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	Health Standards Section

License Application

NURSING HOME



	 FORMCHECKBOX 
  INITIAL         FORMCHECKBOX 
 RENEWAL        FORMCHECKBOX 
 CHOW(change ownership)        FORMCHECKBOX 
 OTHER (Specify) ______________________________           
LICENSE NUMBER ______________________         EXPIRATION   DATE   _________________________

TOTAL  FEE AMOUNT INCLUDED __________        CHECK / MONEY ORDER #____________________________
*Check & Payment Transmittal Form must be submitted to DHH Licensing Fee, PO Box 62949, New Orleans, LA 70162-2949

	I.  STATE  ID #NH___ ___ ___ ___ ___ ___ ___
     FACILITY   (DBA) NAME: _____________________________________________________________________________________________
     GEOGRAPHICAL ADDRESS: __________________________________________________________________________________________
     CITY / STATE / ZIP: __________________________________________________________________________________________________

     TELEPHONE NUMBER:   (       )                         FAX NUMBER: (        )                         ADMINISTRATOR EMAIL: _____________________

	II.   FACILITY MAILING. ADDRESS (IF DIFFERENT FROM ABOVE) _________________________________________________________
        CITY / STATE / ZIP  ___________________________________________________________________________________________________

	III. ADMINISTRATOR _________________________________________  DIRECTOR OF NURSING__________________________________
A.  Are you the administrator for more than one facility?   FORMCHECKBOX 
Yes             FORMCHECKBOX 
No   
Name other Facility:  _____________________________________________________________________________________

B. Facility is single story    FORMCHECKBOX 
Yes             FORMCHECKBOX 
No                        Facility is multi-story  FORMCHECKBOX 
Yes             FORMCHECKBOX 
No   


	IV.   TYPE OF OWNERSHIP:

	For-Profit Entity
	Non-Profit Entity
	Government Entity

	 FORMCHECKBOX 
  Individual/Sole Proprietorship         (P1)
	 FORMCHECKBOX 
 Individual/Sole Proprietorship       (N1)
	 FORMCHECKBOX 
 Federal                                               (G1)

	 FORMCHECKBOX 
  Corporation                                      (P2)
	 FORMCHECKBOX 
 Corporation                                    (N2)
	 FORMCHECKBOX 
 State                                                   (G2)

	 FORMCHECKBOX 
  Partnership                                       (P3)
	 FORMCHECKBOX 
 Partnership                                      (N3)
	 FORMCHECKBOX 
 Parish                                                 (G3)

	 FORMCHECKBOX 
  Group Practice                                 (P4)
	 FORMCHECKBOX 
 Religious Affiliate                          (N4)
	 FORMCHECKBOX 
 City/Parish                                         (G4)

	 FORMCHECKBOX 
 Religious Affiliate                            (P6)
	 FORMCHECKBOX 
 Unincorporated Association           (N5)
	 FORMCHECKBOX 
 City                                                    (G5)

	 FORMCHECKBOX 
 Unincorporated Association             (P7)
	 FORMCHECKBOX 
 Limited Liability Corporation        (N7)
	 FORMCHECKBOX 
 Hospital District                                (G6)

	 FORMCHECKBOX 
 Limited Liability Corporation          (P8)
	 FORMCHECKBOX 
 Other :                                        (N6)
	 FORMCHECKBOX 
 Combination Gov/Non-Profit            (G7)

	 FORMCHECKBOX 
 Other :                                         (P5)
	
	 FORMCHECKBOX 
 Human Services District                    (G9)

	
	
	 FORMCHECKBOX 
 Other :                                           (G8)

	V.  ENTITY / CORPORATION   NAME ____________________________________________________________________________________
MAILING  ADDRESS (IF DIFFERENT)      ________________________________________________________________________________
CITY / STATE / ZIP                 ____________________________________________________________________________________________
TELEPHONE   NUMBER   (______)  ________________________                FAX    NUMBER   (_____)  ______________________________

	VI.  List name, address, and telephone numbers for persons or group of persons having direct or indirect ownership or a controlling interest  ( ≥5%)  of  the corporate stock or partnership interest or any person or business entity which has a direct business interest, including, but not limited to, a wholly owned subsidiary, the details of any conversion rights which may exist for the benefit of any party and whether such stock, partnership interest, or ownership being held by the disclosed person or business entity is, in fact, owned by another person or business entity   (ATTACH ADDITIONAL SHEETS IF ADDITIONAL SPACE IS NEEDED).

	OWNER NAME
	ADDRESS
	TELEPHONE #

	
	
	

	
	
	

	
	
	


	VII. If the disclosing entity is a corporation, list name, address and telephone number of the President.

	NAME
	ADDRESS
	TELEPHONE NUMBER

	
	
	

	VIII. Are any owners of the disclosing entity also owners of other licensed health care facilities?             FORMCHECKBOX 
Yes             FORMCHECKBOX 
No

    (Proprietorship, Partnership or Board Member)  If yes, list names, addresses of individuals and other provider numbers.

	NAME
	ADDRESS
	PROVIDER NUMBER

	
	
	

	
	
	

	IX. Has there been a change of ownership or control within the last year?          FORMCHECKBOX 
Yes             FORMCHECKBOX 
No   
If yes, give date:  _____________________


	X.  NUMBER OF LICENSED UNITS (Room)_____     NUMBER OF LICENSED BEDS  ______    NUMBER OF CERTIFIED BEDS  ______  

                        NUMBER OF TITLE 18  ______             NUMBER OF TITLE 18/19 ______             NUMBER OF TITLE 19  ______

 FORMCHECKBOX 
  Check if bed changes do not match the number indicated, 

MARK OUT incorrect number and enter correct number and submit NEW FEE.



	ATTESTATION:  I understand that if the agency license is granted, it is granted for one year and shall become void upon change of ownership.  It is my responsibility to notify the Department of Health and Hospitals, 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.  

__________________________________________________________

AUTHORIZED REPRESENTATIVE NAME (TYPED OR PRINTED)

__________________________________________________________                                          ___________________________

AUTHORIZED REPRESENTATIVE SIGNATURE                                                                                            DATE


	FEE CHARGED:  $5.00 PER ROOM or UNIT
PLUS $600.00
($5.00 x # of Units or Rooms + $600.00)

PLEASE CALL HEALTH STANDARDS SECTION IF YOU ARE UNSURE OF THE NUMBER OF ROOMS OR UNITS.

(225) 342- 3204
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Health Standards Section

P.O. Box 3767 • Baton Rouge, Louisiana 70821-3767
Phone #: 225/342-0138 • Fax #: 225/342-5073 • http://dhh.louisiana.gov/
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