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BEFORE YOU BEGIN
Use this combined Initial Licensure / Notice of Intent to Acquire (NOIA) and Suitability Application only for (1) initial licensure of a long-term care facility or (2) a proposed transfer of facility operations (change of ownership/CHOW) of a long-term care facility. Submit one complete application package with all required suitability disclosures and supporting documentation for the applicant or potential transferee and, when a management company is proposed, for that management company. The Department may coordinate these reviews but will issue separate suitability and responsibility determinations under M.G.L. c. 111, § 71 and 105 CMR 153.011 and 153.013. Both suitability findings must be issued prior to the transaction moving forward.  A standalone Management Company Suitability Application is used for management-company reviews outside initial licensure or CHOW. Existing license renewals are processed through the separate LTC License Renewal Application and continuing suitability review process. This form is not used for routine license renewals, management company suitability applications, or independent Department-initiated continuing suitability reviews.

How to submit: Submit this application and all supporting documentation by email to hfflicenseaction@mass.gov and by US Mail to Licensure Coordinator, DPH Division of Healthcare Facility Licensure and Certification, 67 Forest Street, Marlborough, MA 01752. The Department will notify you by email of any missing items. The review will not begin until the application is complete. Questions: Licensure Coordinator at hfflicenseaction@mass.gov.

Answering the disclosure questions in Sections E, F, and G
1. Answer every question for each Disclosed Party. Disclosed Parties are those identified in response to Attachment A, B, C, and D. Applicants include transferees. 
1. For each Yes, add one row per occurrence to the Disclosure Details table in the same section.
1. For each occurrence, attach the relevant documents: the complaint or notice of agency action, the response, and the settlement agreement, court decision, or final agency action.
1. Label every attachment with the item it supports (for example, Attachment A.5 or Attachment E.1.4).
1. Disclose a matter even if it was dismissed, settled, or resolved. The Department verifies disclosures independently, and a matter it finds that was not disclosed as required will be considered in the suitability determination.
A.  APPLICATION INFORMATION
A.1   Application type
	☐  Initial licensure

	☐  Transfer of operations (Notice of Intent to Acquire)
	Current DPH license no:
	

	Management company proposed in connection with this filing?  ☐ Yes   ☐ No (If Yes, complete Section D and all applicable disclosures.)
	
	


A.2   Facility information
	Facility name (name under which it will do business)
	

	Licensee legal name
	

	Street address
	

	City/Town
	
	County
	

	ZIP code
	

	Facility type
	☐ Nursing home     ☐ Rest home     

☐ Other long-term care facility: 


	Licensed beds (current)
	
	Licensed beds (proposed)
	

	CMS Certification Number (CCN), if any
	
	Facility phone
	

	Administrator name
	
	Nursing home administrator license no. and state 
	


A.3   Point of contact for this application
	Name
	
	Title
	

	Organization
	
	Phone
	

	Email
	
	Mailing address
	


A.4   Proposed effective date (if applicable)
	Date of opening, transfer, or start of management agreement
	


A.5   Changes to beds, capacity, or services
[bookmark: _Int_iyHY6UgO]Will the number of beds, program capacity, or services offered change?     ☐ No     ☐ Yes. 
Attach an explanation (Attachment A.5).

A.6   Portfolio summary
Summarize the facilities associated with each party group. These totals must match the Facility Portfolio in E.1.
	Party group
	Number of facilities currently owned, operated, or managed
	Number of facilities in the past 10 years (including current)
	Number of licensed beds (current total)
	States where located

	Applicant and owners (Section B)
	
	
	
	

	Real property owner 
(Section C)
	
	
	
	

	Management company (Section D)
	
	
	
	


A.7   Transfer of operations only
105 CMR 153.033(B) requires the applicant to publish notice regarding intent to acquire, submit a signed statement that notice was provided, and submit a copy of the published notice to the Department within seven (7) days of submitting the application (NOIA) to the Department. If the notice does not comply, it must be published again and new copies sent to the Department. A group of 10 adults may petition for a public hearing within 14 days of publication. Even without a hearing, the suitability review period cannot end before the 14-day hearing request period is over.
	Newspaper and publication date of notice (if available)
	

	Copy of published notice
	☐ Attached (Attachment A.7)   
☐ Will be submitted when published


A.8   Application fee (if applicable) 
Application fee:  Attach check, payable to “Commonwealth of Massachusetts” for the appropriate fee.  (See https://www.mass.gov/info-details/health-care-facility-licensure-fee-schedule)   
	Amount
	
	Check no.
	


A.9   Maintaining Current Information
[bookmark: _Int_uW2KYUXn]105 CMR 153.012 requires keeping current all information required by regulation or otherwise required by the Department, including any changes or additions to the content of the information contained in any document required to be submitted to the department within 30 days of such change, including during the pendency of an application. All changes to financial status of the applicant or potential transferee, including respective owners, must be reported to the Department within 2 days of such a change. Changes to financial status include but are not limited to: filing for bankruptcy, default under a lending agreement or lease, appointment of a receiver, or recording of any lien.   

