
Executive Summary 

The Family Health Centers at NYU Langone (FHC) and NYU Langone Hospital—

Brooklyn (NYULHB) submit this Administrative Review Certificate of Need application to 

consolidate two existing Brooklyn FHC locations—one at 6317 4th Avenue, which 

includes family health, women’s health, and dental services, and another at 150 55th 

Street housing a dental practice—into a newly constructed, ADA-accessible five-story 

facility located at 602 60th Street, Brooklyn. In addition to the relocated clinics, the new 

facility will support the expansion of existing services offered across the FHC network. 

The new FHC location will offer services including family medicine, women’s health, 

dental care, and adult and pediatric rehabilitation services. The new facility will 

encompass approximately 13,000 square feet on the ground floor dedicated to family 

health services, 6,000 square feet on the second floor for women’s health, 18,000 

square feet across the third and fourth floors for adult and pediatric dental practices, 

and 9,000 square feet on the fifth floor for adult and pediatric rehabilitation services. 

This consolidation and expansion intend to establish a comprehensive medical home, 

allowing patients to access multiple services conveniently at a single location, thereby 

reducing the need to visit multiple sites. The new facility’s increased space will also 

enhance capacity, enabling FHC to serve a greater number of patients over time. 

Situated adjacent to FHC’s Family Support Center, which provides community services 

such as nutrition support, early childhood programs, and educational services, the 

location supports integrated community health efforts.  The FHC anticipates 

improvements in wait times and increased patient capacity resulting from the expanded 

space. 

The total project cost is projected to be $78,373,526 which includes CON fees.  

Please note the architectural components of this application will be reviewed by DASNY. 
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Working Capital Financing Plan 

1. Working Capital Financing Plan and Pro Forma Balance Sheet:
This section should be completed in conjunction with Schedule 13. The general guidelines for working
capital requirements are two months of first year expenses for changes of ownership and two months of
third year expenses for new establishments, construction projects or when the first year budget
indicates a net operating loss.  Any deviation from these guidelines must be supported by the monthly
cash flow analysis.  If working capital is required for the project, all sources of working capital must be
indicated clearly.  Borrowed funds are limited to 50% of total working capital requirements and cannot
be a line of credit.  Terms of the borrowing cannot be longer than 5 years or less than 1 year.  If
borrowed funds are a source of working capital, please summarize the terms below, and attach a letter
of interest from the intended source of funds, to include an estimate of the principal, term, interest rate
and payout period being considered.  Also, describe and document the source(s) of working capital
equity.

Titles of Attachments Related to 
Borrowed Funds Filenames of Attachments 

Example:  First borrowed fund source Example: first_bor_fund.pdf 

In the section below, briefly describe and document the source(s) of working capital equity 

Any necessary working capital will be provided through operating cash flow. Audited financial statements are 
included with the CON application. 
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2. Pro Forma Balance Sheet
This section should be completed for all new establishment and change in ownership applications. On a
separate attachment identified below, provide a pro forma (opening day) balance sheet.  If the
operation and real estate are to be owned by separate entities, provide a pro forma balance sheet for
each entity.  Fully identify all assumptions used in preparation of the pro forma balance sheet.  If the
pro forma balance sheet(s) is submitted in conjunction with a change in ownership application, on a
line-by-line basis, provide a comparison between the submitted pro forma balance sheet(s), the most
recently available facility certified financial statements and the transfer agreement.  Fully explain and
document all assumptions.

Titles of Attachments Related to Pro Forma 
Balance Sheets Filenames of Attachments 

Example: Attachment to operational balance sheet Example: Operational_bal_sheet.pdf 
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D 
Areas with possible but undetermined flood hazards. No flood hazard 
analysis has been conducted. Flood insurance rates are commensurate 
with the uncertainty of the flood risk.

4.2 

Are you in a designated evacuation zone?

If Yes, the Elevation Certificate (FEMA Flood Insurance) shall be submitted with the 
application.  

If yes which zone is 
the site located in?  

4.3 

Does this project reflect the post Hurricane Lee, and or Irene, and Superstorm Sandy 
mitigation standards?   

If Yes, which 
floodplain? 

