Lisensee Name:

lLicensee—»Numb'en

Application and Instructions for:

Nursing Service Agency

Reason for application (Please check all that apply):

Ty [ Initiad Licensure

T T ) _
g;;,f__;-z\jf‘f—{ [T Change of address: What is your current license
G':%, ; S number:

L. }ée’%&__ﬁé—r. Iy

e e . v .

~--{§::V;€i:/; [ ] Change of ownership: What is your current license
number: :

[ ] Licensee Name Change
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, INSTRUCTIONS

». Pleasganswer alf questions. Do not leave blanks. Incomplete forms will be returned to you and your licensz will not

- be issued. Please use a ballpoint pen,

The fee for this application is $500. if this application reflects a change of location, there is no fee.

I this is your secondary license (1Le. yau have paid 2 $500 fee for your Home Care Provider or Home Nursing Care
Provider license) then there is no fee for the Nursing Service Agency License. .

Make your check/money order payable to "General Treasurer, State of Rhode lgland”. Do not send cagh.
Sign the completed application and return fo:

Rhode Island Department of Health

3 Capitol Hill, Room 306

Providence, Rl 02908-5097.

I you have any questions concerning this renewal application, cafl the office of Facilities Regulations at (401) 222-
2566.

Licensure application materials are public records as mandated by Rhoda Istand law and may be made available o
the public, unless atherwise prohibiied by State or Federal law.

The Nursing Pool agency shali maintain a premises within the geographical boundaries of the state

Accreditation: Pleass note that within 24 monihs of inilial licensure, the provider s required fo aitain appropriate
certification from an acereditation agency.

You must attach the following items before a license can be issued:

1. Copies of the required liability and bonding insurance in accordance with section 8.1 {(5).
2. A notarlzed list of all direct and indirect owners whether individual parinership, limited
partnership, limited Hability company, or corporation with percent of ownership. If a
corporation, this list must also include all officers, directors and other persons of any
subsidiary corporation owning stock.

Members of the governing body, if different from item 2.

A copy of the policy/contract for supervigion of nursing assistants. Section 8.2 (3)
Example of employee photo ID badge. Section 8.2 {4)

Criminal Record check policy/procedures. Section 10.4

Policy on reporting of abuse/neglect. Section 12.0

NO O

Attachments: i you have been requested ta submit attachment(s) with this application, please label and
staple each separate attachment and securely affix any and all attachments to this appflication.

Postage: The amount of postage required for mail delivery will vary depending upon the total weight of your

-gttachment(s) and application. Please be careful 1o include the appropriate postage necessary to mail your

ampleted application.

Please complete the following information:

Addittonal License Type: | 1. I' wish io apply for @ Home Care Provider License: Yes [ | No [ ]

(Pleate cheek the 2. ) wish to apply for a Home Nurslisg Care Provider Licenss;  Yes|_| No[ ]

appmp_ﬁate boxes.

There is ne t=e for an Pleass note that  you are renewing or applying for either a Home Gare Provider and/or 3 Home Nursing Care Frovider ..
atdivonal license type) you must complele a separate application. :
Licenze Sub-Type: [l Prefit D Non-Profit

Pleass solect one :
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State of Rhode Island and Providence Plantations

- Department of Health

Agency Name:
Pieasse provide the name of
the: agency (as known o the | Name:
public).
Arency Cantact Persoh:

Name:
Please pravide the name
ang telgphone number of 2
person wa tan contact
eoncemning this agency. Phone Number: _( }

{

Agency Maifing ]
Infonmation: Address Ling 1
Floase provide the maling | Address Line 2
information for alf ) .

Agidress Line 3

cornmunication regarding
iz license.

