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SYATE “MARVLND
OEPARTMENT OF HEALTH AND MENTAL HYGIENE (THMH) Farm Approved 33113
OFFICE OF HEALTH CARE QUALITY (CHEQ) . DHMI FOmACAPPA

AMBULATORY CARE
APPLICATION FOR LICENSURE

1. GENERAL INFORMATION »
SELECT ONE TYPE OF LICENSE (only on agency type may be appiied far on each applicalion)

| I CODE OF MARYLAND
AGENCY TYPE | TIONS LICENSE DURATION
~ Ambulatory Surgery Center 5 J1006 ... Syers

2/7

B Birthing Canter ‘ ‘ 008 7 ; _ 3years.
Comprahensive Outpatiant Rehabillation Facllly P 100718 , 1 year
O] . End Stage Renal Disease Provider : 10.05 3 years _
[] | Home Health Agency . 10.07.10 I fyear
[ Hospice Agancy ! 10.07.21 i Syears
Bsmqormwwalliqulpmmtprovlder ol 1006 | | dyeas
Residential Service Agency (RSA) ~ Others L. 100705 Lo, dyear
*'RSA = Skilld Nursing and Aldes Only ! 100706 " 1 Yoar
. Surgleal Abortion Faciily i 10,1201 I 3 years
CHECK TYPE OF APPLICATION
Initial | A Renewal | (7] Other Cham(speclfy)
AL AGENCY i ‘ ING NA
lonndd [/ nood ot mapd an ne, .
443« R FAX NUMBER
3 . are
939 UWrsf ek
FeT NUMBER, STREET
i
am srArE) Wi STATE | 2P
L JCENSE NUMBER (f appica
I bl g
e SA000COY s
AFTERHOUR ERG TACT NUMBER
_ e L5,
SUNDAY | MONDAY | YUESDAY | WEDNESOAY | THURSDAY | FRIDAY | RDAY
PR /1~ 7/ 1430, 7—7‘—%—
TO: Z 7/ "V | 2 |7 Z "—} o 2 Lm‘ St

2. FEES

To determing the amount of the non-refundabe license fee and accepted methods of payment, refer to the

Instruction guide.
DATE ![5 Wc. M
. dThaak,

FOR OFFICE USE ONLY

FEEATTACHED? (] Yes
ORI Foim AC AP, : ' 1
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3. OWNERSHIP (Type of business erganization of disclosing entlty) . .
[T SOLE PROPRIETORSHIP ___ {[ |PARTNERSHIP | &CORPORATION
W . ADDRESS

E
(A 'A_;' { Od pt (V) (iwalien( ne D N, FOIAJL S‘l’.
NAME(§). TITEE(SE AND WESQ'E'S) OF PARTNER(S) AND PERCENTAGE OWNED IF 2% OR MOR
(Altach addltionsl pages if needed.)
PERCENTAGE
NAME AND YITLE ADDRESS OWNED
IF CORPORATION;
DATE OF INCORPORATION FEIN NUMBER

-14-148l

B 00 | =

PRRON Tower & S o’f@r B tnone. | ol 2120l

4. BACKGROUND i
1. Has any owner, officer, director, agency, or managerial staff had a llcense revoked, suspended, or denied by the
DHMH within the last five years?n& No [[] Yes (explain)

2. Does the parent company, owner, agent, officer, or managerial steff own or operate any other health care

facliylagency licensed or surveyed by the OHCQ? [J No_[X Yes (explain)
EQ DEMD 2D Nt Howa i S+ !gbé iﬁm_gt’{, NP 21261
3, The agency hereby attests that it Is in compliance with The Civil Rights Act of 1964; The Rehabllitation Act of
1973; The Americans with Disabilities Act of 1880; and The Drug Free Workplace Act of 1988, [ Yes [JNo
(explain)

4, Have fhe owners, officers, directors, agents, or managerial staff been convicted of a criminal offense Involving any
program under Tiie 18, 19, or 20 of the Soclal Secwrity Act? [.No [] Yes

5. WORKERS' COMPENSATION

Do you have any employees? [X] Yes | | No
f you answered YES, provide your workers' compensation insurance information:

POLICY NUMBER . . BINDER NUMBER
SC C 2 2 —
INSURANCE COMPANY EFFE DATE EXPIRATION DATE
Mwsh USH, nc N
Includemoﬂlr’\\surla)noeleo'lmaﬂon. ) \-1-2006 | - |-201le

If you answered NO, additional documentation from the Workers' Compensalion Commisslon must accompany this
_application (refer to the Instruction gulde for detalls), .

