Limited Review Application
State of New York Department of Health/Office of Health Systems Management
Part-Time Clinics
To be completed for each specific address where a part-time clinic will be operated.
1. Purpose of Application

	 FORMCHECKBOX 

	New Clinic
	
	

	 FORMCHECKBOX 

	Renewal of an Existing Clinic
	
	

	 FORMCHECKBOX 

	Update (check all that apply):
	
	

	
	
	Duration of Service
	 FORMCHECKBOX 


	
	
	Hours
	 FORMCHECKBOX 


	
	
	Location
	 FORMCHECKBOX 


	
	
	Services
	 FORMCHECKBOX 



2.    Duration of Service
	* Will the clinic be a permanent service?
	 FORMCHECKBOX 
  Yes
	
	 FORMCHECKBOX 
  No
	
	
	

	
	
	
	
	
	
	

	     If no, please indicate how long the clinic will operate:
	
	
	

	
	 FORMCHECKBOX 

	Less than 3 months
	
	
	
	

	
	 FORMCHECKBOX 

	Between 3 months and 6 months
	
	
	
	

	
	 FORMCHECKBOX 

	Between 6 months and 12 months
	
	
	
	

	
	 FORMCHECKBOX 

	1 year
	
	
	
	

	
	 FORMCHECKBOX 

	More than 1 year
	
	
	
	

	
	
	
	
	
	
	

	
	
	* Will this part-time clinic be an annual operation?
	 FORMCHECKBOX 
  Yes
	
	 FORMCHECKBOX 
  No


3.    Location
	Name (if any) of part-time site:
	     

	

	* Street Address of clinic, line 1
	     
	Floor:
	     

	   Street Address of clinic, line 2
	     
	
	

	* City/Town/Village:
	     
	Zip:
	     

	

	Telephone Number (including Area Code)
	(     )        -        
	
	

	

	* Will the part-time clinic be within the sponsoring organization’s service area?
	 FORMCHECKBOX 
  Yes
	
	 FORMCHECKBOX 
  No

	
	
	
	

	Distance to the part-time clinic site from the sponsoring organization:

	
	 FORMCHECKBOX 

	Less than 1 mile
	

	
	 FORMCHECKBOX 

	Between 1 mile and 5 miles
	

	
	 FORMCHECKBOX 

	Between 5 miles and 10 miles
	

	
	 FORMCHECKBOX 

	Between 10 miles and 15 miles
	

	
	 FORMCHECKBOX 

	Between 15 miles and 20 miles
	

	
	
	
	

	Approximate travel time to the part-time clinic site from the sponsoring organization:

	
	 FORMCHECKBOX 

	Less than 15 minutes
	

	
	 FORMCHECKBOX 

	Between 15 minutes and 30 minutes
	

	
	 FORMCHECKBOX 

	Between 30 minutes and 45 minutes
	

	
	 FORMCHECKBOX 

	Between 45 minutes and 60 minutes
	

	
	 FORMCHECKBOX 

	More than 60 minutes
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	* Is there a fee or lease associated with the use of the space where part-time clinic services will be provided?

	
	 FORMCHECKBOX 
  Yes
	
	 FORMCHECKBOX 
  No           If yes, please provide a copy of the lease or agreement.

	

	* Are there other health services provided at this site?

	
	 FORMCHECKBOX 
  Yes
	
	 FORMCHECKBOX 
  No           If yes, please describe the other health services provided.

	
	
	
	

	           



	

	Name and Address of facility, if different from operator, that will provide back-up service:

	
	Back-up Facility Name:
	     
	

	
	
	
	

	
	Street Address, line 1:
	     
	

	
	Street Address, line 2:
	     
	

	
	City/Town/Village:
	     
	Zip:
	     


4.    Hours of Operation
	Specify hours of part-time clinic operation next to the appropriate day.

	
	
	
	
	
	
	
	

	
	
	
	Week 1
	Week 2
	Week 3
	Week 4
	Week 5

	
	Monday
	From:
	     
	     
	     
	     
	     

	
	
	To:
	     
	     
	     
	     
	     

	
	
	
	
	
	
	
	

	
	Tuesday
	From:
	     
	     
	     
	     
	     

	
	
	To:
	     
	     
	     
	     
	     

	
	
	
	
	
	
	
	

	
	Wednesday
	From:
	     
	     
	     
	     
	     

	
	
	To:
	     
	     
	     
	     
	     

	
	
	
	
	
	
	
	

	
	Thursday
	From:
	     
	     
	     
	     
	     

	
	
	To:
	     
	     
	     
	     
	     

	
	
	
	
	
	
	
	

	
	Friday
	From:
	     
	     
	     
	     
	     

	
	
	To:
	     
	     
	     
	     
	     

	
	
	
	
	
	
	
	

	
	Saturday
	From:
	     
