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This user guide describes the steps you need to follow to submit a Look-Alike Initial Designation application
to the Health Resources and Services Administration (HRSA).

1. Starting the Look-Alike Initial Designation Application

You must have an EHB user account to create a Look-Alike application (also known as an Initial Designation).
After logging into EHB, click on the ‘Organizations’ tab and then select the ‘Organization Folder’ link under
the ‘Options’ column of the list page to open ‘Organization Home’ page.

On the ‘Organization Home’ page, click ‘Create Initial Designation Application’ (Figure 1) link under the
‘FQHC-LAL’ section to open ‘Look-Alike Create Application’ page.

Figure 1: Application - Organization Home

~ FQHC-LAL

Requests Portfolio

| Create Initial Designation Applicatiod My Designation Portfolio
Work on existing application Add Designation to Portfolio

+ View More + View More

Select the target population(s) for your application and click the ‘Continue’ button to access the
confirmation page.

Click the ‘Confirm’ button to confirm the creation of an Initial Designation (ID) application.

Note: The system will create your ID Application and display the tracking number. Make a note of your ID
application tracking number. The tracking number will also be emailed to you.

Click ‘Continue with Application’ to open the ‘Application - Status Overview’ page that has links to the Cover
Page, Appendices, and Program Specific Information on the left menu.

IMPORTANT NOTE: If you do not have a username, you must register in EHB. Do not create duplicate
accounts. If you experience log in issues or forget your password, contact the HRSA Contact Center at (877)
464-4772.

After you have created the Initial Designation application, you can return to work on it by finding it in your
Pending Tasks list.

1. Locate the Look-Alike ID application using the EHB Application tracking number and click the Start link to
begin working on the application in EHB (if you have previously accessed the application, the Start link
will be replaced with Edit).

> The system opens the Application - Status Overview page of the application (Figure 2).
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Figure 2: Application - Status Overview Page
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The application consists of the Cover Page, Appendices, and Program Specific Information sections. You
must complete all of these sections in order to submit your application to HRSA.

2. Completing the Look-Alike Cover Page section of the
application

The Cover Page (Figure 3) requires the following information, as indicated by the red asterisks to the left of
these fields:

e Select Target Population(s) (Figure 3, 1) — select the target population type(s) served by the
applicant health center: Community Health Centers (CHC), Health Care for the Homeless (HCH),
Migrant Health Centers (MHC), and/or Public Housing Primary Care (PHPC).

e Person to be contacted on matters involving this application (Figure 3, 2) — enter the point of
contact for the look-alike initial designation application.

e Authorized Representative (Figure 3, 3) — enter the person who is authorized by the board of
directors to submit the look-alike initial designation application.
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Figure 3: Cover Page of FQHC-LAL Application

2 Cover Page
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Once completed, click the Save and Continue button to proceed to the Appendices form.

3. Completing the Appendices Form

1. Expand the left navigation menu if not already expanded by clicking the double arrows displayed near
the form name at the top of the page (Figure 4, 1). Click on the Appendices link (Figure 4, 2) to navigate

to the Appendices form.

Figure 4: Left Navigation Menu

«

FQHC-LAL Application =

ALL TASKS

QOverview
Status

Basic Information
ot Cover Page

Other Information

7#‘( Appendices

Program Specific
Information

S Program Specific
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Review and Submit
Review
Submit

Other Functions -

Navigation

Return to Applications
List
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2. Upload the following attachments by clicking the associated Attach File buttons:
e Project Abstract
e Project Narrative
e Attachment 1: Patient Origin Study (required)
e Attachment 2: Service Area Map and Table (required)
e Attachment 3: MUA/MUP Designation (required)
e Attachment 4: Corporate Bylaws (required)
e Attachment 5: Governing Board Meeting Minutes (required)

e Attachment 6: Co-Applicant Agreement for Public Centers (required for public center applicants that
have a co-applicant board) (as applicable)

e Attachment 7: Summary of Contracts and Agreements (as applicable)

e Attachment 8: Articles of Incorporation (required)

e Attachment 9: Evidence of Nonprofit or Public Center Status (required)

e Attachment 10: Medicare and Medicaid Documentation (required)

e Attachment 11: Organizational Chart (required)

e Attachment 12: Position Descriptions for Key Personnel (required)

e Attachment 13: Biographical Sketches for Key Personnel (required)

e Attachment 14: Sliding Fee Discount Schedule and Schedule of Charges (required)
e Attachment 15: Financial Statements and Independent Financial Audit (required)
e Attachment 16: Letters of Support (required)

e Attachment 17: Floor Plans (required)

e Attachment 18: Budget Narrative (required)

e Attachment 19: Health Center Program Requirements Complinace (required)

e Attachment 20: Other Relevant Documents (as applicable — maximum 5)

3. After completing the Appendices form, click the Save and Continue button to proceed to the Program
Specific Information — Status Overview page.

