OHP – FORM 2C
Revised (July, 2011)
COMMONWEALTH OF KENTUCKY
CABINET FOR HEALTH AND FAMILY SERVICES
OFFICE OF HEALTH POLICY - CERTIFICATE OF NEED

Procedural Instructions for Certificate of Need Application
For Change of Location, Replacement, Cost Escalation, or Acquisition
OHP – FORM 2C

In accordance with KRS CHAPTER 216B, Licensure and Regulation of Health Facilities and Services and the general procedures and criteria adopted there under, all applications for Certificate of Need are required to complete this application form.

General Instructions 

1. The original application form and one (1) copy must be submitted to the Office of Health Policy.  

2. As all applications and supporting documents are scanned upon receipt by the Office of Health Policy, they may not be stapled and must be submitted on 8 ½” x 11” white paper.

3. Submit a check for the appropriate application fee made payable to the Kentucky State Treasurer based upon the following fee schedule.  A separate remittance is required for each Certificate of Need application submitted.

	PROPOSED CAPITAL EXPENDITURE
	CON APPLICATION FEE

	$0 to $200,000
	$1,000

	$200,001 to $5,000,000
	Five-tenths (.5) percent of the capital expenditure computed to the nearest dollar.  
(Example:  a capital expenditure of $500,000, equaling an application fee of $2,500)

	Over $5,000,000
	$25,000



4. Submit your answers on the official application form.  Do not retype the form.  Answer all questions.  

	5. All areas indicated in blue ( 
	
	) must be completed.



6. All areas indicated in blue will expand to allow sufficient space for complete answers.

7. If the question is not applicable, indicate so by putting NA in the space provided.



8. Please place all supporting documents in an appendix at the back of the completed application.  Please make reference to any appendix in the blanks provided e.g. (See Appendix #______).  Insert a cover sheet for each appendix and place a number on each cover sheet.  As all applications and supporting documents are scanned upon receipt by the Office of Health Policy, they may only be submitted on 8 ½” x 11” white paper.

9. Do not include reference tabs on the application form or the appendices.  The application cannot be bound.  As all applications and supporting documents are scanned they may only be submitted on 8 ½” x 11” white paper.

10. Mail the completed application and one (1) copy to:  Office of Health Policy, 275 East Main Street, 4W-E, Frankfort, KY, 40621.

DETACH THESE INSTRUCTIONS BEFORE SUBMITTING THE APPLICATION



	FOR AGENCY USE ONLY.  
	CON NUMBER:  ______________________________



COMMONWEALTH OF KENTUCKY
CABINET FOR HEALTH AND FAMILY SERVICES
OFFICE OF HEALTH POLICY - CERTIFICATE OF NEED

APPLICATION FOR CHANGE OF LOCATION, REPLACEMENT, 
COST ESCALATION OR ACQUISITION

	All areas indicated in blue (
	
	) must be completed.  

	If the question is not applicable, indicate NA.

	All areas indicated in blue will expand to allow sufficient space for complete answers.

	All appendices and attachments must be submitted on 8 ½” x 11” white paper.



SECTION A:  GENERAL INFORMATION

	1.	FACILITY, PROGRAM OR SERVICE:

	


NAME
	


ADDRESS  (Exact location – not P.O. Box #)
	
	
	
	
	


CITY								STATE		ZIP
	


COUNTY  



	2.	CHANGE OF LOCATION APPLICATIONS ONLY

	


PROPOSED ADDRESS  (Exact location – not P.O. Box #)
	
	
	
	
	


CITY								STATE		ZIP
	


COUNTY  




	3. 	OWNER OF THE FACILITY, PROGRAM, OR SERVICE: 
(Legally responsible person, corporation or other entity who is or will be the license holder) 

	


NAME
	


ADDRESS
	
	
	
	
	


CITY								STATE		ZIP



	4.	CONTACT PERSON:

	


NAME											(TITLE)
	


ORGANIZATION NAME
	


ADDRESS
	
	
	
	
	


CITY								STATE		ZIP
	


TELEPHONE NUMBER
	


EMAIL ADRESS



	5.	ATTORNEY INFORMATION (If applicable):

	


NAME	
	


ADDRESS
	
	
	
	
	


CITY								STATE		ZIP
	


TELEPHONE NUMBER



	6.	TYPE OF OWNERSHIP (Check One)
	A. Sole Proprietorship
	
	
	F. Professional Service Corporation
	

	B. General Partnership
	
	
	G. Private (for profit) Corporation
	

	C. Limited Partnership
	
	
	H. Non-Profit Corporation
	

	D. Limited Liability Partnership
	
	
	I. Governmental*
	

	E. Limited Liability Company
	
	
	J. Other (specify)
	
	
	


*Governmental (The Commonwealth and its instrumentality’s and political subdivisions)



	7.	List the name and business address of any owner, investor, or stockholder whose ownership interest is greater than 10%.
	






