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	FAMILY ADULT DAY CARE (ADC)
NEW PROVIDER CERTIFICATION APPLICATION

	Completion of this form is required by 42 CFR 441.352(1) and (2). Adult day care (ADC) centers serving publicly funded clients must meet state certification requirements in order to receive funds for the cost of care for these participants. Failure to complete this form completely and accurately may result in a delay in processing and/or denial of certification.
Send the completed form with the items listed in Step 1 below to:   Division of Quality Assurance
ATTN:  Licensing Associates
PO Box 7940
Madison, WI  53707-7940
If you have questions regarding the completion of this form, call 608-266-8482 or email dhsdqaballicensing@dhs.wisconsin.gov.

	APPLICATION PROCESS
Step 1 – Complete Application.  A fully completed application is received and reviewed by the department. Incomplete applications will be returned to the applicant without processing.
Step 2 – Applicant Compliance Statement.  Family Adult Day Care – Applicant Compliance Statement (DQA form F-02107) is submitted to the department attesting that this facility is in substantial compliance and ready for an onsite certification visit.
Step 3 – Onsite Visit.  An onsite certification visit is completed by department staff to determine compliance with Wisconsin certification requirements. At that time, facilities may also choose to be reviewed for compliance with Home and Community-Based Services (HCBS) standards set by The Centers for Medicare & Medicaid Services.


	STEP 1 – COMPLETE APPLICATION

	The following items must be attached to this completed application form.

	|_|
	1.
	Non-refundable certification fee of $127.00

	|_|
	2.
	Program description, including program services [Family ADC Standards I.A.(1)]

	|_|
	3.
	Proof of transportation liability insurance, if applicable [Family ADC Standards I.C.(3)]

	|_|
	4.
	Completed Adult Day Care and Family Adult Day Care Background Character Verification  (DQA form F-62603) [Family ADC Standards II.A.(1)]

	|_|
	5.
	Proof of provider health examination  [Family ADC Standards II.A.(3)]

	|_|
	6.
	A diagram of the floor plan showing total space (dimensions, exits, and room usage) [Family ADC Standards III.A.(1)]

	|_|
	7.
	Pet vaccinations, if applicable [Family ADC Standards III.B.(3)]

	|_|
	8.
	Well water test results, if applicable [Family ADC Standards III.B.(4)]

	|_|
	9.
	If the ADC is currently certified, a letter of intent to sell by the current owner/certificate-holder

	|_|
	10.
	Signed and completed DQA form F-02107, Family Adult Day Care – Applicant Compliance Statement. This form should only be submitted when the facility is in compliance and fully prepared for the initial, onsite certification visit. For additional information, reference https://www.dhs.wisconsin.gov/regulations/adultdaycare/openingfacility.htm.

	General Information

	Name – Facility
     

	Street Address – Facility
     
	City
     
	State
  
	Zip Code
     
	County
     

	Telephone No. – Facility
     
	Fax No. – Facility
     
	Email Address – Facility 
     

	Name – Program Director
     
	Telephone No. – Program Director
     

	Designated Mail Recipient

	The individual named below is authorized to receive all mail, including certification renewals and statements of deficiencies.                                       

	Name – Designated Mail Recipient
     

	Title
     
	Email Address
     

	Mailing Address – Street or PO Box
     
	City
     
	State
  
	Zip Code
     

	Facility Information

	The ADC is located in or attached to:

	|_|  One- or two-family dwelling

	|_|  Stand-alone facility

	|_|  Multi-use building not attached to a healthcare facility (e.g., a church, community room, or senior center)

	|_|  Assisted living or other healthcare facility not a nursing home (e.g., a CBRF, RCAC, or general hospital)

	|_|  Nursing home or area of a hospital designated “swing beds”  


	Certificate Holder Type (Check one.  Do not check “Government – State” unless facility will be owned and operated by a state agency.)

	|_|  Church
|_|  Corporation For-Profit
|_|  Corporation Non-Profit
	|_|  Government – County
|_|  Government – State
|_|  Government – Other
|_|  Tribal
	|_|  Limited Liability Corporation (LLC)
|_|  Partnership
|_|  Proprietorship (individual)




	
	
	|_|  Other – Specify: 
	     


	Owner / Operator / Certificate Holder Information

	Name – Corporation / Legal Entity (if applicable)
     

	FEIN (Federal Employer Identification No.)
     