100 Year 

500 Year 

The Elevation Certificate provides a way for a community to document compliance with the 
community’s floodplain management ordinance. 

http://www.fema.gov/media-library-data/20130726-1437-20490-3457/f_053_elevationcertificate_jan13.pdf 
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Currently, FHC has a facility nearby called Parkridge at 6317 4th Avenue and the former Lutheran Hospital 
at 150 55th Street, Brooklyn. The Parkridge facility contains family health, women’s health, and dental 
practices which will be moving to the new facility, and the Hospital houses a dental practice which will also 
be moving to the new facility at 602 60th Street in Brooklyn 
Click here to enter text. 

Brief description of proposed facility: 
The new facility at 602 60th Street will inhabit a new building which is currently under construction. the new 
5-story building will contain a 13,000 square foot family health practice on the ground floor, a 9,000 square
foot women’s health practice on the second floor, a 9,000 square foot adult dental practice on the third floor,
a 9,000 square foot pediatric dental clinic on the fourth floor and a 9,000 square foot adult and pediatric
rehabilitation practice on the fifth floor.
Click here to enter text.

Location of proposed project space(s) within the building. Note occupancy type for each occupied space.  
All the new spaces will be ambulatory health facilities which are designated as Business Occupancies in the 
NYC Building Code. 
Please see above 
Click here to enter text. 

Indicate if mixed occupancies, multiple occupancies and or separated occupancies. Describe the required 
smoke and fire separations between occupancies: 
There will not be mixed occupancies in this building. All the occupancies will be ambulatory health facilities 
which are designated as Business Occupancies in the NYC Building Code. 
Click here to enter text. 

If this is an existing facility, is it currently a licensed Article 28 facility? Not Applicable 

Is the project space being converted from a non-Article 28 space to an Article 28 
space? 

Not Applicable 

Relationship of spaces conforming with Article 28 space and non-Article 28 space: 
All practices will be Article 28 spaces. 
Click here to enter text. 

List exceptions to the NYSDOH referenced standards. If requesting an exception, note each on the 
Architecture/Engineering Certification form under item #3. 
No Exceptions are being requested at this time. 

Does the project involve heating, ventilating, air conditioning, plumbing, electrical, 
water supply, and fire protection systems that involve modification or alteration of 
clinical space, services or equipment such as operating rooms, treatment, 
procedure rooms, and intensive care, cardiac care , other special care units (such 
as airborne infection isolation rooms and protective environment rooms), 
laboratories and special procedure rooms, patient or resident rooms and or other 
spaces used by residents of residential health care facilities on a daily basis? If so, 
please describe below. 
Click here to enter text. 

Not Applicable 

Provide brief description of the existing building systems within the proposed space and overall building 
systems, including HVAC systems, electrical, plumbing, etc.  
This will be a new facility from the ground up and will contain all new mechanical systems including HVAC, 
Electrical, Plumbing, Fire Protection and Fire Alarm 
Click here to enter text. 

Describe scope of work involved in building system upgrades and or replacements, HVAC systems, 
electrical, Sprinkler, etc.  
This will be a new facility from the ground up and will contain all new mechanical systems including HVAC, 
Electrical, Plumbing, Fire Protection and Fire Alarm 

Describe existing and or new work for fire detection, alarm, and communication systems: 
This will be a new facility from the ground up and will contain all new mechanical systems including HVAC, 
Electrical, Plumbing, Fire Protection and Fire Alarm 
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Does the project involve Operating Room alterations, renovations, or 
rehabilitation? If yes, provide brief description. 
Click here to enter text. 

No 

Does the project involve Bulk Oxygen Systems? If yes, provide brief description. 
Click here to enter text. 

No 

If existing, does the Bulk Oxygen System have the capacity for additional loads 
without bringing in additional supplemental systems? 

Not Applicable 

Does the project involve a pool? No 
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Certificate of Need Application

1.) Project Cost  Summary data:

Total Source

Project Description:

Project Cost
Schedule 8b, column C, line 

8

Total Basic Cost of Construction
Schedule 8B, column C, line 

6

Total Cost of Moveable Equipment
Schedule 8B, column C, line 

5.1

Cost/Per Square Foot for New 

Construction
Schedule 10

Cost/Per Square Foot for  

Renovation Construction
Schedule10

Total Operating Cost Schedule 13C, column B

Amount Financed (as $) Schedule 9

Percentage Financed as % of 

Total Cost
Schedule 9

Depreciation Life (in years)

Anticipated Start Date 10/1/2026

Anticipated Completion Date 10/1/2027

Schedule 8A Summarized Project Cost and Construction Dates

This schedule is required for all Full or Administrative review applications except Establishment-Only 

applications.

