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1. Type of Specialty:

2. Facility name, address, county, ZIP Code.

3. Legal name and address of applicant, if diffefeom Item 2 above.

4, Contact person. (Include address, county, ZBeCtelephone number, and FAX number).

5. Provide a brief narrative description of yousility, and the types of services it currently affe

Also identify the type of surgery that will be penfned.

6. Identify physicians in the group and state wipblgsician(s) will perform surgery. Certify tha): a
each physician will maintain medical staff priviegt a full service hospital, or b) at least one
member of the physician group has staff privilegjes full service hospital and will be available
at the facility or on call with a 30-minute travehe of the full service hospital during hours of
operation of the facility.

7. Please certify that the surgical procedures perdrin this facility will be in compliance with
federal and state regulations regarding anesthesia.

8. Certify that the proposed facility will have aeal transfer agreement with a full service hospital
to provide services which are required beyond dops of the single specialty facility’s programs.
The facility must also have a formal process favjting follow-up services to the patients (e.g.,
home health care, outpatient services) throughegsropordination mechanisms.
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Single Specialty Ambulatory Surgery Facility
Application for Determination of Non-Reviewability
Page 2

89. Please state the total cost involved in constrgand equipping the facility for the service.

910 Certify that the surgical services to be providgdhe practice will be limited to those procedures
that are either office procedures performed unaleallor regional anesthesia, or procedures that
are more complex than office procedures but lesgpex than major procedures requiring
prolonged postoperative monitoring and hospitat ¢carensure safe recovery and desirable results;
that the procedures will be limited to those which patient will arrive at the facility and expect
to be discharged on the same day; that all proesduill only be performed by the physicians or
dentists listed in the application and each areveidtontinue to be licensed to practice in the
State of Mississippi.

4011, Certify that any changes in the physicians ottidenlisted in the application (through additian o
withdrawal) will be communicated by written notimethe department within 30 days of the
change.

4112 The facility must be physically separated fronm+sairgical activities, as required by the
"Interpretative Guidelines and Survey Procedures\fobulatory Surgical Services". Please
certify your compliance with this criterion

1213 Please sign the attached certification page.
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CERTIFICATION

STATE OF MISSISSIPPI

COUNTY OF

| (we) do solemnly swear or affirm on behalf of

, after diligent research, inquiry and study, tiet information and
material, contained in this foregoing application & Declaratory Ruling is true, accurate, andesrito
the best of my (our) knowledge and belief. | (wellerstand that the Mississippi Department of Heealt
will rely on this information and material in malgiits determination. If it finds that the applicat
contains distorted facts or misrepresentationDgpartment may require Certificate of Need revidithe
project. | (we) will notify the Department shoulit any time ownership of the single specialtylfgci
transfer to a hospital or other health care fagitir should the facility seek to operate a duaksgty
surgery facility.

It is further understood that this ruling is vala a period of twelve months. If the project @ n
implemented within the twelve month period, | (we)st request a second ruling by the Department. |
(we) understand that this determination is madecoordance with the Official Attorney General's i@pn
dated March 22, 1994. Should that ruling changg po initiation of the project, | (we) understatidht
any subsequent ruling will be made in accordantlke thie revised Opinion.

Signature Signature

Title Title

Name of Facility

Sworn to and subscribed before me, this_the day of , 20

Notary Public

My Commission Expire
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