Certificate of Need Instructions for

EQUIPMENT REPLACEMENT/UPGRADE OR

INITIATE PET/CT HYBRID (CT ONLY)

Michigan Department of Community Health

CERTIFICATE OF NEED

Lewis Cass Building

320 S. Walnut St.

Lansing, Michigan 48913

(517) 241-3343 or 44  - Fax (517) 241-2962

1. All questions must be answered and information supplied in the space provided on DCH forms.  Attach additional sheets if necessary.  If you consider any questions not applicable to the proposed project, please state your rationale.  If you have any questions about the CON application process or about how to complete the forms, please call the CON Project Review Coordinator at (517) 241-3348.

2. Pursuant to R 325.9401, attach a timetable for the project’s completion.

3. When the complete application documents have been assembled, consecutively number each and every page (including all attachments and exhibits) on the upper right corner.

4. Application pages must be size 8.5 by 11.0 inches unless that size will not be legible.

5. All pages must be 3‑hole punched.

6. Pursuant to R 325.9201, the correct CON application fee must accompany the CON application when it is filed with the Department.  Make checks payable to State of Michigan.  The fee schedule for each application is determined by the total projected capital expenditure as follows:



$1,500
fee for capital expenditures of  $0 through  $500,000



$5,500
fee for capital expenditures of  $500,001 through  $3,999,999



$8,500
fee for capital expenditures of  $4,000,000 or more

7. One original with original signatures and two copies of the application and its attachments must be prepared, dated, and mailed to:

Project Review Coordinator

certificate of need Section

Department of Community Health

320 S. Walnut Street

Lansing MI 48913

8. Pursuant to MCL 333.22226, if the project site is in one of the following counties, Allegan, Ionia, Kent, Lake, Mason, Mecosta, Montcalm, Muskegon, Newago, Oceana, Osceola, or Ottawa, send one copy of the application to the regional CON review agency:  Mr. Lodewyk Zwarensteyn, The Alliance For Health, 1011 40th St. SE, Grand Rapids, MI 49508-2401.

9. Retain one complete copy for your records.

10. If you consider any questions not applicable to the proposed project, state your rationale.  In responding to the review standards, provide a specific response to each individual requirement. (Refer to form CON-200-A for more detailed instructions on addressing the review standards).

SPECIAL NOTE:  Applications are considered filed only if

· the application includes the appropriate application fee.

· the application is submitted on forms supplied by the Department in response to the applicant’s Letter of Intent form.

· the legal entity in the application agrees with the legal entity on the filed departmental Letter of Intent form.

	
AUTHORITY:
PA 368 of 1978, as amended

COMPLETION:
Is Voluntary, but is required to obtain a



Certificate of Need.  If NOT completed, a 



Certificate of Need will NOT be issued.
	The Department of Community Health is an equal opportunity employer, services and programs provider.


For DCH Use Only
	DCH Application Number
	APPLICATION FOR CERTIFICATE OF NEED

EQUIPMENT REPLACEMENT/UPGRADE OR INITIATE PET/CT HYBRID (CT ONLY)

Michigan Department of Community Health

CERTIFICATE OF NEED

Lewis Cass Building

320 S. Walnut St.

Lansing, Michigan 48913

Phone: (517) 241-3343 or 44 – Fax: (517) 241-2962

	Date Submitted
	

	Facility Number
	

	Sub-Area/Planning Area
	

	
	


	
AUTHORITY:
PA 368 of 1978, as amended

COMPLETION:
Is Voluntary, but is required to obtain a



Certificate of Need.  If NOT completed, a 



Certificate of Need will NOT be issued.
	The Department of Community Health is an equal opportunity employer, services and programs provider.


	1. Legal Name of Applicant  (Must be exactly the same as Item 2 on filed Letter of Intent.)
     

	2. Current Licensed Name of Facility or Current Name of Center

     
	County

     

	3. Proposed Licensed Name of Facility or Proposed Name of Center

     

	4. Facility/Center Address (Street & Number or P.O. Box)

     
	City

     
	State

  
	ZIP Code

     

	5. TYPE OF LICENSED HEALTH FACILITY:  (Check one)

 FORMCHECKBOX 
 Freestanding Surgical Outpatient Facility (FSOF)
 FORMCHECKBOX 
 Hospital Long-Term-Care Unit (LTCU)

