	For LARA Use Only
	APPLICATION FOR LABORATORY LICENSURE

	Facility Number:

     

	Michigan Department of Licensing and Regulatory Affairs

	
	Bureau of Health Systems

	Date Received:

     
	P.O. Box 30664

	
	Lansing, Michigan 48909

	
	Phone:  (517) 241-2648    Fax:  (517) 241-3354

	SECTION 1 - Facility Information

	Legal Name of Applicant

     

	Applicant “Doing Business As” Name
     
	Date Legal Entity was Formed

     

	Employer Identification Number

     
	Laboratory CLIA Number

     

	Facility Address 

     
	City

     
	State

  
	Zip Code

     

	Telephone Number/Extension

     
	Fax Number

     
	E-mail Address

     

	Mailing Address (Street & Number or PO Box)

     
	City

     
	State

  
	Zip Code

     

	Laboratory Director Name

     
	Laboratory Director E-mail Address

     

	Laboratory Director Title

     
	Laboratory Director Phone Number
     

	Which of the following best describes your business practice?  (Pick one)

	 FORMCHECKBOX 
 Ambulance
	 FORMCHECKBOX 
 Industrial

	 FORMCHECKBOX 
 Ambulatory Surgery Center
	 FORMCHECKBOX 
 Insurance

	 FORMCHECKBOX 
 Ancillary Testing Site in Healthcare Facility
	 FORMCHECKBOX 
 Intermediate Care Facility for Mentally Retarded

	 FORMCHECKBOX 
 Assisted Living Facility
	 FORMCHECKBOX 
 Mobile Laboratory

	 FORMCHECKBOX 
 Blood Bank
	 FORMCHECKBOX 
 Pharmacy

	 FORMCHECKBOX 
 Community Clinic
	 FORMCHECKBOX 
 Physician Office

	 FORMCHECKBOX 
 Comprehensive Outpatient Rehab Facility (CORF)
	 FORMCHECKBOX 
 Practitioner Other (Specify):      

	 FORMCHECKBOX 
 End Stage Renal Disease Dialysis Facility
	 FORMCHECKBOX 
 Prison

	 FORMCHECKBOX 
 Federally Qualifiied Health Center
	 FORMCHECKBOX 
 Public Health Laboratory

	 FORMCHECKBOX 
 Health Fair
	 FORMCHECKBOX 
 Rural Health Clinic

	 FORMCHECKBOX 
 Health Maintenance Organization
	 FORMCHECKBOX 
 School/Student Health Service

	 FORMCHECKBOX 
 Home Health Agency
	 FORMCHECKBOX 
 Skilled Nursing Facility/Nursing Facility

	 FORMCHECKBOX 
 Hospice
	 FORMCHECKBOX 
 Tissue Bank/Repository

	 FORMCHECKBOX 
 Hospital
	 FORMCHECKBOX 
 Other (Specify):      

	 FORMCHECKBOX 
 Independent Laboratory
	 

	

	AUTHORITY:
	PA 368 of 1978, as amended
	The Department of Licensing and Regulatory Affairs will not discriminate against any individual or group because of race, sex, religion, age, national origin, color, marital status, disability, or political beliefs.  You may make your needs known to this Agency under the Americans with Disabilities Act if you need assistance with reading, writing, hearing, etc.

	COMPLETION:
	is voluntary, but is required to obtain a Laboratory License.  If not completed in its entirety, a Laboratory License will not be issued.
	


	SECTION 2 - Licensure Eligibility Information

	Answer each question by checking the appropriate column
	 
	YES
	NO

	1.  Is this facility patronized by, or at the direction of, a physician, health officer, or other person authorized by law to obtain diagnostic test results?
	 FORMCHECKBOX 

	 FORMCHECKBOX 



	2.  Is the purpose of laboratory testing to provide information for the diagnosis, prevention, or treatment of disease or the assessment of a medical condition?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	3.  Does the facility provide testing on materials derived from the human body?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	4.  Are laboratory examinations always performed personally by the individual desiring the information?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	5a.  Is this laboratory operated by an individual(s) licensed to practice medicine, osteopathic medicine and surgery, dentistry, or podiatry who performs laboratory testing personally or through his/her employees as an adjunct to the treatment of the licensee's patients?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	5b. In relation to question 5a. above, how many individuals licensed to practice medicine, osteopathic medicine and surgery, dentistry, or podiatry treat patients at this facility?       
	 
