Department of Health and Hospitals - Health Standards Section 
Nursing Home (NH) CHANGE OF OWNERSHIP (CHOW) Provider Checklist
CHOW Packet Can Not Be Processed Until Checklist & CHOW Packet Are Complete
This information should be submitted within 5 days of the effective date of CHOW
	[bookmark: Text9][bookmark: _GoBack]NH Entity/Corp. Name(current):         

	[bookmark: Text10]NH Entity/Corp. Name(after CHOW):         

	[bookmark: Text11]NH DBA Name(current):         

	[bookmark: Text12]NH DBA Name(after CHOW):         

	[bookmark: Text22]Application Date:        
	[bookmark: Text25]Effective Date of Ownership transfer :        

	[bookmark: Text26]Contact Person Name:         
	[bookmark: Text4]Contact’s Email:         

	[bookmark: Text24]NH State ID #(NH#):         
	[bookmark: Text6]NH Provider/CMS Certification (#):         

	[bookmark: Text7]NH Vendor/Medicaid (#):         
	[bookmark: Text8]Current State License #:         

	► ► ►     ALL INFORMATION & DOCUMENTS ARE NEEDED FOR A CHOW TO BE PROCESSED     ◄ ◄ ◄

	Mark each of the following as they are Completed and Include each with submission of CHOW Packet

	IF TWO OR MORE CHOWS OCCUR EACH WILL BE TREATED AS A SEPARATE EVENT & NEEDS A SEPARATE CHOW PACKET

	Is the Nursing Home a Licensed Only facility (Not Participating in Medicaid or Medicare)?                               NO |_| YES |_|

	[bookmark: Check2][bookmark: Check1]Are you keeping the Current Provider’s Medicare Agreement & Number?            Not Applicable (N/A)  |_|  NO |_| YES |_|

	► ► ►    ALL PROVIDERS NEED TO ANSWER & PROVIDE THE FOLLOWING    ◄ ◄ ◄

	Has a Letter Of Intent w/ current DBA & entity name, New owner DBA & entity name, effective date of transfer of ownership, and address been included or has the letter been previously submitted?                                                     YES  |_|

	Has a copy of Signed/Dated legal documentation of Sale, Lease, or Merger been included?                                        YES  |_|
· Sale, Lease, or Merger document needs Provisions for the transfer of the operations/business, Facility need review/cert of need, and the building/land/equipment to the new buyers/leasers

	Has PAYMENT TRANSMITTAL FORM & FEE been sent DHH Licensing Fee, P.O. Box 62949, New Orleans LA  70162-2949         YES  |_|                                                                                                          

	Has the License Application & All Required Documentation been included in this packet and sent to Health Standards, P.O. Box 3767, Baton Rouge LA  70821-3767?      DO NOT SEND FEES TO THIS ADDRESS                                               YES  |_|

	Has the Disclosure of Ownership form (HSS-1513L) been included in packet?                                                                  YES |_|

	► ► ► ALL PROVIDERS PARTICPATING IN MEDICARE OR MEDICAID SHALL PROVIDE THE FOLLOWING ◄ ◄ ◄

	Has Resident Trust Fund Balance Information been included in packet?                                                                          YES  |_|

	A copy of the signed and dated Surety Bond agreement been included in name of the new provider.                       YES  |_|

	A Copy of letter from Office of Management & Finance (225-342-4160) regarding outstanding fees?                        YES  |_|

	A copy of the signed Fiscal Yearend Date Form (HSS-ALL-21)?                                                                                            YES  |_|

	A copy of the LTC Facility App for Medicare/Medicaid Form (CMS 671)?                                                                         YES  |_|

	► ► ► ALL PROVIDERS PARTICPATING IN MEDICARE SHALL PROVIDE THE FOLLOWING ◄ ◄ ◄

	Has the CMS 855A Medicare Enrollment App been sent to Fiscal Intermediary (FI)?                                                        YES |_|

	A copy of Intentions Regarding  Medicare Certification / Agreement (Form HSS-NH-15):                                             YES |_|

	 3 (THREE) ORIGINAL CMS 1561 Forms, each with original signature in block 3 –Accepted for Successor Provider of Services, Facility Name & DBA name?                                                                                                                                       YES  |_|

	A copy of the facility’s Hospital Transfer Agreement(s)?                                                                                                       YES  |_|

	A copy of completed Office for Civil Rights Assurance of Compliance HHS-690? Or E-mail from OCR                          YES  |_|

	►►►►►►               Below For DHH use Only               ◄◄◄◄◄◄
	DATE
	COMMENT

	[bookmark: Text21]Packet Reviewed by:         
	     
	[bookmark: Text17]     

	Packet Complete: YES  |_|  NO  |_|  │Incomplete Packet Notice Sent: YES  |_|  NO  |_|    
	     
	[bookmark: Text18]     
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