 FORMCHECKBOX 
 Health Maintenance Organization (HMO)
 FORMCHECKBOX 
 Psychiatric Hospital

 FORMCHECKBOX 
 Nursing Home
 FORMCHECKBOX 
 Inpatient Psychiatric Unit

 FORMCHECKBOX 
 Hospital

 FORMCHECKBOX 
 Other – Not a Licensed Health Facility (Specify):

     

	6. Name of Current Owner of Facility/Center

     

	Address (Street & Number or P.O. Box)

     
	City

     
	State

  
	ZIP Code

     

	7. Name of Current Owner of Land

     

	Address (Street & Number or P.O. Box)

     
	City

     
	State

  
	ZIP Code

     

	8. Name of Current Licensee

     

	Address (Street & Number or P.O. Box)

     
	City

     
	State

  
	ZIP Code

     


CERTIFICATIONS

A.
Pursuant to MCL 333.22226, if the equipment to be replaced/upgraded is located in one of the following counties, Allegan, Ionia, Kent, Lake, Mason, Mecosta, Montcalm, Muskegon, Newago, Oceana, Osceola or Ottawa; I certify that a copy of this application with all attachments also was sent to the Alliance for Health.
B.
I certify that to the best of my knowledge and belief, the information and attachments submitted are true and correct.  I further certify that no revisions will be made to the approved project, including bed count or provision of additional or expanded services and space, without first notifying and receiving approval from the Department of Community Health to make such revisions, and providing such information to the Department, and where applicable, to the Alliance for Health.

C.
I certify that there are sufficient funds available to meet the operating expenses of the project.

D.
I understand that the Certificate of Need application process, decision, and subsequent operation of the proposed project (if approved) are subject to the applicable laws, rules, and CON Review Standards.
E.
I understand that a signed certification form agreeing to comply with the CON Review Standards applicable to this project must be included in this application.

F.
I understand that nonsubstantive or expedited review under Rule 205(4) of the Certificate of Need Administrative Rules generally is granted only for those projects that are exclusively within the predesignated categories.  I certify that this project is solely for the replacement/upgrade of medical equipment associated with the provision of a covered clinical service [lithotripters, magnetic resonance imaging (MRI), megavoltage radiation therapy units (MRT), positron emission tomography (PET), surgical facilities (ORs), cardiac catheterization laboratories/multipurpose special radiological rooms, computerized tomography scanners (CT), air ambulance] or for initiation of PET/CT Hybrid for which there is an approved PET CON.  In addition the project meets the applicable CON review standards and that associated construction/renovation costs are less than the covered capital expenditure threshold.
CERTIFICATION ACCEPTANCE
	Signature of Authorized Agent (Blue Ink Only)
	Date Signed


	Date Submitted to Project Review Coordinator for DCH


	Date Deemed Received/Complete by DCH



	Decision:

 FORMCHECKBOX 
 Approved
 FORMCHECKBOX 
 Denied




	Date of Decision
	For the Department of Community Health by




CERTIFICATE OF APPOINTMENT FOR AUTHORIZED AGENT

Michigan Department of Community Health 

	Proposed Name of Facility/Center

     
	County

     

	Facility/Center Street Address (Street & Number or P.O. Box)

     
	City

     
	State

  
	ZIP Code

     


	Notice is hereby given to the Michigan Department of Community Health that 

	
	     
	

	[Legal name of applicant entity (same as Page 2, Line #1)]

has appointed and authorized the following person to act on behalf of the applicant entity.

	Agent Name

     
	Title

     

	Name of Agent’s Organization

     

	Street Address (Street & Number or P.O. Box)

     
	City

     
	State  
	ZIP Code

     

	Agent’s Telephone Number
Extension

     
     
	Agent’s Fax Number
         Extension

     
      

	Agent’s E-Mail Address

     

	The above named agent is the authorized representative for Certificate of Need Number


     


	
	(Certificate of Need Number)
	

	The above named agent is authorized to do the following:

A.
submit this Certificate of Need application and make amendments thereto,

B.
provide the Department with all information necessary for a determination with respect to this Certificate of Need application,

C.
enter into agreements with the Department in connection with this Certificate of Need, and

D.
receive notice and service of process in matters relating to this Certificate of Need.

	· This appointment will remain in effect for this application until written notice of termination is sent to the Michigan Department of Community Health that references the specific CON application number.  
· The termination notice must identify a new authorized agent.

