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Instructions for Completing the Checklist for Hospital Based RHCs
1. Please fill out all hospital information.

2. Please identify a designated contact person of the hospital for all information to be communicated through.

3. Please list the name of the offsite as the hospital’s name followed by a hyphen followed by the name of the off-site.  Example:  ABC Hospital – EFG Outpatient Clinic.

4. Please list the previous use of the building.

5. Please complete your letter of intent on hospital stationery.

6. If adding a hospital based RHC that will be located on the licensed main campus or already licensed off-site campus please fill out the first section of the checklist.

7. If adding a hospital based RHC that will be its own licensed off-site campus of the hospital, fill out the first and second section of the checklist.

8. If wanting to be certified to participate in the Medicare/Medicaid program, complete the third section of the checklist (in addition to the 1st and/or 2nd section).

9. Please place all attachments behind this checklist in the order listed on the checklist.

10. Please submit the packet in its entirety with this checklist on top of all documents.

All packets will be reviewed by the administrative assistant.  If the packet is determined to be incomplete, the entire packet will be sent back to the facility for completion.  Once a packet is determined to be complete by the administrative assistant, it will be placed in line for processing.  Please keep in mind that with the large volume of work being requested by hospitals, the wait time can be lengthy.  The forms, fees and information should be submitted to the state office approximately 6 to 8 weeks prior to your anticipated opening date.

The Department of Health and Hospitals shall not process any application until all forms, required applicable accompanying information and fees are received.

	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:      


	Complete The Following For Hospital Based RHC Located in a Currently Licensed Campus
	Yes
	No
	Describe

	*Letter of Intent (to fully describe the intent of the hospital & include the physical description of building’s previous use)
	 FORMCHECKBOX 

	
	

	HSS-HO-1 Hospital License Application 
	 FORMCHECKBOX 

	
	

	Check for $25.00:
	 FORMCHECKBOX 

	
	

	Plan Review Approval Letter 
	 FORMCHECKBOX 

	
	

	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 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
(attach)

	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 showing how the RHC fits into the organization of the hospital
	 FORMCHECKBOX 

	
	

	HSS-HO-009 Attestation For a Licensed Hospital
	 FORMCHECKBOX 

	
	

	If Adding the RHC as its own independent Off-Site Campus, Complete The Following In Addition to Those Listed Above
	Yes
	No
	Describe

	Check for $300.00 instead of $25.00 as listed above
	 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-21 Notification of Co-Located Status:
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
(attach)

	Copy of CLIA Application:
	 FORMCHECKBOX 

	
	

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

	
	

	If Wanting the RHC Certified, Complete The Following:
	Yes
	No
	Describe

	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 

	
	

	CMS-1561A (Health Insurance Agreement for RHCs (3 originally signed documents)
	 FORMCHECKBOX 

	
	

	CMS-29 (Request to Establish Eligibility To Participate)
	 FORMCHECKBOX 

	
	

	HSS-1513L (Disclosure of Ownership)
	 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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