4. Completing the Program Specific Forms

1. Click the Update link to edit each form. Once completed, click on the Save and Continue button to
proceed to the next listed form.
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Figure 5: Status Overview Page for Program Specific Forms
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4.1 Form 1A — General Information Worksheet

Form 1A - General Information Worksheet provides information related to the applicant, proposed service

area, and patient and visit projections. This form has the following sections:

1. Applicant Information (Figure 6, 1)
2. Proposed Service Area (Figure 6, 2)
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Figure 6: Form 1A — General Information Worksheet

2 Form 1A - General Information Worksheet
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4.1.1 Completing the Applicant Information section
The Applicant Information section is pre-populated with the applicant name and application type. Complete
this section by providing information in the required fields (Figure 7).
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1. Select the applicant organization’s fiscal year end date (e.g., June 30) from the drop-down menu.

2. Select one option in the Business Entity section. An applicant that is a Tribal or Urban Indian entity
and also meets the definition for a public or private entity should select the Tribal or Urban Indian
category.

3. Select one or more categories for the Organization Type section. You must specify the organization
type if you select ‘Other’ (Figure 7, 1).

Figure 7: Applicant Information section

+ 1. Applicant Information

Applicant Name

* Fiscal Year End Date Select Option M

Application Type Initial Designation

* Business Entity Select Option v
All
Faith based
Hospital

State government

City/County/Local Government or Municipality
* Organization Type (Select all that University

apply) Community based organization

Other -@

If 'Other' please specify:

(maximum 100 characters)

4.1.2 Completing the Proposed Service Area section
The Proposed Service Area section is divided into the following sub-sections:

e 2a. Service Area Designation

e 2b. Service Area Type

e 2c. Patients and Visits
0 Unduplicated Patients and Visits by Population Type
0 Patients and Visits by Service Type

41.2.1 Completing 2a. Service Area Designation

In the Select MUA/MUP field (Figure 8, 1), select the option(s) that best describe the designated service area
you propose to serve. Enter ID number(s) for the MUA and/or MUP in the proposed service area.
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IMPORTANT NOTES:

e Applicants applying for CHC funding MUST serve at least one Medically Underserved Area (MUA) or
Medically Underserved Population (MUP).

e Forinquiries regarding MUAs or MUPs, visit the Shortage Designation web site or call 1-888-275-4772
(option 1 then option 2), or contact the Shortage Designation Branch at sdb@hrsa.gov or 301-594-0816.

Figure 8: Proposed Service Area section

w 2. Proposed Service Area

Note(s):

Applicants applying for Community Health Center Designation must provide at least one designated service area 1D under an MUA or MUP.

2a. Service Area Designation

@\ 0 Medically Underserved Area (MUA) ID #
* Select MUA/MUP
(Each ID must be a 5 digit integer. Use commas to separate multiple 1Ds, without spaces) u Meaically Underserved Population (MUP) ID #

O Medically Underserved Area Application Pending ID #
Find an MUA/MUP 7

O Medically Underserved Population Application Pending ID #

4.1.2.2 Completing 2b. Service Area Type section

In the Service Area Type field (Figure 9), indicate whether the service area is urban, rural, or sparsely
populated. If sparsely populated is selected, specify the population density by providing the number of
people per square mile (values must range from .01 to 7).

IMPORTANT NOTE: For information about rural populations, visit the Office of Rural Health Policy’s web
site.

Figure 9: Service Area Type section

2b. Service Area Type
Urban
* Choose Service Area Type Rural

Sparsely Populated - Specify population density by providing the number of people per square mile: (Provide a value ranging from 0.01 to 7)

4.1.2.3 Completing 2c. Patients and Visits

41.23.1 Unduplicated Patients and Visits by Population Type
To complete this section, follow these steps:

1. Answer the question, ‘How many unduplicated patients are projected to be served by End of
Designation Period’ (Figure 10, 1).

2. The system will auto-populate the number in the Total row of the Patients column under the
Projected by End of Designation Period heading (Figure 10, 2) when the user clicks on the Save
or Save and Continue button.

3. Under the Current Number heading, provide the current number of Patients and Visits in the
Total row and the current number of Patients and Visits for each Population Type listed (Figure
10, 3). The patients and visits for each Population Type must add up to the numbers in the Total
row.

4. Under the Projected by End of Designation Period heading, provide the number of projected
Visits in the Total row and provide the number of Patients and Visits that you project to serve
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annually for each Population Type listed (Figure 10, 4). The patients and visits for each
Population Type must add up to the numbers in the Total row.

