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 Georgia

  Certificate of Need Application

  General Cancer Hospital
	FOR CERTIFICATE OF NEED OFFICE USE ONLY

	PROJECT NUMBER

GA


	DATE STAMP



	COUNTY:      


GENERAL INFORMATION:

The Certificate of Need (CON) application for a General Cancer Hospital is the required document that the Department reviews in the analysis and evaluation of the conversion of a Destination Cancer Hospital to a General Cancer Hospital in accordance with O.C.G.A. §§ 31-6-40 et seq., 31-6-40.3 et seq..  A request for such a conversion must be completed and submitted only on the Department’s application.  ALTERATIONS TO THIS FORM ARE EXPRESSLY PROHIBITED EXCEPT WHERE A RESPONSE IS REQUESTED FROM THE APPLICANT AS DENOTED BY A TEXTBOX OR CHECKBOX.  

1. DO NOT PLACE ANY DOCUMENTS OR ATTACHMENTS IN FRONT OF THIS COVER PAGE.
2. Applicants must submit one (1) copy of the signed application. The application must be submitted electronically using the Department’s web portal available here: https://dch.georgia.gov/office-health-planning-applications-and-requests-forms-0. The application should be uploaded as one (1) MS Word document and should include the main application and all appendices. 
3. Payment of the filing fee shall be by credit/debit card via the Department's website, as available, or by certified check or money order made payable to the “State of Georgia” and must be received by the Department before an application will be accepted for review.

4. Failure to submit a complete application and to provide payment of the appropriate filing fee by the applicable deadlines will result in non-acceptance of the application.  

5. Applications received after 3 p.m. will be deemed accepted the next business day.

	PLEASE COMPLETE THE FOLLOWING TABLE TO VERIFY PROPER SUBMISSION OF YOUR APPLICATION

	Applicant Legal Name:       

	1. Have you submitted one (1) copy of this signed application via the Department’s web portal?
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No


	2.  Is this application being filed by or on behalf of a hospital in a rural county?

If YES (No filing fee is due. Enter $0 at Line 4 and select “N/A” at Line 5.

If NO (  Continue to next question.

“Rural County” means a county having a population of less than 50,000 according to the United States decennial census of 2010 or any future such census. Ga. Comp. R. & Regs. r. 111-2-2-.01(52).
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No


	3.  Enter Total Cost Applicable to Filing Fee (From Line 16, Question 22, Page 13)
	$     

	4.  Calculate the Filing Fee and Total Amount Due 

      (Check one of the following and enter the amount in the column to the right)
 FORMCHECKBOX 
  Line 3 is between 0 to $1 million ( Enter $1,000.00

 FORMCHECKBOX 
  Line 3 is between $1million and $50 million ( Enter Line 2 x .001

 FORMCHECKBOX 
  Line 3 is greater than $50 million ( Enter $50,000.00


	$     

	5.  Have you submitted payment for the amount listed in Line 4 above?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 N/A



INSTRUCTIONS

1. Please read all instructions and review the application forms before attempting to complete and submit the application.

2. A CON application for a General Cancer Hospital must be submitted on the Department’s application.

3. This application must be typewritten or completed and printed in this MS Word format.  Handwritten responses must not be submitted and will not be accepted. 

4. All questions must be answered.  If a question is not applicable, so indicate.

5. Throughout this application, the following symbols are utilized for emphasis:

( Emphasizes instances where supporting documentation is requested and required to be attached into an Appendix; and

( Emphasizes important instructions or notes that should be adhered to.

6. A signed original application (in the correct organizational structure) is required in addition to the appropriate filing fee for an application to be accepted by the Department.  Please review the CON administrative rules for detailed explanation of appropriate fees, filing dates and times.

7. Please submit the filing fee in the form of a certified check/money order or a payment receipt if paid by credit/debit card to the address below:

Department of Community Health 

Office of Health Planning

CON Application

2 Martin Luther King Jr. Drive, S.E.
East Tower, 16th Floor

Atlanta, Georgia 30334
8. All submissions must be via the Department’s web portal. Faxed or mailed copies of this CON form and any supporting documents and information should not be submitted.

Section 1:  General Identifying Information
1.
Enter the following information for the person or entity that will convert from a Destination Cancer Hospital to a General Cancer Hospital. If applicable, this information should correspond with the information submitted to the Department of Community Health, Healthcare Facility Regulation Division as the “Name of the Governing Body.”  The contact person should be a person directly affiliated with the Applicant and not a consultant or attorney.