B.  OWNERSHIP INFORMATION
B.1   Ownership structure of the applicant
	☐ Sole proprietorship
	☐ Partnership
	☐ Limited partnership
	☐ Limited liability company

	☐ Corporation (for-profit)
	[bookmark: _Int_4OM9FxA9]☐ Non-profit corporation
	☐ Other (specify):


B.2   Business registration
	Massachusetts Secretary of the Commonwealth ID no.
	
	State of organization
	


The applicant must be registered and in good standing with the Massachusetts Secretary of the Commonwealth. The officers, directors, and managers listed in B.3 must match the Secretary of the Commonwealth record. Explain any difference in Attachment B.2.
B.3   Owners, officers, and directors of the applicant
Identify every individual or entity with a direct or indirect ownership interest of 5% or more or with a controlling interest in an applicant or potential transferee. This includes but is not limited to: Each officer, director, trustee, managing member, or person exercising control in the applicant or potential transferee. Attach a complete ownership and organizational chart tracing ownership through intermediate entities to the individuals who ultimately own or control the applicant; show percentage interests at each level. Identify all affiliated entities including but not limited to: Individuals, trusts, partnerships, associations, corporations, parent companies, affiliated entities, private-equity interests, and other forms of business associations. Provide CORI documentation for individuals where required; follow Department instructions for secure submission.
	#
	Name (individual or entity)
	Role(s) or title
	% owned
	Business address (street, city/town, state, ZIP)
	CORI form and photo ID

	1
	
	
	
	
	☐ Attached

	2
	
	
	
	
	☐ Attached

	3
	
	
	
	
	☐ Attached

	4
	
	
	
	
	☐ Attached

	5
	
	
	
	
	☐ Attached

	6
	
	
	
	
	☐ Attached

	7
	
	
	
	
	☐ Attached

	8
	
	
	
	
	☐ Attached


☐ Additional rows attached in the same format
B.4 Additional ownership and control disclosures
Attach a chart of direct and indirect ownership and control of the facility or the real property through the ultimate individual owners, identifying each intermediate entity, percentages, voting rights and persons exercising control regardless of percentage. Identify private-equity sponsors, funds, investment managers and contractual rights affecting budgets, staffing, clinical policies or facility operations. Describe related-party loans, guarantees, management fees and other arrangements that materially affect operations (Attachment B.4).

C.  REAL PROPERTY OWNERSHIP INFORMATION
C.1   Ownership or lease of the real property
	Does the applicant own the real property where the facility is located?

 ☐ Yes. The applicant owns the property. Skip C.3 and C.4 (the owners are already listed in B.3).
 ☐ No. The property is leased. Is the lease for at least one year? ☐   Yes    ☐  No. 

Attach an explanation of the applicant's authority to occupy the premises for the licensed use (Attachment C.1).


C.2   Agreements that could transfer the license 
	Has the applicant entered into any lease, financing, or other agreement under which the license could be sold, assigned, or otherwise transferred, voluntarily or involuntarily, as a result of a default or the operation of the agreement?
☐  No     ☐  Yes. Attach the agreement and an explanation (Attachment C.2).
The Department may not approve an application if an agreement would subject the license to transfer without Department review and approval.


C.3   Real property owner(s)
	Legal name
	

	Business address
	

	Massachusetts Secretary of the Commonwealth ID no. (if an entity)
	
	Related party* to the applicant?
	☐ Yes     ☐ No



*Related Party: An individual or organization associated or affiliated with as defined by 957 CMR 7.00, or that has control of, or is controlled by, the Nursing Facility; or is related to the Nursing Facility, or any director, stockholder, trustee, partner or administrator of the Nursing Facility by common ownership or control or in a manner specified in sections 267(b) and (c) of the Internal Revenue Code of 1954 as amended provided, however, that 10% is the operative factor as set out in sections 267(b)(2) and (3). Related individuals include spouses, parents, children, spouses of children, grandchildren, siblings, fathers-in-law, mothers-in-law, brothers-in-law, and sisters-in-law.
C.4   Owners, officers, and directors of the real property owner
Identify every individual or entity with a direct or indirect ownership interest of 5% or more or with a controlling interest in the real property on which the long-term care facility is located. This includes but is not limited to: Each officer, director, trustee, managing member, or person exercising control over the real property on which the long-term care facility is located. Attach a complete ownership and organizational chart tracing ownership through intermediate entities to the individuals who ultimately own the real estate. Identify all affiliated entities including but not limited to: Individuals, trusts, partnerships, associations, corporations, parent companies, affiliated entities, private-equity interests, and other forms of business associations. Provide CORI documentation for individuals where required and legally authorized by DPH; follow Department instructions for secure submission.
	#
	Name (individual or entity)
	Role(s) or title
	% owned
	Business address (street, city/town, state, ZIP)
	CORI form and photo ID