2) Construction Dates

Schedule 8B

DOH 155-B

(06/2020)

Schedule 8A 
1
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Schedule 9 Proposed Plan for Project Financing: 
 

I. Summary of Proposed Financial plan 
Check all that apply and fill in corresponding amounts.  
 

 Type Amount 

  A. Lease $      

 B. Cash $78,373,526 

  C. Mortgage, Notes, or Bonds  $      

  D. Land  $      

 E. Other $      

 
F. Total Project Financing (Sum A to E) 

(equals line 10, Column C of Sch. 8b) 
$78,373,526  

 

If refinancing is used, please complete area below. 

 

 Refinancing $      

 
Total Mortgage/Notes/Bonds  
(Sum E + Refinancing)  

$      

 
II. Details 

A. Leases 
 

  N/A Title of Attachment 

1. List each lease with corresponding cost as if purchased 
each leased item.  Breakdown each lease by total project 
cost and subproject costs, if applicable. 

         

2. Attach a copy of the proposed lease(s).           

3. Submit an affidavit indicating any business or family 
relationships between principals of the landlord and tenant. 

         

4. If applicable, provide a copy of the lease assignment 
agreement and the Landlord's consent to the proposed 
lease assignment. 

         

5. If applicable, identify separately the total square footage to 
be occupied by the Article 28 facility and the total square 
footage of the building. 

         

6. Attach two letters from independent realtors verifying 
square footage rate. 

         

7. For all capital leases as defined by FASB Statement No.  
13, "Accounting for Leases", provide the net present value 
of the monthly, quarterly or annual lease payments.   
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B. Cash 
 

Type Amount 

Accumulated Funds $78,373,526 

Sale of Existing Assets $      

Gifts (fundraising program) $      

Government Grants $      

Other  $      

TOTAL CASH $78,373,526 

 

  N/A Title of Attachment 

1. Provide a breakdown of the sources of cash.  See sample table 
above. 

         

2. Attach a copy of the latest certified financial statement and 
current internal financial reports to cover the balance of time to 
date. If applicable, address the reason(s) for any operational 
losses, negative working capital and/or negative equity or net 
asset position and explain in detail the steps implemented to 
improve operations. 

 
In establishment applications for Residential Health Care 
Facilities, attach a copy of the latest certified financial statement 
and current internal financial reports to cover the balance of time 
to date for the subject facility and all affiliated Residential 
Health Care Facilities. If applicable, address the reason(s) for 
any operational losses, negative working capital and/or negative 
equity or net asset position and explain in detail the steps 
implemented (or to be implemented in the case of the subject 
facility) to improve operations. 

          

3. If amounts are listed in "Accumulated Funds" provide cross-
reference to certified financial statement or Schedule 2b, if 
applicable. 

         

4. Attach a full and complete description of the assets to be sold, if 
applicable. 

         

5. If amounts are listed in "Gifts (fundraising program)":  

• Provide a breakdown of total amount expected, amount 
already raised, and any terms and conditions affixed to 
pledges. 

• If a professional fundraiser has been engaged, submit 
fundraiser's contract and fundraising plan. 

• Provide a history of recent fund drives, including amount 
pledged and amount collected 
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  N/A Title of Attachment 

6. If amounts are listed in "Government Grants": 

• List the grant programs which are to provide the funds with 
corresponding amounts.  Include the date the application was 
submitted. 

• Provide documentation of eligibility for the funds.  

• Attach the name and telephone number of the contact person 
at the awarding Agency(ies). 

         

7. If amounts are listed in "Other" attach a description of the source 
of financial support and documentation of its availability. 

         

8. Current Department policy expects a minimum equity 
contribution of 10% of total project cost (Schedule 8b line 10) ) 
for all Article 28 facilities with the exception of Residential Health 
Care Facilities that require 25% of total project cost (Schedule 
8b, line 10).  Public facilities require 0% equity.  

          

9. Provide an equity analysis for member equity to be provided.  
Indicate if a member is providing a disproportionate share of 
equity.  If disproportioned equity shares are provided by any 
member, check this box    

        

 
 

C. Mortgage, Notes, or Bonds 
 

  Total Project Units 

Interest        % 

Term        Years 

Payout Period        Years 

Principal        $ 
 

 

  N/A Title of Attachment 

1. Attach a copy of a letter of interest from the intended 
source of permanent financing that indicates principal, 
interest, term, and payout period.   