	8.	If the owner is a corporation, attach evidence of incorporation.  
	(See Appendix #
	
	)






	9.	If the owner is a partnership, submit a copy of the partnership agreement.
	(See Appendix #
	
	)






	10.	If the owner is an out of state corporation, attach evidence of Kentucky registration and identify the process agent.
	(See Appendix #
	
	)






	11.	If the existing facility or service or the proposed facility or service will be managed by someone other than the owner, identify and explain the relationship.
	






	12.	Legal interest in the site of the institution (check one).
	A. Ownership
	
	
	D. Option to Lease
	

	B. Option to Purchase
	
	
	E. Other (Specify)
	

	C. Lease of 
	
	Years
	
	
	
	






	13.	Type of institution (check as appropriate – more than one response may apply.)  
	A. Organ Transplantation
	

	B. Magnetic Resonance Imaging
	

	C. Positron Emission Tomography Equipment 
	

	D. Megavoltage Radiation Equipment
	

	E. Cardiac Catheterization
	

	F. Open Heart Surgery
	

	G. New Technological Developments
	

	H. Psychiatric Residential Treatment Facility Level I (PRFT Level I)
	

	I. Psychiatric Residential Treatment Facility Level II (PRFT Level II)
	

	J. Residential Hospital Facility
	

	K. Hospice Agency
	

	L. Home Health Agency
	

	M. Rehabilitation Agency
	

	N. Ground Ambulance
	

	O. Mobile Services
	

	P. Private Duty Nursing
	

	Q. Day Health Care Programs
	

	R. Prescribed Pediatric Extended Care Facility
	

	S. Personal Care Beds
	

	T. Alzheimer’s Beds 
	

	U. Nursing Facility Beds
	

	V. Intermediate Care Beds
	

	W. Intermediate Care Beds for Mental Retardation and Developmentally 
     Disabled Facilities (ICF/MR/DD)
	

	X. Nursing Home Beds
	

	Y. Personal Care Beds
	

	Z. Acute Care Hospital (including all other State Health Plan covered services 
     to be provided within the proposed acute care hospital)
	

	AA. Acute Care Hospital Beds
	

	AB. Psychiatric Hospital Beds
	

	AC. Special Care Neonatal Beds
	

	AD. Comprehensive Physical Rehabilitation Beds
	

	AE. Chemical Dependency Beds
	

	AF. Limited Services Clinics
	

	AG. Ambulatory Care Center
	

	AH. Freestanding Ambulatory Surgical Center
	

	AI. Outpatient Health Care Center
	

	AJ. Birthing Center
	

	AK. Other - Specify
	
	
	






	14.	If you are requesting nonsubstantive review under KRS 216.095 (3)(a)(b)(c)(d), please indicate.   

	A. To change the location of a proposed health facility
	

	B. To replace or relocate a licensed health services facility provided there is no 
substantial change in health services, service area or bed capacity
	

	C. To replace or repair worn equipment if the worn equipment has been used by the applicant in a health facility for five (5) years or more
	

	D. For cost escalations
	



	Provide the date the original certificate of need was issued for (a) and (d).
	



	What was the most recent CON number assigned to this facility or service?
	








SECTION B:  PROJECT DESCRIPTION

	1. Provide a brief executive summary of the proposal not to exceed three sentences.
	






	2. Provide a detailed description of the proposed project to include:
A. Delineate the factor which contributed to the cost escalation, replacement of facility or equipment, or change of location.
	


B. If construction or renovation is involved, clearly describe, providing details with square footages before and after construction or renovation, the size proposed for the area(s) after completion, present and proposed location of each affected department.
	






	3. If the proposal involves a new or relocated facility/service, attach a map which identifies the proposed location.
	(See Appendix # 
	
	)








SECTION C:  CONFORMANCE WITH CRITERIA

ONLY ANSWER THE FOLLOWING QUESTIONS IF YOU ARE REQUESTING NON-SUBSTANTIVE REVIEW.  If this is an application for FORMAL REVIEW answer the following questions NA and proceed to SECTION D – FORMAL REVIEW.

