
FOIA Data Base - The Law Office of Jeffrey J. Downey, serving clients in Washington D.C., 

Virginia and Maryland 

If you have been injured in a nursing home or assisted living facility, call the Law Office of 

Jeffrey J. Downey for a free consultation. 

Phone: 703-564-7318; email: jdowney@jeffdowney.com 
 

 

Forestville Healthcare Center (Formerly 

Forestville Health and Rehabilitation Center) 

7420 Marlboro Pike 

Forestville, MD 20747 

 

 
Characteristics: 

• A For-Profit Company with 162 Beds 

• Legal Business Name – Marlboro Leasing Co, LLC 

• www.communicarehealth.com/facility/forestville-healthcare-center/ 

• Operational/Managerial Control – Richard Odenthal 

• Managing Employee – Dodlyn Buck 

 
As of August 2020, Forestville Healthcare Center is rated as a three-star facility, according to 

Medicare.gov 

 
 

Researching Nursing Homes 

A note by attorney Jeffrey J. Downey: 

Thank you for visiting my website. Anyone who is considering the admission of a loved one into 

a nursing home should undertake a review of surveys or other data that will provide a snapshot 

of some of the issues or problems that the facility is experiencing. Keep in mind that this 

information can be limited and may not reflect the actual condition of the facility when your 

loved one is admitted. You should consider personal visits of any facility you are evaluating. 

The Maryland Department of Health inspects nursing homes including the Forestville Healthcare 

Center in Forestville, MD. Periodically they do inspections as complaint surveys which should be 

public record. 

I am interested in any additional information you may have on this facility. Please call me with 

any question about this or any other facility you may be interested in searching or prosecuting 

civilly for patient neglect or abuse. 

 

 
If you have a concern or complaint about a nursing facility, there are three ways to file your 

complaint: 

mailto:jdowney@jeffdowney.com
http://www.communicarehealth.com/facility/forestville-healthcare-center/


1) Write to the Maryland Department of Health, Office of Health Care Quality, 7120 

Samuel Morse Drive, Second Floor, Columbia, MD 21046-3422. 

(linkhttps://health.maryland.gov/ohcq/docs/complaint_form.pdf) 

2) Fax : 410-402-8179 

3) Online - https://fs30.formsite.com/OHCQ/OnlineComplaintForm/index.html 

Having already researched Forestville Healthcare Center and obtained FOIA responses, I 

am posting these statements of deficiencies here, in a searchable format. Keep in mind that 

these surveys have been altered during the conversion process and you should update your 

search results. 

Disclaimer: Information is built using data sources published by Centers for Medicare & 

Medicaid Services (CMS) under Freedom of Information Act (FOIA). The information 

disclosed on the NPI Registry are FOIA-disclosable and are required to be disclosed under the 

FOIA and the FOIA amendments to the FOIA. There is no way to 'opt out' or 'suppress' the 

NPPES record data for health care providers with active NPls. Some documents may not be 

accurately copied, and some results may have changed upon appeal, which may not be noted 

here. 
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Ensure each resident's drug regimen must be free from unnecessary drugs. 
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** > 
Based on review of medical record and interview with facility staff, it was determined that the facility failed to ensure 
that residents with multiple orders for as-needed pain medication had orders that specified when those medications were to 
be administered, and that such parameters were followed when the medication was administered. This was evident for 1 
(Resident #5) of 6 residents reviewed during the complaint survey. 

The findings include: 
Resident # 5's medical record was reviewed on 2/14/20 at 9:34 AM. During the review, it was found that the resident had 
three orders for as-needed pain medication: 1) [MEDICATION NAME] tablet 325mg, give 2 tablets by mouth every 6 hours as 

needed for mild pain, 2) [MEDICATION NAME] tablet 500mg, give 1 tablet by mouth every 6 hours as needed for moderate pain, 
and 3) [MEDICATION NAME] HCl tablet 50mg, give 1 tablet by mouth every 6 hours as needed for pain. Although the two orders 
for [MEDICATION NAME] (Tylenol) both had parameters of mild pain and moderate pain, the lower dose specified a higher level 
of pain and the higher dose specified a lower level of pain. There was no parameter for the [MEDICATION NAME] order. 
Parameters are used in medication orders to specify when a given medication should or should not be given. When a resident 
has orders for multiple pain medications, parameters communicate a physician's intention as to which medication should be 
administered for certain types or levels of pain. In the case of levels of pain, it is often helpful to measure pain on a 
scale of 1-10, in which 1 is nearly no pain and 10 is the worst pain of a person's life. Mild pain is usually considered to be pain levels 

1-3, moderate pain to be 4-6, and severe pain to be 7-10. 
Review of Resident #5's Medication Administration Record [REDACTED]. Review of the MAR for (MONTH) of 2019 revealed that 
the [MEDICATION NAME] order for moderate pain was given for a pain level of 2 (5/31/19). Review of the MAR for (MONTH) of 
2019 
revealed that the [MEDICATION NAME] order for moderate pain was given for a pain level of 3 (7/17/19), and that 

[MEDICATION NAME] was given for a pain level of 3 (7/27/19). 
The Administrator and Director of Nursing (DON) were interviewed on 2/14/20 at 10:40 AM. During the interview, the 
Administrator and DON acknowledged that the administrations noted above did not meet their expectation of how those 
medications should have been administered. 
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other 
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the 
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date 

 these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.  
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F 0656 

Level of harm - Minimal 
harm or potential for actual 
harm 

Residents Affected - Few 

Honor the resident's right to a safe, clean, comfortable and homelike environment, 
including but not limited to receiving treatment and supports for daily living safely. 

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 
Based on observation and interview, it was determined the facility staff failed to ensure all resident rooms and hallways 
were maintained in a homelike manner. This was evident for 11 of 19 rooms reviewed during the survey. 

The findings include: 
4. During an initial tour of the facility on 6/19/19 at 10:00 AM, observations revealed the blinds in the windows of rooms 
[ROOM NUMBER] were damaged. In all three rooms, the edges of the blinds were bent on both sides of the windows. This damage 

prevented the window blinds from blocking light coming into the room. One of the two residents in room [ROOM NUMBER] 
expressed in interview with the surveyor that the blinds were horrid and agreed that they detracted from the homelike 
environment of the room. The Director of Maintenance was made aware. Further observations of the facility revealed the 
following: 

1. A hole near the base of the wall behind the door in room [ROOM NUMBER]. The hole was over one (1) foot in width. The 
bathroom door and the walls adjoining the door had scrape marks. The right wall facing the outside hall had scrape marks as well. 

2. A hole in the wall behind the door in room150. Scrape marks on the bathroom door and wall. 
3. The corner of the wall across from the nursing station was in disrepair, and the alcove door had scrape marks on it. 
4. Missing paint on the lower wall by the window in room [ROOM NUMBER]. 
5. The closet door in room [ROOM NUMBER] (bed A) did not have handles or knob to assist residents and staff in opening and 
the closet. 

6. Missing paint behind bed A in room [ROOM NUMBER]. 
7. Damaged dry wall by window in room [ROOM NUMBER] (bed A). 
8. Patches of paint missing from the bathroom door in room [ROOM NUMBER]. 
9. Exposed dry wall which requires paint in room [ROOM NUMBER]. 
On 6/24/2019 at 1:25 PM staff # 11 (Maintenance Director) and the administrator were made aware of the issues. 

 
Ensure each resident receives an accurate assessment. 
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 
Based on record review and staff interview it was determined the facility failed to correctly code the Minimum Data Set 
(MDS) for Residents #153 and #68. This was evident for 2 of 46 residents investigated during the survey. 

The Minimum Data Set (MDS) is a core set of screening questions that provide the foundation for the RAI process. Providers 
must complete the MDS screening assessments at specified times during resident admissions. Some MDS assessments are 
comprehensive and others are abbreviated updates to the comprehensive assessments. After completion of any comprehensive 
MDS assessment, the MDS triggers care areas based on the responses to the MDS questions (also referred to as MDS Items). 
Each triggered care area must then be assessed in order to determine if care planning is needed. The MDS triggers are used 
to provide direction for the development of an effective plan that will ensure the assessed needs of each resident are met 
when care is delivered. 

The MDS is a key tool in the process of assessing the capabilities of residents in a nursing care facility. MDS Coordinators are the 
certified individuals who take these assessments and use the results to formulate individual care plans for 
residents. 

The Resident Assessment Instrument (RAI) is a mandated process that ensures residents in nursing homes receive comprehensive and 
periodic assessments that are both standardized and reproducible to ensure each resident's needs are clearly understood and that care 
can be appropriately and effectively planned and delivered (based on the assessment). 
The findings include: 
1. A review of Resident #153's medical record revealed the resident was admitted to the facility on [DATE], then discharged 
to his/her home on 5/7/19. A review of MDS, dated [DATE], stated resident #153 was hospitalized , not discharged home. 

On 06/24/2019 at approximately 11:23 AM Staff #12, an MDS coordinator, was interviewed. Staff #12 stated she will make the 
changes to the MDS. 

The Administrator was made aware on 6/24/19 at 2:30 PM. 
2. On 06/24/2019 resident #68's MDS assessment, dated 02/18/2019, was reviewed. The review revealed; that Resident #68 was 
admitted to facility with multiple medical [DIAGNOSES REDACTED]. On 02/02/19 Resident #68 began receiving hospice services. 
Continued record review of the assessment revealed that on 02/04/19 the facility coded, NO, for chronic health condition 
which will result in end of life expectance less than 6 month (Section J -Health Condition J-1400). The facility did not 
code the resident's hospice status for in Section O-1000, this section was blank. 

On 6/24/19 at 3:00 PM the Administrator was interviewed. The Administrator confirmed the assessment error. 

 
Develop and implement a complete care plan that meets all the resident's needs, with 
timetables and actions that can be measured. 

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 
Based on observation, medical record review, and interviews it was determined that the facility failed to develop and 
implement a comprehensive person-centered care plan that included measurable objectives to meet the medical, nursing, 
mental and psychosocial needs for 1 out of 39 residents (Resident #68) reviewed during investigative portion of the annual 
survey. 

A plan of care is a guide that addresses the unique needs of each resident. It is used to plan, assess and evaluate the 
effectiveness of resident care. 

The finding includes: 
On 6/24/19 at 1:30 p.m. Resident #68's medical record was reviewed. The review revealed an assessment dated in (MONTH) 2012. 
According to the assessment, Resident#68 scored a three (3) out of 15 on his/her Brief Interview for Mental Status (BIMS), 
which signifies mental impairment and inability to make decisions. Further review of the record revealed that on 2/2/19 
Resident #68 experienced a change in condition and was given a new medical diagnosis. The resident was also admitted to 
hospices services and given new physician orders [REDACTED]. 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER 
REPRESENTATIVE'S SIGNATURE 

TITLE (X6) DATE 

 

 
 

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other 
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the 
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date 

 these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.  

FORM CMS-2567(02-99) 
Previous Versions Obsolete 

Event ID: YL1O11 Facility ID: 215020 If continuation sheet 
Page 1 of 3 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

PRINTED:08/26/2020 
FORM APPROVED 
OMB NO. 0938-0391 

STATEMENT OF 
DEFICIENCIES 
AND PLAN OF 
CORRECTION 

(X1) PROVIDER / SUPPLIER 
/ CLIA 
IDENNTIFICATION 
NUMBER 

215020 

(X2) MULTIPLE CONSTRUCTION 
A. BUILDING    
B. WING    

(X3) DATE SURVEY 
COMPLETED 

06/24/2019 

NAME OF PROVIDER OF SUPPLIER 

FORESTVILLE HEALTHCARE CENTER 

STREET ADDRESS, CITY, STATE, ZIP 

7420 MARLBORO PIKE 
FORESTVILLE, MD 20747 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency. 

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY 
OR LSC IDENTIFYING INFORMATION) 

F 0656 

Level of harm - Minimal 
harm or potential for actual 
harm 

Residents Affected - Few 

F 0657 

Level of harm - Minimal 
harm or potential for actual 
harm 

Residents Affected - Few 

 

 

 

 

 
 

 

 
 

 
F 0689 

Level of harm - Minimal 
harm or potential for actual 
harm 

Residents Affected - Some 

 

 

 
 

 

 
 

 

 
 

 
 

 

 
 

 

 
 

F 0697 

Level of harm - Minimal 
harm or potential for actual 
harm 

Residents Affected - Few 

 

 
 

 

 
 

 
 

F 0756 

Level of harm - Minimal 
harm or potential for actual 
harm 

Residents Affected - Few 

(continued... from page 1) 
On 6/24/19 at 1:30 p.m. Resident #68's care plan was reviewed. The review revealed the facility did not develop a care plan 
after Resident #68 experienced a change in physical condition. The continued review of the record revealed that the 
facility's nursing staff failed to develop a care plan with intervention to address the new medical diagnosis. 

On 6/24/19 at 3:00 p.m. The Administrator was interviewed. The Administrator confirmed the care plan did not address 
Resident #68's new medical diagnosis. 

 
Develop the complete care plan within 7 days of the comprehensive assessment; and 
prepared, reviewed, and revised by a team of health professionals. 

Based on review of resident records and interview with facility staff, it was determined that the facility failed to ensure 
that residents' plans of care were reviewed and revised by the interdisciplinary team at least quarterly. This was evident 
for 1 of 2 residents reviewed for care plans (Resident #103). 

The findings include: 
Resident #103 was interviewed on 6/20/19 at 9:40 AM. During the interview, the resident states that s/he does not receive 
quarterly care plan meetings. 

Resident #103's electronic medical record was reviewed on 6/24/19 at 1:15 PM. During the review, notes were found from 
meetings that took place on 5/14/19, 8/14/18, and 1/30/18. No meeting note could be found in the electronic record that 
established that a meeting had taken place between 8/14/18 and 5/14/19. 

Resident #103's paper medical record was reviewed on 6/24/19 at 2:30 PM. During the review, sign in sheets were found for 
meetings that took place on 5/14/19, 8/14/18, and 4/25/18. Again, no meeting sign in sheet could be found that established 
that a meeting had taken place between 8/14/18 and 5/14/19. 

The Director of Nursing (DON) was interviewed on 6/24/19 at 3:15 PM. During the interview, the DON was made aware of the 
findings from the paper and electronic medical record and was asked to provide any evidence of a care planning meeting for 
Resident #103 being scheduled or taking place between 8/14/18 and 5/14/19. None was provided by the conclusion of the 
survey. 

 
Ensure that a nursing home area is free from accident hazards and provides adequate 
supervision to prevent accidents. 

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 
Based on observation and staff interview it was determined facility staff failed to maintain an environment free of 
unnecessary accident hazards as evidenced by: 1) Residents #1, #35 and #84 using their own lighters during a smoke break 
while Resident #46 was being observed; and 2) a medication cart that was found unlocked and unattended. Observations of the 

residents smoking were evident during 2 smoking breaks. The findings regarding the medication cart were noted on 1 of 4 
days of observation during the survey. 

The findings include: 
1. On 6/20/19 during the 9:15 AM smoke break Resident #46 was being observed for smoking safety. The writer noted that as 
the residents went outside to smoke, before staff could light all the cigarettes, Residents #1, 35, and 84 pulled out their own lighters, 

lit their cigarettes and proceeded to light other residents' cigarettes. Writer informed staff outside with 
the Residents. 

On 6/21/19 prior to the 9:15 AM smoke break the writer observed the 1st floor unit manager asking Residents #1 and 84 if 
they had any lighters to which they replied no. Resident #35 was not among the group. When the Residents went out to smoke, 

Resident #35 pulled out a lighter and lit his/her own cigarettes. Again, the staff were made aware. 
Residents in procession of their own cigarette lighters puts the facility at risk for safety issues. 
2. During an observation that took place on 6/21/19 at 1:24 PM, a medication cart was found to be unlocked and unattended in the 
hallway outside of room [ROOM NUMBER]. Resident #87 was noted to be in his/her wheelchair, apparently asleep, facing 
the unlocked cart but about 30 feet away. No staff were in the hallway at that time. The surveyor remained near the cart 
until three minutes later (at 1:27 PM), licensed practical nurse #9 walked past the cart, locked it, and then turned into 
room [ROOM NUMBER]. 

The medication cart contained most of the daily medicines for a range of resident rooms on the second level of the facility. No other 
medication carts were noted to be unlocked and unattended during the survey. 
2. During an observation that took place on 6/21/19 at 1:24 PM, a medication cart was found to be unlocked and unattended in the 
hallway outside of room [ROOM NUMBER]. Resident #87 was noted to be in his/her wheelchair, apparently asleep, facing 
the unlocked cart but about 30 feet away. No staff were in the hallway at that time. The surveyor remained near the cart 
until three minutes later (at 1:27 PM), licensed practical nurse #9 walked past the cart, locked it, and then turned into 
room [ROOM NUMBER]. 

The medication cart contained most of the daily medicines for a range of resident rooms on the second level of the facility. 

Provide safe, appropriate pain management for a resident who requires such services. 
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 
Based on medical record review and staff interview it was determined staff failed to: 1) clarify an order for [REDACTED]. 
The findings include: 
On 6/24/19 beginning at approximately 11:00 AM, the medical record of Resident #402 was reviewed. During the review, it was 
noted that Resident #402 had an order for [REDACTED]. According to drugs.com (website https://www.drugs.com/[MEDICATION 
NAME].htm), [MEDICATION NAME] is an opioid pain medication sometimes called a narcotic. [MEDICATION NAME] is used 
to treat 
moderate to severe pain. It is a minimum standard of nursing practice that nursing staff are to clarify orders that are 
unclear. 

During the same medical record review, the (MONTH) 2019 Medication Administration Record [REDACTED]. It was noted 
Resident 
#402 was given [MEDICATION NAME] HCL 5 mg once on the 22nd and once on the 24th. Documentation of a thorough pain 
assessment was found on an electronic facility form titled Pain Assessment Tool V5 for the as needed [MEDICATION NAME] 
administered on the 24th but was not found for the 22nd. 

The Director of Nursing (DON) was interviewed on 6/24/219. According to the DON, each time nursing staff administer as 
needed pain medication for moderate or severe pain, they are supposed to document a thorough pain assessment on this form. 

Ensure a licensed pharmacist perform a monthly drug regimen review, including the medical 
chart, following irregularity reporting guidelines in developed policies and procedures. 

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 
Based on review of resident medical records, it was determined that the facility failed to ensure that pharmacy record 
reviews were acted on in a timely manner. This was evident for 1 of 6 residents (Resident #123) reviewed for unnecessary 
medications. 

The findings include: 
Resident #123's medical record was reviewed on 6/21/19 at 10:57 AM. During the review, it was found that consultant 
pharmacist recommendations were made on 5/13/19 around the time of the resident's admission to the facility. 

One of the recommendations made on 5/13/19 was related to an anticoagulant medication that had been prescribed for illness 
prevention ('[MEDICATION NAME]'). The recommendation stated, Please clarify as this appears to be a full therapeutic dose 
as opposed to a [MEDICATION NAME] dose. The physician response stated, ([MEDICATION NAME]) dose, and was signed on 

5/15/19. A follow up note was written that stated Discontinued on 5/28/19, continued on another anticoagulant. This represented a 
delay from the from the physician's response on 5/15/19 to the discontinuation of the medication on 5/28/19. 
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(continued... from page 2) 
A second of the recommendations made on 5/13/19 was related to [MEDICATION NAME], which is often used for heart failure or 
irregular heartbeat. The recommendation stated, Please clarify (indication). [MEDICATION NAME] is not used for (blood 
pressure), and I see no other [DIAGNOSES REDACTED]. The physician response stated, (Discontinue) [MEDICATION NAME], 
and was signed on 5/15/19. A follow up note was written that stated, Dose was discontinued on 5/31/19. This represented a delay 
from the physician's response on 5/15/19 to the discontinuation of the medication on 5/31/19. 

 
Safeguard resident-identifiable information and/or maintain medical records on each 
resident that are in accordance with accepted professional standards. 

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 
Based on medical record review and staff interview it was determined there was an error in the diagnostic list in the 
Admission Record for 1 of 46 residents investigated during the survey (Resident #35). 

The findings include: 
On 6/21/19 at 10:08 AM A review of Resident #35's medical record revealed a [DIAGNOSES REDACTED]. 
According to information on Mayo Clinic website 
https://www.mayoclinic.org/diseases-conditions/diabetes-insipidus/symptoms-causes/syc- 269: 

Diabetes insipidus (die-uh-BEE-teze in-SIP-uh-dus) is an uncommon disorder that causes an imbalance of fluids in the body. 
This imbalance makes you very thirsty even if you've had something to drink. It also leads you to produce large amounts of 
urine. 

While the terms diabetes insipidus and diabetes mellitus sound similar, they're not related. Diabetes mellitus - which can 
occur as type 1 or type 2 - is the more common form of diabetes. 

Further review of the medical record revealed no ordered lab tests or medications that would be associated with a [DIAGNOSES 
REDACTED]. At approximately 10:30 AM, staff nurse #1 was asked to clarify the [DIAGNOSES REDACTED]. 
On 6/24/19 at about 9:45 AM, the Administrator and Director of Nursing (DON) both stated the [DIAGNOSES REDACTED].#35 
had 
Type 2 diabetes mellitus and the [DIAGNOSES REDACTED]. 
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Provide timely notification to the resident, and if applicable to the resident 
representative and ombudsman, before transfer or discharge, including appeal rights. 

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** > 
Based on medical record review and interview of facility staff it was determined the facility staff failed to ensure that 
Resident #3's representative was notified of a hospital transfer and the reason for the transfer in writing, and failed to 
provide a copy of the notice to the representative of the Office of the State Long-Term Care Ombudsman. This was evident 
for 1 of 13 residents reviewed. Resident #3 was affected by the deficient practice. 

The findings include: 
Medical record review on 4/10/19 through 4/12/19 and 4/15/19 through 4/16/19 revealed that Resident #3 has resided at the 
facility since 2008. The resident has a [DIAGNOSES REDACTED]. 

Medical record review revealed that on 9/6/19 Resident #3 was transferred to the hospital on an emergency petition due to 
spreading feces around his/her room, breaking a piece of furniture and taking the screen out of the window of his/her room 
and trying to get out of the window. 

Further review of the medical record and interview of the Nursing Home Administrator on 4/16/19 at 2:42 p.m. revealed that 
the facility staff failed to notify the resident's representative of the hospital transfer in and reason for the transfer 
in writing and failed to provide a copy of the notice to the representative of the Office of the State Long-Term Care 
Ombudsman. 

 
Provide appropriate treatment and care according to orders, resident's preferences and 
goals. 

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** > 
Based on medical record review, interview of facility staff and observation it was determined the facility staff failed to 
initiate and implement interventions to monitor a resident with suspected heart failure and [MEDICAL CONDITION] (Resident 
#9); and failed to provide appropriate care to residents with urinary catheters (Resident #6, Resident #11 and Resident 
#13). This was evident for 4 of 13 sampled residents reviewed. 

The findings include: 
1) Medical record review 4/10/19 through 4/12/19 and 4/15/19 through 4/16/19 revealed that Resident #9 had a [DIAGNOSES 
REDACTED]. 

Medical record review revealed that on 3/8/19 at 9:41 a.m. the nurse documented that Resident #9 was observed with shortness of 
breath and lethargy. The resident's pulse rate was 92 and respiratory rate was 24 (a normal respiratory rate is 12 to 20 breaths per 
minute). The nurse practitioner was notified at 9:50 a.m. 
Medical record review revealed that on 3/8/19 the resident was seen and examined by the nurse practitioner for follow-up 
management of heart failure, [MEDICAL CONDITION] and chronic [MEDICAL CONDITION] with [MEDICAL CONDITION]. 
The nurse 
practitioner documented that the resident was assessed with [REDACTED]. The nurse practitioner documented in the plan to 

continue oxygen and monitor oxygen saturations. The nurse practitioner ordered a chest x-ray, [MEDICATION NAME], a diuretic 
medication, 20 mg. intramuscularly daily x 4 days, [MEDICATION NAME] 40 mg. by mouth daily x 5 days, nebulizer treatments 
every 4 hours, an indwelling urinary catheter to maintain accurate input and output, and a stat (right away) complete blood count and 
comprehensive metabolic panel. The nurse practitioner further documented that the contingent plan would be to 
send the resident to the hospital for further evaluation if no improvement occurred. 

Medical record review revealed that there is no further documentation of a respiratory or cardiac assessment of the resident by nursing 
staff after 3/8/19 at 9:41 a.m. including monitoring of the resident's vital signs, oxygen saturation or intake 
and output. Additionally, nursing staff failed to document the administration of [MEDICATION NAME] or nebulizer treatments 
on 3/8/19. 

Staff #2, the nurse that cared for the resident on 3/8/19 on the 7:00 a.m. to 3:00 p.m. shift was interviewed on 4/11/19 at 
4:15 p.m. It was determined that the nurse had failed to document administration of medications, documentation of 
assessment of the resident's condition and documentation of input and output for the resident. When Staff #2 was questioned about 

the reason for failing to document assessment, medication administration, or ongoing monitoring of the resident's 
condition, Staff #2 stated: I had orders and I was trying to catch up. I wasn't given an order to monitor. 

Interview of the nurse practitioner, Staff #3, on 4/12/19 at 10:40 a.m. revealed that on the morning of 3/8/19, she was 
called by nursing who advised her that the family was concerned about the resident's condition and felt the resident should go to the 

hospital. The nurse practitioner stated that prior to coming to the facility, she ordered a chest x-ray. The 
nurse practitioner stated that the resident was clinically stable when she examined the resident. She stated that the 
resident had a lot of fluid build up in the lower extremities. The nurse practitioner stated that she discussed the plan of care with the 

resident and the resident's family member. The nurse practitioner stated that all orders were in place for 
x-ray, laboratory work and medications and were discussed with the nurse. The nurse practitioner stated that [MEDICATION 
NAME] was given at the bedside and an indwelling urinary catheter was ordered to monitor the resident's intake and output. 
The nurse practitioner stated that the resident's intake and output and vital signs should have been monitored every shift 
and with any change in condition. 

Medical record review revealed that the next documented assessment of the resident was on 3/9/19. The nurse, Staff #4, 
documented that at 10:55 a.m. the physician was notified that the resident was having labored breathing. The resident's 
blood pressure was low, 71/44, the pulse rate was high, 101 beats per minute and the respiratory rate was high, 24 breaths 
per minute. Staff #3 documented that the resident's breath sounds were diminished bilaterally. The resident was 
subsequently sent to the emergency department via 911 on 3/9/19 at 11:15 a.m. 

Review of the hospital medical record, which was provided to the surveyor on 4/18/19, revealed that upon arrival at the 
hospital emergency department, the resident reported worsening shortness of breath for 3 days. The resident was intubated 
in the emergency department to assist with breathing. At 2:25 p.m. the resident went into [MEDICAL CONDITION] and was 
subsequently pronounced dead at 3:01 p.m. in the emergency department. The final [DIAGNOSES REDACTED]. 

2) Medical record review on 4/15/19 and 4/16/19 revealed that Resident #6 has resided at the facility since (MONTH) of 
(YEAR). The resident has a [DIAGNOSES REDACTED]. 

Review of Resident #6's physician's orders [REDACTED]. 
Review of Resident #6's (MONTH) 2019, (MONTH) 2019, (MONTH) 2019 and (MONTH) 2019 treatment administration records 
revealed 
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harm or potential for actual 
harm 

Residents Affected - Few 

(continued... from page 1) 
that the facility staff failed to document the residents urinary output every shift as ordered by the physician. 

The Unit Manager, Staff #4, was interviewed on 4/16/19 at 4:25 p.m. Staff #4 stated that staff should be recording urinary 
output for any resident with an indwelling urinary catheter. Staff #4 further stated that the staff were documenting their 
initials, but not documenting the amount of urinary output for Resident #6. 

Observation of Resident #6 on 4/16/19 at approximately 5:00 p.m. revealed that the resident's indwelling urinary catheter 
was not secured with a catheter stabilization device. 

A catheter stabilization device provides comfortable, secure and hygienic placement of the catheter away from areas of the 
body that could lead to bacteria contaminating the surface of the catheter. A stabilization device further prevents the 
catheter from becoming misplaced which can lead to trauma and obstruction of urinary flow. 

3) Medical record review on 4/16/19 revealed that Resident #11 has a suprapubic urinary catheter care every shift, secure 
straps if applicable and documentation of urinary output every shift. 

Review of Resident #11's (MONTH) 2019 treatment administration record revealed that the facility staff failed to document 
the resident's urinary output every shift as ordered by the physician. 

After surveyor intervention on 4/16/19, the facility staff ensured there was an entry on the treatment administration record to record 
the resident's urinary output every shift. 
4) Medical record review on 4/16/19 revealed that Resident #13 has a suprapubic urinary catheter. The resident has a 
physician's orders [REDACTED]. 

Review of Resident #13's (MONTH) 2019 treatment administration record revealed that the facility staff failed to document 
the resident's urinary output every shift as ordered by the physician. 

After surveyor intervention on 4/16/19, the facility staff ensured there was an entry on the treatment administration record to record 
the resident's urinary output every shift. 

 
Provide appropriate pressure ulcer care and prevent new ulcers from developing. 
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** > 
Based on medical record review it was determined the facility staff failed to appropriately assess and treat pressure 
ulcers. This was evident for 2 of 13 residents reviewed. Resident #1 and Resident #7 were affected by the deficient 
practice. 

The findings include: 
Medical record review on 4/10/19 through 4/12/19 and 4/15/19 through 4/16/19 revealed that Resident #1 was admitted to the 
facility on [DATE]. 

Medical record review revealed that on 7/16/19 the nurse completed the Admission Observation Tool. Review of the Admission 
Observation Tool revealed that the nurse documented that the resident had 2 skin areas of concern which were identified as 
the left buttock and the sacrum. 

Medical record review revealed that on 7/16/19 the nurse documented the following entry in the skilled documentation: . 
WOUND OBSERVATION: Existing Wound. Sacrum - length 2 cm, width 7cm, left inner buttocks wound L (length) 3 cm. width 3 

cm 
Other (specify) - . (W)wound on sa(c)rum was not with bright red moderate bleeding. Left inner buttock wound noted with 
slough on the surrounding area of the wound and redness on the base . 

Medical record review revealed that on 7/17/18 the nurse completed a skin grid for a community acquired pressure ulcer of 
the sacrum. The nurse documented that the resident's sacral pressure ulcer measured 4 cm x 7 cm x 0.1 cm and was a stage 2 
pressure ulcer. Granulation tissue was present, the wound bed was pink and there was a scant amount of exudate. There is no 
documentation of assessment of the left inner buttock wound identified on 7/16/19. 
Medical record review revealed that on 7/24/18 the nurse completed a skin grid for a community acquired pressure ulcer of 
the sacrum. The nurse documented that the resident's sacral pressure ulcer measured 4 cm x 7 cm x 0.1 cm and was a stage 2 
pressure ulcer. Granulation tissue was present, the wound bed was pink and there was a scant amount of exudate. There is no 
documentation of assessment of the left inner buttock wound identified on 7/16/19. 
Medical record review revealed that on 7/27/18 the nurse completed a skin grid for a house acquired pressure ulcer of the 
left buttock. The nurse documented that the left buttock pressure ulcer was a new area reported. The left buttock pressure 
ulcer measured 3 cm x 2.5 cm x unable to determine and was a stage 3 pressure ulcer. Granulation tissue and slough 
(devitalized tissue) were present. The wound bed was pink and yellow and there was a small amount of exudate. 

Interview of the wound care nurse on 4/15/19 at 3:04 p.m., Staff #1, revealed that she recalled that the resident's left 
buttock wound was like scar tissue and was not an open area on 7/17/19. However, Staff #1 failed to document an assessment 
of the left buttock area, even though it was a documented as a skin concern by the nurse on 7/16/18. Further interview of 
Staff #1 revealed that a nurse contacted Staff #1 on 7/27/19 and reported that the resident's left buttock wound was an 
open area. 

Although the resident's left buttock was an area of concern on 7/16/19, there is no documentation of assessment or 
interventions to treat the area of concern. 

2) Medical record review on 4/10/19 through 4/12/19 and 4/15/19 through 4/16/19 revealed that Resident #7 had resided at the facility 
since 2012. 
Medical record review revealed that on 1/4/19 the nurse, Staff #2, documented on the skin grid that the geriatric nursing 
assistant notified the nurse that the resident had a left buttock skin tear. The nurse, Staff #2 documented that the left 
buttock skin tear measured 5 cm. x 3 cm. x 0.1 cm., was red, moist grainy, optimal granulation and no exudate was present. 
The nurse, Staff #2, further documented that she dressed the skin tear with gauze and wound honey and covered the resident 
up. 

Medical record review revealed that there is no documented evidence that the nurse, Staff #2, notified the physician of the 
resident's left buttock skin tear or obtained a treatment order for the resident's left buttock skin tear. Between 1/4/19 
through 1/11/19, 1 week, there is no documentation of assessment and/or treatment to the resident's left buttock skin tear.Medical 

record review revealed that on 1/11/19, the nurse documented in the Concurrent Review that the resident was assessed with 
[REDACTED]. x 8 cm. which was black (necrotic) with a small amount of serous drainage. The physician was notified and 
ordered a treatment to the left buttock pressure ulcer which was initiated on 1/12/19. 
Interview of the wound care nurse, Staff #1, on 4/15/19 at 3:04 p.m. revealed that she was not in the facility the week of 
1/4/19. Staff #1 confirmed that on 1/4/19 there is no documented evidence of assessment of the wound, no evidence that the 
physician was notified or that a treatment order had been given and/or transcribed 1/4/19 through 1/11/19. 
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F 0756 

Level of harm - Minimal 
harm or potential for actual 
harm 

Residents Affected - Few 

Let each resident or the resident's legal representative access or purchase copies of all 
the resident's records. 

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** > 
Based on interview of facility staff it was determined the facility failed to provide Resident #2's representative with a 
copy of the resident's medical record in a timely manner. This was evident for 1 of 3 sampled residents selected for review.The 

findings include: 
Resident #2 was admitted to the facility on [DATE] for rehabilitation. The resident expired at the facility on [DATE]. 
On [DATE] the Office of Health Care Quality received a complaint from Resident #2's representative alleging that an 
authorization form for the release of Resident #2's medical records was submitted to the facility on [DATE]. On [DATE] the 
complainant alleged that he/she spoke with Staff #1 regarding the medical record request and was told the medical record 
would be sent. The complainant/resident's representative alleged that after multiple messages were left for Staff #2, on 
[DATE], Staff #2 informed the complainant/resident's representative that the medical record request would need to be 
referred to the facility's legal team. 

On [DATE] the Nursing Home Administrator advised the surveyor that a request for Resident #2's medical record was made in 
(MONTH) (YEAR), and the medical records were sent to the resident's representative on [DATE]. 