         

2. If New York State Dormitory Authority (DASNY) financing, 
then attach a copy of a letter from a mortgage banker. 

         

3. Provide details of any DASNY bridge financing to HUD 
loan. 

         

4. If the financing of this project becomes part of a larger 
overall financing, then a new business plan inclusive of a 
feasibility package for the overall financing will be required 
for DOH review prior to proceeding with the combined 
financing. 
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D. Land 
Provide details for the land including but not limited to; appraised value, historical cost, and 
purchase price.  See sample table below. 

 

 Total Project 

Appraised Value $      

Historical Cost $      

Purchase Price $      

Other       
 

  N/A Title of Attachment 

1. If amounts are listed in "Other", attach documentation and 
a description as applicable. 

         

2. Attach a copy of the Appraisal.  Supply the appraised date 
and the name of the appraiser.  

         

3. Submit a copy of the proposed purchase/option 
agreement. 

         

4. Provide an affidavit indicating any and all relationships 
between seller and the proposed operator/owner. 

         

 
 

E. Other 
Provide listing and breakdown of other financing mechanisms. 

 

  Total Project 

Notes        

Stock        

Other        
 

  N/A Title of Attachment 

Attach documentation and a description of the method of 
financing 

        

 
 

F. Refinancing 
 

  N/A Title of Attachment 

1. Provide a breakdown of the terms of the refinancing, 
including principal, interest rate, and term remaining.  

         

2. Attach a description of the mortgage to be refinanced.  
Provide full details of the existing debt and refinancing plan 
inclusive of original and current amount, term, assumption 
date, and refinancing fees. The term of the debt to be 
refunded may not exceed the remaining average useful life 
of originally financed assets.  If existing mortgage debt will 
not be refinanced, provide documentation of consent from 
existing lien holders of the proposed financing plan. 
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Schedule 16 A. Hospital Program Information   

  
See “Schedules Required for Each Type of CON” to determine when this form is required. 
 
Instructions: Briefly indicate how the facility intends to comply with state and federal regulations specific to the 
services requested, such as cardiac surgery, bone marrow transplants.  For clinic services, please include the 
hours of service for each day of operation, name of the hospital providing back-up services (indicating the travel 
time and distance from the clinic) and how the facility intends to provide quality oversight including credentialing, 
utilization and quality assurance monitoring.   

 

NYU Langone Health will maintain compliance with all applicable federal and state 
regulations pertaining to the delivery of care through the FHCs. Clinic operational hours 
will remain unchanged as a result of this initiative. 

 

 

 

 

 
For Hospital-Based -Ambulatory Surgery Projects:  
Please provide a list of ambulatory surgery categories you intend to provide.   
 
 

List of Proposed Ambulatory Surgery Category 
      
      
      
      
      
      
      
      
      

 
 
For Hospital-Based -Ambulatory Surgery Projects:  
Please provide the following information: 
 

 
Number and Type of Operating Rooms: 

 
• Current:       

 
• To be added:        

 
• Total ORs upon Completion of the Project:        

 
 

Number and Type of Procedure Rooms: 
 

• Current:        
 

• To be added:        
 

• Total Procedure Rooms upon Completion of the Project:        
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Schedule 16 B. Community Need 
 

See “Schedules Required for Each Type of CON” to determine when this form is required. 
 
Public Need Summary: 
Briefly summarize on this schedule why the project is needed.  Use additional paper, as 
necessary.  If the following items have been addressed in the project narrative, please cite the 
relevant section and pages. 
 

1. Identify the relevant service area (e.g., Minor Civil Division(s), Census Tract(s), street 
boundaries, Zip Code(s), Health Professional Shortage Area (HPSA) etc.) 

NYU Langone Hospital—Brooklyn proposes to consolidate several FHC locations, each 
providing different services, into a single, centralized site to enhance patient care 
coordination and convenience. The consolidated facility will be located at 602 60th 
Street, Brooklyn, NY. This location is situated within Kings County and will serve as the 
primary county for this initiative.      

 
2. Provide a quantitative and qualitative description of the population to be served.  Data may 

include median income, ethnicity, payor mix, etc. 

The Family Health Centers at NYU Langone Hospital–Brooklyn primarily serve the 
Sunset Park community in Brooklyn, New York, one of the most diverse and historically 
underserved neighborhoods in the city. The patient population is characterized by the 
following demographics: 

Geographically, Sunset Park comprises three neighborhoods: Sunset Park West, 
Sunset Park Central, and Sunset Park East/Borough Park West. The community has a 
significant immigrant presence, with approximately 49% of residents born outside the 
United States and 77% speaking languages other than English. In response to this 
diversity, the Family Health Centers offer bilingual services in languages such as 
Spanish, Mandarin, and Cantonese. 

