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ABC Medical Hospice, LLC

999 Beach Side Court, Sacramento, CA 95814
P: (999) 555-2626

F: (999) 555-2600

Email: wainjones@abcmedicalLLC.org

March 15, 2019

VIA PRIORITY MAIL:

California Department of Public Health
Licensing and Certification

P. O. Box 997377, MS 3207
Sacramento, CA 95899

Attn: Centralized Applications Branch

RE: Initial Application for Adding a Multiple Location

To Whom It May Concern,

We are submitting an Initial application for addingfa Hospice Multiple Location known as
West Coast Health Hospice located at 554, Crystal Beach Blvd, Suite 10, Sacramento
CA 95814.

Enclosed are the required documenits toysupport processing my multiple location
application.

Should you have any questions,d'will be the direct contact regarding this multiple
location application.

Emergency Contact Information (available 365/24/7)

Name: Wain Jones

Email: Waindones@abcmedicalLLC.org Alternate Email: WainJones@cmail.com
Phone: (999) 555-2626 Phone (Text Messages): (999) 555-5555
Fax: (999) 555-2600

Sincerely,

Wain Yones

Wain Jones, Owner
ABC Medical Hospice, LLC


mailto:wainjones@abcmedicalLLC.org
mailto:WainJones@abcmedicalLLC.org
mailto:WainJones@cmail.com
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State of California — Health and Human Services Agency California Department of Public Health

Licensing and Certification

LICENSURE & CERTIFICATION APPLICATION

FOR DEPARTMENTAL USE ONLY
| ELMS Facility Number:

Proposed name of facility/agency/clinic:

District:

A. APPLICATION INFORMATION

1. Type of application (check one):

a. Initial Oc. Management company (see Sections C1-5, F, and Attachment E-1)
(O b. Change of Ownership (see #2 below) (¢)d. Other change (see Section A4): Add Multiple Location

2. Change of Ownership Only - For Certification Purposes:
We wish to make certain that our records correctly show the effective date of the ownership change for certification.
This date should reflect the actual date on which you took charge of the financial management of the facility rather than
the date of sale or date of state license change. Effective date of cha

3. Amount of fee enclosed: $1|

4. Type of Change (check all that apply):
[ a. Not applicable

[J b. Change of capacity (see # 8 below)
[ c. Change of location

[Jd. Change of services|
[ e. Change of facility type|

5. Type of facility, agency, or clinic (check ong

O a. Skilled Nursing Facility (SNF) ral*Realth clinic (for Certification “only”)
QO b. Intermediate Care Facility (ICF) eral acute care hospital

O c. ICF/Developmentally Disabled ( Adult day health care center

O d. ICF/DD-Habilitative (ICF/DD-H) Home Health Agency (HHA)

O e. ICF/DD-Nursing (ICF/DD-N
O f. Primary care clinic — Fr,

O g. Primary care clinic —

O h. Surgical clinic

. Hospice
Chronic dialysis clinic

Other (specify) |

icare program? ® Yes

O No Medicare Provider #: [Same as Parent

b. Fiscal Intermediary choice: [Same as Parent

7. Do you wish to apply for the Medi-Cal (Medicaid) program?

®Yes O No

8. a. Current facility bed capacity:

/A

/A

b. Proposed facility bed capacity:

9. Age range of clients: 10-100

10. Days and hours of operation: |M-F 8am-6pm, 24/7 On-Call

11. Is construction required?

O Yes

® No

If "yes", submit copy of “OSHPD” form (see instructions on page 6)

If "yes", date construction to begin:

If "yes", date construction to be completed: |
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B. LICENSEE INFORMATION

1. Licensee name: |Enter Same Name as Licensed Parent

2. Federal employer’s tax ID number: 1555555555

3. Owner type (check one):-Submit organizational chart for b, ¢, d, and e.

O a. Sole proprietorship (Individual) O g. City
O b. Profit corporation O h. County
O c. Nonprofit corporation Q.. State agency
® d. Limited Liability Company (LLC) Q. Other agency (specify) |
O e. Partnership — General QO k. Public agency (specify)|
O f. Partnership — Limited
4. Licensee address (number & street): Telephone number:
[999 Beach Side Court | (999) 555-2626
City, State, & Zip: E-Mail: Fax number:
|Sacramento, CA 95814 IWainJones@abcmedicalhos iceLLC.org |(999) 555-2600

, operated, managed, held a 5% or
d outside of California. Submit an

5.a. ldentify other facilities, agencies, or clinics the licensee has been li

(1) Facility Name:

Facility address (number & street):

Facility Type:

(2) Facility Name:

Facility address (number & street): ity, State, & Zip:

(3) Facility Name:

Facility Type:
|

City, State, & Zip:

Facility address (number & street) |

(4) Facility Name:

Facility Type:
|

Facility address (number : City, State, & Zip:
| |

5 p. [|fany facility, agency, or clinic identified in 5.a. has had a license revocation action filed, license placed on
probation, suspended, or revoked (whether stayed or not) or, for agency or clinic resolved by settlement, receiver
appointed, or had a final Medi-Cal decertification action taken, please submit additional information, including all
ownership and facility information, date and any final action.