 
Provide appropriate pressure ulcer care and prevent new ulcers from developing. 
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** > 
Based on medical record review it was determined the facility staff failed to document an assessment of a pressure sore and 
failed to promptly initiate the treatment of [REDACTED].#1. This was evident for 1 of 3 sampled residents selected for 
review. 

The findings include: 
Resident #1 was readmitted to the facility on [DATE] after a hospitalization . 
The resident's medical record was reviewed on (MONTH) 20, (YEAR), (MONTH) 23, (YEAR) and (MONTH) 24, (YEAR). 
Review of the Skin Grid Pressure, an assessment tool for pressure sores utilized by the facility, dated 12/31/17, revealed 
that the resident had a stage 3 sacral pressure sore that measured 1 cm x 0.5 cm x 0.3 cm with pink granulation tissue and 
a small amount of exudate that was present on readmission to the facility on [DATE]. However, there was not a documented 
assessment of the pressure sore on 12/24/17. 

Review of the Treatment Administration Record revealed that a treatment to the sacral pressure sore was not initiated until 
1/3/18, 9 days after the resident was readmitted to the facility. 

 
Ensure that feeding tubes are not used unless there is a medical reason and the resident 
agrees; and provide appropriate care for a resident with a feeding tube. 

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** > 
Based on medical record review it was determined the facility staff failed to ensure that Resident #1, who was dependent on 
a gastrostomy tube for nutrition and hydration, received adequate water flushes to prevent dehydration. This was evident in 1 of 3 

sampled residents selected for review. 
The findings include: 
Resident #3 was admitted to the facility in (MONTH) (YEAR). The resident had a gastrostomy tube for the administration of 
nutrition and hydration. A gastrostomy tube is a flexible tube, surgically inserted through the abdomen, that delivers 
nutrition and hydration directly to the stomach. 

The resident's medical record was reviewed on (MONTH) 20, (YEAR), (MONTH) 23, (YEAR) and (MONTH) 24, (YEAR). 
Medical record review revealed that the resident was readmitted to the facility on [DATE] after a hospitalization . Review 
of the hospital progress notes, dated 12/22/17, revealed that the resident's tube feeding should be slowly titrated up to a goal rate of 65 

ml. per hour. 
Medical record review revealed that the resident's admission tube feeding orders were Glucerna 1.5 via gastrostomy tube at 
50 ml. per hour x 18 hours which provided 1,350 calories and water flushes of 250 ml. every 6 hours. There was not a 
physician's orders [REDACTED]. per hour. 

Medical record review revealed that on 12/30/17 the Dietitian completed the resident's nutritional assessment. Based on the 
resident's weight of 156.6 pounds, the Dietitian recommended Glucerna 1.5 65 ml. per hour x 18 hours and water flushes of 
220 ml. of water every 4 hours. 

A physician's orders [REDACTED]. 
Review of the Medication Administration Record [REDACTED]. of water every 4 hours. 
Medical record review revealed that the resident was readmitted to the facility on [DATE] after a hospitalization . 
Medical record review revealed that the resident's weight on 3/7/18 was 148.2 pounds (67 kg.). The resident's admission tube feeding 
orders were Glucerna 1.2 60 ml. per hour x 11 hours and water flushes of 150 ml. every 6 hours. Based on the 
resident's weight of 148.2 pounds (67 kg.), the resident's fluid requirement was 2,010 ml. of water per day (30 ml/kg.). 
The tube feeding order provided the resident with a total of 1,131 ml. of water per day which was significantly less than 
the resident's water requirement based on the resident's weight of 148.2 pounds (67 kg.). 

Medical record review revealed that on 3/12/18 the resident's weight was 144.8 pounds. The resident had lost 3.4 pounds 
(2.3% of body weight) over 5 days, which is suggestive of fluid loss. Additionally, laboratory blood work on 3/12/18 
revealed that the resident's BUN/creatinine ratio was 41.1. The normal range is 8.0 - 25.0. An elevated BUN/creatinine 
ratio is suggestive of dehydration. 

Medical record review revealed that on 3/12/18 the Dietitian completed the resident's nutritional assessment. Based on the 
assessment, the Dietitian determined that the resident's tube feeding was not meeting the resident's nutritional or 
hydration needs. The resident's tube feeding was increased to Glucerna 1.5 at 65 ml. per hour x 18 hours and water flushes 
were increased to 75 ml. per hour x 18 hours which provided the resident with a total of 2,238 ml. of water per day. 

From 3/7/18 through 3/12 18 the resident had a water deficit of approximately 879 ml. per day. 

 
Ensure a licensed pharmacist perform a monthly drug regimen review, including the medical 
chart, following irregularity reporting guidelines in developed policies and procedures. 
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(continued... from page 1) 
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** > 
Based on medical record review it was determined the facility staff failed to promptly respond to the consultant 
pharmacist's recommendations related to drug irregularities for Resident #1. This was evident for 1 of 3 sampled residents 
selected for review. 

The findings include: 
Resident #1 was readmitted to the facility on [DATE] after a hospitalization . 
The resident's medical record was reviewed on (MONTH) 20, (YEAR), (MONTH) 23, (YEAR) and (MONTH) 24, (YEAR). 
Medical record review revealed that on 1/24/18 the consultant pharmacist reviewed the resident's medication regimen. The 
following recommendations were made to the physician: 
1. This [AGE] year old resident has an order for [REDACTED]. the extended-release product, [MEDICATION NAME] ER 
([MEDICATION NAME] XL). Only the extended-release product has been approved for the treatment of [REDACTED]. The 
immediate-release 
[MEDICATION NAME] in elderly for the treatment of [REDACTED]. 

(1) Given the increased risk to this resident, please discontinue the immediate-release [MEDICATION NAME] 10mg. capsule. (2) As 
this resident has a [DEVICE], and the extended-release [MEDICATION NAME] ER tablet can NOT be crushed, an alternative 
calcium channel blocker, such as [MEDICATION NAME], is recommended. 
The physician did not address the pharmacist's recommendation until 2/18/18 at which time the physician agreed with the 
recommendation, however, failed to discontinue the medication. On 2/22/18 the consultant pharmacist documented that the 
recommendation was resubmitted to the physician. 

However, review of the Medication Administration Record [REDACTED]., 3 capsules every 12 hours through 3/2/18, at which time 
the resident was discharged to the hospital. 
2. Resident has an order for [REDACTED]. To avoid confusion re: 'remove per schedule', please clarify order to include 
exactly when the [MEDICATION NAME] is to be removed. 

The physician did not address the pharmacist's recommendation until 2/21/18 at which time the physician agreed with the 
recommendation. 

However, review of the (MONTH) (YEAR) and (MONTH) (YEAR) MAR indicated [REDACTED].M., but was not being removed 
at bedtime 
through 3/2/18, at which time the resident was discharged to the hospital. 

3. This [AGE] year old resident has an order for [REDACTED].g. dyskinesias, hallucinations, drowsiness, tremor, and 
restlessness). The risk for IRREVERSIBLE tardive dyskinesias is significantly increased when used in older individuals. 
Please consider discontinuing [MEDICATION NAME]. Alternative therapy, such a proton pump inhibitor - which is actually the 
preferential treatment for [REDACTED]. 

The physician did not address the pharmacist's recommendation until 2/21/18 at which time the physician agreed with the 
recommendation to discontinue the medication. 

However, review of the MAR indicated [REDACTED]. 

 
Ensure each resident's drug regimen must be free from unnecessary drugs. 
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** > 
Based on medical record review it was determined the facility staff failed to ensure that Resident #1's drug regimen was 
free from unnecessary medications. This was evident for 1 of 3 sampled resident selected for review. 

The findings include: 
Based on medical record review it was determined the facility staff failed to promptly respond to the consultant 
pharmacist's recommendations related to drug irregularities for Resident #1. This was evident for 1 of 3 sampled residents 
selected for review. 

The findings include: 
Resident #1 was readmitted to the facility on [DATE] after a hospitalization . 
The resident's medical record was reviewed on (MONTH) 20, (YEAR), (MONTH) 23, (YEAR) and (MONTH) 24, (YEAR). 
Medical record review revealed that on 1/24/18 the consultant pharmacist reviewed the resident's medication regimen. The 
following recommendations were made to the physician: 
1. This [AGE] year old resident has an order for [REDACTED]. the extended-release product, [MEDICATION NAME] ER 
([MEDICATION NAME] XL). Only the extended-release product has been approved for the treatment of [REDACTED]. The 
immediate-release 
[MEDICATION NAME] in elderly for the treatment of [REDACTED]. 

(1) Given the increased risk to this resident, please discontinue the immediate-release [MEDICATION NAME] 10mg. capsule. (2) As 
this resident has a [DEVICE], and the extended-release [MEDICATION NAME] ER tablet can NOT be crushed, an alternative 
calcium channel blocker, such as [MEDICATION NAME], is recommended. 
The physician did not address the pharmacist's recommendation until 2/18/18 at which time the physician agreed with the 
recommendation, however, failed to discontinue the medication. On 2/22/18 the consultant pharmacist documented that the 
recommendation was resubmitted to the physician. 

However, review of the Medication Administration Record [REDACTED]., 3 capsules every 12 hours through 3/2/18, at which time 
the resident was discharged to the hospital. 
2. Resident has an order for [REDACTED]. To avoid confusion re: 'remove per schedule', please clarify order to include 
exactly when the [MEDICATION NAME] is to be removed. 

The physician did not address the pharmacist's recommendation until 2/21/18 at which time the physician agreed with the 
recommendation. 

However, review of the (MONTH) (YEAR) and (MONTH) (YEAR) MAR indicated [REDACTED].M., but was not being removed 
at bedtime 
through 3/2/18, at which time the resident was discharged to the hospital. 

3. This [AGE] year old resident has an order for [REDACTED].g. dyskinesias, hallucinations, drowsiness, tremor, and 
restlessness). The risk for IRREVERSIBLE tardive dyskinesias is significantly increased when used in older individuals. 
Please consider discontinuing [MEDICATION NAME]. Alternative therapy, such a proton pump inhibitor - which is actually the 
preferential treatment for [REDACTED]. 

The physician did not address the pharmacist's recommendation until 2/21/18 at which time the physician agreed with the 
recommendation to discontinue the medication. 

However, review of the MAR indicated [REDACTED]. 
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MARYLAND 

DEPARTMENT OF HEALTH AND MENTAL HYGI EN ; 

OFFICE OF HEALT H CARE QUALI TY 
SPRING GROVE CENTER 

BLAND OR YANT BUILDING 
55 II'1\ DE J\ VENUi, 

CATONSVILLE,MARYLAND 212 28 

 

Licc ruc No. 1(.0 17 

 
Issued10: Fon".St\ •illc Hc.tllh :ind Rc h3bili1ui1on Ccnll!r 

7420   hlrlb<.>ro   l' i J.:c 

f o n:-5w i llc, MD 20747 

 
1'ypc of fa cilily ond Number of H('(ls: 

Comprclu: nsivc C:m: F.tcilit') • 162 81:ds 

 

 
                         , \ p ril 19. 201$ 

 
111is licctlSC lms been s mntcd to: Miu: l boro t easing Co, LLC 

 
A111ho ri l)  ! Oor,.falcIn thl1,Su: c h    In.I1 W.\bl)\ '('<'fllh )'  punuM!ot h)   I I lel h h ,( i-mrnl ,\ nick 

fi!k  I S<-o.1: ion 3 18. A J\OOUttJ C (tr..Jt.o f Miry l.lnd, l'}XJ Edition . w1 JUb tXn t Wr,rkmmt1...vod is wbj« t 

let:ln )   ¥id ,1!1 Vtof)' p,10iJMi.ln..:lu.1ina. :a.JI pl  k .abk   rukJ.atxl tcp.allllom   pc-,:,mulpt  :i.!lh: rc und<T. 
l b h J(,.."l,lmml h oot trV llf ffl,blc. 

 

E".-p ir.u ion O:'llc: ,\ r ril1, 9 2020 
 

 

 

 

l)in-.t tor 
 



·,\>'· 

£ib, MARYLAND 
Department of Health 

 

 
March 7, 2018 

 

 
Attn: C;il;mthl.i Green, Acfmlnist rJ to r 

f"orestvill c He.11th :in d Rch;,blli1ationCenter 

7iS20 Matlboro Pike 

Forc tvillc, MO 20747 

 
Oc3r M s. Green: 

 
This le tter is to acknowle dge 1cceipt of Jn J pplitJtlon to opc r.nc forcstvlll c Health :ind Rc habll itJ tio n 

Center 

 
The cnctoscd license will be in cffoct until April 19, 2020, unless revoked. It is vo ur authority to maint.iln 

a comprehensi vecare facility withalicCMCd c.1pacity of 162 beds under the provision of COMAR 

10 .07.02. 

 
This license Is to be displayed in a conspicuous place. at or ne.irthe entrance of your facility. plainly 

visible :.nd casity rc;id bv the public, 

 

The bed il nd toombrc:1kdown Is.in.ichcd, 
 

 

 
 
 
 
 

Vl/ cic 

Enclosure: Lfc.enseNo. l, G 017 

Cc: P1lncc Gco1i:e County HN lth Oln cc-r 

Maryb n d HN!th C.lleCo n,mh 'IJo n 

M ed ic.i i Ore- Opcr;1llon Admlnh t ratio n 

M edic.it C:;11c- Poll <Y Adminlw .1tlon 

Mvc-rs:in d St .:iu ft c:r 

Cynthl,1lf lt !un:m 

J.'ICltlc-Coo pt-r, Survey Coo1d in;>: o r 

Uct-MC' Fi!c 

- J1i,,,", /.!.11 t' / 
V aness :> Leu tho l d , Act inr. Ocputv Director 

Officeof Health C:u: e Qu.1litv 

 
 

 
 



C31Jnthia Green, Administrator 

F'orcstvill e He alt h a nd Rchablli1iUionCenter 

Pane Two 

M ;,tch 7, 2018 

 
The room andbedbrf!'akdownIs ,ls foll ows: 

Room and bed brcal(down: 

CATEGORY LOCATION TOTAL 
 

Comp,c hcnsivc 

CareF'acliitv 

FirstFloor 

Ouple• Rooms: 113, l M, 216.117, 119. 

120,1,25 127, 128, 130, 

131, 132, 152.154, 155, 
IS?, 15S 

Triph Rooms: 102. 103. IOS,106, 108, 

109,135, 136, 138. 139, 

141, J.12, M6, 1'17, 149, 

150 

Total First Floor 

 

 
Second Floor 

Single Roo ms: 2S2 

Duple• Rooms:   213. 214,216,217,219, 

220, 224, 225.22?. 228. 

230, 231,246,2S4, 2SS, 

257. 2SS 

Triple Roo ms: 202, 203. 20, S  206, 208. 

209, 235, 236. 238, 239. 

241.242, 24, ?  249, 250 

Total Second floor 

 

 

 

 
34beds 

 

 
 

48 beds 

82 beds 

 
 
 

01 beds 

 
 
 

34 beds 

 
 

45 beds 

SObed s 

 
 

Ovcr.1II Total 162beds 
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Calanthl.:,Green. Admini s1r.:i1or 

For cst vlllc He.11th and Rehabllit,1tlon Center 

J:muary 30, 2018 

 
 

The room andbedbreakdown Is 3S follows : 

 
CATEGORY  1,0S AIION TQTAL 

Comprchcns e J:lrst Floor 
 

Core J:Jclllty  Duplex Rooms: 113, 114, llG, 117, 119, 

120, 12S.  127.128, 130, 

 

  131. 132. 152.154.155,  

  157,158 34 beds 

   

Triple Roo m s: 102 , 103, 10s . 106. 108, 
 

  109. B S, 136, 138, 139.  

  l •H , 142, 146, 147.,119  

  150 -18 beds 

  TotJI First Floor 82 btds 

  
Second Floor 

 

  Sinstc Room 2S2 1bed 

  Duplex-Rooms: 213, 2M, 216,217,219,  

  220. 224,225,227,228.  

  230. 231, 246, 2s.:. 2ss.  

  2S7. 2SS 34beds 

  Triple Rooms: 202, 203, 20S, 206. 208,  

  209,235.236. 238. 239,  

  241.242.247,249,250 45 beds 

  Total Second Fl oor 80bods 

  
Ovcr:.11 To t a-I 162 bods 
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S E CTIONn- LONG TF.R".1= PROVIOl!R AP?I. ICAno:-. 

P R/lsCIPAI. PHYSICIANAORJib'ME:-<T 

 

 

 

 
Thr   ,ftouDt'pdf'l,,.,n,of Jf#O/tl, Rq u!d,lt11'¥UitilU tl•tI CNhpnh,:,,,,t,,.. 

C4N'  •uJJo• JO.tJ1.0l  o.rN1tftft,,• Pll.rlld1., , to  Uf\Y tlll    orr,,,c1p.,, 
1'11,-sl(IOn on,t•  fll4'{fttdnlil/W CfTll!t.r pullNl,- M' Jit ll  •uo, ltrru rvkod.t,: 
not o•vlldf.t. 

 

A.1,,-rlult:4/J'lfysk lon I 01rttt lo t /U/ Hffftdntt 

I,. ..'/u dltN"'' "' t'i.ot oJI ,,.., d, ,rr, Ot! lf'.(fttd IO,,.,/.xJU,y°'' t'Jd..-,tit ld upt)1tfw 

t l<OM!f'l.tl'fd.-Jllo"    fJfmsdr•lf'I.Jf,, a.l'tdo 11t, c.:r,io,of   a  T,V?'fidaot w o «1 0, p,,wlde phytdl 

 

 
..m 

1v  tcl  11lo lite potltPll o, d,, m l-,J "I   '"" "   N (Jtf o"J c..:1111 lhr  / o: tu ry•, polidu.""''- 
wotbwtththt 1'oclttty toC rp1Jbl 1m  1 . 

, . Al lt,l tSJOT'/, / will ad,,ts 
 
rhr or,l,tJltlJtTeli ()ft t:U'11 u;JJo ttftyt;;fN.Sfduit,to l,,t,D.lft,utd M 

N   Ql    /,it,/    l,t  tltt fm:Jtlf)•. 
 

, 4 I WIii  ,v 1po,.J, I r,   ,.,.J,;-..'7 CW[( / p/t)·•!d ari z•.rvic#J   .,-..,,. tit•  , ,.r fd , ttt 't   tututd1'11 

Pf)'t kl :m'1,t0tO'>'Otlu!)!, . 
 

1 .    l wt tl p:;,rlcip,;;1• !11 tM  d (t,p:r,,M efpalf•f'Jf c,a,,,tolkl ,J.. ot I • - wo!'•J) Jwttl 
p,m k  t;,oJ•  hi 1>,,,._,,,  ...,c/  p,,kl 

MiJI, ta potldt.J. 
l'J to111:,,,-JJflf Ut{tr t  / .x llfty'J op,,r;;jl'("'11• c,,ulJtW 
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SECTION 9 - LONG TERM CARE PROVIDER ,\ PPLICATION 

RELIEI' PHYS IC,lI N AGREEMENT 

 

NOTE: Th, Stair Dtpartmc,rtof 11-tulth R'tula1Ia11.1 rtquirt that taclr Comprdtc,ufrot 

Cur< Fadllty J0.0 7,01 ammttJot aph)' ldan IDS(l \'t as a Principal 

Pliyll,Ian ,md a qualifltd 1(1/t/I()co,w 

not an1llablt. 

ptrlodsh 'ht n h is or Jiu Stt \'lca OU 

 

As Rtllt/ fh)1ld11n I OlftU to tht / olltm·Ing: 

I. I wlllttl  ur ml1, .- 1)iat all  r<Jidcnt  s adml  tu d to  ,;_1, / ad   flty an   admitted upon th< 

r<eOfflmt   ridall'o,rof and umct.nundu J/it c;;;uof o pJ?'1fclan wJ:o  can    ovldt ph-)sl.c1'm  u  

r. i i:<.J t11tlu·pallt'nt  as dcJcr ibr d  in  Jh r;rt  rt guta,ao11t 1nd   In  tltt   / ac ility  's  potl  c lr J. ar.d 

wo,.l, w/1},1}1t  fadllty to corrtct problmu. 

 

1. AJn  <'cw   ary.   I wl!I od\'iJt' tltt ,lt!mf11/J1rot l o,1m  tlic ,1u!w blli t)'  of r<Jftft nt.J ro be-odm lJttd or 

r,:tt,/n«J i'n tht / ad Uty. 
 

 

. -I Iwlff nt./J x>nd ro tt ,1 t r,: tn (J' cr Jl!.s/ tlr pl1J'Jlcla r1 st r. -1« ..sh 'ltt n thr r;.•Jldcnt· s attend ing 

pl ry1lc,la 1 lJ no1 aw1ilobl«', 

$. I w ill pa,rlcl;xm /rt 1hrdm...:/Qpmentof patImt c-tm: policlu , at lrau drmuallJ•, I wi/1 

port  lc  i pau In tl: t   ,;cwof p0llclt.J I OaJct.t tofrl that 1/-Jr / ac:llt    >·• s up  r01of 1u art  c, o u lJlt nl 

w llh   flJ   wrltun po!dl  t.J. 

6 .   I wlll r.:1pom!hlc for tht J;1r,•t! ,'lanu <, J/ mploya, · h(ofthprogram. 
 

 

 
 
 
 
 
 
 
 
 

 
{,. 

 

 

 

 

 
UIIMII 1l5C- R,wUC'd J/ 1'11 010 

Rdlt'f JJl1)1ild :1n l nfor m:atlon (11lrut" lypc- ur1.rlnC) 

Nan,r:, ..b"''/-s.c@"Yl::.J::.;_.:_ _J(.f.!·... ..·.,.,_ 
(Finl) (Middl.-) 

_   ,£_k. ...=.=O lq=- -= 
(Lou) 

oo•  ,kh.  ,·  

,\ f«'dictJI llunst Number: /07 / t;( b2 
Add,m:..r,·v( j  ) O<...,,.-   q O /  ((   lq   1J  µ 

/-ti'fl!b_s,.,,, /-1iQ  

btr,( S f / <A) 

7.l p ,.,,,, J. /oq,o 

Tt fr phon< Nu noba (s): L/1,{ J  -  ({-   '7tO--O.(f.)ltlf_i-  f'tt ·f) 



3 b LQ 

SECTION C-LONG TERM CARE PROVIDER ArrLIC/\TION 

DIRECTOR OF NURSING /\GREEME1''T 

 

 
••••••••••••••••••••••••••••••••••••••••••••••••••• 

This I, 10 «n;fy th.1t I, Lif...,z_ 
Namr 

 

 2 / 9   
 

 

ondcmr-lo y d :u Dlr«lor Orili11nlng for thenbo,-c-n.1mc f:idlity n.nd c.3t1>· the supc:rviw ry 

rd poiuibiti: ie..,of th is posilion iu   k1,  Ktil>cd in Su:c Rcgu la1ions 10.07.02 p.u. 12 Ck. G. 

 

My-&' rC(mcm wllh the AdruinblnCor require$1.hl.11 be on duly - ,.5..,_   
• minimum of 40 hou,. P'' w« k. 

 

.days per 

Dir«roo,/ N u.-l ,n!;:,,,,..,,) I )?:,j?:z_ 
 
 

 

'  l'l,c al,o, ,·U , n1 l, •• 'p" ond 

 

1ccorJ11in« wilb the:-co11dltlon1 undtr which 

     ,.:21......:::::;._=  ::_ _ :_ _ _ _Is c-ntployt  d  by1h"l 

(l)l,  c tor of Nini11;;) 

(.:adtrty. 

 

  
 

 
 

 

 

 

 

 

 

 

 

 

 

 

DIIMII t:5C-RnhC'd J/16'l 010 

A. Htcbtt'rtd Nunt', registry numbc, 



-- , - - · 
. .. ;, (/''. ,;, 

STATE OF MAIW I.AS O 

 DHMH  
.  Maryland Dcpanmcnl of Heulth and Menial Hygiene 

Office of He:ilth C:irc Quality 

Spring Grove Center • Bland Bryant Building 
55 \Vadc Avenue• Calonsvillc. M:irylnnd 2122S-4663 
h .r1it10 ".\b.lk)·, Go-• \"roor - Anl.llO'lr G, Oro••l'I, LL G,:,• -«fliOt - » 1. Slw (•k ill. 1.D S« rr w, 

RF.i'>EWAL ,\ l'f' LICATIO N PACKET 
FOR COMPREIIEi'>S IVE CAR,E '< EXTENDED CARE FACILITIES 

 
 

 

ti rvm.•u·al 11ppli·t1tlun pack,•/ mus t he :whmillt•d IQ th( l o11,:- T i:rm Can: ,mil tW d fl)'S prinrm the lin.·,u·c 

c:xpimtio11 dm  c   of  11/1  co m  p n..h• 1•.tt.\'.il'e   cur'-"  mttl  c.·hx -ntlt•d ct1r•t facilith·s. The "- ' "   '''    11'(1/ 

a pplk  tllim,   1xu·h·t mmt  he :mhmitt,·,I to  1/11:    0..  ·JkU lt ttt•ttt  to ctmrph•h· lite  rt.•newul pma '.Q._ I'h Y,.'it' 
1,rm•ilfc: all n·q11in.·, I s1i,:1w1un;•s am/ 1111tm y t m th e appm 11rl111c form s AN /) i,:c/111h· yo ur l h'c.1· 1s 11n · J ex· 
h11.vtYI 1J1t  1ltc  l ONG•T£RM CAR£  l'ROVIDER APl'U CATJON.   Mu/t:t...·  d  1ec ks  poyabcl  to:  M11ry•Jmul 

Dt'/Ht.rlm   i:111 tif   flt•alllt mu/   A!t•ntt1/ 11;1:ic ,:t•, If J 'OII   trf,•(/  mlt/Wo,w(  i,ifurm(Jfitm ur lun 't' qu,• :rt hm s . 

ph ·11u C'all ./ ,/0 JOl -S! OI. 
 

,\ . Applic:t1ionfor Liccnsu 
Room nnd Bed 8f\-:1kdown is requir-:dm the time ofl iccn$c rcncwiil 

 

8. Principal l•hysicinn Agrcemcn1& Rd ief Phys iciun Agn:cmcnl 
 

C. Direclor of NurSing Agreement 

0. f aci lity OwncrshJi >( McdicoiJ ,\ pplic,11io)n1 

 

E. Stmc AniJ.:ivit 
 

F. Workcn;' Comix:ns:uion Low Questioonairc 
 

G. Ccrtificotc of C0111pl i:111cc , !lS :1ppl icablc 
 

H. Ad\'CfSC Lcsal Actions.lCo n"·ictions 
 

I. Ch:1in Ho1ncOflicc lnformaliou ,I 

' 
L,_ - 

 
 

1 If not a Mt'diu ld pro--ndc r. on ly , ub mit lhc · r ,o-t1<1ct 0 .-,m, u hip.»nd Con t,ol Oi <lo u1(' fo1m· 

 

1't>II:1 reC,' 1 lt77,° I M,l) OJIMll - l T YIM:uyb rn!Rc l.tyS<-n i C'(' I•S00-735-2 58 

Web S i1c: Jhn,hfllil()'l.llxl,:. 

rm up/4•. f(' 



u 

Smrq, 

1 

MEOICAL CA.RE PROGRAM • .P.ROVID liR AP'PLICA T!·ON 
 

1) APPL!IC.A:TION. TYPE: 

D · Err 

· Pr  

 

 

 
OM.: 

 

 

 

rv/A 

 

.· , = S¢!Q ?'rtl(:l! tw' H ii' r of Gtr.lJp ( 

=,,_  _,,: if.'Ol\r Mfle5lSor j 
 

2) PROVJm :.:R.I N,FORMATJOt 

- rej - 0 the fns  v:tcns fOt 'tho i!ppropli.'l l;l oodes... 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

3J LICENSEIP.ER II lt f ORMA TION 

 
l:.Jom;-d';>ttfnt T S,., 111 1H ucd UCtt'r!WF't rl't'll NIMl"blr liln rc1 D-mi a p1r11m D1t111 

f,b:li(:al     

DEA "'   

 
- 

 

 
- 

 

     

cu,..     

 ,NMIP     

 I    

   I 
 



91 A1.,'il'lERNATrJE AD'DRESS IN FORMATION 

S,Uil:ll 

10), o rnER PR.ACTtCE l OC-Alt ON :INFORM.ATIOH 
- . 

lir 
· . )tlli · -.bl · Malll'iMl'I'! ll\e:!;e...:tl 

1.t-io, s, ·- 

-.- oot 

I .Coun COdi, 

SE-tllON O MEO CAl CJ.Sl!E PACO MMt IPROVl !;R .APPUCAnON 
 

8 MIEDIC.ARE: mfOR11A11:0 
 

  

  
 

   

 

 

 

 

 

 

 

 

 



  SECTION0 - MEDICALCAREPROGRAM•PROVIDER APPLICATION  

4) PRACTICEUIFORMATION 

• Please rt!¢!toll"IOin\lr\.dlons fet :ip;:1or,t»:c:cdes, 
 

 

0  
 

 

S)SPECIALITY INFORMATION 

• Please m!er101herntru:tions le<ll>Oape<o¢:i:o codos. 
 

Ptim.1niIStc ondi~ Soecl.,1tv •soecl,ltv Code Ccrtific3tionDate CertificaU.on Number 

    

    

    

    

    

    

    

 

6) SPECIALTY VERIFICATION 
 

P J:S()med U'lea $1.)!«. nent :,r,c, tnere<t,ited .  Pi.rlo¥'1t10   mentsto Ser\QS 

(CO-VAR10.0'l.02).oe.c,;,,,Mf 1. 1979.a,c l,l<dal"""""""'°,,""oo!nes OConWton,,Speci>I_,.l$  >- 
ph)'SaciJn • ho .s oneofClOto:c-M09cr.«lri.l: 

D t 'C beef'lded¥cd bo.Yd cen:6ed by a mien-bcirof tNl A. Boau,o! .wa, SpeoobtsancsOJtrM't{teia:nN  I ;,,, 

o l my boJrd ois :tUdlcd.. 

O    • saSs' actc:n) .cda rosi::cncy p-09' accrOd-!Mbyinolbisc:n eofot ,:e .  eoi,:z:on0tbf lhe 

o¢.t.eresldencyr:r1t11,cx:wrm::co oe ttieAtnerie.rlM A.nXhedIs3 k-"'...cr    ..   fromthe ot 
IM p.vtmml • t'lttol   cdrrr,re 0t • tlctoI no1t• 'l)'\;ing. This letl(f indudcs!ticnaoo of!Ni:   I 

commyres;oerq . leng:h o!my   .by" tom!he ogr:rnlsacer¥Itheo:impietiondJ:Oofrrr,reslderq, 

0 IhY   boo,dcd.llt'd bo.\."dwu!cdtr,3 b0¥d ,'Cdby!heAd is,c:ty BoJrdo1Os:copalhc Spcciab:s Yd !ho Board o! 

Tn.is:m  ol A.:necieYI Os:Assad .  A ol rr1f b0¥d COl"J('.3U)1$aa.xhed. 

0 Ih.J..  beendodarcd bolrdolgb!c•1>s;,odl,'ly b»'d- by"'°  8o>rdolo.:.op,u;c Veri!ationlrcm 

my ""1 I,m t>o.Yoei9]>leisil11>:hcd, 

0 I l'la'IO eomp:c'.cd 3 rosid pt'in;)1(:toign(hJf(ty, My 3"idlr.iN":9al'acttp'..lblc for in thO 

sys:cmof:M a Amerii:::an SpociMty 8o¥ d. A lte!twd. my bo,yd\'erif th$ is 

1t -ps pk3:ionisIOt .t !)IOU;)«.mod.xicn. e.xn  flNg"ou:,,or m,00.ltion• tio" \ ,o bo od .t 

$()COJi:s;r.'lJSIStbri1lhor(!Ql.ricd \'N'i5c:3'.icn. 
 

7) GROUP MEMBERSIPHINFORMATION 
 

GrouoNama Provi der Number 8ealnD.1tc 
   

   

   

   

 



SECTION O• MEDICAL CAAEPROOAAII • PROVIDER APPLICATION 

 

ll)AUTHORIZATION 
 

I. I.hepr3Ctitioncr.adm!nistrotoroc authorized professional re  escntatr,.eo!lhiS  ro,upherebya".if m !hat thl$lno! rmatioogi'\t?n 
b'f mois1ruo andaxnplclo10thot>eolol my i<n<T"""'ge and belieI. I undcrSal ndthat  I ocmygroupIssolJrledbyahospiltl or 
other i ution f01PJtienlcare,thatI or mygtCCJ?wl notbillthoMarytand MccfJCJ! Coro Program for thoSe scmces fOC'\\ hich I 

ormyg<OUP1$-· 

 

 

 

 

 

 

PleaserC-:urn eomp'.<!:-od appllc3tlon lo: Syst.ems ondOpefi'.f.ions Ad trotion 
Prci tle,t EnorUmcn1 

P.O. Box 17030 
8.Jltimore.MD21203 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 



 
 

  SECTION D.  PROVIDER APPLICATION' PRACTITIONER AllD GROUP ADDENDUM  

PRACITTIONER NI 
If youa:ooa:ticip.i!ingina ,oupl)(llCtice. dO)"Oll alsopro-ooocaro lo l,\ll)1an<l Medicallrecipientsin i-ou,l)ri'late p,aciioo 

ard 'M'\h to bereimbursedd irec.11)' by tho Stato? (Your persona! tox x,e.ntifca:k>n numbermust appcJf onthis a ) 

0  YES O NO 

 

GROUP 1-J ) j\ 
ti your g foupIs arflli.Jtedw:tha healthcatt!nstiMiono, mcdc.l l school.p;eeoier !he nameand fu1 addros-sorlhc 

lnsti:l/000or school. your titieand a f explanation of your group's duties.: 
Na meofF aci,_ty _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

,\ddrC_$$ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

l i tle,_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

Duties   

ISyouI groupSJI.JtiedbyU>eabo,-einstt.utl>n? O YES O NO 

If youa:e 3M,0. or0,0 . ½illyou bocfoponslngpllJ/m3'.cu!Q5  othe:than $3'Tlp:e$(asa pha:macy)?0 YES  O NO 

ttyou are on 0 .0.. are youprOdi:ingop:ometrycxciusi>-c:y?0 YES 

dispon,ingeyeg13$$e$ (3$ anoptidan)?0 YES O 110 

D NO 0t opomctryas Y\"O"?Iasptopatilg and 

Is yw group operatinga LocafHoollhOcpar1/nenl CJ;nJc;?0 YES O NO 

IS yoc,groupOP')ro; ngaf 10CS:Ondlng CJ;nic O YES O 110 

 

HOTE:  All practitioners In ;agroup must be enrolled H   Medic:,I C::tre P,ogr.im provider.s 

lABORATORY INFORMATIONrllI'< 
Co mpletionof this section is requi red by lndi vidui,1pr;,ctitloncrs;ind groups. Rcimburse:moolfor med  ! alory 

seNices youpcovlde toeligiblercdpo!n   !1dcpcndent onJ."IS',\-erlng!he ro:owingquestions and supp.,'ynlg codesCLIA 

Certifca:o 3fld. whonrC(llit OO. l, br{landLaboratocyPermit$0t l.(lttcoc Exrop:ion. PractitionerpcO'ildcrs canl'IOt bO 

reitnbursod for servicesre ferred lo mecfcal tabOta!orlos0t othor pc . Those lJboratoriesor pra:tia!smusl bl . 