According to estimates from the NYC DOHMH, the ethnicity of Sunset Park is 
approximately 31% Asian, 3% Black, 41% Latinx, and 23% White. 

The Centers provide comprehensive care for individuals across all age groups, from 
infants to seniors. Given that over 80% of patients live in poverty, the facility functions 
as a vital safety net provider for low-income families. Care is offered regardless of 
patients' ability to pay or insurance status, with acceptance of most major insurance 
plans, including Medicaid and Medicare. 

A significant portion of the patient population is foreign-born, often facing challenges 
such as language barriers and difficulties navigating complex healthcare and social 
service systems. 

 
3. Document the current and projected demand for the proposed service in the population you 

plan to serve.  If the proposed service is covered by a DOH need methodology, 
demonstrate how the proposed service is consistent with it. 
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The consolidation of multiple FHC clinics into a single location at 602 60th Street in 
Brooklyn is expected to enhance access to services and ensure more consistent 
continuity of care for patients. This initiative is particularly beneficial for individuals 
facing socioeconomic challenges, such as limited transportation options, rigid work 
schedules, and caregiving commitments. 

 
4. (a) Describe how this project responds to and reflects the needs of the residents in the 

community you propose to serve. 

By consolidating services such as adult and pediatric medicine, women’s health, dental 
care, and physical rehabilitation, patients will have access to comprehensive healthcare 
services within a single location. This approach aims to reduce the need for multiple 
visits to different sites, thereby minimizing missed appointments and enhancing 
treatment adherence. Moreover, integrated care within a single facility promotes 
improved coordination among healthcare providers, leading to more efficient and 
patient-centered services. 

This model supports NYU Langone Health’s commitment to health equity and 
specifically addresses key social determinants of health in underserved communities 
such as Sunset Park, where a significant portion of residents live below the poverty 
line. 

 (b) Will the proposed project serve all patients needing care regardless of their ability 

to pay or the source of payment? If so, please provide such a statement.  

As a leading institution in Kings County dedicated to serving diverse populations—
including seniors, uninsured individuals, and those with limited access to healthcare—
this proposed project is guided by a commitment to meet the community's needs, 
regardless of patients' ability to pay. 

 
5. Describe where and how the population to be served currently receives the proposed 

services. 
 

Currently, patient care is provided at the existing FHC clinics situated in the following 
locations: family medicine and dental services are offered at Park Ridge FHC and NYU 
Langone Hospital–Brooklyn. The obstetrics and gynecology, as well as adult and 
pediatric rehabilitation services, represent expansions of our existing programs.      

 
6. Describe how the proposed services will be address specific health problems prevalent in 

the service area, including any special experience, programs or methods that will be 
implemented to address these health issues. 

The FHCs are strategically positioned to address the prevalent health challenges within 
Sunset Park and surrounding Brooklyn neighborhoods through an integrated, 
community-based care approach that has received national recognition for its 
effectiveness. 

The proposed consolidation aims to improve service delivery for critical health issues 
affecting the community, such as chronic disease management, maternal and child 
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health, disparities in oral health, and the rehabilitation needs of individuals with 
physical disabilities. Sunset Park experiences elevated rates of asthma, diabetes, 
obesity, and hypertension, often associated with social determinants of health including 
poverty, crowded housing, food insecurity, and limited access to preventive care (NYC 
Health Profile – Sunset Park, 2018). 

With over 50 years of experience serving medically underserved populations, the FHCs 
provide comprehensive primary and specialty care regardless of patients' ability to pay, 
immigration status, or insurance coverage. As a federally qualified health center (FQHC) 
network, they employ proven care models, such as: 

• Patient-Centered Medical Home (PCMH): Improving care coordination and patient 
engagement through team-based, culturally competent services. 

• School-Based Health Programs: Over 50 clinics offering integrated medical, dental, 
and behavioral health services to students—allowing early intervention within 
accessible settings (NYU Langone Family Health Centers). 

• Community Medicine Program: Reaching at-risk groups via mobile units, home visits, 
and collaborations with shelters and supportive housing organizations. 