	Name – Certificate Holder or Corporate Entity
     
	Birthdate – Certificate Holder or Corporate Rep.
     

	Address – Certificate Holder / Corporate Representative
     
	City
     
	State
  
	Zip Code
     

	Telephone No. 
     
	Fax No. 
     
	Email Address 
     

	Provide the name(s) of any other facilities associated with this certificate holder or corporate entity. Attach an additional list if needed.

	     

	
Participant Information

	Total Number of ADC Participants Served:
	     

	|_| Yes     |_| No
	Will meals be provided to participants?

	|_| Yes     |_| No
	Are any participants non-ambulatory?  

	Check only the box(es) indicating the primary participant group(s) you will serve.

	|_|  Advanced Age
|_|  Developmentally Disabled (Intellectually Impaired)
|_|  Physically Disabled
|_|  Traumatic Brain Injury
	|_|  Irreversible Dementia / Alzheimer’s
|_|  Emotionally Disturbed  / Mental Illness
|_|  Terminally Ill

	
	|_|  Other – Specify:
	[bookmark: Text7]     

	|_|  Currently serving publicly funded participants.  

	
	Identify the agency providing the public funding:
	     

	|_|  Anticipate serving publicly funded participants within the next 90 days

	To be eligible to receive public funding, facilities must demonstrate compliance with The Centers for Medicare & Medicaid Services (CMS) Home and Community-Based Services (HCBS) settings rule during the onsite survey.  Review the additional requirements listed on page 4 of this application.

	Safety

	Local fire departments have requested the locations of regulated facilities. Provide the details of your local fire department.

	Name – Local Fire Department
     
	Telephone No. (do not enter “911”)
     

	Street Address / PO Box
     
	City 
     
	State
  
	Zip Code
     

	Attestation

	The signatory of this document is duly authorized by the applicant / certificate holder to sign this agreement on its behalf. The applicant / certificate holder hereby accepts responsibility for knowing and ensuring compliance with all certification and operational requirements for this facility. 

	I attest, under penalty of law, that the information provided above is truthful and accurate to the best of my knowledge.
I understand that knowingly providing false information or omitting information may result in denial of licensure,
a fine of up to $10,000, or imprisonment not to exceed six years or both [Wis. Stat. § 946.32].

	SIGNATURE (In full) – Applicant or Designee

	Date Signed
     

	Name – Applicant or Designee (Print or type.)
     
	Title – Applicant or Designee (must be owner or board member)
     

	STEP 2 – APPLICANT COMPLIANCE STATEMENT

	By submitting a signed and completed DQA form F-02107, Family Adult Day Care – Applicant Compliance Statement, the applicant is attesting this facility is in substantial compliance and ready for an onsite certification visit. Applicants who are unsure as to the compliance status of their facility are encouraged to consult an experienced professional to assist with certification preparations and completion of the attestation form. Failure to demonstrate substantial compliance within 48 hours of the initial, onsite certification visit may result in a denial of certification.
The applicant compliance statement can be accessed at: https://www.dhs.wisconsin.gov/forms/index.htm 
The onsite certification visit will not be scheduled until this signed and completed compliance document is received.