Figure 10: Unduplicated Patients and Visits by Population Type

Ze. Patients and Visits
Unduplicated Patients and Visits by Population Type /E]
* How many unduplicated patients are projectsd to be served by end of the Designation Period?
A ¥0
Population Type Current Number - Projectsd by End of Designation Period
Patients Visita Patients /@ Viits
*

IMPORTANT NOTES:

e The General Underserved Community row should include all patients/visits not captured in other
Population Types

e Across all Population Type categories, an individual can only be counted once as a patient.

4.1.2.3.2 Patients and Visits by Service Type
To complete this section, follow these steps:
1. Provide the Current Number of patients and visits for each listed Service Type (Figure 11, 1).
2. The Current Number of patients and visits must be greater than zero for ‘Total Medical Services’

(Figure 11, 2).
3. Provide the annual number of patients and visits that you project to serve within each Service Type

category by the End of the Designation Period (Figure 11, 3).

Figure 11: Patients and Visits by Service Type

Patients and Visits by Service Type 1
Service Type Current Number Projectad by End of Designation Period
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IMPORTANT NOTES:

e The Patients and Visits by Service Type section does not display total values, since an individual patient
may be included in multiple Service Type categories.

e Providing numbers for all the Service Types is required. Zeros are acceptable, except ‘Total Medical
Services'.

e For ‘Total Medical Services’, the number of projected patients (Figure 11, 4) must be greater than the
number of projected patients you enter for each of the ‘Total Dental’, ‘Total Mental Health’, ‘Total
Substance Abuse Services’, and ‘Total Enabling Services’ service types.

4. After completing all sections of Form 1A: General Information Worksheet, click the Save and
Continue button to save your work and proceed to the next form.

4.2 Form 1C — Documents on File

Form 1C - Documents on File displays a list of documents to be maintained by your organization.

Figure 12: Form 1C - Documents on File

2 Form 1C - Documents on File

) Note(s):
Exampie date formats for use on this form are: 01152016, First Monday of every April, and bi-monthly (last rev 01/16),

} W e SRS SR T Due Date: 8888 (Due In: % Days) | Section Status: S St

¥ Resources [

Fialds with * are required

Management and Finance Date of Latest

* Personnel Policies andlor Procedures, Including retated Confiict of intersst Provis

ions (Program Requirements 3, 9, 17, and 18)

* pata Collection and Management Information Systems (Clinical and Fnancial} Policies and Procedures [Program Requirements B and 15)

* Billing, Credit and Collection Policies and Procedures (Program Requirsmant 13)

bl urement Policies andior Including refated Conflict of interest Provisions (Program Requirements 10, 12, and 19 and Uniform Guidancs 2 CFR
200 a5 codified by HHS at 45 CFR 76)

* Emergency Preparedness and Management Fian (Pelicy Infermation Notice 2007-15]

* Fee Scheduls/Schedule of Charges (Program Requirements 7 and 13)

*  Sliding Fee Discount Program Policies and Procedures (Program Requirement 7)

* Finaneial ManagementiAccounting and internal Control Policies and Procedures (Program Reguirements 10 and 12}

Services Duate of L i 100

diant Fatent Confidentiality Policies and Frocedures (Frogram Requirement 8)

* Chnical Frow inical Gare Policies and Procedures (Program Requirements 2 and 8]

Grievance Policies and Procedures. (Program Requirements & and 17)

* Quality Improvement and Quality Assurance Plan, including Incident Reporting System and Risk Management Policies (Frogram Requiremant 8)

* Malpractice Coverage Plan (Frogram Requirsment 3)

Credentialing and Privileging Policiés and Procedures (Program Requirement 3 and Policy Information Nobices 2001-16 and 2002-22)

»

Arter-Hours Coverage Policles and Procedures (Frogram Requirements 4 and 5)

*  Hospital Agmitting Privileges Documentation (Program Requirement &)

Governance Date of Latest 100

* OrganizationaliBoard Bylaws, including Board Autherity, Composition, and Cenfiict of Interest Policies and Precedures (Fregram Requirements 17, 18, and

* Co-Applicant Agreement, if a public organization [Program Requirement 17)

Go to Frevious Page m Save and Continue

1. To complete Form 1C, enter the date that each document was last reviewed or revised (Figure 12).
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IMPORTANT NOTE: Examples date formats for use on this form are 01/15/2016, First Monday of every April,
and bi-monthly (last rev 01/16).

2. After completing all sections of Form 1C, click the Save and Continue button to save your work and

proceed to the next form.