	1
	
	
	
	
	☐ Attached

	2
	
	
	
	
	☐ Attached

	3
	
	
	
	
	☐ Attached

	4
	
	
	
	
	☐ Attached

	5
	
	
	
	
	☐ Attached


☐ Additional rows attached in the same format
C.5 Additional ownership and control disclosures
Attach a chart of direct and indirect ownership and control of the real property through the ultimate individual owners, identifying each intermediate entity, percentages, voting rights and persons exercising control regardless of percentage. Identify private-equity sponsors, funds, investment managers and contractual rights affecting budgets, staffing, clinical policies or facility operations. Describe related-party loans, guarantees, management fees and other arrangements that materially affect operations (Attachment C.5).

D.  MANAGEMENT COMPANY INFORMATION
D.1   Management company
	Will a management company operate or manage the facility?
☐  No. Skip to Section E.
☐  Yes. Complete D.2 to D.4. 
The Department must find the management company suitable before it operates the facility.


D.2   Management company details
	Legal name
	

	Doing business as (if different)
	

	Business address
	

	Massachusetts Secretary of the Commonwealth ID no.
	
	State of organization
	

	Contact name
	
	Contact phone and email
	

	Related party to the applicant?
	☐ Yes     ☐ No
	Management agreement effective date
	


A management company operating a facility in Massachusetts must be registered and in good standing with the Massachusetts Secretary of the Commonwealth.
D.3   Management agreement
☐ Proposed or executed management agreement, including amendments, attached (Attachment D.3). Provide a concise narrative or table describing responsibilities and decision-making authority for staffing, administrator oversight, clinical policies, resident care, compliance, billing, payroll, finance, purchasing, IT, resident funds, contracting and vendor selection. For each applicable function identify whether responsibility is held by the licensee, management company or shared, and identify subcontracted or affiliated services and relevant agreements.
D.4   Owners, officers, and directors of the management company
Identify all direct and indirect owners (including qualifying ownership interests), officers, directors, managers and controlling persons of the management company. Attach a complete ownership and organizational chart tracing ownership through intermediate entities to the individuals who ultimately own or control the applicant; show percentage interests at each level. Identify all affiliated entities including but not limited to: Individuals, trusts, partnerships, associations, corporations, parent companies, affiliated entities, private-equity interests, and other forms of business associations. Cross-reference any persons or entities already disclosed in Section B or D rather than duplicating information. Provide CORI documentation where required and legally authorized; follow Department instructions for secure submission.
	#
	Name (individual or entity)
	Role(s) or title
	% owned
	Business address (street, city/town, state, ZIP)
	CORI form and photo ID

	1
	
	
	
	
	☐ Attached

	2
	
	
	
	
	☐ Attached

	3
	
	
	
	
	☐ Attached

	4
	
	
	
	
	☐ Attached

	5
	
	
	
	
	☐ Attached

	6
	
	
	
	
	☐ Attached


☐ Additional rows attached in the same format
D.5 Management company review and agreement details
Massachusetts Department of Public Health | Bureau of Health Care Safety and Quality – Long Term Care Suitability Application
Identify the exact legal entity, prior DPH management-company suitability determination (if any), determination date/reference and associated facilities. Prior review is not automatic approval of a new agreement. Identify the Massachusetts facilities to be managed, their licensees, license numbers, dates of engagement and current or proposed status. For proposed arrangements, obtain the required DPH suitability determination before engagement. Submit the fully executed agreement within 2 days and amendments within 30 days in accordance with 105 CMR 153.011. Provide all applicable ownership, compliance, litigation and financial disclosures for the management company within this single NOIA package.
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E.  SUITABILITY: COMPLIANCE, CAPACITY, and QUALITY
E.1   Facility portfolio
List every facility, in any care setting and any state, that a Disclosed Party from Attachment A.2 (if already operating), B.3, C.4, and D.4 owns, operates, or manages including those managed now and retrospectively for the past ten years. Sort by state, then by facility type, and include the county in the address. If the same facility is associated with more than one Disclosed Party, list it once and name each party and role. For more than 12 facilities, you may attach the list as an Excel file with the same columns (Attachment E.1).
	#
	Facility name
	Street address, city/town, county
	State
	Facility type or care setting
	CCN
	Medicaid provider no.
	# Beds
	Disclosed Party and role (owner, operator, manager, real property owner)
	Affiliated from / to (mm/yyyy)
	Current status (active, sold, closed, terminated)

	1
	
	
	
	
	
	
	
	
	
	

	2
	
	
	
	
	
	
	
	
	
	

	3
	
	
	
	
	
	
	
	
	
	

	4
	
	
	
	
	
	
	
	
	
	

	5
	
	
	
	
	
	
	
	
	
	

	6
	
	
	
	
	
	
	
	
	
	

	7
	
	
	
	
	
	
	