	APPLICANT

	Applicant Legal Name:       

	d/b/a (if applicable):         

	Address:       

	City:       
	State:       
	Zip:      

	County:      
	Main Business Phone:      

	Parent Organization:       

	CONTACT PERSON

	Name:       
	Title or Position:       

	Phone:      
	E-mail:      


2.
Is the name of the facility or proposed facility different than the Applicant’s legal name?        FORMCHECKBOX 
 YES       FORMCHECKBOX 
 NO

If YES ( Enter the facility information below.  If applicable, this information should correspond to the “Name of Facility” maintained by the Department of Community Health, Healthcare Facility Regulation Division.  Provide information documenting site entitlement at APPENDIX D.
If NO (   Continue to the next question.

	FACILITY

	Facility Name:      

	Facility Address:      

	City:      
	State:       
	Zip:       

	County:       
	Phone:       


Section 2.
Project Specific Information
1.  Is the facility an existing and approved Certificate of Need authorized Destination Cancer Hospital as of January 1, 2019? 

     

 FORMCHECKBOX 
 YES       FORMCHECKBOX 
 NO     

If YES ( (  Attach a copy of any and all Certificates of Need, licenses and permits at APPENDIX A.

2.
If yes, is the facility electing to convert to a General Cancer Hospital pursuant to O.C.G.A. § 31-6-40.3 et seq.?  


 FORMCHECKBOX 
 YES       FORMCHECKBOX 
 NO
3.
Do you offer inpatient and outpatient diagnostic, therapeutic, treatment, and rehabilitative cancer care services or other services to diagnose or treat co-morbid medical conditions or diseases of cancer patients?


 FORMCHECKBOX 
 YES       FORMCHECKBOX 
 NO
If YES ( Will the offering of any of the above services result in the offering of any new or expanded clinical health service that would require a Certificate of Need?



 FORMCHECKBOX 
 YES       FORMCHECKBOX 
 NO
If YES ( If yes, has a Certificate of Need or Letter of Determination been obtained for such new or expanded services?


 FORMCHECKBOX 
 YES, Project No.             FORMCHECKBOX 
 NO
4.

Are you in compliance with State and local codes and ordinances, including flood hazards?


 FORMCHECKBOX 
 YES       FORMCHECKBOX 
 NO
5.

Do you have any uncorrected licensure operational standards with the Department of Community Health, Healthcare Facility Regulation Division?


 FORMCHECKBOX 
 YES       FORMCHECKBOX 
 NO






If NO ( (  Attach documentation to this effect from the Department of Community Health, Healthcare Facility Regulation Division at APPENDIX B.

Section 3.
Ownership and Operation Information
1.
Is the legal owner of the facility different than the Applicant?        FORMCHECKBOX 
 YES       FORMCHECKBOX 
 NO
If YES ( Identify the legal owner and all individuals or entities that own ten (10) percent interest or more in the facility.  Include complete names, addresses, and telephone numbers.

If NO (   Continue to the next question.
	OWNER #1

	Name:       

	Address:       

	City:       
	State:       
	Zip:       

	Phone:      

	OWNER #2

	Name:       

	Address:       

	City:       
	 State:       
	 Zip:       

	Phone:       

	OWNER #3

	Name:       

	Address:       

	City:       
	 State:       
	 Zip:       

	Phone:       

	


2. Check the appropriate box to indicate the type of owner.  Check only one box.

	TAX EXEMPT
	 FORMCHECKBOX 
  Not-for-Profit Corporation

	
	 FORMCHECKBOX 
  Public (Hospital Authority or Government)

	TAX PAYING
	 FORMCHECKBOX 
  General Partnership
	 FORMCHECKBOX 
  Business Corporation
	 FORMCHECKBOX 
  Sole Proprietor

	
	 FORMCHECKBOX 
  Limited Liability Partnership
	 FORMCHECKBOX 
  Limited Liability Corporation


3.  Will the entire facility be operated by an entity other than the Applicant or the legal owner?                         
      

 FORMCHECKBOX 
 YES       FORMCHECKBOX 
 NO
If YES ( Identify the operator and include the complete name, address, and telephone number.
If NO (   Continue to Question 12. 

	OPERATOR

	Name:       

	Address:       

	City:       
	State:       
	Zip:       

	Phone:       


4.    Check the appropriate box to indicate the type of operator.  Check only one box.

	TAX EXEMPT
	 FORMCHECKBOX 
  Not-for-Profit Corporation

	
	 FORMCHECKBOX 
  Public (Hospital Authority or Government)

	TAX PAYING
	 FORMCHECKBOX 
  General Partnership
	 FORMCHECKBOX 
  Business Corporation
	 FORMCHECKBOX 
  Sole Proprietor

	
	 FORMCHECKBOX 
  Limited Liability Partnership
	 FORMCHECKBOX 
  Limited Liability Corporation


5. Please provide documentation of the organizational and legal structure of the Applicant as indicated in the table below.   ( Attach this documentation as APPENDIX C. Please attach the documents in the order they are listed.