6. Is the licensee a subsidiary of another organization? OYes ® No
If “yes”, complete the information below and submit an organizational chart:

Parent organization name: |

Parent federal tax ID Number: |

P.O. Box or number & street: |

City, State, & Zip: |
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C. FACILITY, AGENCY OR CLINIC INFORMATION

Management Agreement (this only applies to SNF's & ICF's):

1. a. Is the facility, agency, or clinic going to be operated under a management contract/agreement OYes
between the proposed owner and a management company?
If “yes”, proceed to Section E (below). ®No
b. Is there an “interim” management agreement, between the proposed owner and the current OYes
owner, to run the facility, agency, or clinic until the change of ownership is completed?
If “yes”, submit a copy of the “interim” management agreement. ®No
2. Name of “proposed” facility, agency, or clinic:|West Coast Health Hospice

Current facility, agency, or clinic name (if change of ownership):
I Facility license number: |Same as parent

3. Address (number & street) of “proposed” facility, agency, or clinic: Telephone number:
|554 Crystal Beach Blvd,Suite 10 |(999) 555-0695

C|ty, State, & Z|p | sacramento, CA 95814

4. Mailing address, if different from above: Telephone number:
Number & Street: | Same

Fax num E-mail address:

City, State, & Zip: | [

5. Name of person to be in charge of facility, agency, or

Title: [Administrator Profes ||i! :
6. a. Name of administrator: |same as Parent Date of hire: |

Professional License number: | Expiration date
b. Name of director of nursing: ~ |Same as Parent Date of hire
Professional License number: | Expiration date:
7. List persons having 5 percent or more dire (42 CFR, Section 455.102) interest in the ownership of this
facility if applying for skilled nursing i e care licensure, and 10 percent for all other facilities, agencies,

or clinics. Provide federal employer
as spouse, parent, child or sibling?
information listed below.

. Are any of these persons (listed below) related to one another
attachment for additional names that includes all of the required

Are they related to one another as

Name of individual W EIN Number a spouse, parent, child or sibling? Relationship
(1)_same as Parent ‘l | O Yes ® No I
@) [ O Yes ® No |
(3) O Yes O No
(4) O Yes O No
(5) | I O Yes O No I

8. Financial resources -- Only applies to SNF and ICF:
Submit evidence, i.e., bank statements, line of credit, certificate(s) of deposit, satisfactory to the department(s) that
the licensee possesses financial resources sufficient to operate the facility for a period of at least 45 days. (The
amount is determined by multiplying 45 days X number of beds X rate).

9. Over-concentration -- Only applies to ICF/DD, ICF/DD-H and ICF/DD-N:
a. Are there any ICF/DD, ICF/DD-H, ICF/DD-N, RCF (residential care facility), or pediatric day health or respite

care facilities within 300 feet of this facility? (H&S Code, Section 1267.9) O Yes O No O Don't know
b. Are there any congregate living health facilities within 1,000 feet of this facility? O Yes O No O Don’t know

10. Program Plan -- Only applies to ICF/DD, ICF/DD-H and ICF/DD-N (H&S Code, Section 1275.3(b)(3))

Has the program plan been approved by the Department of Developmental Services? O Yes O No

If “yes”, Submit a copy of the approval letter. The “current licensee” can grant permission for their Program Plan to
be used for 6 months if they submit a letter to CDPH. If “no”, the application package will be delayed until a copy of
the approved program letter is received.
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D. PROPERTY INFORMATION

1. Property ownership: Check one and submit evidence of control of property: O Own O Rent O Lease

O Sublease QO Other (specify): | Lease

2. Owner of Record name in the real estate: |ABC Medical Center, LLC

Address (number & street): | 999 Beach Side Court

City, State, & Zip: ISacramento, CA 95814

Lessee name: | Enter Same as Parent

Address (number & street):| 999 Beach Side Court

City, State, & Zip: |

Sub-Lessee name:|

Address (number & street): |

City, State, & Zip: |

E. MANAGEMENT COMPANY
If the proposed facility, agency, or clinic will be operated by a man
contract between the proposed owner and a management com
NOTE: if the facility is a SNF or ICF, the management company
the Department, unless previously approved.

ment company, under a management
, complete Attachment E-1 (next page).

F. 1 (we) Accept responsibility to:

a. Comply with local ordinances concerning zoning, s

b. Comply with the Labor Code on employment prac
wages, hour and working conditions.

c. Comply with Health and Safety Code and regulati concerning licensing and fire safety.

| (we) declare under penalty of perjury nts on this application and on the accompanying
attachments are correct to my (our) knowl

Signature Title Date

[Managing Member {03/11/2018
Signature Title Date

| |
Signature Title Date

| |
Signature Title Date

| |

Release of Information Statement

This information shall be provided to the state department upon initial licensure. Any changes must be provided to the state
department within 10 days of the change. The information shall be made available to the public upon request and shall be
included in the public file of the facility.