	Typed Name

     
	Signature of Individual Legally Authorized to Appoint Agent

(Blue Ink)





Date:

	Title

     
	


CONTACT PERSONS:  Identify those individuals whom may be contacted by DCH to answer questions:

	FINANCIAL DATA:  (Person’s Name)

     
	ALL OTHER DATA:  (Person’s Name)

     

	Telephone Number
Extension

     
     
	Telephone Number
Extension

     
     

	E-mail Address

     
	E-mail Address

     


PROJECT DESCRIPTION

	1.
Provide a comprehensive, concise narrative description of the proposed project including its physical elements.  Use building names, floor numbers, wings, and room numbers.  Indicate where services will be located.

Use Additional Sheets as Needed

	     

	2.
Is the applicant a non-profit health facility?

 FORMCHECKBOX 
 NO
 FORMCHECKBOX 
 YES
If “yes,” attach a list of the voting board members


and designate whether each is a consumer or 
provider, male or female.

	3.
Is the equipment to be replaced fully depreciated according to generally accepted accounting principles?

 FORMCHECKBOX 
 NO
                                     FORMCHECKBOX 
 YES
                                                        FORMCHECKBOX 
 N/A
If “no,” answer A & B below           If “yes,” attach depreciation lapse schedule        (PET/CT Hybrid Only)

	A.
Does the existing equipment clearly pose a threat to the safety of the public?

 FORMCHECKBOX 
 NO
 FORMCHECKBOX 
 YES
If “yes,” attach evidence of the threat.

	B. Does the proposed replacement equipment offer technological improvements that enhance quality of


care, increase efficiency, and reduce operating costs and patient charges?

 FORMCHECKBOX 
 NO
 FORMCHECKBOX 
 YES
If “yes,” attach an explanation.

	4.
Will the replacement equipment be located at the same site (geographic location) as the equipment to be replaced?
 FORMCHECKBOX 
 YES
 FORMCHECKBOX 
 NO
If “no,” identify the location at which the replacement equipment will be placed.

	5.
Attach an explanation of how the old equipment will be disposed.      

	6.
Identify the CON number that approved the equipment to be replaced including the make and model of the equipment to be replaced or the CON number that approved the PET Services. 

CON Number:         Make:         Model:       

	7.
Identify the Date when the equipment to be replaced or PET/CT hybrid began operation.

     

	8.
Are you Proposing to Replace AIR AMBULANCE SERVICES?

 FORMCHECKBOX 
 NO
 FORMCHECKBOX 
 YES
If “yes,” use an attachment to address Section 5 of the CON Review



Standards for Air Ambulance Services.

	9.
Are you Proposing to Replace a PET SCANNER?

 FORMCHECKBOX 
 NO
 FORMCHECKBOX 
 YES
If “yes,” use an attachment to address Section 6 of the CON Review



Standards for PET Scanner Services.

	10.
Are you Proposing to Replace EQUIPMENT REGISTERED WITH RADIATION SAFETY?

 FORMCHECKBOX 
 NO
 FORMCHECKBOX 
 YES
If “yes,” attach the Radiation Safety Registration Certificate.


HISTORICAL UTILIZATION SECTION
Only for the EQUIPMENT or SERVICE to be REPLACED, indicate the number of ALL procedures performed for the most recent 12-month period for which data are available.  Provide documentation (computer reports, etc.) that verifies the historical utilization data.  Please refer to the applicable review standards for definitions of terminology used in this section.

URINARY LITHOTRIPTERS:
	Number of Lithotripters: 
      

	Reporting Period
	Number of Procedures

	Most Recent 12 Months  (Date:

     
 )
	     

	Second 12 Months of Operation (projected)
	     


OPERATING ROOMS:
	Number of ORs: 
      

	Reporting Period
	Number of Cases
	Number of Hours

	Most Recent 12 Months  (Date:

     
 )
	     
	     

	Second 12 Months of Operation (projected)
	     
	     


MAGNETIC RESONANCE IMAGING (MRI):

	Reporting Period
	Number of

MRI Units
	Number of

MRI Procedures

	Most Recent 12 Months  (Date:

     
 )
	     
	     


CT SCANNERS:
	Number of Scanners: 

     

