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License Application for Nursing Home,
Intermediate Care Facility - Individuals with Intellectual Disabilities 
(ICF-IID), or
Institute for Mental Disease (IMD)

	For DQA office use only

	
	License number


	
	License type


	
	Effective date


	
	Expiration date




	Type of facility
|_| Nursing home
|_| Intermediate care facility – individuals with intellectual disabilities (FDD/ICF-IID)
|_| Institute for mental disease (IMD)
	



	Type of application
|_| Initial
|_| Change of ownership
|_| Replacement facility

	[bookmark: _Hlk184222943]
[bookmark: _Hlk184222992]Completion of this form is required by Chapter 50.50.03(3)(b), Wis. Stats., and DHS 132.14(2) and DHS 134.14(1), Wis. Admin. Code. 
DHS will communicate with the contact person identified in the application to request additional information, if needed, and share the approval status. Answer all questions completely and accurately to avoid unnecessary delay. Submit the application via email to DHSDQABNHRClicensing@dhs.wisconsin.gov. DHS may take up to 60 days to conduct the review. 
For change of ownership applications, the new owner of a nursing home must notify DHS of the planned transfer of ownership pursuant to Wis. Stat. § 50.03(3)(b) and (13)(a). The current licensee remains responsible for the operation of the nursing home until the nursing home is licensed to the new licensee.
If you have questions, you may send them to DHSDQABNHRClicensing@dhs.wisconsin.gov.

	I. [bookmark: _Hlk187915837]Contact person
Provide the name and contact information of the person DHS can contact regarding questions about this application.

	1. Name
[bookmark: Text1]    

	2. Title
     

	3. Street (physical) address
     

	City
     
	County
     
	State
  
	ZIP code
     

	4. Mailing address (if different from physical address)
     
	City
     

	State
  
	ZIP code
     

	5. Phone number
     
	6. Email address
     

	II. [bookmark: _Hlk187915842]General information
Provide general information on the facility that this application is seeking a license for.

	1. Facility name
     

	2. Previous facility name
     

	3. Street (physical) address 
     

	City
     
	County
     
	State
  
	ZIP code
     

	4. Mailing address (if different from physical address)
     
	City
     

	State
  
	ZIP code
     

	5. Phone number
     
	6. Email address
     

	A. Level of license

	DHS 132
[bookmark: Check81]|_| Skilled care – nursing home
[bookmark: Check82]|_| Intermediate care – nursing home
[bookmark: Check83]|_| Skilled care – institute for mental disease (IMD)
DHS 134
|_| Facility serving people with developmental disabilities (FDD/ICF-IID)

	Licensed bed capacity
     
	Fiscal year end date
     

	B. Type of certification

	[bookmark: Check86][bookmark: Check91]|_| Medicare (Title XVIII)   |_| Distinct part   |_| Fully participating
[bookmark: Check87]|_| Medicaid (Title XIX)
[bookmark: Check88]|_| Medicare and Medicaid (dual certification)
[bookmark: Check89]|_| State licensed only (no certification)

	III. [bookmark: _Hlk187915849]Legal entity information
Provide the information below for the applicant.

	1. Applicant name 
     
	2. FEIN
     


	3. Registered office address of record
     
	City
     

	State
  
	ZIP code
     
	County
     

	A. Applicant– type of organization 
Select the type of entity legally responsible for operating the facility.

	Governmental
	Proprietary
	Voluntary non-profit

	|_| City
|_| County
|_| City/county
|_| Federal
|_| State
|_| Tribal
	|_| Individual
|_| Partnership
|_| Corporation
|_| Limited liability company
|_| Limited liability partnership

	|_| Corporation
|_| Church-Related
|_| Limited liability company
|_| Limited liability partnership
|_| Other


	If corporation was checked, is the applicant required to report under section 12 of the securities exchange act?  
|_| Yes   |_| No   If “yes”, provide the most recent copy of that report. Wis. Stat. § 50.03(3)(b)(4).	

