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Continuing Care Retirement Community identification 
 
Community Name: 
 
 
Community Address/Street & Number 
 
 
 
 

Name/Title of Contact Person 

City                              State     Zip 
 
 
 
 

Address/Street & Number 

Name of Sponsor 
 
 
 
 

City                                 State     Zip 

Address/Street & Number 
 
 
 
 

Telephone Number 

City                              State     Zip 
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BOARD RESOLUTION AND AUTHORIZING SIGNATURE 
 
 
Board Resolution for Corporation Applicants demonstrating authorization for the 
CCRC to apply to amend Certificate of Authority to include Continuing Care at 
Home 
 
 
    
  Attached     Not Required  
 
 
 
 
Authorizing Signature: The undersigned hereby certifies under penalty of perjury I 
am duly authorized to subscribe and submit this application and that the information 
contained herein and attached hereto is accurate, true and complete in all material 
respects.  I further acknowledge that the application will be processed pursuant to 
the provisions of Articles 46 of the Public Health Law and the pertinent regulations 
adopted thereto including, but not limited to Parts, 900, 901, 902 and 903 of Title 10 
(Health) of the Official Compilation of Codes, Rules and Regulations of the State of 
New York.  Failure to submit materials or complete sections of the application may be 
cause for delay and possible denial/disapproval of an application. 
 
 
 
 
 
 
 
 
 
 
 
Date    Signature 
 
 
 
 
 
 
     _______________________________________ 
 
 
     _______________________________________ 
 
 
     Print/Type Name and Title 
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CCRC Certificate of Authority specifics 
 
A.) Identify the approved capacity for your CCRC as per your Certificate of Authority  
 
 

INDEPENDENT LIVING 
UNITS 

TOTAL # OF UNITS: 
 

 TYPE OF UNIT 
 
 

NUMBER OF UNITS 

 
 
 

 

 
 
 

 

 
 
 

 

 
 
 

 

 
 
 

 

 
 
 

 

SKILLED NURSING FACILITY TOTAL # OF 
BEDS 

# OF BEDS FOR 
CCRC 

ON-SITE AFFILIATION 

  
 
 

   

 
ADULT CARE FACILITY 
 
Specify if Enriched Housing or 
Adult Home 

 
 

TYPE OF UNIT 
 
 

# OF UNITS  
onsite 

# OF UNITS 
affiliated 

  

ASSISTED LIVING RESIDENCE 
 
Specify if Assisted Living, 
Enhanced Assisted Living or 
Special Needs Assisted Living 
 
 

TYPE OF UNIT # OF UNITS  
onsite 

# OF UNITS 
affiliated 
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B.) LIST AVAILABLE SERVICES:  
 

SERVICES Arranged for 
Under Care 

Coordination 

INCLUDED IN 
MONTHLY 

FEE* 

FEE FOR 
SERVICE 

DIRECTLY CONTRACTUALLY 

Care Coordination N/A     
HOME HEALTH CARE      

• Nursing Care      
• Home Health Aide 

Services 
     

• Physical Therapy      
• Occupational 

Therapy 
     

• Speech Pathology      
• Medical Social 

Services 
     

HOSPICE/PALATIVE CARE      
ACCESS TO PHYSICIAN 
SERVICES 

     
ACCESS TO PRESCRIPTION 
DRUG SERVICES 

     
ACCESS TO FACILTY 
REHABILITATION 
SERVICES 

     

• Physical Therapy      
• Occupational 

Therapy 
     

• Speech Pathology      
• Audiology      

SOCIAL SERVICES 
 

     
ACTIVITIES PROGRAM 
 

     
PERSONAL CARE SERVICES 
 

     
TRANSPORTATION 
SERVICES 

     
SHOPPING SERVICES      
MEAL SERVICES 
 

     
COMPANION/HOMEMAKER 
SERVICES 
 

     

MAINTENANCE 
 

     
HOME SAFETY INSPECTION      
EMERGENCY RESPONSE 
SYSTEM 

     

ADULT CARE/ 
ASSISTED LIVING 

     
SKILLED NURSING      
ADULT DAY CARE 
PROGRAM 

     

Add additional services if not listed.  Attach sheet if necessary. 
*Indicate if the service, if covered, is counted towards a monthly and/or lifetime cap 
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WILL THE CCRC CONTINUING CARE AT HOME PRODUCT BE OPERATED UNDER A 
MANAGEMENT AGREEMENT? 
 
