Form OMR CON-1 (12-68)

STATE OF NEW YORK FOR OMRDD USE ONLY
OFFICE OF MENTAL RETARDATION AND DEVELOPMENTAL DISABILITIES
Application Number Date Received
APPLICATION FOR CERTIFICATION OF NEED .
(For New Program/Construction) 80080 i Mo. Day r

I. GENERAL IDENTIFYING INFORMATION

1. Business Name of Appiicant

7s. Name of Person 10 Contact for Additional Information

2. No. and Street (of Main Office)

Phone 7b. No. and Street

Phone

3. City Zip Code

County 7c. City

Siate Zip Code

- 4a. Applicent’s Authorized Ofticial (Board Pres., Executive Director, Partners)

3. Type of Sponsorship

sb. City Zip Code

County

1 [ otmer (Describe)

(4} D Public (2) D Proprietary
4b. Title of Authorized Official @ O ciy @ O indiviaval
(b) D County (b) D Partnership
4c. Signature of Authorized Otticial Date (c) D State () D Corporation
(d) D Other (3) D Not tar Profit Corporation
5. 1t Existing Facility, Name of Faciiity 9. Class of Fachity
(&)] D ICF/DO (8) D Outpatient Class
Sa. Operating Certificate No. Sb. Expiration Dete @ O cr-supervisea (@) J Day Treatment
(3 D CR-Supportive (6) [J Clinic Treatment
8. It Propased Facility, indicate Proposed Name " Speciatty Hospital {¢) [ Oay Training
' — (5) D Private Residential School Dsm-m Workshap
Sa. No. and Street of Existing or Proposed Facility (If known) Work Activity
Preschool

10. Who owns the property? Attach names of corporate officers, if applicable.

P

" D Action to be Taken:
(n D New Program (Capacity.
(2) D Relocation of Existing Program
(3 D Expansion of Exisiting Program
(4) D Change in Capacity:

Present:

B o
Lad

11a. D Construction/Renovation (over $25,000)
11b. Projected Opening/Compietion Date:

12 [ property 1o be Used invoives:
1 O Purcnase of Buitcing
) [J Purcnase of Lana
@ [J Lease of Building
() [ Lease of Lana
(S) D Lease of Space Only
© 3 omer (specity)

1 D Construction/Rencvation (over $25,000):
(1) D New Ptant

(2) D Expansion of Existing or
Acquired Piant

{3) D Renovation of Existing or
Acquired Plant

(4) D Major Repairs to Existing or
Acquired Plant

14. D Anticipated Sources of Capital Funding:
(1) D Federal Funding (specify}.

(1 D Medicaid

(2) D State Aig Grant - -

(3) D Program Development Grant
(4) D Mortgage Loan

(5) D State Lease

(6) D State Capital D State Aid Grant

D Community Capitai
(7 D Advance Funds (ICF/OD & Day Program Onty)

(8) D Other (specily):

@ [ ssi

) D
(€) D OVR

18, D Anticipated Sources of Operstional Funding:

(3) D State Assistance
a) D State Lease
Section 41.38 of MML

() D State Aid (aka Locai Assistance)
(4) D Other (specify).




Form OMA CON-1 {12-08) . ' Pogez -

ii. PROPOSED PROGRAM INFORMATION

1. Anticipated Clientsie {0 be served: Expected Number From
P n“. D.C. Community % Ambulatory  |% Non-Ambulatory
a. [ Deveiopmentaily Disabied ange State Op. Vol. Op. :

3 Mentaily Retarded ' ‘
O cerevral Paisied ’
a Epileptic

O Neurotogicaily Impaired
O Autistic

|

I

|

. i

b. 0 Otner (specity diagnosis) 5
{

i

|

2. in narrative format, describe the proposed project (Incorporsting program description). include the following, when relevant to
the propossi:

a. Outline of unmet needs to be served: why the clientele 1o be served is in need of the services proposed: and confirmation
that aiternative, less costly or more etfective methods of accomplishing the proposed resuits are absent.

b. Goals and objectives of proposed program and consistency of these goais and objectives with applicant’s long range plan.
¢. Outline description of the propossd program. :

d. Proposed plan of organization or description of the impact of the proposal on the exlstmg organization.

e. Special or unusual services, activities or squipment to be provided by the applicant.