Addrecs City, State, Zip Code

{Not published on
HEALTH website). Address Country

Phone:

Fax

Emall Address:

{Please leave this secion blank if it is the same 85 above)

Agoncy Location Address tine 1
Infonmation;

Address Ling 2
Please provide the location
information for this faility. Address Line 3
(Published on HEALTH Address City, State, ZIp Code
wigbsita),

Address Gountry

Phena:

Fax

Emzil Address:
Ownership Type: D Corporation D Limited Ligbility Cormnpany
Please clieck ONE

D Govemmentat Entity D Sole Proprietorship

[} Parinership

Ej Parmer

[ vimited Parnership
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-

Ovinership E’l;\fonn&ﬁon:

- Name;

Please provide aownership
information for the Sole
Proprietorship, Parmnership,
Limited Parnemship, DBA:
Corporation, Limited Liabfity -
Company or Governmental
Entiy.
Ovmership Addrezs ;
Information: Address Line 1
Please provide the address | Address Line 2
and telephone numbrer(s} of
the Sole Rraprieforship, Address Line 3
Parinership, Limited )
Parnership, Corporation, Address Clty, State, Zip code
Limited Liability Company or -
Bovernmental Entity. Phane:

Fax:

Emall Address:
Parent Orgenization, i
Group Affillation: Corporation Type
Plaase complele this section | Name of Organization

if there is any parent
organtzailon, group
atliiation or other entity that

Address Line 1

is on the fop of the Address Line 2
Faciitylagency control A
y Address Line 3
Address Gity. State, 2ip code
Phone:
Fax:
Emait Address:
Land/Bullding Info: Names
If Bye owher of the fand apg | Address Line 1 ~
building is other than the :
oparator of this Address Line 2
agency/facilily, please )
complets the following: Address Line 3

Address Cily, State, Zip code

Phone

Complizhce with
Conditons of Approval

Please check yss or no.

This fcilityfegency is in compliance with all conditions of approval (i.e. relativa in Certificate of Need, Change of
Effective Control, Initial Licensure andfor Livensure renewal).

[} ves D No
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WA

Acknowledgements

1 am aware ofChapter 5-34-1 ¢f the General Laws of Rhiode lgland, 1856, as amended, and the standards, rules and regulations prescribed there
under. which regulate the operation of this agency.

| acknowledge et authorizad representetive of the Licensing Agency shall, in conformity with the authority confinued under Ghapter 23-17-10 of the
Ganeral Laws of Rnode Igland, as amended, have the right to enter withaut prior nofice 1o inspect the entire premises and services, including all secords

of zny faciiity/residence.

FEIN Rumber:

{Federal Employer
Identification Number)

Noles K you ave a sole
preprietor this number
may be your Social
Sacurity Number.

Pursuant to Chapter 75 of Title & of the Rijede Island General Laws, as amended, any person spplying for or
senewing any Neense, perwit, or other suthority to conduct a business or oscopalion within Rhede 1sland must
have filed all reguired stote tax retums and pold all taxes due the state or must have entered Into a wiiltan
installmant agreement to pay delingueit sate taxes thiat is satisfactory to the Tax Administrator,

Ploase provide balow SSN/FEIN for this livenss:

SSNF.ELN. Number:

Affidavit of Applicant

Raad, sign, and date
this affidavit.

AFFIDAVIT AND SIGNATURE
This Application Must ba Signed

I have read carefully the questions in the foregeing application and have ancwered them complstety, without
resenvations of any kind, and | declare under penalty of perjury that my answers and all statemests made by me
herein ara trua and comect. Should 1 fumlsh any false Informetion Ik this applieation, ) areby agres that such
act shall constituts eause for denial, suspension or revocation of this Litehse in the State of Rhode Island.

| understand that this iz a confinuing application and that | have an affimative duly to Inform the Rhode Jsland
Deparbment of Health of any changs in the answers to these guestions after this application and this
Affidavit Is slgned.

) hereby destare, under penalty of perjury, that § have filed all required state tax returns and have either pafd all
taxes due the siate or have entered into a written instatiment sgresment with the Rhode island Division of
Taxation.

Signaturs of Authorized Person " Date of Signature
(MM/DDIYY)

Printed Name of Autherized Person

Title of Authorized Person

Fur.ni::»hing the SSN andlor FEIN is mandatory. The $SH and/ar FEIN will be transmitted to the Rhode Island
Divigion of Taxation pursuant to Ghapter 75 of Title & of the Rhode Island General Laws, as amended.
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