	ORGANIZATIONAL STRUCTURE

	Not-for-Profit Corporation
	 FORMCHECKBOX 
 Name of Each Officer and Director

 FORMCHECKBOX 
 Articles of Incorporation

 FORMCHECKBOX 
 Certificate of Existence

 FORMCHECKBOX 
 Bylaws

 FORMCHECKBOX 
 Organizational Chart(s)

 FORMCHECKBOX 
 Application/Authorization to do Business in Georgia (for Non-Resident Corporations)



	Public 

(Hospital Authority or Government)
	 FORMCHECKBOX 
 All Governing Authority Approvals for this Application and Project

 FORMCHECKBOX 
 Bylaws

 FORMCHECKBOX 
 Organizational Chart(s)

	Sole Proprietor
	 FORMCHECKBOX 
 County and Municipal Government Business Authorization Documents (e.g. Licenses, Permits, Etc.)

 FORMCHECKBOX 
 Bylaws

 FORMCHECKBOX 
 Organizational Chart(s)



	General Partnership
	 FORMCHECKBOX 
 Name, Partnership Interest, and Percentage Ownership of Each Partner 

 FORMCHECKBOX 
 Partnership Agreement

 FORMCHECKBOX 
 Certificate of Existence

 FORMCHECKBOX 
 Bylaws

 FORMCHECKBOX 
 Organizational Chart(s)



	Limited Liability Partnership
	 FORMCHECKBOX 
 Name, Partnership Interest, and Percentage Ownership of Each Partner

 FORMCHECKBOX 
 Partnership Agreement

 FORMCHECKBOX 
 Certificate of Existence

 FORMCHECKBOX 
 Certificate of Registration

 FORMCHECKBOX 
 Articles of Organization

 FORMCHECKBOX 
 Bylaws

 FORMCHECKBOX 
 Organizational Chart(s)



	Business Corporation
	 FORMCHECKBOX 
 Name of Each Officer and Director

 FORMCHECKBOX 
 Articles of Incorporation

 FORMCHECKBOX 
 Certificate of Existence

 FORMCHECKBOX 
 Bylaws

 FORMCHECKBOX 
 Organizational Chart(s)

 FORMCHECKBOX 
 Application/Authorization to do Business in Georgia (for Non-Resident Corporations)



	Limited Liability Corporation
	 FORMCHECKBOX 
 Name of Each Officer and Director

 FORMCHECKBOX 
 Articles of Incorporation

 FORMCHECKBOX 
 Operating Agreement

 FORMCHECKBOX 
 Certificate of Existence

 FORMCHECKBOX 
 Bylaws

 FORMCHECKBOX 
 Organizational Chart(s)

 FORMCHECKBOX 
 Application/Authorization to do Business in Georgia (for Non-Resident Corporations)




6. 
If you have identified the Applicant as a Not-for-Profit Corporation, Business Corporation, or Limited Liability Corporation, explain the corporate structure and the manner in which all entities relate to the Applicant. 

( NOTE:  Do not exceed the allotted space for your response.
	     


Section 4.
Applicant’s Representative

1.
Does the Applicant have Legal Counsel to whom legal questions regarding this application may be addressed?      


 FORMCHECKBOX 
 YES       FORMCHECKBOX 
 NO
If YES ( Identify the lead attorney below.
If NO (   Continue to the next question.
	LEGAL COUNSEL

	Name:       

	Firm:        

	Address:        

	City:        
	 State:        
	 Zip:        

	Phone:         
	Email:        


2.
Did a Consultant prepare and/or provide information in this application?        FORMCHECKBOX 
 YES       FORMCHECKBOX 
 NO
If YES ( Identify the Consultant below.
If NO (   Continue to the next question.
	CONSULTANT

	Name:       

	Firm:        

	Address:        

	City:        
	 State:        
	 Zip:        

	Phone:         
	Fax:        

	Email:       


3.
Does the Applicant wish to designate and authorize an individual other than the Applicant Contact listed in response to Question 1 to act as the representative of the Applicant for purposes of this application?       


 FORMCHECKBOX 
 YES       FORMCHECKBOX 
 NO
If YES ( Please complete the information in the table on the next page.  By doing so, the Applicant authorizes the representative to submit this CON application and make amendments thereto; to provide the Department of Community Health with all information necessary for a determination on this application; to enter into agreements with the Department of Community Health in connection with this CON; and to receive and respond, if applicable, to notices in matters relating to this CON.  

If NO (     Continue to the next question.