Doyou pro-,ide medical13!:o<alorysorv.cos!0< )'00!a•npatie<lts?0 YES D  NO 

DoyouprO"OOc medl:3I1a:>ora:0<yservices for olhot thanyour o, n patioots? D YES O NO 

Do)Oiir°"""'specimens thaioroob!Jlned fromothersi".cs lo<o:ed., l,\llyfand?0 YES   O  NO 

 
A,.II . pr:ldltioners arefe<;ui:ed10 have aMarylandLabora oryPerm.'!Of  Letler ofExceptiOn Numbet (§HealthGcnornl 

A;tjdc 17-202and 17-205.Annoia:eoCode ofMa1yland)andCUACerl{,ca:e Number (ClinicalLabo<alorylmpra,-cmernof 

t9:83PublicLaw100•578)loperform lab0r3!0Cy services.. O-ul of,sta:opcov!ders areon / required topro'iidothe!r CUA 

Certl1CJe Num ber.i11hcy donotroeelve s thator9l in3:c InMaryf,atld. 

 
 
 

SECT IO N I>• """h nJ Jll6n.010 



' "°"" 

-.1 

 

 

  SECTIONO • PROVIDER APPLICATION"INSTITIITION AOOENOUIA  

 

 

Data 

5et\'l:.e T) Nltl"ba'o<Boos 

"'""""""'c.vcPCfl 
AQ.(C""'°""p  11)P  

  

Stiled t.'u(SF) I t. '1 

CM>nCHo'..,..(CH8i  

um,,R.-.Y- (Mll)  

00>er(0 TH)  

 
0IAl.Y S FAC11.JTIES 

J/.(ldaroPro-.idotlltl'lt« _ _ _ _ _ _ _ _ _ _ _ _ 

At:.xh3 r.t:Q/ ol lct:cr ,-,\!h35,1i;nc-d J.l. cdQC Pre.,"«{ ll\llW, 

:.ttxhJ «vf   O!thelc"..et[s) tromyouri'lt,,.1.r.g o.trentCQfflWS/.O r¥CS.. 

Nae: Youwllbo paidONLYt« t."10 r3tc(:i) .)rt'IQf\ 'WMlttter-..(s)in Jdd»itothew,;,c,nims - Mnot n 

!hea:im :c - 

PORTABLEX,RAY AIIDOTNERDIA GI/OSTICSERVICESMUST SUPPLYTHE FOLLOl'nl/G: 

M¥)lm T C$!Un.'!Pemil!.<o _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

Do ,w lo:.o, d . bl! rot1<)11.>tiLt'(I O YES O 110 

Not«  1.Jw  ,,1t:i'.c x-r:r,Yid O;hel'Cl p(O'fflersloc.a!Cd'I\\IN'IMM)'.3nlOCSN\VIQ loc3Ctd'A\thh1-  MUST 

ha'i'ca M;ry!Md T UM  ?ttm4..  Theon.)'Q.lt-O!• Hirf andoct'u scrnccspro-MctstNtdOno( t\3',-0 toh¥•'eti 

l,!.lt)'.Jnd Mtdc.ll Test Uri: Pe 3,'(I!tlo\ClNt W,-,C . '1 teo;i:er.3i,  theSta!oin'AtichlhO r Is cd tlley 

m.tStprc,.'ide:J Mc&ca:-e nc..t'OOt'f. 

LABORATORY  II/ FORMATION 

Cc:tnp'.ction ordis $Cd)Ollisrcquit-0. Reirb.r..cmentSot mo-kzl\abol'Y#'f youpt tio-ole,eoisdel)EMentoo 

W- 10:0,M'lg .YldSUW(hg ct9(!SolCUACc W• .,,t,e,nrCQJlttd , M.):)Wld lJtora:otyPenritsor L«-.crsd 

Ptrmt 00 .  Pr prcr/.dersc..Ylro(00 romtus,cdb   SCl\'icc$relcrrcdIOmc«3I  :oriesc,OChe<prild:i::es,. 

(t pr m.ist - 

Ooyoupro,.;oc :ory$Cf\ )"OUt<MnPJ!ifflt:s? FZfY'Es O :io 

Doyw p,(7Momodc:ll l.lbet•:o<y sor,'<o$lotoll>e<O\Jnyw, a• n 0 YES C!}'llO 
Oo)1)UroceMlwecmmsthlt.vo frc:mOU'lef' sitesi  JI   ?0 YES 

 

/J Maryland p,actstioncrs .:u-c requl.rcd to ha-.  3 J.13Labomo! ryPermit orl  ttnofExooption Ni.mber (§HcJ!:hGene,al 

Al1Jclo 17-202aoo17•205,AmolalcdCodeol l.13')iand}andCUA c.«klteNumber (Ci rucJI Loborotorylmpr -tmenlof 

1988 P\JblcLJN100-578t)operlormlabora:ory scl\ic<s. Out--of.tatc pro•.i<J,,s arcoolyrequired topro-Me U>e•CLIA 

Ccnl.ca!cNtA'l'bl cr,if thoydono! recer."e specimens l.l\a1 :o in Masyland. 

 

1•u : As•: c OM PU7.  '  f: fORM Dll/\11141  6,.G, l•n o v m r.n  O \\' N f:RSIII P ,\ O CO T ROL D1SC l OS UIU '. l.'O HM, 

ANDSUDMIT \\' IT II l"llOV IOt:ll Al' l' l.l C AT IOS. 



 
 

  SECITOND• PROVIDER APPLICAITON•INSTITUTION ADDEDNUM  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

l' U; ASI-:CO MN J,:n : •·o n M 011/\III ..SI U,, C . l' l(Q  \' IOJ: lt o w s •: RSIIIP ANOCO!\'THOI. OISC I.OSUn •: FOI\J\t, ASO 
SU0!\tlT \\'ITII 1•nov nn:1t Al'l' I.ICATIOS, 



Y'f''\.'C -  2 \ ""'-()'bJ... c.o ,i LkC 
Qt "h(I'"lb Yl\ml n 

.f- 

-S1e,+  

°' 

SF.CT I ON D 

  PROVIDER OWNERSHIP AND CONTROL DISCLOSURE FORM  

 

(i\ppk;attc10  .at Pr,0kM'11er •c·, oSQtt , orQtOuP'lor p, ..oro,1", 

Put'WMlll   o 42  CFR •.;s.s100  ot  SOQ . thOc,iwosurc01 ne:ouo-.-\.flgd   :t tOQultod po11>0n  o!  thOr.t.i ni:i"'tedle.lel Pr(M(lor 

APl)k:ltiOn    l r !()(O,pleino onw·,1't tho  follcr.-.""9 q v o s and ,-lgn thb document :ilfltnw,gthllt lM inlormilition Is  truo Mid 

comp to, ondreturnv.  h y0ur :i tiOn.  11M!Cau.. ry,  uo o:tacnconllnu.i!ion shoots. 

A- NAME ANOt.lAILING AOORESS Of 3."YC>ef$0f'I V.h0. \'lo\th teu,c,ct :o the Taki )(VIU ondlofT1tlo XIX,P O'YSdo•r . 

1$ n o!'ficcr 01 dltect 

 

 

 
2. b ti P ll rtl'lef 

 

 

 
3 

 
 

 

 

5  b .in  o .-.nor  (in whO!e ot  In p:irt ) or on11"1l c ro $  o!  5 %  o r mo«t in .i.nymort9;,po,deedol trust.n«o,o, o:ticr 
obliga!IOn  $00J!OC,(in "'  hOloor ii'\p:in) by the  Pr0'1-,\dr;,r its PfOPOl1Y ot a».0U.it 1n:i:ln,:e cs! Bl SO:ts t $ % 

ol thO  va!uo of trio proPQrty Of ouo ts o f ll'IO Pt t 
 

 
 

 
O  t.'.\tnn:,,spca o ru,,y subcontt.idOt in whl(h tnc li:leXIXProvder h;.n, of ind iroei:ly. :in 0-,1, '1Crsh(>or control 

lntoon1ol 5%Qt  mOl'O. l'\llmo nnypcrtoon v.tio f,11, 1:$""M in A, 15 :fbo1o-o. :u  opplil'Jd to tno 111, .ibcon!roc;lor .if'ld;,-pe¢fy 

Y,1\:ld'Iof lho 

 

 
 

C. I, 11:iny1>¢rs.ot\ n:1mcd In r o '° lo P art A. 1, $, :i bOYO. Nls onyo! U'IO ro tationships do W'lbe<Jin 1t1.:ii P:ir.w.:ri 
any T100XlX PrOW,Or of ,t.etns0< sorw:.os o lhOt !Ninlh<tO;l) n : , o, WiUlanyentity th.>t docsn«. p,:utloC).):o In 
Moda.d bu,tIs roq v>ux s to  d i$dO-sC eer1.1!n o.-.Mrsh\)and  !rotin!Ol'ma ton   beeltlnO ol p;,nx.lpat,on In a.ny o! 
tl'IO p,o,;_roms osl.at»:lhodunder TllSc,V XVIII . OI' XX ol tno Sooal Sotvnty Act.stll!OthOruimo o! tne pcr&.0n,thO 

n3mo of tflO o!tle<PrO\"IOOr, and;no n.:i:u10O!the rct.ltJOMhtp . 
 

 

2. If 11\e ans·,.,,,toPartC.•1 .i».'O, cobnins thCtn:imos  o! morotr\antwo po.r . :sbto wtiOl.fl(!f anyot � io 

nx»r odrue1cb!OO to o.'ld'lo:hcr in $PQ\IW, p,>.ren,l, et-'<! or sibling. 

 
 

DIIMll 4t:?6•C •Htt h«l l/ 16'! 0 10 

OI' 

, ,, r e.,-,cd,,(.,,_ Cbe cts, R. S1-.,l -t2 



wu, 

.atl¥9Cllot 
Irlell.,ri,slif"')of    ,o,..fi,cnp,.1)1tlf'I'(l't, U-,01/.o<,l.C, P'Q>)lilm.  ti OO¢ln7IWOJde irdNw,u.i,I P' t:,tQf'OI.C)t 

S EC rl ON D 

PROVIDER OWNERSHIP AND CONTROL DISCLOSURE FORM 
 

 

1heteby :.nirm tM:  this!n!ormntion IStruo.ind c.omplo!o 10  lho t>i»totmy i,;now,eooe :u'IO behcl. ond 1h 3t thG 

roqvc)t od in!,o m.a    n ....   bO :od :lS eti :mges oocur.  I fu r ccrt.fy that Ul)On specific:rOQl.lfltbylhOSoo'ct:ary  

ot tne Oep.,rJ't\001of  H e.11th .i nd  H i.m .in  So °'  1M,   ,U t)'ta,nd .Jnment orH c .llthMd m&ntltlHygien,e  tutand 
c,;,mplo:q lnf()(m3 t<On wJI bO supp!.«Sw,":f!ln 35 d.l )'S,of d.i :o o f ttiotOQ l. c;onocm · 

 
A-    the ownen  h!p ol any s\.bcontrattorv.\th v.nliththOtfJo XIX P10Vlde t h.U  Nd,   dur1ngthe  pr  -s 12mo:o.s 

tro.ns.,ctJOMIf\ on l)QOt ato  amoumin o;a:c;cn of S2!i.OOO00  :r,no 

8 i:in v $.<Q nt  t>u .,.u :m, :i dlOM, "  oo:urrlngdurln,p u,o S-yo.ir pe,ooo(ln¢ng on lhOd3:.et or Wth   r uo i t 

bc tvo'I.Xnl lho Pro vdc,t.ind ony"' t,,clty'°" -n«! su r orMiy subtootraaor. 
 

 
 

 
 
 
 

POSITION 

 
'  "l' r°""').tf  c,,•pr · of  w:rnco, mc.M'II a hosPt.14 •  ,ur.tol'VM"Ql...olt•y .n   :oCMO!11('1,ry, o1<Snc.o1P\ yd'l.atn:1,orty, ,. 

""in", " 

.. 
. onic..1utKn:oiy. t1 ,ru .-iz-<l!lOO,.•   PN'   mKY   , • tt f CltllN' � 1ru t f\.l'Ml'l¢1o or 

PfK '(;;,;ontn 

.'..°G,,fOI.OoC -mt-¥'1, two   QI   fflO(Chc.lV'lc.are;w-  ,?'4C.iCie- ITlforp-O'n.ion•   •  WTVTIQl'I louWIt Of not 

WIMC «m'TIOn I.K:ile,,es .WOPOt':(W) !I.or cqu?'l'ffi)bJt v.fw:t n>tJotmt.o O ' " " 0t (.Ol'J)Of-aW!'IM'lOMC 

""' fl! or•PN"'°"-  V-'?°'wp,y,:b,i et c,.,,cw,oor OQt<•:1'11}cr-oht ,\'V'IC.¥0 .11 1ticypradlo: 

t/'!'f . """O• rore"J!C<I to (1!hef1.Nme,d  "', . ""'-U..:O c, r'lol 

t1      ·0,,,n«.."lb , 1·meal'rltr-.eP'» Ol tQU-IY rn tflO r>Ulot.,1«--,n  or ot•"f   r«'ttittnN- LI   oht 

 

 

c,l'(,,r, 

t, """'-'«.1o...ncr'1i p os1·me¥G  .:.rr, OM'O-e-1 ll'IC,tl'Ml  .,  antt'C,lyit\M "'' l.h.P Wft os1in lhedcrtlt(.  n., liN'm 

M  V'H'I an  Vt'?ln'.erou"'¥"¥   '"'/1NitN1.an ta,1'(tHn  t rn No, ett',t(. 

'- ·0e.o-mrn..-ion0f   '11i()o,OOl'l.lOI Pt' · 
I t led OM'W:'1·\N  l) M  I -   Tho QI li"(ln:,c:t      ln'.erc-11bd<".ermi'lt<I tr,'n'V"Jc: N   PC'll' I  ol 

\Nohud'I ,:NG(.   f Cf    • . 11'A OM'!' IOpe,cet'llot C'IC lkldllnlt>eCOfl)(lt"aliOn °" " ' eo Pt"oenl ot lhO \todl 
oi11>C Cf'My.,.. ,  iY.NM t  ,  IOan 8 pe,t(.(1"1'  t'd   lrOerel-1ln&roe  «tA'( WIIJl'N1lCIC 
r tQQ!'!«I  Corr r'-Cfy,¥' Oo,,,.m80 p.-l'oentor l!odi.or• W'PQf.a:IQnW'kho.-m:.P«untor!NI,ioo.OfN Oiidot,hJ 
fW"l"lty. o ·, ¢5l   e,,qu,,.le1 10 .a A petoenl rdt cd '11i()W,« e,,t il'\lfie(l ('l'll,tyorl d nc-ednocbe ltPOf1td , 

2) Pc, W'1 ""'°',1n  r\HOQI ""10llnkr10:1t-ln0!0Cf lOoet«tTft  t\h'.o.ffl(:11!)"J,lt d,eedd   IN!.t. .  (It 

Olt>C'f wc.oaoon. l)ttoC U'lCtO  erer-(, u.\.ffloUl,('d1,1) M!'CU hoot,J•tion  For  O• . tl A OMU 

10 w  centor.:,N!>C.e tTf 00 ON"  otU'lCt , o1'.-'C, ,'l  ,A'  lnln, c1Inthe p , •1\oftl 100pe<OCA 
Md"""'' bof(1)0t1C'd. c -- . It OOM'II.&OPt'f((l('(ot • not,o M<lled ti( IOpe,,un ot pr , 8'a ln'.('fCU n 
U-.0 P,O'lll()tr'I ,1u eh   eQ.i-' O..p.efO!rt .tn,Jl'lft'd no(  tl4tlt'PQl"..0 

.•.·.,,.., u ttan · mo lihftl\.lW"eU u-  01\oCfie1. olt, to¥'P'tono tAc;.-) '1',.!ar coc«-d, 1toe 

$1 .000 o, S pcfU'l'lto( t:-.eld.tfOC!t"l uw;)e • f)tn10ct olprQY'ljof 
 

.. - ""'""',n    . • . c, Qr\lffl.l.a!lcn rumaprMUf Oll'Wltt  ' • M:'MGC-1 u \C'O fl  ca,f)T'? out ,u 

IC\9Qfll.oll;<'lo -- (t !)• • «>'ffl'lttd.tl r'r II er oC a hosc,,Uil bf-0, OI • -<JIkm) 

OIIMII 41:?(,-(; ,R C", ·h « I JJ l <J!0 J(t 



Tille 

SECTION E - STATE AFFID AVIT 

 

 
Wlu)c,•c r lcnowin:md willfully m:,kc.1or C!l1Uf$ 10 b('111::uk a fobt-Jl:tl cmcnl or 

 

:addIlion , km) \'\ inl! und wlllfoll)' falti n to fully:ind :1Cc' ur .tlC'l y d i>d, O '-" lltt information 
 

 

 

 

 

olhC'r  o r,.::inirntiun11I doc11111cn 1.atni n, wriucn :as:r tt nu:nb, wilh oul:slth• r    4)11r<(' '$/«>1u ulc:111l . 
 

co111111ill t:'t' m« li ns:s. $la ff (IU:tlllk :atfoo s :and "' rillc n dC'\ c lup 111c 11t 1trOj!r";111, 1 uch :Ii 
 

 

 

Offitt orHt:illh C:trC' Q u: 11i1y.In ,,·rllinc, bcrorc- lhc cff('CII\'(' d:all' or lhc c h:ins:c, J rur l h H 

certify 1hat I will notify lhc Office or llf.:'all h Ci:ircQ ua lity if the rt' :arc:any fu1urc 

··sub.,1: 111111\·c i:11:ani:<: "$ in focllily man:ii:r nu:111 and   OtH:r:itlon. .. ias th •0 1ml in the hu l ruc tions 

 

lfu•t notkc will bt s:h•cn In \\Tilins: bcfon· lhl"d fr t th·t d :alc or l h r-cb:in:,:C'. 

 
N AMt: Of FACll.l T \ ': 

 
 

 

 

 

 

 

 

 

 

 
 



SECT[ON F - \VORK · RS' ' COMPENSATJON LA\V Q ESl lONA[RE 
 

 

 

 

 

 

 

 

 

 

 

 

 

: ·fict:l,h - Dmc: :J:.I .._,!/!-,-..aJ...:..:.:..:.1........I,._, ._?.._o-=---,-J_  ....... , 
 

_ _ _ _ _ _ _ _ _ 

i:'.;xpir.Bt too l)a1e: - Ll /l·..,.-_',].I..,-i../......·..:..'.).L.,.,.E,.. -- 

1  )'OU Im . · 1.11n  ,vr;n--d  NO, ph: - e   ttuch a ,copy f ·. our ..  ,r.:n ·n rue   r  un1p  i11ne:c  irk 

1c  r1,_l'nlmti; _ v hh St 1:1.ti..: ,., ·o rk-1:rs ' ompe1L  ! 1011 Lt'L, ,._. , 
· • · .numchc:d fom, t\S_ md In n ci ,on S!1('1t!f. 

 
 

l'kai;.e nole 

Your lk en. e .emumt b  i m.-d im less • h' :r,;, rurm s '-'-OJnrild' 

 
t d,  :sign  d,  di, 1:  d r.,,nd 

:pro\/ldoo to d1i Ad min isi rntiti ll IQt:iC wh li ) '-0 
npplic-a Id('. 

11r ••Cer1ifirn1e of'Compliune'(!'' ir 

 

  
 
 
 
 
 
 
 
 



SECTIO NG - CERTIFICATE OF COMl' LIANCE /\PPLICATION 

INST RUCT IO N S HEET 

 

l' lcnsc REVlE\V INST RUC l'IO NS BEFORE COM l'LETING 1hc Ce rlilic:i1c or 

Compli: 11cc A11plicn1ion 

T l1c Worke rs • Com1 k:n t ion Co mmis..i:on will :1Ct:('J1t on ly lh c or ii,:inal ,:11•1• lk  ulio n. 

(Do Not fax, photCH:OJYl  or clcctr onicnlly rc1,roducc)  T ,yt c or  r,rinl Lf.GIHI. Y  or  a11plkulion 

nrny be n:1urnctl wi tho ut rc.\•icw.  Com11cltc  the :1r1111lir-1: 1io11 in  ics i·ncin- 1y. 
 

Line Ill Nonu:or Comp:my ( If lhc com111my doc s not h;.l\·c : 1 mune l1'.'1l\' C blnnk) 

Linc U 2  O wner 's N11mc ( If coq1or.ilim1. fo,11l1c 11 meorlhc co111a ct pcrSon) LinC' 

II  3   Co m11  lc 1c   Husin Address (P.O. Box is 11(11 ucccpta blc) 

Linc II 4 Compktc Mailin;: ,\ddr cs. 

 
Line n S Phonc Number (Pugcr Numlx•.r is no1:1ccc1Huhlc) 

FE IN or Sociul Security Number l.. rcc1uircd. (l r p:11r11crs h ip. 11lc.isc 

lnili:11 & list the 111st fourdis:ils of SSII for each 11artncr. If usint a 

f"EINU. SS /l's;m: 1101 nc ct".Ss:.1ry.) 

Linc II (i Cht'<'k lll ll  lro   a,rintc  box (sec b:ick or '11111ilcation).  Add i1oi 1111lly, where 
indicntcd, pk·a.se com1,1  clc n nd   ntlnch 1-:  clu  "'inn Form C,. t(, lt . 

 

 

NOT E: Ma ry l:nul l,,.:tw  § 9-2 01 r eq uire s nn r m1>lo y e r w it h one or m o r e 

e m1 >loyecs to c ur ry wor kers ' com1>e ns nt io11 ins ur:1ncc. Any employer with 

workers' compensntion insurn ncc is lo submit 1>r o o r ( po l icy or binder number) 

orcovcr ngc 10 lhe Agency whe re 1hcy nrc •r>1•lying for 1hcir license. DO i'iOT 
COMPL ET E TH£ C ERT IFICAT E OF CO MPLIANC E APPL IC ATIO N IF 

YOU HAVE I NSURANC E COVERAGE. Ir  yon  huve nny  qucs1ions  rega rding 

1he Ccr1ilic:11c o r Co mpliuncc,  plcnsc  call  410-864-5297 or  1-800-492-0479 and 

ask 10 be 1m nsrc rr cd 10 cxlcnsion 5297. Ir you do 1101 follow 1hc aforemen1ioned 

instr uct ions, it may c:111s c n d c hl y i n the 1>ro cess in ,: of yo u r n1>1>lic nt io n . 

Thank you for your coopcr:1tion. 



'°'""' 

I 

SECrlON G - CERTll'IC, \TE01' COMPtlANCE Al'l'LIC,\TION 
 

 
 

I 
I 

CERTIFICATE OF CQiMPtu, \NCE. 
l)dore• ,.:fl'-=z,,tl'lul UNIml)•iu,...• !i"1J'lwi o,-    rmil110 •  buiir.lC"11 for tM  Po,U  O 

qf ftV;lr;ftia St  an arth ey  le ,dikb thebii,!ou1mlt;!x c,mploy•     tcd ft!'9  .ti... bv1,:l=iu1 

s:Jt-cM to \J d... 

(I) a ot oo ,.;c,,d».ithk ; or 
(l ) di,oa llmb«o(a WOl tn • im ur -,,e.. « bindet. 

ti a bw b  00:    "°"''Cfed  by  •   woil;.cn'  co=pcm..:XO  w..,unce  po&, y   ., 
don  tos«UJe• Ceri5ca:c  o!  Cecp!i¥u  .,.'u!J  be   tubiJitted  10  lbe Wo,l(en' 

c C'-n:txuloa p.i,,wnt to t..bor- <1: JluJS'WO)'fflffll AJ'tkl-. t '>-10$,. 'IM .0:-0 
JNll'l'l)M o•l    Cailliof UtoidcnWylM$ebuw:Wllta ..-.t:kh annoc «qllUc:d10 

cut)' wockcn' tnNfWIN''°''" 1."'ld Ii>   a:i.,blo :lw TO   """.:Id 
a Of   Pffl'Ur  f:'Oal  •   £0","ttllO)M,1  -.,.."'ffl,,,.-y  Ch.U  rc,q,;iiu:1  prool of  •  '(Jt\:en' 

ku.unnu ca,."tn:e ACc1illk..su o( \J AlS .lccn' «.'111'CJC(\1J..icn 

i,ul,!RXo ..,,J u l'IOl biadii:i.;: «-  o. worun· c Ul'.'Mkr -,::ry 

d ra i::u tcxo. 
 

f'(Ol'E!M.a•·,tu;J Aaa.ukdc.d,t.LE\,-:01,re,qfflft •  t.-,•••u•tl.b-     or-_..,.._ -,tc,,cu 
,otlU'f'7 • c:-sw-u.tl.Ml.mar-.afe. 

 

1Jia,il,lli11: A  , ffl.l)' uc,.,ue • Cff'lru   • orCom;:,l:im«,:ti .,.,_ rumeof bW.li:ti', 

= 'ylt 

(I) S:,,. [l a • iOoM ; 

(b) U.hliPe&&Uapu.."\:h  ro CCICl" l,\-,11-.---.!h , : 
 

(  f) ct.bwlocuUaf'.-:iC«   •   W')l0 Cbc• 
OI UnikilJ u.sLJty ,-.id.111• nu, ,,; J-   � du:i CG'p,:rw Ol 

"'ti., h.n• d«Vo!. \lrlrdtt \?,,X4, I') t,o adud,f,d ft-ta -.u\;«I' 

: 

{s.) ¢,e I-, 

 
c<<dy   .. c,a.-1   W''"uft'O'\i&d U   l'>-ffl 

<d.ntdfflM#)t.iidt-;   or • 
:
 

Oil lt#-tt-.llmc,w,,'IXl' ct•O.S.'P ) •bo tbt 
 "'  d n@dJ,,•nddnitUdMC'rlZ,     ?-2 1._ 

 

.&II\.'l; Wor'•CD' C'.aa:.-;:,cru.atlonCommbd,or. 
Attrntloa:Cctti/.lcQe or Co Offioet 
JOE.a.s: Daltlmo:oSu- . • D .h:,o,ro., M1.rywid :1:02:.t6-il 

F-.aiffliki Af!J",ll-UlffiUwml'(otUeA.c'«pe(4. 0.  Mt p.(M•PJ .,   (kd:.rH,kAXIJ "'f)rod-.tt. 

I 

i 

I 

i 

[ 

I 
! 
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SECTION G - CERTIFICATE OF COMPLIANCE APPLICATION 
 

 

 

 

 

 

 
 

(1-.c:,,,. -     ...    -   -.. ..,.,      -   .....-......,... 

 

':;-=--o(  =a,-....=-=.(l-v-,-- ..-w.U,-k. ,.a-.w.,.,...,.,-. - --- -- -- -- 
 

  .....  ZI?""'- 

  

5-( > 
Ntdlo'...,...  ..., nm:    Soc:W $oc-..' Naobn{1) 

(..n. n-'-1.iqAllfrebt • d f« O. 

.::::,- ( c-:tl- ""'·......- -a,y..-,.  al:f>' U..•l.-l- -   • ..,·•,J 
a.G S Tb:ai::ftliu•-. J11:1  fflt,, 

b.0r..--..iw, t.uui-•il• pW\Chro CJd'w-r i,,...:i.!&..! 
e.C AMM)"'.adOoleC...i<ood(.. -.- r- c...Q: : ll,,cln.uoeu b a Ma,ylar:d C:O.. 

Cor WUm <ICbc:r l!,,..,,c11)tp 1n :.  omc.n. 
I
 

0   r-   Coc o n.   bolir:icui• •  r..,.. .don ,..,lhw  
I
 

Cb,n cid  u n . 

-.Q (- f - C. f <IQ,n.,\vdr,eu t, 1.;rokf.1ionu(:Otf•OUclC. 

lJG m o.M _,.  ... .._oO" 

t C •- X.- "- C.IQO Tlleb<ali."ICU Ua li.l lCdIJ.t1,,0.l.ty n:> 
,oG'l«C.........l l..ilily-r-0' 

c.C  c.....i   n.,  oa>y c.MWJ""cd.. ,.. l,?-20) _, 
dd"pd..:.-Mv}tu.11-,. 

1\.0  O.,   clO.Ol'\' Theto--. UclMiloCan-   'Dffop:r'llo:lrd  aa».if  I 
) &\l..ced)if o/ .uddbwd utW,.:ll. 

,, ffg)j;tl:Q)Q 'UB nN ALTIUOTr n.rt111.YmA TnJX J'0 1U.CO[f'(C£CJ'OJt.MAU ON' U 'li.n 
TO1ll1IIUTOr)O'   )0'4(1 'U'DCI,    no."f   "tt>IU1Il7. 

 
 

I 

A!JMatdll....,.I,,,.di);,-:,-1..-..iw.-1.,.-,td""7cn 1'.-W.-:.1:ka kl•   .c....i.  . t1- 

o.l1.    0-  11"1511;..4   C AF1'1t0 \' 1.D O V1'At"PROVO>. 
 

o,y 
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SECTION G - CERT IFICATE0 1' COMPLIANCE APPLICATION 

 

 

 

 
WORKERS' COMPENSATION COMMISSION 
10 Eas t &a.'t!m0t• S oe-t 
Jrrcro.Mar(.and2120:M6'1 

TI:l;('1   $.  S\00CR(1 O't"°"7t 

TIYUSERS CALLVIAVAA'it>J'lO RELAY 

 

EXCLUSION FORM 

Pi.nuant totile p(OYl.sloC".s ot l..e:xt'.i er.,>iA. o S0-200of U'leMnotn!odCQdoCf Mory'..md. 
olT.eor, ot ma.mtHmof a .i.-m   CCt;,or Profos,.s.lon :>JCOtjX'll"a'Jonet :d 
UabOcy Ccm tlCGOM!ll'od lf UlO   ot  mombor pmvkioa • aotvic.o fct r.,c,not:,.ry 

CIO Suehorrerme!Tb':rs  tf  ,i,oat en.aof L0!l«  & Attido 
9,.20G(b)m:t)'e3edeot,c,o::ime from ea. till,gL'°'..J Ex:c:utIottForm\\i-:h1.'W 
Ion . 

Too:otd..ottv,o;c;onq, offlc.c-r et  merrbo-rf,und'Ae!crcn'«L' tonod:y.»sQ( orvll'K.l:11tionswt.tito 

boGXt.WcdQ'IIJ:t si;n t".is eoer..."Tltnt. NOTE: By stgnJng thl1 E.lchts.fon Form below.u  ch offlect or 
rrwm•b r atnnnsuMkr th• p.Nldu of pe,rJurytha t tho l nro rm.:iUon eonulned In lh1•forrn tc 
truoond  comet u   to lhatofficer M  ,nffl\b,Cr, toh beatof th• office r'• onr)Qmbor'I knowf.«fgo, 
lnfonm UOf,l :.nd baficf, .. • 

CAlc:   _ CATECOM?ANY l<Olll'lEC ltlSUIW<CECOMPM'Y:    ' 
HAME 01'  CORPORATION'S IIISU RANCECOMPAIIY: _   _    _    _    _    _    _    _    _    _    _    _    _ 

l  lAME  01C'  OMPJJ.'_:Y  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

'
t
 

TYPE OFCOMPA.\"fs (C C\'M, )  .,,,. Qo1.•eoi,,c.-"°°"-hfi/" iJg,w I.N  Uoo,l.t/ 

AOCRES_:S   _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ L 
 

CITY:          

i ..i-:rnHMM arQ iiieot 
rot 

STATE:   
ZI_P:._     _   _  _   _ r 

I 

 
 
 

 

 

 

IMPORTANT: Su.M'J1M!)!noJ!otrn tou-.e Wo/Ut'Ieor.;:anu6on ccn.-ml n. o etY,11to I.ho 

tt'4t,,11'0( Of lhocorpaa:Jon. =r,CI>'MP a GQ9y fO<'jOZ!:lo,. 

 

• 



 

S ECT I O N I: ADVERSE AC l"IONSICONV JC T I ONS 
 

·111issection captures infonmuionon odvcrsc1t:s:1l actions. such 3S convictions,exclusions, 
n: \'oc:uions. ond suspensions. ,\ II app1ic.nblc ndv rse legal:ictions must be reported. n:g:udlcss of 
whether anv n:cords were c uni;:cd o r anv  oi, :1ls arc din . 

 
Com·ic1ions 

I. 11ic provider, supplier. or:my O\ \l U;r of the provider or supplfor ,w:s . wit hin 1h c lai.;t 10 yen.rs 

pn-.cedins cnrolllm: nt or rcvnlid:11io n Qfe nrollme,nt convicted of:&: 1cdc r:il or State rctony 

0 0 11.scthat CMS hasdctcm1incd to bedc1rimcn1nl10 the bcs1 intcn:sts of the progmm and its 

beneficiaries. Om: nscsinclude: 

Fel ony cri1m:s usainst persons nnd 01hcr similur crimes for" •hich the individual \ \':15 

convicted. including guilty picas :md :.1J j utlic:i11:d prc -1riul Ji versions: lin:mci:11crimes. such 

as cx1o r1ion.  e mbezzlement. income t:1xcv.:i.,..;ion.  insurance tinud and other si mifar cri mes 

for which1hc individu:11w:1s convic1ed, includios guilty picas 1.1nd :idj udicoled prc-tri:il 

diversions; :my felony th:11pl:aceJ the Medicaid program or  its bcnclici:.uics at inum:di:ttc 

risk (such as n malpr.tcticc suit1ha1 result,;in a convic1ion of criminal neglect or 

miscondui.:t):  nnJ :my fd oni.:s th:11 wo uld result in n m:.111d:ttol)' cxd us ion underScction 

1128(:i) of the Ai.:t. 

2. 1\ ny misdemeanor c.onviction, under=1cdem l of S1111c la w. rd 1111:'.tl to:(n) the ddi\"Cr')' or n n item 

orservice under Medic-art: or a State health care progrnrn.or (b) tlu.:nbusc or neglect of n p:ilicnt 

in corm.:ctions with thedcli\'CC)' of n hc:1hh c:10: item o r Scf' •ice. 