	
	
	

	8
	
	
	
	
	
	
	
	
	
	

	9
	
	
	
	
	
	
	
	
	
	

	10
	
	
	
	
	
	
	
	
	
	

	11
	
	
	
	
	
	
	
	
	
	

	12
	
	
	
	
	
	
	
	
	
	


☐ Additional rows or Excel file attached (Attachment E.1)
☐ None. No Disclosed Party has owned, operated, or managed a facility in the past 10 years. 
☐ A resume for each individual in B.3, C.4, and D.4, describing their health care and long-term care experience, is attached (Attachment E.1).
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E.2   Compliance Suitability Disclosures 
Answer each question for each party group. Leave the Real property owner column blank if you answered Yes in C.1, and the Management company column blank if you answered No in D.1.
	Item
	Question (covers past 10 years, in any state)
	Applicant and owners (B)
	Real property owners (C)
	Management companies (D)

	
	
	Yes
	No
	Yes
	No
	Yes
	No

	E.2.1
	Unsuitability: Pursuant to 105 CMR 153.013, has any Disclosed Party been found unsuitable or not responsible to own, operate, or manage a facility, or to hold a license, by Massachusetts or any other state? Findings include, but are not limited to: Denial, suspension, revocation, surrender, or other disciplinary action related to a Disclosed Party’s professional license, including but not limited to a nursing home administrator’s license.
	☐
	☐
	☐
	☐
	☐
	☐

		E.2.2
	Legal Capacity: Do all Disclosed Parties, including the applicant and transferee, have the legal capacity to provide the services for which the license is sought as required by 153.013(A)(1)? If so, please provide documents such as articles of incorporation demonstrating such legal capacity. 
	☐
	☐
	☐
	☐
	☐
	☐

	E.2.3
	Quality of care: Pursuant to 105 CMR 153.103(A)(2), has any Disclosed Party acted in a manner resulting in jeopardy to the health, safety, or welfare of residents at any health institution or facility, including but not limited to: Long-term care facilities, hospitals, clinics, and ambulatory surgery centers?
	☐
	☐
	☐
	☐
	☐
	☐

	E.2.4
	Compliance with Enforcement: Pursuant to 105 CMR 153.013(A)(3), has any Disclosed Party impeded the work of any duly authorized representative of the Department or the lawful enforcement of any applicable law or regulation? 
	☐
	☐
	☐
	☐
	☐
	☐

	E.2.5
	Facility Licensure Suspensions, Denials, Revocations, Renewals, and Disciplinary Action: Pursuant to 105 CMR 153.013(A)(6), has or does any Disclosed Party owned a 50% or greater interest or acted as the corporate officer or member of the board of directors of a facility that has been subject to proceedings that resulted in the suspension, denial, revocation of the license, denial of renewal license of a facility, or other disciplinary action?
	☐
	☐
	☐
	☐
	☐
	☐

	E.2.6
	Disclosed Party License Actions: Has any professional license held by a Disclosed Party in Massachusetts or any other jurisdiction, including but not limited to a nursing home administrator license, ever been denied, suspended, revoked, surrendered, or subject to disciplinary action?
	☐
	☐
	☐
	☐
	☐
	☐

	E.2.7
	Medicare and Medicaid certification: Pursuant to 105 CMR 153.013(A)(6), has any Disclosed Party owned 50% or greater interest or acted as a corporate officer or member of the board of directors of a facility that has had its Medicaid certification cancelled or revoked? 
	☐
	☐
	☐
	☐
	☐
	☐

	E.2.8
	Substandard Level of Care: Pursuant to 105 CMR 153.013(A)(7), has any Disclosed Party maintained a substandard level of care, as measured by compliance with: Licensing regulations in Massachusetts or elsewhere; federal conditions of participation in Medicare and Medicaid at any health institution or facility, including but not limited to: long-term care facilities, hospitals, clinics and ambulatory surgery centers for which the Disclosed Party has been a licensee in Massachusetts or elsewhere? 
	☐
	☐
	☐
	☐
	☐
	☐

	E.2.9
	Abuse, neglect, and mistreatment citations: Pursuant to 105 CMR 153.013(A)(7) and (B)(2), has any Disclosed Party been cited for a deficiency related to abuse, neglect, or mistreatment of residents or patients, or misappropriation of their property, including a failure to report or investigate?
	☐
	☐
	☐
	☐
	☐
	☐

	E.2.10
	Abuse, neglect, and mistreatment findings: Pursuant to 105 CMR 153.013(A)(7) and (B)(2), has any Disclosed Party been the subject of a substantiated finding of abuse, neglect, or misappropriation?
	☐
	☐
	☐
	☐
	☐
	☐

	E.2.11
	State or Federal Noncompliance: Pursuant to 105 CMR 153.013(A)(8), has any Disclosed Party been cited for any noncompliance with any applicable state or federal laws or regulations? 
	☐
	☐
	☐
	☐
	☐
	☐