{f. Support services (8.g.. Transportation), to be provided by the applicant.

g. Description of geographic area to be served.

h. Description of location in which program site is expected to be located. If known, give complete address, description of site
and zoning information.

i. Anticipated start-up cost.

j. How project will foster cost containment and improved quality of care through improved etficiency and productivity, including
promotion of cost-effectiveness factors. .

{Use s@itonal sheets ss naseseary)




Form OMR-~1 (112-88) ’* 3

. 3. Statement of Need
Has contact been made with the Heaith Systems Agency relative to the proposed project? D Yes D No
Has contact been made with the Local Governmental Unit relative to the proposed project? D Yes D No

DThe proposed project is currently included in the Health Systems Agency plan.
The proposed project is currently included in the Local Govemnmental Unit plan.

It the proposed project is not currently included in the Heaith Systems Agency and Local Governmental Unit (county) pian. indicate
how this project will be inciuded.

How will this proposed project contribuie to attainment of short-term and long-term goais of locai, regional and statewide plans tor the

developmentally disabled? Is this proposed project consistent with statewids, regional and county plans for the developmentally
disabied?




Faorm OMR CON-1 (12-881

Page 4
il. 4. Anticipsted Statfing
.
um Anticipated
Position Number Full Time Salary Cost
Full Time Equivaient (including tringe benetits)

Totals:

Il.,_,.5{ Integration with reiated resources and services in the Community:
[ d. What kinds of tacilities and services will be utilized by the proposed program?

M D General Hospital N D Deveiopmental Center
(2) (3 Medicat School @ O 1cro0

(3) D Nursing Home (9) D CR - Supervised

(4) D Hesith Retated Facility (10) D CR - Supportive

(5) EJ Home Heaith Agency 111) [J speciaity Hospital

(6} D Psychiatric Center (12) D Private Residential School

(13) D Day Treatment

(14) D Clinic Treatment
(15) O sheitered worksnop
(16) ] work Activity

(mn a Day Training

(18) O otner




Form O%AR CON-1 {12-88)

Page 3

Ii. 8. Service information
om——

a. Number of yea'rs applicant has been in operation and/or
providing services for developmentally disabled individuals.

m’

b. What programs for developmentally disabled
individuals does applicant currenly operate?

Check appropriate box{(es)

Number

of Persons in

Existing
Programs

No. of Persons
Who will Move
to or Use
New Program

Anticipated
Additional New
Admissions

Anticipated
Total Number of
Persons in
Proposed Program

D ICF/DD

[2]2]

Other

00 Other

[=]e] Other

oD Qtner

D CR - Supervised

O er- suportive

DSpoeldty Hoepitsl

Dmuﬁoddmﬁdw

D Day Treatment-Full Time -

D Day Treatment-Part Time

D Clinic Trestment

Dbcyfnlnlnq

D Sheltered Workehop-Full Time

wawmm

D Work Activity-Full Time

DWU&M'II'—MM

Dclm:m

O other: (specity)

Totals:

T
|
i
|
|

——

——

c. Specify other services or programs this orgaization provides to persons other than those who are deveiopmentaily dosabiled. Aiso

specify those in the planning stage.




Form OMR CON-1 (12-88)

Page s

11, Anticipated Operating Budgst Intormation (for tirst yeasr)

ANTICIPATED OPERATING INCOME

a. Client Fees (Billing) (based on fee information available at this time)
b. Medicaid (based on fee information availabie at this time)
c. SSi

d. State Assistance

(1) State Lease

(2) Educsation 833

(3) Education Aid

{4) Education

(S) O.V.R.