3. Any mi.sdcmc:i.nor conviction, under Federi.i ofS1ute lt1w. related 10 thcll. rrnud. cmbc12k mcn1, 

bn:nch of fiduciary duty.or olhcr rimmcinl misconduct in co1111.:c1ion wi1h chc dcli\'Cl)' of 3 

hcollh core it.:mor service. 

4. Any misdemeanor conviction. under Fcdcml of Stt1tc law. rdmed to the interference wi1h or 

ob:;tnaction of any invcs1ii;:nion into:mycriminal onCnsc dcsc,ibcd in 42 C.F.R.Section 

1001.10 1 or 100 1.201. 

5. ,\ ny misdemeano r convictio n, under: rcdenl l of St:itc law. rcl:1ct d to the unl:1wful rnnnufoc1un:, 

dis1ribu1ion, prescription, or dispensing of u con1rollcd subs tnncc. 

Exd usions. Revoca tions or Sus1 nslons 

I. Any rcvoc:ttion or sus pcn::.ion ofo lice nse 10 provide hc-:,h h core by:my Stmc licensing nu1hority. 

This includes the SuJTcndcr or s uch license while n fomml disciplin:try proceeding was pending 

before u S11: tc licensing ou1hori1y. 

2. ,\ ny T\:VOC:'.llion of suspension of :iccrcditntion. 

3. 1\ ny suspension or excl usion from particip:uion in. or :my s:111c1ion imposed by. n f cdcml or 

S1:11e h.::1h h c-:m: program, or a ny dcb:im1cn1 from p:1rticip1:1ion i n nny Federal E,s ccutivc Or.mch 

procuf\:mi:n1o r non-ptocurerncnl progrnm. 

, l, 1\ n · cu m:nt Medicarc paymcnl su.. pcnsion under nny Mcdic-:in: b illing number. 

5. Any Mcdic;1n: rcvoc:11io n of any kdic:m: billing number. 
 

 
 



NO 

 

 

   SECTIO N I: ADVERSE ACTIONS/CO NVICT IONS (rnn11•••"l  
 

ADVERSE LEGAL HISTORY 

I. Hts,  your org:mi1.:11ion . under any current or fom1cr nn mc or businc$$ identit y, c\•cr hns nn 

ad,•.crscnction lish:d on   ·utc l ofScc1ion I im scd am1ins1 it? 

 

 

 
2.   If yes. n:port coch nd,•.crsc ac1ion. when it occurred, 1hc Fede ral or Sm1c agency or the 

court/ndministr:ui·,.c body that imposedthe:1ction, :mJ the n:s.olution. if any. 

,\ u:1chocopy of the ndw:rsc nclion documcnrnlionond n".So lutio n. 

 
  T :akC'n U.y Rt'$U1l11lon 
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,ACTION 

- - 

SECTJON J:- - 11A.I-   HOME OFFI E I- J :l•0 RM ATIO. 

Th is .ret"tio r.1 caplure _ Infi rnmti m, reg:1u•-cU11g th.oir.1 or  rm i z.rni • n  .  T111:s: in.form 1.timm   wl ti be u:soo Eo 

..:.n.s4lre p,.ropcr oo!mburk.mc,n.t  ,.·hi:n (he provid e;r'   )' - ,LM:rm-d -c. i re.ri-ort i. ·fjt!!d with 1J1e tvlcdic. id 
fec: f  r•s:er'l,i'ic   co11tmct - r. 

 

CH ECK HE.RE□ lf  SECTION J DOES NOi  APPLY ,\ NU SKIP TH[S SECT[ON 

 

A. TI-'PE OF 'f UIS PROVJDER JS REPORTING 
 

,eek oni: - flb:th·e D.n.c 

D l1 ro\1id e;r i:n dm[11 is ,,, :nrollirig in r.·.1, dicari: for    

Sct ·mi ons. to  Com.plcl c 

om, plenn1H or ·- 1i: _ 11dr   . 
 
 

0 P,  , d dcr i   no -I  n   r  :-n .soch cc,tl  1;,•ith th · l';hai11    
 

Compk1c: . i;c1io 11 J C, 

tmlz.mtion  prri.::1i ioLJ;   I   ricrio·rt,cd 
 

 

 
 

 

n. CHAIN HO n : OFFICE ADMINISTRATOR INFORMATION 

idet1iti r in Ilic fi nm:r. 

d 1l'li11 home fficc. 
 

·o mpk te Section J in 
fidl to idcnici fy ·thi:111 \ . 

dmin home of11lc-,c. 
 

 

 
- 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 



. hi.P•- - - - - 

SECTIO ·• J: CHAlN HOME OFF.I CE I ·· FORMATlON ri l'ltr,,.. I 
 
 

C.
---

C
-  

HAIN ]! OM.F. OFFICE INFORMATlON 
-  

I 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

  -  
-· 

D. T\'PE OF BUSlNKSS STRUCTURE 
--  

C ll.i' :l.o .; 

Vo,hmt,11\'. 

D 'Nor11•il¾oj'ijt  -  Reli  iau,; O C];llnl 

 

 

 
 

 
Ii n 

TH I-: CH.UN HOME OFFICE 
- 

 
 

0 fn!e. I. 

D·, on-Pr  lit Qlhi:.r. f¥"1 t_   _   _    _    _    _ 

 

0 rt opri1, :1:M)· 

D ttuU lduiat 

D st,t 

□- h. 

 
 
 
 
 

 
!LU!. 

DCo·rporntion 

D &1'.. unc 

 

- - -  

0 H p( 11 EJiJ.Erkm 

0 O f1l C!r (S,p( -J   ., _ _ _ _ _ _ _ _  

(g"01her    
 

- . 

 

. JH    ,: n : 

D Juin l V'ic1111m • ·l,'lt imu h.ip  [(3'M,i,n;) d:J'Rri:. ln.t,cd 

D Opern.1 d/R 1. U d ...wm.id 

 
0 te d 

□ ttl .r } ·          . -      -       - - 

 
 
 
 
 

 
 

I:':. J1 ROVID ER'S AFJ•IUATIO:',: TO THE CHAIN IIOMF. OFF'lCE 
. 

0}' 



.. 
S<I-.ii,,:r 6 

, Lc• :1ol N.ime F.tcilirv d / b/ ,1 Street Cl1V State Zia Phone:  T=• Mcdlc.arct 

GudcnlN}lna Co.• 
llC 

Adv11n«'d HN.!l h(.,HC 

Cen tct 
955 G.ird,tn U\c 
Pbw Toel do OH 43614-2717 419·382·2200 419· 3$1-018$ SNF 36S104 

G.irdcn IIlc ,1$1n1 Co., 
llC 

Adv.inctd Spc,c1i 1l ty 
Hosol t .i l ot Tolt'd o 

101SG,1rd en l.ikc 
P,1rtwJi11 roltdo Ott 436 14 •2 779 419·381-0037 419·381·3990 

 

LTCH 362<>38 

Clchty s«ondl.t:Hing 

co.. UC 
Alf.son Pointe Hc.lil hU f(' 

Cen ter 
5226 [ .n t 82t',d 
Strttt 

 
lnd•i nal'Wti 

 
IN 

 
46250-1623 

 
317-842-6668 

 
31-7 578-4113 

 
SNF 

 
155 272 

And,oratc SNF, LLC 
A.nth,o ,l,£,C Hc111thu rc- 

Center 
lOS TimesSqui re ! bury 

 
MO 218016-028 41().749-2474 410.749-6579 

 
SNF 21Sl39 

hontl e.nineC,o.  llC 
Ar  toc.r.lt re-, Slilltd 
NurWut !i Reha b Ctn tc r 2.SSf ron t Stt'r-tl BcrN OH 44017-190· .:,0.20..;ooo 440.234-0319 SNF/Kf 36S603 

Skyllnc {PA) te n .In& 
eo_uc ld win He.l!th Center 1717Skyflne Or Pith burs,t PA 15227-1744 412 .SSS-8400 U2-SSS-0772 SNf 39574S 

fl.1nlc tculn.gCo.• UC 
lll('fi('ld P.u k:H e;,lthc ;,re 

Ct'n ter 
250f l;,n_\: RNd Pt ten burg VA 23SOS..9117 804.s6 1-22.23 S0: -86 1-864 3 SNF 49S2S2 

Btl Pt(' luilncCo., 
UC 

BdPrcHe.ilth& 
Rt hl bl!it J tlo riCtn tt r 2G01 Sc i Pit R d SilvtcSpring MO 20906·23B l 01-S98·6000 301·598-4678 SNF 21S06S 

Sht'ldon t.c-u ln.gco, 
UC 

Bt t N Al.:h ('lmt-'r s Catt' 

Ct nter 49Sheldon Rd SC'r ca OH 4-4017•1136 441).234-0-tS-4 U0-,2.34--0494 SNF 36S893 

BJue Poin t SNF, LLC 
611.1(' Poin t HN llhu rc 
Ct nter 

252S Wcs t 
SC'l\'tdtr(' 

8.:,.!tl mo rc MO 2:1215-5203 4Jl).367-!1100 410-367,9702 SNF 215340 

CVOptUllt\l CO,LlC 
Blue rids e V. t;,He;,lth & 
Wt'l ln cu 

5500Vt rul,1m A\'(' Ond M ;,d OH 45213-2-418 Sl3 ·84 1·l00 1 513 -841•3010 Psych 3640S7 

Uber1y l n: sJna Co., 
llC 

Brids e P.irlcHr,:,lthu rr 
Ct nt t r 

40171..i r tv 
Ht-lr ha :. Jtlmore MO 21207•7545 410-S4Z•S306 41 64-1"1 7 SNF 21S 19S 

Royce  ls.in&Co•.  UC 
Bridge Port HN hhu 1c 

Center 212.$A.o-;ccSu eet Po rtsmou th OH 4S662-.H14 7.;.I).354-6635 740-l S-4•1443 SNF 165313 

 
Orey lt.adl'IACo. , LLC 

Brid&tw illt r Uc-:alt hu rt 

Ce nter 
 

14751 Carl>V Ro.11d 
 
Carmel 

 

IN 
 
46033•9084 

 
317-575-2203 

 
317-S75--6102 

 
SNf 

 
15S790 

Sprlni d:ale  Lu 1,ln1 Co•. 

llC 

Burlins to n Hou1.c Rch;, b & 

IJ: ht tmer'SC t(' Center 

 

222.ZSprin&d.llt Rd 

 

O nd nn,1ti 

 

OH 

 

0:5231-t SOS 

 

Sl3 ·SS1•78SS 

 

513.559.3444 

 

SUF 

 

36S892 

Bttmo rC! luitngCo., 

llC 

(;andl ('<A'O.  Od P;arlc 

Hc-l.!thurc Ctn te r 1835 Ek'fm 01 c-Rd (.a)t O eveiJnd OH 44112-4301 216•268--3&00 216•761·1322 SNF 36S3Sl 

Cc-d,:U1,l c-u int Co., 

llC CC!cbri HN JthcJrC(('ntti' 1242C .irs CO\lr t ChJrlo tt tt v!?lc VA 22903-4800 434,296-5-611 4344    296-1171 SNF 4951.53 

W;atc-r Lc u Jng Co.• UC C:h,11do n ttc-:,.lthuu:C('ntc-r 6 20 W;alt t St Ch.irdon OH 44014•1U$ 4,0.265·9400 440-18S·9378 SNr 36S711 

Cit-;Vic-w Hur\tn1;,ftd 
RchJb UC 

City.-lcw Nursing .md 
P.c-hl bm        u 1!on Ct n!er 6606 (,1rnc-elt Ave. O<v«•nd OH 441034 622 216·361•1414 216-361·28 22 SUF 365879 

 



k o!bc II k.:asJngCo., 

llC 

O(oarV11ta HN lth & 

Wt l!nM\ 
33-64 Kol RO.lid l o r.:al n OH 440Sl •1 628 4-40-960-7960 4,0. %0- 7990 PV/(11 3640 S 2 

Clifton Care Center, 
Inc. Oift on HU lthu rt Cttittr 

62SPfObl \CO 

St rtt l 
Orx in n.:at l OH 4S220.27JO SB- 281•2464 S1l •281· 2SS9 SNf 36S31>1 

O i:nton Nutt.Ing, llC O!nton HN lthU tC'CC'nt t r 92 11 St u ar t U nt C li n1 on MO 2073S·2712 301--86$·3600 301-SSG-6 218 SJU 215231 

a tmt: Len ing Co.,UC 
Cot1,1m but. HNl1hure 
Cen ter 

0 01 Oime Rd N C umbus OH 4l 22S. J40l 614•276-4400 614-27-8 7645 SNF 36S6S6 

Htr iU gc (Oh.Jo) 

LN \ ln,: Co. UC 
Co;,ley Hea lth Ct n t t-r 

1SS HC't itage, 

Woods Or 
Coplty Off 4-432 1·13 -98 330-666-0980 33Q.666•SS8S Stl F 36S711 

Mldfand lo singCo., 
llC CrMtwood re Centtr 225W Main St lh•lby OH 4-4875 •1412 0 9 347-1266 41-9 342•703S SNF 36S284 

FlO-GP Lu sln,gCo.• 

llC 

Ctysu l Crttk Hu lth t 
RC'h.:ab l.Jit a t io n Ct nt t r 

250 New flo rin.a nt 

RdSoolh 

 

FJoc'IUi nt 

 

MO 

 

630)1 -6716 

 

n 

 

•S 3-8 22.11 

 

3 14 •al8 ·S9S t 

 

SN F 

 

26560 7 

Winifred Lu  li ng Co, . 
llC 

Cum Ynd HN llh(,olte 
Ctf'ltM 

5 1 2 WinlfrC'd Ro1d Cumbtd .Jf'ld MO 21S02-6396 301•724-6066 301•724•5$01 SNF 215055 

 
Shor e l c .:a, i --• Co., llC 

hglt C,c-ck Hu lth(.,Ue 
( t,nt 

 
4102Short Drive 

 
lnCJan a - ris 

 

IN 
 

461 S4·260S 
 

317•34-790S1 
 

317•347•9065 

 

SNF 
 

1Sl664 

IUdt t' CMD) l u 
Co. llC 

ng ( lli( Ott City Ht .l1th &. 
Reh,1biF:it ,1tlonCC'-ntt'I' 

3000 tl RJ.d&c R.o.ld EllkoU City MO 210H ·3311 .:10-46 1-75 77 410-461•6695 SNF 21S160 

h lli.ns l e,u .ln1 Co., l l C 
F,11Jin e W.ll C'f HN lthc.lt C' 

Cenie r 

1 88 40 F.alfing 

W.11tt  r  Rd 
SUCH"lg svillt OH 44136-4200 0:40- 238 ·1 100 0:40.23S·9S75 SNF 366 111 

h y,ttt t' l N sin&:Co., 

l lC 

F.>yc n e HN!th& 

Rt tu b!lit.:atlo n C e n ter 

1217\Vf.rytlt(' 

Strtt t 
ltlmort MO 212131·938 410. 727•3947 410•38S·S886 SPH 215 1 83 

M.:ar1bo ro l c.:t.d n g C,o . 

ll C 

Fore1tville Ht,olll h t 
RdU bl!lU ttOn Ct'n! C't 

7 420 

Pi\:t 

Marlboro 
fOC"C\Mllt- MO 20747 -434 3 301·736-02:0 301·?36-1129 SNF 2 1 5020 

t.Mna;,t on lustngCo., 
UC 

Fo rt Wu hlno.ton 
Ht althc:,r e Cffl tt'r 

120211.Mn to n 
Ro>d Ft W,u hln&t o n MO 10744-4210 301-292..()300 301 -292 · 2986 SNF 21S146 

-G nby LC'.lsln g C o•• 
UC 

rd t n V,11Jey HN !t hU t C' 
CC',nt t t 

SS7SH Gr.:an tr, 

AV'N'1Ut' 
Kan s O tv MO 64 15 4- 1 23S 8 16-43 6-8 5 75 S16 --'l SSS 5HF 265697 

Metit lc .lt.in&C,o. UC 
G-t.Jndc Polf'ltt HN l!hC,"olf(' 
Comm v.n!t " 3 MC'tlt 0, 

Rkh mon d 
Hel:rihts OH 44143 •1457 216-26 1 -9600 216-261-9682 S,Nf 366008 

 
U kci l e n l•"'' Co.• l l C 

Grt.:at UkcsHN!thc.arc 

Ct"ntN 

2300 Gt t l l L.:a\:cs 

O<lvc 1~ , 
 

I N 

 
463 11 · 1 9 17 

 
219 

 
· 3 2 2 • 3 555 

 

2 1 9 · 864-0920 

 

SNf 

 

15s 21s 

Gt t t'n Pu k l t'.l ilng 
Co,. U C 

Gtttn P,1tk Sen )Or L.Mr.g 
com m unitu 

9350Gtt'tn P'°'rk 
Rd 

St l o uis MO 63 123•7211 3 1-4 84 S-0900 314·84S-0901 SNF 26570 ) 

Sout h I l eu .in,: Co•. 
UC 

Grtt-nbbc   t HC"a.lthc.:are 
Center 8064South Avt Bo,ud m.an Off 445 1 2·6 1 3 330-'26-3700 ) 30--726 · 219'4 SNF 36SSS3 



Pu rl lc u lnc Co,. UC 
Gre,e,nbtlc, Se nior living 
Com..m.unltv 64SSPN rl Rd P.u m,1He!&h U OH 44130-29$4 440-888-5900 ,;,;o,ggg.()976 SNf 36Sl?i 

Green Me.1dows 
Le.>'1n1tCo••  UC 

Grttn fltld He.:tllh,u c 
Cent er 

100  Wcu Green 
MNdOW) Oflve 

 

Grttn rltld 
 

IN 
 

.:6140- 1014 
 

) 17..:62·3311 
 

317-462·8412 
 

SNf 
 

l.SS188 

,
w
,c
csttld,c Lu 1Jn4 Co•• Grttn wood HN llhu rc 

Ce nter 

377\'le),ttidt e 

Bouk'n rd 
 

Grttn wood 
 

IN 
 

461 24·2137 
 

317•888-4948 
311..sss.soas 

 

SNf 
 

1.55193 

C>u.al le.ailnsCo•• UC 
H t-n town HNltho rc 
Center 7$0O\l.al Hls hway H.>t t-rst own MO 21740-5909 30-1 797-4020 301,797•2956 SUF 215336 

Avis l u slnc Co., UC 
Hanovt r Houw- Nursi ng & 
Reh.abilit.>IIO"I. Cen ! tt 

435 AvisAve NW Massillon OH 44646·3SSS 33-0-837-174 1 330-837•1747 5Nf 365292 

St«h-mont IIle.Uit'I:& 

co., u c 

 

H,u rho n He.ilthurcC ter 

lSOBttchmont 

Or!Ye NE 

 
CO--'   O(I 

 

IN 

 

47112 ·1717 

 

812 -73U 550 

 

812•718-6 273 

 

5Nf 

 

151617 

Holly Hill Nunlne, UC 
Holly Hill Hc.althc.a.re 
Center 

531 Sievtnson 
U n• 

lowwn MO 21286•7607 410-82.3•5310 4 IO-S.OS·12JS SNf 2151().; 

Bc« hmo nt I l t-ll ln.c 
Co., UC 

!ndi.an Cret k Ht.a:tho re 

Ce nter 

2.:0 Btt<hmont 

Orh>e NE c-- .,, 
 

IN 

 

47112· 1718 

 

81 2·738·8127 

 

812-7l8-3161 

 

SNf 

 

111312 

Kensington Nu rsing. 
llC 

( ensi na:ion He.a!lh re 
Cent er 

3000M<Com.as 
Awn vt 

( em! ngton MO 20S9S·2136 3()1•933 301-933 884 SNf 215().13 

h trchil d (MD) lu sfns 
Co. UC Kent He;aflh ,c.1t Ctn,1e 

J290r.1i1ch i:ld 
AvttiU<' 

ICC!'nl OH 44240-J8. 14 3J.O,.{i78-4912 3 78 ·10.:0 SNf 365834 

Uncoln lculn.g Co., 
UC 

 

ICokomo HN lthc.,ue Cr ntcr 
419 Wel t Unc.o!n 
Ro.1:d 

 

Kokomo 
 
IN 

 

46902-3103 
 

761-453-5600 
 

76S-4SS-0110 
 

SNf 
 

111222 

Kolb-c L.t;iislng Co ., UC LalePointe HNJth Ctn t('( 3364 Kolb<Rd Lor,1:ln OH 440S3•1628 440-282·2244 440-28-2 7709 SNf 361623 

UutelLeu ing Co.,UC l.1v1elwoodYtc Ct-n! « 100 La u re l, o Elkton MO 21921-5328 410-39- 8SSOO 41().398-4952 SNf 21S111 

Nort .1:,t lc.aslng:Co,. 
llC 

M.1ple Wood He.althu rc 
Ce-nt e-r 

724 NE 79;h 
rerr .i ce 

ICa n s .1:s City MO 64118 ·JS64 Sl C,-436•8940 816-436-9289 SNf 265366 

Howu d t.t u ing Co•. 
UC 

M,1:rlcy tied:He,dth & 

Rehl bititl tlonccnte-r 
7575 E. How.1rd 
Rold 

Glen Burnie MO 21060--8312 411)..768-8 200 410-76S Z9'S4 INF 211138 

Nor\hw t1t SNr,UC 
NOC'lhwtit Hc.ah h<.at(' 
Cen ter 

.\601 P.aUM.1:0 
Ro:,cd 

8.ll!imore MO 21215·6414 410-664·SSS1 410-664•106! SNf 21S346 

ltoc.ky Rnrt, luslnc 
Co. UC 

Nor1h te rn Hu  tv,u, .  e 
Cen ter 

570 No rl h Rod cy 
RM-t 0th Berea OH , .: 017-1613 4-40-243•2122 440-24)-4)14 St4f 365811 

(nt W,Uer le .>  n & 
Co. UC 

0.1:k Gto,.,c Hc.a!.1hc.11e 
Cent er 

620 EW.1:!N St Ofihlcr OH 43S16•1327 419•278-6921 419•278•2910 SNF 361767 

brvbl e.11in&C,o. llC 
Pt-bblt Cttt lt Hta.!Ux .11r t- 
cen1er 670 Jar,..ls Rd Akron OH 4'319-2538 H0-645-0200 330-641-0316 SNf 36S727 

South lu s.ing {VA) 
Co. UC 

Ptl tt"S,burt; He.1!1hurt 
Cc-nter 

281 E South Blvd ?t-ten tx.11& VA 2380S•2700 804•733•1190 804·733-0796 5NF 49),10:4 



Brtduvlllc Lu slna 

Co, llC 
Pinc v :aucy c., ,c Cen1er 43&08' tcb: vi1Je Rd Rkhflcld OH 44286·945 7 330-659--61 66 330-659-+2:944 SNF 365370 

KingTic e t.c,u i.ng Co•• 
llC 

R.ivt n i<fo HN hhc:at e 
(,nt,r 1390King Tttt" Ot D.ty1on OH 4S40S·l40t 937•278-0723 937 •278•19S9 SNF 365877 

St.   ph lc-:a"ng Co•• 
llC 

Rollins mns Ht .aHhu, c- 
Cent e r 

3625 lnt Joost ph 
Ro:ad 

 
N ew Alb.I nv "'  

4 71 5 0--9'14S 
 
812-9.\8-0670 

 
312•943 222 

 
SNF 

 

!S S4a8 

Old(IN)lf.".Ulng Co•• 
UC 

5t l1trsbuig Ht .ailhc.<1rf." 

Cent er 

7823Old lfi£hw.ay 
•60 

 
Scllerl bvt'I!' 

 
ltl 

 
471?2 •9 28 3 

 
8 1 2 •246-4272 

 
812 • 246-8160 

 
SNF 

 
155659 

Columbl.a l(-u lna Co., 
UC 

Slttpv Hollow Ht;althu, e 
Ct nlt t 

6700Cotumbi.a 
Pike 

Ann.al'td.a!e VA 22003•34S0 703·2S6-7000 703·256·3S31 SNF 495155 

W:ashlngtOl'I (MD} 

U :asln• Co llC 

South River HeJlthu rt 
Cen ter 

144 WJshlneton 

Ro.ad 
( dgtwa ltf MO 21037•1412 .S10-956-SOOO 410-956.0-:70 SNF 215 29 7 

W:ar Admin Jl U \l.ng 
Co.• ll.C 

South?ointe HN lthU t t 
Ctn ttt 

.;SO,:W.ir Adm!r.al °'""' t nd l .aJ\J"""h IN 46137•9 737 317-385·3333 
31-7 883·32.21 

SNF 1SSS23 

M.arg t c-l l u li ng Co., 

llC 

SOuthwOOd Ht :dthu re 

Ctn tCf 

2222 (Ul 

M.ar..a re t Avenue- 

 

Tent H.l\ltt' 

 

IN 

 

47802-3339 

 

812•232·2223 

 

812·231-4550 

 

SNF 
 

1 55484 

 

(mtfYl e,,singCo.,UC 
Subur"ba n P ..,l 'cln Nursi ng 

andRch.Sl   lil atlon Cen ttt 
2Q26SEme,y Rd North Fund.all Oft 44 128-4122 2160-    S-8880 216-s.87..!806 SNF l6S2lS 

 

Mi,.IUW)fa te u lna 

Co,  .  UC 

 

Va11ev Vitw Hea llhu 1e 

Ccnw 

 

333 Wett 
Mhhaw.1b Ro.ad 

 

 
Ukha rt 

 

 
IN 

 

 
46Sl7 ·19 2'1 

 

 
574-293-1S50 

 

 
S7, 4 S22·63S9 

 

 
SNF 

 

 

1 SS496 

Pott ers l c n, Co .• 
llC 

We,dgtw()()d Hu lthU .fC- 
Cent er 

 

101 Pouen U,nt 
 

O• rk.svilk' 
 
IN 

 

47129-1017 
 

812•948 -0SOS 
 

812•948-0S.$9 
 

SNF 
 

LS526S 

w_,,hinfton (Wn t) 

le u ini Co, UC 

Wt1tminsttt UNl:hUre 

Cen,1e 

1234W,,uhlneton 

Ro>d 

 

Westminster MO 

 

211S7•$SS4 

 

410..843-0700 

 

410-848-0682 

 

SNf 

 

2l S094 

Old le.>)lng Co.,UC 
Wt JfOtd Ht,;ahhu re 
Cttttff 

9S 50 Old Perty 

'-··· Wb/ord PA 1S,090--9l 11 .;12- 366 - 7900 412 •366 •8 768 SNF 39S300 

Slxttt  nlh  lc-.>Sil\J  Co•. 
UC 

Wiklwood ttc.althu re 

Ct nt t1 

7301( ,u t 16th 

SUttl 
 
lnd l'\3...,.,tiS 

 
IN 

 

46219 2308 
 
317•353·1290 

311·3S1· 2S79 
 

SNF 

 

1SS334 

Blue Rid£0 Nursing. 
UC 

Willow Tre,c,Ht.1 Jthc.1re 

Centr-r 
1263S. Gt-0t£t 
Sue-et 

( h.)des To wn \W 2S,.S14-t  384 30:- 725 -6S7S 304 -725 •37 &0 SNF 51.St56 

Summit t (Oh!-o} 

Lenin•Co. llC 

Wood GJc-n Al:htimc-'r s 
Communitv 

lSOOSummit Glen 
Drive D:ayton OH 4SUg..)647 937-436•2273 937-436-4771 SNF 365722 

Thirty SI. l e:as1n&Co., 
UC 

Worthins:tonHe•lthc-.-re 
Cen!er 261S 36thSttect Pari:ersburg \W 26104·802• 30.:-tSS- 74-17 304-4SS -9344 SNF S1$047 

Wy.lnt leulna Co•.  UC 
\Vy.ant WOOds HN lthu,  . e 
Cente r 

lOOWyant Rd Al:10<> OH 443 13.-.4228 330-836•79S3 330-836-6806 SNF 3-55779 



, 

- 

 

 

 

 
 

... , MARYLAND . .. 

. 'r·DEPARTMENT OF HEALTH AND MENTAL HYGIEN,E,. ·.  . <· 
OFFICE OF ALTH CARE QUALITI' 

. · SPRING GROVE CENTER · t· 

BLAND BRYANT BUILDING 

. 55 W E AVENUE 

CATONSVILLE, MARYLAND 21228 
 

 

....', i cens No. 16017 

 

Issued to: Forestville Health & Rehabilitation Center 
.7420 MJiboro Pike 

Forestville, MD 20747 

 
Type of Facility and Number-of Beds: 
Coµiprehe,g,sive Care Facility - 152 Beds 

• 

., 
" . 

, ': . 
, <,  ► ' 

 

'· Date Issued: 
 

, This,:license has'been granted to: Marlboro Leasing Co, L;LC 

. . 
Authority to <?PC te in this State is granted to the above entity pursuant,to The HealthaGeneral Article,. 

Title 19 Section 318, Annotated Code of Maryland, 1982 Edition, and subsequent supplements and is subject 

to any and all statutory provisions, including all applicable rules and regulations promulgated there under. 

.':Qlis dOCUl'JICll! is not transferable. 
<      •       ,     •·( I • 

 

 

Expiration Date: : A pril19, 2016 
' ), 

 
 
 
 
 
 
 
 

Director 
 

Falsification of a li ense shaU subject the perpetrator to criminal prosecution and the imposition of civil fines. 



 
55 Wade Aven ue • C a to ns vi Ile, Ma ryla nd 2 1 22 8-4 66 3 

Mani n 0' Ma lley. Governor - Anlhony G. Brown, Lt. Governor - Joshua M. Sharfs1ei n, M.D.. Secretary 

 

 

March 5, 2014 

 
Attn Sytina Smith, Administrator 

Forestville Health and Reh abilit ation Center 

7420 Marlboro Pike 

Forestville, MD 20747 

Dear Ms. Smith: 

This letter is to acknowledge receipt of a license fee of $7,000.00 and an application to operate 

Forestville Health and Rehabi litation Center 

 
The enclosed license will be in effect until April 19, 2016, unless revoked. It is your authority to maintain 

a comprehensive care facility with a licensed capacity of 152 beds under the provision of COMAR 

10.07.02. 

 
This license is to be displayed in a conspicuous place, at or near the entrance of your facility, plainly 

visible and easily read by the public. 
 

The bed and room breakdown is attached.  
 
 

Sincerely, 1 ,?!:t 
t:::Ll:  
Office of Health Care Quality 

 
 

 

TN/cjc 

 
Enclosure: License No. 16-017 

Cc: Prince George County Health Officer 

Maryland Health Care Commission 

Medical Care Operations Administration 

Medical Care Policy Administration 

Myers and Stauffer 

Lynda Lazaro 

Patti Melodini, Survey Coordinator 

License File 

 

Toll Free l -877-4 MD-DHMII • TTY for Disabled - Maryland Relay Serv ice 1-800-735-2258 

Web Site:  www.dhmh.maryland.go v 

ary n epar 1nen t of Health and Menta l Hygie ne 
Off ice of Hea lth Ca re Qual it y 

S pr ing G ro ve Center • Bla nd Bryant Bui ld i ng 

http://www.dhmh.maryland.go/


Sytina Smith, Administrator 

Forestvill e Health and Reh abilitat ion Center 

Page Two 

March 5, 2014 

 
The room and bed breakdown is as follows: 

 
Room and bed breakdown : 

CATEGORY LOCATION TOTAL 

 

Comprehensive 

Care Facility 

First Floor 

West Wing 

Duplex Rooms : 113, 114, 116, 117, 119, 

120 

Triple Rooms: 102, 103, 105, 106, 108, 

109 

Total West Wing 

 
North Wing 

Duplex Rooms: 125, 127, 128, 130, 131, 

132 

Triple Rooms: 135, 136, 138, 139, 141, 

142 

Total North Wing 

 
 
 

12 beds 

 
18 beds 

30 beds 

 
 
 

10 beds 

 
18 beds 

28 beds 

 

East Wing 

Duplex Rooms: 

Triple Rooms: 

Total East Wing 

 
Total First Floor 

 
154,155,157,158 

146,147, 149,150 

 
08 beds 

12 beds 

20 beds 

 
78 beds 

 

Second Floor 

We st Wing 

Duplex Rooms: 205, 206, 208, 209, 213, 

214, 216, 217, 219, 220 

Triple Rooms : 202, 203 

Total West Wing 

 
North Wing 

Duplex Rooms: 224, 225, 227, 228, 230, 

231 

Triple Rooms; 235, 236, 238, 239, 241, 

242 

Total North Wing 

 
 

 
20 beds 

06 beds 

26 beds 

 
 
 

12 beds 

 
18 Beds 

30 beds 



East Wing 

Duplex Rooms: 246, 247, 249, 250, 254 

255,257,258 

Total East Wing 

 
Total Second Floor 

Overall Total 

 

 
16 beds 

16 bed 

 
72 beds 

152 beds 



 



□Renewal 

D Change of Owner ship 

D In iti al 
C k #_:    _     _     _     _     _     _     _     _     _     _ 

Registration #: 

Date:----------- 

FOR OFH CE USE ONLY 
A mt PD: _ _ _ _ _ _ _ _ _ _ _ 

Coord Name: _ _ _ _ _ _ _ _ _ _ 

License#: 

"\JP lC Df\-\Yo\\-e.r 
· State of Maryland. 

SEND COMPLETED APPLlCATION TO: 

LO G TERM CARE FAC ILITY TYPE 
)( N urs ing Home Comprehe ns ive Care facility 

0 Hospit al Extended Care f-;tcilily 

Number of Beds_J ?d)  

□ Does facility operate a special care un it? 

