
STATE OF MICHIGAN
GRETCHEN WHITMER ORLENE HAWKSDEPARTMENT OF LICENSING AND REGULATORY AFFAIRS

GOVERNOR DIRECTORLANSING

APPLICATION FOR HOSPICE MULTIPLE LOCATION

• A Hospice Multiple Location is a Medicare approved location from which the hospice
provides  the  same  full  range  of  hospice  care  and  services  that  is  required  of  the
hospice  issued  the certification number. A Multiple  Location  must  meet  all  the
conditions of participation applicable to hospices (§418.100).

• Hospice multiple locations must be approved by Medicare before providing
hospice care and services to Medicare Patients (§418.100(f)(1)(i).

• All attachments must be labeled with the question number to which it pertains
• Application must be signed and dated by the current administrator
• A contact person must be identified
• Previous versions of the Hospice Application will not be accepted
• All multiple locations are held to the same Conditions of Participation

(CoPs) as the parent sites and are subject to survey
• If multiple location is approved by CMS you, will not need a separate state license

1. Name, address, phone number and hours of operation of parent site:

2. Medicare Provider number:

3. Hospice Administrator’s name:

4. Hospice Medical Director’s name:

5. Attach a list of all existing Medicare approved multiple locations or check none (“Attachment 5”)

None

6. Address and phone number of proposed multi‐site:

a. Distance between parent and proposed site:

b. Hours of operation:



7. Attach a completed Hospice Request for Certification in the Medicare Program‐CMS‐417
(https://www.cms.gov/Medicare/CMS‐Forms/CMS‐Forms/Downloads/CMS417.pdf) (CMS‐417 must
be completed for all approved locations, including proposed site and parent site and must be
labeled “ATTACHMENT #7”).

8. Attach a copy of an organizational chart for the entire Hospice provider number (including parent
and all extension sites) listing the names and titles of responsible individuals. (Chart must be labeled
“ATTACHMENT #8”).

9. Please describe the proposed site’s patient intake point:

10. Please explain how the organization functions with a common organizational structure and what is
the reporting structure for the delegation of authority and communication between the parent and
multiple site(s):

11. Attach a list of all staff working at the parent site. Give the person’s name, title, function and
working hours (List must be labeled “ATTACHMENT #11”)

12. Attach a list of all staff working at the proposed multiple location. Be sure to include the person’s
name, title, function and working hours for the new location (List must be labeled “ATTACHMENT
#12”)

13. Where is the location of employee hiring, training and orientation?
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14. Explain how the parent location exerts supervisory and administrative control over the multiple
location:

15. How will patient care services be coordinated between the parent site and the multiple location?

16. Describe how the Quality Assurance Process Improvement program will monitor quality of care at
the proposed site:

17. Attach and label your policy directing the activities of the Interdisciplinary Group’s activities at the
parent and the multi‐site location(s).

18. Who supervises (name and title) the day‐to‐day operations of the multiple location?

19. Where will patients receive inpatient services?
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20. Describe how clinical records are protected and maintained at the proposed extension location. If an
electronic medical record (EMR) is used, please describe your EMR system and how it interfaces
with all sites:

Administrator Signature: ___________________________________ Date: __________________

Contact Person Name:

Phone Number:

Email Address:

BCHS‐SHCS‐804 (02/19)


	Date: 
	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Check Box5: Off
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	Text12: 
	Text13: 
	Text14: 
	Text15: 
	Text16: 
	Text17: 
	Text18: 
	Text19: 
	Text20: 