The information provided on this form is mandatory and is necessary for licensure approval. It will be used to determine
individual applicants or applicant facility’s ability to provide health services. The information is requested by the California
Department of Public Health, Licensing and Certification, in accordance with Health and Safety Code, Sections 1212, 1253,
1265, 1267.5, and 1728, and California Code of Regulations (CCR), Title 22, Sections 70107, 71107, 73205, 74105, 75022,
76205, and 78205.

Failure to provide the information as requested may result in nonissuance of a license or license revocation.

The information is considered public information and will be made available to the public upon request. The information shall be
included and maintained in the individual facility’s public files located in Licensing and Certification district offices.
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ATTACHMENT E-1
MANAGEMENT COMPANY INFORMATION ONLY FOR SNF's or ICF's

1. Submit a copy of the Management Agreement with this application.

Name of management company: | EIN: |
Address (number & street): |

City, State, & Zip: I

Name of facility to be managed: | EIN: |

Address (number & street):
City, State, & Zip:

2. Provide the following information for each individual having a 5 percent or more interest in the management
company. Submit an attachment for additional names that includes all of thefrequired information listed below.

% Owner: |

(1) Individual’'s name:
Address (number & street):

City, State, & Zip:

% Owner: |

(2) Individual's name:
Address (number & street):
City, State, & Zip:

(3) Individual’'s name: % Owner: |

Address (number & street):
City, State, & Zip:

% Owner: ]

(4) Individual’s name:
Address (number & street): |

City, State, & Zip:

r clinics with which you have entered into a management agreement.
agency, or clinic names that includes all of the required information listed

3. Provide a list of all faciliti
Submit an attachment for
below.

(1) Facility, agency, or clinic n
Address (number & street): |
City, State, & Zip: | Dates of involvement: |

(2) Facility, agency, or clinic name: |
Address (number & street):|
City, State, & Zip: | Dates of involvement: |

(3) Facility, agency, or clinic name: |
Address (number & street): |
City, State, & Zip: | Dates of involvement: |

(4) Facility, agency, or clinic name: |
Address (number & street): |
City, State, & Zip: | Dates of involvement: |
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INSTRUCTIONS

SNF or ICF Management Company Application: See Attachment E-1 below.

Type or print clearly. Return original and maintain a copy for your records. The Licensee's name must be
consistent throughout all documents submitted. Submit all supplemental paperwork requested to complete
your application. Do not leave items blank. If not applicable, mark N/A.

A. APPLICATION INFORMATION

1.  Type of application: select items a, b, ¢, or d.
If b is selected, provide effective date of change in number 2.
If c is selected, complete Sections C1-5; F, and Attachment E-1.
If d is selected you must select an option in number 4 -- “Type of Change.”

2. Provide actual date applicant took charge of the financial management of facility.
This date is used to show effective date of the ownership change for certification purposes only.
3. Amount of fee enclosed: enter the amount of money enclosed with'this application.
If no fee is required, enter “N/A”. (Refer to fee schedule for ap riate fee requirements.)
4. Type of change: check all that apply.
5. Type of facility, agency, or clinic: select the appropriate cate
6. (a) Check “yes” if requesting certification for Medicare. ICF/DD
primary care clinics that are not certified as rural
b) If “yes” to item 6(a), provide name of fiscal in
7 heck “yes” if requesting participation in Medi-
8 (a) Current facility bed capacity: enter the
provided in any 24-hour period. This fig
(b) Proposed facility bed capacity: ent sed total number of persons for whom care will be
provided in any 24-hour period.
9. Enter age range of persons to recei
10. Enter days and hours of facility o
11. Enter date construction is to begin, nstruction is to be completed (not applicable for

ICF/DD, ICF/DD-N, ICF/D

above form to the local district office prior to the survey
t approved construction.

B. LICENSEE INFORMATI
1. Licensee name: enter the full legal organization name (LLC, partnership, and corporation) or
individual(s) responsible for the facility/agency. If “Inc.” is included in your legal name, it must appear
in the name. Individuals enter first, middle, and last name. Husband and wife, if joint applicants, must
both be listed.

NOTE: All individuals including owners, partners, principal officers of corporations/LLCs,
members, managers, and administrators (clinics only) must complete “Applicant Individual
Information” (HS 215A).

2. Enter the federal employer’s tax ID number.
3.  Owner Type: select one of the options and then:
[  Submit an organizational chart, for items b, ¢, d, or e showing entity, persons, facilities,
and tax EIN numbers.
1 submita copy of the Internal Revenue Service and Franchise Tax Board letters of
determination of nonprofit status, if item c, “nonprofit corporation” is selected, and the
facility is a primary care Clinic.
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4. Licensee address: enter address of legal organization (LLC, corporation, partnership) or individual(s)

responsible for the facility, agency, or clinic. Provide phone number with area code, fax number, and
e-mail address.

5.  Other Facilities:
(a) ldentify all other facilities, agencies, or clinics the licensee (LLC, corporation, partnership,
individual) has been involved in, both in and outside of California.
Submit an attachment, if needed, for additional entities, which includes the
facility, agency or clinic type (including “affiliate” clinics), name, address, nature of
involvement, and dates of involvement. This attachment must include all of the
required information listed.

