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	ADULT FAMILY HOME (AFH)
ESTABLISHED PROVIDER LICENSURE APPLICATION

	Completion of this form is required by Wis. Stat. § 50.033(2m) and Wis. Admin. Code § DHS 88.03(2). Failure to complete this form fully and accurately may result in a delay in processing and/or a denial of licensure.
Send the completed form with the items listed in Step 2 below to: Division of Quality Assurance
ATTN:  Licensing Associates
P.O. 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 –  Background Check.  Background checks are conducted by the Office of Caregiver Quality.
· Step 2 – Complete Application.  A fully completed application is received and reviewed by the department. Incomplete applications will be returned to the applicant without processing.
· Step 3 – Applicant Compliance Statement. The applicant compliance statement --- DQA form F-02108, Adult Family Home –  Applicant Compliance Statement --- is submitted to the department attesting that this facility is in substantial compliance and ready for an onsite licensure visit.

· Step 4 – Onsite Visit.  An onsite licensure visit is completed by department staff to determine compliance with Wisconsin licensing requirements. At that time, facilities may also choose to be reviewed for compliance with Home and Community-Based Services standards set by The Centers for Medicare & Medicaid Services.

	STEP 1 – BACKGROUND CHECK

	DO NOT SUBMIT BACKGROUND MATERIALS WITH THIS LICENSE APPLICATION.
Submit DHS forms F-82064, Background Information Disclosure (BID), and F-82069, BID Appendix, with required fees to the Office of Caregiver Quality. Refer to http://www.dhs.wisconsin.gov/caregiver/entity-cbc.htm. Background checks are completed by the Office of Caregiver Quality for the licensee and all non-client household members age 10 and older. [Wis. Stat. § 50.065(2)(am)]
To facilitate the coordination of information between the Office of Caregiver Quality and licensing associates, provide the name(s) of all persons whose background checks were submitted for this application. (Attach an additional list if necessary.)

	1.
	[bookmark: _GoBack]     
	2.
	     

	STEP 2 – COMPLETE APPLICATION

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

	|_|
	1. A non-refundable licensing fee of $171 [Wis. Stat. § 50.033(2)]

	|_|
	2. Unless completed within the previous two years, a fully completed DQA form F-02111, Assisted Living – Fit and Qualified Application, with supporting documentation, including: [Wis. Admin. Code § DHS 88.03(2)(c)]

	
	|_|
	Fully completed DQA form F-26274A, Assisted Living Facility Model Balance Sheet, or equivalent [Wis. Admin. Code § DHS 88.03(2)(c)]

	
	|_|
	Evidence of financial ability to operate for 60 days [Wis. Admin. Code § DHS 88.04(3)]

	|_|
	3. If the home is currently licensed, a letter of intent to sell by the current owner/operator/licensee [Wis. Admin. Code § DHS 88.03(2)(c)]

	|_|
	4. If applicable, documentation as evidence of the type of business entity designated as owner/operator/licensee [Wis. Admin. Code § DHS 88.03(2)(c)]
· Corporation – Articles of Incorporation and Bylaws
· Limited Liability Corporation (LLC) – Articles of Organization and Operation
· Limited Liability Partnership (LLP) – Partnership Agreement

	|_|
	5. Well water test results, when applicable [Wis. Admin. Code § DHS 88.05(3)(d)]

	|_|
	6. Furnace and chimney inspection results [Wis. Admin. Code § DHS 88.05(3)(e)]

	|_|
	7. Floor plan (no larger than 11” X 17”) showing room sizes, exits, and usage [Wis. Admin. Code § DHS 88.05(3)(h) and (m) and DHS 88.05(4)(c)]

	|_|
	8. Signed and completed DQA form F-02108, Adult Family Home – Applicant Compliance Statement [Wis. Admin. Code § DHS 88.03(2)(c)]. This form should only be submitted when the facility is in compliance and fully prepared for the initial, onsite licensing visit. For additional information, visit: https://www.dhs.wisconsin.gov/regulations/afh/openingfacility.htm

	|_|
	9. Program Statement [Wis. Admin. Code § DHS 88.03(2)b(2)]

	
General Information

	Name – Facility
[bookmark: Text7]     

	Street Address – Facility
     
	City
     
	State
  
	Zip Code
     
	County
     

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

	Name – Administrator
     
	Date of Birth – Administrator
     

	Designated Mail Recipient

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

	Name – Designated Mail Recipient
     

	Title
     
	Email Address
     

	Mailing Address – Street or PO Box
     
	City
     
	State
  
	Zip Code
     

	Facility Information

	AFH Size (Check one.)
|_| 3 Residents      |_| 4 Residents

	Ambulatory Status (Check one.)

	|_| Ambulatory – http://docs.legis.wisconsin.gov/document/administrativecode/DHS%2088.02(6)
|_| Non-ambulatory – http://docs.legis.wisconsin.gov/document/administrativecode/DHS%2088.05(2)(a)

	
Licensee 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: 
	     

	Licensee Information  

	If possible, the corporation or LLC MUST be listed as “licensee.”

	Name – Corporation / Legal Entity (if applicable)
     

	FEIN (Federal Employer Identification No.)
     


	Name – Licensee or Corporate Representative
     
	Birthdate – Licensee or Corporate Rep.
     

	Address – Licensee / Corporate Representative
     
	City
     
	State
     
	Zip Code
     

	Telephone No.
     
	Fax No.
     
