
Ohio Departm ent  of Health 
 

Health Care Facility  
Ambulatory Surgical Facility, Freestanding Dialysis Center, Freestanding Birthing Center, 

Freestanding Inpatient Rehabilitation Facility 

Initial Application 
 
 
 
 
 
 
General Information and Instructions 

 
The Ohio Adm inist rat ive Code requires all health care facilit ies (HCF)  to be licensed.  There are six 
types of health care facilit ies:  ambulatory surgical facilit ies;  freestanding dialysis centers;  
freestanding inpat ient  rehabilitat ion facilit ies;  freestanding birthing centers;  freestanding radiat ion 
therapy centers and freestanding or m obile diagnost ic im aging centers. 
 
You m ay visit  our website at  www.odh.ohio.gov to review and print  rules 3701-83-01 through 3701-
83-14 and:  
 
Am bulatory Surgical Facilit ies    3701-83-15 to 3701-83-22 
Freestanding Dialysis Centers    3701-83-23 to 3701-83-24 
Freestanding I npat ient  Rehabilitat ion Facilit ies  3701-83-25 to 3701-83-32 
Freestanding Birthing Centers    3701-83-33 to 3701-83-42 
  
You may also obtain the licensure applicat ion from our website, t it led Health Care Facilit y Licensure 
Applicat ion.  To be considered for licensure, you must  subm it  a completed applicat ion and an 
applicat ion fee of $300.00 and mailed to the address below.  The check or m oney order is m ade 
payable to Treasurer, State of Ohio #3500.    A complete applicat ion includes the subm ission of a 
copy of the following docum ents pertaining to the facilit y:   Use and Occupancy Perm it ;  floor plan;  
and State Fire Marshal’s report .   
 
    Ohio Department  of Health 
    Revenue Processing # 3500 
    PO Box 15278 
    Columbus, OH 43215 
     
I f your fire inspect ion has not  been conducted by the State Fire Marshal, our office will subm it  the 
necessary docum ents to the State Fire Marshal’s office request ing an inspect ion.   
 
Subm ission of an incomplete applicat ion, may delay the processing of your applicat ion.  Please be 
advised that  Ohio Adm inist rat ive Code rule 3701-83-06 provides for an inspect ion fee of $1750.00.   
 
To obtain online informat ion regarding the licensure process, e.g. forms, rules (Ohio Adm inist rat ive 
Code (OAC)  and regulat ions (Ohio Revised Code (ORC) , visit  the Ohio Departm ent  of Health web site 
at  ht tp: / / www.odh.ohio.gov. Quest ions regarding the licensure process m ay be directed to our e-
m ail address, liccert@.odh.ohio.gov or by calling our office at  (614)  466-7713. 
 
 
6/ 8/ 05 



Health Care Facility Licensure Application 
As defined in sect ion 3702.30 of the ORC and 3701-83-04 of the OAC 

 

ODH Use Only    
I D #  _________________    
               
OHL #  

     

Please Print  Legibly in I nk or Type      

1. Applicat ion Type 
 

฀  I nit ial             ฀  Change of Ownership 

2.  Date of operat ion or projected opening date or date of 
change of ownership. 
                                   /           /           

 

3.  Licensure Type -  √ only one 

฀ Ambulatory surgical facility                                                          ฀ Freestanding dialysis center                               

 
   #  of operat ing rooms  _________                                                    #  of hemodialysis stat ions_________ 
 
  #  of procedure rooms _________                                                     #  of per itoneal stat ions  _________ 

                                     
  I s this facilit y  located in a building that  houses  

  in-pat ient  care?      ฀ No        ฀  Yes 

 

฀ Freestanding inpatient rehabilitation facility                             ฀ Freestanding birthing center                             

 
   #  of pat ient  care beds ________                                                       #  of bir thing rooms ________ 
 

  

4.  Facility name (DBA)  
 

Telephone num ber 
 
(               )  

6.  Previous facility name, if applicable 
 
 

7.  Address 
 
 

City Zip County 
 
 

8.  E-m ail address 
 
 

 
9.  Mailing address, if different  from  above 

Nam e 
 
 

Address 
 
 

City State Zip 
 
 

 
10.  Days and hours of operat ion for this facilit y 
 

Monday Tuesday Wednesday Thursday Friday Saturday Sunday 

A.M.       
 