	IV. [bookmark: _Hlk187915853]Administration
Provide information on the administration that will be in place if the application is approved. 
Wis. Stat. § 50.03(3)(am)


	A. Administrator

	Status
[bookmark: Check94][bookmark: Check14][bookmark: Check95]|_| Permanent   |_| Acting (temporary and unlicensed)   |_| Interim (temporary and licensed)

	Name – administrator
     
	License number
     
	Start date
     

	Is the administrator also the designee (person authorized to accept personal service and receive registered and certified mail)?  
|_| Yes   |_| No   If “no”, complete the Designee section below.

	B. Designee

	Name – designee
     
	Title
     
	Start date
     

	C. Director of nursing

	Name – director of nursing
     



	License number
     
	Status
|_| Permanent   |_| Interim (temporary)
	Start date
     

	D. Medical director

	Name – medical director
     
	License number
     
	Start date
     

	V. [bookmark: _Hlk187915880]Ownership and interested parties
[bookmark: _Hlk187743560]Provide the name, address, and type and Extent of interest for all relevant individuals.

	1. All persons or business entities having the authority, directly or indirectly, to direct or cause the direction of the management or policies of the facility. Wis. Stat. 50.03(3) and DHS 132.14(3)(a)(1). 

[bookmark: _Hlk187743891][bookmark: _Hlk182482812]If it’s a partnership, include each partner. If it’s an LLC, include each member. If it’s a corporation, include each officer, director, and shareholder who have an ownership interest in the corporation which is equal to or exceeds 5 percent. If it’s a bank, credit union, savings bank, savings and loan association, investment association or insurance corporation, name the entity involved only. For non-profit or governmental organizations, include all officers, directors, and board members. 

	Name
     
	Title
     
	Type 
|_| Direct   |_| Indirect
	Extent of interest
     

	Street
     
	City
     
	State
  
	ZIP code
     

	Name
     
	Title
     
	Type 
|_| Direct   |_| Indirect
	Extent of interest
     

	Street
     
	City
     
	State
  
	ZIP code
     

	Name
     
	Title
     
	Type 
|_| Direct   |_| Indirect
	Extent of interest
     

	Street
     
	City
     
	State
  
	ZIP code
     

	Name
     
	Title
     
	Type 
|_| Direct   |_| Indirect
	Extent of interest
     

	Street
     
	City
     

	State
  
	ZIP code
     

	Name
     
	Title
     
	Type 
|_| Direct   |_| Indirect
	Extent of interest
     

	Street
     
	City
     
	State
  
	ZIP code
     

	Name
     
	Title
     
	Type 
|_| Direct   |_| Indirect
	Extent of interest
     

	Street
     
	City
     
	State
  
	ZIP code
     

	Name
     
	Title
     
	Type 
|_| Direct   |_| Indirect
	Extent of interest
     

	Street
     
	City
     
	State
  
	ZIP code
     

	2. All persons who, directly or indirectly, owns any interest in the partnership, corporation, or other entity which operates the facility. Wis. Stat. 50.03(3)(b) and DHS 132.14(3)(a)(2).

If it’s a partnership, include each partner. If it’s an LLC, include each member. If it’s a corporation, include each officer, director, and shareholder who have an ownership interest in the corporation which is equal to or exceeds 5 percent. If it’s a bank, credit union, savings bank, savings and loan association, investment association or insurance corporation, name the entity involved only. For non-profit or governmental organizations, include all officers, directors, and board members. 

	Name
     
	Title
     
	Type 
|_| Direct   |_| Indirect
	Extent of interest
     

	Street
     
	City
     
	State
  
	ZIP code
     

	Name
     
	Title
     
	Type 
|_| Direct   |_| Indirect
	Extent of interest
     

	Street
     
	City
     
	State
  
	ZIP code
     

	Name
     
	Title
     
	Type 
|_| Direct   |_| Indirect
	Extent of interest
     

	Street
     
	City
     
	State
  
	ZIP code
     

	Name
     
	Title
     
	Type 
|_| Direct   |_| Indirect
	Extent of interest
     

	Street
     
	City
     
	State
  
	ZIP code
     

	Name
     
	Title
     
	Type 
|_| Direct   |_| Indirect
	Extent of interest
     

	Street
     
	City
     
	State
  
	ZIP code
     

	Name
     
	Title
     
	Type 
|_| Direct   |_| Indirect
	Extent of interest
     

	Street
     
	City
     
	State
  
	ZIP code
     

	Name
     
	Title
     
	Type 
|_| Direct   |_| Indirect
	Extent of interest
     

	Street
     
	City
     
	State
  
	ZIP code
     

	3. All persons or business entities who owns any interest in the profits of the facility, whether direct or indirect. Wis. Stat. 50.03(3)(b)2.b and DHS 132.14(3)(a)2.