6, AMBULATORY SURGERY CENTER
DAYS AND HQURS THE OFFICE MANAGER 18 ON-8ITE (in HH:MM formai)

SUNDAY MONDAY TUESDAY mm&! FRIDAY SATURDAY -
FROM: )

WMMMJJW!ﬁ F)
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1O
BACK-UP GENERATOR DAYS OR 1S USED
Yes ["]No [J Sunday CJ Mondey (] Tueaday (] Wednesday [] Thursdey [ Friday (] Saturday
NUMBER OF ORERATIING/PROCEDURE ROOMS NAME OF MEDICAL DIRECTOR
ACCREDITED AGCREDITING AGENCY DATE QF ACCREDITATION
[CIYes [INo
Ifyes provide & capy of lelter
andior certificale .-
DEEMED STATUS DEEMING AGENCY DATE OF DEEMED STATUS
[JYes [C1No
If yas provide a copy of lefter
and/or carliflcats
IDENTIFY ALL SPECIALTIES PROVIDED
) Cardlovascular Neurologlcal Otolaryngolagy Urology
] Colon and Rectal OB/GYN Pain Management Other (spectiy)
__] Endoscopy Ophthalmology Plastic Surgery
L] Gl Procedures Oral Podiatric
General Orthopedic Thoraclc
Lower G| Protedures Other Gl Procedures Upper Bl
IDENTIFY ALL MAJOR MEDICAL EQUIPMENT UTILIZED IN THE AMBULATORY SURBERY CENTER
Cardiac Cathelerizetion Equipment  Quantily: [Z] Magnetic Ragonance Imager Quantity:
Computer Tomography Equipment  Quantity: (] Lithotripter Quantity:
[] Radlation Therapy Equipment Quantily:

7. BIRTHING CENTER

NAME OF MEDICAL DIRECTOR

NAME OF DIRECTOR OF MIDWIFERY SERVICES

8. COMPREHENSIVE QUTPATIENT REHABILITATION

FACILITY

DATE OF AGGREDITATION BY THE COMMISSION ON
ACCREQITATION OF REHABILITATION FACILITIES

Pravide a copy of laiter andlor cortlicate

NAWE QF MEDICAL QIRECTOR

CORE SERVICES PROVIDED OTHER BERVICES PROVIDED

[] Physical Therapy Licensed Practlcal Nurse Reglstered Nurse

] Physician Qecupational Therapy Rehabllitation Counselor
Psychological Orthotist Respiratory Theraplst
Soclal (] Prosthetist $peech Language Pathologlst

9, END STAGE RENAL DISEASE PROVIDER

DIALYSIS SERVICES PROVIDED

HEMODIALYSIS 8 HOME TRAINING - HEMODIALYSIG/PERITONEAL DIALYSIS
PERITONEAL DIALYSIS HQME SUPPORT - HEMODIALYSISPERITONEAL DIALYSIS
TRANSPLANTATION L
[ REUSE PRACTICED | ISQLATION ROOM NOCTURNAL DIALYSIS T BAGK-UP GENERATOR
[JYes [INo [yes [INo CJyes [INo Yes [JNo
I . NUMBER OF STATIONS
NUMBER OF DIALYSIS STATIONS AT THIS LOCATION NAME OF MEDICAL DIRECTOR

0Q YOU PROVIDE KIDNEY DIALYS!S SERVICES IN A NURSING FACILITY OR SKILLED NURBING FACILITY? || No [ Yes (flat

facllity names)