4.3 Form 4 - Community Characteristics

Form 4 — Community Characteristics reports current service area population and target population data for

the entire scope of the project (i.e. all sites). This form has the following sections:

Race and Ethnicity (Figure 13, 1)

Hispanic or Latino Ethnicity (Figure 13, 2)

Income as a Percent of Poverty Level (Figure 13, 3)

Primary Third Party Payment Source (Figure 13, 4)

Special Populations and Select Population Characteristics (Figure 13, 5)

vk wn e
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Figure 13: Form 4 — Community Characteristics
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Race and Ethnicity Service Area Number
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-
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Hispanic or Latino Ethnicity Service Area Number
* Hispanic or Lating

* Non-Hispanic or Latino

Declined to Report (if

Total

Click the "Save and Calculate Total' button o calculale and save the lolal Service Area numbers and Targe! Population numbers for all sections displayed on this form

Income as a Fercent of Foverty Level Bervice Area Number
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* 200% and Above
* Unknown

Total
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Primary Third Party Payment Source’

* Medicaid

Sarvice Area Number

* Medicare

* Other Public Insurance
* Private Insurance

* None/Uninsured

Tetal
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Special and Select Popul

* Migratory/Seasonal Agricultural Workers and Families

Service Area Number

* Pecple Experiencing Homelessness

* Residents of Public Housing

* School Age Children

* Veterans

* Lesbian, Gay, Bisexual ana Transgender
* HIVIAIDS-Infected Persons

* Individuals Best Served in a Language Other Than English

* Other
Flease spacify:

Approximately 118 page & (Max 200 200 Characters left.

o

Target Population Numbser

Save and Calculate Total

| Save and Calculate Total|

| save and Calculate Total |

Target Population Numbsr

Save and Calculate Tolal

Target Population Number
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4.3.1 Completing the Form 4 sections

To complete the Race and Ethnicity, Hispanic or Latino Ethnicity, Income as a Percent of Poverty Level, and
Primary Third Party Payment Source sections (Figure 13, 1, 2, 3, 4), enter the Service Area Number (Figure
13, 6) and Target Population Number for each of the respective categories (Figure 13, 7).

IMPORTANT NOTES:

e Information provided regarding race and/or ethnicity will be used only to ensure compliance with
statutory and regulatory Governing Board requirements.

e When entering data, the total Service Area Numbers for the Race and Ethnicity, Hispanic or Latino
Ethnicity, Income as a Percent of Poverty Level, and Primary Third Party Payment Source sections should
be equal. Likewise, the total Target Population Numbers for each of these categories should be equal.

In order to automatically calculate the Total Service Area Numbers and Total Target Population Numbers
for all four sections, click on the Save and Calculate Total button (Figure 13, 8) under any of the sections.

4.3.2 Completing the Special Populations and Select Population Characteristics
section

1. Under the Special Populations and Select Population Characteristics section (Figure 14), enter the
Service Area Number and Target Population Number for each population group listed.

2. If you select the target population related to special populations (i.e., MHC, HCH and/or PHPC) in the
Cover Page form of this application, you must provide a Service Area Number and Target Population
Number that is greater than O for the following line items under the Special Populations section on
Form 4 as applicable: Migratory/Seasonal Agricultural Workers and Families, People Experiencing
Homelessness, and Residents of Public Housing.

3. Inthe ‘Other’ row (Figure 14, 1), specify a population group that is not listed (if desired), and enter
the Service Area Number and the Target Population Number for the specified population group.

4. Individuals may be counted in multiple special population groups, so the numbers in this section do
not have to match those in the other sections of this form.
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Figure 14: Special Populations section

* Veterans

* Other
Please specify:

Special Populations and Select Population Characteristics Service Area Number Target Population Number

* Migratory/Seasonal Agricultural Workers and Families
* People Experiencing Homelessness
* Residents of Public Housing

* School Age Children

* |esbian, Gay, Bisexual and Transgender

* HIV/AIDS-Infected Persons

* |ndividuals Best Served ina Language Other Than English

Approximately 1/8 page ) (Max 200 Characters): 200 Characters left.

5. After completing all sections of Form 4, click the Save and Continue button to save your work and
proceed to the next form.

4.4 Form 2 — Staffing Profile

Form 2 - Staffing Profile reports current and prospective staffing for the look-alike. This form is completed
twice; once for current staffing at the time of application, and once for prospective staffing at the end of the
designation period. It has the following sections:

1. Staffing Positions by Major Service Category sections

Key Management Staff/Administration (Figure 15, 1)

Facility and Non-Clinical Support Staff (Figure 15, 2)

Physicians (Figure 15, 3)

Nurse Practitioners, Physician Assistants, and Certified Nurse Midwives (Figure 15, 4)
Medical (Figure 15, 5)

Dental Services (Figure 15, 6)

Behavioral Health (Mental Health and Substance Abuse) (Figure 16, 7)
Professional Services (Figure 16, 8)