If it’s a partnership, include each partner. If it’s an LLC, include each member. If it’s a corporation, include each officer, director, and shareholder who have an ownership interest in the corporation which is equal to or exceeds 5 percent. If it’s a bank, credit union, savings bank, savings and loan association, investment association or insurance corporation, name the entity involved only. For non-profit or governmental organizations, include all officers, directors, and board members. 

	Name
     
	Title
     
	Type 
|_| Direct   |_| Indirect
	Extent of interest
     

	Street
     
	City
     
	State
  
	ZIP code
     

	Name
     
	Title
     
	Type 
|_| Direct   |_| Indirect
	Extent of interest
     

	Street
     
	City
     
	State
  
	ZIP code
     

	Name
     
	Title
     
	Type 
|_| Direct   |_| Indirect
	Extent of interest
     

	Street
     
	City
     
	State
  
	ZIP code
     

	Name
     
	Title
     
	Type 
|_| Direct   |_| Indirect
	Extent of interest
     

	Street
     
	City
     
	State
  
	ZIP code
     

	Name
     
	Title
     
	Type 
|_| Direct   |_| Indirect
	Extent of interest
     

	Street
     
	City
     
	State
  
	ZIP code
     

	Name
     
	Title
     
	Type 
|_| Direct   |_| Indirect
	Extent of interest
     

	Street
     
	City
     
	State
  
	ZIP code
     

	Name
     
	Title
     
	Type 
|_| Direct   |_| Indirect
	Extent of interest
     

	Street
     
	City
     
	State
  
	ZIP code
     

	4. In the case of a change of ownership, is there any relationship or connection between the current licensee and the applicant, and between any owner or operator of the current licensee and the owner or operator applying for the new license, whether direct or indirect? DHS 132.14(3)(a)4.
|_| Yes   |_| No   If “yes”, explain the type of relationship.

     

	VI. [bookmark: _Hlk187915887]Building and land ownership and interested parties
Provide information on building and land ownership and interested parties. DHS 132.14(a), Wis. Stat. 50.03(3)

	A. Building information

	1. Legal entity name – owner of the building
     

	2. Name of contact person for building 
     
	3. Title of contact person for building
     

	4. Business address 
     

	City
     
	State
  
	ZIP code
     
	County
     

	5. Phone number
     
	6. Email address
     


	B. Ownership of building – legal entity type (select the type of ownership)

	Governmental
	Proprietary
	Voluntary non-profit

	|_| City
|_| County
|_| State
|_| Federal
|_| City/county
|_| Tribal
	|_| Individual
|_| Partnership
|_| Corporation
|_| Limited liability company
|_| Limited liability partnership

	|_| Corporation
|_| Church-related
|_| Limited liability company
|_| Limited liability partnership
|_| Other


	Is the applicant/licensee the owner of the building?
|_| Yes   |_| No   If “no”, provide the lease information. 

	C. Lease Information

	Fill in the information below for the lessee and sub-lessee (if applicable) of the building where the facility is located.