[1 Submit an attachment, if needed, for any entity identified in number 5a, which has
had a license revocation action filed, license placed on probation, suspended, or
revoked (whether stayed or not) or, for SNFs and ICFs, resolved by settlement,
receiver appointed, or has a final Medi-Cal decertification action taken. Include all
ownership and facility information, dates, and any final action.

6. Subsidiary: check “yes” if the licensee is a subsidiary of another organization and complete the
information requested.

[ Submit a detailed organizational chart, includin
information, and federal tax ID numbers.

C. FACILITY, AGENCY, OR CLINIC INFORMATION
1. Management Agreement:

(a) Check “yes” if the facility, agency, or clinic is'g

contract/agreement, between the proposed e
Section “E” (below).

(b) Check “yes” if there is an “interim”
and the current owner, to run the faci
[ Submit a copy of the Zi

tobe,opefated under a management
nd agement company. Proceed to

1t agreement, between the proposed owner

=nt agreement, if applicable.

ed to designate the single facility, agency or clinic under
current facility, agency, or clinic name, and current license
usually results in a name change.

cluding phone number with area code, fax number, and e-mail.
) address, if different from number 3 (above).

individual to be in charge of the facility, agency, or clinic as well as any
professional license n iflapplicable).

Administrator:
(a) Provide the n

date.
(b) Provide the name of the director of nursing services (if applicable), date of hire, license number,
and license expiration date.

7. Provide name(s) of all individuals having a 5 percent or more interest in the ownership of this facility, if
applying for SNF or ICF licensure. For all other facility, agency, or clinic types, provide the name(s) of
those having 10 percent or more interest in the ownership. Specify how these persons are related to
one another as spouse, parent, child or sibling.

Submit an attachment for all additional names. This attachment must include all of the
required information.

8. Financial Resources: Only applies to SNF, ICF, and ICF/DD:

[ Submit evidence, satisfactory to the Department, that the licensee has sufficient financial
resources to operate the facility for at least 45 days (bank statement, certificate of deposit
etc.). The amount is determined by multiplying 45 days X number of beds X rate.

9. Over-concentration -- Only apglies to ICF/DD, ICF/DD-H and ICF/DD-N:
(a) Are there other ICF/DD, ICF/DD-H, ICF/DD-N residential care, pediatric day health, or respite care

facilities within 300 feet of this facility? Check “yes”, “don't know” or “no”.
(b) Are there any congregate living health facilities within 1,000 feet of this facility?
Check “yes”, “don’t know” or “no”.

Provide facility, agency, or "
Provide facility, agency, or

o ohw
T
-
o
<.
o
)
—
=0
o
>
Q
3

e of the facility administrator, date of hire, license number, and license expiration
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10. Program Plan -- Only applies to ICF/DD, ICF/DD-H and ICF/DD-N:
Indicate if the program plan has been approved by the Department of Developmental Services. The
“current licensee” can grant permission for their Program Plan to be used for 6 months if a letter is
submitted to CDPH. If “no” is checked, the application package will be held until a copy of the
approved program plan letter is received.
Submit a letter to CDPH from the “current” licensee that the “proposed” licensee has their
permission to use the “current” licensee’s Program Plan for up to 6 months, if applicable.
Submit a copy of the Program Plan approval letter, if “yes”.

D. PROPERTY INFORMATION
1. Licensee must show evidence of control of property.

L1 sSubmita copy of the deed and/or bill of sale, if property is owned.
[ Submita copy of the rental agreement, if property is rented.
L1 Submita copy of the lease agreement, if property is leased.
1 Submita copy of the original lease plus a copy of the lease, if property is subleased.
1 submit appropriate evidence if “other” is checked.
2. Provide name and address of the Owner of Record, Lessee ssee as applicable.

E. MANAGEMENT COMPANY INFORMATION
(Complete Sections A1, C1-5, F & ATTACHMENT E-1)

F. STATEMENT OF RESPONSIBILITIES
Application must be signed by licensee or au

esentative.

or clinic will be operated by a management company, under a management
contract between the proposed owner and a management company, provide the name, address, and
federal tax ID numb nagement Company and name of facility to be managed.

[  Submit a copy of the Management Agreement.

2. Provide the name, address, and percent of ownership for each person having a 5 percent or more
interest in the Management Company.
Submit an attachment for additional names. This attachment must include all of the
required information.

3. Provide a list of all facilities, agencies, or clinics that you have contracted to manage.

] Submit an attachment for additional facilities, agencies, or clinics. This attachment must
include all of the required information.
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@ IRS DEPARTMENT OF THE TREASURY
| NTERNAL REVENUE SERVI CE
G NG NNATI OH 45999- 0023

Date of this notice:
07-07-2017  Enpl oyer
Identification Nunber

55-5555555
Form SS-4
ABC Medical H ice, LLC . .
Wain E;;fa ospree Nunber of this notice: CP 575 A
999 Beach Side Court For assistance you may call us at:
Sacramento, CA 95814 1- 800- 829- 4933

IF YOU WRITE, ATTACH THE
STUB AT THE END CF TH S NOTI CE.

