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1. GENERAL INFORMATION
SELECT ONE TYPE OF LICENSE (only ons egency iype may be applied for on each applicalion)

| 5 Renewal

I CODE OF MARYLAND
AGENCY TYPE _ REGULATIONS RATI
[ Ambulatory Surgory Center i, 1008 N 3years
L] . Birting Center | .. 100 o 3years
[C] " Comprehensive Outpatiant Rehabiltation Facillly : 100718 : 1 year
[J . End Stage Renal Disease Provider 5 10.05 K 3years
L] ; Home Heallh Agancy ; 10.07.10 Ir 1 year
[] * Hospice Agancy ' 10.07.21 i 3yoars
(] : Major Medical Equipment Provider ) . 1005 | 3years
D'ResldanﬂalSemmAgency(RSA) Gthers - 100705 dyesr
D RSA - Skilled Nursing and Aldes Only ! 100706 1 year

Abortion Facilly i 10,1201 I 3 yoars

I E] Other Chagges (specify)

ST TN

NUMBER, STREET
TY , sTATE | 2P 2.1 Z 01 [CiY STATE [ 2P
Pbhmare. i | e | __ |
< LICENSE NUMBER (I!napﬂcab!egn 19/ 4 / [ &
AFTER HOURS/EMERGENCY CONTACT NUMBER
7-994 -4 3%
BUSINESS HOURS (I HH:MM
SUNDAY MONDAY AY | WEDNESDAY | THURSDAY | FRIDAY SATURDAY )
PO o A A VA P TP A TN
1O: Z HioDal Z | Y00 TY-00p T Woby [T, ? 3l Sot
2.FEES
To determine the amount of the non-refundable license fee and accepted methods of paymant, refer fo the
Instruction guide. |
FEEATTACHED? {Z] Yes |

USE ONLY
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3, OWNERSHIP (Type of buslness organization of disclosing entity) .
[T SOLE PROPRIETORSHIP | [ PARTNERSHIP | ] CORPORATION

E , ADDRE :
Nanved arendiond ot wio 10 ™330 Y, Huwatd & Pulbmae
NAW‘S T : AND ADDRES! OF PARTNER(S) AND PERCENTAGE OWNED IF 2% OR MORE
) THLES, s(ﬁi&h additionsl ER(M) if noedsd.)

PERCENTAGE
NAME AND TITLE ADDRESS OWNED

~FE CORFORATION:

DATE OF INCORPORATION FEIN NUMBER

CELL NUMBER

““ADDRESS (numbgr, slrpat) CjIY §TATE | 2P
) 330 N HouL A2 d Balhmore.  ['mb | 2120/
4, BACKGROUND
1. Has any owner, officer, director, agency, or managerial staff had a llcense revoked, suspended, or denled by the
DHMH within the last five years? a& No [] Yes (explaln)

2. Does the parent company, owner, agent, officer, or managerlal staff own or operate any other health care
facllity/agency licensa;; or surveyed by the OHCQ? [ No [3d Yes (explain) .
Plg, 1 . 449 t Ot annapolt! i 214s)
3. The agency hereby attests that it Is in compliance with The Civl Rights Act of 1364;' The I Aot of
1973; The Americans with Disabilities Act of 1890; and The Drug Free Workplace Act of 1988, (X Yes [ No
(explain)

4, Have the owners, officers, directors, agents, or managerial steff bean convicted of a criminal offense Involving any
program under Thie 18, 19, or 20 of the Soclal Security Act? [ No [[] Yes

5. WORKERS' COMPENSATION

Do you have any g_rréggxees'? |xI'Yes | ] No
If you answered YES, provide your workers’ compensatlon Insuranca information:

POLICYNUMBEPnsL LL{Bl 2.%)7(01 BINDER NUMBER

INSURANCE COMPANY ‘ EFFECTIVE DATE EXPIRATION DATE
lmlumlgpyvéfmsugn%er}fdm% I- 1= 2015 | -1-201