 
   YES     NO 
 
 
IF “YES”, COMPLETE THE FOLLOWING: 
 
Name of Manager/Managing Entity 
 
 
Address/Street & Number 
 
 
City                                                                  State                           Zip 
 
                                                               
 
 
 
C.) CONTINUING CARE AT HOME CONTRACT SPECIFICS 
 
THE TOTAL MAXIMUM CONTRACTS REQUESTED TO BE APPROVED TO OFFER:   
 
CONTRACT DETAILS 
CONTRACT TYPE ENTRANCE FEE MONTHLY FEE CAP/LIMITATION 
    
    
    
    
    
 
 
COUNTIES OF PRIMARY RESIDENCE FOR CONTRACT HOLDERS: 
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D.) REQUIRED SUPPORTING DOCUMENTS.  PLEASE LABEL AS ATTACHMENTS TO 
THE APPLICATION WITH THE LETTER AS INDICATED BELOW:  
 
 
ATTACHMENT A:  PROGRAM NARRATIVE   
 
PROVIDE A BRIEF BUT COMPLETE NARRATIVE DESCRIBING THE CONTINUING CARE AT HOME 
PROGRAM THAT WILL BE OFFERED.  THIS SHOULD INCLUDE THE TIMELINE FOR 
IMPLEMENTATION, DISTRIBUTION OF CONTRACT TYPES TO BE OFFERED, TARGET CONSUMER, 
AND EFFORTS TO BE MADE TO MARKET THE PRODUCT IN THE TARGET GEOGRAPHIC AREA.  
DESCRIBE THE COVERED SERVICES AND SERVICE LIMITATIONS FOR EACH CONTRACT TYPE 
TO BE OFFERED.  
 
 
ATTACHMENT B:  CARE COORIDNATON   
 
PROVIDE A NARRATIVE DESCRIBING THE ROLE OF THE CARE COORDINATOR, 
QUALIFICATIONS OF THE CARE COORDINATOR, AND THE EXPECTED FTE CARE 
COORDINATORS PER CONTINUING CARE AT HOME CONTRACT HOLDER.  THE NARRATIVE 
SHOULD INCLUDE THE MINIMUM REQUIRED CONTACTS BETWEEN THE CARE COORDINATOR 
AND THE CONTINUING CARE AT HOME CONTRACT HOLDER AND METHODS FOR 
COMMUNICATION.  DISCUSS HOW THE CARE PLAN WILL BE DEVELEOPED AND MONITORED. 
 
ATTACHMENT C:  PROOF OF ABILITY TO ENTER INTO CONTRACTS   
 
IF SERVICES ARE TO BE PROVIDED UNDER A CONTRACT, ATTACH LETTERS OF SUPPORT 
DEMONSTRATING THE CONTRATOR’S WILLINGNESS TO ENTER INTO A CONTRACT TO 
PROVIDE SERVICES.  
 
ATTACHMENT D: PROOF A SERVICE CAPACITY 
 
DEMONSTRATE THE CCRC’S CAPACITY TO PROVIDE ALL SERVICES UNDER THE CCRC 
CONTINUING CARE AT HOME CONTRACT FOR THE NUMBER OF CONTRACTS BEING 
REQUESTED.  THIS MUST INLCUDE THE CAPACITY OF THE CCRC TO PROVIDE ASSISTED 
LIVING/ADULT CARE AND SKILLED NURSING PLACEMENT TO CONTINUING CARE AT HOME 
CONTRACT HOLDERS, SHOULD IT BE NEEDED.  A PROJECTION OF THE SERVICE UTILIZATION 
OF CONTRACT HOLDERS SHOULD BE PROVIDED. 
 
ATTACHMENT E: BUSINESS PLAN 
 
A BUSINESS PLAN MUST BE SUBMITTED THAT INCLUDES:  

(A) A DESCRIPTION OF THE SERVICES TO BE PROVIDED, THE MARKET TO BE SERVED, 
AND FEES TO CHARGED UNDER THE CONTRACT.  