	     
	     
	     
	     

	
	
	To:
	     
	     
	     
	     
	     

	
	
	
	
	
	
	
	

	
	Sunday
	From:
	     
	     
	     
	     
	     

	
	
	To:
	     
	     
	     
	     
	     

	
	
	
	
	
	
	
	


5.  
Services Provided
	* Indicate the general type of services that will be provided by checking one response.

	
	 FORMCHECKBOX 

	Screening and referral only
	

	
	 FORMCHECKBOX 

	Screening, initial treatment and referral
	

	
	 FORMCHECKBOX 

	Screening and provision of on-going treatment
	

	
	 FORMCHECKBOX 

	Provision of on-going treatment
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	If on-going treatment will be provided, briefly describe the scope and nature of each such service.

	
	
	
	

	
	           



	
	

	
	

	
	

	

	Enter estimated average patient volume per month:
	           

	
	

	
	
	
	

	
	
	
	


6.  
Operations
	* Will on-site sterilization of equipment be required?
	 FORMCHECKBOX 
  Yes
	
	 FORMCHECKBOX 
  No

	
	
	
	

	* Will medical monitoring equipment (excluding standard equipment such as 

      thermometers, stethoscopes, sphygmomanometers, otoscopes) be used in this clinic?
	 FORMCHECKBOX 
  Yes
	
	 FORMCHECKBOX 
  No

	
	
	
	

	* Will you be generating regulated medical waste?
	 FORMCHECKBOX 
  Yes
	
	 FORMCHECKBOX 
  No

	     If yes, have you developed a plan for disposing of regulated medical waste?
	 FORMCHECKBOX 
  Yes
	
	 FORMCHECKBOX 
  No

	
	
	
	

	* Will a log containing the names of patients treated at the clinic be maintained?
	 FORMCHECKBOX 
  Yes
	
	 FORMCHECKBOX 
  No

	
	
	
	

	Where will the clinic medical records be maintained?  (Check all that apply)

	
	 FORMCHECKBOX 

	The part-time clinic
	

	
	 FORMCHECKBOX 

	The sponsoring organization
	

	
	 FORMCHECKBOX 

	Other
	

	

	Who will have primary responsibility for quality assurance and utilization review activities?  (Check all that apply)

	
	 FORMCHECKBOX 

	The part-time clinic
	

	
	 FORMCHECKBOX 

	The sponsoring organization
	

	
	 FORMCHECKBOX 

	Other
	

	

	* Will the sponsoring site credential the patient care staff used by the part-time clinic?
	 FORMCHECKBOX 
  Yes
	
	 FORMCHECKBOX 
  No

	     If no, please explain below.
	
	
	

	

	
	           


	

	
	
	

	
	
	

	
	
	

	

	* Has the sponsoring organization developed policies and procedures for use by this clinic?
	 FORMCHECKBOX 
  Yes
	
	 FORMCHECKBOX 
  No

	     If no, please attach explanation.
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7.  
Waiver Request
	The space in which this clinic will be operated conforms with the code requirements specified in 10 NYCRR Section 703.6, plus applicable fire safety codes.
	 FORMCHECKBOX 
  Yes
	
	 FORMCHECKBOX 
  No

	     If no, you must request a waiver.
	
	
	

	
	
	
	

	This part-time clinic is not and will not be located at a private residence or apartment, an intermediate care facility, congregate living arrangements (not including a shelter for adults or other group shelter operated by governmental or other organizations to provide temporary housing accommodations in a safe environment to at-risk populations), an area within an adult home, a residence for adults or enriched housing program as defined in Section 2 of the Social Services Law, unless the part-time clinic is an outpatient mental health program approved by the Office of Mental Health, or the private office of a health care practitioner or group of practitioners who are licensed by the State Education Department.
	 FORMCHECKBOX 
  Yes
	
	 FORMCHECKBOX 
  No

	     If no, you must request a waiver.
	
	
	

	
	
	
	

	* Is a waiver requested?
	 FORMCHECKBOX 
  Yes
	
	 FORMCHECKBOX 
  No

	     If yes, please attach a description of the specific exemption which is being sought.  Briefly describe the public health justification for the exemption, and, as appropriate, the steps that are being taken to mitigate any negative impact on patient safety and ensure public access to services at this site.
	
	
	

	

	 FORMCHECKBOX 

	No waiver being sought.  However, other action is being taken:

	
	     An application for:
	 FORMCHECKBOX 

	Extension Clinic is expected to be submitted

	
	
	 FORMCHECKBOX 

	Other, please describe below

	

	
	           

	

	
	
	

	
	
	

	
	
	

	

	* Will you want to use the information in Part I to submit another specific location request for 

      a part-time clinic?
	 FORMCHECKBOX 
  Yes
	
	 FORMCHECKBOX 
  No
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