WE ASSI G\NED YQU AN EMPLOYER | DENTI FI CATI ONYNUVBER
Thank you for applying for an Enpl oyer |Identification Number (EIN). W assigned you

EIN 55-5555555.  This EINwill identify you, your<businessgaccounts, tax returns, and
docunents, even if you have no enpl oyees. Please keep thifs notice in your permanent
records.

Wien filing tax docunents, paynentts, andgrel ated correspondence, it is very inportant
that you use your EIN and conpl ete nameand address exactly as shown above. Any variation
nmay cause a delay in processing, resultiinni ncaohrect information in your account, or even
cause you to be assigned nore than one EANN“)If the information is not correct as shown
above, please make the correction usikng tthe abt ached tear off stub and return it to us.

Based on the informati en recei ved fromyou or your representative, you nust file
the following forn(s) by the dane(s) shown.

For m 941 10/ 31/ 2017
Forim 940 01/ 31/ 2018
For m_ 1065 03/ 15/ 2018

I f you have questions about the fornm(s) or the due date(s) shown, you can call us at
the phone nunber or wite t0'us at the address shown at the top of this notice. If you
need hel p i n determ ni Agfyour annual accounting period (tax year), see Publication 538,
Accounting Periods and Mt hods.

V& assigned you a tax classification based on infornation obtai ned fromyou or your
representative. It is not a legal determnation of your tax classification, and is not
binding on the IRS. If you want a | egal determnation of your tax classification, you nay
request a private letter ruling fromthe I RS under the guidelines in Revenue Procedure
2004-1, 2004-1 1.R B. 1 (or superseding Revenue Procedure for the year at issue). Note:
Certain tax classification el ections can be requested by filing Form 8832, Entity
O assification Hection. See Form8832 and its instructions for additional information.

Alimted liability conpany (LLC) may file Form 8832, Entity O assification
El ection, and elect to be classified as an associ ation taxable as a corporation. |If
the LLCis eligible to be treated as a corporation that neets certain tests and it
will be electing S corporation status, it nust tinely file Form 2553, E ection by a
Smal | Business Corporation. The LLC will be treated as a corporation as of the
effective date of the S corporation el ection and does not need to file Form 8832.



(IRS USE O\LY) 575A 07-07-2017 ABC Medical Center, LLC B 9999999999
SS-4

If you are required to deposit for enploynent taxes (Forns 941, 943, 940, 944, 945,
CT-1, or 1042), excise taxes (Form 720), or income taxes (Form 1120), you will receive a
V¢l cone Package shortly, which includes instructions for nmaking your deposits
electronically through the El ectronic Federal Tax Paynent System (EFTPS). A Personal
Identification Nunber (PIN) for EFTPS will al so be sent to you under separate cover.

Pl ease activate the PIN once you receive it, even if you have requested the services of a
tax professional or representative. For nore infornation about EFTPS, refer to

Publ i cation 966, El ectronic Choices to Pay All Your Federal Taxes. If you need to

make a deposit immediately, you will need to make arrangenents with your Financi al
Institution to conplete a wire transfer.

The IRS is conmmtted to helping all taxpayers conply with their tax filing
obligations. |f you need help conpleting your returns or meeting your tax obligations,
Aut hori zed e-file Providers, such as Reporting Agents (payroll service providers) are
available to assist you. Visit the IRS Wb site at ww. irs.gov for a |list of conpanies
that offer IRS e-file for business products and services. £The |ist provi des addresses,
t el ephone nunbers, and links to their Wb sites.

To obtain tax fornms and publications, including theseseferenced in this notice,
visit our Wb site at ww. irs.gov. |If you do not have acecess tofthe Internet, call
1- 800- 829- 3676 (TTY/ TDD 1-800-829-4059) or visit _your |ocalyl RS'office.

| MPCRTANT REM NDERS:
* Keep a copy of this notice in yourdper nanent records. This notice is issued only
one time and the IRS will not be‘@bl e to generate a duplicate copy for you. You
nay give a copy of this docunent tojanmyone asking for proof of your EIN

* UWse this EIN and your name exactlyhas they appear at the top of this notice on all
your federal tax forns.

* Refer to this EIN on your ‘tax-rehated correspondence and docurnents.
I f you have questi ons ‘aboltyyour “ELN, you can call us at the phone nunber or wite to
us at the address shown at tthe toplef, this notice. |If you wite, please tear off the stub

at the bottomof this noticefand send”it along with your letter. |If you do not need to
wite us, do not conplete and\return the stub.

Your nane contirol associhated with this EENis HONO You will need to provide this
i nformation, along wth your/EIN if you file your returns el ectronically.

Thank you for your<gooperati on.


www.irs.gov
www.irs.gov

(I'RS USE AWLY) 575A 07-07-2017 HONO B 9999999999 SS-4

OF
S

ep this part for your records. CP 575 A (Rev. 7-2007)

Return this part with any correspondence
so we rmay identify your account. Pl ease CP 575 A
correct any errors in your nane or address.