Vision Services (Figure 16, 9)

Pharmacy Personnel (Figure 16, 10)

Enabling Services (Figure 16, 11)

Other Programs and Services (Figure 16, 12)

2. Total FTEs (Figure 16, 13)
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Figure 15: Form 2 — Staffing Profile

3 Form 2 - Staffing Profile

W Noteis):

Alieate staff fime by function among the posiions listed. An individual's full-time equivalent (FTE) should not b= duplicaled across posiions. For example, 8 provider serving as a pan-time tamily physician and a part-time Clinical Director shoukd he listed in gach
TUspective category, with i FTE allcated o each position (g, Cnical Deecion 0.3 (30%) FTE and famiy pitsician 0.7 (F0%) FTE). Do not exceed 1.0 FTE for any individual. Refer 10 e 2015 UDS manual for position descrplons.

* Resources [f
View
LAL ID Usar Guide | LAL ID Instructions | LALID TA
W Form 2 - Staffing Frofile; Current Staft | g Form 2 - Saffing Profle: Prospective Siad
Fielcts will ® are requined
w Key Management StaflAdministration "B
Staffing Positions for Major Service Category

* Progect Divecion'Chief Executive Officer (CEC)

* Finance Director/Chief Fiscal CificenCFO

* Chief Cperating OMcentoo

* Chiel Informsation OfcenCIo

* Chinical Direcion'Chied Medical Officen'CHMO

* Administriative Suppor Slarm

w Facility and Nen-Clinical Support Staft /@

Staffing Positions for Major Service Category

* Fiscal and Siling Staft
T Stam

* Facility Staff

* Batient Support Staft

« s A°)

Statfing Positions for Major Service Category

* Family Physicians

* General Praciimners

* Imemists

* Cbstetncans/Gynecoiogists

* Pediaincians

* Other Specialy Frysicians
Frease Specify

(Maamum 40 characiers)

- N Physis P,

Statfing Pesitions for Major Sarvice Gategary

* Nurse Practitioners
* Priysician Assistants
* Cortified Nurse Miwives

R

Staffing Positians for Major Sarvice Category

® Nurses

* Other Medical Perscnne (2. Medical Assistants, Nuse Addes)
* Labocatory Persannet

* ¥Ry Perssonel

w Dental m/@

Statfing Pasitions for Major Service Categary
* Dentists

* Denlal Hygientsts

* Diental Therapists

* Omer Dentad Pessonne
Fiease Specify

(o 40 ¢ harelens )

Direct Hire FTEs.

Direct Hire FTEs

Direct Hire FTEs

Direct Hire FTES

Direct Hire FTEs.

Direct Hire FTES

D (Due In: % Days) | Section Status: s S

Contract/Agreemant FTES

Oves ®no

Oves ®no
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Figure 16: Form 2- Staffing Profile continued...

vwmwu—uwmmml’@

Staffing Positions tor Major Service Category Direct Hire FTEs Contract/Agreement FTES
* Payehialrists Cives ®eno
* Licensed Clincal Psychalogisis Oives Wna
* Licensed Chncal Socia Workers Jves ®no

* Cther Licensed Mental Heafth Providers
Flease Specify

Yes (®ho
{Maximum 40 eharacters)
& (ner Mental Heanh Stan
Please Specify . .

(L

(Maximum 40 characters)
* Substance Abuse Providers Oives  ®@na
w Professional Services
Statfing Positions for Major Servics Category Direct Hirs FTEs Contract/Agrasment FTEs
* Ottt Professional Health Services Staft
Plaase Specity %

Yes @
(M 40 Characlens)
¥ Vision m"@
Statfing Positions for Major Service Category Direct Hire FTEs. ContractAgreement FTEs
* Ophihalmologists Dyes @y
* Oprometrists Oves @ o
* Other Vision Care Stan
Phease Specify o

Yes N
(MU 40 charachers)
w Pharmacy Parsonnsl
Statfing Positions for Major Service Category Direct Hire FTEs ContractAgreement FTES
* Phanmacy Persanoed Dives ®no
 Enabling Services ’E]
Staffing Positions for Major Service Category Direct Hire FTES ContractAgreement FTES
* o Maragers Tives @ no
* PaientiCommunity Fducation Speciafists Jves g
* Cutreach Workers Oves ®mo
* Transportation Stan Oves ®no
* Fligitality Assistance Woikers ves
* interpretation Staff Oves ®no
* Commungy Heallh Workess Oves ®no

* Oiher Enatiing Seraces Staf

Please Specify v in

L/ Yes ®Na
(Maximum 40 characters)
w Other Programs and Services /@
Statfing Positions for Major Service Category Direct Hire FTEs. ContractiAgresment FTEs
* Quakey Improvemant Statt Oves  @no