OFMH Forts ACARP. 1.1 (311])
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10, HOME HEALTH AGENCY
NAME AND AODRESS OF PARENT AGENCY IF DIFFERENT FROM LICENSED AGENCY

ACGREDITED ACCREDITING AGENCY DATE OF ACCREDITATION

[JYes ([ No

It yes provida & copy of latier

and/or cadificale o
“DEEMED 8TATUS | DEEMING AGENCY DATE OF DEEMED STATUS

CJvYes [INo

If yes provida a copy of lefler

Jﬂ!"”_w.‘l'l‘iﬂe._.___..T
PATIENT POPULATION(S) SERVED

Adull [ Pediatric (] Other (list)
Maternal/Child Health L] Psychiatric
SERVICE PROVIDED
DIRECTLY &
THRQUGH | THROUGH
SERVICES DIRECTLY | CONTRACT | CONTRACT CONTRACTOR'S NAME

SKILLED NURSING n [

HOME HEALTH AIOES [ ]

PHYSICAL THERAPY [ u

SPEECH LANGUAGE

PATHOLOGY O . 0

QCCUPATIONAL
ey O N 0

EDICAL SOCIAL

SERVICES O O 0

INFUSION SERVICES | [ ] L] L)

LIST OTHER

SERVICES

O O [

NUMBER OF UNDUPLICATED ADMISGIONS FOR THE LAST NAME OF NURSING SUPERVIEOR '

FISCAL YEAR

NAME OF BERVICE DIRECTOR NAME OF SERVICE DIRECTOR DEBIGNEE

14. HOSRICE AGENCY
1YPE OF AGENCY || General | | Limited

JURISDICTIONSICOUNTIES SERVED L] Allegany L1 Aig Arundl ) Belimore Clty [-] Baiimote County L Caiverl [ Caroline LJ Ganl
{3 Ceell [ Chartes [ Oarchestar (] Fraderick I'_'Iysarretl ) Harford L) Howaed é Kent L Mantgomety [ Prince George's

Queen Anne's omarsal , May's [ Talbot [[] Washin Wicomico onter
DOES THE AGENCY QPERATE/QWN HOSPICE HOUSES? NUMBER OF HOUSES

CINO [ YES (list below)
UNIT ADDRESS PHONE NUMBER NUMBER OF BEDS

DOES THE AGENCY OPERATE A HOSPICE-OWNED INPATIENT UNIT? [LINO  [_] YES (list below)
UNIT ADDRESS PHONE NUMBER NUMBER OF BEDS

DAMH Ferm ACAPP.1.1(6119) 4
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ACCREDITED ACCREDITING AGENCY DATE OF ACCREDITATION
es [JNo :

Ifyes provide & copy of leller

and/or carificata

DEEMED STATUS DEEMING AGENCY DATE OF OEEMED STATUS

[OYes [INo

I yes provide a copy af tefler

andlor certificale ———

NAME OF DIRECTOR NAME OF MEDICAL DIRECTOR

12, MAJOR MEDICAL EQUIPMENT PROVIDER
“TBENTIFY ALL MAJOR MEDICAL EQUIPMENT UTILIZED

NUMBER OF

EQUIPMENT TYPE EQUIPMENT SETTING (ASC, HOSPITAL, ETC)
CARDIAC CATHETERIZATION EQUIPMENT

COMPUTER TOMOGRAPHY EQUIPMENT
UTHOTRIPTER

RADIATION THERAPY EQUIPMENT
WAGNETIC RESONANGE IMAGER

18 ANY OF THE ABOVE EQUIPMENT OPERATED AS A MOBILE UNT? LI NO 1] YES (ist the equipment and number of
vehiclas Involved)

- NAME OF MEDICAL DIRECTOR

14, RSA - OTHERS

HOME GARE SERVICES T0 BE PROVIDED (check i fat
Durable Medical Equipment Medical Soclal Services @ Skilled Nursing

Durable Medical Equipment w/ Oxygen Qccupational Therapy Speech Therapy
| | Imravenous of Related Theraples Physical Therapy Ventilator Services