9999999999

Your Tel ephone Nunber Best Tine to Call DATE OF THS NOTICE  07-07-2017

( ) EMPLOYER | DENTI FI CATI ON NUMBER  55- 5555555
FORM SS-4 NCBCD
| NTERNAL REVENUE SERVI CE ABC Medical Hospice, LLC
C NG NNATI OH 45999- 0023 Wain Jones

IIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIII"IIIIIII 999 BeaCh Slde court
Sacramento, CA 95814
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DEPARTMENT OF HEALTH AND HUMAN SERVICES O';/IOBRII\IA %F;zg(g:\s/fSD
CENTERS FOR MEDICARE & MEDICAID SERVICES 0 -

INSTRUCTIONS FOR COMPLETING HOSPICE REQUEST FOR CERTIFICATION IN THE MEDICARE PROGRAM

STATEMENT CONCERNING INFORMATION COLLECTION REQUIREMENTS AND USES:

This form is required to obtain or retain Medicare benefits. It serves two purposes. First, it provides basic information about the Hospice which is necessary for the State to
properly schedule a survey. Second, it provides a data-base necessary for responding to questions frequently asked by Congress, Federal agencies, and interested members of
the public.

Submission of this form will initiate the process of obtaining a decision as to whether the Conditions are met.

Answer all questions as of the current date. Complete and return this form to your State Agency (found at .cms.gov/Medicare/Provider-Enrollment-and-

Certification/SurveyCertificationGenlnfo/downloads/state _agency contacts.pdf), and retain a copy for your fil

Detailed instructions are given for questions other than those considered self-explanatory.
Item I:

Request to establish eligibility in—current Hospice Benefits are available only throug

Medicare certification number:
Insert the facility’s six digit Medicare Certification Number. Leave blank on initia : certification.

State/County and State/Region Codes:
Leave blank. The Centers for Medicare & Medicaid Services Regional

Related certification number:
If Hospice is affiliated with any other type Medicare provider, ins

Item IV:
If a service is provided directly by the facility place a “1”

If a service is provided through an outside source (i.

If a service is provided both directly and through arra

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number. The valid OMB control
number for this information collection is 0938-0313. The time required to complete this information collection is estimated to average 15 minutes per response, including the time to review
instructions, search existing data resources, gather the data needed, and complete and review the information collection. If you have any comments concerning the accuracy of the time
estimate(s) or suggestions for improving this form, please write to: CMS, Attn: PRA Reports Clearance Officer, 7500 Security Boulevard, Baltimore, Maryland 21244-1850.




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

FORM APPROVED
OMB No. 0938-0313

HOSPICE REQUEST FOR CERTIFICATION IN THE MEDICARE PROGRAM

(Read Instructions and Information Collection Statement On Cover Sheet of Form Prior to Completion)

. Identifying Information

Name of Hospice

West Coast Health Hospice

Street Address

554Crystal Beach Blvd,Suite 10

Request to Establish Eligibility In City, County and State Zip Code
1. @ Medicare pH1| Sacramento, Sacramento, CA 95814-9999
Medicare/Certification Number State/County State/Region Telephone Number Related Certification Number
(include area code)
05000 PH2 PH3 999-555-0695 PH5 PH6
Il. Type of Hospice 1. [] Hospital Fiscal Year Ending Date
(Check One) 2. [] Skilled Nursing Facility
3. [ Intermediate Care Facility )
4. [[] Home Health Agency d AOA Accredited 12/19
PH7| 5. M Freestanding Hospice
lll. Type of Control Non-Profit: Proprietary:
(Check One) 1. [ Church 4. [ Individual 12. [] Combination Government
2. [ Private 5. [] Partnership and Nonprofit
3. []Other 6. [] Corporation . 13. [ Other
PH8 7. W] Other 11. [ City-County
IV. Services Provided: Core:
By staff, place a "1" in the 1. [ Physician Services 3. [1] Medical Social Services 4. [1] Counseling Services
block(s) 5. [2] Physical Therapy nd Address of Contractee Medicare Certification/Supplier Number
If under arrangement, place | 6. [2 Occupational Therapy West Coast Health System
a"2" in the block(s) 7. [2 Speech-Language Pathology 1234 Fair Banks Drive. 44-44
. H ice Ai
If by staff and arrangement, g % Hg::::;ak':re Sacramento, CA 95823
place a "3" in the block(s) 10. [2 Medical Supplies
11. [2] Short Term Inpatien
12. [2] Other(Specify)
PH9
V. Number of Employees/ Physicians Professional Nurses |Licensed Practical Nurses/ Medical Social Workers Total Number
Volunteers Full-time PH11 PH12 |Licensed Vocational Nurses PH13 PH14
Equivalent Employees Volunteers Employees Volunteers Employees Volunteers Employees Volunteers 8
. . A B. A B. A1 B. A B.
Top section of professional ! . . ! PH19
Homemakers Hospice Aide Counselors Others
category reflects total Employees | Volunteers
. PH15 PH16 PH17 PH18
number of FTE (i.e., PH 11
Employees Volunteers Employees Volunteers Employees Volunteers Employees Volunteers
through PH 18) 7
A1 B. A B. A1 B. A B. 1 A B.
Whoever knowingly or willfully makes or causes to be made a false statement or representation on this form may be prosecuted under applicable Federal or State laws. In
addition, knowingly and willfully failing to fully and accurately disclose the information requested may result in denial of a request to participate, or where the entity already
participates, a termination of its agreement or contract with the State agency or the Secretary as appropriate.
Name of Authorized Representative and Title (Typed) Signature Date
Wain Jone, Owner 3/15/19 PH20