If you answered NO, addltional documentation from the Workers' Compensation Commission must accompany this

application (refer to the Instruction guids for details).
6. AMBULATORY SURGERY CENTER

DAYS AND HOURS THE OFFICE MANAGER 18 ON-SITE (n HH:MM formaf)
SUNDAY MONDAY TUESDAY | WEONESDAY | THURSDAY FRIDAY SATURDAY

FROM:

ORI Form ACAPPA. 1 (813) 2
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T0:
BACK-UP GENERATOR DAYS OR I8 USED
Yes [ ]No (1 Sunday CJ Mondoy [ Tuosday ([ Wednesday. ] Thursday [J Friday [7] Saturday
NUMBER OF ORERATIING/PROCEDURE ROOMS NAME OF MEDICAL DIRECTOR
ACCREDITED ACCREDITING AGENCY DATE OF ACCREGITATION
[dYes [INo
If yes provida a capy of [stter .
andjor cerlificate
DEEMED STATUS DEEMING AGENCY DATE OF DEEMED STATUS
[C1Yes [[INo
Ifyes pravide & copy of lalfer
andlot carlificats
IDENTIFY ALL SPECIALTIES PROVIDED
Cardlovascular Neurologlcal Otolaryngolagy B Urology
Colon and Regtal OB/GYN Pain Management Other (specify)
Endoscopy Ophthaimology Plastic Surgery
Gl Procedures Oral Podiatric
[] Genersl Orthopedic Thoraclc
[] Lower GI Procedures Other G Pracedures Upper Gl .
IDENTIFY ALL MAJOR MERICAL EQUIPMENT UTILIZED IN THE AMBULATQRY SURGERY CENTER
[ Cardiac Catheterization Equipment  Quantily: [ Magnetic Resonance Imager Quantity:
L] Computer Tomography Equipment Quantity: [ Lithotripter Quanlity:
["] Radlation Therapy Equipment Quantily:

7. BIRTHING CENTER

NAME OF MEDICAL DIRECTOR

NAME OF DIRECTOR OF MIDWIFERY SERVICES

8. COMPREHENSIVE QUTPATIENT REHABILITATION

FACILITY

DATE OF ACCREDITATION BY THE COMMISSION ON
ACCREDITATION OF REHABILITATION FACIITIES

Pravide a copy of letter andior certificats

NAME GF MEDICAL DIRECTOR

NUMBER OF DIALYSIS STATIONS AT THIS LOCATION

CORE SERVICES PROVIDED OTHER BERVICES PROVIDED

[] Physical Therapy Licensed Practical Nuree Reglstered Nurse

L] Physician Qecupational Therapy Rehabliitation Counselor
Psychological Orthotist Resplratory Therapist
Soclal [ L] Prosthstist | Speech Language Pathologlst

9, END STAGE RENAL DISEASE PROVIDER

DIALYSIS SERVICES PROVIDED '

] HEmoDIALYSIS "] HOME TRAINING - HEMODIALYSIG/PERITONEAL DIALYSIS

[] PERTONEAL DIALYSIS [] HOME SUPPORT - HEMODIALYSISIPERITONEAL DIALYSIS
TRANSPLANTATION

IS REUBE PRACTICED | ISQLATION ROOM NOCTURNAL DIALYSIS T BACK-UR GENERATOR

[JYes [INo [JYes [INo CJyes [INo Cyes [ONo

NUMBER OF STATIONS
“NAME OF MEDICAL DEIREETER

00 YOU PROVIDE KIDNEY DIALYSIS SERVICES IN A NURSING FACILITY OR SKILLED NURS!

facility names)

NG FACILITY? [ No [] Yes (ist

OHMH Form ACAPP. 1.1 (813}
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10, HOME HEALTH AGENCY
NAME AND ADDRESS OF PARENT AGENCY [F DIFFERENT FROM LICENSED AGENCY