D YES: Type_ _ _ _ _ _ _ _ _ _ _ 

,R omo     & Bedbrea kd   w..::-'-1, a -__tat, o 

   
_ c_h          _c      d _ 'il..VU \a\+ A _ 1 0 

Number of 13cds- - - - - - - 

 

SECTION A LONG TERM CARE PROVIDER APPLICATION 

 

 
APPUCANT INFORMATION E-mail 

Nam e o   fra- c i I  ity -r--     -    .=  -c-:--:=--.   .--'-'---:---,  ..C,- ---,c..::._--'   --'   e.:c.:.--=--=c.:..::.c=-.:,..._     wT e le phon e   1o 
- - - 

Location '7 4 
- '--'-....:....,.""("S';;;lr-e''--'"t ")':e'  ....,_.'---'_, -    -    -    -    -    -    -    -    -    -    -    -    -    -    -    - 

½{ e..'Shi \\e.. Y{1Ac..o Geor t':> 074'7 
( City) (County) (Zip) 

TYPE OF BUSINESS ORGANIZATION 

D Individual U Partnership }(  Corporatio n □ Association □ Oth e r:_.    _   _   _   _   _   _ 

TYPE OF COt  TROL  )( Proprietary D Voluntary on-Profit: D Church 

D Government  Unit : D State □ City D County 

  

 

- - n""t---rn-- - 

 

 

-"'I:' 

-----\, --------- \.J::r.,.::;::;:.,.\.-  

\ 
 

 
_ _ _ 

 

LEASING  ARRANGEMENT  (If  an  entity  operates  the  busine ss  under a lease, the followin, section shall be completeil): _ 

Lessee     ame(s) and Address(c · '14'1.0 IY\:xA 'u.. <;t-,ll\\e IA.A:D -;.;;i.o'7 Ltt 
Less or Name(s) and Add LLC..,..· '-\700 As ur. 'S\-c._-;;ioo n--h- O\+ 4S" 4. \ 

Exp iration Date of Leas e -1!.   .J....l..i...= ..  ,_.,   ., ....__ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

App li cation s on behal f of a co rporation, assoc ialion , government unit or agency s hall be made by two officers of lhe corporation, 

association or governmental unit or agency and names and address es of the ir board memb ers sha ll be subm itted. 

Adm ini s trato r  s'\--\-1n  s rn\M Admin  is trator  License No: R \<? Lt 

 

The 2-ycar  license  fee of$   '7,000 (sec fee rates below) is to be attac he d to the applic ation. (Fee is no t refundable). Make 

check or money orde r payable to " Ma ryland State Department of Health and Menta l Hyg ie ne" 

Fee: I -   5 0 beds, $3,000 51-99 beds, $5,000 I 00+beds, $7,000 Trans i tio na l care un it, $600 

uwe    o..r\e_s R. S\-o\.\--z_  O..v;! 'd-:,,-e,\ , D.n CH ·µ 
(P le ase Print) l5 

/Io 

cert i fy that I am/We are 18 years of age or older and of reputab le and responsi ble character do here by apply for a li c ense lo maintain and 

operate a fac ili ty subject to the pro/isions of Health-General Arti le , Tit le 19, Su blitle 3, Annotated Code of Mary lan d, and to the 

regulations  adopted there under   y tJ1c Secretary of Ith an en tal ygiene. 

 

I. Signatur e of App licant-h :::::J :L,,Y    ':/,£-q --------------------------------------------Tillc_    C, _J'-'--o' _ 
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r;r 
STATE OF MARYLAND 

DHMH 
Ma ryland Departme nt of Hea lth and Mental Hyg iene 

Office of Health Care Quality 

Spring Grove Center • B land Bryant Build ing 

55 Wade Avenue • Catonsville, Maryland 21228-4663 

\S ).  \:_. ;ol 

es.t--1111-e.. 

Martin O' M:illcy. Governor - Anthon y G. Brown, LI. Governor - Joshua M. Sharfstein, M.D.. Secretary 
 

RENEWAL APPLICATION PACKET 

FOR COMPREHENSIVE CARE & EXTENDED CARE FACILITlES 
 
 

 

 

A renewal application packet must be submilled to the Long-Term Care unit 60 days prior to the license 

expiratio11 date of all comprehensive care and extended care facilities. The complete renewal 

application packet must be submilled to the Department to complete the renewal process.  Please 

provide all required signatures and nota1y on the appropriate forms AND include your /icensure fee 

based on the LONG-TER.lvf CARE PROVIDER APPLICATION. Make checks payable to: Ma,yland 

Deparlment of Health and Mental Hygiene. If you need additional information or have questions, 
please call 4 / 0 -402-820! . 

VA. Application for Lice nsure 

Room and Bed Breakdown is required at the time of license rene..val 
 

s. 

Jc. 

o. 

/E. 

/ F. 

·1- 

v 3C 
/ 3 

: 
· 
· 

Principa l Physic ian Agreement & Relief Physician Agreement 

Director of Nurs ing Agreemen t 

Facility Ownership (Medicaid Appl ication) ' 

Sta te Affidavit 

Wo rkers' Compensation Law Quest ionna ire 

Certifica te of Co mpliance, as app lic a ble N f\ 
t V\-0 s(l,<.'.-nvL  \.\: l, 1 
Adverse Legal Action s/Co nvictions 

 

Chain Home Office In format io n 

Qyu". 

\ ..l('t'l<s\ O 'IY' r- o -,...u.._ 
l, \ L.l fl \..R 

t:- Ll,_.. ;--A- 

G  w\-,,\- 0 
 

 

1 If not a Medicaid provider, only submit the "Provider Ownership and Control Disclosure form" 

 
Toll Free 1-877-4MD-DHMH-TTY/Marylan d Relay Service 1-800-735 -2258 

Web Site: dhmh.marvland.gov 



 



Principal Physician Information (please type of print) 

Name: /..(.,.; · '...-/4_-1-1c=--0-  _el 
(First) 

_ 
(Middle) (Last) 

Medical License Number:    

Address:.  1_2_- 1.:.-:...'>:_>    Avi ,..,_r.•...,_..7..?:..·_.:_::,{. -_:>;  _c_&   S'    ....,_z+· -C::.. ?._ o_  ,c_    _ 

Cily.·_.  _ _.J,...G, le:,::-::,..:...V.:.:..l.:....._  .c...o._.....:.....  -------------- State:.    /1_--1£)_ Zip   code:.2- o") ,:,f' 

Telephone Number(,;).·  ...:=3,---o=' --_- _   L.....0;:.....'.-.,f'.--"3' ....C:.:. ..p.,r:fc_"2  _ 

SECTION B- LONG TERM CARE PROVIDER APPLICATION 

PRINCIPAL PHYSICIAN AGREEMENT 

 

Name of Facility: -...t--=- •P--.;;,a& L.12 ...:..,.a.-J :::qJ±h_ License#: f{p-{)/1 
NOTE: Tim   la e Dept   me11 '-Jen eg u II wC requi re that each Comprehensive 

Care Facility 10.07.02 arrange for a physician to serve as a Principal 

Physician and a qualified relief to cover periods witen his or her services are 

not available. 
 

As Principal Physician I agree to the following: 

 
1. I will determine that all residents admitted to the facility are admitted upon the 

recommendation of and remain under the care of a physician who can provide physician 

services to the patient as described in these regulations and in the faci lity 's policies, and 

works with the facility to correct problems. 

 
2. As necessa, y, I will advise the administrationas the suitability of residents to be admilted or 

retained in the facility. 

 
3. I will provide medical direction and coordination of the facility's medical care. 

 
4. I will respond to emergency calls for physician services when the resident's attending 

physician is not available. 

 
5. I will participate in the development of patient care policies, at lease annually. I will 

participate in the r iew ofpolicies to ascertain that the facility's operations are consislent 

with its written policies. 

 
6. I will be responsiblefor the surveillance of employee's health program. 

 

 

Date 
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Relief Physician Information (please type of 

Na me:_ _  b/j t  
(Fir. t) (Middle) 

 

 

 
Medical License Number: _   _   _:_?t=)--.'2<--1-[....i.'.'--'-llf"""""_'   _   _   _   _   _   _   _   _ 

Address:   I?)? ;8             s/3  

Ci  v:   L)4 j;lZ7_____ State: Z> c_ Zip code: ,Z_2(_e_J2_ 

Telephone Num ber(s):_    £  /J/2----!5-(t..2,..,-- 0 '--1+/-oJ,,'..'.2' -   -   -   -   -   -   -   -   -   -  

SECTION B - LONG TERM CARE PROVIDER APPLICATION 

RELIEF PHYSICIAN AGREEMENT 

 

 

NOTE:  eJ nr Mt · eall ,, ti it 011s require that each Comprehensive 

Care Facility 10.07.02 arrange for a physician to serve asa Prillcipal 

Physician attd a qualified relief 10 cover periods when his or her services are 

llOt available. 

 
As Relief Physician I agree to the following: 

 
1. I will determine that all residents admitted to the facility are admitted upon the 

recommendationof and remain under the care of a physician who can provide physician 

services to the patient as described in these regulations and in the facility's policies, and 

works with the facility to correct problems. 

 
2. As necessary, 1 will advise the administrationas the suitability of residents to be admitted or 

retained in the facility. 

 
3. !will provide medical direction and coordination of the facility's medical care. 

 
4. I will respond to emergency calls for physician services when the resident's attending 

physician is not available. 

 

5. I w'ill participate in the development of patient care policies, at lease annually. I will 

participate in the review of policies to ascertain thatthe facility's operatio11S are consistent 

with its written policies. 
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SECTION C- LONG TERM CARE PROVIDER APPLICATION 

DIRECTOR OF NURSING AGREEMENT 

 
Name of Facility 

 

 

 

 

 

This is to .certify that I, .f"'-,v-J\ JLl._uJ.'o;c _<ut:. I     •     .,.V.,.  ffi_ 

 
 

ama 

A. Registered Nurse, registry nWTiber fZ  ff  J)_J+(?.,_('._]'.------  -  -  -  
B. Licensed Practical Nurse, Board of Nursing registry number- - - - - - - - 

and employed a tircctor OfNursing for the above-name facility and carry the supervisory 

responsibilities J,.. this po s iti on as described in StateRegulations 10.07.02 par. 12 C & G. 

My agreement\ ith the Administrator requires that I be on duty ____________ days per 

week and w minimum of40 hours per week. 
 

' -.-  l!C'i. \:-::::   _  • 

n irecw    if fl ursing (signature) 

/ 

 
_    

 

Dt11e 

 
 

 
 

The above statement is correct and in accordance with the conditions under which 
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' Provider TypeCode · county Code 

I LP 
Fax Number Telephone Number 

Fiscal Year End Date 

First Name Title 

Contact Person Name an 

   «. \-\-  
d Te lephone Number 

Of \e_3 7. 
Primary Practice Address 

ri L\ d)0 «b.r \ boro Pk\ 

Employer Identification Number Social Security Number Name of EIN Owner 

Yf'Clr \ b,xo le.DI51Y1% Co. )LLC... 

Zip Code State 

Physician/Practitioner Last Name 

MEDICAL CARE PROGRAM* PROVIDER APPLICATION 

 
IMPORTANT :   PLEASE  READ ATTACHED INSTRUCTIONS BEFORE  COMPLETING APPLICATION  

 
1) APPLICATION TYPE: 

D New Enrollment 

Existing Provider/ Provider Number 

 

 

I am applying as a .. Please check one: 

 

D Group 

 
 

 

Requested EnrollmentBegin Date    

D Individual/Practitioner - Solo Practitioner or Member of a Group (Pleasecircle type) 

1XJ@i stitution/ Business/Agency ( Pleasecircle type) 

2) PROVIDER INFORMATION 
' Please refer to the instructions for the appropriate codes. 

 

3) LICENSE/PERMIT INFORMATION 

 
License/Permit Type State Issued License/Permit Number Issue Date Expi ration Date 

Medical     

DEA     

MDLAB     

CUA     

NABP     

Pharmacy     

Other     
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SECTION D • MEDICAL CARE PROGRAM• PROVIDER APPLICATION 
 

8) MEDICARE INFORMATION 
Name  Medicare Number 

  
 

    

  

 

9) ALTERNATIVE ADDRESS INFORMATION 

 
Pay to Address 

 

Add,ess 

 
 

I rn, 
State Zip Code 

 
 

Correspondence Address 
 

Add,ess 

 
 

City State Zip Code 

Would you prefer to receive electronic correspondence, including remittance advices, in lieu of paper, when available? YES   0 NO 
 

10) OTHER PRACTICE LOCATION INFORMATION 
Pleaseenter other locations where you service Maryland Medicaid recipients. Include all group addresses you are currently practicing under, 
if applicable. •p1ease refer to the instructions for aoorooriate codes. 

Practice Address #2 Suite Number Handicap Access 

City I Stale I Zipcode 

 
 

Telephone Number • County Code  License Number                                                          
Expiration Date   

 
 

 

City I State I bpCode 

 

 

Telephone Number *County Code License Number _ 
Expiration Date._ _ 

_ 
_ 

_ 
_ 

_ 
_ 

_ 
_ 

_ 
_ 

_ 
_ 

_ 
_ 

_ 
_ 

_ 
_ 

_ 
_ 
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Practice Address #2 Suite Number Handicap Access 

I 

I 



"HMO Type Category • Type ofPracitce 

  \    0  

SECTIOND • MEDICLACARE PROGRAM' PROVIDER  APPLICATION 
 

4) PRACTICE INFORMATION 
• Please refer to theinstructions for appropriate codes. 

 

 

5) SPECIALITY INFORMATION 

• Please refer to the instructions for the appropriate codes. 

 

Primary/Secondary Specialty ' SpecialtyCode Certification Date Certification Number 

    

    

    

    

    

    

    

 

6) SPECIALTY VERIFICATION 

 
Please check the applicable statement and attach the required documentation. Pursuant to amendments to PhyisciansServices 
Regulations (COMAR 10.09.02)e,ffective July 1. 1979, the Medical AssistanceProgram defines a Consultant-Specialsi t as alicensed 
physician who meets one of thefollo.ving criteria: 

D  I have been declared board certified by a member of the American Boardof Medical Specialists and currently retainthatstatus. A 
photocopy of my specialty board certificate is attached. 

D I have satisfactolyrci omlpeteda residency program accredeidt by theliaison Committee forGraduate Medical Education orby the 

appropriate residency reviewcommitteeof the American Medical Associaiotn.  Attached isa letter of verification from the chairman of 
the department where I completed my residency or where I am now working. Thisletter includes the name of the hospital where I 
compleetdmy residency, length of my residency, by whom the program is accredited and thecompletion date of my residency. 

D I have been declared boardcertified by a specialty board approved by theAdvisory Board of OsteopathicSpecialistsand the Board of 

Trustees of the American OsteopathicAssociation.  A photocopy ofmy specialty board certificate is attache.d 

D  I havebeen declared board eligible by a specialty board approvedby the Advisory Boardof Osteopathic Specailists. Verificationfrom 
my specialty thatI am board eligible is attached. 

D I have completed a residencyprogram in a foreign country. My qualifications and trainingare acceptable for admissionin the 
examinationsystemof the appor priateAmerican Specialty Board.A letter ofmy specilatyboard verifying this is attached. 

 
If your appicl ationis for a group orprofesiosnalassocitaion, each physician in the group or association who wishesto be considered a 
specialistmust submit the required verfiicaiton. 

 

7) GROUP MEMBERSHIP INFORMATION 
 

Group Name ProviderNumber BeQin Date 
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SECTIOND - MEDICAL CARE PROGRAM. PROVIDER  APPLICATION 
 

11) AUTHORIZATION 

 
I, the practitioner, administratoror authorized professionarelpresentative of this group, hereby affirm that thisinformation given 
by me is true and complete to the best of my knowledge and belief. I understand that if I or my group is salariedby a hospital or 
other institution for patient care, hat I or my group will not bill the Maryland Medical Care Programfor those servicesfor which I 

or my groupis salaried. 

Date2 / n Ill-1 
ProfessionaRl esponsible for the Qualityof PatientCare 

 

Print of Type Nameof PractitionerA,dministrator or AuthorizePdrofessionlaResponsible for the Quality of Patient Care 

 
 

 
Signature ofOwner (in the case of aPharmacy) 

 
 
 
 

Please return completed application to: Systems and Operations Administration 

Provdi er Enrolml  ent 

P.O. Box 17030 
Baltimore, MD 21203 
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  SECTIOND· PROVIDERAPPLICATION'  PRACTITIONERAND GROUP ADDENDUM  

PRACTITIONER  

If you are participating in a grouppractic,edo youalso provide care to Maryland Medicaid recipients in your private practice 

and wish to be reimburseddirectlyby the State? (Yourpersonal tax identificaiot n number must appearon this appilcation) 

□ YES □ NO 

GROUP  

If your group is affiliatedwith a health care institution or medical schoo,lplease enter the name and full addre sssof the 

institutionor school,your title and a briefexplanation of your group's dutei s: 

Name of Facility     

Addre_ss _   _   _   _ _  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

T_itle_   _   _   _   _   _   _   _   _   _   _   _ _   _   _   _   _   _   _   _   _   _   _   _   _   _   _   _   _   _   _   _   _   _ 

Duti_es _   _   _   _   _   _   _   _   _   _   _ _   _   _   _   _   _   _   _   _   _   _   _   _   _   _   _   _   _   _   _   _   _   _ 

Isyour group saal riedby the above institution? D  YES D   NO 

If you are aM.D. or 0.0. will you be dispensing phannaceulicalsother than samples (as a pharmacy)? D YES D NO 

If you are an 0.0. , are you practicingoptometry exclusively? D YES D  NO or optometry as well as preparing and 

dispeninsgeyeglasses (as an optician)?  D YES   D NO 

Is your group operating a Local Health Department Clinic? D YES D NO 

Isyour group operating a Freestanding Clinic D YES D NO 

NOTE: All practitioners in a group must be enrolled as Medical Care Program pro viders. 

LABORATORYINFORMATION N· 
Completion of this sectionis required by individual practitioners and groups. Reimbursement for medical laboratory 

servicesyou provideto eligible recipients is dependent on answeringthe following questions and supplying codes of CUA 

Certificate and, when require,dMaryland Laboratory Permits or Letters of Excepiton.Pracittioner providers cannot be 

reimbursed for services referred to medical laboratories or other practices. Those laboratoriesor pracitcesmust bill. 

Do you provide medical laboratory services for your own patients? D YES D NO 

Do you provide medical laboratory services for other than your own patients? D YES D NO 

Do you receivespecimens that are obtained from othersites located in Maryland? D YES D NO 

 
All Maryland pracittionersare requiredto have a Maryland Laboratory Permitor Letter of Exception Number (§Health General 

Article17-202 and17-205, Annotated Code of Maryland) and CLIA Certificate Number (ClinicaLl aboratory Improvement of 

1988 Public Law 100-578) to performlaboratory services. Out-of-state providers are only required to provide their CUA 

Certificate Number, if they do not receive specimens that originateinMaryland. 
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  SECTIOND- PROVIDER APPLICATION" INSTITUTION ADDENDUM  

 
Your Fiscal Year End Date: 

 
Bed Data 

 

,cs 
 

 

 

 

 

DIALYSIS FACILITIES 

Medicare Provide Number _ _ _ _ _ _ _ _ _ _ _ _ _ 

Attach acopy ofletter with assignedMedicare Provider Numbe.r 

Attach acopy of theletter(s)from your intermediary showing all current compositerates. 

Note: You will be paid ONLY for therate(s) appearing in this/theseletters(s) in addition to those servicesprovided, but not includedin 

the compoisterate. 

PORTABLE X-RAY AND OTHER DIAGNOSTIC SERVICESMUST SUPPLY THE FOLLOWING: 

Maryland Medical Test Unit Permit No. _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

Do youintend to bill for portabliity?0 YES O NO 

Note: Allportable x-ray and other diagnostic service providers locatedwithin Maryland or serving patients located within Maryland MUST h 

ave a MarylandTest Unti Permit.  Theonlyout-of-satteportable x-rayandother diagnosticservicesprovidersthat do nothave tohave a 

Maryland Medical Test Unit Permit are thosethatserve Maryland Medicaid recipients in the State in which the provider is located andthey 

must provide a Medicarenumber. 

L ABORATORYINFORMATION 

Completion of this secitonisrequire.dReimbrusement for medical laboratory services you provide to eligible recipientsisdependent on 

answering the following questions and suppliyngcopies of CUA Certificate and, when require,dMarylandLaboratory Permits or Letters of 

Permit Exceptio.nPractitionerproviders cannot be reimbursed for services referred to medical laboratoriesor other practice.sThose 

laboratories or practices must bill. 

Do you provide medical laboratory services for your own patients-? YES D NO 

Do you proivdemedicallaboratory services for otherthan your own patients? D  YES- N? 
Do youreceive specimens that are obtaniedfrom other siteslocatedinMaryland?D   YES ,M' NO 

 
All Maryland practitioners are required to have a Maryland Laboratory Permit or Letter of ExceptionNumber (§HealthGeneral 

Article 17-202and 17-205, AnnotatedCode of Maryland) and CUA Certificate Number(ClinicalLaboratory Improvementof 

1988PubilcLaw 100-578) to perform laboratory services. Out-o-fstate providers are only required to providetheir CUA 

Certificate Numbe,rif they do not receive specimens that originate inMaryland. 

PLE ASE COMPLETE FORM DHMH 4126 -G, PROVlD ER OW NERSH IP AND CONT ROL DISC LOS URE FORM, 

A D S UBM IT WITH PROVIDER APPLICATIO N. 

Revised 3/16 / 20 I 0 

Service Type Number of Beds 

IntermediatCeare (ICF)  

AcuteInpaitent(INP)  

Skilled Nursing(SNF)  

Chronic Hospitla(CHB)  

MentlaRetardation 
(MR) 

 

Olher (OTH)  

 



Ot'Y\ <;;.   R G..  L-ee; S: t nc..: G,     , LL.C. 

name of the other Provider, and-  the nature of the relationship. I. , L n 

SECTl0N D 

PROVIDER OWNERSHIP AND CONTROL DrSCLOSURE FORM 
 

 

  LLC  
Name ot your Medical Seryic of Supply provider Ownership (ascontamed on your application 

 
{Applicabletoall Providers of ite m·s or services' except for individual praciiiioncrs .or groups, or p  ract i  toi  ners  " 

 
Pursuan  t  to    42   CFR "45_5.10 0 et.  Seq., the  disclosure of the following is a required portion of the MarylandMed ica i d  Prov  i der 

App  l ica   ti  on.     T herefore, pleese answer the  following questions and signthis document affirming that this informationis   tur e 
and complete, and return with.your application.  If nec_essary,_please attach continuation sheeis. 

 

A. Name any person who. with respect lo the Title XIX Provider": 
 

1. is an officer or director 

Sf-eph-eJ0    L. R...0sed0,_l.e  

 

2: is a partner 
 

 

 
3. has a direct or indirect ownership interest'' of 5% or more 

 
 
 

4. has a combination of direct and  indirect ownership interests equal to 5% or morein the_Provider 

5. -is  an- owner . (in whole or in part)' of an interest of 5% or more in any mcirtg·age, deed of trust, n·ot  e.   or  o t her . 

-    -    - -  obliga _tion'Secured (in  •wti ole' or  in ·part)  by' th·e Provider or its property· or a·s sets if that intereslequals at least 5% 
of the value of the;>:-::;ierty cir assets cf lheProvider 

 
 

 
B. Withrespect to any subcontractor in whicl:r the title XIX Provider has, direcily of indirectly, an ownership or control 

• int erest of 5% or more;name any person who falls within A. 1-5 above, as applied to the subcontractor and speciiy 
which of the a:iove categories he f? Is with in 
C-.. l   Co,  LC  

 
 

C. 1. I f any person named in response to Part A. 1-5, above, has any of the relationships described in that Part with 

any  Trtle XIX Provider  of items or services other than th_e    applican or with any entity that does not participate in 

Medicaid but is reciuired to disclose certain ownership and control iniormalion because of participation in any of 

the programs established under Title V, XVIII, or XX of the Social Sre7cur;ity Act, state the name of the person, the 
 

<-;-et cdf,<:., C 1-\ \  I S7  · !'.U..QI 
 

 

2 . If  the   answer to Part C. 1. above, contains the names of more thantwo  pers ons, state whether an.v of.ih so 

reported are related to  each other as spouse, parent,  child or sibling, · 
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SECTI ON D 

PROVIDER OWNERSHIP AND CONTROL DISCLOSURE FORM 

 

 

I hereby affirm that this information is true and complete to the best of my knowledge and belief , a nd that the 

requested information will be updated as changes occur.  I further cenify that upon specific request by the Secretary 

of the Department of Health and H uma n Services or the Maryland Department of Health and mental Hygiene, full and 

complete information will be supplied within 35 days of the date of the request, concerning: 

 
A. the ownership of any subcontractor with which the title XIX Provider has had, during the previous 12 months, 

business transactions in an aggregate amount in excess of $25,000.00 and 

 
B. any significant business transact ionsv , occurring during the 5-year period ending on the date of such request. 

between the Provider and any wholly-owned supplier111 or any subcontractor. 

 
C. the identity of any management company that will operate or contract with the applicant to operate the facility. 

D :": ;p of   0•  t;!;,ed fo,d;cect paUeot    

zj   URE 

 
 

POS I TI O N 

 
1 "Pro vider" or ·provider· of services means a hospital, a skilled nursing facility, an intermediate care facility, a dinic,a psychiatricfacility, a 
mental 

institution. an independent clinical laboratory, a health maintenanceorganization. a pharmacy, and any other entity that furnishes or 

arranges for 
the furnishing of services for which payment is claimed under the Medicaid program. II does notinclude individual practitioners or groups 

of 
practitioners. 

 

' "Group of practitioners· means two or more health care practitioners who practice their profession at a common location (whether or not 
they 

share common facilities. common supporting staff, or common equipment) but who have not formed a partnership or corporation and are 
not · 

employees of a person, partnership or corporation. or other entity owning or operating the heallh care facilitiesat which they practice. 
 

• Identify any persons named, who are related to others named. as spou,se parent. child or sibling. 
 

" a. ·o wnership Interest" means the possession of equity in the capital of, stock in, or of any interes t in the profits of the disclosing entity. 

 
b. "Indirect ownership interest" means any ownership interest in an entity thal has ownership interes t in the disclosing entity. This term 

indudes an ownership interest in any entity that has an indirect ownership interest in the disclosing entity. 
 

c. "Determination of ownership or control per centage· 
1) Indirect ownership interest - The amou nt of ind irect ownership interest is determined by multiplying the percentages of 

ownership in each entity. For example. if A owns 10 percent of the stock in the corporation which owns 80 percent of the stock 
of the disdosing entity. A's interest equate s to an 8 percent indirect ownershpi interest in the disclosing entity and must be 
reported . Conversely, if B owns 80 per cent of the stock of a corporation which owns 5 per cent of the stock of the disclosing 
entity. B's interest equatesto a 4 percent indirect ownership interest in the disclosingentity and need not be reported. 

2) Person with an ownership or control interest - In order to determine percentage of ownership, mortgage, deed of trust, note. or 
other obligation. multiply the percentage of the disclosing entity's assets used to secure the obligation. For example, if A owns 
10 percent of a note secured by 60 percent of the provider's assets, A"s interest in the provider's assets equates to 6 percent 

and must be reported.  Convesrely, if B owns 40 percent of a note secured by10 percent of the provider's assets, B's interest in 
the provider's assets equates to 4 percent and need not be reported. 

 
Significant business transaction·means any bus iness transaction or series of transactions that. during any one fiscal year. exceeds the 

lesser of 
S25.000 or 5 percent of the total operating expense of a provider. 

 
"' ·s upplier"' mean s an individual, agency, or organization from which a provider purchases goods and services used in carrying out its 

responsrbilities under Medicaid (e.g.. a commercial laundry. a manufacturer of a hospital bed. or a pharmaceutical firm). 
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2 /7 
Title Date 

SECTION E - STATE AFFIDAVIT 

 

 
Whoever knowing and willfully makes or causes to be made a false statement or 

representation on this statement may be prosecuted under applicable State law s. In 

addition, knowing and willfully failing to fully and accurately disclose the information 

requested may result in denial of a request to become licensed or, where the entity is 

already license, a revocation of that license. 

I certify that the administrative and procedural requirements contained in COMAR 

 
10.07.02 (Regulations governing Comprehensive Care Facilities and Extended Care 

Facilities) in  the areas of written administrativeand resident care policies, By-laws and 

other organizational docum entation , written agreements with outside resources/consulta nts, 

committee meeting s, staff qualifications and written development program such as 

inservices, equipment maintenance and disas ter prepa redness have not been substantively 

altered, revised, or modified, since the previous survey, or if they have, l have notified the 

Office of Health Ca re Quality, in writing, before the effective date of the change. I further 

certify that 1 will notify the Office of Health Care Quality if there are any future 

"substantive changes in facility management and operation," as defined in the instructions 

for completion of the Federal affidavit, that significantly affect policies and procedures and 

that notice will be given in writing before the effective date of the change. 

NAME OF FACILITY: 
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SECTION F   WORKERS' COMPENSATION LAW QUESTIONAIRE 

 

 

 
Name of Facil ity 

\le  \:-koJJ.¼}-f\  d--ab; \.JoJiuY)     0 .Y1Vl.  
(P l ease   type or print) 

 
Address of Facility 

 

Do you have Workers' mpensation Insurance for your employees? 

(Check One) YES · D NO 
 

If you have answered YES above; please provi e the following infonnation: 

Policy Number:    (:.,3- zqI-LfY-9 11.P5   -0    I 3 

Binder Number: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

 

Insu rance Company:  j .,<,"-l""'".""ls'.ol.o..-.;1-"i"l,t";-",-=--   -   -   -   -   -   -   -   -   -   -   -  

E ffective Date: _    _    _l.f.;..,/f-..l.l_c'--4-/1_,13_   _  _  _  _  _  _  _  _  _  _  _  _ 

!2xpiration Date: _   _    _ y _.;-.·+.J-./.'._1:._,_1/_.'Y_------ - - - - - - - - - - - 
  

If you have answered NO, please attach a copy ofyot1r Certificate of Compliance in 

accordance with State Workers' Compensation Laws. 

(See attached form A52 and Instruction Sheet) 

 

 
' Pleas e note 

Your license cannot be issued unless this form is completed, signed, dated and 

provided to this Administration along with your"Certifica_te of Compliance" if 

 

.  ----------------------- z,/n /1 '1 
S i  -D-a-te----''----- 
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SECTION I: ADVERSE ACTIONS/CONVICTIONS 

This section capt ures information on adverse legal actio ns, such as co nvict ions , exc lus ions, 

revoca tions, and suspensio ns. All app licable adverse legal actions must be reported, regardless of 

whether any records were ex   un°ed  or an   a eals are e ndin° . 

 
 

Co nvict ions 

I. The provider, supplier, or any owner of the provider or suppl ie r was, within the last I O years 

preceding enro llment or revalidation of enro llment, conv icted o f a Feder al or Sta te fe lo ny 

offense that CMS has determined to be detrimental to the best interests of the program and its 

beneficiaries. O ffenses inc lude: 

Felony crimes against pe rsons and other similar crimes for which the indiv idua l was 

convi cted, including guilty pleas and adjudica ted pre-tr ia l div e rs ions ; financial cr imes, suc h 

as ext ortion, embezzle me nt, incom e tax evasion, ins urance fraud and other similar crimes 

for whic h the individual was convicted, including guilty pleas and adjudicated pre-trial 

diversio ns; any felony that placed the Medicaid program or its beneficiar ies at immed ia te 

risk (such as a malpractice suit that results in a convict ion of crim ina l neglec t or 

misconduct); and any felonies that would result in a ma ndatory exclusion under Section 

I 128(a) of the Act. 

2. Any misd e meanor conviction, under Federal of State law, related to: (a) the delivery of an item 

or service under Medicare or a State hea lth care program, or (b) the a buse or negle ct of a patie nt 

in con nections with the delivery of a hea lth care item or service. 

3. Any misdemeanor co nviction, under Federal of State law, related to theft, fraud, e1n bezzlem ent, 

breach of fiduciary duty, or other financial misco nduct in connection with the delivery ofa 

health care item or se rvice. 

4. Any misdemea nor conv ictio n, under Federal of State law, related to the interfe rence \.Vith or 

obstructio n o f any investigati on into any crimina l offe nse described in 42 C.F.R. Sectio n 

I 00I. IOI or I 001.20 I. 

5. Any misd e meanor conv iction, under Federal of State la w, related to the unlawful manu facture, 

distributi on, prescription, or dispensing of a controlled substance. 

Exclusions, Revocations or Suspensions 

I. Any revocat ion or sus pens ion of a lice nse to provide health care by any State licens ing authority. 

This includ es the surrender of such license while a formal disciplina ry proceeding was pending 

before a State licen s ing auth o rity. 

2. Any revocation of suspens ion of accreditatio n. 

3. Any suspens io n or exclusion from participation in, or any sanction impo sed by, a Federal or 

State health ca re program, or any debarment from participation in any Federal Executive Branch 

procurement or non-procurement prog ram. 

4. Any current Medicare payment suspensio n under any Medica re bi Iling number. 

5. Any Medicare revocation o f a ny Medicare billing number. 
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SECTION I: ADVERSE ACTIONS/CONVICTIONS ( continued ) 

 

ADVERSE LEGAL HISTORY 

1. Has your organizat ion, under any c urrent or former name or bus iness identi ty, ever has an 

adverse action listed on page I of Sec tion I imposed against it? 

0 YES - Continue Below NO 

 
 

2. If yes, report each adverse action, v,-1 hen it occurred, the Federal or State  age ncy or the 

court /ad minist rative body that imposed the act io n, and the resolutio n, if any . 

Attach a copy of the adver se action documentat io n and resolution. 

 
Adverse Action Da te Taken By Reso lution 
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SECTION J: Cf¼IN HOME'OPFlCEJNFORMATION 

This·secfio, n c,w.tures_ informa tion.- regarding c11ain ,o,rg  fzafions ;  Tbiif iirforinatjbn will.be·used to 
ensur.e pr0pefreii:noursement'-\'.li.e1rthe pr.ovider  _s. y -en_<j cost r port ,is fiJea:with--tf  eM'edi aid 
fe -for-sen,ice.cont:ractor.   · 

For more info tioq- on.chaln·qrg  pizntions _, .se 42:c:F:R.42:1 40   4. 
 

CHECK HERE[] tF SECTION J".OOESN0  T.AfP LV AND'S.KIPTIIIS·.SECTIQ:N 
 

 

·Che.c kon.e: Effective Dare. 

· Prm;   'ider  in·chiti rnr s.enroliin,g::fn- Me-dicate .for:    

tb e·-:first -ti 'm e :(Jn1tie1/l:" nro. fli1.1cu,tf,','i f ¢ hm11J¢. of Oi,·1!i!r..b1i1) 
 

0  J?.ro.vi'der '.is11.oJonger"assO:cfateef \,\'>ith1f1e diam    

o.rganization,prevkm ly l'.e,P.Qrt cl 

S  _j::tioris; ,to  G_Qf!llg efe: 

-Cq+11_plefe:all of Se.¼tion.J 

 

· :C,9_   p 1¢te-s. ctfo  J t, 
identifying.:tbe fotmer 

' h Ji;I)}iqi;ni QlUC . 
 

       ;Qo¢m¢-h   W9n J·.fa 
 

 
e nU111 ;-0{  provi er"!> chain·boni:e. officejs    

 Qofl,b"'-'6g (aiJ.orlic:r infonnalion. emain ihc same;, 

ft1Uo :t'd ertti.lyl he.Iiew. 

cliai lio: he qrfio . 
 