Is the applicant/licensee the lessee or sub-lessee?
|_| Lessee   |_| Sub-lessee


	Lessee Name
     

	Name of contact person
     
	Title of contact person 
     

	Business Address 
     

	City
     
	State
  
	ZIP code
     
	County
     

	Phone Number
     
	Email address
     


	Sub-lessee Name
     

	Name of Contact Person  
     
	Title of Contact Person 
     

	Business Address 
     

	City
     
	State
  
	ZIP code
     
	County
     

	Phone number
     
	Email Address
     


	D. Building and Land Interest and Ownership

	1. Provide the name, address, and type and Extent of interest for all persons or business entities having any ownership interest, whether direct or indirect, in the land or building. Wis. Stat. 50.03(3)(b)2.c., Wis. Stat. 50.03(3)(b)2.c., and DHS 132.14(3)(a)2.
If it’s a partnership, include each partner. If it’s an LLC, include each member. If it’s a corporation, include each officer and director of the corporation. If it’s a bank, credit union, savings bank, savings and loan association, investment association or insurance corporation, name the entity involved only. For non-profit or governmental organizations, include all officers, directors, and board members. 

	Name
     
	Title
     
	Type 
|_| Direct   |_| Indirect
	Extent of interest
     

	Street
     
	City
     
	State
  
	ZIP code
     

	Name
     
	Title
     
	Type 
|_| Direct   |_| Indirect
	Extent of interest
     

	Street
     
	City
     
	State
  
	ZIP code
     

	Name
     
	Title
     
	Type 
|_| Direct   |_| Indirect
	Extent of interest
     

	Street
     
	City
     
	State
  
	ZIP code
     

	Name
     
	Title
     
	Type 
|_| Direct   |_| Indirect
	Extent of interest
     

	Street
     
	City
     
	State
  
	ZIP code
     

	Name
     
	Title
     
	Type 
|_| Direct   |_| Indirect
	Extent of interest
     

	Street
     
	City
     
	State
  
	ZIP code
     

	2. Provide the name, address, and type and Extent of interest for any person who owns any interest in any mortgage, note, deed of trust or other obligation secured in whole or in part by the land on which or building in which the facility is located, except that disclosure of the disbursements of a secured mortgage, note, deed of trust or other obligation is not required. Wis. Stat. 50.03(3)(b)2.e.
If it’s a partnership, include each partner. If it’s an LLC, include each member. If it’s a corporation, include each officer and director of the corporation. If it’s a bank, credit union, savings bank, savings and loan association, investment association or insurance corporation, name the entity involved only. For non-profit or governmental organizations, include all officers, directors, and board members. 

	Name
     
	Title
     
	Type 
|_| Direct   |_| Indirect
	Extent of interest
     

	Street
     
	City
     
	State
  
	ZIP code
     

	Name
     
	Title
     
	Type 
|_| Direct   |_| Indirect
	Extent of interest
     

	Street
     
	City
     
	State
  
	ZIP code
     

	Name
     
	Title
     
	Type 
|_| Direct   |_| Indirect
	Extent of interest
     

	Street
     
	City
     
	State
  
	ZIP code
     

	Name
     
	Title
     
	Type 
|_| Direct   |_| Indirect
	Extent of interest
     

	Street
     
	City
     
	State
  
	ZIP code
     

	Name
     
	Title
     
	Type 
|_| Direct   |_| Indirect
	Extent of interest
     

	Street
     
	City
     
	State
  
	ZIP code
     

	3. Provide the name, address, and type and Extent of interest for any person who owns any interest in any lease or sublease of the land on which or the building in which the facility is located. Wis. Stat. 50.03(3)(b)2.f.
If it’s a partnership, include each partner. If it’s an LLC, include each member. If it’s a corporation, include each officer and director of the corporation. If it’s a bank, credit union, savings bank, savings and loan association, investment association or insurance corporation, name the entity involved only. For non-profit or governmental organizations, include all officers, directors, and board members. 

