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OPWDD CON Application
Business Name:  Site Address:
Page  of 
Created Fill-able for OPWDD Form CON-2 (8-15)
 
STATE OF NEW YORK
OFFICE FOR PEOPLE WITH DEVELOPMENTAL DISABILITIES
 
APPLICATION FOR CERTIFICATION OF NEED
7. Type of Sponsorship
I. GENERAL IDENTIFYING INFORMATION
10. Property to be Used Involves
11. Construction/Renovation (Check all that apply)
12. Anticipated Sources of Capital Funding (Check all that apply):
(Specify)
13. Anticipated Sources of Operational Funding (Check all that apply):
FOR OPWDD USE ONLY
  DDRO
Date Received
 
 
  Mo. ____ Day ____ Year____
  Application Number
8. Action to be Taken (Select all that apply):
Current
Proposed
From
To
Capacity
9. Type of Facility/Services   
*Please see instructions for further clarification
** See page 5 question 9 for detail on Waiver Services
Projected Date of Completion
II. PROPOSED PROGRAM INFORMATION
1. Check each qualifying diagnosis for the individuals who will be served in this project:
2. Identify the number of individuals who will be served in this project:
Existing
Developmental Center
Community/Home
Residential School
Voluntary Operations
Skilled Nursing Facility
State Operations
3. In a narrative format, describe the proposed program.  If needed, attach additional documents, and include the following:
	a. Description of location in which program site is to be located. 	b. Outline of unmet needs to be served: why individual(s) to be served is in need of proposed services; and confirmation that this is the most cost-effective  	    method of accomplishing the results. 	c. Describe how the proposal enhances your agency's current vision/strategic planning efforts.
III. INTEGRATION WITH RELATED RESOURCES AND SERVICES IN THE COMMUNITY
1. What kinds of facilities, programs, and services will be utilized by the proposed program? Check all that apply:  
(Specify)
(Specify)
IV. STATEMENT OF NEED
1. Has contact been made with the Health Systems Agency relative to the proposed project, if over $600,000?
2. Has contact been made with the Local Government Unit (New York City, County) relative to the proposed project/service?
If contact has not been made, it is advised that applicant contact Local Government Unit (L.G.U.).
V. SERVICE INFORMATION
1. Number of years applicant has been in operation and/or providing services for individuals with intellectual and/or developmental disabilities:
2. What programs/services for individuals with intellectual and/or developmental disabilities does the applicant currently operate/provide (check all that apply):
(Specify)
3. Specify services or program, other than those noted above, that are provided by this organization:
* Fiscal Intermediary includes Individual Goods and Services (IDGS), Community Transition Services (CTS), Live in Caregiver, and Broker Services.
VI. INCOME/EXPENSES
ANTICIPATED OPERATING INCOME If there are no changes to income or expenses, go to section VII
a. Fees (billing) (based on fee information available at this time)
b. Medicaid (based on fee information available at this time)
c. SSI
d. State Assistance
e. Direct State Expenditures (for state operated programs only)
f. Federal Funding
	(1) Section 8 Rental Subsidy
	(2) Other
	Other (explain)
g. Non-State Federal Funding
Totals*:
ANTICIPATED OPERATING EXPENSES
a. Administrative Overhead
b. Staffing Salaries, include Fringe
         Anticipated full time equivalent total:
	Direct Support Professional	
	Clinical
c. Rent/Mortgage
d. Other than Personal Services
e. Other Expenses
	Other (explain)
Totals*:
Difference:
	Clinical
VII. FINANCIAL STATEMENTS
C.P.A. Audited Financial Statements on file with DDRO
Yes
No
 If not, attach the last 2 years of audited Financial Statements   
VIII. PROPOSED CONSTRUCTION
No construction involved with this  application, proceed to section IX.
Provide a narrative description of any construction to be performed, including the following as may be known:
	* Summary of scope of work.
	* Preliminary estimate of the construction time schedule.
	* Estimates of the costs of construction and sources of financing.
IX. INCORPORATION INFORMATION
1. Is a current certificate of incorporation/amendment on file with OPWDD?
Yes
No
If no, submit current certificate of incorporation/amendment.
2. Is the corporation limited to operation in a designated geographical area?
Yes
No
If yes, indicate all areas covered
3. Is the current certificate of incorporation appropriate to cover proposed services?
Yes
No
If no, the certificate of incorporation must be amended
4. Is a current roster of board of directors on file with DDRO?
Yes
No
5. If no, attach roster of current board of directors.
X. STATEMENT OF UNDERSTANDING
Agency is aware that:
1. Certification of need for this proposed program/service does not constitute automatic approval of the project.
2. Certification of need for this proposed program/service does not constitute confirmation of availability of anticipated capital funding or       operating funds.
3. Certification of need for this proposed program/service does not constitute authorization to proceed with contractual arrangement for       property, construction, staffing, equipment, etc.
4. Certification of need for this proposed program/service does not constitute authorization to initiate the program.
5. In order to initiate operation of the proposed program or provision of proposed HCBS Waiver services, the program/service must be       issued an "Operating Certificate".
6. An Operating Certificate can be issued when the proposed program/service has complied with existing standards for the class of       program or type of service proposed, and these standards are known.
(Authorized Official's Signature)*
(Authorized Official's Signature)*
(Title) 
(Title) 
(Date)
(Date)
* Both Executive Director and Board President Signatures are required for voluntary agencies.
 
FOR OPWDD USE ONLY
I. GENERAL IDENTIFYING INFORMATION (continued)
9. Type of Facility/Services
Waiver Services
Projected/Effective Date
Service
NPA Exemption Provided
* Fiscal Intermediary includes Individual Directed Goods and Services (IDGS), Community Transition Services (CTS), Live in Caregiver, and      Broker Services
Yes
No
Effective Date of Exemption
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