	E.2.12
	Competence: Pursuant to 105 CMR 153.013(B)(1), are all Disclosed Parties competent and experienced to operate a long-term care facility? 
	☐
	☐
	☐
	☐
	☐
	☐

	E.2.13
	Settlements: Pursuant to 105 CMR 153.013(B)(5), has any Disclosed Party been the subject of any state or federal agency proceedings to suspend, deny, or revoke the license or renewal license or deny, cancel, or revoke the Medicaid Certification of a facility where those proceedings have been resolved by settlement agreement? 
	☐
	☐
	☐
	☐
	☐
	☐

	E.2.14
	Licensure and Certification Actions: Pursuant to 105 CMR 153.013(B)(9) has any facility owned or operated by any Disclosed Parties been the subject of any state or federal agency proceedings that resulted in the suspension, denial, or revocation of the license or renewal license of the facility or been the subject of proceedings that resulted in the denial, cancellation, or revocation of the Medicaid Certification of the facility?
	☐
	☐
	☐
	☐
	☐
	☐

	E.2.15
	Fraud or Misrepresentation: Pursuant to 105 CMR 153.013(B)(6) has any of the Disclosed Parties obtained or attempted to obtain a license by fraud or misrepresentation or by submitting false information? 
	☐
	☐
	☐
	☐
	☐
	☐

	E.2.16
	Management and Supervision: Pursuant to 105 CMR 153.013(B)(7) has any Disclosed Parties employed in a management or supervisory position a person whom a hearing officer has determined pursuant to 105 CMR 153.029, to be neither suitable nor responsible to establish or maintain a long-term care facility? 
	☐
	☐
	☐
	☐
	☐
	☐



E.3 Compliance Suitability Disclosure Details
Complete one row for each occurrence behind a Yes answer in E.2 and attach the supporting documents using the item number captured in E.2 and E.3. Add rows as needed. See the shaded first row as an example.
	Item
	Disclosed Party and facility (E.1 row #)
	State and date(s)
	Court or agency, and case or docket no.
	Description, how it was resolved, and current status

	E.2.5
	ABC Nursing LLC; E.1 row 4
	CT, 03/2021
	CT Department of Public Health; Docket no. 21-0457
	Facility license placed on probation for staffing deficiencies. Consent order signed 06/2021; probation ended 06/2022. No conditions remain. See attachment E.2.5 for further details.

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


☐ Additional rows attached in the same format
E.4 Facility history, quality and enforcement detail
Provide a ten-year facility history by state for Disclosed Parties. Use a table or spreadsheet with facility name/address, state, county, licensed beds, CCN and Medicaid provider number, association dates, entity and owner/operator/manager role, licensure/certification status, available CMS Five-Star ratings and quality measures (with reporting dates), and significant survey and enforcement actions. Include managed facilities, not only owned facilities. Provide written explanations and supporting documents for serious deficiencies, immediate jeopardy, substantiated abuse/neglect, findings of unsuitability, certification or license action, consent orders, settlements, Attorney General actions, and corrective measures. If no reportable matter exists, affirmatively state NONE (Attachment E.4).
F. CRIMINAL AND CIVIL LITIGATION HISTORY
F.1   Criminal and civil litigation disclosures
Answer each question for each party group. Leave the Real property owner column blank if you answered Yes in C.1, and the Management company column blank if you answered No in D.1.
	Item
	Question (covers past 10 years, in any state)
	Applicant and owners (B)
	Real property owner (C)
	Management company (D)

	
	
	Yes
	No
	Yes
	No
	Yes
	No

	F.1.1
	Felonies: Pursuant to 105 CMR 153.013(B)(3), has any Disclosed Party been convicted of, pled guilty to, or admitted in a judicial proceeding to facts sufficient to warrant a finding of guilty of, any felony in any state or other jurisdiction?
	☐
	☐
	☐
	☐
	☐
	☐

	F.1.2
	Attorney General actions: Pursuant to 105 CMR 153.013(B)(4), has the Massachusetts Attorney General, or the attorney general of any other state, brought an action against any Disclosed Party that resulted in an order or judgment, including a consent judgment or assurance of discontinuance?
	☐
	☐
	☐
	☐
	☐
	☐

	F.1.3
	Settlements: Pursuant to 105 CMR 153.013(B)(5), has any Disclosed Party been subject of court proceedings to suspend, deny, or revoke the license or renewal license or deny, cancel, or revoke the Medicaid Certification of a facility where those proceedings have been resolved by settlement agreement in any state or other jurisdiction? 
	☐
	☐
	☐
	☐
	☐
	☐

	F.1.4
	Other Licensure and Certification Actions: Pursuant to 105 CMR 153.013(B)(9) has any facility owned, operated, or managed by any Disclosed Parties been the subject of court proceedings that resulted in the suspension, denial, or revocation of the license or renewal license of the facility or been the subject of proceedings that resulted in the denial, cancellation, or revocation of the Medicaid Certification of the facility in any state or other jurisdiction?
	☐
	☐
	☐
	☐
	☐
	☐