	Name
     
	Title
     
	Type 
|_| Direct   |_| Indirect
	Extent of interest
     

	Street
     
	City
     
	State
  
	ZIP code
     

	Name
     
	Title
     
	Type 
|_| Direct   |_| Indirect
	Extent of interest
     

	Street
     
	City
     
	State
  
	ZIP code
     

	Name
     
	Title
     
	Type 
|_| Direct   |_| Indirect
	Extent of interest
     

	Street
     
	City
     
	State
  
	ZIP code
     

	Name
     
	Title
     
	Type 
|_| Direct   |_| Indirect
	Extent of interest
     

	Street
     
	City
     
	State
  
	ZIP code
     

	Name
     
	Title
     
	Type 
|_| Direct   |_| Indirect
	Extent of interest
     

	Street
     
	City
     
	State
  
	ZIP code
     

	4. Provide the name, address, and type and Extent of interest for all creditors holding a security interest in the premises, whether land or building. DHS 132.14(3)(a)3.
If it’s a partnership, include each partner. If it’s an LLC, include each member. If it’s a corporation, include each officer and director of the corporation. If it’s a bank, credit union, savings bank, savings and loan association, investment association or insurance corporation, name the entity involved only. For non-profit or governmental organizations, include all officers, directors, and board members.  

	Name
     
	Title
     
	Type 
|_| Direct   |_| Indirect
	Extent of interest
     

	Street
     
	City
     
	State
  
	ZIP code
     

	Name
     
	Title
     
	Type 
|_| Direct   |_| Indirect
	Extent of interest
     

	Street
     
	City
     
	State
  
	ZIP code
     

	Name
     
	Title
     
	Type 
|_| Direct   |_| Indirect
	Extent of interest
     

	Street
     
	City
     
	State
  
	ZIP code
     

	Name
     
	Title
     
	Type 
|_| Direct   |_| Indirect
	Extent of interest
     

	Street
     
	City
     
	State
  
	ZIP code
     

	Name
     
	Title
     
	Type 
|_| Direct   |_| Indirect
	Extent of interest
     

	Street
     
	City
     
	State
  
	ZIP code
     

	VII. Subsidiary/parent information

	1. Is the applicant a subsidiary company either wholly or partially owned by another organization or business? Wis. Stat. 50.03(3)
|_| Yes   |_| No   If “yes”, complete the following information.

	Name - legal business name of parent company
     
	Type of ownership
     

	Name – DBA (doing business as) 
     

	Address
     
	City
     
	State
  
	ZIP code
     

	2. Is the applicant affiliated with any subsidiaries in the health care field in Wisconsin or any other state? Wis. Stat. 50.03(3) and 
DHS 132.14(3)(b).
|_| Yes   |_| No   If “yes”, provide one of the following. Indicate which you have provided in your submission.

	|_| Names, addresses, and dates of affiliation of all subsidiaries owned by the parent company in Wisconsin or any other state (relationship type: nursing homes, home health agencies, hospices, hospitals, rehabilitation facilities, etc.)
|_| Organizational chart exhibiting the legal business names and, if applicable, the dba name of all the subsidiaries currently owned by the parent company in the health care field in this state or any other state (relationship type: nursing homes, home health agencies, hospices, hospitals, rehabilitation facilities, etc.)
|_| Complete annual report to shareholders

	VIII. Chain organization

	Provide the information requested below for chain organizations. A chain organization exists when multiple providers and/or suppliers owned, leased, or through any other devises controlled by a single business entity (defined as chain home office). Each entity in the chain may have a different owner, but the “home office” maintains uniform procedures in each facility for handling utilization review, reimbursement, admissions, and centrally maintains and controls provider/suppliers cost reports, etc.
A chain facility would not necessarily be a subsidiary of the parent corporation, but the chain facility or facilities could be owned by different subsidiaries of the same corporate parent. Wis. Stat. 50.03(3) and DHS 132.14(3)(b).

Is the applicant under the control of a chain organization?
|_| Yes   |_| No

	Name – chain organization
     

	IX. Management company

	1. Is the operation of the facility under a management contract?
[bookmark: Check58]|_| Yes   |_| No   If “yes”, provide the following information regarding any management company retained to operate this facility or program.

	Type of Management Company  
|_| Corporation   |_| Partnership   |_| LLC   |_| Other (specify):      

	Name - management company
     

	Name - contact person
     
	Phone number
     

	Address
     
	City
     
	State
  
	ZIP code
     

	2. Identify officers, directors, trustees, or supervisors of the management company. Attach additional pages, if necessary.

	Name
     
	Title
     

	Address
     
	City
     
	State
  
	ZIP code
     

	Name
     
	Title
     

	Address
     
	City
     
	State
  
	ZIP code
     

	3. Identify other facilities, such as nursing homes, home health agencies, hospices, hospitals, rehabilitation facilities, etc., the management company has owned, operated, or managed in the last five (5) years. Attach additional pages, if necessary.

	Name
     
	Facility type
     
	Dates of involvement
     


	Address
     
	City
     
	State
  
	ZIP code
     

	Name
     
	Facility type
     
	Dates of involvement
     


	Address
     
	City
     
	State
  
	ZIP code
     

	Name
     
	Facility type
     
	Dates of involvement
     


	Address
     
	City
     
	State
  
	ZIP code
     

	4. How will the applicant monitor the management company’s compliance with Wisconsin and federal laws and regulations? 
DHS 132.14(3)(bm). 
     

	X. Fit and qualified 
An applicant must be fit and qualified in accordance with Wis. Stat. 50.03(4)(a)1.a. DHS investigates the applicant to determine if the applicant is fit and qualified to be a licensee in accordance with DHS 132.14(4).

For the purpose of this section, “applicant” means any individuals identified in the application under Section V. Ownership and Interested Parties questions 1-3 with “direct” interest. 

	[bookmark: _Hlk187741845]1. Over the past 5 years, has any individual named in the application been affiliated with another regulated entity in Wisconsin or in any other state? 
Include hospice, a home health agency (HHA), a residential care facility, e.g., Community Based Residential Facility (CBRF), Adult Family Home (AFH), or a health care facility (HCF), e.g., hospital, nursing home, or ICF-IID in the State of Wisconsin or in any other state?
|_| Yes   |_| No   If the answer is “yes,” complete items below. Attach additional pages, if necessary.

	Name – facility
	     

	City and state
	     

	Individual(s) in the application who were or are affiliated with the facility 
	     

	Explain affiliation
	     

	Type of health care provider
	|_| Hospice   |_| HHA   |_| CBRF   |_| AFH   
|_| HCF (hospital, nursing home, ICF-IID)

	Dates of affiliation
	     

	Name – facility
	     

	City and state
	     

	Individual(s) in the application who were or are affiliated with the facility 
	     

	Explain affiliation
	     

	Type of health care provider
	|_| Hospice   |_| HHA   |_| CBRF   |_| AFH   
|_| HCF (hospital, nursing home, ICF-IID)

	Dates of affiliation
	     

	Name – facility
	     

	City and state
	     

	Individual(s) in the application who were or are affiliated with the facility 
	     

	Explain affiliation
	     

	Type of health care provider
	|_| Hospice   |_| HHA   |_| CBRF   |_| AFH   
|_| HCF (hospital, nursing home, ICF-IID)

	Dates of affiliation
	     

	Name – facility
	     

	City and state
	     

	Individual(s) in the application who were or are affiliated with the facility 
	     

	Explain affiliation
	     

	Type of health care provider
	|_| Hospice   |_| HHA   |_| CBRF   |_| AFH   
|_| HCF (hospital, nursing home, ICF-IID)

	Dates of affiliation
	     

	2. Over the past 5 years, has there been any adverse action against the applicant or any person or business entity named in the application (including the management company, if appliable) initiated by a licensing agency in Wisconsin or any other state which resulted in a conditional license, the placement of a monitor or the appointment of a receiver, or the denial, suspension or revocation of the license of a residential or health care facility? DHS 132.14(4)(b)2.

|_| Yes   |_| No   If “yes”, complete the items below. Attach additional pages, if necessary.

	Name – facility
	     

	Address/city/state
	     

	Type of health care provider
	|_| Hospice   |_| HHA   |_| CBRF   |_| AFH   
|_| HCF (hospital, nursing home, ICF-IID)

	Type of adverse action
	|_| Conditional license   |_| Placement of a monitor or appointment of a receiver  |_| Denial   |_| Suspension   |_| Revocation

	Individual(s) and/or business(es) in the application who were or are affiliated with the facility 
	     

	Effective dates of adverse action
	     

	Name – facility
	     

	Address/city/state
	     

	Type of health care provider
	|_| Hospice   |_| HHA   |_| CBRF   |_| AFH   
|_| HCF (hospital, nursing home, ICF-IID)

	Type of adverse action
	|_| Conditional license   |_| Placement of a monitor or appointment of a receiver   
|_| Denial   |_| Suspension   |_| Revocation 

	Individual(s) and/or business(es) in the application who were or are affiliated with the facility 
	     

	Effective dates of adverse action
	     

	Name – facility
	     

	Address/city/state
	     

	Type of health care provider
	|_| Hospice   |_| HHA   |_| CBRF   |_| AFH   
|_| HCF (hospital, nursing home, ICF-IID)

	Type of adverse action
	|_| Conditional license   |_| Placement of a monitor or appointment of a receiver   |_| Denial   |_| Suspension   |_| Revocation

	Individual(s) and/or business(es) in the application who were or are affiliated with the facility 
	     

	Effective dates of adverse action
	     

	Name – facility
	     

	Address/city/state
	     

	Type of health care provider
	|_| Hospice   |_| HHA   |_| CBRF   |_| AFH
|_| HCF (hospital, nursing home, ICF-IID)

	Type of adverse action
	|_| Conditional license   |_| Placement of a monitor or appointment of a receiver           |_| Denial   |_| Suspension   |_| Revocation

	Individual(s) and/or business(es) in the application who were or are affiliated with the facility 
	     

	Effective dates of adverse action
	     

	3. Over the past 5 years, has there been any adverse action by a state or federal agency against the applicant or any person or business entity named in the application (including the management company, if appliable) based upon noncompliance with federal statutes or regulations in the applicant's or any person or business entity named in the application's operation of a residential or health care facility in this or any other state which resulted in Category 3 civil money penalties (CMP) under 42 CFR sec. 488.408 (e), termination of provider agreement (TPA), or the appointment of temporary management of the facility (TMF), transfer of residents, or the denial, non-renewal, cancellation or termination of certification (CERT) of a residential or health care facility operated by the applicant? DHS 132.14(4)(b)3.
|_| Yes   |_| No   If “yes”, complete the items below. Attach additional pages, if necessary.  

	Name – facility
	     

	Address/city/state
	     

	Type of health care provider
	|_| Hospice   |_| HHA   |_| CBRF   |_| AFH   |_| HCF (hospital, nursing home, ICF-IID)

	Type of adverse action
	|_| CMP   |_| TPA   |_| TMF   |_| Transfer of residents   |_| CERT

	Federal or state
	|_| Federal   |_| State

	Individual(s) and/or business(es) in the application who were or are affiliated with the facility
	     

	Effective dates of adverse action
	     

	Name – facility
	     

	Address/city/state
	     

	Type of health care provider
	|_| Hospice   |_| HHA   |_| CBRF   |_| AFH   |_| HCF (hospital, nursing home, ICF-IID)

	Type of adverse action
	|_| CMP   |_| TPA   |_| TMF   |_| Transfer of residents   |_| CERT

	Federal or state
	|_| Federal   |_| State

	Individual(s) and/or business(es) in the application who were or are affiliated with the facility
	     

	Effective dates of adverse action
	     

	Name – facility
	     

	Address/city/state
	     

	Type of health care provider
	|_| Hospice   |_| HHA   |_| CBRF   |_| AFH   |_| HCF (hospital, nursing home, ICF-IID)

	Type of adverse action
	|_| CMP   |_| TPA   |_| TMF   |_| Transfer of residents   |_| CERT

	Federal or state
	|_| Federal   |_| State

	Individual(s) and/or business(es) in the application who were or are affiliated with the facility
	     

	Effective dates of adverse action
	     

	Name – facility
	     

	Address/city/state
	     

	Type of health care provider
	|_| Hospice   |_| HHA   |_| CBRF   |_| AFH   |_| HCF (hospital, nursing home, ICF-IID)

	Type of adverse action
	|_| CMP   |_| TPA   |_| TMF   |_| Transfer of residents   |_| CERT

	Federal or state
	|_| Federal   |_| State

	Individual(s) and/or business(es) in the application who were or are affiliated with the facility
	     

	Effective dates of adverse action
	     

	4. Over the past 5 years, has the applicant had a denial, suspension, enjoining or revocation of a health care provider license, in this state or any other state, as defined in Chapter 146.81, Wis. Stats.? DHS 132.14(4)(b)5.
|_| Yes   |_| No   If “yes”, explain.

	[bookmark: Text28]     

	5. Has any individual named in the application ever had a finding of any act of elder abuse under Wis. Stat. 46.90? 
|_| Yes   |_| No   If “yes”, explain.

     

	Optional: DHS shall consider the frequency of noncompliance with state licensure and federal certification laws in the applicant's operation of a residential or health care facility in this or any other state over the past 5 years. You may include any supplemental information related to the applicant’s compliance history. DHS 132.14(4)(b)4.
     

	X. Financial responsibility 
Provide information in accordance with DHS 132.14(3)(5), DHS 132.14(3)(c), DHS 132.14(4)(b)(10)

For the purpose of this section, “applicant” means any individuals identified in the application under Section V. Ownership and Interested Parties questions 1-3 with “direct” interest.  

	1. Has there been any financial failures directly or indirectly involving any person or business entity identified in the application concerning the operation of a residential or health care facility that resulted in 1) any debt consolidation or restructuring 2) insolvency proceeding or mortgage foreclosure, 3) the closing of a residential or health care facility or the moving of its residents? “Insolvency" means bankruptcies, receiverships, assignments for the benefit of creditors, and similar court-supervised proceedings.
|_| Yes   |_| No   If “yes”, explain on a separate page. 

	2. Are there any unsatisfied judgments against the applicant/licensee, any of the interested parties, and/or any of the members of an LLC/LLP?
|_| Yes   |_| No   If “yes”, explain on a separate page. Provide the names and addresses of creditors, amounts, and the reasons for non-payment.

	3. Does the applicant, any of the interested parties, and/or any of the members of an LLC/LLP owe any debts that are 90 days past due?
|_| Yes   |_| No   If “yes”, explain on a separate page. Provide the names and addresses of creditors, amounts, and the reasons for non-payment.

	4. Are there any liens filed against the applicant/licensee, any of the interested parties, and/or any of the members of a LLC/LLP or their property?
|_| Yes   |_| No   If “yes”, explain on a separate page.

	5. Do you have any other commitments to transfer residents from other facility closings or phase-downs?
|_| Yes   |_| No   If “yes”, explain on a separate page.

	6. Estimated average gross annual revenues from all sources. Round to the nearest thousand dollars.

	
	Daily rate: Title XIX 
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	Private pay
	$  
	     
	

	
	Other
	$  
	     
	

	
	Other revenues
	$  
	     
	

	
	Total
	$  
	     
	

	__________________________________________________________________________________________________
7. Estimated annual costs. Round to the nearest thousand dollars.

	
	Operating expenses
	$  
	     
	

	
	Capital outlays
	$  
	     
	

	
	Total
	$  
	     
	

	

	XII. Attestations

	|_| I attest that I have included all information required.
|_| I attest, under penalty of law, that the information provided above is truthful and accurate to the best of my knowledge and that knowingly providing false information or omitting information may result in a fine of up to $10,000 or imprisonment not to exceed six years, or both, per Chapter 946.32, Wis. Stats.

	XIII. Terms and conditions


|_| I agree to the following terms and conditions:
· Within 60 days after receiving a complete application for a license, the department shall either approve the application and issue a license or deny the application in accordance with DHS 132.14(5).
· DHS will communicate via email with the contact person identified in the application about the status of the application.
· The applicant must promptly report any changes which affect the continuing accuracy and completeness of the information required under Wis. Stat. 50.03(3)(b) pursuant to Wis. Stat. 50.03(3)(d). 
· Failure to provide the information required under Wis. Stat. 50.03(3) constitutes a class “C” violation pursuant to 
Wis. Stat. 50.03(3)(e).
	[bookmark: Text35]Signature (full) – applicant 
· 
	Name – applicant (print or type)
     

	Title – applicant
     
	Date signed
     