ACCREDITED ACCREDITING AGENCY DATE OF ACCREDITATION
CJyes CINo
If yes provide a copy of letier
andfor cerlificate —
“DEEMED STATUS DEEMING AGENGY DATE QF DEEMED STATUS
[JVYes [JNo
if yes provide a copy of letier
endorcerticate
PATIENT POPULATION(S) SERVED :
Adull . [l Pedlatric I [C] Other (list)
Malemal/Child Health ] Psychiatric
SERVICE PROVIDED
DIRECTLY &
THROUGH | THROUGH
SERVICES DIRECTLY { CONYRACT | CONTRAGT CONTRACTOR'S NAME _
SKILLED NURSING |
HOME HEALTH AIGES ||
PHYSICAL THERAPY | |
TSPEECH LANGUAGE
gﬁ&%ﬁm = = =
CCURATI
T o1 0 | O
MEDIC AL
SERVICES ¢ O U 0
INFUSION SERVICES L] L1 L]
i
O O [

NUMBER QF (INDUFLICATED ADMISGIONS FOR THE LAST NAME OF NURBING SUPERVISOR '
FISCAL YEAR

NAME OF BERVICE DIRECTOR NAME OF SERVICE DIRECTOR DEBIGNEE

11. HOSPICE AGENGY

TYRE OF AGENCY [] General [ | Limited _ _ -
JURISDICTIONS/COUNTIES SERVED D‘Alleg‘a:nly Anrig Arundal 1 Baltimore Clty [ Battinore County [ Calvart [ Carclne LJ Canol

[ Ceed O Chartes L Darchester [ Fredodck [T Gametl [ #prford [ Howard C] kent ) Momgomery L) Prince Geonge's
Anng's omarsal [ St Mary's [ Talbot [ Waghinglon 7] Wicomico (] Wordeater

DOES THE AGENCY OPERATE/OWN HOSPICE HOUSES? NUVBER OF FIGUGES
CINO LYES (fist below)

UNIT AODRESS ' PHONE NUMBER NUMBER QF BEDS

BOES THE AGENCY OPERATE A HOSPIGE-OWNED INPATIENT UNIT? [CJNO [_] YES (list balow)
. UNIT ADDRESS PHONE NUMBER NUMBER OF BEDS

DHMH Form ACARP. 1.1 (0713) 3
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ACCREDITED ACCREDITING AGENCY DATE OF ACCREDITATION

It yas provide & copy of leller
andlor cerfificala )
DEEMED STATUS DEEMING AGENCY DATE OF OEEMED STATUS

OvYes [N

ifyes pravide a copy of letter
and/or corlificale -
NAME OF DIRECTOR NAME OF MEDICAL DIRECTOR

12. MAJOR MEDICAL EQUIPMENT PROVIDER
TDENTIFY ALL MAJOR MEDICAL EQUIPMENT UTILIZED
NUMBER OF

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

COMPUTER TOMOGRAPHY EQUIPMENT
LITHOTRIPTER

RADIATION THERAPY EQUIPMENT
MAGNETIC RESONANCE IMAGER _
18 ANY OF THE ABOVE EQUIPMENT OPERATED AS A MOBILE UNIT? LI NO L] YES (list the equipmant and numbsr of
vehioles Invelved)

"NAWEE OF MEDICAL DIRECTOR

14, RSA - OTHERS

HOME CARE SERVICES TO BE PROVIDED {check al fhal
] Durable Medical Equipment

Durable Medical Equipment w/ Oxygen
Infravenous or Related
CATEGORY

[[1 For Profit_(T] Non Profit

IF OME, ACCREDITED IF OME, ACCREDITING AGENCY IF DME, DATE OF ACCREDITATION
ClYes [CINo
tf yos provide & copy of lotier
andfor cenificate