{6) Articie 41 Operating Funds

(7) Other

e. Direct State Expenditures (for state operated programs oniy)

{. Federal Funding

(1) Section 8§ Aental Subsidy

(2)

3)

g. Contributions from individuais

h. Contributions trom Organizations

i. Other (specily)

Totals

ANTICIPATED OPERATING EXPENSES

a. Administrative Overhesad

b. Statting Salanes (From Page 4)

¢. Staff Fringe Benefits

d. Rent

e. Mongage

{. Equipmaent

g. Office Supplies

n. Utilities

1. lnsurance

j. Travet - Statt

k. Travei - Client

1. Food

m. Housekeeping Supplies

n. Program Supplies

0. Other Expenses (Specify)

Totats

—

Last Three Years' C.P.A. Audited Finsncisi Statements: (Attach)




£Grm OMR CON-1 (12-86)

1V. PROPOSED CONSTRUCTION (erection, building, alteration, reconstruction, improvement, mo&lllcatlon) INFORMATION

Provide & narrative description of any construction to be performed, including the following as may be known:
* Description of architectural services to be provided ,

* Preliminary sstimate of the construction time schedule
» Estimates of the costs of construction and sources of financing




Form OMA CON-1 (12-38) Page

V. INCORPORATION/PARTNERSHIP INFORMATION

1. It not currently incorporated, compiete the following (i applicable):

a. Under what name has the applicant been operating? b. How long?

c. At what location?

d. For what purpose?

2 s a current certificate of incorporation/amendment or parinership ugmmoni on file with OMRDD? D Yes D No
(1f not on file, please attach). ;

3. Is the corporation {imited to operation in a designated geographical area? ' D Yes D No

a. If “Yes", identity area.

4. |f the current certiticate of incorporation/amendment is appropriate 10 cover propased services, state the section ot the certificate ot
incorporation/amendment that allows for such services:

5. If the current certificate of incorporation/amendment is not appropriate 10 cover proposed services, and approval of a certificate of
amendment is requested, compiete the following and atiach the certificate of amendment.

a. How long has the agency been incorporated? b. At what location?

¢. For what purpose?

d. Provide & brief descnption of services provided (other than thass which are currently certified by OMBD,D).

6. On a separaie attachment, identify each incorporator, member of the Board of Directors, major stockhoider or partner, and inciude tho
tollowing information.

a. Name

b. Home address

c. Occupation

d. Business address

e. Community and philanthropic expenence

f. Previous positions as board membaer or owner of any Health, Mental Retarcation/Developmentai Disability. Mental =ealth. or other human services
taciity within the last 10 years.

[}

- A statement that the individual has never had a criminal conwviction. nor has any criminai actions pending against him or her. or explanation ot
conviction for any offense against the law except traftic charges and explanation of charges pending in any court.




Form OMA CON-1 (12-88) Paye d

Vi. STATEMENT OF UNDERSTANDING

(t am) (We ars) aware that
1. Caertification of need for this proposed program does not constitute automatic approval of the project.

2. Certitication of need fbr this proposed porgram does not constitute confirmation of availabiity ot anticipated capital funding
or operating funds.

3. Certification of need for this proposed program does not constitute authorization to proceed with contractural arrangement for
property, construction, statting., equipment, etc.

4. Certification of need for this proposed program does not constitute authorization to initiate the program.
5. In order 10 initiate oparation of the proposed program, the program must be issued an “Operating Certificate.”

6. An Operating Certificate can only be issued when the proposed program has complied with existing standards for the class of program
proposed, and these standards are known to (me) (us).

{Authonzed Otficial's Signature®) (A Ofticiat's Sig }
(Title) (Titie)
(Oate) (Date)
* Board P . E ive Director. Partners as applicabie
—

FOR OMRDD USE ONLY:




