
CERTIFICATI~N OF EMERGENCY RULES 
FILED WITH LEGI~LATIVE REFERENCE SERVICE 

JERRY LI BASSETT, DIRECTOR 

Pursuant to Code of Alabama 1975, $5  41 -22~-5(b) and 41 -22-6 

I certify that the attached emergency amendident is a copy as promulgated and adopted on the @ day of 
September, 2009. 

AGENCY NAME: State Healtl~ Planning anld Development Agency 

RULE NO. AND TITLE: 41 0-1-5~-0 ~ E R  In-Home Hospice Service Providers 

EFFECTIVE DATE OF RULE: The Agency de ires the Emergency Rule to become effective on the date of filing 
with the Legislative Reference Service-that is, 21, 2009 

EXPIRATION DATE: The Agency desires the Emergency Rule to remain in effect for 120 days, tllrough January 
19, 2010. 

NATURE OF EMERGENCY: 1 

STATUTORY AUTHORITY: $5 22-21 -260 (61, (I 3), (1 5), Code of Alabama, 1975. 

011 May 13,2009, Alabama Act 2009-492 (the " ct") was signed into law. The Act amended ALA. CODE 522-21- 
260(6) (1975 a~nended) to illclude "l~ospice providers" within the definition of a "health care facility." The 
Act also amended ALA. CODE 5 22-4-2(7) (1975 as ainended) to include "hospice services" within the definition of 
a "health care facility" and ainended ALA. CODE 5 22-21 -29 (1 975 as amended) by eliminating the provision that 
had placed a moratorium oo the Alabama IIepart ent of Public Health's licensing of hospices. It is critical that I" existing patients of such providers continue to receive hospice services and that these services continue to be 

REC'D & FILED 

SEP 2 1 2009 

LEGISLATIVEREFSERVICE 

available to new patients. This emergency rule is 
welfare. 

necessary to address an immediate danger to the public health and 



James E. Sanders, ~ e ~ u &  Director 
State Health Planning anb Developme~lt Agencv 
100 North Union Street 
P. 0. Box 303025 
Montnomerv, AL 36 13 
(334) 242-4 103 

Alva M. Lambert 
- 

Executive Director 
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410-1 -5C-.01ER IN-HOME HOSPICE SERVICE PROVIDERS 

law, which amended ALA.  ODE 6 22-21-260(6) ( I  975 as amended) to include 
"hospice service providers" &thin the definition of a "health care facility" for state 
health planning and developdent purposes. The Act also amended ALA. CODE 4 22- 
4-2(7) (1975 as amended) to) include "hospice services" within the definition of a 
"health care facility" and adended ALA. CODE 6 22-21-29 (1975 as amended) by 
eliminating the provision that had placed limitations on the Alabama Department of 
Public Health's ("ADPH") lictnsing of hospices, except those that obtained a letter of 
non-reviewability from S H P ~ A  by July 7,2006 and filed an application for iicensure 
as a hospice with ADPH w i t h  twelve (12) months of the date of the letter of non- 
reviewability. Bv its terms, the Act became effective immediately upon approval of 
the Governor. On August 17,) 2009 the Alabama Attorney General issued an Opinion 
finding that all existing prdviders are required to obtain a Certificate of Need 
(( 
allowing such providers to cohtinue to operate pending expedited consideration of the 
CON applications upon a finding of an immediate d a n ~ e r  to the public health. safety 
or welfare. 

(2 [ 
passed by the Statewide Healdh Coordinating Council ("SHCC") on August 20,2009. 
0 
of the effective date of ~ l a b a m a  Act 2009-492 can obtain CONs under a non- 
substantive review procedure, thus preventing any unnecessary disruption of services 
in authorized counties. The h e  also provides for the collection of data needed for 
the development of long-tern methodology. Need is presumed for any provider that 
demonstrates it was providink senrice under ADPH license in a particular county as 
of May 13, 2009, or the precdding twelve months. The SHCC rule contemplates that 
SHPDA will also adopt regdlations providing for the consideration of applications 
under the emerpency rule bnd recommends that SHPDA reduce the standard 
application fee for such applidations. 

(3) Without implementation of 4 procedure to quickly and efficientlv issue CONs to 
existing in-home hospice prhviders, there exists a risk that said services will be 
interrupted. This represents dn immediate threat to the health, safetv and welfare of 
hospice patients and their iamilies. Accordingly, the following procedures are 
adopted for the consideration bf CON applications for in-home hospice services: I 
(a) Any provider that derdonstrates that it was providing service under ADPH 

licensure as of May 11, 2009. or the preceding twelve months, may seek a 
CON by filing an application by November 1, 2009, to be granted a CON 
before Mav 1, 20 10,) which shall be the date after which all in-home 
hospice providers exisking as of the effective date of the Act must have a 



(b) SHDPA shall seek aksistance from ADPH in verifying that applicants 
meet the requirementd of subsection (a) above and Rule 41 0-2-3-. 1 OER. 
Applicants should prdvide evidence of their qualifications as an existing 

rovider in each coudty to be encompassed in their CON, as well as of 
:heir continuing abiliti to meet licensure standards. Applicants that meet 
the aforementioned driteria and affirm that their application does not 
involve a capital expenditure in excess of $500,000' shall have their 
applications considerkd as part of a non-substantive review process, as 
allowed under Ala. dode 6 22-21-275(4) (1975 as amended) and Ala. ~ 
approval by the certificate of Need Review Board. Such applications 
shall be filed utilizin~the form attached to this rule as Appendix "A". 

jc) A fee of $250.00 shall1 be charged for each CON ap~lication submitted as ~ I 
Id) The granting of a C O ~  under this provision shall be conditioned on timely 

compliance with any hata request issued on an annual basis by the SHPDA 
Staff in coniunction hith the adoption of long-term need methodology, 
including form H P C E : ~  for 2007 and 2008, attached as Appendix B and 
C. The 2009 annual report, HPCE-4, attached as Appendix D, must be 
completed and filed dith SHPDA by April 15,201 0. 

(e) An existing providkr obtaining a CON that subsequentlv fails to 
substantially comply Ion a timely basis to an annual data request from the 
SHPDA staff, adoptdd in coniunction with long-term need methodology 
(subiect to any authdrized extensions), shall be assumed to have ceased 
operations as of the end of such period until such time as the provider 
complies fully with dl1 outstanding SHPDA data requests. Any provider 
that has deemed to have ceased operations under this chapter shall be 

rohibited from subrhitting any CON application for additional authority 
:r from seeking consideration bv SHPDA of such facility's utilization data 
to oppose another prbvider's CON application. In accordance with Rule 
4 1 0- 1 - 1 1 -.08(2), shduld such cessation of operation continue for an 
uninterrupted period bf twelve months or longer, the provider's CON shall 
be deemed abandondd. SHPDA shall report to the ADPH any provider 
who is deemed to llade abandoned its CON under this section. 

f fl Existing hospice probiders obtaining a CON pursuant to this Section (3) 
shall file a single apblication and be granted a sinple CON encompassing 
all of the counties s'erved under ADPH licensure as provided in Section 
(3)(a) above. For purposes of this Section only, an entity shall be 
considered a separate hospice provider for each Medicare Provider 

1 Applies only to new capital expenditures have, or may be incurred in the twelve months after May 13, 
2009, in order to maintain such services th being provided prior to that date. 



Number held at the time of application (e.g., if an entity has multiple ~ 
issued, for each) prdvided, however, that a corporate entity havin 
multiple provider nurhbers shall not receive more than one CON p: ~ ~ 
future disposition. dhis restriction shall not apply to CONs granted 
outside of the providions of 410-2-3-.10(2)(b) and (c) nor shall this 
restriction prohibit a provider from conducting internal organizational 
restructurings within ehtities under common ownership and control which 
are unrelated to a contlemplated sale or change of control. All applications 

(h) Pending the developdent of long-term methodology, the Agency shall not 
accept applications fok in-home hos~ice services except as provided herein 
or as rnav be requirediunder law for the relocation of existing facilities. I 

k) Hospice providers that have obtained CON authority as a result of the 
2 

(4) Applications filed by existing providers pursuant to this section are not required to 
first file a Letter of Intent dnless their application involves a construction proiect. 
Since need shall be presumed for all existing providers as of May 13,2009, who meet 
the requirements of this sedtion, there will be no batching cycle established with 
respect to any applications fdr a CON under the provisions of this emergency rule. 1 

such CONs but shall 
collection requirements 

Author: Certificate of Need Revie Board 
Statutory Authority: $5 41-22-5,2 1 -21-260(6), -264 and -275, Code of Alabama (1975) 
History: Effective September 21,3009 (Emergency Rule) 

2 
be otherwise subject to compliance with the data 

of section (e) above. In addition, no application 
fee shall be required dkder this Section for hospice providers, as defined in 
2 
facility within such prbvider's licensed area. 



ALABAMA CERTIFICATE OF NEED 
APPLICATLON FOR PROVIDERS OF 

AS OF MAY 13,2009 

For  Staff Use Only 

INSTRUCTIONS: Please submit an orig'nal and twelve (12) copies 1 Project # 
of this form and the appropriate attachments to Date Rec. 
the State of Alabama, State Health Planning and Rec by:- 
Development Agency: 100 North Union Street, 
Suite 870, Alabama 36104. 

Montgomery, AL 36130-3025) 

Attached is a check in the amount of $250.00 
Refer to Rule 410-1 -5C-.01 of the Certificate of Need Program Rules 
and Regulations to determine the required filing fee. 

A. I 
Name of Applicant (in whose name the CON bill be issued if approved) Medicare Provider # 

Address 1 city County 

State zip Code Phone Number 

B. 
Name of FaciIitylOrganization (if different frdm A) 

c . 1  
Name of Legal Owner (if different from A or )3) 

I 

Address Ciry County 

Address 

State  id Code Phone Nunlber 

City County 

D. 
Name and Title of Person Representing ~ r o ~ d s a l  and with whom SHPDA should communicate 

Address County 

I 

State ziF/ Code Phone Number 

E-Mail Address - 



Form # CON-In Home Hospice 

I.  
I 

APPLICANT IDENTIFICATION (cont?nued) 

E. Type Ownership and ~ o v e r n i n i  Body 

1 .  Individual 
2. Partnership 
3. Corporate (for profit) 

Name of Parent Corporation 

F. Names and Titles of ~ o v e r n i n d  Body Members and Owners of This Facility 

4. Corporate (non-profit) 

5 .  Public 
6. Other (specify) 

0 WNERS 1 GOVERNING BOARD MEMBERS 

Name of Parent Corporation 
u 
(-..A 

11. PROJECT DESCRIPTION 

A. Please attach a copy of the cu&ent ADPH licenses associated with the  Medicare Provider Number 
under which this application is  submitted.' List ail counties in which Applicant provided in-home 
hospice services under the Medicare Provider Number, and ADPH license, as of May 13,2009, or 
the preceding twelve months, ipr which this CON is sought. 

B. Evidence of Continuing ~ b i l i 4  to Meet Licensure Standards: 

1. Prior to May 13, 2009, has a plicant received pending notice of license revocation, probation or 
non-renewal of licensure from the ADPH relating to its in-home hospice operations? 

0 Yes No I 
If yes, please describe the nature 01 such notice in a separate attachment (with appropriate redaction of 
patient information, as needed). 1 
2 Please describe the ~ ~ ~ l i c a n t ' b  quality of care and compliance programs. 

C. Applicant is the sole hospice rovider under common control applying for such counties. 

Yes No 

I Under A i a  Adrnin Code 4 10-2-3-. 10(2)(b), n k ed is presumed for any Applicant that has provided in-home hospice 
service pursuant to an ADPH license as of May 13, 2009, or the preceding twelve months. Pursuant to Ala. Admin. 
4 10- 1 -5C-.0 1, for purposes of this application, an entity shall be considered a separate hospice provider for purposes 
of each Medicare Provider Number held. 

I 2 



Form # CON-In Home Hospice 1 
111. EXECUTIVE SUMMARY OF THE ~ R O J E C T  (brief description). Include all counties where 

services have been established under the current ADPH license associated with this application. 
(Attach additional sheets as necessary 

IV. COST 1 
By checking yes, the Applicant confirm that it will not incur capital expenditures in excess of $500,000 
associated with this project.2 

Yes I 

Attach separate sheets if additional space needed1 

I. Utilization County 1 *2007 *2008 1/01/2009-5/13/2009 

A.  Number of 
hospice patients served 
by county subject to this 
application 

TOTAL PATIENTS: 
*Calendar Years 

2 Applies only to new capital expenditures that kave, or may be incurred in the twelve months after May 13; 2009, in 
order to malntain such services that were being brovided prior to that date. 



Form # CON-In Home Hospice 

County 1 *ZOO7 *ZOO8 1/01/2009-5/13/2009 

B. Numberof 
hospice service days 
served by county subject 
to this application 

TOTAL DAYS: 
*Calendar Years 

I 
The applicant shall attach billing information velllfying service for at least onepatienr for each coungj subject to this 
application. Form HPCE-2for 2007 and 2008 s)pall also be arrachod to the application. 

11. Percent of Gross Revenue 

Source of Payment 1 2007 2008 1/01/2009-5/13/2009 

ALL Kids 
I 

Blue CrossIBlue Shield 
I 

Charity Care (see note below) 

Medicaid 

Medicare 
I 

Other Colnmercial Insurance 

Self Pay 

Other 

Veterans Administration 

Workman's Compensation 

TOTAL Yo Yo 

ru'ote: Refer to the Healthcare Financial Managem nt Association (HFMA) Principles and Practices Board Statement Number 
15, Section 11. t 



Form # CON-In Home Hospice 

V1. CHARGE INFORMATION 

A. List schedule of current charge 

B. List schedule of proposed cha~ 

related to this prqject. 

,es after completion of this project. 



PART SIX: ACKNOWLEDGEMENT A ~ D  CERTIFICATION BY THE APPLICANT 

I. ACKNOWLEDGEMENT. In submittin application, the applicant understands and acknowledges that: 

A. The rules, regulations and standards for health facilities and services promulgated by the SHPDA 
have been read, and the applicant will coinply with same. 

B. Upon the granting of a CON pulsuant to this application, the applicant shall provide confirmation 
that they are continuing to operlte in the counties encompassed by the CON, which shall result in 
the automatic vesting of the COIN. 

C. Applicants seeking a CON herdin under the non-substantive review procedures authorized by Ala. 
Admin. Code 410-2-3-.I0(2)(b and (c) shall be granted a single CON encompassing all of the 
counties served under a Me icare Provider Number. Such CON authority may not be 
subsequently divided, e.g., a hdspice provider may not separate such authority into separate CONS 
for future disposition. Any ac 4 ion to transfer or assign the certificate in violation of this or any 
other restriction found in  laba aha law or the SHPDA rules will render it null and void. 

D. Pursuant to Ala. Adinin. Code 410-2-3-.10(2)(c), the granting of a CON under this provision shall 
be conditioned on timely co pliance with any data request, issued on an annual basis by the "I SHPDA staff in conjunction with the adoption of long-term need methodology, including any 
request for 2007-2009 information that may be required as part of the application process. 

E. Pursuant to Ala. Admin. ~ o d k  410-2-3-.10(2)(d) an existing provider that obtains a CON that 
subsequently fails to substanti Illy comply on a timely basis (subject to any authorized extensions) 
to an annual data request fro I the SHPDA staff adopted in conjunction with long-term need 
methodology shall be assume f to have ceased operations as of the end of such period until the 
provider coinplies fully with a1 outstanding SHPDA data requests. Any provider that has deemed 
to have ceased r such provision chapter shall be prohibited from submitting any 
CON application for authority or from seeking consideration by SHPDA of such 
facility's utilization data to oppose another provider's CON application. In accordance with Rule 
410-1-1 I-.O8(2), should such ckssation of operation continue for an uninterrupted period of twelve 
months or longer, the provider's CON shall be deemed abandoned. SHPDA shall report to the 
Alabama Department of Publi Health any provider who is deemed to have abandoned its CON 
under this section. 7 

F. The applicant will notify the da te  Health Planning and Development Agency when a project is 
started, completed, or abandonbd. 

G. The applicant must comply widh all state and local building codes, and failure to comply will 
render the Certificate of Need hull and void. 

H. The applicants and their agentd will construct and operate in compliance with appropriate state 
licensure rules, regulations, anti standards. 

1. Pro-jects are limited to the war# identified in the Certificate of Need as  issued. 

J .  Any expenditure in excess ofthe amount approved on the Certificate of  Need must be reported to 
the State Health Planning and Development Agency and may be subject to review. 

K. The applicant will comply wit$ all state statutes for the protection of  the environment. 

L. The applicant is not presently perating with a probational (except as may be converted 
by this application) or revoke 



Form # CON-In Home Hospice 

I. CERTIFlCATION 

The information contained in this 
belief, and I agree to be bound by 

Author: Alva M. Lambert 

Statutory Authority: 5 22-2 1-267, 27 1 

History: Adopted, September [ 1, 2009 

application is true and correct to the best of my knowledge and 
the restrictions contained herein. 

Signature of Applicant 

Applicant's Name and Title 
(Type or Print) 

day of 20- 

Alabama Notary Public (Affix seal on Original) 

,215, Code of Alabama, 1975 



FORM HPCE-2 1 2007 REPORT Appendix - B 
IN-HOME HOSPICES 
0912009 i 

$AILING ADDRESS (US. Postal Service) 
FO BOX 303025 
QONTGOMERY AL 361 30-3025 
TELEPHONE: (334) 242-41 09 
www.shpda.alabama.qov 

I 

STREET ADDRESS (Commercial Carrier) 
100 NORTH UNION STREET STE 870 
MONTGOMERY AL 361 04 
FAX: (334) 242-41 13 
paul.mav@shpda.alabama.wv 

1 2007 ANNUAL R E P ~ R T  FOR IN-HOME HOSPICES 

Mailing Address: 
C I N  STATE ZIP 

I 

physical Address: AL 
STREET ADDRESS C l N  ZIP 

and ending 1 a period of days. 
M O N T ~  DAY 1 ' ~ ~ ~ ~ f o ~ ~ e  a g e n c y ' s  fiscal year, other than the time frame specified, may be p r o v i d e d ,  but no more than A2 months of consecutive 

1 data should be r e p o r t e d .  If there was a change in hwnership during the reporting period, data for the full year should be 1 reported by the current owner. 

county of Location: 

We hereby affirm and attest that the reported idformation has been verified, and to  the best of our knowledge, the I information contained in the following pages of this report is a true and accurate representation of the services, 
equipment, and utilization of this provider. 

Facility Telephone: 
(AREACODE) 

l ~ h i s  reporting period is for October 1, 2006, througP 

Facility Fax: 
NUMBER (AREA CODE) & TELEPHONE NUMBER 

September 30, 2007.; or for partial year of operation beginning 

I 
DIRECT TELEPHONE NUMBER TITLE OF PREPARER E-MAIL ADDRESS 

of administration MUST also sign 
reported by the preparer listed above, 

PRINTED NAME OF PREPARER SIGNATURE OF PREPARER DATE 

I -- 
DIRECT TELEPHONE NUMBER TITLE OF ADMINISTRATION OFFICIAL E-MAIL ADDRESS 

I 
PRINTED NAME OF ADMINISTRATION OFFICIAL 

I 
1 SIGNATURE OF ADMINISTRATION OFFICIAL 

I 

PAGE 1 

I 

I 
i 

( 

FOR OFFICE USE ONLY 

Facility Verified: Initial Scan: Completed: 

Entered: Fijal Scan: Audited: 



F0,RM HPCE-2 
INfHOME HOSPICES 
0912009 

THIS REPORT MUST BE FILE PRIOR TO OR WITH YOUR CON APPLICATION 
j2007 REPORT Appendix - B 

PROGRAM DEMOGRAPHICS 

A. Agency Type ~ 
Free Standing 

Home Health Based ~ 
Hospital Based 

Nursing Home Based 

GovernmentlHealthcare Authority based 

B. Ownership ~ 
Corporation NOA-profit Organization Partnership 

Individual Heilthcare Authority LLC 

Joint Venture ~ofernment Other (specify) 

C. Reporting Entity 1 

TELEPHONE NUMBER: 1 

1. Does this agency have the capdbility to provide patient 
information, specific only to this 

4. If yes, provide the SHPDA ID the name of the 
licensed hospice agency(ies) information is 
included in this report: 

SHPDA ID #: AGENCY 

licensed location? 
YES NO 

3. Will the information contained in this report include patient 

YES NO 

2. If no, provide the name of the li lensed hospice agency 
that will be reporting patient inf rmation for this entity: 

SHPDA ID #: 

2 
NAME OF REPORTING HOSPICE: 
NAME OF CONTACT: 

information from other licensed 
services offered and performed 

hospice agencies, for 
in the State of Alabama? 



A. ADMISSIONS BY COUNTY OF RESIDENCE 
(This data should reflect all patients served during the reporting period, including those in nursing facilities. Information should be 
Pro 

r COUNTY. 
. . " . . .  

. . 
. . . . 

.. . 
. . . . . . 

. . . . 

. . 

FORM HPCE-2 
IN-HOME HOSPICES 

TOTALS ** - - - - - - - 
**TOTAL NUMBER OF ADMISSIONS SHOULD AGREE WlTH TOTAL ADMISSIONS IN SECTIONS 11-C, AND 11-D. 

0912009 

11. ADMISSIONS 

- THIS REPORT MUST BE FILED PRIOR TO OR WlTH YOUR CON APPLICATION 
-07 REPORT - 

PAGE 3 

-Append~x---B 



FiORM HPCE-2 
Iy-HOME HOSPICES 
0912009 

THIS REPORT MUST BE FILED PRIOR TO OR WITH YOUR CON APPLICATION 
2 0 0 7  REPORT Appendix - B 

Provide the number of patient days for all patients including those in hospitals, specialty 
care assisted living, and nursing facilities, for the reporting period. 

I 

HOSPICE NUMBER DAYS OF ' 'DAYS OF DAYS OF DAYS OF TOTAL 
OF 

PAYMENT PATIENTS 
ROUTINE ' INPATIENT RESPITE CONTINUOUS PATIENT 

; SOURCE HOME CARE CARE CARE CARE 

I 
SERVED 

CARE I DAYS 
yospice 
Medicare 

private 
I,ns~~~rance/ 
Managed Care 

TOTALS -r 
'c. ADMISSIONS BY DEMOGRAPHI~S 

I 

'AGE GROUPS 
I 

MALE FEMALE TOTAL 
I 

I 

Use the patient's age on the first 

118 and under 1 

day of admission. 

I I PAGE 4 

85 years and older 
** 

**TOTAL ADMISSIONS SHOULD AGREE WITH TOTAL ADMISSIONS IN SECTIONS 11-A AND 11-D. 



QRM HPCE-2 
\I{HOME HOSPICES 
912009 

THIS REPORT MUST BE FILEI~ PRIOR TO OR WITH YOUR CON APPLICATION 
2007 REPORT 

)! TOTAL ADMISSIONS BY RACE 

b. BlacWAfrican AmericanlNegro 

I e. American IndianlAlaskan Native 1 f. Padific Islander 

I a. India 
I - 

h. ~ i d d l e  Eastern 

1 i. Other 

1 TOTAL ADMISSIONS 
**TOTAL ADMISSIONS SHOULD AGREf 

1'11. REVENUES AND EXPENSE 

1 EXPENSES 

Payroll 

Non-Payroll 

Transportation 

I Bad Debt 

Charity 

Appendix - B 

ADMISSIONS 

NlTH TOTAL ADMISSIONS IN SECTIONS 11-A, AND 11-C. 

5 (AMOUNTS DO NOT HAVE TO BE AUDITED) 

REVENUES 

si .oo Medicare 

Medicaid 

Commercial Insurance 

Private Pay 

Other 

TOTAL REVENUES 

PAGE 5 



2008 REPORT Appendix - C 

MAILING ADDRESS (u. S. postal Service) 
P BOX 303025 P M,ONTGOMERY AL 361 30-3025 
TFLEPHONE: (334) 242-4109 
w w w . s h p d a . a l a b a m a . 4 0 ~  

I 

STREET ADDRESS (Commercial Carrier) 
100 NORTH UNION STREET STE 870 
MONTGOMERY AL 361 04 
FAX: (334) 242-41 13 
paul.mav@shpda.alabama.qov 

~ 2008 ANNUAL R E P ~ ~ R T  FOR IN-HOME HOSPICES 

Mailing Address: 
STREET ADDRESS 1 CITY STATE ZIP 

ounty of Location: 1 

I 

I 
Facility Telephone: 1 Facility Fax: 
1 N (AREA CODE) & TELEPHONE NUMBER 

This reporting period is for October I, 2007, through peptember 30, 2008'; or for partial year of operation beginning 

I and ending a period of days. 
~ O N T H  DAY MONTH DAY 

' ~ a t a  for the agency's fiscal year, other than the time frame specified, may be provided, but no more than 12 months of consecutive 
bata should be reported. If there was a change in obnership during the reporting period, data for the full year should be 
reported by the current owner. 

Physical Address: 
STREET ADDRESS 

AL 
CITY ZIP 

I 
We hereby affirm and attest that the reported in fb rmation has been verified, and to the best of our knowledge, the 
?formation contained in the following pages of 
equipment, and utilization of this provider. 

PRINTED NAME OF PREPARER 

I 
PRINTED NAME OF ADMINISTRATION OFFICIAL SIGNATURE OF ADMINISTRATION OFFICIAL 

this report is a true and accurate representation of the services, 

SIGNATURE OF PREPARER DATE 

I 

DIRECT TELEPHONE NUMBER E-MAIL ADDRESS 
I 

DIRECT TELEPHONE NUMBER 

k member of administration MUST also sign 
reported by the preparer listed above. 

#OR OFFICE USE ONLY 

TITLE OF PREPARER E-MAIL ADDRESS 

below verifying the accuracy of the information contained herein, as 

lnitial Scan: 

Final Scan: 

1 PAGE 1 



I 

I. PROGRAM DEMOGRAPHICS 
I 

I A. Agency Type 

THIS REPORT MUST BE FILED 

-- Free Standing 

PRIOR TO OR WITH YOUR CON APPI-ICATION 
2008 REPORT 

I 
1 -  Home Health Based 

Appendix - C 

Hospital Based 

Nursing Home Based 

Government/Healthcare Authority Based ' 
6. Ownership 

Corporation N 4 n-Profit Organization Partnership 

Individual H althcare Authority LLC 
Joint Venture --- E; Government Other (specify) 

Reporting Entity 1 
1. Does this agency have the cadability to provide patient 

information, specific only to this licensed location? 
YES NO 

2. If no, provide the name of the licensed hospice agency 
that will be reporting patient information for this entity: 

SHPDA ID #: I 
NAME OF REPORTING HOSPICE: 

NAME OF CONTACT: 
TELEPHONE NUMBER: 

3. Will the information contained in tl- is report include patient 
information from other licensed hospice agencies, for 
services offered and performeid in the State of Alabama? 

YES NO 

1. if yes, provide the SHPDA ID # and the name of the 
licensed hospice agency(ies) for which information is 
included in this report: I 

SHPDA ID #: N A M ~  OF HOSPICE AGENCY 

1 PAGE 2 



FORM-HPC Er2--  
IN-HOME HOSPICES 
0912009 

11. ADMISSIONS 

THIS REPORT MUST BE FILED PRIOR TO OR WlTH YOUR CON APPLICATION 
2 0 0 8 - R E P O R T  Appendix - C -- 

A. ADMISSIONS BY COUNTY OF RESIDENCE 
(This data should reflect all patients served during the reporting period, including those in nursing facilities. Information should be 

TOTALS ** 

,**TOTAL NUMBER OF ADMISSIONS SHOULD AGREE WITH TOTAL ADMISSIONSIN~,SECTIONS~I~IC, AND 11-D. 

PAGE 3 



FORM HPCE-2 
I N ~ H O M E  HOSPICES 
0912009 

THIS REPORT MUST BE  FILE^ PRIOR TO OR WITH YOUR CON APPLICATION 
2008 REPORT Appendix - C 

Provide the number of patient day for all patients including those in hospital, specialty care i assisted living or nursing facilities, for the reporting period. 

I HOSPICE NUMBER DAYS OF I DAYSOF DAYS OF DAYS OF TOTAL 
OF 

PAYMENT PATIENTS 
ROUTINE INPATIENT RESPITE CONTINUOUS PATIENT 

' SOURCE HOME I CARE CARE CARE CARE 
SERVED DAYS 

~'rivate 
14surance1 
Managed Care 

Charity1 
Indigent 

I 

Other (VA, 
Worker's Cornp, 
etc) 

TOTALS 

e. ADMISSIONS BY  DEMOGRAPHIC^ 

Use the patient's age on the first day of admission. 

45 years and older 1 , - 
TOTAL ADMISSIONS ~ ** 

**TOTAL ADMISSIONS SHOULD A G R ~ E  WITH TOTAL ADMISSIONS IN SECTIONS 11-A AND 11-D. 



FORM HPCE-2 
$-HOME HOSPICES 
09/2009 

THIS REPORT MUST BE FILE I PRIOR TO OR WITH YOUR CON APPLICA'TION 0 I008 REPORT Appendix - C 

. TOTAL ADMISSIONS BY RACE ~ 
RACE ADMISSIONS 

a. WhitelCaucasian I 

I 

d. Asian 
I e. American IndianlAlaskan Native 1 1 f. Pacific Islander 
I n. India 1 - 1 h. ~ i d d l e  Eastern 
I i. Other 1 

ill. REVENUES AND EXPENSES (AMOUNTS DO NOT HAVE TO BE AUDITED) 

EXPENSES ~ 
Payroll $ .OO ~ 
Non-Payroll $ 

Transportation 

Bad Debt 

Charity $ ,001 

TOTAL EXPENSES $ .OO ~ 

REVENUES 

Medicare $ .OO 

Medicaid $ .OO 

Commercial Insurance $ .OO 

Private Pay $ .OO 

Other $ .OO 

TOTAL REVENUES $ .OO 



FQRM HPCE4 
HOSPICES 
Oql2009 

THIS REPORT IS D U ~  ON OR BEFORE APRIL 15,2010 1. 

MAILING ADDRESS (u. S. postal Service) 
Pp BOX 303025 
M,ONTGOMERY AL 36130-3025 
TFLEPHONE: (334) 242-41 0 9  
y.shpda.alabama.qov 

I 

Appendix - D 

STREET ADDRESS (Commercial Carrier) 
100  NORTH UNION STREET ST€ 870  
MONTGOMERY AL 36104  
FAY: (334) 242-41 1 3  
paul.mav@shpda.alabarna.qov 

I 
ADPH License # A separdte report must be filed for each license number. 

hailing Address: 
STREET ADDRE 

'county of Location: E-Mail Address: --- 

S C l W  STATE ZIP 

hysical Address: AL 
STREET ADDRE~S CIW ZIP 

~ a c i l i t ~  Telephone: 

**This report is a requfrement for maintaininq state /icensure** 

Facility Fax: 

and ending 

i 
I 

We hereby affirm and attest that the reported information been verified, and to the best of our knowledge, the information contained in the 
following pages of this report is a true and accurate of the services, equipment, and utilization of this provider. 

(AREA CODE) 8 TELEPHONE NUMBER 

This reporting period is for January I, 2009, 31, 2009*; or for partial year of operation beginning 

a period of days. 

1 I 
PRINTED NAME OF PREPARER I SIGNATURE OF PREPARER DATE 

MONTH DAY M ~ N T H  DAY 

If there was a change in ownership during the reporting data for the full year should be reported by the current owner. 

I u E-MAIL ADDRESS 

the preparer l isted above. 

I 
PRINTED NAME OF ADMINISTRATION OFFICIAL SIGNATURE OF ADMINISTRATION OFFICIAL 

I 

I' 

1 PAGE 1 

DIRECTTELEPHONE NUMBER 

I 

TITLE OF ADMINISTRATION OFFICIAL E-MAIL ADDRESS 

I 

( 
i 
1 

I 

1 FOR OFFICE USE ONLY 

Facility Verified: Initial Scan: 

A 
Completed: 

Entered: Fi al Scan: Audited: 
I 



tM HPCE4 
;PlCES 
lnno 

THIS REPORT IS Dl  

ECTION A: PROGRAM 

I: PROGRAM TYPE 

A. Agency Type 

Free Standing 

Home Health Based 

Other (Specify) 

B. Ownership 

Corporation Nc 

Individual H E 

Joint Venture G c 

2: INPATIENT FACILITIES 

To qualify as an lnpatient Hospice Fac 

1. Consist of one or more beds tha 

2. Be staffed by hospice staff. 

Does your hospice operate a free stan 

If yes, number of licensed beds in the 

If no, does your hospice lease beds in 

Number of beds in a hospice facility le 

If inpatient hospice care is provided or 

Hospital 

I1 
Appendix - D 

E ON OR BEFORE APRIL 15,2010 

Hospital Based 

Nursing Home Based 

\-Profit Organization Partnership 

rlthcare Authority LLC 

{ernment Other (specify) 

ty, the following criteria must be met: 

are owned or leased by the hospice; 

ing inpatient hospice facility? 
YES 

\patient Hospice Facility 

mother facility? 
YES N 0 

sed space 

a contractual basis, where is that care provided: 

- 
Hospice Inpatient Facility 

PAGE 2 



I 
FPRM HPCE4 Appendix - D 
H,OSPlCES 
0912009 

SECTION B: PATIENT V O L U ~ E  
I 

For the purpose of gathering statistics, the foil 1 wing definitions apply: 

1 Home Hospice Care: Patients who wLre admitted for hospice care to be provided in their place 

~ of residence. 

Bl:  PATIENTS SERVED 

Inpatient Care: Patients who wkre admitted for hospice care directly to an inpatient 
hospice facility 
level of care). 

(either leased beds or hospice owned-not contractual GIP 

Admission location is the actual location of the patient on the first day of care. 
, 

< t ." 
, ; "> 

s : ,, . . 
a. Total Patient Days 

Home Hospice 
Care 

. Inpatient 
~ G i l i t y  

~ g e n c y  
~ o i a l s  



FOkM HPCE4 
HOSPICES 
0912009 

THIS REPORT IS DUS ON OR BEFORE APRIL 15,2010 
Appendix - D 

62: LEVEL OF CARE 
I 

- 
Continuous Care Hours 

83: ADMISSONS AND DEATHS BY LOCATION 

The admissions recorded in this section includk new admissions (unduplicated) as well as re-admissions 
(duplicated). Deaths reflect all patients who died regardless of admission year. 

' *ADMISSIONS SHOULD EQUAL ADMISSIONS REPORTED IN SECTION ~ i b  + i i c  + BI~; DEA+HS SHOULD 
I 

EQUAL DEATHS REPORTED IN SECTION Bl f l  

Free Standing Inpatient Hospice Facility 

Total * * 



F ~ R M  HPCE4 
HOSPICES 
09j2009 

THIS REPORT IS DUE ON OR BEFORE APRIL 15,2010 I 
d4: LENGTH OF SERVICE 

)ngth of Service (ALOS) 

I 

I I I 1 

B5: LIVE DISCHARGES 

LENGTH O F  SERVICE 

a .  Discharges 
I 

1 b. Revocations 
I 

B6: LENGTH OF SERVICE BY CAT~GORY 

- - 1  Home Hospice 

8 to 14 days 

1 15 to 29 days 

Inpatient 

. . 1 Providers - ~ 6 " .  

Agency 
Care Facility* 

1 

Totals 

1 
1 If additional space is needed, please include a (separate sheet of paDer titled "Annual Report of Hospice 

'30 to 59 days 

'60 to 89 days 

'90 to 179 days 

*I80 days or 
more 

I 
I 



I 

FORM HPCE4 
THIS REPORT IS D U ~  ON OR BEFORE APRIL 15,2010 I 

SECTION C: PATIENT DEMOGRAPHICS 
I 

C1: ADMISSIONS BY REIMBURSEMFNT SOURCE 

Appendix - D 

Unduplicated 
Medicare 

Private Insurance 

Private Pay 

Unduplicated 
Medicaid I 

I I I I I 

'ADMISSIONS SHOULD EQUAL ADMIS$IONS REPORTED IN SECTION B l  b 

Charity Care 

ic2: PATIENTS SERVED BY REIMB~JRSEMENT SOURCE 
This section reflects the total number of patiebts served (admissions + carry over patients on Jan 1). Each .. , . . .  . . . . .  . 

i 

1 PAGE 6 
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THIS REPORT IS DU? ON OR BEFORE APRIL 15,2010 ]I Appendix - D 

Home Hospice Care 

ln~atient Care 

C3: DIAGNOSIS 

qlzheimer's 
Disease 

Patient:Days 
. <for;~atients 

* Who-Died or 
* ~ e r e : ~ f v e  
Discharges 

Heap 
. . 

Home Hospice Care 

lnpatient Care 

Number of. . 
~ive':'" "*: 

~ b c h a r ~ ~ s .  
- 

,'Number 
of 

Deaths 

r - - -  - - -  

Home /.. Hospice.Care j a d  

Inpatient Carei: ';.,;; 

Kidney r 

Number of. 
, N e w .  

(~ndupliiated) 
: ~dmfssions 

Diagnosis 

Lung' a 

Home Hospice Care 

lnpatient Care 

Location of Service , 

I 

. c 
, ,' 

' I  

Home Hospice Care 
' < 

'Inpatient Care ' , 

Home Hospice Care 

lnpatient Care 

, , L  > .  
. " ,  

* G I  

.'? 

I 

Liver 

, 

2 .  

, > 
* 

Home Hospice Care 

lnpatient Care 

I 
Debility Unspecified 

I 

Home Hospice Care 

lnpatient Care 

' 

v . ,  .- , 

Home Hospice Care 

Inpatient Care 

All Others 

I 

Home Hospice Care 

lnpatient Care 

, ,I 

" L b ,  

Other Motor Neuron 
  is ease . 

I I WITH TOTAL DEATHS IN SECTION BI~; TOTAL LIVE DISCHARGES SHOULD MATCH TOTAL LIVE 
DISCHARGES IN SECTION Blg. 

8, . 

Home Hospice Care 

lnpatient Care 



THIS REPORT IS DUE ON OR BEFORE APRIL 15.2010 
Appendix - D 

Home Hospice 
Care 
lnpatient Care 

Make copies of this page before completing if necessary. 

Home Hospice 
Care 
lnpatient Care 

. . ,  . 
. . . . .  . . . 

- ,  

Home Hospice 
Care 
Inpatient Care 

Number of 
Live; - - 

~ i s c f i $ i ~ b ~  

Number 
-of .Deaths 

. ' 

County 

Home Hospice 
Care 
lnpatient Care 

Number of Patients 
, , ',served. 

(lndude~arnj over) 

..Home Hospice,; . . . . . . . . .  . ..:.. . . .  ':. .... 
. . . .  , . . "  C a k  : 

Ihpatient';Cg~e>, 
' 

. . 

Care 
lnpatient Care 

Location of 
Care 

I I I 1 
*TOTAL ADMISSIONSIDEATHS SHOULD AGRqE WITH TOTAL ADMlSSlONSlDEATHS IN SECTION B l  b+c+d; 
TOTAL DEATHS SHOULD AGREE WITH Blf; TOTAL LlVE DISCHARGES SHOULD MATCH TOTAL LlVE 
DISCHARGES IN SECTION B?g. 

'Number.of2 ; 
Admissions 

> .  

, . 
.:.::....?:.'. ... ::. ;;; :. .: 

:... 7 .;$";, , ::;'; 1.5 ,, ..: , . . . . . . .  , 

': '.' ' ; :. .:/' . .  ' "  . , ' 2 , : .  . '  
'.),< . . . . . . . . .  

, . 

. . . .  
. . .  . .  . / .  

. . . . . . .  
r ,  " ' : ' - . , 

. . . < .  

, . '  . .  . . 
' . ,;,, . ' , " v  . . ' . <'>,.: "'t 8 . ., ' , , ,,.j ;, I .  

, . ..A . . ,. 
. . . . .  . .':. . ̂ -.; , .%,.,: ;. .-. . , . .': . 

;,,, v .  ..,* .......... .......... ..< , , .' . , :; ', :,; :::p:. .v..: 1;. . . . .  ,: . ?  ,. .'. . ' , ". . . !. , >,'' > .. 
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Appendix - D 

I 
CS: TOTAL ADMISSIONS BY RACE 

I 1 b. India , I 

RACE 

" 

h. Middle Eastern 

i. Other 

TOTAL ADYISSIONS ( 

ADMISSIONS 

I I a 
I i 

C6: TOTAL ADMISSIONS BY AGE A 4 D GENDER 
- ,  

AGE GROUPS . ,,, 'MRLE FEMALE TOTAL 

1 '18 and under 1 I 

1 ;  85 vears and older 1 I 

I I I 
' **TOTAL ADMISSIONS SHOULD AGREE WITH T TAL ADMISSIONS IN SECTIONS B l  b+c+d, C4, & C5. 

SECTION D: REVENUES AND E~PENSES (AMOUNTS DO NOT HAVE TO BE AUDITED) 

EXPENSES 1 
. REVENUES 

I I 

$ 11 Payroll .b0 1 1 Medicare $ .OO 1 



I Please provide below the hospice locations 
included in this report. 

F O ~ M  HPCE4 I Appendix - D 

SHPDA ID #: 

H~SPICES 
0912009 

THIS REPORT IS DUE ON OR BEFORE APRIL 15,2010 