	Email Address
     

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

	     

	
Resident Information

	|_| Female      |_| Male      |_| Both

	Check only the box(es) indicating the primary client group(s) you will serve. Note: If more than one client group is selected, the facility’s program statement must explain how compatibility is assured. [Wis. Admin. Code § DHS 88.03(6)(b)]

	|_|  AA – Advanced Age
|_|  AODA – Alcohol / Drug Dependent
|_|  CC – Correctional Clients
|_|  DD – Developmentally Disabled (Intellectually Impaired)
|_|  MH – Emotionally Disturbed / Mental Illness
	|_|  ALZ – Irreversible Dementia / Alzheimer’s
|_|  PD – Physically Disabled
|_|  PWC – Pregnant Women Who Need Counseling
|_|  TI – Terminally Ill
|_|  TBI – Traumatic Brain Injury

	Will you accept public funding?
	|_| Yes      |_| No

	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 5 of this application.

	List any days and hours when residents are not usually in the facility.

	Days
	Hours

	     
	     

	     
	     

	     
	     

	     
	     

	Indicate the minimum and maximum monthly fees charged for resident care. If you charge the same fee to all residents, indicate the amount as your maximum rate.

	Minimum Monthly Rate Per Individual
     
	Maximum Monthly Rate Per Individual
     

	Safety

	Local fire departments have requested the locations of licensed 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 / licensee to sign this agreement on its behalf. The applicant / licensee hereby accepts responsibility for knowing and ensuring compliance with all licensing 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 6 years or both (Wis. Stat. § 946.32)

	SIGNATURE (in full) – Applicant or Designee
     
	Date Signed
     

	Name – Applicant or Designee (Print or type.)
     
	Title / Position (must be owner or board member)
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	STEP 3 – APPLICANT COMPLIANCE STATEMENT

	By submitting a signed and completed DQA form F-02108, Adult Family Home – Applicant Compliance Statement, the applicant is attesting this facility is in substantial compliance and ready for an onsite licensing visit. Applicants who are unsure as to the compliance status of their facility are encouraged to consult an experienced professional to assist with licensing preparations and completion of the attestation form.  Failure to demonstrate substantial compliance within 48 hours of the initial, onsite licensing visit may result in a denial of licensure.
The applicant compliance statement can be accessed at: https://www.dhs.wisconsin.gov/forms/index.htm
The onsite licensing visit will not be scheduled until this signed and completed compliance document is received.

	STEP 4 – ONSITE VISIT

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

	Items Reviewed During On-site Visit or Tour of Facility

	|_|
	1.   Review accessibility requirements. Note if facility has ramps to grade, grab bars, levered door handles, door widths according to requirements, and the proper turning radius in bathrooms. [Wis. Admin. Code § DHS 88.05(2)]

	|_|
	2.   Clothes dryer vented with rigid metal ducting [Wis. Admin. Code § DHS 88.05(3)(b)]

	|_|
	3.   Water temperature is at 120 degrees F or less. [Wis. Admin. Code § DHS 88.05(3)(b)]

	|_|
	4.   Resident rooms – 60 sq. ft. per resident for double; 80 sq. ft. for single; 100 sq. ft. for wheelchairs [Wis. Admin. Code § DHS 88.05(3)(h)5]

	|_|
	5.   Fire extinguishers with current tags are mounted at the proper height and in the proper locations. [Wis. Admin. Code § DHS 88.05(4)(a)]8.]

	|_|
	6.   Smoke detectors in each habitable room except the kitchen and bathroom; at the head of each open stairway; at the door leading to every enclosed stairway; on the ceiling of each sleeping room, living room, and family room; and in the basement [Wis. Admin. Code § DHS 88.05(4)(b)].

	|_|
	7.   Two (2) unobstructed exits from first floor; other exits, as needed [Wis. Admin. Code §§ DHS 88.05(4)(c) and DHS 88.05(3)(m)]

	Miscellaneous Review and Discussion Items

	|_|
	1. Criminal background check on service providers [Wis. Stat. § 50.065(2)(b)] Must be 18 years of age [Wis. Admin. Code § DHS 88.04(1)(b)]

	|_|
	2. Licensee and employees screened for illness detrimental to residents, including TB, within 90 days [Wis. Admin. Code § DHS 88.04(2)(g)1]

	|_|
	3. Training – 15 hours of all required initial training prior to working alone, or within 6 months [Wis. Admin. Code § DHS 88.04(5)(a)]

	|_|
	4. Eight (8) hours of training annually [Wis. Admin. Code § DHS 88.04(5)(b)]

	|_|
	5. Smoke detectors tested monthly [Wis. Admin. Code § DHS 88.05(4)(b)2]

	|_|
	6. Fire drill requirements [Wis. Admin. Code § DHS 88.05(4)(d)2]

	|_|
	7. Medication administration system and requirements [Wis. Admin. Code § DHS 88.07(3)]

	|_|
	8. Resident Record:  pre-admission assessment, individual service plan, documentation of physician’s orders and visits, health      screening, medication administration records, resident evacuation assessment [Wis. Admin. Code § DHS 88.09(1)]

	|_|
	9. Wis. Admin. Code chs. DHS 12 and DHS 13 requirements

	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 licensing visit may significantly delay the facility’s ability to admit individuals receiving Medicaid waiver funding.
Being identified as HCBS compliant does not guarantee a contract to provide services for individuals receiving Medicaid funding.


	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.   All residents are provided with a signed lease or other legally enforceable admission or service agreement that provides protection from eviction.

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

	|_|
	4.   All residents have privacy in their unit (bedroom or apartment), including:
•	Lockable bedroom doors
•	Choice of roommates
•	Freedom to furnish or decorate their space

	|_|
	5.   All residents are afforded autonomy, including independent choices related to:
•	Daily schedule of activities
•	Visitors
•	Access to food and/or food preparation
•	Access to laundry facilities, as appropriate
•	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.

	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.



