RETURN TO:

Certificate of Need Office








Form #7

275 East Main Street  3CB







3/6/03

Frankfort, KY  40621
REQUEST FOR ADVISORY OPINION
REQUESTER (NAME, ADDRESS, AND TELEPHONE NUMBER):

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

NAME AND ADDRESS OF FACILITY INVOLVED:      EXISTING _____ PROPOSED _____

_____________________________________________________________________________

____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

TYPE OF LICENSE:
(IF NOT LICENSED, PLASE CHECK THE APPROPRIATE PROPOSED LICENSURE CATEGORY UNDER WHICH THE PROPOSED HEALTH FACILITY/SERVICE WOULD BE LICENSED)

_____ Hospital (Acute)
_____ HMO
_____ Rehab Agency Service

_____ Hospital (Comp. Phy. Rehab)
_____ Day Health Care Program
_____ Mobile Health Service

_____ Hospital (Psych)
_____ Ambulatory Care Clinic
_____ Psychiatric Residential



            Treatment Facility

_____ Nursing Facility
_____ Hospice


       

_____ Skilled Nursing Facility
_____ Home Health Agency
_____ Special Health Clinic

_____Personal Care Facility
_____ Intermediate Care Facility
_____ Other (Specify)

 
             for MR/DD


_____ Nursing Home Facility
_____  Ambulatory Surgical Center


_____  Intermediate Care Facility
_____  Ambulance Service

_____  Chemical Dependency
_____ Air Ambulance Services

             Service & Facility


Please be advised that this form is used only to request an advisory opinion on certificate of need requirements.  In the following sections, answer every question as completely as possible.  Complete information will result in a prompt consideration.  If you need assistance, please contact the Office of Certificate of Need at 502/564-9589.

DESCRIPTION OF PROJECT     (i.e. project description, type of service, equipment, etc.)

Please provide the following information.  When additional space is required please attach separate sheets.

1. 
Summarize the proposal.  In your description, indicate whether the proposal is for a new service, or a change or expansion of an existing service.

2.
What specific services will be provided and by whom?  Will these services be provided directly or through a contract?

3.
Where will the proposed services be provided?  (i.e. patients’ homes, nursing homes, hospitals, etc.)  Will any hospital inpatients be treated?

4.
Who will bill for services?  Will the patient be billed directly for these services?  If not, please explain.

5.
Will any major medical equipment be acquired or leased which exceeds the major medical equipment expenditure minimum found at 900 KAR 6:030?  If so, please describe the type of equipment and the purchase price or fair market value.

6.
Please indicate the ownership of the proposed project:


Physician 

_____
For Profit Corporation

_____


Non-Profit Corporation
_____
Partnership



_____


Limited Liability Corporation
_____
           Limited _____    General _____



Limited Liability Partnership
_____
Sole Proprietorship

_____


Governmental

_____
Professional Service Corp
_____


Other

_____


     If “other”, please explain:
7.
Please provide the estimated cost of this project:





______________________________________





Signature of Requester and Date
1
1