(B) A COPY OF THE PROPOSED CONTINUING CARE AT HOME CONTRACTS, REVISED 
INITIAL DISCLOSURE STATEMENTS, AND STANDARD INFORMATION SHEETS TO BE 
USED.  CONTRACTS MUST CONFROM TO THE REQUIREMENTS AS STATED IN PUBLIC 
HEALTH LAW ARTICLE 46, SECTION 4608. 

(C) AN ACTUARIAL STUDY PREPARED BY AN INDEPENDENT ACTUARY IN ACCORDANCE 
WITH STANDARDS ADOPTED BY THE ACADAMY OF ACTUARIES DEMONSTRATING THE 
IMPACT OF THE CONTINUING CARE AT HOME CONTRACTS ON THE OVERALL 
OPERATIONS OF THE CCRC.  THE MATERIALS SUBMITTED MUST DEMONSTRATE THAT 
THE ADDITONAL CONTINUING CARE AT HOME CONTRACTS WILL NOT JEOPORDIZE 
THE FINANCIAL SOLVENCY OF THE CCRC. 
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ATTACHMENT F: FEASIBILITY STUDY 
 
SUBMIT A MARKET FEASIBILITY STUDY DEMONSTRATING SUFFICIENT CONSUMER INETEREST 
TO SUPPORT THE MAXIMUM NUMBER OF CONTRACTS BEING REQUESTED.  THE STUDY MUST 
ALSO ASSESS THE IMPACT OF THE CONTINUING CARE AT HOME CONTRACTS ON CCRC 
COMMUNITY RESOURCES WITH PROOF THAT THE PROVISION OF SERVICES TO CCRC 
CONTRACT HOLDERS ON CAMPUS WILL NOT BE ADVERSELY IMPACTED.   
 
ATTACHMENT G: NOTICE TO EXISTING CCRC CONTRACT HOLDERS 
 
SUBMIT A COPY OF THE NOTICE SENT TO CCRC CONTRACT HOLDERS DESCRIBING THE 
INTENT OF THE CCRC TO ENTER INTO CONTINUING CARE AT HOME CONTRACTS AND THE 
ANTICIPATED IMPACT THE NEW CONTRACTS WILL HAVE ON COMMUNITY RESOURCES.  PROOF 
OF DISTRIBUTION OF THE NOTICE TO ALL EXISTING CCRC RESIDENTS MUST BE PROVIDED. 
 
ATTACHMENT H: PROOF OF LICENSURE 
 
SUBMIT DOCUMENTATION OF THE APPROPRIATE LICENSES, CERITFIACTONS OR APPROVALS 
TO PROVIDE THE SERVICES INLCUDED IN THE CONTINUING CARE AT HOME CONTRACT.  THIS 
INCLUDES THE SKILLED NURSING AND ASSITED LIVING/ADULT CARE OPERATING 
CERTITFICATES.   
 
ATTACHMENT I: QUALITY ASSURANCE PROGRAM 
 
SUBMIT THE QULAITY ASSURANCE MECHANISMS, GRIEVANCE PROCEDURES, MECHANISMS TO 
PROTECT THE RIGHTS OF ENROLLEES, AND SYSTEM FOR MONITORING SERVICES PROVIDED 
TO ENROLLES TO ENSURE CONTINUITY, QUALITY AND APPROPRIATENESS OF CARE 
ADMINISTERED UNDER THE CARE PLAN.   
 
ATTACHMENT J: CLAIMS MANAGEMENT 
 
DESCRIBE THE SYSTEM THAT WILL BE USED TO PROCESS AND PAY CONTINUING CARE AT 
HOME CONTRACT SERVICE CLAIMS.  EXPLAIN HOW EXPLANATION OF BENEFITS WILL BE 
DISTRIBUTED TO CONTRACT HOLDERS.  DEMONSTRATE THAT THE CLAIMS PROCESSING 
SYTSEM USED WILL BE HIPAA COMPLIANT.   
 
 
Note: Under Public Health Law Article 46, section 4605-a (3), the Department of 
Health and Department of Financial Services reserve the right to require additional 
materials to be submitted for review based on the specifics of the application.  Such 
materials will be considered addendums to the initial application and failure to 
submit requested materials may be cause for delay and possible denial/disapproval 
of an application. 
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