NURSING HOME AND HOSPITAL LONG-TERM-CARE UNIT

CERTIFICATION report
Michigan Department of Community Health

Certificate of Need

	
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.


This Certification Report is required for all applicants under the CON Review Standards for Nursing Home and Hospital Long-Term-Care Unit (“HLTCU”) Beds.

An applicant must report all licensed nursing homes under common ownership or control, regardless of the state in which a nursing home is located, as required under the CON Review Standards for Nursing Home and HLTCU Beds for the CON Application listed above.

“Common ownership and control,” as defined by the Department of Community Health, Bureau of Health Systems, and for the sole purpose of the CON Review Standards for Nursing Home and HLTCU Beds, means any nursing home or HLTCU determined to be owned by, be under common control of, or have a common parent as the legal applicant as evidenced by assignment of the same corporate identification number (CID No.) issued by the Michigan Department of Labor & Economic Growth, Corporation Division, and/or the same federal employer identification number (EIN).

Section 1
	Facility Name

     

	Legal Applicant Name

     

	Legal Applicant CID No.

     
	Legal Applicant EIN No.

     

	Authorized Agent Name

     
	County

     
	CON Application No.

     


Section 2

Michigan Nursing Homes/HLTCU Only
(Must have common CID No. and/or EIN No. as the legal applicant)
	Nursing Home/HLTCU Facility Name
	Facility No.
	CID No.
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* Use additional sheet if necessary
Out-of-State Nursing Homes/HLTCU Only
(Must have common EIN No. as the legal applicant)
	Nursing Home/HLTCU Facility Name
	EIN

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     


 * Use additional sheet if necessary
 FORMCHECKBOX 
  I, as authorized agent, certify that all nursing homes under common ownership and control, as defined, are listed above.
If the applicant has 10 or more licensed Michigan nursing homes/HLTCUs listed, complete all parts of Section 3 below for all Michigan nursing homes/HLTCUs under common ownership or control of the applicant.
If the applicant has fewer than 10 licensed Michigan nursing homes/HLTCUs listed, please complete all parts of Section 3 below for all Michigan and non-Michigan nursing homes/HLTCUs under common ownership or control of the applicant. 
Note: The Department reserves the right to verify this information through an independent check.
Section 3

 FORMCHECKBOX 
  I, as authorized agent, certify that none of the Applicant Facilities Under Common Ownership or Control has had state enforcement action resulting in a license revocation, reduced license capacity, or receivership within the last three years, or from the change of ownership date if the facility has come under common ownership or control within 24 months of the date of the application.
 FORMCHECKBOX 
  I, as authorized agent, certify that the Applicant Facilities Under Common Ownership or Control listed below have had a state enforcement action resulting in a license revocation, reduced license capacity, or receivership within the last three years, or from the change of ownership date if the facility has come under common ownership or control within 24 months of the date of the application. 

	Nursing Home/HLTCU Facility Name

	     

	     

	     

	     

	     

	     


 FORMCHECKBOX 
  I, as authorized agent, certify that none of the Applicant Facilities Under Common Ownership or Control has filed for bankruptcy within the last three years, or from the change of ownership date if a facility has come under common ownership or control of the applicant within 24 months of the date of the application.
 FORMCHECKBOX 
  I, as authorized agent, certify that the Applicant Facilities Under Common Ownership or Control listed below have filed for bankruptcy within the last three years, or from the change of ownership date if a facility has come under common ownership or control of applicant within 24 months of the date of the application.
	Nursing Home/HLTCU Facility Name

	     

	     

	     

	     

	     

	     


 FORMCHECKBOX 
  I, as authorized agent, certify that none of the Applicant Facilities Under Common Ownership or Control has had termination of a Medical Assistance Provider Enrollment and Trading Partner Agreement initiated by the Department or licensing and certification agency in another state, within the last three years, or from the change of ownership date if the facility has come under common ownership or control of applicant within 24 months of the date of the application.
 FORMCHECKBOX 
  I, as authorized agent, certify that the Applicant Facilities Under Common Ownership or Control listed below have had termination of a Medical Assistance Provider Enrollment and Trading Partner Agreement initiated by the Department or licensing and certification agency in another state, within the last three years, or from the change of ownership date if the facility has come under common ownership or control of applicant within 24 months of the date of the application.
	Nursing Home/HLTCU Facility Name

	     

	     

	     

	     

	     

	     


 FORMCHECKBOX 
  I, as authorized agent, certify that none of the Applicant Facilities Under Common Ownership or Control has citations at Level D or above, excluding life safety code citations, on the scope and severity grid on two consecutive standard surveys that exceeds twice the statewide average, calculated from the quarter in which the standard survey was completed, in the state in which the nursing home/hltcu is located.
Note: As supporting documentation, please attach the Summary of Deficiencies Severity/Scope Grid for each nursing home/HLTCU under Common Ownership or Control for the last two consecutive standard surveys for the time period posted on the CON Web site with the CON Review Standards.

 FORMCHECKBOX 
  I, as authorized agent, certify that the Applicant Facilities Under Common Ownership or Control listed below have had citations at Level D or above, excluding life safety code citations, on the scope and severity grid on two consecutive standard surveys that exceeds twice the statewide average, calculated from the quarter in which the standard survey was completed, in the state in which the nursing home/hltcu is located.
	Nursing Home/HLTCU Facility Name

	     

	     

	     

	     

	     

	     


 FORMCHECKBOX 
  I, as authorized agent, certify that none of the Applicant Facilities Under Common Ownership or Control is currently listed as a special focus nursing home by the Centers for Medicare and Medicaid Services.
 FORMCHECKBOX 
  I, as authorized agent, certify that the Applicant Facilities Under Common Ownership or Control listed below are currently listed as special focus nursing homes by the Centers for Medicare and Medicaid Services.
	Nursing Home/HLTCU Facility Name

	     

	     

	     

	     

	     

	     


 FORMCHECKBOX 
  I, as authorized agent, certify that none of the Applicant Facilities under Common Ownership or Control has an outstanding debt obligation to the State of Michigan for Quality Assurance Assessment Program (qaap) or State or Federal Civil Monetary Penalties (cmp).
 FORMCHECKBOX 
  I, as authorized agent, certify that the Applicant Facilities under Common Ownership or Control listed below have outstanding debt obligations to the State of Michigan for Quality Assurance Assessment Program (qaap) or State or Federal Civil Monetary Penalties (cmp).
	Nursing Home/HLTCU Facility Name

	     

	     

	     

	     

	     

	     


I certify that the information contained in this Certification Report, including attachments, is true and correct.  

I acknowledge that if, after issuing a final CON decision approving the proposed project listed on page one of this Certification Report, the Department identifies material discrepancies as to the ownership and citation history of the applicant and other nursing homes under common ownership or control (as defined above) that would have resulted in a denial of the CON application, applicant shall surrender the CON approval. 
	Signature of Authorized Agent


	Date Signed
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