Ventilator Assisted Program Unit
Endorsement Application

When an application must be submitted:

· At least 60 days prior to anticipated opening of a new community;

· At least 60 days prior to a change of ownership or VAP Contractor;

· At least 45 days prior to license renewal.
1.  Type of License and Endorsement Fee:

· Indicate type of license of the endorsed Unit;

· Include endorsement fee as indicated.

2.  Type of Application:

· Indicate what type of application.
3.   Community Information: 

· State the name of the Facility (DBA/ABN) exactly how it is registered with the Secretary of State Corporation Division.  Website: http://filinginoregon.com;

· Provide name of Ventilator Assisted Program (VAP) Unit Director;

· Facility and unit capacity and occupancy
1. State the maximum licensed bed capacity based on the floor plan approved for the building.
2. Of that capacity what is the maximum capacity of the proposed VAP unit.
3. What is the current # of residents in the VAP unit (not applicable for initial endorsement application). 

4.   Applicant Information:

· Provide name of Licensee Entity with address and contact information;

5.  Contractor Information:

· Provide name and contact information for the contractor company only if it is a different entity than the licensee. 
6.  Experience:

· Describe the experience the applicant has in overseeing operations of a VAP Unit. If the applicants experience occurred outside Oregon, please indicate where the applicant gained their relevant experience.
· If a contractor will be overseeing the operations, please include what experience the contractor has in overseeing the operations of a VAP Unit.
To complete the Endorsement Application initial endorsement, change of ownership or management, the following must be included:

· Staffing Plan for the VAP Unit as outlined in OAR 411-090-0160;

· Employee training curricula as outlined in OAR 411-090-0120(3)(b) and 411-090-0170;

· Name of the physician(s) who will provide oversight of the ventilator dependent residents and their current Medicaid Provider Number;
· Name of the Ventilator Assisted Program Unit Director and their applicable credentials;
· Valid written addendums to nursing facility agreements with vendors outlined in 411-090-0120(3)(e)(A) and (B);

· A copy of the contract with a Ventilator Assisted Program Unit Contractor if a contractor is providing your VAP services;
· A statement of the VAP mission, commitment to Person Centered Care, and weaning and promotion of VAP residents to be as independent as is medically feasible;
· Plans for Infection Control, Maintenance and care requirements of equipment and disposal of supplies, Emergency Plans, Floor Plans of the VAP Unit designated area, and copy of the care planning tool;

· Copies of any brochures or advertisements used to advertise the facility and facility services; and

· The Endorsement application fee as outlined in OAR 411-090-0120(6).
The Licensee is responsible for ensuring the VAP unit is in compliance with the physical plant requirements and fire and life safety codes for licensing and endorsement.  To ensure your unit is in compliance with physical plant requirements contact Facilities Planning and Safety at 503-373-7201.  For questions regarding fire and life safety codes contact the Oregon State Fire Marshal’s fire and life safety office at 503-934-8256.
Nursing Facility

Ventilator Assisted Program 
	For SPD Use Only

Approval Date ____/____/____

License # ________________

Lic. Expiration Date ___/___/___

	


Endorsement Application
1.  Endorsement Fee:


____ $1000 (Initial)

____ $500 (Renewal)
2. Type of Application:


____ Initial for New VAP Endorsement
Projected Opening Date ____/____/____
____ VAP Endorsement Renewal

(Project # ___/____)

____ Change of Ownership for VAP

         (NF licensing change of ownership also required) 
____ Change of VAP Contractor
3.  Community Information:

    Name of Community ___________________________________________________



      (Doing Business As; (DBA) name registered with Secretary of State)
    Phone:  ______________ Fax: ______________ Email _______________________
    Street Address: _______________________________________________________
    City, State, Zip: _______________________________ County: _________________
    Mailing Address  ______________________________________________________
    VAP Unit Director: ____________________________ E-mail: __________________
    Credentials: __________________________________________________________
    Maximum Nursing Facility Licensed Capacity _________________
    Current number of Residents ________________ VAP Capacity ________________
4.  Applicant Information: _____Owner (Licensee)
_____Management _____Operator
    Name of Licensee operator / management company: __________________________








   (Exactly as registered with Secretary of State)

    Phone ______________ Fax _______________ Email ________________________

    Street Address: _______________________________________________________
    City, State, Zip _______________________________________________________
    Contact Name: _______________________________________________________
5.  Contractor Information (Complete only if another entity other than the

     applicant will be overseeing the operations of the designated unit)
Name of Ventilator Assisted Program Unit Contractor:  
______________________________________________________________________

Contact Name ______________________________________________________________

Phone _________________ Fax ________________ Email __________________________
Street Address ______________________________________________________________

City, State, Zip______________________________________________________________

6.  Experience:

     Please describe Applicant’s and/or Ventilator Assisted Program Unit Contractor’s experience               in operating Ventilator Assisted Programs. 
     (Please attach additional page if needed)

     ___________________________________________________________________
     ___________________________________________________________________
     ___________________________________________________________________
     ___________________________________________________________________

     ___________________________________________________________________

Applicant Signature
I, the undersigned, an authorized representative of the applicant declare to the best of my knowledge this information is true, correct and complete.  By knowingly and willfully failing to fully disclose the information requested may result in denial of application.  
_________________________________________
_______________________________

Name of Authorized Representative


Title

_________________________________________
_______________________________

Signature 






Date

Send completed application and fees to:

Aging and People with Disabilities
Attn: Nursing Facility Licensing Unit
NF.LICENSING@dhsoha.state.or.us
Phone: 503-945-5853 Fax: 503-378-8966
Note: A Ventilator Assisted Program endorsement will not be approved until all requirements for the community’s license and endorsement has been met.
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