Form CMS-417 (12/15)
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Form Approved
OMB No. 0938-0379

HOSPICE SURVEY AND DEFICIENCIES REPORT

Page of

CERTIFICATION NUMBER

NAME OF FACILITY

West Cost Health Hospice

SURVEY DATE

1.  Was this hospice surveyed for compliance with 42 CFR 418.110?

L50
D Yes D No
2. If this hospice provides inpatient care directly, is the inpatient care provided on the premises? L51
D Yes D No
3. Has a waiver of core nursing services been granted? L52 | 4- If “Yes” indicate date L53
D Yes D No
5. Indicate type of setting(s) in which the hospice provides routine home care. L54
D Private residence D SNF D NF D Other (specify)
6. Number of hospice patients residing in a SNF, NF or other residential facility who'teeeive rontine home care L55
from the hospice.
7. Number of hospice patients admitted during recent 12 month périod. L56
8. Number of records reviewed during survey. L57
9. Number of home visits conducted to pati€fits,in a private residence. L58
10. Number of home visits conduéted to patients\in residential facilities. L59
11. Does this hospice operate under the'same certification 160 | 12- If “Yes” enter L61
number at more than one location? number of locations.
D Yes D No
13. Does this hospice operate as part of another entity that participates | [ ¢5 | 14. If “Yes” enter the Medicare L63

in the Medicare program?

D Yes D No

certification number of the entity.

SURVEYOR SIGNATURE

TITLE

DATE

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number.
The valid OMB control number for this information collection is 0938-0379. The time required to complete this information collection is estimated to average 1 hour
per response, including the time to review instructions, search existing data resources, gather the data needed, and complete and review the information collection.
If you have any comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS, Attn: PRA Reports Clearance

Officer, 7500 Security Boulevard, Baltimore, Maryland 21244-1850.

CMS-643 (06/08)



HOSPICE SURVEY AND DEFICIENCIES REPORT

Page of

DEFICIENCIES

DATA TAG NUMBER COP/STND. NO. COMMENTS

&
N\
N

I certify that I have reviewed each hospice Condition of Participation and related standards and except as indicated on this
form the facility was found to be in compliance with the standards and/or the Conditions of Participation.

SURVEYOR SIGNATURE TITLE DATE

SURVEYOR SIGNATURE TITLE DATE

CMS-643 (06/08)
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SECTION 4: PRACTICE LOCATION INFORMATION (Continued)

E. Vehicle Information

If the tobile health caro setvices ate rendered inside & vehicle, such as a mobile home or trailer, furnish
the following vehicle information, Do not furnish {nformation about ambulance yehicles, or vehicles that
are used only fo transport medical equipment (e.g,, when the equipment is transported in & van but is used

in a fixed setting, such as a dootor’s office). If more than three vohioles are used, copy and complete this
gection as needed, ' '

If you are changing, adding, or deleting information, check the applioable box, furnish the effective date,
and complete the appropriate fields in this section,

TYPE OF VEHICLE VEHICLE
CHECK ONE FOR EACH VEHICLE (van, mobllehome, traller, otc.) IDENTIFICATION NUMBER

[JCHANGE [JADD [ DELETE
Effective Date;

- [ICHANGE [JADD [JDELETE
Effective Date: ‘

[1CHANGE [ ADD [7] DELETE
Effective Date;

For each vehicle, submit a copy of all health care related permits/licenses/registrations,

F. Geographic Location For Mobile iPortable Providers where the Base of Operations and/or
Vehicle Renders Services \

For home health agencies (HHAg) and Mobile/portable providers, furnish information identifying the
goographic area(s) whete healfh care services aro rendered.

NOTE: If you provide mobile\healfh caté services in more than one State and those States ate serviced by

different Medicare fee-for-service contractors, complete a separate enrollment application (CMS-855 A) for
each Medicare fee-for-service oofitilotor”s jurisdiction,

1. INITIAL REPORTING AND/OR ADDITIONS

If you ate reporting or adding an entire State, it is not necessary to repott each oity/town. Simply check the
box below and specify the State, :

[ Entire State of '

If services are provided in selected cities/towns, provide the locations below, Only list ZIP codes if you ate
not servicing the entire clty/town. -

CITY/TOWN STATE | ZIP CODE
See Attached

CMS-855A (07/11) nn




STAR HOME HEALTHCARE SERVICES

City

Antelope
Auburn
Auburn
Auburn
Carmichael
Carmichael
Citrus Heights
-Cltrus Helghts
Citrus Helghts
Clarksburg
Cool

Davls

Davis

Davls

Diamond Springs

Drytown

El Dorado

El Dorado Hills
Elk Grove '
Elk Grove

- Elk Grove

- . Elk Grove
Elverta

Fair Qaks
Folsom

Folsom

Galt

Granlte Bay
Herald

Hood

lona

Lincoln

Loomis

Lotus

Mather.
Mcclellan
Newcastle
North Highlands
Orangevale
Penryn

Pilot Hill
Placerville
Pleasant Grove
Plymouth -
Rancho Cordova

County
Sacramento
Placer
Placer
Placer
Sacramento
Sacramento
Sacramento
Sacramento