	1. Need and Accessibility - 
A. Describe and document the need to relocate, escalate the capital expenditure, or replace the facility or equipment.  
	






	2. Costs, Economic Feasibility and Resources Availability 
A. Does this proposal require a capital expenditure?  
	YES
	
	
	NO
	



B. For a cost escalation, indicate the amount of the original approved capital expenditure that has been obligated.
	




	3. Estimated Project Cost Chart.  Complete the following “Cost Breakdown” for all proposals requiring a capital expenditure.  If application is for a change of location of a proposed health facility or a cost escalation, use question 4.  Do not include debt service reserve fund, as this is not a capitalized expenditure.  

	A. Predevelopment costs:

	(1) Preliminary and programming costs
	$
	

	(2) Site acquisition
	$
	

	(3) Architectural/engineering costs
	$
	

	(4) Legal, administrative, and/or consultant fees
	$
	



	B. Physical plant costs:

	(1) Construction and/or renovation costs (including fixed equipment)
	$
	

	(2) Building (purchase price or fair market value (FMV), if leased*)
	$
	

	(3) Site improvement costs
	$
	



	C. Other:

	(1) Financing costs (e.g. underwriters discount fees, etc.)
	$
	

	(2) Interest during construction
	$
	

	(3) Contingency (e.g. change orders, etc.)
	$
	

	(4) Other (Specify)
	
	$
	



	D. Medical equipment (include FMV, if leased):

	(1) New
	$
	

	(2) Replacement
	$
	

	TOTAL
	$
	



*Fair market value should be calculated by multiplying the annual lease payment by 
  seven (7).


	4. Estimated Project Cost Chart.  Complete the following “Cost Breakdown” for all changes of location of a proposed health facility or cost escalations.  Do not include debt service reserve fund, as this is not a capitalized expenditure.  

EXTIMATED CAPITAL COST

	A. Predevelopment costs:
	
	Original
	
	Current
	
	Increase/
Decrease

	(1) Preliminary and programming costs
	$
	
	$
	
	$
	

	(2) Site acquisition
	$
	
	$
	
	$
	

	(3) Architectural/engineering costs
	$
	
	$
	
	$
	

	(4) Legal, administrative,  and/or consultant fees
	$
	
	$
	
	$
	



	B. Physical plant costs:
	
	
	
	
	
	

	(1) Construction and/or renovation costs (including fixed equipment)
	$
	
	$
	
	$
	

	(2) Building (Purchase price or fair market value (FMV), if leased*)
	$
	
	$
	
	$
	

	(3) Site improvement costs
	$
	
	$
	
	$
	



	C. Other:
	
	
	
	
	
	

	(1) Financing costs (e.g. underwriters discount fees, etc.)
	$
	
	$
	
	$
	

	(2) Interest during construction
	$
	
	$
	
	$
	

	(3) Contingency (e.g. change orders, etc.)
	$
	
	$
	
	$
	

	(4) Other (Specify)
	
	$
	
	$
	
	$
	



	D. Medical equipment (include FMV, if leased):
	
	
	
	

	(1) New
	$
	
	$
	
	$
	

	(2) Replacement
	$
	
	$
	
	$
	

	TOTAL
	$
	
	$
	
	$
	


*Fair market value is calculated by multiplying the annual lease payment by seven (7).



	5. Submit documentation of the fair market value of any land, building, (or part thereof), or medical equipment to be acquired by purchase, lease, donation,  other comparable arrangement.
	(See Appendix #
	
	)







	6. Does this proposal involve any lease arrangement (facility, building, medical equipment, service, etc.)?
	YES
	
	
	NO
	



If yes, please explain the lease arrangement(s) and identify all parties for each lease.
	






	7. Complete the following regarding any lease arrangement(s) for this proposal:

                                                                              LEASE PAYMENT AND TERMS
	Annual Lease
	
	  Years of

					
	 Payment
	
	    Lease

	A.
	Facility
	
	
	
	

	
	
	$
	
	
	

	(To add additional rows, place the curser in the last cell of the row and press “tab”)

	B.
	Building
	
	
	
	

	
	
	$
	
	
	


(To add additional rows, place the curser in the last cell of the row and press “tab”)
	C.
	Land
	
	
	
	

	
	
	$
	
	
	


(To add additional rows, place the curser in the last cell of the row and press “tab”)
	D.
	Medical Equipment (Specify)
	
	
	
	

	
	
	$
	
	
	


(To add additional rows, place the curser in the last cell of the row and press “tab”)
	E.
	Other (Specify)
	
	
	
	

	
	