 

· n. cHAI Ho iioFi,1tEAnM1N1sT1u.ToR INFORi\JATION · · · · 

 
··. ..·. 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 
 

·□ 



  w, 

q- 

·□ 

- 
□ 

Ofp,1;,r (spedjjJ,  ..   ;.   _ 

SECTION J:  CHAIN H0:M.E·-OFFJCEINFORMATION  (co"ri111lJ!dJ 

 

 

· 1.   N11n1c·of-Homc·Officc. 3 _: Ret,on&f fo t hc':lnt ernal..R:i.-.vcn i.Jc ;Senlii:c; 

_ t!liA-lJl-l CA-flJ;_ f A-c t L,, 
 

rt t-< A-JJ1r4ifzJ1 
  

LL c... 
. .   . . I 

2.  Home 0ffice 81.1s im:, ss S1reet Addrcs Linc l (S1,w  1,Na1)1  p,;rd·,V1mibcr/ 

41co 4-s hk)q);{ Dr\   .  
Liciim::•;Qfft c llusi i\i::ssS lre i:1·.Al!dress- l:.inc"2 ( tire; Room,.<!IC.) . 

SU-ik 

n Qlr0o 
TclcP,I1om,:Nw;nl>c r- 

, '3 -Lj '7 I 00 3<0 - /359 
:1-fi;ime (:lfl:l:<..ost,Rqi  n :)'.cl! ,.:End-:Dnti((  m111ldd) 

3..Ffome-.0:fftce'.T.ai: kl nti f1d:1rion '. Num be:r . 

l;L- 3 T · 

T.foirtc- Q.flii:c,CaitinNiuiibcr 

 
 
 
 

 
•         • '          '           •     I  •    ._ + ' 

. T YP,E OF  BUS NESS STRUCTURE 0 1'' .T HE (:I-JAIN UOl\IE OFFICE · . . . 
..   t 

C he 6k orw- : · 

i V.o,fori/my.:-· 

D  'N,  on-:f ro"f1} -  R.cligious:lli   ariization 

0 Nnn·.--,Pro,fit -  othcrfSp.:c!M  _ 

 

·0 P1:opri tµry: 

li_1'div.idual 

W eo rporation· 

-0□Part.n  J:_S - P.·:...---'------'---- 

- Government 

,d Fed¢ta 

EJ: Si t'e 

City 

· '.O c   o·unty 

D Gity;.County. 

· D l:losr,ftaJ .Dfatrfot 

D Other i:'iptcif.vJ    

-  - -     --   -      .    -   -- -   .......     ·-     ---  --.   - ' - . . -    -     --     -    -   -  -    --   --  - . --. . . 
E. PROVIDER'S AFF(LIATION TO THE CHAIN 110;\lE OFFICE · ...................................; 

Check one: 

D Jofot Ventt.trc/R¢lationship 

D Qp rated/Re(atcd 

if M -u1 gcd1Relate 

0 Wholly Owned 

0 Leased 

D Other (Spt!cifj,J:  _ 
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This /\grecment (the " /\ grecme nt'' ). e nte red into between the Ma ryla nd Stale Department of Health and 
Mental Hygiene (the ··Department..) and 
n ] rt( \ b) (a  L t>c&\ YJ u.  c..   OLb'   ( .    rt'  \\R  \.-\.fcJ...U..1-;- Q   t.,µi  p, \11:i?'-:hUV\ Ca d,e.e_ 

 

\:>  
)   

CY\Or\ es R., !b \+ -z.. 

the undersigned Provider or Provider Group a nd its membersor Practitio ner(s) (herei nafter called the 

'·Provider"). is made pursuant to T itle XIX and Title XXI of the Social Sec urity Act. Hea lth-G eneral. 

Title 15, Annotat ed Code or Maryland and state reg ula tions promulgated thereunder to provide medical. 

healthcare . home- and community-based serv ices and/or remcdinl care and serv ices (..Se rvice(s) .. ) to 

eligi ble Marylaml Medical Assista nce recipi ents (" Rceipicnt(s)"). On its ctlcctive date. t his Agreement 
supersedes and replaces any existing contracts between the parties relntcd to the provision of Se rvices to 
Recipients. 

 
I. T H E PROVI DER AGREES: 

 

A. To comply with all standards of practice. professiona l s tandards and le vels of Service as set forth 

in all appli c able federal and state laws. statutes. rules and regulations. as  well as all 

administrative policie s. procedures. transmi ltals, and guidelines issued by the Department. 

including but not limited to, verifying Recip ie nt eligibility, obtaining prior authorizatio ns. 

submi tting accurate. complete and timely c laims, and conducting business in such a way the 

Recipient re tains freedom of choice of'providers. The Provider acknow ledges his . her or its 

responsibilit y to become familiar with those requirements 11s they may differ signilicnntly from 

those of othcr third party payor programs: 
 

13. To maintain adequa te medica l. tinanc ial and administrative records that fully justify and describe 

the nature and extent of all goods and Services provided  to  Reci pients  for a  minimum of six 

years from the date or  payment or longe r if required  by lmv.  The Provider agrees to  provide 

access upon request to its busi ness or facility and all related Recipie nt information and records, 

includin g cla ims records , to th e Department. the Medicaid Fraud Cont rol Unit (M f CU) of the 

Maryland Attorney Gene ral' s Office, the U.S. Departmen t of I lca lth and Human Services. and/or 

any of their  respective  employees. designees or authorized  representatives.   This requirement 

docs not proscribe record req ui rements by other laws. regulations. or agreements.  It  is  the 

Provider' s responsibility to obtain any Recipient conse nt required to provide the Department, its 

desig nec, the MFCU, l'cderal e mplo yees, and/or dcsignecs or autho rized representatives with 

requested information and records or copies of records. Failure to timely submit or failure to 

retain adequate documentation for services billed to the Department may result in recove ry or 
payments for Services not adequa te ly documented. and may result in the termi nation or 

s uspension or the Provider from participation as a Medical Ass ista nce provider. 

I. Or iginal records must be made available upon request during on-site visits by Department 
pcrsormcl o r personne l of the Depa rtment·s desig nee. 

 

2. Copies or records must be time ly forwarded to the D1:partmc nt upon written request; 
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Prov ide r Agreement for 

Participatio n in Maryland 

Medical Assistance Program 



 

 

C. To prorecqbe·cbnfideµtiaHty of U Recipient infonnatfon in ao-cordance w1ththeterms, 
conditions and requirements of-the Health Tnsurarice ¥on-ability and Accountability Act (HIPAA) of 
1996, as amended, and ret'1,.llation-sadopted·t11cteundet contained in 45 CFR  160,  162 and 164, 

and the Maryland:  Co   nfidential ity of Medical Records. Act (Md. Ann. Code, Health-General §§4- 
30-t et seq.) 

 

D. To _p.rovide  _t.yice s.o rr:a.no·p:,,qi pimir:i_ato  ry. basis  ud  to.·holdhar-:mless; indenm'icy:anq dere11.d 

-Department-from.all neg_li  etitor intentional-ly d trimenmlacfs uf the Provfder, its agents and 
mpl9.y<!es. Th e .Prov iderwill not·discriminate on the-basisof race·, color; national origin; age, 

.religion, sex, disabilities, or sexual orientation; 

 
E. t -0. provideSe:rvices in compliance with the.Afnericanswith Disabilities •Act of 1990, S tion 

504-of0 e R¢liab,_ilitafion Aatof 1973.,.an   tbein:espeGtive aGcom_pany.ing re  "l:llations; .and:e;nsure 
tbat-qua1fiied'.individuals··With 'disabiltiies-are-given an oppqryµ. ity tp .garti ipate.in.:.cmd· benefit 

ftQ.tµ its'$eryl ces; irtclud.ing p rnv.i ingdnterpreifve!sendces·fot .the:<leafano·1,.-ard of heating when 
required, · 

 
F. To·checR the Federal Lisof Excluded Iadiyi:duafs/Erititie.s. on the.H alth  d Hum.an:Services 

(HHS)·Office•,Qf'J pectorGeneral (OIG). website prior to hiring or·cotltrnGtfng_wfth 1ndi:viduals 

oi en tities ari·a periodie:ally check: the 01G w bsiie to.detennine·the:.participation/e clusion status 
of 'Q.urrentem"Rloyees and contractors.  to  check the:Be r;tf. !rat Servi_ce AdministraiQn's)  xcluded 

P.:ar.ti  •µis.t Sy tem{Ef.L )_ pdor fo hi1_i ni .or ,c  nti:a t ihg- wi:th:indh  1,id uals·or entitre-s and 
periodically,check   the .EPLS : websi-te't'o-determirie tbe:partiti_pa't-io p/ex.olus_ip n si tus o_f-.current 

· e¢ ployeesai:f¥i· o iltractors.To check th(}Maryiand'Meciicai d Ltst:of Excluded Providers and 
Entities prio-r to hiring:or·contra cfu1gwith inchviattals 9r entities and perioe;iica  lly·checid he 

weosjte.tc;:> de n.nine;the participation/exclusio, n s tatus·,0f:currentetnpioye s and·contracto.ts. Tire 

Provider futlhe'i'agr.ees_·to   not' knqwfog-ly em.ploy, or,contract-with a -perso_n. partnership_, 
c -ompany, co1p.orationor any othe·r entity o·r individual that hasbeen disqualifie from p_ro,vid.ing 

or supp yi_ng-se  rvjces to..Mepical.A-ssis tanc-e Recipients. unlessthe-Providerreceives pn<;>r wti*n, 

approval fro¢ the Dep.ari:tne t; 
 

G. To acce-ptthe:Depamnent-'s payrii nt-s pa}'n1enr in fiillfo.t covered:Servi\: 0 rendete.d to a 

1{ ipi .nt.  '(,};_ P.rovider awees not to.6ill, retain, t'>'r accept an, y a:dditi©nal payment_ffqrp any 

Recipient  If th   t>epc_1.t:tm nt dehies·paymentor reqoes.ts p.aymen( from the.Recipient,_ or if the 
Department c;le nie' s paymertt or-requests repayment because an otherwise co,1ered:Service was 
not medically-necessaryor was riot preauthorized (if required), the Provider ag ees- not to seek 
payment froti1 the Recipient for'that Service. Tbe Provider farther agrees·to immedi tely repay 

the Departri.1ent in full for.any claims.whe-rethe Provider receivedpayment rrom anotherparty 
after being paid by the Department; 

H,  With.tl1eexGep t:101.10.f prenatal care o r preventive pediatr-ic care, to seek payment froma 
Recipient' s·other'insuranc-esaml:Tes.ourccs of payment before- submitting claims to the 
D partment, which includes but is not limitecl to seeking payment from Medicare; private 
insurance, m.e.dicaJ benefits provided by e mploy ers and unions, worker compensation, and any 
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· qther third party insuran_ce. If pa)'mcnt-.i's. made by both.theDepartment and..the Recipi nt's 
other insurance,.the Provider shall refund the Department, within 6Q days of receipt,.the amount 
paid by the Department; 

I. To accept,resp onsibiJ.ity,fot the v-alid ity anci acquracy of al! cj.lai:ms SJ.ibm itted to the Department, 

wh _t h.ersubmift d on.paper, elec.tronicailyot·through a billing servtce; · 

i..  Tlun ,aJhclaims,subm•itt_e d uriGle,r.Q.f-   4cr·orits··proviqer munheN bru.l b,e. for   me dically necessary 

-  i:viqes tli3:t-w  re:;acw Iy,pr-0.vitiedas describe-diifthed  aim.  The,Provider,!C_kn,owledgesthat 
the stibrnissfoi:i gf fal eor fj_:aµdiil  nt-  laims_ c,quJd resuIt in--e rimin_al prosecution a11d eiv-ila,nd. 
adminisfrativesahcUo·ns . Tlfi's, may'·incftJde··liis,.lieror 'its1e  pU:l sion   · from the Maryland·Medical 
Ass tance Pr.ogt:a1;11 and/or-referrals by the Department to the HHS oro for expulsion from the 
Medicare program; 

-r<:. That'tf:Providet is a physiqfan,.lieor$he will. upori-.request .submit ihe-name ud applicabie 

licensµrfor ea-eh pbysidan exfunder'in hisor her·employ.in  nt   Th¢'.Prqvideris tespousi-ble for 
knowiu·ga. n- omptyiijttwitb.-,1-!  M ryl&ncl Medical Assistan,cePrcrgta m.s def.Jnitfom :cifarI 
eligibl(!physrcian extender:and fdt.prbvicH.ng·sape rvisrdii'as r.eqttired by the Maryland Medical 
Assistan- Programj 

.L.. That in.t ase.of a·groupprovider;cth-e ii1diiidua1 P.to,iiderrendi:iQg .th-e service  hall.include his 
or hero,wn prqvicier. m.1m.ber; as:,well as the.group·providernumber;0 , a any cfaim; 

M  To·f·iirnish the'  D:e'pami)e:nt, \ 1.itJ1fo:) :S-·d  Y.s .of  ;w.  Oepar:tment!sireques:t,full-and  complete: 

m formation.ahdut: . . 

1. The.ownership of anysubcontractor wi,th-whom the Rrovider·has had business 

transactio11S· to .ta ling:cno:ie•than $25,000.during the 12-monthperiod ending ort·the·date of 

thereque-St 

2. .Any·signJi:icavt business transactionbetween tlie Proviaer d anyw  holly-owned 
sJipplfo:r, broerwee1Uhe P.rovider-0 a n h n y subcontractor, during the.5-  ear period ending 
on the:cfatc•of th-e request; an'd. 

3. Any ·owne.rship interest exceeding S- percent heH:i bythe Provider in any other Medical 

Assistiln¢.e Prov-ider; 

N . That before the Depadment nters into·or renews thi's Agte-emeot, the Provid r grees to disclose 

.the iclentity of any person who. 

1. }:(as anownership or•control interest in the·Provide.r-,or is an agent.or managing employee. 

of theP:to-videt; and 

2. Has b.e -n convicted·of a:criminal-offense related to that person·'s inv9!vement in tne 

Medicaid or Medicare pi:ograms; 
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0. To exhaust.all administrative remedfos prior·to initiating any IitigatiQn ag ainst the Deparlment; 

P. Upon-receip ofnptific,atio.n that the Provider is disqualified through any federal, state-and/or 
Medicaid admfmstrative ac ioQ, to-·n ot sµbmitclaimsfor paymentto-the .D ep a rrment for Services 
perfonned,after·the;dlsqua1l fibatfondate; 

 

Q. Any excessive payments to·a Pr-0yider maybe immedfaleJy·cieducte from ·fiiture;Department 
paymei:tts·to -a:ny 11ayee with :hq P,ro jaer-' s t x.:iden:tifip-aticm·number, at -th-e discte tioR·of the 
Department; 

R. Contin,Qatio1rofthis..Agr.<;!e roe1,1t  beyondtlre-:c: urrenttenn is subj ct toand  co mirigent upon 
sufficiencfu_nds.beirtg -appropriated, bupgeted, and.otherwise m"de.a,vailable  by  the State 

· tegis!afureand/pr qeraLs.ources.The Department may1enninate t his_Agreement, and,the 
Provicfer waiv,esan   y ahd·all claifyr(s) (or dal_l)ag   s ,  :ffuctj;ve:1m(1)ediately upop ,rec   ipt of ;wrjtten 
•o tice·(.qr any.date:speci'fie d·thcr in) ir'for any i:eason the Department's fundingfrom State 

.and/orfedei.:al .so til'c i:s.no  t  app   r.opr iate9 or -is withdrawn, f- ted  -od  mpaired; 

S..  To:compiy wi'th tfo·   eficitRe¥rctfon Acr·qf 2005 (DRA) e·m.ployee_e ducat!on rcquir tnent 
imposed upqn:any entity-) inchtcliit   any:governme·ntal agenc•r ._orgariization; Wiii, corporation, 

i?AAilefship o  o thi.f bu_$.ir;ie. s- 1> ar,r   g  rpJ;:nt  (i:nc\udin,i an):Me<liqaid•·MCO).,wbether·for;pt:ofit- ot 
-   notfot.profitw  hich.rccefvs:anni1al'Medk aiq Payments ofat l as($5,000,000. 

T.  For Pr-0vider Group-s·o nty; The-Pro:videt 0roup affim1·1shati.t  as·.aqilior.ity·t f   in<l atrrnembet 
P;tJ.>Yidel'.S to·tlirsAg·(eemerif  Jtd'{ha( it;v.till provdi 'e,e. ch memb:er'Proy1derwitlrn:cop-y.of-tliis 
Agret!ment. Toe·p'rovicler. Gt.oup'-also ag_ree ·to provide tb-eDep;;irtment ""With  Pcl!D,e. s·and p:roofof 
curre11t _lice nsur  Jo-r each m.e.mber PrQv1cte.r as  we-Uas .the.-narne(s) of individual(s) with authority 
to sig1r i!Jing -o, rt belialf of'th-e gto,up. Thtf Prov1der Gr ou·pagr s.to be'jpintly responsiQle with 
any member.Provider for contractual or administrative sanctions or remedies including1  bul not 
limited·to, reim\:.,urs.ement, v.d.thh◊,ld_  ing,recovery, slispensfon,.termhmtioJ) o r exclµs io-non any 

claims submttte'd or:payment:rec'eived. Anyfalse claims,.scateoients ot cfoeµmertts, eo ealinent 
oromissi·on of.any rriateri-al.f  ts rriay pr-osecµt under applicable.federalor state laws. 

tJ. To notify.theD¢partm. nhvifhin,f tve (5) worki g:clays of.any-o'f't!1 followin.g: 

1. f\.ny actioµwhich may result jn the suspension, revocatiQJ►?  co  ndition,.limitation, 
qualification or·othermatedal restri.ct fon on a P'rovider s 'licenses, certifications:; permits 
or staff privileges by any enthy under whicha Provider is auth0-rizedto provide·Services 
includin_g  i ridicimen,t. arrest; felony convicti9i;i or any cn minal charge; 

2. Char1gefo corpora.te·e11tlty; se rvfoib-glo·cations,mailing.address or addition to dr temovaI 
of practitioners or aqy qtf1 r rnfonna tion pertinent to lhe receipt of Departm ent funds;.or 

3. Change i-n ownershipinclt,1ding full disclosure of the tem1s of the sales Agreement. When 
there is a change in owne1·ship, this Agreement is automatical1y assigned to the new 

 

 
Marylancl-Me dicalAss.istanc.e Program - Provider Agreement - .Page4of 6 
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Partic-pation in M ry(and 

lV{ed,Jc l As i$tance-P.rog ram 



 

 

owner, andJhe ne-wownershall,.as a <:tmdition of.participation, assurile-lia'bi'lity;jointly 
and severalfy with the-prior o,.,r,ter for any and all amounts that may be-due, or become 
due-t9 t he.0-epa.rtment,-and such amounts may be witbh:eld. from the payment ofcfaims 
subniitted when detetmin d. (NOTE: Sectior·i 1.·s .3 does not apply to Nurs ing Home 
Provld rs) 

 

 

 

 
A. T-o.:reimburse   tb, e-Provid erfor medically nete;ssary Services provided to R ipients 

tb t are c9ver-ed by the Maryland MedicaJ.Assistanc-e Pr-0grarr1. Services "Yill be. 
.reimbursed in·accorp nd, c: ,,;itlrnll F{qgr?Jn ,r gi.ilaJfotis and fee.schedules,as·r. flected 
in-tlie;-Code·of Mar-yfa.nd Re gulatibns·oi::iot het rules,-  ction transmittalsor.guidance 

issued bd)   he-b epa i:tn'ient; ai1i;l · 
 

B. _To provide·notice o'fc}v.mges in }:>rogram.regula1t o thrcrugh publicatfon in.the 

Maryland Re.$ister,. 
 

III. T:HE DEP-ARTMENT D P OVIDER MUTUALLY AGREE: 

A ,  T xc pt.as_sp e,pi':p<;; lly p.rnvip .t'Qth rwis in applicable law and regulations, 

either PaitY.·may. termh111tc this.Agreemenf l?Jgi vi.pg:tliiil-y (3 0) -days notic;e in writing 
to,th otp_er party After-·tean inatio-n, the- Provid'et-sball.notify Recipients before 
rebqering.addi.tidrl I Se rv.ices t,hathe.or·she·is no longer. a Maryland Medical 
Assistance.partidpating P.rovider; 

B. That j..he·effe  ffve oatof.this Agreement shall be.  - provided that the 

O-ep artment'.verifies:tt1:e-infonpafion iq the rovi ·r·s applicat fon, This A,grec !!nt 

shall m.ain in:ef'fec.t unttl1eillierparty..terminates the Agreemen·t(as descrl in 

S ctiori)ll A}.  Fpll<;,\vfog teri:flinatjo of-@s Agce_emenf,the Provider must  nfi"nue 
to·r.eia:irrrecords and·-re iltrbur-se t he·Maryland'MedicalAssistance.Prqgram fo'z: 
overpayments as..d ?c ribed.-in this Agreement arid a-s Tequ.ri edby la'w including but. 
not limited to Maryland Hea tfu:..Ge·n ral § 4-403; · 

 
C. That no mploy of'the State of Maryland, whose duties includematter.s. relating to 

this Ptovide·r•s Agreement, shall at the same time become an employ.e·e o f the 

Providerwi thout the written permission ofthe Department; 
 

D. That this Agreement is not"tr-artsfera:.ole or assignable·; 
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E. That the Provider Enrollmen t Application sub mitted and signed by the Provider is 

incorporatcd by reference into this Agreement and is a part hereof as though fully set 
forth here in; and 

 

 
 

Department Authorizatio n Date 
 

 
 

Char les F.S:toltz 

Provider Name (Ty ped) Date Assista nt Attorney General Date 
 

 

7420 Marlboro Pike, Forestville, MD 20747 

Provider Signat ure Address (Typed) 
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T ·--s- .,.. 

ll"1_1,i1.Jl 
Office of Health Services 
Medica l Ca re Pro g ra ms 

l f g f\ 

. 1fH 
 

STATE  OF MARYLAND 

 L  
· Maryland Dep ar tmen t of Health and Mental Hygiene 

201 W. Pres to n S tree t • Baltimore, Maryland 21201 
M:ir.in O'Malley, Govcmo. r -  AntnonyG. Brown, Lt. Govcmor -  John M. Colmers,. s ccrctal)' 

 

 

 

 

 

MARYLAND MEDICAL ASSISTANCE 

 

DMS/DMEA.NI} OXYGEN 

 

RE SIDENTI AL SERVICES AGENCY SURVEY FORM 

 

 

All Maryland Medical Assistance Pr oviders of Disposable Medical Supplies(Dura blc 

Medical Equipment and Oxygen nd R latcd Respiratory Equipment services must 

complete and return this.form. Failure to return this document wiU result in 

suspension from Medic d participation. · 
 

I  certify that this organization:  does_   _   _   _  _  _ does not  .,,.Y..._ _ 

provide any of the following medical equipment and services to Medical Assistanc 

re.cipients in their residence: · · 

 
• Delivery 

 
• Installation 

 

• Instruction 

 
• Maintenance 

 

..  Replacement of oxyge and oxygen delivery systems, ventilators, respiratory 

diseasemanagement devices, electr onic and computer-driven wheelchairs 

an d seating systems, apnea monitors, tra nscutaneous electrical/nerve 

stimulators, low air loss cutaneous pressure management devices, seq uential 

compression  devices,  neonatal home phototherapy evices, feeding pumps ·i 

and electrically powered hos pital beds. 

 

 

 

 

 

 

 
Toll fre 1-8 77-4MD-DHMH • TTY for Disabled - Maryland Relay Service l-800-735-2258 

Wei> Sue: www.dhrnh.sta1e.rnds.u 

. 

http://www.dhrnh.sta1e.rnds.u/
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If your organization provides these services, so indicate and attach a copy of your 

current Residential Service Agency license to this form along with your application 

and return them to the address below. If you  do not  provide these services, so 

indicate and return this form to the same address. Also, if in the future your 

organization begins the provision of the above-mentioned services, it is your 

responsibility to obtain such licensure and forward a copy to the Division of 

Community Support Services. Please call us at (410) 767-1739 if you have any 

additional questions. 

r{ \a.r\ \xro Lea Y"li C..0-) LL-C 

, .\: ,u.  tores \\\  + ka6 \   r  \ivk C.4,-r Cb <1v-\e_s   -  S¼ \\-7- 
Organization Name Name of Individual Completing Form 

 

 

MA Provider # 

 
- 

Contact# 

 

Pleas-e retu rn this form to the following address: 

 
Edna Radu, Program Specialist · 

Division of Community Support Services 

201 W. Pr ton Street, Room, 136 

Baltimore, MD 21201 

 
To obtain information concerning Residential Service Agency Licensure, you may 

call (41O 402-8000, or write to the Office of Health Care Quality, Spring Grove 

Center, Bland Bryant Building, 55 Wade Avenue, Catonsville, MD 21228. 
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MARYLAND 

DEPARTM EN T OF HEALTH AND MENTAL HYOIENE 
OFFICE OF HEALTH CARE QUALITY 

SPRING GROVE CENTER 
BLAND BRYANT BUILDING 

55 WADE AVENU E 

CATONS VILLE, MAJ{YLA.ND 21228 

License  No.  16-017  Registration No
-
. 27
-
83
-
6 
-----

 

Iss ued Lo : FORESTVILLEHEALTH AND REHABILITATION CENTER 

7420 MARLBORO PIKE 

FORESTVILLE, MD 20747 

 

Type of l'c1cility and Number of Beds: 

Comprehensive Care Facility - 160 Beds 

 

Date Issued: April 19, 2012 

This license has been granted to: Marlboro Leasing Co., LLC 

 

 
Authority to operate in t[iis  State is granted  to  the above entit_y  pursuant to The  Health-Genera l Article, 

Title 19 Sc<:tion  318, Annotated  Code of  Maryland,  I982  Edition, and   ubsequent supplements and  is subject 

to any and a ll statutory provisions, including all applicaple rules and regulations promtilgated th<,reunder. 

This document is not transferable. 

 

Expiratio n Date: April 19, 2014 

 

 

 

Fals! fication of a license shall subject the perpezrator to criminal prosecution and the impositi on of civl/ fines. 



 

E_ Lb,\- f\ 
Forestville 

  

Summary of Rooms Available - 8/8/11   

Category   Location Room Type Rooms Total Beds 
 

Comprehensive First Floor Private 0 
 

Care Facility Semi 113, 114, 116, 117, 32  

 119,120,125,127,  

 128,130,131,132,  

 154,155,157,158  

Triple 102,103,105,106, 48  

 108, 109, 135, 136,  

 138, 139, 141, 142,  

 146,147,149,150  

Quad   0  

 
Total - First Floor 80 

Second Floor Private 0 
 

Semi 205, 206, 208, 209, 48  

 213,214,216,217,  

 219,220,224,225,  

 227, 228, 230, 231,  

 246, 247,249, 250,  

 254,255,257,258  

Triple 202, 203, 235, 236, 24  

 238,239,241,242  

Quad   0  

 
Total - Second Floor 72 

 

Third Floor Private 0 
 

Semi 0  

Triple 0  

Quad 0  

  
Total - Third Floor 

 
0 

 
Total All Rooms Available 152 

 

 

 

 

 

 

 

 

 
MD Beds for Monica 1-1-14 1/30/2014 



.. 

c 
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• , .- --.- - - - - - -------,--....-.  -  - -.,,   
L egal  Na m e I F acility d/o/a -- . 

Street ·- ,Souto Ill  Leasing Co., LLC ! Advanced  Specialty ,Ho spitals of Greenbriar Rehabi litation 8064.South Avenue, Suite 1 ·- Ci ty, State,Zip I · Pfione • 
' ... 

r Fax I Ty p e 
 

rvl"edi care # 

.. -- - - - · Boardman, OH 44512-6153 Ph: (330) 965-6432 l Fax: (330) 965-6438 I LTCH 360349 
Gar e_:1II Leasing Co., LLC Advanced Specialty Hospital of Toledo (LTACH) 1015 Garden Lake Parkway Toledo, OH 43614-2798 Ph (419) 38.E 0J.3Z._  Fax (419) 381-?    Q_i IRF 363032 
F:? nt LeasingCo., LLC Ari stocrat Berea Skilled N rsing & Rehab Ctr. 255 Front Street Berea, OH 44017-1943 Ph   (440) 2  3-4 Fax (440) 234-0819 SNF/ICF 365608 
yline(PA) Leasni g Co., LlC 

Bel Pre leasingCo.,l LC 

2,heldon leasing Co., l LC 

li berty LeasingCo.,lLC 

Royce LeasingCo., LlC 

Sprin ale Leasing Co., LLC 

Baldwin Health Center 

Bel Pre Health & Rehab Cent er 

Berea Al zheime r' s Care Center 

BridgePark Healthcare Center 

BridgePort Healthcare Center 

Burli ngton House Rehab & Alz. Care Ctr. 

1717 Skyline Drive 

2601Bel Pre Road 

49 Sheldon Road 

4017 liberty Heights Avenue 

2125 Royce Street 

2222 Springdale Road 

Pittsb urgh, PA 15227-1744 

Silve r Spring , MD 209 0 6-2313 

Berea. OH 44017-1136 

Baltimore, MD 21207-7545 

Portsmouth, OH 45662-4714 

Cincinnati, OH 45231-1805 

Ph: (412) 885-8400    Fax:(41 2) 885-0772 

Ph: (30      98 -  000    Fax: (301) 598- 678 

Ph: (440)   34-0454    Fax: (440) 234-0494 

Ph: (410) 542-5306  Fa_x : (410) 664-1"._1_7 

Ph: (740) 354-6635  Fax:(740) 354-1443 
Ph: (513) 851-7888  Fax: (513) 589-3444 

5NF 

SNF 

SNF 

SNF 

SNF 
SNF 

395745 

215065 

365893 

215195 

365313 
36 5892 

Belmore Leasing Co., LLC Candlewood Park Healthcare Center 1835 Belmore Road East Cleveland, OH 44112-430 Ph: (216) 268-3600 Fax: (216) 761-1322 SNF 365353 
_wa_!er Lea ing Co.,_!.LC Chardon Healthcare Center   620

- 
W
--

a
-
ter

-
S
-
tr
-
eet

- --  -- Chardon, OH 44024-1149 Ph: (440) 285-9400 Fax: (440) 285-9378 SNF 365711 
City View Nursing & Rehab LLC City View Nursing & Rehab Center 6606Carnegie Avenue Clevelan d OH 44103-4622

-
 -- -   - - ·     • ! ···---   - -- 

Clime Leasing Co., lLC 

Garden Leasing Co., LLC 

Clifton Care Center Inc 

Her it age Leasing Co., LLC 

Midlandleasing Co., llC 

Flo-GPLeasingCo., LLC 

Ridge (MD) Leasi ng Co., LLC 

Falling leasing Co., l LC 

yette LeasingCo., Ll C 

M arlbor o Leasing Co.,LLC 

Colum bus Healthcare Center 

CommuniCare at Wate rfor d Commons 

CommuniCare of Cli ft on Postacute & Rehab Ctr. 

Copley Health Center 

Crestwood Care Center 

Crystal Creek Health & Rehab Center 

Ellicott City Health & Rehab Cent er 

Falling Water Healthcare Center 

Fayette Health & Rehab Center 

Forestvi lle Heal th & Rehab Center 

 
4301Clime Road, Nort 

955 Garden Lake Parkway 

625 ProbascoStreet 

155 Herit age Woods Drive 

225 West Main Street 

250 New Florissant Road Sout h 

000 North Ridge Road 

18840 Falling Water Road 

1217 West Fayette Street 

7420Marlboro Pike 

 
Columbus, OH 43228-3403 

Toledo, OH 43614-2793 

Cincinnati, OH 45220-2710 

Copley, OH 44321-1398 

She lby, OH 44875-1412 

Flo ri ssant, MO 63031-6716 

Ellicott City, MD 21043-3311 

Strongsvi lle, OH 44136·4200 

Baltim ore, MD 21223-1938 

Forestville,   MD 20747-4343 

Ph: (216)361 -1414 

Ph:  (614) 276-4400 

Ph: (419) 382-2200 

Ph: {S13) 281-2464 

Ph: (330) 666-0980 

Ph:  (419) 347-1266 

Ph: (314) 838-2211 

Ph: (410) 461-7577 

Ph: (440)238 -1100 

Ph: (410) 727 -39 47 

Ph: (301) 736-0240 

Fax: (216) 361-2822 

Fax: (614) 278-7645 

Fax: (419) 381-0188 

Fax: (513) 281-2559 

Fax:(330) 666-5585 

Fax:(419) 342- 7035 

Fax: (314) 838-S981 

Fax: (410) 203-1897 

Fax: (440) 238-9575 

Fax: (410) 385-5886 

Fax: (301) 736-1129 

SNF 

SNF 

SNF 

SNF 

SNF 

SNF 

SNF 

SNF 

SNF 

SNF 
SNF 

365879 

36S686 

365704 

36 5304 

365771 

365284 

265607 

215160 

366111 

215183 
215020 

Livingston LeasingCo., LLC 

Merit Leasing Co., llC 

Fort Washington Health & Rehab Ctr. 

Grande Pointe Healthcare Community 

12021 Livingston Road 

3 Merit Drive 

Ft. Washington, MD 20744-42  Ph: (30 1) 292-0300 
Richmo nd Heights, OH 44143· Ph: (216) 261-9600 

Fax: (301) 292-2986 

Fax: (216) 261-9662 
SNF 

SNF 

215146 
366008 

SouthI Leasing Co., LLC Greenbriar North Healthcare Center - 8064 South Avenue Boardman, OH 44512-6153 Ph: (330) 726-3700 Fax: (330) 726-2194 SNF 365853 
!:earl L;     sing Co., LLC Greenbrier Senior Living Communi! Y 6455 Pearl Road Parma Heights, OH 44130-298 Ph: (440) 888-5900 Fax: (440) 888-0976 SNF 365192 
Green Park LeasingCo., LLC 

Avis Leasing Co., LLC 

Fairchild (MD) Leasing Co., LLC 

Kolbe LeasingCo., LLC 

Green Park Senior Living Community 

Han ove r House Nursing & Rehab Ctr. 