Sacramento - -

Yolo
El Dorado
Yolo
Yolo
Yolo

-El Dorado

Amador

El Dorado
El Dorado
Sacramento
Sacramento
Sacramento
Sacramento
Sacramento
Sacramento

Sacramento

Sacramento
Sacramento
Placer
Sacramento
Sacramento
Amador
Placer
Placer

El Dorado
Sacramento
Sacramento
Placer

Sa:qramento _
Sacramento

Placer

El Dorado
El Dorado
Sutter
Amador
Sacramento

2P Code
95843
95602
95603
95604
95608
95609
95610
95611
95621
95612
95614
95616
95617
95618
95619
95699
95623
95762
95624
95757
95758
95759
95628
95628
05630
95763
95632
95746
95638
95639
95640
95648
95650
95651
95655
95652
95658
95660
95662
95663
95664
95667
95668
95669
95670
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Assurance of Compliance

The Applicant provides this assurance in consideration of and for the purpose of obtaining Federal
grants, loans, contracts, property, discounts or other Federal financial assistance from the U.S.
Department of Health and Human Services.

THE APPLICANT HEREBY AGREES THAT IT WILL COMPLY WITH:

1. Title VI of the Civil Rights Act of 1964 (Pub. L. 88-352), as amended, and all requirements
imposed by or pursuant to the Regulation of the Department of Health and Human Services (45
C.F.R. Part 80), to the end that, in accordance with Title VI of that Act and the Regulation, no
person in the United States shall, on the ground of race, color, or national origin, be excluded
from participation in, be denied the benefits of| or be otherwise subjected to discrimination
under any program or activity for which the Applicant receives E€deral financial assistance
from the Department.

2. Section 504 of the Rehabilitation Act of 1973 (Pub. L. 934112), agfamended, and all
requirements imposed by or pursuant to the Regulation of the Department'of Health and Human
Services (45 C.F.R. Part 84), to the end that, in accordance with Seetioft 504 of that Act and the
Regulation, no otherwise qualified individual with a digability in the'United States shall, solely
by reason of his or her disability, be excluded fromparticipationdn, be denied the benefits of, or
be subjected to discrimination under any program orjactivityifor which the Applicant receives
Federal financial assistance from the Department.

3. Title IX of the Education Amendments of 1972 (Pub. L. 92-318), as amended, and all
requirements imposed by or pursuant to the Regulatien of the Department of Health and Human
Services (45 C.F.R. Part 86), to théend that, in‘aecordance with Title IX and the Regulation, no
person in the United States shall, onjthebasisiof sex, be excluded from participation in, be
denied the benefits of, or begetherwisegubjected to discrimination under any education program
or activity for which the Applicantzeceives Federal financial assistance from the Department.

4. The Age Discrimination Actofd975(Pub. L. 94-135), as amended, and all requirements
imposed by or purs@ant’to the Regulation of the Department of Health and Human Services (45
C.F.R. Part 91), 10 the endithat, ib accordance with the Act and the Regulation, no person in the
United States shalljioft the basis of age, be denied the benefits of, be excluded from
participation in, or be subjeéted to discrimination under any program or activity for which the
Applicant receives Federal financial assistance from the Department.

5. Section 1557 of the Affordable Care Act (Pub. L. 111-148), as amended, and all requirements
imposed by or pursuant to the Regulation of the Department of Health and Human Services (45
CFR Part 92), to the end that, in accordance with Section 1557 and the Regulation, no person in
the United States shall, on the ground of race, color, national origin, sex, age, or disability be
excluded from participation in, be denied the benefits of, or be subjected to discrimination
under any health program or activity for which the Applicant receives Federal financial
assistance from the Department.

The Applicant agrees that compliance with this assurance constitutes a condition of continued receipt
of Federal financial assistance, and that it is binding upon the Applicant, its successors, transferees
and assignees for the period during which such assistance is provided. If any real property or structure
thereon is provided or improved with the aid of Federal financial assistance extended to the Applicant
by the Department, this assurance shall obligate the Applicant, or in the case of any transfer of such
property, any transferee, for the period during which the real property or structure is used for a

https://ocrportal.hhs.gov/ocr/aoc/complete.jsf 1/10/2019



Page 2 of 2

purpose for which the Federal financial assistance is extended or for another purpose involving the
provision of similar services or benefits. If any personal property is so provided, this assurance shall
obligate the Applicant for the period during which it retains ownership or possession of the property.

The Applicant further recognizes and agrees that the United States shall have the right to seek judicial
enforcement of this assurance.

You have successfully submitted the HHS-690 for your organization. You confirmation number is
15946178

The following information was provided:

Date:
Name and Title of Authorized Official:
Name of Healthcare Facility Receiving / Requesting Funding,

Address:

https://ocrportal.hhs.gov/ocr/aoc/complete.jsf 1/10/2019
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