* Ot Programs and Serdces Stall

Plecse Specity
Yo ®ho
Maxim 40 characters)
13

» Tomipres

Totals Dirvet Hire FTES ContractAgreement FTEs

Totaks | Cakculate 0 NiA
Go fo Previous Fage [ save | save ana Continue

4.4.1 Completing the Staffing Positions by Major Service Category sections

1. Inthe Direct Hire FTEs column, provide only the number of Full Time Employees (FTEs) directly hired by
the health center for each staffing position. Enter O if not applicable (Figure 17, 1).
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2. In Contract/Agreement FTEs column, indicate whether contracts are used for each staffing position
(Figure 17, 2). Contracted staff should be summarized in Attachment 7: Summary of Contracts and
Agreements and/or included in contracts uploaded to Form 8: Health Center Agreements, as applicable.

IMPORTANT NOTES:

o Allocate staff time in the Direct Hire FTE column by function among the staff positions listed. An
individual’s FTE should not be duplicated across positions. For example, a provider serving as a part-
time family physician and a part-time Clinical Director should be listed in each respective category with
the FTE allocated to each position (e.g., CMO 0.3 FTE and family physician 0.7 FTE). Do not exceed 1.0
FTE for any individual. For position descriptions, refer to the UDS Reporting Manual
(http://bphc.hrsa.gov/datareporting/reporting/index.html).

o If a staffing position is not listed, you may specify in the Other section up to 40 characters.

e Volunteers should be recorded in the Direct Hire FTEs column.

Figure 17: Direct Hire and Contract/Agreement FTEs columns

@& Form 2 - Staffing Profile: Current Staff % Form 2 - Staffing Profile: Prospective Staff

Fields with * are required

¥ Key Management Staff/Administration

Staffing Positions for Major Service Category Direct Hire FTEs Contract/Agreement FTEs

* Project Director/Chief Executive Officer (CEQ) Oves @No

* Finance Director/Chief Fiscal Officer/CFO Oves @no

* Chief Operating Officer/COO OvYes @No
* Chief Information Officer/ClO Oves ®no
* Clinical Director/Chief Medical Officer/CMO Oves @no
* Administrative Support Staff OvYes @No

w Facility and Non-Clinical Support Staff

Staffing Positions for Major Service Category Direct Hire FTEs Contract/Agreement FTEs
* Fiscal and Billing Staff Oves @nNo
*|T Staff Oves @no
* Facility Staff Yes @no

* Patient Support Staff OvYes @nNo

4.4.2 Completing the Total FTEs section
This row displays the sum of Direct Hire FTEs for the Staffing Positions by Major Service Categories.

1. To calculate the totals, click the Calculate button (Figure 18).
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Figure 18: Total FTEs

 Total FTEs
Totals

Totals @ | Calculate

Direct Hire FTEs
0

Contract/Agreement FTEs
N/A

[ save | Save and Continue |

2. Click the Save and Continue button to save your work and proceed to the next form.

4.5 Form 3 -Income Analysis

Form 3 — Income Analysis projects program income, by source, for Year 1 of the proposed designation

period. This form has the following sections:

1. Payer Categories (Figure 19, 1)

2. Comments/Explanatory Notes (Figure 19, 2)

Figure 19: Form 3 — Income Analysis

2 Form 3 - Income Analysis

W Note(s):

- ‘The: pengram Mncome 1ol n Mis $orm must match e propram Income Jotal on Form 34
) —— Al Ry AR W e i w
* Resources f

View

LAL ID User Guide | LAL ID instructions | LAL 10 TA

Fleics with * ase required @ /E}
ra-r-nm/E] PAiIE By PrvTY Maia Biflabie Visits (5]

Inswrance (aj
Part 1: Patient Service Revenus - Program Income.
* 1 Medieaid
* 2 Medkare
* 3. Omer Public
* 4 Private
* 5 Self Py
& Total (Lines 1-4) | Casculate Tolal and Save
Pan 2: Other Income - Federal, State, Local and Other income
* 7 Federal A Nis
* & State Govenment WA N
* 9 Local Govermment HiA NiA
* 10 Private Grants/Contracts BiA NiA
* 11, Contrituts A NiA
® 12, Other MNA NiA

* 13 Apphcant {Retained Eamings) A [y

14 Total Gther (Lines 7 13) | Calculate Total and Save A NiA
Total Incom (Program Incorme Plus Othar)
15 Total Income (Lines & + 14) | Calculate Tolal and Save Y A

e

Approodmatedy 2 pages (B (Max 2500 Characters): 2600 Characters jeft

Goto Previous Page

= The value in colimn (0} - Projecied Income shiukd equal column (b) - Billatie vists mulliplea by Columa (C] - INCOMe per VISl 1T not, explamn in the CommentsExplanatony Notes box