	Reporting Period:      _____________________

	CT Procedures
	Number of

Procedures
	Conversion Factor
	Number of CTEs

	Head without Contrast
	     
	1.00
	     

	Head with Contrast
	     
	1.25
	     

	Head without & with Contrast
	     
	1.75
	     

	Body without Contrast
	     
	1.50
	     

	Body with Contrast
	     
	1.75
	     

	Body without & with Contrast
	     
	2.75
	     

	TOTAL:
	     
	
	     


MEGAVOLTAGE RADIATION THERAPY (MRT):
	Number of MRT Units:

     

	Reporting Period:       


	Type of Treatment Visit
	Number of Treatment Visits
	Conversion Factor
	Number of ETVs

	Simple
	     
	1.00
	     

	Intermediate
	     
	1.10
	     

	Complex
	     
	1.25
	     

	Very Complex:

Total Body Irradiation
	     
	5.00
	     

	Hemi Body Irradiation
	     
	4.00
	     

	Patient under Age 5
	     
	2.00
	     

	Heavy Particle Accelerator
	     
	5.00
	     

	Stereotactic Radiosurgery (non-Gamma Knife)
	     
	12.00
	     

	Gamma Knife
	     
	8.00 plus 4 additional ETVs for each iso-center after first
	     

	Number of gamma knife iso-centers:

     
	
	
	

	Intraoperative Treatment visits performed on MRTs in Radiation Oncology Department 

(Report minutes using format below)
	     
	
	     

	Intraoperative Treatment visits performed on MRTs in Operating Rooms (Report minutes using format below)
	     
	
	     


· INSTRUCTIONS:

· Provide the following data for each Intraoperative Treatment (IORT) visit reported.

· Report the data separately for Radiation Oncology Department-based units and separately for Operating Room-based units.

· Attach an additional sheet using the format below:

Patient Identifier

Date of IORT

Number of Minutes to Perform IORT 


POSITRON EMMISSION TOMOGRAPHY (PET):
INSTRUCTIONS:

· Attach completed CON-732(E)-Worksheet PET EQUIVALENTS COMPUTATION WORKSHEET.


CARDIAC CATHETERIZATION/MULTI-PURPOSE SPECIAL RADIOLOGICAL ROOMS:

INSTRUCTIONS:

· Attach completed CON-716(E) CARDIAC CATHETERIZATION LABORATORIES/MULTI-PURPOSE SPECIAL RADIOLOGICAL ROOMS – HISTORICAL UTILIZATION REPORT.

FINANCIAL SECTION

Capital expenditures are project costs for a project.  “Capital expenditure” means an expenditure for a single project, including cost of construction, engineering, and equipment that under generally accepted accounting principles is not properly chargeable as an expense of operation.  Capital expenditure includes a lease or comparable arrangement by or on behalf of a health facility to obtain a health facility, licensed part of a health facility (i.e., a licensed Hospital Long-Term-Care Unit or licensed Psychiatric Unit), or equipment for a health facility, if the actual purchase of a health facility, licensed part of a health facility, or equipment for a health facility would have been considered a capital expenditure under this part.  Capital expenditure includes the cost of studies, surveys, designs, plans, working drawings, specifications, and other activities essential to the acquisition, improvement, expansion, addition, conversion, modernization, new construction, or replacement of physical plant and equipment.
The term of the Certificate of Need is the same as the term of the operating lease(s)/capital lease(s).  An applicant will be required to file another Certificate of Need application to renew a lease(s).  In the case of an equipment lease(s) in which an applicant purchases the equipment, the certificate of need remains valid until the applicant replaces the equipment.  However, if an applicant does not purchase the equipment at the end of the original lease(s) and instead renews the lease(s), a new Certificate of Need will be required.

“Fixed Equipment” as defined in PA 368 of 1978, as amended, means equipment that is affixed to and constitutes a structural component of a health facility, including, but not limited to, mechanical or electrical systems, elevators, generators, pumps, boilers, and refrigeration equipment.

INSTRUCTIONS:
1. Capital Leases should be listed as an asset and obligation at an amount equal to the present value at the beginning of the lease term of minimum lease payments during the lease term, excluding the portion of payments representing executory costs such as insurance, maintenance and taxes to be paid by the lessor.  Operating leases are not capitalized and rental on an operating lease should be charged to expenses over the lease term as it becomes payable.

2.
For equipment, where there is a trade-in, include total purchase price of the equipment under Project Costs.  If a trade-in of existing equipment is involved, the trade-in value must appear on Line 30 (Other) under Sources of Funds.