	

	6.  Does this laboratory accept and perform clincial laboratory testing for patients from another practice or group practice?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	7.  Is this laboratory operated by a college, university, or school approved by the department of education that is conducted soley for the training of its students where the results of examinations performed are not used in the diagnosis and treatment of disease?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	8.  Is this laboratory operated by the federal government?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Section 3 - Ownership Information

	1.  Ownership/Controlling Interest:

	*Identify below all individuals/organizations (including partnerships) that have direct ownership or a controlling interest in the applicant entity.  For all individuals, list 
 both their names and addresses.  List the organization's EIN (including partnerships).

	*For corporations, list the names and addresses of the corporation's directors as well as the EIN for the corporation.

	(Use additional sheets as needed)

	A.  Individual/Organization Name

     
	Employer Identification Number

     
	Phone Number

     

	Street Address (Street & Number or PO Box)

     
	City

     
	State

  
	Zip Code
     

	B.  Individual/Organization Name

     
	Employer Identification Number

     
	Phone Number

     

	Street Address (Street & Number or PO Box)

     
	City

     
	State

  
	Zip Code

     

	C.  Individual/Organization Name

     
	Employer Identification Number
     
	Phone Number

     

	Street Address (Street & Number or PO Box)

     
	City

     
	State

  
	Zip Code

     

	D.  Individual/Organization Name

     
	Employer Identification Number

     
	Phone Number
     

	Street Address (Street & Number or PO Box)

     
	City
     
	State
  
	Zip Code

     

	E.  Individual/Organization Name

     
	Employer Identification Number

     
	Phone Number

     

	Street Address (Street & Number or PO Box)

     
	City

     
	State

  
	Zip Code

     

	Section 3 - Ownership Information-continued
 

	2. Type of Entity:

	 FORMCHECKBOX 
 Corporation, for-profit Sole
	 FORMCHECKBOX 
 Religious

	 FORMCHECKBOX 
 Corporation, not-for-profit
	 FORMCHECKBOX 
 Sole Proprietorship

	 FORMCHECKBOX 
 Government
	 FORMCHECKBOX 
 Unincorporated Associations

	 FORMCHECKBOX 
 Partnership, Type:      
	 FORMCHECKBOX 
 Other (Specify):      

	3. Does anyone listed in Item 1 above also own other healthcare facilities (for example:  sole proprietor, partner, member of a partnership, board of directors)?
    FORMCHECKBOX 
 NO                    FORMCHECKBOX 
 YES ►    *  If "yes", list names below, addresses of the other healthcare facilities owned, and each facilities EIN.

                                               * (Use additional sheets as needed)

	Individual/Organization Name

     
	Employer Identification Number

     
	Phone Number

     

	Street Address (Street & Number or PO Box)

     
	City

     
	State

  
	Zip Code

     

	Individual/Organization Name

     
	Employer Identification Number

     
	Phone Number

     

	Street Address (Street & Number or PO Box)

     
	City

     
	State

  
	Zip Code

     

	Individual/Organization Name

     
	Employer Identification Number

     
	Phone Number

     

	Street Address (Street & Number or PO Box)

     
	City

     
	State

  
	Zip Code

     

	4. Is the applicant facility chain affiliated?

	 FORMCHECKBOX 
 NO
	 FORMCHECKBOX 
 YES ► (If "yes", provide the information requested below.  Use additional sheets as needed).

	Individual/Organization Name

     
	Employer Identification Number

     
	Phone Number

     

	Street Address (Street & Number or PO Box)

     
	City

     
	State

  
	Zip Code

     

	Individual/Organization Name

     
	Employer Identification Number

     
	Phone Number

     

	Street Address (Street & Number or PO Box)

     
	City

     
	State

  
	Zip Code

     

	Individual/Organization Name

     
	Employer Identification Number

     
	Phone Number
     

	Street Address (Street & Number or PO Box)

     
	City

     
	State

  
	Zip Code

     

	Individual/Organization Name

     
	Employer Identification Number

     
	Phone Number

     

	Street Address (Street & Number or PO Box)

     
	City

     
	State

  
	Zip Code

     

	5. REMARKS (Use additional sheets as needed)

     



	Section 3 - Ownership Information-continued

	6. For non-profit health facilities only, list the voting members of the governing body.  Indicate whether each member is a consumer or provider.

	VOTING MEMBER NAME
	Check One

	(Use additional sheets as needed)
	CONSUMER
	PROVIDER

	      
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Section 4 - Certification

	This application for licensure must be signed by either the laboratory director or the owner, as indicated in Section 1 or Section 3.

	I certify that, to the best of my knowledge and belief, the information submitted is true and correct.
	 

 

	Name (Print or Type)

     
	Signature/Date

	Title (Print or Type)
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