Kent Healthcare Center 

Lake Pointe Health Cent er (OECC) 

9350Green Park Road 

435 Avis Avenue NW 

1290Fairchild Avenue 

- 3364 Kolbe Road 

t. Louis, MO 63123-7211 

M assillon, OH 44646-3555 

Kent , OH 44240-1814 

Lorain, OH 44053-1628 

Ph: (314) 845-0900 

Ph: (330) 837-1741 

Ph: (330) 678-4912 

Ph: (440) 282-2244 

Fax: (314) 845-0901 

Fax: (330) 837-1747 

Fax: (330) 678-1040 
Fax: (440) 282-7709 

SNF 

SNF 

SNF 
SNF 

265703 

365292 

365834 
365623 

Howard Leasing Co., LLC 

Rocky River Leasing Co., LLC 

East Wate r Leasi ng Co., LlC 

Jarvis Leasing Co., llC 

Brecksville Leasing Co., LlC 

Regency Leasing Co., LLC 

KingTree Leasing Co., LLC 

Washington Leasing Co., LLC 

M arl ey Neck Health & Rehab Center 

Northweste rn Healthcare Center 

Oak Grove Healthcare Center 

Pebble Creek 

Pi ne Valley Care Center 

Regency Manor Rehab & Subacute Ctr. 

Riverside Nursing & Rehab Center 

South River Health & Rehab Center 

7575 East Howard Road 

570 NorthRocky River Dr ive 

620 East Water Street 

670 Jarvis Road 

4360 Brecksville Road  

2000 Regency Manor Circle 

1390 King Tree Drive 

144 Washington Road 

Glen Burnie, MD 21060-8312 

Berea, OH 44017-1613 

Deshler, OH 43516-1327 

Akron, OH 44319-2538 

Rich field, OH 44286-9457 

Columbus , OH 43207-1777 

Dayton, OH 45405-1401 

Edgewat er, MD 21037-1412 

Ph: (410) 768-8200 Fax: (410) 768-2954 

Ph: (440) 243-2122   Fax: (440) 243-4314 

Ph: (419) 278-6921   Fax: (419) 278-2910 

Ph: {330) 645-0200  ,£ax: (330) 645-0316 

Ph: (330) 659-6166   Fax: (330) 659-2944 

Ph: (614) 445-8261 Fax:(614)445-8050 

P : (937) 278-0723    Fax: (937) 278-1989 
Ph: (410) 956-5000 Fax: (410) 956-0470 

SNF 

SNF 

SNF 

SNF 

SNF 

SNF 

SNF 
SNF 

215138 

365811 

365767 

365727 

365370 

365484 

365877 
215297 

Emery Leasing Co., LLC 

Old Leasing Co., LLC 

Summitt (Ohio) Leasing Co., LLC 

Wyant Leasing Co., LLC 

Suburban Pavilion Nursing & Rehab Ctr. 

Wexford House Nursing & Rehab Ctr. 

Wood Glen Alzheimer's Community 

Wyant Woods Care Cent er 

20265 Emery Road 

9850 Old Perry Highw ay 

3800 Su mmi t Glen Drive 

200 Wyant Road 

Nort h Randall, OH 44128-4122 Ph: (216) 475-8880   Fax: (216) 587-4806 
Wexford, PA 15090-9311 Ph: (412) 366-7900 Fax: (412) 366-8768 
Dayton, OH 45449-3647 Ph: (937) 436-2273  Fax: (937) 436-4771 

Akron, OH 44313-4228 Ph: (330) 836-7953 Fax: (330) 836-6806 

SNF 

SNF 

SNF 

SNF 

3652 15 

395300 

365722 

365 779 

G1 
?< 

u 
-\- 

CJ 
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MARYLAND 

DEPARTMENT OFHEALTH AND MENTAL HYGIENE 
OFFICEOF HEALTHCARE QUALITY 

SPRING GROVE Cl!NTER 
OLAND BRYANT BUILDING 

SS WADE AVENUE 
CATONSVILLE, MARYLAND21228 

 

LI«"-"'No.16017 

 

ls.wed to: Forcst\•illc Hc:::t lth&, RchabHitiUion Center 
7420 Marlboro Pike 

Forestville, MD 20747 

Type:of f ACil ity and Number or Ucds: 

ComJ)f"C'hc-nsivc Ca facility• 1628cds 

 
 

Dale l   ucd: April 19.2016 

 

This license hus been gmnlc'<l to: Mnrlboro I.cu ingCo, LLC 
 

A1i1lhority to<Jr(f'MIn1htlSulth va,iccJto thcab,wc<:nlltypc;,:nu,anc10Th<'lf cshll--GcnMtl Mkk, 
Titk 19 S«tioft.lUl AnnoUiilcJ CodoeorMa.>tand.l9S2Edrl)M,andW I and l:sJllt,;«1 

1. o 411)':ind I J.Wu&oiypmiuortl.lnclOOln& allaprltC";lbk rulo and quhdonJ pron,ulpud lhc-tt ul'k.kt. 
lh li Jotumcni I, not IBO:lf(Qbk. 

 

                 April 19,2018 
 

 

 

 
 

Oircc1or 
 

l'-tJl, if lN<i'11J of O lifflW J.lull J.•bj,,atM ptrpltrllfo,IO<rla/U pro,,ra,tk,na,tdthtIJ/Jf/Xblllo,,oftn i l /l t'llt . 



 DHMH  

Sr 

S f A "t E O f-' M A R \' L A S I> 

 
 
 

 

Maryland Departmen t of Health and tvlcn1al Hygiene 
Onicc of HenIth Cnrc Qualit y 

Spring GroveCenter• BlnnJ Bryant Building 

SS \Vl)Jt:Avenue • Cutonsvillc, Mnrylnnd 2122-8 4663 
l>J,,')II,,,,.......Gt,,..,,.....   4              11,..,.,,/ I\ ""-.lJ<iil"I..,.._  •   t;,.T..11.kJwfL · 

 

 
April 7, 2016 

 

Attn: CalanthiaGreen, Administrator 

f ore,tvllleHealthandA.chabltltaUonCenter 
7420Marlboro Pike 

f ore. tvlll e, MO20747 
 

Dear Ms. Green: 

 
Thislett er is to acknow1edgereceipt of a lk ens.e feeof S7,000.00 andan appllcatlo n to operate 
Forestvlllt Health andRehablllt11ll on Center 

 
The enc.losed lk t nsewUI be tn eff ect untJIApril 19. 2018,unless revoked. It is your authority to maintain 

• comprehensivecare facility with a llctnsed capaci ty of 162 bedsunder the provision of COMAR 

10.07.02. 
 

Thislicensels to be dispal yedina c.onspkuous plact, ator nei r the entr.,nce of your fac.lll ty , p lainly 
visible andeasily readby thepublit. 

 

The bedand roombreakdownIsattached. 

 
 
 

 

MargieHeId,DeputyOlre<1o r 

OfOceof HealthCoreQuality 
 

 
 

MH/cjc 
 

Enclosure: Ucense No. 16-017 

Cc:   Princ:cGeorge CoontyHe.aIth  Offk er 
M;uyl,1nd He.allh C.lte Commlu k>n 

Mc-dic..al e, i e O petillllons Admll\litr.atlon 

Mcd k .al ta re Polky Admlnbtt .allon 

Mvers-1ndStaune, 
lynct. U 1.;uo 

r, onm c u,tl,. Suf"i'ey Cootdlnalor 

IJc JCme 

Toll ffff 1-H77 1D•DIIMll - 1T Y  b.l)'lal'ldRcb y 5(-r\· 1,N00.73   4    1 .SK 

\\ 'ch Sile;"  '°'""' ',dh111h 1TUt y f.ind  '(_·t\ 



calanthla Grc-cn, Admln1$trator 

forcnvlllcH alth andRehabill1tnk>nC nt r 
Pase Two 

April 7, 2016 

 
Tho room an<Ib<dbreakdown Is asfollow<: 

 

Room andbed breakdown: 

CAilGOBX 

Comprehensive 

Caro Facill1y 

 
LOCATION 

F111tF100< 

Oup!o•Room" 113, 114, 116, 117, 119, 
120,125, 127,128, 130, 

131.132,1S2,154, 155, 

157,158 

Trip!o Rooms: 102,103,105,106, 108, 

109,135,136,138, 139, 

14, 1  142,146,147, 149, 

150 

Toto! flrnfloor 

 
 

S-ndFloor 

Slnglc Rooms: 252 

Duplex Rooms: 213, 214, 216, 217, 21, 9 

2 20,  224, 225,227,228, 

230, 231,246, 254, 25S. 

257,258 

Trlplo Rooms: 202,203,205,206,208, 

209,235,236,238.239, 

241,242, 247, 249, 2SO 

TotalSecond Floor 

 
 

 

 

 

 

 
 

 

 

 
48 bods 

82 be<!• 

 

 

01 bod, 

 

 
 

34 bed, 

 
 

45 bed, 

80b<ds 

 
 

Ovorall ToliJI 162 b<d, 



 



C-. 
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Numbrrofll<dl_ _ _ _ _ _ 

NO 

i iicy iOf'Cl'il'!C' I 'f'N°i.ll { C- u i'I? 

APrL.JCAi.\T INf OR:'lilAT IO:,i E-tml1_ 
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S t CTION C- LO:-IGTERM CARE PROVIDERAPPLICATION 

DIRECTOR OF NURSING AGREEMENT 

 
Namr or Faclllty: F    ttoo.1h&Rohab  

 
•••••••••••••••••••••••••••••••••••••••••• 

 

This is to certify!hot I, ::J)0 1)  '::11" J'j "1v /<- 
Name 

A. Rq;ist, r«! Nur,, , rcsiwynumbcr IL1;a:oo bla 
B. U«ostd Pra<1lcal Num, B<>.udof Nursing l'<8i"'Y number, 

 

nm• 

 

 
 

_ 
 

anemdploy«! ASDlrm or orNunla g fo< the •bovo-n,,m, fooility >nd CW)' thoSUJ)<Mffl)' 

responsibilitiesof thl. position AS described In State Rcgul•tions 10.07.02 p.v. 12 C &: G. 

Myagn:,cmcn1 with "' Admla tllln tot'ttquin::st.hAt I be onduty_ _ 

Wt'ek:utd work a m 1imumof -10 houn perweek. 
r_:._  days per 

  

···· ································ .·.·.····· 
T he  a bovr statcmco l b co rrtet • nd In a C'C'Ordai:u·:e whb Che condllloDJ aa d cr  wbkb 

 

_11,aiita,thilJ., /:Jau.n 
Facility AdmlnlJ1rator  (s lg, ,atUN') Dau   of  Agrctmm t 

 

 
•••••••• ••••••••••••••••••••••••••••••••••••••••••••• 
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MEDICAL CARE PR OGRAM • PAOVlDER APPLICATION 
 

IMPORTA.kf: Pl.EASE READ AfTACtiEDINS!RUC'nONS BEFORE COMPt.enNG APPI.ICA  
 

1) APPUC'ATION TYPE: 

O' Nfffl' Enrolmrtnl 

[i] Pr 

. co..._, d 
Pmwkil    

 
 

 
 

 

□ Gct!Llp 

D - Sdo Prnc5l(1aer or 01a·Got.tJ:i ( dtch,t,pe' 
 

2) PROVIDER INFORMATIOJii 
•Pklase r-eler to lhe lnsr.rudions Jot1be appropriato OldM. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

l ) LICENSEIPERMff INFORMATION 

 

 

S f.CTl O P.. Rt\' h.td l/ 16/'lOl 0 
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Stl:a 

Pr.dal 2 

l.keri.sc Ni.mber  I 

SECllOH Dr     llcDJCAL CARE .PROGRAM. • PROVJDER  APPUCAT 

a MEDICARE INJ:ORMATIOfrl 
 
 
 
 
 
 
 

 

9J Al TERNATIVE A'0DRESS INFORMATION 
 

 

Co,mpondenct  Addross  
 
 
 
 
 

 

Would )tl!..1 to r tlKll'r.in:c  .rdldng n :lil!'u or .  7 YES LI1  HO 
 

10) O?HER PRACTICE LOCATION INFORMATION 

Please efl=er OdJier 'l'libere :,w 5eC'iUMal)tand � nidplent.,, w:ild'G al , WDIIP addrM1M )'all a-tt 01rrMUy pt u:'ld(t. 

ii  
4 te.'eflOtrie b � Ctlde:5. 

 

 

l 
 
 
 
 

 
 
 

 

 

a 1y Sla\el lipCode 

 

     

T Number Ucon:m Numbl!II'_ _ 

oticn Oaie-- 

_ _ _ _ _ 

- - - - 
_ 

- 
_ _ 

- - 
 

 



°"" 

' TJl'Oot Pr.ldic,, 

  \ 0  

  S<CTION D•  MEDICAlCAREPROGRAM'    PROVIDERAPPUCATION  

4) PRACTICE INFORMATIOH 
• PleJse rofet IOthein<lrudionsI« Clldos. 

 

 

5) SPECIALITYINFORMATION 

• Please<0!«10 theinswctions f0< the •-riale«>des. 
 

Prfm""'/SeeondaNSn.Mi.,ltv •s - 1a11vCodo Certlficotlon Oo!o CortlfitollonNumbor 
   

    

    

    

    

    

    

 

6) SPECIALTYVERIFICATION 

Pleo,echedt the  ...,......,, Oll.lCh thre od- lall.on  Pur,u;o,1'"° '"' ''"°''"' toP!lys;dans Sc,r,;c,,s 

(COMAR 10.09.02).elledMIU,   I. 1979,11\oModicolAMist.inceProgram-aCOnscltanl· "'· 

•tlome<U Olthefolo1W19CrilOtia: 

0 llla,ol>OOt>-odboard-t,y•-ottheAmotlc3n BootdofMedi<:ol  ondcunMt, rot.lin""11staM. A 
ol my - - i$- . 

D , ,,......, .-i!ya:mpleleda tMid<rqptog,macaodilod bf ll\oUaison c.n..--1« ,- Educolicn orby the 

,w Optiote resldencytoYlowconvriclOc otll>oAineric>ll.l<dcal As,odalon, Altacllcdb•-of-homll>oc:l,,;manol 

thed<potlmenl-o Icomplc4edmyrMid<rqO<•tlo<O Ia,n ,- . This'°""'lndudoS11\o• - of thehoo?1'f•tlo<O I 
myr0$ld<nq, leng'/Iolmyresldency.bt'""°"' thep<ogrnmi$ ocaodilodMd lhedalOotmy r-...C,. 

D  lh3'1C bo<ndOdiV<d- - by• ,i,eoal!y board"liP'°""b)'ll\oAfforxy8o.wot ;m  the8o.wol 

TM- ottheAmotlc3n  As,odalfon.   A olmy,i,eoailybOOtd<ffl!caCel>.W 

0 Iha,c beendodared board t,y ospod,llyboard opptMd bytheAfforxyBoord of Speo...,. Veri!coli>n !tom 
my,i,odalty"' al l amboard i$- . 

0 Illa,ocomploledalOS;d()neyp,ogramhafot"9' oounlty.  Myq"""''""""""o;,nngoro forodn'i<slonin11\o 

a,;mnalfonsysi,m ol the - - - Alelletolmy board,orif)inglhi$b .a.,ct,od. 

H)<lUropp!CoOon is roe•group0<ptotc.sic,nalas,odalion.oac:n in lhe90Upor:mocialon•tio•-tobeconsldetod a 
,poci.llisl,,..,.1sooml11\o l"P' od""11c31ion. 

7JGROUPMEMBl:RSHIPINFORMATION 
 

Grooo NMle PIO\!ld or Numbot M-  fn 0310 

   

   

   

   

s •:CT ION 0- Mn ·btd JJl61l010 
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SECTIOND•M£l>ICAI. CAA£PROGRAII• l'ROVIOER APPUCATIOH 
 

11)AUTHORIZATION 

I. lhe pmctitiooor. adminlsm!io< °'oolhorimd profoS$1ooalroprosenlativooflhi$group, by effirmlhctlhlsinfoonotioo QM!ft 

bymo is true ondcomplotoID the bestof "'I f<noolo<lgo and beiaf. Iunde.-lhct iii Ior"'I groupis sat.>ricdbyo hosp;blor 
olhof inslitution f0tp.,liontcaro. lhntI or"'I G'OUl:>1     ;  lheMaryland MedicalCaro Prog,nmfo,lhoso sorviccsfor'M\ich1 
D<"'f 9"' Up lssolariod. 
Dale1,)Y>nYlO\\c, , 

YV' "s.',uo,-«-...-- -.,-,-...-.. --  .-.-,-,,-,.'-,- --P-- ld-.-.-.- --- - -"-".0,-.-,-.,d,-,P - .-....-.c-... - 
 
 

 

 

 
 

Pfc""'rotumcomplotod apj)lication to: Sys1oms and()porotions Admiilslrntion 
PIO'lider Enrollment 
P.O. Box 17030 
Baltimo<o, MO21203 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
SF.CTJON I). R...-k<,l.l/1611010 



□ □ 

 

 

  SECTIONO. PROVIDER APPLICATION• PRACTITIONERANOGROUP ADDENDUM  

PRACTITIONER fv¼Cr 
II you arepa,1ic:ipatingIn• groop pmdice.doyoualsoproYidocatoIDl,wytandI. reciplen1$ in yourprivate pmctjce 

and 'MSh 10 botOlmburseddi'ecUyby the St81e?(Y..,,personal laxidant ficalioo oomber must oppcatonlhls appli:aoon) 

□ YES ONO 

GROUP tJ fl' 
If your groupis affiial<d witha healthca,oinstilutionormedicalschool, plonso onte<tho namoand fulladdressof the 

lnsli!U!ion°' sehool.your cue andabtlefexplanation oryou,g,oup·sdu1ieo: 
Nameol f  aci_i!y _   _   _   _   _   _   _   _   _   _   _   _   _   _   _   _   _   _   _   _   _   _   _   _   _   _   _   _ 

 

MT_rllo,_ _- _- _- _-_-_-_ -_ -_ -_ -_  -_  -_  -_   -_   -_ -_ _- _- _- _-_-_-_ -_ -_ -_ -_  -_  -_  - 

Ovt_ies _ _ _ _ _ _ _ _ _ _ _ 

Is y,ou groupsoJariod by tho obovolnstilltlon7 O 

_ _ _ _ _ _ _ _ _ _ _ _ _ 

YES O NO 

_ _ _ _ 

Ifyoua,o a h\ O. or0.0. wl )"Oil bodispensr,gpharmaceulicalsotherlhnn5"111pios(asophannaey)70 YES  O  NO 

Iryouarean0:0 ... aroyou p<aetlcing o p!Omet,yexdusive!y?0 YES O NO or oplomot,yoswolaspmpnring and 

dispensing eyeglasses (asanopljcion)? 0 YES O NO 

Isyour g,oup ope,nlingalocal HeallhOepnlt!oontClinic? 0 YES O NO 

Isyour groupopc101ing o Frooslandlng Clinic O YES O NO 

 
NOTE: AlllJ'>cUIIO<\OfSln . group must be.., , lad.. Medk:41C.roProgn1mprovldCll. 

 

lABORATORYINFORMATION 1-j \£i 
Completion of thlssoctlonIsroqulrodby lndlvlduol proctlUono"' and groups. Rolmborseffl0111lormedicallaboratory 

sorvicos you proYidoIDelig recipienlS is dependen t on answeong lhololov,ingq- and supplyingcodosorCUA 

Certificate and.whenn,qu<od. MatylnndLaboratoryPcnrits°' lctto,sorExcoption. Proctilioner providolScannot bo 

tllfflbvrsed lo<SONI<,)$referrod IDmedicallaboml0ties 01oUl<lf practices. ThooelabomlDrios orpracticos must bil 

Do)'OUprovidemodicollaborotory SOMCOS Joryour own nts? YES  NO 

Doyouprovide medical laborat!l<y sorvicos Jo, olhor thanyour ownpnoonlS?0 YES O NO 

Doyourspecimens lhata,eob«ai'>ed rrornother $US  Jocat,dinMaryland?0 YES   D NO 

 
AllMaryland pradioonersa,orequired10haveaMarylandLaborotoryPeomorLotto, orExcoption Numbor (§He;,llt GOfle,al 

Article17-202end 17-205. Annotal,dC<,do ofhl.Yyl,>nd) ondCLIA CortifcalONumbor (ClinicalLaboratoryImprovement ol 

1983PublicI.aw100-578)l operlorm laborlllory SO!Vices. CM-of->lllle providers 010only1oquilod10 provide !hew CUA 

Certif,coloNumber, ii theydon ! pecimens thatorlglna!DInMaryland. 

 
 

Sf.CTI ON I). R •b,(d .lllCillOIO 
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  SECTION D. PROVIDER APPUCATION • JNSTITUTION ADDENDUM  

 
YourFISCJIYe;Jr End03.'o: 

 

BedOita 

SeMceType -•fll«ls 

ln-.oCoto(ICf)  

AQ,11) I (IMP)  
15!::i Sb1le<INooing(SNF) 

ClltMC Ho,pit.ll(CliB)  

Monlal Rola<,,_ {!Ill)  

Olhor (0111)  

 

DIAI.YSISFACII.ITU:S 

l/<d<arePro,ide Nlltlll>_e< _ _ _ _ _ _ _ _ _ _ 

-•COf11olie11otw#>.,.;g,,d-•--· 

A11act>• CO/fTol lholellet(&) M)'OIM nl<m>odilry lh<loilg31,,.,m,nl Qlf!'!)O$ilo1111o1. 
l /olo: You'Oll bop.>d OOt.Ylo<lho13'!(s) n ltlb/lhe$oletl<n{s)ln- Joltlole SOIVi:espro,lded, butno1rdidod ln 

""' -- 
PORTASUX•RAYANDOIBER DIAONOSTIC SERVICES MUSTSUPPI.YTHE FOLLOWING: 

M.ltyla<,dl,1edc31Tost l/,;,   Penri1No,    

DoyouinleMIOblfotp,,tabi!y? D YES D NO 

NOii!:   IJ  po!1.1l,lo,_,..,m-tbJno,ieSOMOOp,o,ide,$loc.,!ed-   0tw,ingpoieolsloc.>!edwilhil MUST 

hm•   Test   - TheOtfyOU1-<Jl-slall)po!1.1llo x,aym_ dia')nosti<..,_Pf°"""Iha!donol11,m,lot,z,,e• 

1.-,iT..t Uri!l'fflril oro ltl;it....., M<dcaid tooplontsIntho$!all)in ..iicll theprowlof1$Joc3'.td m 11,oy 

,n,st   p!o,idoa U.edOo...-. 

LA80RATORYIHFO!UIATION 

Comple(icnol lhl$sectionls . lfotm<di<al,.,,.,..,,,S<M>lS)'0Up!o,idolOeig;t,lo1ccpentslsdq>endenlon 

lho _,;on.m eop;e.orCUAc«'6:3tom. - n,qu,od, Ma<)Und - ., l.c(to,.., 
l'fflril Exception. - p,o,ide,$c.motbotemb.Jrsed lotSOfVi:esre!,m,dIOm<dic.ll l.>bOt.llot1csOtOlho< p,3diccs. Thoso 

     ., inc,;c,,s... ,u.. 
Doyoup,...,_medicallabora:oty SOM:Mlot)'DIM""°patoonts? 0\ YES O NO 

Do)'0U p,...,_me<f,colL11>o<olo<ySOIVi:eslo<-tllM)OIJI...,poliM!s?0 YES NO 

Doyou,oc,;,e tllat'""- frOtn- $itoslocotecl in 0 YES NO 

 
All Maryland p,aditionersarn,equirodlo""'°aM.!r(bndl.:lborotory Portrit 0<Lou, o ofExceplion Number (§HeallhGeneral 

Mide17-202and17-205, Annolaloo Codeof Mary!Md) and CU ACottif.,.toNumber(Cinical tory lmp,Mfflenl of 

1988PubicIJ>w 100-578) toperformlabototory - Out-of-st llep,ovide<s a,eonly req111e<1 top,O'lidolholrCLIA 

Cettif,catoNumbet,nlhoy donotnx:ci,ospecimonsIha!otlgln4toin Maryland. 

l' LF.ASF.CO Ml' l, F.TF. FORM 011 111<126-C, l'ROVIU£11OWN t:kS IIII' ANDCONTROL DISCLOSURF. FO RM. 
ANOSUIJ.\IIT WITHl'U.O VI0•:1-t APJ'LICATION. 

k,v bcd J/1612010 



 

 

  SECTIOND,   AAOVIOER APPLICATION ' lll STITUTION AOOENDUM  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

rLF.ASE COMrLETE FORM OIIMII ,iu,.c.PltOVIOF.ROWNF.RSIIIP ANDCONTROL OISCLOSURt: FORM. ANO 
SUBM I T W I TI I f>RO \' I OF.R ArPLICATJON, 

 



  \.== 

m <       

SECTIO N 0 

  PROVIDER OWNERSHIP AND CONTROL DI SCLOSURE FORM  

('(\C>£_ -'-s l ½!!  \i Cf) 
   lta of Ol'se ""'°•"aA:Ol!'OCfor ind,yi:jw,tpt  Ol'gtOUl)SOI'    " - 

P un uMt to 4 2 CFR "4SS. 100 oL Soq . , the dl.1doluro of the lolow(noIs a teq,..,i,od portion Of lho M .:i,yl.indMO<fcid P1ovld« 
. Thetof«o.pf,cas.o onr.wmthe folowingquM6on• and iJgn thrsdocumcol affifmlngthal thb lnJonNt:M>n i$ truo 

and oomJ)loto. Md <ilttutn'Mlhyour opplteot;on. If noeoJSMy, i,ao,u.o atlocheominuation 5hc!ols. 

A. NAME ANOMAIUNG ADDRESS of any peflOflwho, h I OSP.  Odto lh<t Ti:UO X VIII  ondforTl-tlo XU( P1 : 

1, Is on otl'ICO< o, ditec:tor 

 

 

 
2.  baJ)llrtner 

 

 

 

4. MS ocomtw\lttlono l $CCI andJndlrod p intcfostt oqu4l to5%o, moto In the Provid« 
 

5. Is an OWl"M!!f (in wholeo, In p.ut)ofan.ln10,ot.t of 6%Of moroin ony mo,tg:,oo, doodol trus.tnot:o,°' other 

otJiOation t,OQXod (in whole°'inparl) bythoPtOYMSet Of U p.-operty Of PUOtJtf thllt Wor oqU31$ot SOM-t 5% 
of th o vi,tuoOftho pt opo rty oconoCsof thePtavider 

 

 
 

 
8 . Wth ,oipact toanywboonllac:t0t ln lhct t:iCSo XO( Providor hM, Oifec:tty of inditcctly. an OWl'ICf1J'1ip Of  conttol 

lmorcst of  5% or  moro,namoanypera,on fals A. 1-Sabovo, os oppti,odlOlhesubc:Ot'ICrDd.ol'ano $pOCify "'""'.,""'._, .,..ogo,1o,.. f(\13 >r C .., 
 

 
 

 
C. ,1 

@ llli,\lt XR '.  7'.  =  f&s oot iii%lo. \J C 
lfany  ponon namod W1rMPOOlo010   PM  A., 1 $. a bow,, h4$a nyof lhe reb tion$hlps downb0d in UlmPM 

My  T1tlo XOC.Provickir ot rtomsor $0MC0a othcf thantho applicant, or Mh ony entity thatdocsnoc lo in 
M C!dknid but:Is ,oqul,ed10  dlldosoeerWl'I owno,S,hlpbnd conttOIinronnotion boeaus.o of participationln ooy of 
tho p(Ogrom$ ostabbhod undcttTclov. XVIII,or XXof tho Social Sco.irity Ad, s.tolo lhctrwnoOf lhoporso, n  lho 

no,,noof OW,Olhef Provtdot, Dnd tho rw.turo of tho rc1Mioo51'ip. 
 

 
 

2 . IIlho omw, o  lo P C. 1. i'lbo'.'o,contains the names of moro than two petJOnt , IWtwtiothor onyof lflMCI'° 
(Op(lflOd 010 lol.liod tooochothor n, a,pousc,. p,Gtonl, chidot sibling. 

 
Ollf\11141:?6-,G Rcvbc,J J/161'!010 
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t1'>e fumoJ'WIQ or Mf"WCOS.kit  ,.f'lkh is     Mooda,ic:Iprogram. • noc indpr ccg,..-
 

SECTION O 

PROVIDER OWNERSHIP AND CONTROL DISCLOSURE FORM 
 

 

Ihefeby   m thMthisinformo:lion b, ttvo 3ndc:omplolo to tho bo$tofmyknowriodgo and  bolicif,  and  that lho 

toqooltod lnfonnatlonwil be,upclaJedas chMgn OCQ.lr.  I  further certify t.J'\AIupon,pecifie,c,quHt by tho  Soerotory 
of tho Octpa,tmont of Hoa21hand  Human SctMeos or tho Maryland Department of Hc111thMd  fT'ICfllAI Hygicflo. fulland 
o lnformAtlon WIiibe wppliodwithin 35 d:tyaol thOd:itoof lho ,oquost,eoneornlng: 

A.  thoownon,hip of On)' subeontmc:tor 'Mth tho titJo XlX PtCMder has hod.duringthe Pfovlous 12 months. 
bus.lnes.s t111tl$3dlion1Inan090togate omount in oxeouof $25,000.00 and 

8. o,ny aJgnificant buMl'IIH$ tmna.adions•. oceurrlngduringthe 5- arperiodending on lhe doleof WChroq Uct$1, 

t>etY,ef" thoPtcwloct ond ony whOlty·ownodsupplior"' Of M)' 5Ubeontmdor. 

C. the ldontity of my maMge ment eompllnytha t wAI()9ert'ltO or ccntlbCIv.ith Ibo:,pplie.ont lo opomto tho t.oc:ilty. 

0 , thct owner$hlp of oqulpmcot utiitodfo, ditoctpatiortt COt"o. 

'?\0-,o\µ?\u    
 

 
 

PO S IT IO N 

 

• •ptow'idH" 0t · or s.eMoel meMI$a • lklioO.l'M.l™'Qr • .,..htormodUC¥t f.oloty, • onlc. ap1,)d'li,)111CIICM)',• 

."."."..".'..... M Clrlbi , a hNth Ctg,ll'IQ,:tlo,c, a ph,,rNq, and""Yoctlfil'ent.f)' Nt Ot 

• or ·      mo1n.1ot..cto,ffl(>fOho.thQIOpr   'MIOpr  u,.oi, .- aCClf'M'ICll'IIOcaC,on o, noc 

..,,._,e COl"l'W'l'IOtl1a,c1,t,,os. o:nmonsupportng st. If. o, CiOfflTIQfl 'M'IO Mw'ltnot • Menl"lipo,oc,rpo,-.ontil'l<I#fl 

"".-,•-OIOl.-.,--s   of  •   penon. Of . Of cel'let «'U.yOWIW'IJ Of tht   hN'lhCM• l.ciW..fl M.Ni:hfflt')' ptactot. 

• 11111 named. 'MIOat'Ctftl'-deooe,.,, NIITICd. M   $90I.IM, cNclOt 

'"  •·  "OMotnl'llp ,...,ars tho  ofeQl,l()'lnV.. lrJI. M ,h   Ofof Mf'( U.  pro#CSol V'lltdiddotlt,o  .. cty. 

b, "ltldw.M lntttO$l"mo ar,yOilfflffl)ilpfl&omlInMl M Mt crwnfflhbinlitfo,th tM ett.cy. Thd Wffl'I 

. .lncMHt.,•rrr  Ntf'lhans'ldAd 1ntho tHUy. 

c. •Oottm,,NcQn of Of <Ol'ICl'oCPtr   • 

I) lt'ICI -Tamountqi 9 ll'lllc,,l'O'MIs de'l"'""""4by ttiePtt • Of 

InNCh  flt'M'1. For . If A CMM   10 OftheIn ttieCCW1)0latiew•owns,$0porQOflt ofOW 

d   lt'IO . A'•  lntoresl to tl'ISPttOttCirdw'tct lnttie andMu'1be 
l'090l1fd, C«Mrw,. iB &OPttCMloftM of • Q1111'11l5porc:ent0fthoModlotttie 
enuy,O'•  io  •  4 polWfll rid"1 Ct .,o-.. tt1t.ty aM  Med  Mt be tepOft«I. 

2) thnOf t:t>N/ol -  In OIOOf kl drieeri,o of 0. mortQ . <JioNot111M. Mee  , Of 

«tw r . thope, of tho •  • ».c.VMOto MO.lt'Oltieot.lQMIOl'I.  Fore . if A 
10 Pl('Otl"4.of a note t,y60 Pff(:enlot ff'le t as.s.ots. A·1 irltiornth  lho p, ,  • »«1, io6C)fl'OIHlt 
¥id m.nl . Conw,W, . ft8 '40 of • MO..reob1 10 pt f'Clffitofh • " ueb..O't h 
V.,p, • a.wet to4prtt0tntMd nt(!dl',otbe . 

.•..•.s.... n  nll<tlon'  l'nNMarr,blM'IK•11    «Mtfloftnl'IMCIO'l$that.during ll(PJ ono )'Nr  ... <NO,  u. 

$2S  ,OOO«  Sc-t  otfltol the kUI OPt1IU'lg of • . 

• ·SUC)9f.H' ffiNtltian . . « .Mi:in ttcm " p,OYldef p.tl'Chuo$goods.n usoo., out its 
unotf (0o:wt'lmHo.l  . a   e<da I b, d 

DIIMll 4126-G,Rn •lud J/161201 0 
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SECTIONE - STATE AFFIDAVIT 

 
 

Wh Mt\'r    Smo i n ,::n ml ¥i'ill(uUy ma k Or t'AUS lo bt- m,u tr a f»b r !tlak m r nt or 

 

rt pm cn lntlon on ll1l$ llita tt mt n1 n1ny bt pros« utC'd u nder .iar p llc-a b lr St111e b"3• tn 

addition. knol\·lng an,I wlll(ull') f.allln5:10 f ully And ucc1:1rutdy d bd us.r the i nfom uulon 
 

r«f UC'$1Cd' may m ult In d t nhtl of A ttq  UN I l o b«omt' lkt n. or. where tht'c-n li ty ls 
 

atr.:-ady lk rnk  , a n ,·ocutla n of tbut lkc mr . 