3.
Complete each line item as shown on the form.  For those items not applicable,

enter “0,” or “N/A.”

4.
All estimated costs, including the effects of inflation, must be based on the projected midpoint of construction.

5.
Fixed equipment costs must be included in new construction and/or remodeling/renovation costs.  Those items determined not to be part of new construction or renovation will be considered depreciable fixed equipment and must be identified on Line 4, Fixed Equipment, on the Project Costs page.

6.
Do NOT offset interest during construction with interest income during construction.

7. The Total Project Costs must equal the Total Sources of Funds.

8. Attach a copy of audited financial statements.  If audited financial statements are not available, provide unaudited current financial statements including a balance sheet, income statement, statement of cash flows and any notes to accompany the financial statements. 

PLEASE RETURN THIS INSTRUCTION PAGE WITH YOUR APPLICATION.

FINANCIAL DATA SECTION
PROJECT COSTS:  (Do NOT fill in Shaded Areas) (Use Whole Dollars Only)
	1. Balance of pre-existing debt to be refinanced
	
	$ 
     

	CONSTRUCTION COSTS:

2. New Construction (      sq. ft.)
	$ 
     
	

	3. Renovation and Remodeling (      sq. ft.)
	$ 
     
	

	4. Fixed Equipment (Refer to Item 5, Page 9 of 11)
	$ 
     
	

	5. Architect/Engineering Fees
	$ 
     
	

	6. Consulting Fees
	$ 
     
	

	7. Contingencies
	$ 
     
	

	8.
Other (specify):

     
	$ 
     
	

	9.
TOTAL CONSTRUCTION COSTS:
	

	$ 
     

	10.
Movable Equipment
	
	$ 
     

	11.
Fixed Medical Equipment
	
	$ 
     

	12.
Lease Cost
	
	$ 
     

	13.
Land Purchase
	
	$ 
     

	14.
Site Preparation
	
	$ 
     

	15.
Building Purchase
	
	$ 
     

	16.
Debt Service Reserve Fund
	
	$ 
     

	17.
Interest During Construction
	
	$ 
     

	18.
Legal Fees
	
	$ 
     

	19.
Financing and Related Debt Issue Costs
	
	$ 
     

	20.
Other (specify):
     
	
	$ 
     

	21.
TOTAL PROJECT COSTS
	
	$ 
     


NOTE:
Attach a copy of the proposed Purchase Agreement, Lease Agreement, or Vendor Quotation, 

as applicable to this project.
SOURCES OF FUNDS:

	22.
Proceeds from bond issue and/or other mortgages.  (Specify):

     
	$ 
     

	23.
Grants, Appropriations and/or Donations (Provide Documentation)
	$ 
     

	24.
Guaranteed Loan (FHA, other)
	$ 
     

	25.
Unrestricted Cash
	$ 
     

	26.
Designated Funds
	$ 
     

	27. Restricted Funds
	$ 
     

	28.
Capital/Operating Lease (Operating Revenue)
	$ 
     

	29. Interest Income During Construction
	$ 
     

	30.
Other (specify):
     
	$ 
     

	31.
TOTAL SOURCES OF FUNDS
	$ 
     


   NOTE:
Changes from the above stated sources of funds require Certificate of Need approval.

FINANCED PROJECTS:

	1. With whom is the Loan(s)
     

	2. What is the Payment Frequency

 FORMCHECKBOX 
 MONTHLY
 FORMCHECKBOX 
 QUARTERLY
 FORMCHECKBOX 
 SEMI-ANNUAL
 FORMCHECKBOX 
 ANNUAL

	3. Projected Interest Rate

     
	4. Amount to be Borrowed

$      
	5. What is the Amortization Period

     


LEASE ARRANGEMENTS

INSTRUCTIONS:

· Capitalized Lease
- answer all lease items (6 through 13)

· Operating Lease
- answer items 6, 7, 10, and 12

	6. Description of Leased Property and Type of Lease
     

	7. Term of Lease (years, including Renewable Options)

     
	8. End of Term Fair Market Value

     

	9. Useful Life (years)

     
	10. Annual Payment

     

	11. Capitalized Value

     
	12. Stated or Implicit Interest Rate

     

	13. Purchase Price / Beginning or Term Fair Market Value

     


CON-110-E(E)  (6-05)  (W)  
Page 1 of 10