• Multilingual Services and Health Literacy Initiatives: Bilingual staff and patient 
navigators help overcome language barriers and enhance access to healthcare for 
Sunset Park’s large immigrant population (NYU Langone News, 2023). 

By co-locating services within a modern facility, the Family Health Centers can further 
streamline care for patients managing multiple chronic conditions, reduce 
fragmentation, and promote adherence to treatment plans—leading to improved health 
outcomes and a more equitable healthcare environment for Brooklyn’s most vulnerable 
residents. 
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ONLY for Hospital Applicants submitting Full Review CONs  
 
Non-Public Hospitals 
7.  (a) Explain how the proposed project advances local Prevention Agenda priorities 

identified by the community in the most recently completed Community Health 
Improvement Plan (CHIP)/Community Service Plan (CSP). Do not submit the CSP. Please 
be specific in which priority(ies) is/are being addressed.  

      

 
(b) If the Project does not advance the local Prevention Agenda priorities, briefly 
summarize how you are advancing local Prevention Agenda priorities.  

      

 
8. Briefly describe what interventions you are implementing to support local Prevention 

Agenda goals.  

      

 
9. Has your organization engaged local community partners in its Prevention Agenda efforts, 

including the local health department and any local Prevention Agenda coalition?  

      

 
10. What data from the Prevention Agenda dashboard and/or other metrics are you using to 

track progress to advance local Prevention Agenda goals?  

      

 
11. In your most recent Schedule H form submitted to the IRS, did you report any Community 

Benefit spending in the Community Health Improvement Services category that supports 
local Prevention Agenda goals?  (Y/N question)  
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ONLY for Hospital Applicants submitting Full Review CONs  
 
Public Hospitals 
12. Briefly summarize how you are advancing local public health priorities identified by your 

local health department and other community partners.  

      

 
13. Briefly describe what interventions you are implementing to support local public health 

priorities.  

      

 
14. Have you engaged local community partners, including the local health department, in your 

efforts to address local public health priorities?  

      

 
15. What data are you using to track progress in addressing local public health priorities?  
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The Sites Tab in NYSE-CON has replaced the Authorized Beds and Licensed Services 
Tables of Schedule 16C.  The Authorized Beds and Licensed Services Tables in 
Schedule 16C are only to be used when submitting a Modification, in hardcopy, after 
approval or contingent approval. 
 

C. Impact of CON Application on Hospital Operating Certificate 
Note: If the application involves an extension clinic, indicate which services should be added or removed from the 
certificate of the extension clinic alone, rather than for the hospital system as a whole.  If multiple sites are 
involved, complete a separate 16C for each site. 
 

TABLE 16C-1 AUTHORIZED BEDS 
 

LOCATION: 

      
(Enter street address of facility) 

 

Category Code 
Current 
Capacity Add Remove 

Proposed 
Capacity  

AIDS 30                         

BONE MARROW TRANSPLANT 21                         

BURNS CARE 09                         

CHEMICAL DEPENDENCE-DETOX * 12                         

CHEMICAL DEPENDENCE-REHAB * 13                         

COMA RECOVERY 26                         

CORONARY CARE 03                         

INTENSIVE CARE 02                         

MATERNITY 05                         

MEDICAL/SURGICAL 01                         

NEONATAL CONTINUING CARE 27                         

NEONATAL INTENSIVE CARE 28                         

NEONATAL INTERMEDIATE CARE 29                         

PEDIATRIC 04                         

PEDIATRIC ICU 10                         

PHYSICAL MEDICINE & REHABILITATION 07                         

PRISONER           

PSYCHIATRIC** 08                         

RESPIRATORY           

SPECIAL USE           

SWING BED PROGRAM           

TRANSITIONAL CARE 33                         

TRAUMATIC BRAIN INJURY 11                         

TOTAL                         

  *CHEMICAL DEPENDENCE: Requires additional approval by the Office of Alcohol and Substance Abuse Services (OASAS)  
**PSYCHIATRIC: Requires additional approval by the Office of Mental Health (OMH)  

 
Does the applicant have previously submitted Certificate of Need (CON) applications that have not been completed 
involving addition or decertification of beds?    

 No   Yes (Enter CON 

number(s) to the right) 
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END STAGE RENAL DISEASE (ESRD) 
 

 TABLE 16C-3(a) CAPACITY  Existing  Add Remove Proposed  
 CHRONIC DIALYSIS                          
 
 
If application involves dialysis service with existing capacity, complete the following table: 
 
 

 TABLE 16C-3(b) TREATMENTS  Last 12 mos  2 years prior 3 years prior 

 CHRONIC DIALYSIS                    

 
 
All Chronic Dialysis applicants must provide the following information in compliance with 10 NYCRR 
670.6. 