	F.1.5
	Medicare or Medicaid fraud: Pursuant to 105 CMR 153.013(A) or (B), has any Disclosed Party been charged with or convicted of Medicare or Medicaid fraud, been a defendant in a civil action alleging Medicare or Medicaid fraud, entered into a Corporate Integrity Agreement, an independent compliance monitoring program, or been excluded from a federal health care program because of fraud?
	☐
	☐
	☐
	☐
	☐
	☐

	F.1.6
	Abuse, neglect and mistreatment: Pursuant to 105 CMR 153.013(A) or (B), Has any Disclosed Party been the subject of a criminal charge or civil lawsuit alleging abuse, neglect, or mistreatment of residents or patients, or misappropriation of their property?
	☐
	☐
	☐
	☐
	☐
	☐

	F.1.7
	Litigation, including pending cases: Pursuant to 105 CMR 153.013(B)(10), has any Disclosed Party been a party to criminal or civil litigation related to operating a facility, including cases about quality of care, safety of residents or staff, employment and labor, fraud, unfair or deceptive business practices, or landlord-tenant issues, including pending cases in any state or other jurisdiction?
	☐
	☐
	☐
	☐
	☐
	☐


F.2   Criminal and civil litigation disclosure details
Complete one row for each occurrence behind a Yes answer in F.1 and attach the supporting documents using the item number captured in F.1. Add rows as needed. See the shaded first row in E.3 as an example.
	Item
	Disclosed Party and facility (E.1 row #)
	State and date(s)
	Court or agency, and case or docket no.
	Description, how it was resolved, and current status

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


☐ Additional rows attached in the same format
F.3 Supporting records for criminal, civil and administrative matters
For each responsive matter, identify the individual or entity, affiliation, affected facility, court or agency, jurisdiction and county, docket or case number, allegations, filing and disposition dates, status, settlement or judgment, penalties or corrective action, and appeal status. Attach relevant complaint or charging document, agency notice, response, settlement agreement, order, judgment or final decision. One matter may be reported once even when responsive to multiple questions. Include matters in Massachusetts and other jurisdictions; if none, affirmatively state NONE (Attachment F.3).
G.  FINANCIAL CAPACITY
G.1   Financial disclosures
Answer each question for each party group. Leave the Real property owner column blank if you answered “Yes” in C.1, and the Management company column blank if you answered “No” in D.1. 

	Item
	Question (covers past 10 years, in any state)
	Applicant and owners (B)
	Real property owner (C)
	Management company (D)

	
	
	Yes
	No
	Yes
	No
	Yes
	No

	G.1.1
	Bankruptcy, foreclosure, or receivership: Pursuant to 105 CMR 153.013(A)(5) has any Disclosed Party or facility in E.1 filed for bankruptcy, been foreclosed on, or been placed in receivership? 
	☐
	☐
	☐
	☐
	☐
	☐

	G.1.2
	Private equity: Does or did any private equity firm or fund hold, directly or indirectly, an ownership interest, investment, or controlling interest in the applicant, the real property owner, or the management company? For each, give the firm's name and the nature and percentage of its interest.
	☐
	☐
	☐
	☐
	☐
	☐

	G.1.3
	Lease and loan defaults: Pursuant to 105 CMR 153.013(A)(5) has any Disclosed Party defaulted on a lease or loan, including a mortgage default, a lease termination for nonpayment, a collection action, or a breach-of-lease lawsuit?
	☐
	☐
	☐
	☐
	☐
	☐

	G.1.4
	Unpaid taxes: Pursuant to 105 CMR 153.013(A)(5) does any Disclosed Party owe unpaid federal, state, or local taxes in any jurisdiction, including taxes being paid under a payment plan?
	☐
	☐
	☐
	☐
	☐
	☐

	G.1.5
	Liens: Pursuant to 105 CMR 153.013(A)(5), has a lien been recorded against any Disclosed Party (for example, a tax, judgment, or mechanic's lien)?
	☐
	☐
	☐
	☐
	☐
	☐

	G.1.6
	MassHealth user fees and balances: Pursuant to 105 CMR 153.013(A)(5), does any Disclosed Party have unpaid MassHealth fees or taxes, including but not limited to nursing facility user fees, or have an outstanding MassHealth balances? 
All user fees must be paid, and no balances may be outstanding, before the Department can find an applicant suitable.
	☐
	☐
	☐
	☐
	☐
	☐

	G.1.7
	Sufficient Financial Resources: Pursuant to 105 CMR 153.013(A)(5), has any disclosed party failed to maintain sufficient resources to provide services required by state and federal regulations not disclosed in response to G.1.1 through G.1.6?
	☐
	☐
	☐
	☐
	☐
	☐