	$
	
	
	


(To add additional rows, place the curser in the last cell of the row and press “tab”)



	8. List major equipment proposed to be acquired (purchased, leased, or donated) with a value that is equal to or greater than the major medical equipment expenditure minimum found at 900 KAR 6:030.  Include costs of shipping and installation.  For leased or donated equipment, list the appraised fair market value.
	Equipment Item
	
	Cost/Fair Market Value

	
	
	


(To add additional rows, place the curser in the last cell of the row and press “tab”)




	9. Provide the following square footage and cost information for all construction and renovation projects reflecting total construction and/or renovation costs as reported in question 4. A. (2) a.
NEW CONSTRUCTION

	
	New Construction Gross Square Footage
	
	New Construction Costs
	
	Construction Cost Per Gross Square Foot

	Nursing Unit Areas
	
	
	
	
	

	Ancillary Services Areas
	
	
	
	
	

	Administration Areas
	
	
	
	
	

	Circulation Spaces
	
	
	
	
	

	Maintenance/Support Areas
	
	
	
	
	

	
	
	
	
	
	

		TOTAL
	
	
	
	
	



RENOVATION

	
	Existing Gross Square Footage
	
	Added Gross Square Footage
	
	Renovation Costs
	
	Renovation Cost Per Gross Square Foot

	Nursing Unit Areas
	
	
	
	
	
	
	

	Ancillary Services Areas
	
	
	
	
	
	
	

	Administration Areas
	
	
	
	
	
	
	

	Circulation Spaces
	
	
	
	
	
	
	

	Maintenance/Support Areas
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

		TOTAL
	
	
	
	
	
	
	






	10. If this proposal involves the addition of new beds, complete the following:
	Construction/Renovation cost per bed* 
	$
	

	Gross square feet per bed
	
	


* Use amount as stated in question ????

	11. Explain any unusual factors that tend to increase project costs, (i.e. site preparation, type of construction, etc.)
	






	12. Indicate the proposed sources of capital funds for the expenditure reported in question 4. A.

	Cash or Negotiable Securities
	$
	

	Gifts of Bequests
	$
	

	Grant
	$
	

	(Specify type and timetable for application and commitment)
	

	Mortgage/Loan
	$
	

	(Specify type and timetable for application and commitment)
	

	Bonds
	$
	

	(Specify type and timetable for application and commitment)
	

	Total Funds Available
	$
	


(Total MUST correspond to total from question 4. A., excluding fair market value of space and equipment.)



	13. You must attach a letter stating that funds are available for possible financing of this project.  If funds are to be generated internally, include a letter from the institution’s chief executive or chief operating officer that the funds are available for possible commitment to this project. If funds are to be generated externally, attach a letter from the funding source indicating that it has been contacted in regard to the possible financing of this project. 
	 (See Appendix #
	
	)






	14. Estimated terms of the debt.

	Mortgage/Loans
	$
	
	
	
	Bonds
	$
	

	Interest Rate
	
	
	%
	
	Interest Rate
	
	%

	Payment Period
	
	
	yrs.
	
	Payment Period
	
	yrs.

	Annual Debt Service
	$
	
	
	
	Annual Debt Service
	$
	

	
	
	
	
	
	Tax Exempt (
	
	) yes
	(
	
	) no

	
	
	
	
	
	Debt service reserve fund
	$
	




	



SECTION E – PROJECT SCHEDULE

	1. Complete the following project schedule by filling in ALL dates that are applicable to the project.
	A.	Land (site) acquisition
	

	

	B.	Plans and specifications completed
	

	

	C.	Plans and specifications submitted to the:
	

	
	(1)  Fire Marshall
	

	
	(2)  Office of Inspector General
	

	

	D.	Funding/financing secured
	

	

	E.	Contracts secured and signed
	

	
	(1)   Construction
	

	
	(2)   Equipment
	

	

	F.	Construction time frames
	

	
	(1)   Commencement of construction
	

	
	(2)   Completion of shelled-in structure
	

	
	(3)   Completion of construction
	

	

	G.	Completion and operation of project – NOTE:  This date cannot occur prior to CON approval.
	








SECTION F – AFFIDAVIT

	
I attest that I am the applicant named in this application or his/her/its lawful agent, that this project will be completed in accordance with the application, that I have read the directions to this application, and that the responses to this application or any other questions deemed appropriate by the Office of Health Policy are true, accurate, and complete.

	


(Print Name and Title)

	


(Signature and Title)




Complete all questions.  If not applicable, indicate NA.
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