining areas, offices, conference rooms, etc):
	 FORMCHECKBOX 

	
	

	Office of Public Health Inspection Report Approval (must indicate on the form the areas specified for the offsite such as patient room numbers, dining areas, offices, conference rooms, etc):
	 FORMCHECKBOX 

	
	

	Lease Agreement (if the building is not owned by the hospital applying for the off-site location) (If the hospital owns the building submit a letter indicating that the hospital owns the building and identify any areas that are subleased):
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
(attach)

	Letter From Lessor if applicable (if the areas are being leased from another DHH licensed facility then a letter from the Lessor must indicate that beds/space being leased has been de-licensed. )
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
(attach)

	Organizational Chart
	 FORMCHECKBOX 

	
	

	HSS-HO-009 Attestation For a Licensed Hospital
	 FORMCHECKBOX 

	
	

	Contracts and/or Memorandums of Understanding (for all services at the off-site location)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
(attach)

	Copy of the cover letter that was sent to the fiscal intermediary for the 855A (it is the responsibility of the hospital to submit the 855A to the fiscal intermediary):
	 FORMCHECKBOX 

	
	

	For DHH Use Only
	Date
	Yes
	No
	Comments

	Incomplete Packet Sent Back To Facility:
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Processed By Program Manager:
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	AS400, Off-Sites, Logs Updated, Fees Logged, License Printed & Mailed
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Folder Labels Changed
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Receipt of 855A Approval Letter/Packet, ACO Updated & Attachments Scanned
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	CMS 1539s Distributed
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	*Packet Sent to CMS (855A Approval & Letter, CMS1561, CMS1539, HSS-HO-21)
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Completed By Program Manager:
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 
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