	AUTHORIZED REPRESENTATIVE

	Name:       

	Firm:        

	Address:        

	City:        
	 State:        
	 Zip:        

	Phone:         
	Fax:        

	Email:       



( NOTE: This authorization will remain in effect for this application until written notice of termination is sent to the Department of Community Health that references the specific CON application number. Any such termination must identify a new authorized representative.  Also, if the authorized representative’s contact information changes at any time, the Applicant must immediately notify the Department of Community Health of any such change.

4.  Does the Applicant have any lobbyist employed, retained, or affiliated with the Applicant directly or through its contact person or authorized representative?


 FORMCHECKBOX 
 YES       FORMCHECKBOX 
 NO
If YES (  Please complete the information in the table below for each lobbyist employed, retained, or affiliated with the Applicant.  Be sure to check the box indicating that the Lobbyist has been registered with the State Ethics Commission.  Executive Order 10.01.03.01 and Rule 111-1-2-.03(2) require such registration.

If NO (     Continue to the next question.

	LOBBYIST DISCLOSURE STATEMENT

	Name of Lobbyist
	Affiliation with Applicant
	Registered with State Ethics Commission?

	     
	 FORMCHECKBOX 
 Employed

 FORMCHECKBOX 
 Other Affiliation


	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

	     
	 FORMCHECKBOX 
 Employed

 FORMCHECKBOX 
 Other Affiliation


	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

	     
	 FORMCHECKBOX 
 Employed

 FORMCHECKBOX 
 Other Affiliation


	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

	     
	 FORMCHECKBOX 
 Employed

 FORMCHECKBOX 
 Other Affiliation


	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

	     
	 FORMCHECKBOX 
 Employed

 FORMCHECKBOX 
 Other Affiliation


	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

	     
	 FORMCHECKBOX 
 Employed

 FORMCHECKBOX 
 Other Affiliation


	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

	     
	 FORMCHECKBOX 
 Employed

 FORMCHECKBOX 
 Other Affiliation


	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

	     
	 FORMCHECKBOX 
 Employed

 FORMCHECKBOX 
 Other Affiliation


	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No


SECTION 5.  INDIGENT AND CHARITY CARE COMMITMENT

1. Is the Applicant making an indigent and charity care commitment for this project?  


 FORMCHECKBOX 
 YES       FORMCHECKBOX 
 NO
If YES (  Complete the information requested below.  Note that failure to meet an indigent and charity care commitment could result in fines and constitute grounds for an adverse ruling on a future Certificate of Need application.

If NO (    Continue to the next question.
	Is the commitment voluntary, or is it required by a specific Certificate of Need rule? 

 FORMCHECKBOX 
 Voluntary
 FORMCHECKBOX 
 Mandatory

Is the commitment service-specific or hospital-wide? 

 FORMCHECKBOX 
 Service-Specific

 FORMCHECKBOX 
 Hospital-Wide




In the space provided below, describe the commitment and include its amount and effective date(s).  Indicate what percentage of adjusted gross revenues the commitment represents.

	


CERTIFICATION OF APPLICANT

By signing below, 

a) I hereby certify that the contained statements and all addenda, appendices, or attachments hereto are true and complete to the best of my knowledge and belief and that I possess the authority to submit this application and bind the Applicant to promises made herein;

b) I understand that a representative of the Certificate of Need Program may make a direct request of me for additional information in order to deem this application complete;

c) I further understand that if awarded a Certificate of Need, information must be provided to the Certificate of Need Program regarding the progress, scope, and costs associated with the project.  Consequently, I agree and certify that the Applicant will submit progress reports as required by Rule 111-2-2-.04(2), which specifies the frequency and the content of the progress reports. I understand that failure to comply with these reporting requirements may result in penalties, up to and including revocation of the Certificate of Need;

d) I further understand that if issued a Certificate of Need, the Applicant is bound to any representations that have been made within this application and any and all supplemental information; 

e) I certify that the Applicant will accept a condition or conditions on the award of a Certificate of Need based upon any representation of intent contained herein;
f) I certify that no alterations have been made to this Certificate of Need application form except where a response is requested from the Applicant as denoted by a textbox or checkbox;

g) I further understand that this Certificate of Need application form is provided by the Department and that no alterations are authorized except where a response is requested. Consequently, any submission with unauthorized alterations is not an approved form supplied by the Department pursuant to Ga. Comp. Rules & Regs. r. 111-2-2-.06(2) and will be rejected and/or withdrawn; and  
h) I further understand that a typed version of my name is being accepted as my original signature pursuant to the Uniform Electronic Transactions Act. 

	APPLICANT CERTIFICATION

	Signature of Authorized Signatory:



	Name:        

	Title:        
	Date:        
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