	STEP 3 – ONSITE VISIT

	The list below should not be considered all-inclusive. The applicant is responsible for knowing and meeting all certification requirements.

	|_|
	1.   Safety [Family ADC Standards III.B] 

	|_|
	2.   Sanitation [Family ADC Standards III.C]


	ELIGIBILITY FOR PUBLIC FUNDING (Optional)

	The following criteria have been established by:
The Centers for Medicare & Medicaid Services (CMS)
Home and Community-Based Services Requirements (HCBS)
42 CFR § 441.301(c)(4) and § 441.710
In 2014, CMS released new federal requirements for home and community-based settings. Under the new requirements, the Wisconsin Department of Health Services (DHS) must ensure that residential providers meet the HCBS setting requirements.

Beginning July 1, 2017, facilities seeking eligibility to serve individuals receiving Medicaid funding must demonstrate compliance with CMS and HCBS settings rule during the onsite survey. For additional information regarding this requirement, visit the following websites: https://www.dhs.wisconsin.gov/hcbs/faq.htm and https://www.medicaid.gov/medicaid/hcbs/

Failure to be identified as HCBS-compliant during the initial onsite certification visit may significantly delay the facility’s ability to admit individuals receiving Medicaid waiver funding.

	The federal rule assumes that certain settings are not home and community-based. These include:
· Settings in a publicly or privately owned facility providing inpatient treatment (including hospitals and skilled nursing facilities)
· Settings on the grounds of, or adjacent to, a public institution (A public institution is owned and operated by a county, state, municipality, or other unit of government.)
· Settings with the effect of isolating individuals from the broader community (e.g., an intermediate care facility for individuals with intellectual disabilities)
If a setting meets one of the above criteria, it will require additional review to overcome the assumption that it is not home and community-based.  For example, if the facility is located on the grounds or adjacent to a hospital or skilled nursing facility, it will not be considered home and community-based unless an additional review determines otherwise.
If you believe that your facility may require additional review to be identified as HCBS compliant, contact your DQA Regional Office.  Regional office contact information is available at: https://www.dhs.wisconsin.gov/dqa/bal-regionalmap.htm

	The following additional standards will only be applied to facilities seeking eligibility to serve individuals with Medicaid funding (e.g., county, IRIS, or Family Care contracts).

	|_|
	1.   This facility is integrated into, and supports full access to, the greater community. The facility’s program statement, admission procedures, residents’ rights policy, house rules, grievance procedures, and all other policies and practices support HCBS requirements, including the following:

	|_|
	2.   Regardless of position, all facility employees have documented initial and ongoing training in resident rights.

	|_|
	3.   All participants are provided with a secure place to store personal belongings.

	|_|
	4.   Participant privacy is ensured in any area used for private activities, such as (but not limited to) therapy, treatment, grooming, bathing, toileting, and resting or sleeping.

	|_|
	5.   All residents are afforded autonomy, including independent choices related to:
•	Daily schedule of activities
•	Person with whom they interact
•	Access to food and/or food preparation
•	Access to personal belongings and funds, as requested

	|_|
	6.    Any modification to these requirements is supported by a specific, assessed need and justified in the member or person- centered service plan.

	NOTE:   Being identified as HCBS compliant does not guarantee a contract to provide services for individuals receiving 
Medicaid funding.

	COMPLETION OF APPLICATION PROCESS

	· If the application does not include all the required documents and information, the application packet will be returned to the applicant without further processing.  DQA will include a checklist identifying what item(s) are missing.

· The applicant may choose to resubmit the application with the required documentation.

· After a second unsuccessful submission, no further application materials will be accepted from this applicant for this location for a period of one year.

· Applications not completed within six months of department review will be closed without further processing.

	ADDITIONAL INFORMATION FOR APPLICANTS

	The DQA issues Statements of Deficiencies (SOD) electronically using email addresses provided by health care providers.  More information regarding this process can be found at https://www.dhs.wisconsin.gov/regulations/e-sod.htm and by contacting your regional office.

Reference the DQA Listserv for updates, memos, and other information at https://www.dhs.wisconsin.gov/regulations/listserv-signup.htm.