G.2   Financial disclosure details
Complete one row for each occurrence behind a Yes answer in G.1 and attach the supporting documents using the item number captured in G.1. Add rows as needed. See the shaded first row in E.3 as an example.
	Item
	Disclosed Party and facility (E.1 row #)
	State and date(s)
	Court or agency, and case or docket no. if applicable
	Description, current status, and resolution (if any)

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


☐ Additional rows attached in the same format

G.3   Financial statements (five most recent years)
	Entities
	What to submit
	Status

	Massachusetts facilities, management companies, and realty companies
	Copies of the five most recent years of cost reports filed with the Center for Health Information and Analysis (CHIA). If any year was not filed, explain why.
	☐ Attached (Attachment G.3)
☐ Not applicable

	Facilities, management companies, and realty companies outside Massachusetts
	Five years of available state-filed cost reports or substantially equivalent schedules comparable to applicable Massachusetts CHIA cost reports. See G.5.2; explain unavailable information.
	☐ Attached (Attachment G.3)
☐ Not applicable


G.3A Entity financial statements
Submit financial statements for all Disclosed Parties for the five most recent completed fiscal years including: Balance sheets; Income statements; Cash-flow statements and notes; Externally audited statements; Unaudited statements with identified preparer; and Current-year interim statements. For external audits in progress, identify the expected completion date. DPH may request independent verification or additional documentation (Attachment G.3A).
G.4   Business plan and projections
Attach the following as Attachment G.4:
	☐  Written description of the transaction and business plan
☐  Projected profit and loss for the next three years and detailed assumptions that support the projected calculation and result including payor mix, Medicaid residents by payment classification, projected patient days, and daily rates
☐  Capital budget for the next three years
☐  Financing commitment or other preliminary financing approval, if available


G.5 Additional financial capacity submissions

G.5.1 Massachusetts operations: Identify each Massachusetts LTC facility owned or operated by the Disclosed Parties and submit or specifically cross-reference five reporting years of applicable CHIA cost reports. For transfers, also provide the two most recent cost reports filed with CHIA for the facility being acquired, including SNF-CR, REA-CR, and MGT-CR for nursing homes and HCF4 HCF2, HCF3 for rest homes, as applicable.
G.5.2 Out-of-state operations: Submit five years of available state-filed cost reports or substantially equivalent financial schedules comparable to applicable CHIA reports for all Disclosed Parties. Include facility identifiers, beds, payer mix, resident days, revenues by payer, staffing and other operating costs, related-party payments, assets, liabilities and operating results. Explain unavailable fields or periods.
G.5.3 Related-party and financial distress: Disclose material related-party financing, management fees, intercompany loans, guarantees, liens, unpaid taxes or fees, defaults, bankruptcies, foreclosures and receiverships during the preceding ten years for all Disclosed Parties not elsewhere disclosed in this application. Identify affected entities, amounts, dates, jurisdictions, status and relevant supporting documents.
G.5.4 Prior Submissions: Documents previously filed with DPH may be incorporated by reference when the applicant identifies the earlier submission, certifies it remains accurate and complete, and supplies all updates; acceptance is subject to DPH review.
G.5.5 Updating Materials: Pursuant to 105 CMR 153.012, the applicant must update DPH concerning material changes to financial conditions in accordance with applicable reporting requirements. If a category is inapplicable or a document unavailable, provide a written explanation. 
.
H.  ATTACHMENT CHECKLIST
Confirm that each attachment that applies is included and labeled with its item number.
	Attachment
	Document
	Required when
	Included
	N/A

	A.5
	Explanation of changes to beds, capacity, or services
	A.5 is Yes
	☐
	☐

	A.7
	Copy of published notice
	Transfer of operations
	☐
	☐

	A.8
	Application fee check, payable to “Commonwealth of Massachusetts”
	A fee applies
	☐
	☐

	B.2
	Differences in the officers, directors, and managers listed on the Secretary of the Commonwealth record
	If the officers, directors, and managers listed in B.3 are different than the Secretary of the Commonwealth record
	☐
	☐

	B.3, C.4, D.4
	CORI request form and government-issued photo ID for each individual listed
	Always
	☐
	☐

	B.4
	Ownership/control chart and private-equity details
	Always
	☐
	☐

	C.1
	Explanation of authority to occupy the premises
	Lease is less than one year
	☐
	☐

	C.2
	Agreement that could transfer the license, with explanation
	C.2 is Yes
	☐
	☐

	C.5
	Ownership/control chart and private-equity details
	C.1 is No
	☐
	☐

	D.3
	Management agreement
	D.1 is Yes
	☐
	☐

	D.5
	Management company review and agreement details
	D.1 is Yes
	☐
	☐

	E.1
	Facility portfolio in Excel, and a resume for each individual in B.3, C.4, and D.4, describing their health care and long-term care experience
	If more rows are needed, as described in E.1
	☐
	☐

	E.3, F.2, G.2
	Supporting documents for each disclosed occurrence
	Any Yes answer
	☐
	☐