Due Date: S5

g

Income Per Visit (c)

A

A
NiA
A
Nia
A
NiA
NiA

HNIA,

A,

W% [Due In: % Days) | Section Status: Ses S

Projectsd Income (d) Prior FY Income (s} ()

50

Save and Continue

4.5.1 Completing the Payer Categories section

The Payer Categories section is divided into the following sub-sections:
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e Part 1: Patient Service Revenue - Program Income
e Part 2: Other Income - Other Federal, State, Local and Other Income
e Total Income (Program Income Plus Other)

To complete the Payer Categories section, follow these steps:

1. Incolumn (a), provide the number of Patients by Primary Medical Insurance for each of the Payer
Categories in Part 1 (Figure 19, 3). Enter O if not applicable.

2. Incolumn (b), provide the number of Billable Visits for each of the Payer Categories in Part 1 (Figure 19,
4). Visits must be greater than or equal to the number of Patients by Primary Medical Insurance (i.e.,
column (a)). Enter 0 if not applicable.

3. Incolumn (c), provide the amount of Income per Visit for each of the Payer Categories in Part 1 (Figure
19, 5). Enter 0 if not applicable.

4. In column (d), provide the amount of Projected Income for each of the Payer Categories in Parts 1 and 2.
(Figure 19, 6). Enter 0 if not applicable.

5. InPrior FY Income column (e), provide the amount of income from the prior fiscal year for each of the
Payer Categories in Parts 1 and 2 (Figure 19, 7). Enter O if not applicable.

6. Click the Calculate Total and Save button to calculate and save the values for each of the Payer
Categories in Part 1. (Figure 19, 8).

IMPORTANT NOTES:

e The value for the Total Program Income (line 6, column (d)) should equal the value for the Total Program
Income on Form 3A, line (f) under section 2. Revenue.

e The Patients By Primary Medical Insurance (a), Billable Visits (b) and Income Per Visit (c) columns in
Part 2 are disabled and set to N/A.

7. Click the Calculate Total and Save button in the Total Income (Program Income Plus Other) section to
calculate and save the values for each of the Payer Categories in Parts 1 and 2. (Figure 19, 9).

4.5.2 Completing the Comments/Explanatory Notes section
In this section, enter any comments/explanations related to this form.

1. For each of the Payer Categories in Part 1, the value in the Projected Income (d) column should equal
the value obtained by multiplying Billable Visits (b) and Income per Visit (c). If these values are not
equal, provide an explanation in this section. If these numbers are equal for all the Payer Categories,
providing comments in this section is optional.

2. Click the Save and Continue button to save your work and proceed to the next form.

4.6 Form 3A — Budget Information

Form 3A: Budget Information shows the program budget, by category, for Year 1 of the proposed
designation period. This form has the following sections:

e Expenses (Figure 20, 1)
e Revenue (Figure 20, 2)
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4.6.1 Completing the Expenses section

In the Expenses section, enter the projected first year of expenses for each Health Center Program type for
which designation is requested (i.e., CHC, MHC, HCH, PCPH). Click the Calculate Total and Save button to
calculate and save the values for each of the Budget Categories in Part 1. (Figure 20, 3 & 4).

Figure 20 — Form 3A — Budget Information

J Form 3A - Budget Infermation
w» Note(s):
The program income 1otal on this form must maich the program income fotal on Form 3.
) — - . - . Due Date: & (Due In: % Days) | Section Status: &
¥ Resocurces [f
View
AL 1D Use Insir gt
Community Health Centers Migrant Health Centers Haalth Care for Homeluss Futiic Housing Primary Care Tetal
[CHC - 330(e}) [MHC - 330(g)) (HEH - 330(mj) {PHPC - 330(1})
$0.0
$0.0
50,00
30 (X
500
sam of a through h) | Calcutate Total and Save /E] 000 o 0.00 s0.0
30
sum of i and ) | Calcuale Tolal and Save ™ @ 20,00 0
$o
$0.0x
State 3000
e
50,00
g Total Revenw: (sum of a theougn ) | Calculate Total and Save /[ﬂ S0.00 50,00 $0.00 50.00 50,00
Go o rovausrge  Sne [ oo s conmie

4.6.2 Completing the Revenue section

In the Revenue section, enter the projected first year of revenue by funding source for each Health Center
Program type for which designation is requested (i.e., CHC, MHC, HCH, PCPH). Click the Calculate Total and
Save button to calculate and save the values for each of the Budget Categories in Part 2. (Figure 20, 5).