 

P.M.       
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11.  I s this health care facilit y  accredited or cert if ied?    ฀ No    ฀ Yes     

 
I f yes, type ___________________________________________________________________________________________ 
 
I f yes, enclose a copy the current  accreditat ion inspect ion report  with this applicat ion. 

 

12.  This business is a/ an      ฀   I ndividual       ฀  Partnership     ฀   Lim ited Liabilit y Com pany   

                                          ฀   Corporat ion    ฀  Associat ion     ฀   Other:  _________________________________________ 

 

 
 
Individual owner:   Skip quest ions 19 through 29 only. 
 
More than one owner, partnership, corporat ion, lim ited liability company or associat ion, skip quest ions 13 through 18 only. 
 

13.  Owner’s nam e 
 
 

14.  Address 
 
 

City State Zip 
 
 

15.  Phone num ber 
 
 

16.  Owner’s occupat ion 

 

17.  Owner’s business address, if different  from  quest ion # 7 

Address 

 

 

City State Zip 18.  Phone num ber 
 
(               )  

 
 
Multiple Owners, Partnership, Limited Liability Company, Corporation, Association, Other  
 

19.  Business ent ity name 
 
 

20.  Address 
 
 

City State Zip 21.  Phone num ber 
 
(               )  

22.  Business Act iv ity 
 
 

23.  This business is a 
 

฀ For profit      ฀ Not  for Profit      ฀ Governm ent  

 

24.  Date of incorporated or 
regist rat ion            
 
                /                   /  

25.  Charter / regist rat ion num ber    
 
 
#  

 
26.  List  the name of each person who has an ownership interest  of 5%  or m ore in the business (at tach addit ional sheets if 
necessary) . 

Nam e 

 
Nam e 

Nam e 

 
Nam e 

Nam e 

 
Nam e 
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27.  Officers names, t it les, addresses and phone num bers 

Title Name Address Phone Number 

 

    
(               )  

    
(               )  

    
(               )  

    
(               )  

 

28.  Statutory agent ’s nam e 
 
 
 

Address 
 
 

Phone Number 
 
 
(               )  

 
29.  I f state agency or local governm ent , the nam e, address and phone num ber of individual authorized to enter into 
agreement  on behalf of state agency or local governm ent .                      ฀ Not Applicable 

Name Address Phone Number 

 
 
 

  
 
(               )  

 

30.  On-site adm inist rator ’s nam e 
 
 

31.  Medical director ’s nam e or indiv idual responsible for the provision of health care services 
 

32.  License/ Cert if icat ion #  
 
 

  

33.  Has the new owner(s) , adm inist rator or m edical director been affiliated through ownership or em ploym ent  with any of the    
       facilit ies listed in rule 3701-83-04(A) (1) (c)  of the OAC within five years pr ior to the date of this applicat ion? 
 

฀ No   ฀ Yes   I f "yes", provide in wr it ing the indiv idual’s name(s)  and address(es)  of the facilit ies.  

34.  Has the owner(s) , adm inist rator or m edical director been convicted of any crim inal convict ion, civ il j udgm ent  or      
       adm inist rat ive adjudicat ion related to the provision of care or bearing a direct  or substant ial relat ionship to the j ob         
       responsibilit ies he/ she is to carry out? 
 

฀ No  ฀ Yes   I f "yes", provide in wr it ing the indiv idual’s name, full explanat ion stat ing the charge(s) , date(s)  and 

disposit ion(s) .  

 
 

 
I  affirm  that  to the best  of m y knowledge and belief, the answers provided herein and all accom panying m aterials are t rue and 
correct .  I  understand that  sect ion 3702.30 of the Ohio Revised Code and paragraph (E)  of rule 3701-83-04 of the Ohio 
Adm inist rat ive Code require the owner to inform  the Director, in wr it ing, of any changes in the informat ion contained in the 
statement  of ownership set  forth in the init ial applicat ion and any change in accreditat ion status, no later than 30 days after 
the occurrence of the change. 
 

 
Any owner nam ed herein m ay sign the applicat ion.  That  owner’s nam e m ust  appear in quest ion # 13 or # 26.  I f the signatory 
is not  an owner, at tach a notar ized affidavit  that  the indiv idual is the authorized representat ive of the owner. 

Print / Type owner 's/ representat ive's name & t it le 

 

 

 

Signature Date 

 
 

Print / Type adm inist rator ’s name 

 
 
 

Signature 

 
Date 

Print / Type medical director ’s name 

 

 

 

Signature Date 
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