 
1. Provide a five-year analysis of projected costs and revenues that demonstrates that the proposed dialysis 

services will be utilized sufficiently to be financially feasible. 
 

      

 
2. Provide evidence that the proposed dialysis services will enhance access to dialysis by patients, including 

members of medically underserved groups which have traditionally experienced difficulties obtaining 
access to health care, such as; racial and ethnic minorities, women, disabled persons, and residents of 
remote rural areas. 

 

      

 
3. Provide evidence that the hours of operation and admission policy of the facility will promote the 

availability of dialysis at times preferred by the patients, particularly to enable patients to continue 
employment.  

 

      

 
4. Provide evidence that the facility is willing to and capable of safely serving patients. 

 

      

 
5. Provide evidence that the proposed facility will not jeopardize the quality of care or the financial viability of 

existing dialysis facilities.  This evidence should be derived from analysis of factors including, but not 
necessarily limited to current and projected referral and use patterns of both the proposed facility and 
existing facilities.  A finding that the proposed facility will jeopardize the financial viability of one or more 
existing facilities will not of itself require a recommendation to of disapproval. 
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Schedule 16 E. Utilization/discharge and patient days 
 
See “Schedules Required for Each Type of CON” to determine when this form is required  
 
This schedule is for hospital inpatient projects only.  This schedule is required if hospital discharges or patient 
days will be affected by ± 5% or more, or if this utilization is created for the first time by your proposal. 
 
Include only those areas affected by your project.  Current year data, as shown in columns 1 and 2, should 
represent the last complete year before submitting the application.  Enter the starting and ending month and year 
in the column heading. 
 
Forecast the first and third years after project completion.  The first year is the first twelve months of operation 
after project completion.  Enter the starting and ending month and year being reported in the column headings. 
 
For hospital establishment applications and major modernizations, submit a summary business plan to address 
operations of the facility upon project completion.  All appropriate assumptions regarding market share, demand, 
utilization, payment source, revenue and expense levels, and related matters should be included.  Also, include 
your strategic plan response to the escalating managed care environment.  Provide a complete answer and 
indicate the hospital’s current managed care situation, including identification of contracts and services. 
 
NOTE: Prior versions of this table referred to “incremental” changes in discharges and days.  The table 

now requires the full count of discharges and days.    
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Schedule 16 F. Facility Access 
 
See “Schedules Required for Each Type of CON” to determine when this form is required. 
 
Complete Table 1 to indicate the method of payment for inpatients and for inpatients and outpatients who were 
transferred to other health care facilities for the calendar year immediately preceding this application.   
Start date of year for which data applies (m/c/yyyy):       
 

Table 1.  Patient 
Characteristics 

Total 
Number of 
Inpatients  

Number of Patients Transferred 

Inpatient OPD ER 

Payment Source 

Medicare                         

Blue Cross                         

Medicaid                         

Title V                         

Workers' Compensation                         

Self Pay in Full                         

Other (incl. Partial Pay)                         

Free                         

Commercial Insurance                         

Total Patients                         

 
Complete Table 2 to indicate the method of payment for outpatients. 
 

Table 2.  Outpatient 
Characteristics 

Emergency Room Outpatient Clinic Community MH Center 

Visits 
Visits Resulting in 

Inpatient 
Admissions 

Visits 
Visits Resulting in 

Inpatient 
Admissions 

Visits 
Visits Resulting in 

Inpatient 
Admissions Primary Payment 

Source 

Medicare                                     

Blue Cross                                     

Medicaid                                     

Title V                                     

Workers' Compensation                                     

Self Pay in Full                                     

Other (incl. Partial Pay)                                     

Free                                     

Commercial Insurance                                     

Total Patients                                     

 
A.  Attach a copy of your discharge planning policy and procedures.    
 
B.  Is your facility a recipient of federal assistance under Title VI or XVI of the Public Health Service? 
     Act (Hill-Burton)? 
   
 Yes  No  
 
     If yes, answer the following questions and attach the most recent report on Hill-Burton compliance from the 
Federal Department of Health and Human Services.   
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1. Is your facility currently obligated to provide uncompensated service under the Public Health Service Act? 