 
1 u n ify thrat t head mlnb lra tln a nd prortd urnl rt quln m, nt<It'o tttuinNI In COMAR 

10,07,0? (Rtjtublions,,:o·crnlni: Co m1•rt hcnsi\•l' Cure- Fadll tlo and F..x1, ndtd Catt 

t:ac111t l<'$) In lht' ams of" 'ri llcn ,uJmlnistrulin •and rn ldt nl n n JlC1iclC'$, H y-law, and 

 

olhcr ors:ani,.ado,ud d a<umcnlallon, wrilttn UJ:tt U tt'nls wllh oub htr rc:sou tt c,l c:o n, uUa nl'C, 
 

co  mmlllrl' mtt lin,:.c, , 1a tr q u1d l0 ca1. lons11.n d wrill u  d r,·clopmr nt p      ra m, ucb as 
 

f nsc:n ·lt H . tq ul pnu : n t m11.in tc n unc-,c,n nd dba.,1c-r p rt p are d n,C'$.. h A\'C nor btt n subsh1n1h·c-ty 

iafl t'rt-d. n, ·unl , or modlfitd. , Ince thc- p m ·iow i1;1n'C')'. o r If l hC')' h aw, . I h un nutl nrJ the 

Offi<'t'o r H t all h C a rt- Q m1flty.in wrHlng, b(-fort 1hr tr« 11,·rd u1t of tbt"c h11.n i:c . I f u rt h e r 

C'utiry tha t I ¥1>· i11 no llry the O ffl t t o f Hcilllh Curt-Q u11U1y i( t bctt a uny futurt 

.. ub$tantivr ch;inJ:fSin fuclllly nrnnucrnu:nt uad or,tr'lltlon... as d l'Onc-d In the ln, tnictlons 
 

for complcllon of thr  Ff'drral affilhwh. tb11.1d  i:,nlnc 11.n tl y  u ff« I polkfrs And p roct d11m   und 

tbut notlctwJlll>t'i:h ·t n In wrillni: bt fo    thr C'fr«  1h•r dnteorthe cbans:c, 

NAME OF FACILITY: 
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SECTION F -\YORKERS' COMPENSATION LA \V QUESTIONAIRE 

 
 
 

Name of Fncilily 

\t,'(£':> } Q.,   'k c..,.,t\,  rill))\I\-/,\.1\l() 1'--\e.r 
(l'k:isc1ypcor print) 

 

Addressoffucilily 

:::J\-\.1D \S'(:,.\,\)(,, D \) lu,. ½fi{l".>T{i\\.,IL , 1\..\0  c,,47 
(Pk=lypc or print) 

1
 

0o you hll\'C Workc s oi tpcns.1tionht'\UnlflCC foryouremployees? 

(Check One) ES O NO 

If you ho,·c on5\\'Crcd VF..Snbo\'c: plc:t.o;c rro\'idc the following infom1:11ion: 

Policy Number.--'J.c,15DS - 0 l\'o:CS37> 

Binder Number: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

lnsumnccCompany: J,?Ii jj.J. '1.\.CLL (C,\'\'\\XVW 
\ 

 
 

f. Oi-.ctivcDote: LI-19-:)0   1$  

E.xpir.11ion Dale:   L) - ICj· dL>l lo 

11")'OU ha"'c nns\\'W!n-.d NO, please:1unch Clcopy of yourCertificate of Complinncc in 
uccord:incc with Stale Worker.;•CompcnsntionLnws. 

(Sec nnnchcd fonn i\S2and lnstruclion Sheet) 

 

Plcusc note 

Your license cannot be issued unltss chis form lsromptdcd, signed,dutcd nnd 

prO\•idC'd 10 thls Admi.nbtrution Ah.ms:with ,-·our "'Certificate orCo mplinncc.. if 
 

opp cll k 

Sii:nmun:  
 

 

 

 

 

 

 

 
0 111\1113..UJ.Mn·bff Jl l61?010 



 

 

SECTION I : ADVERSE ACTIONS/CONVICTIONS 
 

 

11lissection c-np1ures infomwtion on ad\'crse lcsal nc1ions. such os convic1ions.•exclusions, 
n!\'OCations. nnd suspensions. 1-\ll npplicabh:adverse lq;.itl oclions must ben:portcd. rcsardkssof 
whc1hcr nnv rcc.:ords \\'Crc ex un•cdor unv n  • Is arc ndin,. 

 
 

Con\·k 1ions 

I. The provider. supplier. or nny0\\11Crof the provider or suppJicr wns. within the last 10 years 

preceding cnrolhncn1 or rcwlid:11ion of cnrollmcnl,convicted of• Fcdcml or Stntc felony 

offense thatCMS hasdctcnnincd to bedclrimcntal 10 1he bc.\1 i01crests of 1hc progmm and its 

bcncficiurics. Offenses incluc..lc: 

l clon)' crimes ngain.st personsand 01hcrsimi lnr crimes for which the individua,l \11s 

convicted, including guilty picasand adjudicated prc•triat divcrsioM; finnncial crim1..-s.,such 

nsextortion, cmbc-r.J.lcmcnt, income tax evasion, insurance fraud nnd othersimilarcrimes 

for which the individual w:isconvictL"'<I. including guilty pk-as Md ndjudicntcd pn:•tri.11 

di\•crsions; :my felony that pltu:cd the Medicaid program or its beneficiaries ut immcdinlc 

risk (suchas 11malpractice suit that r...-sulLo; in a conviction of criininnl ncglC"Cl or 

misconduct): und uny fdonics th;,t would rcsull in a mnnda1ory exc lusion under Section 

l 128(a) of the ,\ ct. 

2. 1\ ny misdemeanor conviction. under federal of Stutc low, related to:(n) thedcli\'CI)'of nn item 

or service under Mtdicnrc or a S tntc hcah h care program. or (b) theobusc or ncslei:t ofa patil!nl 

in connections with the dclivcl}' ofn health CLU'C item or Stt\'icc. 

3. J\ ny misdcmc.anorconviction, under FcdcmJ ofState law, related to theft. fmud. cmbc-,;,Jcmcnt.. 

breach of fiducial}' duty.or otherfin.onciul misconduct in connc;1;:tion with thedeliver)' ofa 

health care item or se rvice. 

4. An)' misdcmCMOr conviction. under fcdcrnl ofState law. n:llitcd to the intcrfrn:ncc with or 

obstruc1ion ofany investisntion into nny criminal offensedescribed in 42 C.F.R.Section 

1001.101 or 1001.201. 

S. Any misdcmconor con \'iction.under Fcdcml of Suite la\\'. related to 1hc unluwful monofocturc. 

distribution, prc:«:ription.or dispensing ofa controllod substoncc. 

Exr hu ion5.,, Rtvocations or Su.. ptnsion, 

I. Any rcvociuion or $USpc:nsion ofa license to providehealth cnrc bynny Str1tc lice nsing authority. 

'lll is includes thesurrender of such license while a fomu1Idisciplinary proceeding wns pending 

before n Stntc licensing authority. 

2. Any rcvocntion of suspension of nceredi1u1ion. 

3. Any suspension or exclusion from par1icip.11ion in. or nny s.·mcrion imposed by.a F<tleml or 

Stnlc hcallhcnn: prov-1m. or :my dcb.mncnt from par1icip;11ion in nny Fcdcml E.xccu1ivc Drnnch 

procurement or non..procun:rncnt program. 

4. ;\ny current Medicare p.,ymcnt suspension under any Mcdicnn: billing number. 

S,. \ ny Medicare revoc:uion ornny Medic-ore billingnumber. 
 

 

Hu ht-d J/16/l0IO 



0 YES- Continue Below l 

 

 

SECTION I: ADVE RSE ACTIONS/CONVICT IONS (<ooliou rd) 
 

 

AO\'ERSE LEGAL IIISTOR\' 

l. Has youror&nni1.ntion. underony current or fonncr nnmcor business identity, ever h.1s nn 

u,h•c r:(C nction lis.icd on c 1 of Section I im scd a ninst it? 

 

 

 

 

2. If yes. reporteach adverse11ctio n when it occuncd. the 1:-cdcrntor Stutc ugcncy or the 

court/mlministrnt·ic, body that imposcdthe action. ond the resolution, if ony. 

Atmch o copy of the adverse action Jocwncnuuion nnd rcsohnion. 

 
Takrn lly Rcrnl udon 
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N.mie of Hoo,c Offir:ic Jr., Sr., 

d� 

SECT ION J: CHA[N HOME OFF[CE [NFORM ATION 

This scc lio n ciJp Clll"Cs infonn.i.tion reg11rding clmin orc.i:nizntioru. ,  This. infommlimi will be us.cd to 
cmiure pro.f)C+ reimburnenicru when 1he PN"'idcr':s )'C --(:nd co...._1 rcpon is lilcd wit11 the .Mcdic-aiJ 
foc,.for scrvi-c:e ( Onl .nu.:h..w. 

.Fm mor.: infommti0n on c:'h.1.in orga:ni.r...oti,m.:s"' :sc -42 C.F.ft 42l .404. 
 

CH1-:CK 111-:  REO  IF  S£- CTl ON J DOI-:. NOT APPLY AND SKIP TJ IIS SECTION 

 

A. T\'PE  OF  ACTro;i.  THIS  PROVIDER rs  REPORTI;i;c I 

 

Ch k onr.:: erri:-c1.ivc Date 

D P.rovide-r in ch.al n is enroll lng ·in Medlen.re for    

lh-c- lirsl 1i me (lmINtl f'J!th.iJlt11Wr'i1 t'f C ,;JOit,-, d p,i ) 

D Providtit is. no long1:r .t1S50ci uu:d wi1h the chJJin    

,organimlicn p viously rcporicd 

 

D Provid ·hns chlmgcd fonn one chi.in lo ario·thcr _ _ _ _ _ _ 

Scic1ion !li to Corn pletr 

Comp!ch:· a-l1 or c-tion J. 

 

Complc-!c section J-C, 

identi rying the· fonni:r 
c-h11iu honw office. 

Co mplc ce Sc-ctk1n J in 
full to identi fy the new 

c:hn.in home offie(:.. 

   Complc1c Sc-ction J c. 
 

 
 

- 

H. CIL \ l N U0 .\ 1E OFHCE 1\Il:i.U I ST lt AT Olt I F01 :i.lATIO:"rii 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Rn u.rd J/ 1 W. OJ I) 



lnro 

□ 

SECTION J:  CE·I A:IN HOME OFPJCE ]NFO RMAT!ON  (cmrli m d   ) 

 
- 

H0:\1E OFFICE [:\FOR:'\t\TI07' 

 
 

-1. or • om ,u    k&   i;,ooi:J w 1111:" rDkmLI lt i=:,,-mix: &i \"k.= 

\.\en.,\:.tl)  Cu.to.. , Vcu:,\;-\-i \.-,V l f\(lk\,  5\v&zO±.  .,_L....L;;;..C..,;;.;. _ _ 
l..   l tomc uffir:(' tl111mcn  Slr.;'(I .,\ Unr l ,  .  ,i;..,,.-l',l"t .J.,,} 

t.\1Ob A c d tlc. 
 

 
 
 

 
Fn . N1;1111 · 1,if ; 

-6\3 - -  \o cr 
I [Ollle OlfKC 

7.11' C'oJ.c, .. 

q5:;J4' 

 
R(l10il'I Y •l:l!d lnliC' f- iJll 

IJ ol 
 
 
 
 

- 

!). TYP : {W nn.:.1:-,.,:i-:ss STIUTTl"RE or TIIE Cl u1:-,,,· IIO;\lE OF'F'1Cf. 
- - - - - - -- 

Chl:'.(:k ono: 

Voh.t ti'Lill)': 

D Non-i".ro Iii - · R  ligio1Hi0   rgal11111.tion 

D Non-Pn:rfil - other rsp«IJSi)_ _ _ _ _ 

 

0 rropriicu11ry 

lndi'i;'i du.ol 

, .: orpt,ml iC1n 

0 P.on n rship 

Oth.c-.r 1 'if,-tt lfJl- _ 

 

 
G (l,..r;m mC'.nl ; 

0 FcNfornl 

0 StJl1i C 

□ Ci'Y 

D ' Ccu.1n1y 

D Ciiy-C oun.ty 

0 t los.plU11 I Di3tricl 

D O1h1-:r r 0 J_ _ _ _ _ _ _ _ 

 

 

F. PIH>\'! DER"S AFFIU ,li.TfO:,.,: TO TIU-: CHAI;"\: UO'.\IE OFF'ICF. 
- - - - - -   -    - - - 

Chc(:k onr:: _ / 

0 lo[nt V  ntu lilllfoi lip Mm1:.11gt dJRcml  1 

D nm::d1Rel.111cd O Wholl)' Own1;d 

 

D t 1: 

0 1  01.l'l  r /Sptt,1'JiJ: _ _ _ _ _ 

 
 
 
 
 

 

Rn l.\Ct,I J/l t:ir.0 10 

(,_ _ 

C Cl !Ali\: 
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not 

scmcos 

 
 

C To pt0{(<:t'!liccool1daltlAlityof.611'1tcclpfcntlntormationinaccordoncewidnh•lfflllS, 

coridlrions nnd' ulrcmeulSof.tho fleollh1 POJtabilhy Md Accoun1t1blilcyMt (H'IPAA) 
of1996,ns lllllcndod,and rcg,,lru!om adoptod thctt<mdcrconuunod in 4SCPR 160, 162and 164 
ond1he Mruylnnd Connd.. tialilyof Medical Records Act (Md. Ann. Code,Hcol!h-Ococml §§,i.' 
301Cl ,,.q,); 

D. Toprovic!e l)lleeso, n e. non-<li,criml114torybas!s1111d 11rboldlwml=, indenmify•anddcfClld 
OcP.>nmo:ntflom.ttll ncc!lgeri·ot r lntei1tioMU, y a.tt,lmcntal""'5ofth•Ptov!dor, iLS .. taond 

employee..  Tlic vldcrwiU no1·dlsctfmlM1e.onthe ofmce, color, nalioru,I origin;age, 
religion, ,ex, &nbillfics, orsexuolorientation; 

 
E. To.provide Scrviocs in compUMco wiihlhcAlnericons wilh Disabllllict·Acl of 1,9,9, 0 S<Clion 

Si)4.of the Rc.liAb.nIUillofl Actort973·.""4 tt,clt-.=mponylng rcgul:nlons,and't/lSUIC 
th.o·l<f\l'll60ci:!ndiv!du lvlllrdilroblU arc.given 1111c,J'liOll\ll)ily'tol)altlclpotcln,mcl'bcnc6t 
lij,,mi.ls·& rylccs,ln<:ludlng,PtOvldlog·lotcrprct,lvcservlc,:tsfi>t1he:detfiln11·b:rud otJ>c:ol!•• when 

, 

 

 

 

F. To'Cbccl< theFcdcml LlstotEi<cludWln di,vidllllslEllliliellon theHcollh1111d HWIWI S<i:vicc:s 
(HHS)OfficcQT•(mpector  (OIOjwcbslm pri<,<10 htilnaor contnlcting,wilh lndl.iduals 
orentitles OJ1d' !fc,it>dt"l!flyllhcckithc 010 W<bsiic to.ddfflnlnc'lhc.fl'U'Uclp:11!on/Cl<Cl usionSlll!lls 
ofowrcnt employees andco!Ul'lldo-... To 'G ServiAdmlnsltml/Qn, 's E'.<cluded 
P_.Qllics,UsJ Sy$tcm (Sl'C,l>), j,rior-io ·hirinJ•;O<contn>cting l>ith  >dlvJdwd·sorentitiesand 
pcriodica,llych<ck theEPLS' wcbsito todelcnninc t,bopirtlclp, alioJl/cxclustonstiuuso.fcum:nt 
employees ailih:ontmctors.Tocheck1'rm)'lan<l·Moclic:aid Listof Exclud,cdProvldmand 
Entities prior1o·Hiri'n1ror contl'lll:tina\villiillifl'lidUlllsore,itltlcsMd pcrlodicatly cltecl:the· 
website to dciefm.inc.lho pullcipntio"1cxculslonslatusofeumntemployces'nnd. contmciOrs. Tho 
Provider l\utMr'agrccs10 knowingly,emeloy, O<'tontmcl wiUt O'pc,s_on, pertnc:"1tip. 
comp.tny, cog,or:itioo orMYothc:l'cotil)'or indiviilulll th3thas beendjsquolificd li'om providing 
ar suppl)'iog to.Mcdical.Assc!tllncc-Rcctpfcntsunless!lle'P'rovidcr Ivespriorwn"tten 
oppro,..U fror,n theOepartmtjlt; 

o. Toaccq,t<the Oej)[lltm 's pa i:ntsaspaYff11:nrin r.mrotcovcxcd:Scru ccs-n:ndcrcdto• 
Rcclplcnt. thel>iovidcr ag,ccs nono 6lll,main,orecceptMY·•dditional poymcn!·ftomllllY 
R ccipicnL lfibi;DeJl'l[fment de111, cs paymcni.orl<q1l<Sb p&)'n>en! Crom the.R,cipicnl.ol'-iftl,c 
1 dl:nlcs paymcnior requestslqlllyn\eut bccouselin otherwb:: co\ocrocl'Serviccwas 

not medically· orwosriot prc,lllhoriztd(if required), the P1<l\i dcr ogrccsno110seek 
psymcn1rrom·theRecipient for lhet Scrvicc:. The Provider further ogrccs10 lmn>edllllcly Y 
lhe Department.in full for,111y clahntwheie theProvlderrecotYCdpayment from11J101l1etparty 
o.flcr being paid by the Dep:irtmco 

H. \\rl1h.tbcexception ofprcnallll cmcor preventive pcdfo11iocarc,toscck pnymcnt flom• 
Recipien't sother1nsuronccs nnd·rcsoun:csof'J)O)'lllCIII bcfonssubmittinichunu to!he 
DcplUUD• n which includes but is noflimilcil toseekingp,ymc:nt from Medicare; privoto 
inswunce, medical benefitsprovided bycmploym lllld unions, worl<cr compcn,ation, one!ony 

 

 

 
Provider Agreement for 

Pnrtlclpation In Mnrylnnd 
.M¢, 1caJ,Assismnce: m 



 
 

(!thetlhltd porty UJSutan<:e. Ifpaymcntllmodc bybothllle·Dcp.,ttmcll1IIJ1'l.Oic Recipient's 
othetInsuronoo,1M lltovitfor shallrdund lbe D<p,atn,cot.within6Q dnys of r«:clpt,.theamount 
paidby Ille Oq,n11ment; 

I. Toaecop1,respo11Slb lll-tyR>r thcV41Jdi an<loccuracy ofall clulmswbmlttcd to ChoD<ponman, 
whelh<:r:rnbrnittcd.oopope,,ekclrOofeolly or llirough a tillling.sc,,,kc; 

J. Thatoll.cJaims$ubnlfnedund<;I' ,. beror iJsp«i)v.i<fer nwnbct'.iiall l,e for rrrcdieslly nectSSal)' 

<lCSthJll..._ actunlly pro)litlcd,as descnoccr-intb\>eblm. 'ni e:Pro vtder.qo)(oowlcclga .lhAL 

lbe  ol)Qt oi:fi'!ll.dill  nt·cllli C<llll4 r=ltIncrmi hu1rprosccu1ion 4!1dllNU·nnd. 
edminlsimtive Slll1tlloru:;. Thls,lltll.finclUt!C'h!s,  ororir. lllsk>n fromthetifucyland Medlest 
ASSUIMCe Ptog{MIand/nrn,lbmils bytheDepfflment to thoRRS0(0 foroxpulsi n fromlhc 

Mcdlcru,, prognun; 

K. 'IMtif.Providoru a physi lnn; tieotshe\¥ii upon n,quc:st;.sub.mlLlhc-name Olld applkcblo 
IIQ:ns,ucforcnch physician cxt,;ndor'in blsorbcrcmplo)'m The•l'l):>vldc_tis rcsporulblcrw 
knowing ood  com pljl,w:_wl!hJlle.Maryl<Wl¥cdlcol   Ptopu's.lc,f,nition ofari 

t r lirul.nir:JM0'11dlng•sopo,v!s!,in IIS ,cqidby thoMarytood Meclk41 

 
L. TharIn.case.of a,gioup provld<:tr tbolndlvidlml l'lov!detlreru!lriQ&.1hcscrvshallInclude his 

-or hcrQ.wn pro.vid« mn nbct; u,wdlMthoplJP.:Jl!Ovldttn\utlbo,r oo,any<lbim: 

M. Tolhrt,bh tlie·Dq,ilitmenl, \vlthln3S dnys.of.thq Depottmcnt":s-n:q_ut:st,mll-llDdCOnt]lltU> 

infom1Ation nbout: .. 
I. Thc.ownc:nhlpQfan).'subconlrllC1ot withwhom theBrovidct badbu:slru:ss 

tnw11cilollS'1Qlallng-inciie·Ot,in$25,000duringU1o12-monlh period Olfdlllgo n·the-daleof 

lherequest; 

2. tµ,y s!snifn:ant busincs,nronsaction ticl,,,-ccn the P,ovtllcr!Ulaony wholly-<iwncd 

suppUct,or   -lhcProvidu ond:nnysubconllll<tor,during the S period endiDg 
on Uic·d'11l,of tJu,.n,quest; and 

3. Anyowner.shipintexc,,odlngS pctt<nthcld by the Provider In onyoth<r Medico! 

Assisllincc Provider, 

N. Thrt·bofoie tho •I tenlrito·or rc=ws thlJAgit,enlCU the Provi • c=a todisclose 

Uu:identlty,:,f any person >Vito: 

t.   }{as1111ownershipor,controlintinthoPro , orisonagcn or IIUl!IOgi03employee 

OflhePtavidor;and• 

2 . Hasbccn•cxrnvlcted·of u crimJnaloff= rclarcd tothot  'sinvolvement in ill< 

Mcdlcald orMcdjcan, 

 

Morylnttd McdleslAssistopcc·Program - Provldu Agrcem·cnt - Page 3 of 6 

 
Provider,!\greemc11t for 

Part lclp.adonIn Maryland 
Medic-alAssistancel' rOg_Tilm 



 
 

0. To"'1lnust1111 odmlnisu,ulvc temcdlesprior to initilltingany lidsmion ngainsl lhcDcpo,oncn 

P. Upon.r=:   iplofn fi<a tionl!mt!he Pro\lld<lr.ls dlsqtrallficd thlousJ> any (cdmal, sJAlctc,,d/or 
Mcdicold admihlslrati\oe oclion,Jo not,u bm-i1cl1imsCo,l"')'ttle1llIO'lhc Dop,ulmcnt for.SctVlc:es 
pc:fonncd,alltt'thedlsqunll catioodate; 

 

Q. Any cxc:esslvc.1'4)'ffleolSton  Piovldct may.be lnunodialdyiieductcd finucr.J)cp<ttunatt 
poymcnts to.nny peycc wl!hIlle l'tol(jHcr's1mt.lrlcntific:Mlon·numbcr.DI thodlscn,tion•ofll1e 
Dqxutmcot; 

 

R. Continu111io n:ofthls.Agrmncnt bcr.ond th•'= •1mn issubji:ct to ond e<>ntingcnt UJ?OII 
sulliclont:fundsboi gIJ)propriatctd;h<l!fgctcd, andotliciwue iwallnblc by U,.,s 
l0£1,J 111111i:or (t,deml:S.OW):CS.The DCJ!'Ulm<ntma)'ienninnro lhli.AaiccmcnJ,end the 
ProVider Wllivcs'Allyandall ctiilq,(s) (ordmJ,Jses, cffa:li,-c.1mn,odhucly rcceipta!.writtcn 
notiCl!'(qr ony·dotc.psccilicd·t ) ll'ro-r any r=on ahb Dcp:mmcnt's lbridlngwm Stlllc 
and/or fcdC!jlf;$Ciw'ccsisDO{iippropri.\!cdO( -lswlthdni\m,Umited-or!mpol,:od; 

S. To.complywith tMDcficlr.Rcciµi:tlonAcr of200S(DRA}clnploy_eccduw  lonrcqui=a,1 

mi  posedupon ""Y.entity,ii!clucli"ll'nny·govcminentlll ogcocJ,o (godiultlon, Wilt.corpomtion, 
j,;lttncishlP.or.o.lll bo,in. llfTIU18Clllenl(lnctll(lh,g,anyMocllcii d'.MCO); wh<:Wr·fur p!Dfitor 

Dillfor profitw, hl1l:n 'cccl\u ' niiQualMC!flcald Paymc'JltSora t I SS®,   0,000. 

T. For Provider Oroupl'Only:-:rit«s-iho virlct Groupallirms'distlt h4s"liu1Mril}'1Cibtna.U ti\ctnber 
P.roViden10·l.Hls   eriJ:  rdi!lu,t it I fl(OVHfeQCb mcmbccl>rovlder wilh n COp)"Of-tlJ!s 
Agr,:tmcnt Tht'Pfovfde'rGroul>' olsoog/tCSto·providetlieOei>fl<nnbuw;   ithJ)lllllCS'ond·proor of 
cwrcnt"lic<asure formc:mher lt'   vidctuwcll.asihc.name(,!)o f individuol(s) with• ulhority 
tosig1l'blUlngso, n b61ialfoCOtt>group.'Tho'PtovldcrOniu·p , to bejoln!ly ICS()CID$illl•with 

any mombet Ptovldct ro, con- wol,or admlnislnrtlvcsonctlonsor rtml:dlco·includlng,bu\not 
limlrcd to,rclmburscmcn!,."iJ.lhlloldlng,l'CC()VCJ)',suspc,mon, letmln,,tioo-orexclusiononm,y 
cluitnssubnllMl'I,or J)QYfflOllt'ltcolvc<i AJ\y fiil,cclaims,.Slatc- 111ordOCumcn!lr, co""'81mont 
oromis¢o·nof ony maici:lal:fa¢15n,11)' fm.lSCCV und..-appUcablc.fcdcn,J·or s1411>1aws. 

U. Too_otify lhc Ocpminr:ntwilliil\!l'k(S)worlting·deysof anyof Ille-following: 

I. AnyOCl!o!} whicll may r<:SU!l lnthesu:spcnsion, <C\'OCOJiO?, condition, liinillllioo, 
qunllficadon orothermntcrlnl IC$lrictionon• Pro\'ldct'sliceOSC$, c:dlif!Cllllom,pcanlts 
ors1Jlffpdvllcgcsbyany entity uodttwhich • PtovldcrIs nulhorized to provido·Scrvlccs 
including!ridiC(mcn •ire.,t,felony conv!ctli>nora:,/ mlnal cholgc; 

2. Changein corporotccntlty,SCMCi, g loaillcl\!,lllll!llngoddi=or odd!tiontoor •-.! 

ofpl'actitioncn oranyQ!hcr intbnnotionpertinent to \he rccc,iptof Dcp,utmont funcb;.or 

3. Ch ongcin·ownmhi p including full dlscl=offh•tcnnSof lhcsales Agreement Whco 

th= Is a ChJlll&e in o wocnhlp , IbisAgtWnctDI is automatically assigned to·!henew 
 

 
 

 
vidcr Agccmcnt (or 

J;'.a:,1lcipatlonin Maeyl:lnd 
!'.:X'l!dl lAssisul11cc P.ro;ram 



 
 

 



,k <la.•2 ..;f Jcv--.. 

 
 

f.. Th:at the Pto vid<:T £1\rollmcntAppll"c lion subntincd nnd$illJlcd by the Provider is 
iocorpornh.•dby rerr:fC'llCC i ntothis Agr«mmtand Iso po.n hercarnsthoui:h fully set 
fonhherein: Md . 

 
" 

 e, 
ProtJidcrSii;m1tun: Dnte 

 

 
Charles 11.i:toltz    

Providor Nome(Typed) Dole 

Oq)Mment Ml rizntion Dale 

. 

!t11./i- t' lt-:•";- 
, \s$i.ttMI Auomcy Gencml Dn1e 

 

 

7420 Marlboro P1ke, Foroatvillo, MO 20747 

Provider Si&rulluo, 1\ddr= (fypcdJ 
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Provider Agreement for 
Por ticipnlion In Mnrylnnd 

Med ical Assistance Progrnm 



. 

wm 
' 

 
M&ltirt.O·M,,Dcy. .- G,BtfW'I\.U -   l ft M. 

 
 
 

 

MARYLAND MEDICAL ASSISTANCE 
. 

DMS/OME ANrJ OXYGEN 

RESIDENTIAL SERVICES AGENCYSURVEY FORM 

 

 

All MAryland Medical A.ssi.rtonc,: Providcn or Disposable Medical Supplies/Durable 
M edi cal Equ ipment and OxygC11 nd Rclat«l R,spin toryEqulpmcat Jet'Vices mllSt 
complete 1.nd ffl11rD •fo rm. FaD'!ro to return 1hlsdocmncut n:raltln 

• wpc,,sion r.rom M. edicaid porticip• Uo, n   . ·  .   . 

I C<rtlry tbol this or;u,aimtlon:  docs , do,snot }<'.'. 
provldc any o(  the foUowillg medioalequipme n t a nd servicesf  o ;M:;c:d;"=t1i-e:",A,;.-:s-s:-l;s:-:,:.,, 
red p it nl5fn lbclr r<Sidaacc: · · 

 
• Delivery 

 

• lmt:illatfou 
 

• lutnact.ioa 
 

• MAin.tcaance 

 
ce' 

 

• Repl•cemeiit orosygco and oxygen dtliveryS)'lt._vcnllhlorr, r.rpintory 

disco.,o maoagcmc,it dcvi"'", cleclro,ale and comp111cr-driveu whcelcbalrr 
and seating l)'Jtcms, apncasnoaftors, tn uu cu tant01Uelectrical/nM"Vc 
stimu.l.oton..lowair'°" cu1AJJco111 prasan:man1:cmcut dcvlcu,scqucotiAJ 
comp rc.uioo devices, nconotal bomc pbototumpy evlccs, focdlnj; pumps 
and clcclrically powm,d hosplbll beds. '

' 

 
 
 
 
 
 

I
' 

Toll FrttI  -Sn -,<l ll),0H>!I! • 1TY rbr Du.bled• Muyl,O<!Rd,),Savic, 1-S00,'13 2ll! 

JlybS,,,;._  ,.s:,-.._nw,s 

- n FiMH Office of Health Services 
' 

Medico! Ca re Prog n1ms. 

· M ary  al  nd Department of  Health and Mental Hyg  iene 
20 1 W.P re sto n S tzecl • Baltimore, Maryland 2120 1 

i 



 

 

 

 

Uy.our  orgfUa.izlltio:a provIda    Cb 1c:rvi soiodlcatir;i •od 11ttacl:ii • t'(IPJ' or )' ti-ur 

itW't'ltZJl Resld-,aiuil lctt A;cney Ui=c-n. 10 tbll fo,rm al,o:ci:K wUb y.our- :11.ppUnitioA 

aod :rcitunii tbcim Co tbic, :mdd raJ be]aw If .fOtti d a- nol provJd lbese1i::irvices. :iO· 

iodlctUi,- And rt1Um Cb.ls form to thl! Hmt   • dd,ress.  Aho1  if in Uu, future rour 
cu·g 11.oiz1:Uo:u beglu the provkion of •be-.111bove-mm1kin :rervJecs; ft b your 

respouibility 10 ob11lh: such Uc=.mr<i •llct rorward 1 -copy to the I»vb.ion or 
Communllf Support Scnri-ce.s.  .Plmsei t:&U us at (4l0) ?67--1739 lf yau b.Av.: any 
iitdditiumd q·u m. 

oi.1.<lb:fo Lto5\ Co. ,u..t. . . 

ct,,):.,. .  k\\  CA \  :.4-( C.hur\ie s ,ri. 
O r:g.o.oizatto·n Name, 

'l 4.-Z.C Y'<\; ,\\'xJ< o P ltt . 
N11:mm- of"Individual C1;1mpleting Fo.ni:i. 

 C..Fo 
£o    e!st,; \ _ ;Mtl :Z.07447    

/..d rca: 
 
 

 

PJeuc- re-rum. tbil form io the followlng addre:u: 
 

Edn Rada , :Prop-nm Spe.cbl.ist - , 
Divilion of Communicy Support Servica 
201 W+ PR(loo Sttec:ft Room,. 136 
Bi'..ldmont. 'MD 2U01 

 
To tt-'b1:!111:1 lolomuUloa c,a,nic-tmm e Rt.:!llid,:otia:1 Servkit A,gmey Lic:cmt1t.'tl1 you may 

IC'Dll (•00 402-8000 or wdt1t to dieOffitc or H ltb Care QLtAll!)'1Spring Grove 
Cmter-, Bh..nd Bryant DuUdmg, 55 W11;de AYtliihe!t CaClffllVWo, MD 21228. 



. .. . . . . . 

""'1¥.,.:.,.... 

. ' . 

. .. . .. ' .. . 

.... '· 

... 

. • 

 

 

,. .. .. . , •  ' ' 

-  .  . , . . ) '= -.  •• , MAR.YLAM'P· .,.. .• _ .. ... . . DEPARTMENJ' OFilEALTH AND MENl'AI:. HYGIENE · 

0 FFICE
.
OFH

. 
EALTH CARE Q

' 
UALITY 

- 
SPRING OROVll CllNTER 
BLAND BRYANT BUILDING 

.
 

SS WADE AVENUE 

CATO_NSVJLL!l;.MAR'f.LAND21228 
 

, • 

, 
... 

, -. 
• • 

. 

Lice.,•No.1 17 

Issuedlo: Fo""1villoHealth& Rch1bill101ionCenter 
-  ,7420 MnrlboroPike 

Forcotvll,lo, MD
. 

20747'   • -. 

• 

 
 

 
..... .... .. 

1)-poor.FaclhlyandNumbtrof Bcxli: 
• Comprchcnii'(G•Carc'Fiicll! I}'• 152Bed, • . .. 

 

April 19.2.0•14 
. • 1'his•ll"" nsc oo;n gnlnlcd to: Mrull>o<o• "!I Co.'4£ • •  .,  r; '''  , , 

., " -·' ,   · ' '. .,, . .. . '   ... ' ..... 
• - ·; . AWlorllYfuos,c,,t<ln lhb,S,.,0.i..,.....i,..r.,..i;.;. ia:nic'i1..i 111 Ml<io. 
•• JIIJc19.S<dlOA JJlf, - (;odeol M · 1911.. •i..·n1•....,_- ,· ""4Ji 

-,-~  ioiolyiiidoll......,ifpnimlo'oi;u,cl...i!ni111'1'91faiilo lpl<d d>a<.-  , • 
- .,...._lsnoilrlmfcnl>I<. •. . 

.; & pl niilon Dote: April.19; 3016. • 
'   . . • 

...
... •

 .,*' • •    •   •  .. ....,  "' ·.,... _
-
.,  
· 

., ' .. \, ..•  . ... . 

• . '  

 

•  • 

... _•,  \............... s" , 

• 

 
.; - ...    . .. 

• .• D. .lr, octor 
' 

l'o/1//k,,IIM o_foU,.,.., ,lw,I/,i,l,J,«l!o, pup;""'o,;,otriMJ,,ol-..,,II!,,h/(/lo,-ofthllfl-,I 

..'! 'I "'• ,.• ,    ,-..,  •  ," .. • •\ •• •.J ....1, ..,., . ,.;.',f .,•,-V ..,• - 
•• I    \. I •-. •   l    • "" ' ,; 

._ - ••  •' '.,: •   
'.  .

', 
,

• t•  • 

• • 

- . 

.. 
: I 

., • •. ,f·.-. . . .. . . 

. . >• ' • ... •• 
• 

. . 



 
 
 
 

. 

j 
I 

 

 

 

 

 

 

 

 

 



 