	E.4
	Ten-year facility history and enforcement documents
	Always
	☐
	☐

	F.3
	Litigation/criminal supporting records
	Any Yes in F.1
	☐
	☐

	G.3
	Five years of CHIA cost reports (Massachusetts) and available state-filed cost reports or substantially equivalent schedules comparable to applicable Massachusetts CHIA cost reports) (outside Massachusetts)
	Always
	☐
	☐

	G.3A
	Entity financial statements
	Always
	☐
	☐

	G.4
	Business plan and projections
	Always 
	☐
	☐

	G.5.1 – G.5.5
	Additional financial capacity submissions
	Always
	☐
	☐



I.  ATTESTATION AND NOTARIZATION
The applicant must sign. If Section D applies, the management company must also sign. If the applicant does not own the real property (C.1 is No), the real property owner must also sign. Each signature must be notarized.
1. I certify, under the pains and penalties of perjury, that I am the proposed licensee, or authorized agent of the proposed licensee, and that the information provided in and submitted with this document is accurate and correct to the best of my knowledge.
1. I understand that failure to submit a complete and accurate initial licensure or transfer-of-operations application may constitute grounds for denial or other action authorized by law, and that the Department may not accept an incomplete application.
1. I understand that ownership and control information must be kept current, and that it is the responsibility of licensees to file changes within 30 days of execution with the Department of Public Health, Division of Health Care Facility Licensure and Certification through its Licensure Coordinator.
1. I certify that I have read and understand the statutory and regulatory requirements applicable to licensure and operation, and understand that the failure to meet these requirements may be grounds for the denial, revocation or refusal to renew a license, and that any legal or administrative action or claim arising from or related to this application or any resulting license shall be interpreted in accordance with and subject to the judicial and administrative laws, regulations and procedures of the Commonwealth of Massachusetts.
1. I certify that this application is not undertaken to circumvent the effect and purpose of 105 CMR 153.000 and is not undertaken in an attempt to obtain a license by fraud or misrepresentation or by submitting false information. 
1. I certify that I will not prevent or impede the work of any duly authorized representative of the Department or lawful enforcement of any provision of M.G.L. c. 111 or regulations promulgated thereunder.
1. I certify pursuant to M.G.L. c. 62C, §49A that all applicants have complied with all laws of the Commonwealth relating to taxes, the reporting of employees and contractors, and the  withholding and remitting of child support; and that no applicant who owns or leases a motor vehicle or trailer that is required to be registered in the Commonwealth under M.G.L. c. 90 has improperly registered the motor vehicle or trailer in another state or misrepresents the place of garaging of the motor vehicle or trailer in another city or town.
1. I understand that the Department may, at its discretion, request additional information concerning ownership and control to reach its determination of the applicant’s suitability for licensure, and that this application shall not be deemed complete until such information has been submitted, received and reviewed by the Department, and that failure to submit such information may result in the return or denial of this application.
1. I understand that the Department or its agents may visit and inspect this facility or program at any time, without prior notice, in order to determine compliance with state law and applicable regulations, and that all parts of the facility or program, all staff and activities, and all records covered by this application are subject to such visit and inspection.
I.1   Applicant
By signing below, the authorized agent of the Applicant named in A makes each certification and acknowledgment in statements 1 to 9 of this Section I, under the pains and penalties of perjury, as to the Disclosed Parties.
	Signature
	
	Date
	

	Printed name
	
	Title
	

	Organization
	

	Notary
State of ______________________     County of ______________________

Subscribed and sworn to before me this ______ day of ____________________, 20____.

Notary Public signature: ________________________________     

Printed name: ________________________________

My commission expires: ____________________, 20____.                                                                          (Seal)



I.2   Management company (required if Section D applies)
By signing below, the authorized agent of the management company named in D.2 makes each certification and acknowledgment in statements 1 to 9 of this Section I, under the pains and penalties of perjury, as to the management company and its owners, officers, and directors.
	Signature
	
	Date
	

	Printed name
	
	Title
	

	Organization
	

	Notary
State of ______________________     County of ______________________

Subscribed and sworn to before me this ______ day of ____________________, 20____.

Notary Public signature: ________________________________     

Printed name: ________________________________

My commission expires: ____________________, 20____.                                                                          (Seal)



I.3   Real property owner (required if C.1 is No)

By signing below, the authorized agent of the real property named in C.3 makes each certification and acknowledgment in statements 1 to 9 of this Section I, under the pains and penalties of perjury, as to the that real property owner, its owners, officers, and directors. 
	Signature
	
	Date
	

	Printed name
	
	Title
	

	Organization
	

	Notary
State of ______________________     County of ______________________

Subscribed and sworn to before me this ______ day of ____________________, 20____.

Notary Public signature: ________________________________     

Printed name: ________________________________

My commission expires: ____________________, 20____.                                                                          (Seal)
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