 Yes  No           
 

If yes, provide details on how your facility has met such requirement for the last three fiscal years - 
including notification of the requirement in a newspaper of general circulation.  Also, list any restricted 
trusts and endowments that were used to provide free, below-cost or charity care services to persons 
unable to pay.  

  

      

 
2. With respect to all or any portion of the facility which has been constructed, modernized, or converted 

with Hill-Burton assistance, are the services provided therein available to all persons residing in your 
facility's service area without discrimination on the basis of race, color, national origin, creed, or any basis 
unrelated to an individual's need for the service or the availability of the needed service in the facility? 

   
 Yes  No           
 

If no, provide an explanation.  
  

      

 
3. Does the facility have a policy or practice of admitting only those patients who are referred by physicians 

with staff privileges at the facility?  
  
 Yes  No            
 

4. Do Medicaid beneficiaries have full access to all of your facility's health services? 
   

 Yes  No  
 

If no, provide a list of services where access by Medicaid beneficiaries is denied or limited.  
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New York State Department of Health 

Health Equity Impact Assessment Conflict-of-Interest 

This Conflict-of-Interest form must be completed in full, signed by the Independent 
Entity, and submitted with the Health Equity Impact Assessment. 

Section 1 – Definitions 
 
Independent Entity means individual or organization with demonstrated expertise and 
experience in the study of health equity, anti-racism, and community and stakeholder 
engagement, and with preferred expertise and experience in the study of health care 
access or delivery of health care services, able to produce an objective written 
assessment using a standard format of whether, and if so how, the facility’s proposed 
project will impact access to and delivery of health care services, particularly for 
members of medically underserved groups. 
 
Conflict of Interest shall mean having a financial interest in the approval of an 
application or assisting in drafting any part of the application on behalf of the facility, 
other than the health equity assessment.    

 
Section 2 – Independent Entity 
What does it mean for the Independent Entity to have a conflict of interest? For the 
purpose of the Health Equity Impact Assessment, if one or a combination of the 
following apply to the Independent Entity, the Independent Entity HAS a conflict of 
interest and must NOT perform the Health Equity Impact Assessment: 

• The Independent Entity helped compile or write any part of the Certificate of 
Need (CON) application being submitted for this specific project, other than the 
Health Equity Impact Assessment (for example, individual(s) hired to compile the 
Certificate of Need application for the facility’s project cannot be the same 
individual(s) conducting the Health Equity Impact Assessment);  

• The Independent Entity has a financial interest in the outcome of this specific 
project’s Certificate of Need application (i.e. individual is a member of the 
facility’s Board of Directors or advisory board); or  

• The Independent Entity has accepted or will accept a financial gift or incentive 
from the Applicant above fair market value for the cost of performing the Health 
Equity Impact Assessment. 

 
Section 3 – General Information 

A. About the Independent Entity 
1. Name of Independent Entity: ______________ 
2. Is the Independent Entity a division/unit/branch/associate of an 

organization (Y/N)?  
 If yes, indicate the name of the organization: 

_______________ 
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3. Is the Independent Entity able to produce an objective written Health 
Equity Impact Assessment on the facility’s proposed project (Y/N)? 
________________ 

4. Briefly describe the Independent Entity’s previous experience working with 
the Applicant. Has the Independent Entity performed any work for the 
Applicant in the last 5 years? 
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Section 4 – Attestation 
 
I, _________(individual name), having personal knowledge and the authority to execute 
this Conflict of Interest form on behalf of ________(INDEPENDENT ENTITY), do 
hereby attest that the Health Equity Impact Assessment for project _________ 
(PROJECT NAME) provided for __________ (APPLICANT) has been conducted in an 
independent manner and without a conflict of interest as defined in Title 10 NYCRR § 
400.26.  
 
I further attest that the information provided by the INDEPENDENT ENTITY in the 
Health Equity Impact Assessment is true and accurate to the best of my knowledge, and 
fulfills the intent of the Health Equity Impact Assessment requirement.  
 
 
Signature of Independent Entity: __ _______________________ 
 
Date: __/__/____ 
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o HEIA Contract with Independent Entity
o HEIA Template
o HEIA Data Tables
o Full version of the CON Application with redactions, to be shared publicly

• If you checked “no” for all questions in Table B, this form with the completed
Section B is the only HEIA-related document the Applicant will submit with this
CON application. Submit this form, with the completed Section B, along with the
CON application to acknowledge that a HEIA is not required.