L..] For Proﬁl ] Non Profit —

{F DME, ACCREDITED |F DME; ACCREDITING AGENGY . IF DME, DATE OF ACCREDITATION
- JYes CINe

{f yes provide & copy of laler

andlor cenificate

15, RSA - SKILLED NURSING & AIDES ONLY
HOME CARE SERVICES T0 BE PROVIOED (check only one level of oare)
Level One: RN supervision of Aldes without madication management
Level Two: RN suparvision of Aldes with medication management
(] Level Three: Complex care provided by RN, LPN and RN suparvision of Aides (.9, Wound Care, Tube Feeding,

Trach Care, Vent Management, Intravenous or Relatad Theraples, ete.
CATE LIST THE TYPE(S) OF COMPLEX CARE TO BE PROVIDED BY YOUR AGENGY
__l_'__'_l For Profit _[;]_ Non Profit

16. SURGICAL ABORTION FACILITY

DAYS AND HOURS THE OFFICE MANAGER IS ON-SITE (in HH:MM formal)

SUNDAY | MONDAY | TUESDAY | WEOMESDAY | THURSOAY | FRIDAY | SATURDAY
FROM: P < 1. #:30a <z e e pd

10: 7z rd 4:00p | 7~ pd ~ pd
BACK-UP GENERATOR DAVS OR 18 USED '

ONMH Form ACAPP.1T{9NY) §
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g\r;‘e‘o’"mel N ACPCRE{'G-%';I\NGA Y DATE OF AGCREDITATI
es o .
ooty xzdmﬁsm of Amtno. 2012 - 1330l

IDENTIFY ALL MAJOR MEDICAL EQUIPMENT UTILIZED
(] Cardlac Catheterization Equipment  Quantily:

Comptiter Tomography Equipment  Quantily:
Radlation Therapy Equipment Quantlty:
17. AFFIDAVIT

| solemnly &ffirm under the penalties of perjury and upon persanal knowledge that the contents of the foregoing
application are true. { understand that the falsification of an application for a license may subject me to criminal
prosecution, civil money penalties, and/or the revocation of any license issued to me by the DHMH, In addition,
knowingly and willfully falling to fully and accurately disclose the requested information may result in denlal of a
request to become licensed or, where the entity already is licensed, a revocation of that license.

| certify that this agency Is In compliance with adminisirative and procedural requirements pertalning to the Code of
Maryland Regulations (COMAR) checked below.

| further certify that | will notify the OHCQ If there are any future substantive changes In agency ang operation, and
that written notice will be given before the effective dats of the change.

| hereby swaar and affirm that | am over the age of 21 and | am otherwise competent to sign this Afiidavit,
Ifthe program is going to be in more then one spplicant's name, each applicant's signature Is required,

(] Magnetic Resonance Imager Quantity:
[ Lithotripter Quantity:

Governing Regulations:

[ Ambulatory Surgery Cenler - COMAR 10.05 ] Hosplce Agency - COMAR 10.07.21

[ Birthing Center ~ COMAR 10.05 [ Major Medical Equipment Providar - COMAR 10.05

[ Comprehensive Quipalient Reheblitation Facliity ~ COMAR Residenlisl Service Agencies ~ Others = COMAR 10.07.05
10.07.18 Residenlial Servica Agencies ~ Skiled Nursing and Aldss Only ~
End Sage Renal Disaasa Providor - COMAR 10.0% COMAR 10,07,06
Home Haallh Agency - COMAR 10.07.10 ﬂsmioambmm Faclity - COMAR 10.12.01

o AT
LE DATE /7 7

SIGNATURE OF APPLICANT TITLE DATE
SIGNATURE OF APPLICANT TITLE DATE

18, BRANCH OFFICES (refer to definltion in Instruction guide prior to completing this section)

LICENSED NAVE LICENSE NUMBER
DOES THE AGENCY OPERATE ANY BRANCH OFFICES? | | No [ | Yes (listallbelow)
STREET ADDRESS [¥i STATE |_2IP | PHONE NUMBER _

DHMH Farm ACAPP,1.1 (0/13) [}