15. RSA « SKILLED NURSING & AIDES ONLY

HOME CARE SERVICES TO BE PROVIDED (chieck only one level of 0are)
Level One: RN suparvision of Aldes without medication management
Level Two: RN suparvision of Aldes with medication managsment

Level Three: Complex care provided by RN, LPN and RN suparvision of Aides (8.9, Wound Care, Tube Feeding,

Trach Care, Vent Mana; Intravenous or Related Therapies, ete.)
CATEGQRY LIST THE TYPE(S) OF COMPLEX CARE TO EE PROVIDED BY YOUR AGENCY
[ ForProfit ] Non Proft

16, SURGICAL ABORTION FACILITY
"DAYS AND HOURS THE OFFICE MANAGER 15 ON-GITE (In HH:MM format)

: SUNDAY | MONDAY | TUESDAY SDAY | THURSDAY | FRIDAY | SATURDAY

FROM: Z 11000 y4 %!&) g%u £:304 =
i G J YH!00p | Y000

F

Medical Soclal Services Skilled Nursing
Qceupational Therapy Speech Therapy
Physical Thera [] Ventliator Services

Y0 /

“BACKUP TR DAVL'U'QE'—éom T8ED
Yes [ANo (J Sunday Rmonday [ Tuesday 5 Wednesday §41 Thursda Satu
NUMBER OF OPERATIING/PROCEDURE ROOMS NAME OF MEDICAL DIREGT

CFNH FOTACAPP.L1{33) 3
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“ACGREDMED ] fnmeom | DATE OF ACCREDITATION ;
WYMmum P‘W ch‘aﬁfL@l Fsz 9301 - 18/9610
or cerlificale

T)DENTIFY ALL MAJOR MEDICAL EQUIPMENT UTILIZED
Cardiac Catheterization Equipment  Quantity:

Computer Tomography Equipment  Quantity:
[] Rediation Therapy Equipment Quantity:
17. AFFIDAVIT

| solemnly affim under the penalties of perjury and upon persanal knowledge that the contents of the foregoing
application are frue. | 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 I8 licensed, a revocation of thet llcense.

i certify that this agency Is In compliance with administrative and procedural requirements pertaining to the Code of
Maryland Regulations (COMAR) checked below,

I further certify that | will notify the OHCQ If there are any future substantive changes In agency and oparation, and
that written natice will be given before the effective data of the changs.

I hereby swear and affirm that | am over the age of 21 and | am otherwise competent to sign this Affidavit.
[fthe program is going to be in more than one applicant’s name, each applicant's signatura Is requirsd,

(] Magnetic Resonance Imager Ouanmy
C Lithotripter Quantlty:

Governing Regulations:
(2] Ambutatory Surgery Cenler - COMAR 10.05 [ Hosplce Agency - COMAR 10.07.21
[ Birthing Center ~ COMAR 10.05 [ Msjor Medical Equipment Providar - COMAR 10.08
(] Comprehansive Quipatient Rehabiliitation Facliity ~ COMAR 3 Resldentis! Sarvice Agencies ~ Othars ~ COMAR 10.07.05
10.07.18 [ Residentlal Service Agencies - Skilled Nursing and Aldes Only ~
End Stegoe Renal Diseats Provider - COMAR 10,05 R 10,0706
Home Heallh Agency - COMAR 10.07.10 Surgloal Abortion Faclifly - COMAR 10.12,01
|
g 5l
T DATE! | i
SIGNATURE OF APFLICANT TITLE DATE
SIGNATURE OF APPLICANT TITLE DATE

18, BRANCH OFFICES (refer to definition In instruction guide prior to completing this section)

“TICENSED NAWE LICENSE NUMBER
DOES THE AGENCY OPERATE ANY BRANCH OFFICES? | ] No | Yes (lsLall below)
STREET ADDRESS ciry STATE | 2IP | PHONE NUMBER

DN Fam ACAPP, 1.1 (B13) 3