IMPORTANT NOTE:

e The value for the Total Program Income in the Revenue section (line (f)) should equal the value for the
Total Program Income on Form 3, line 6, column (d).

Click the Save and Continue button to save your work and proceed to the next form.

4.7 Form 5A — Services Provided

Form 5A — Services Provided identifies the services to be provided, and how they will be provided by the
applicant organization. For Initial Designation applications, Form 5A — Services Provided has the following

sections:
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e Required Services (Figure 21, 1)
e Additional Services (Figure 21, 2)

Figure 21: Form 5A — Services Provided (Required Services)

# Form 3A - Services Provided (Required Services)

W MNote(s)
= Select senite delivery methods Ko required SErvIces, as appacabie 1 e propased project
= For more information on Form SA, tefer o Form §4 Column Descriptors

§oEemm e 4 8 E TR R T R
T Resources f

View

LAL 1D User Guide | LAL ID Instnsctions | LALID TA

Flekds with ™ are fe':ur&;ﬂ

% Required Services | of Adomonal Services o Specialty Senices

Service Type
General Primary Medical Cars (i ’B

Diagnostic Laboratary i

»

Diagnostic Radiology (1

Screanings (1

Coverage for Emergencies During and After Hours (1

Voluntary Family Planning ()

Immunizations (i

Wl Child Services (i

Gynecological Care (i

Obstetrical Care (1
* Pranatal Care (i)
* Intraparium Care (Laber & Delivery)
* Postpartum Care (i

* Froventive Dental (

* Pharmaceutical Services i

HEH Required Substance Abuse Senvices (§

Cazs Management i

Eligibility Assistance

Health Education (§

Outreach (3

Transportation (i)

Transiation (}

o to Previoys Page

Column | - Direct

{Health Center Pays)

Due Date: S S & (Due In: # Days) | Section Status: S Seeiies

Column Il - Formal Writtan ContractiAgresment  Column Il - Formal Written Referral Arrangement
[Health Center Pays) (s (Healln Center DOES NOT pay) (i)

[ save | Save and Continue

HRSA permits organizations to provide required services directly, by contracting with another provider, or by

referral to another provider. These modes of service provision differ according to the service provider and

the payment source (Table 1). See the Form 5A Column Descriptors at

http://bphc.hrsa.gov/programrequirements/scope.html for descriptions and requirements for using each of

the three service delivery modes.
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Table 1:
Service Delivery Methods

Service provided directly by health center

Service provided by formal written
contract/agreement

Service provided by formal written referral
arrangement

Modes of Service Provision

Your Organization Provides
the Service

Yes

No

No

4.7.1 Completing the Required Services Section

To complete this section of Form 5A, follow the instructions below:

Your Organization Pays for
the Service

Yes

Yes

No

1. Check one or more boxes to indicate the service delivery method(s) for each of the required services as

applicable to the look-alike project. To view details about a service, hover over the information icon

provided for that service (Figure 21, 3).

2. Click the Save and Continue button to navigate to the Additional Services section OR click the Save

button on the Required Services section and select the Additional Services tab (Figure 21, 2).

IMPORTANT NOTES:

e You must select Column | and /or Column Il for the ‘General Primary Medical Care’ service row (Figure

21, 3) for your application to be eligible.

e You cannot select a service delivery method for ‘HCH Required Substance Abuse Services’ if you have
not selected HCH as a Target Population in the Cover Page form of this application. If you selected HCH
as a Target Population, you are required to select at least one service delivery method for ‘HCH Required

Substance Abuse Services’.

4.7.2 Completing the Additional Services Section
The Additional Services section of Form 5A is optional. You are not required to identify service delivery

methods for any additional services listed in this section. However, if your organization provides any of the

additional services, complete this section of the form.

1. Indicate the service delivery method(s) for the desired additional service (Figure 22).
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Figure 22: Form 5A — Services Provided (Additional Services)

& Required Services % Additional Services & Specialty Services
_ Column Il - Formal Written Column Ill - Formal Written Referral
Service Type (el = (el . Contract/Agreement Arrangement
[EsaithiSenteiavSili (Health Center Pays) (i) {Health Center DOES NOT pay) (i)
Additional Dental Services (&) O O O
Behavioral Health Services (i)
Mental Health Services (i) D D D
Substance Abuse Services () @ O (] O
Optometry (i) O (] O
Recuperative Care Program Services (i) O ] O
Environmental Health Services (i) O ] O
Occupational Therapy ) O O O
Physical Therapy @& O O O
Speech-Language Pathology/Therapy () O (] O
Nutrition () O (] O
Complementary and Alternative Medicine (i) O O O
Additional Enabling/Supportive Services (i) O O O

IMPORTANT NOTES:

e If you have not selected HCH as a Target Population in the Cover Page form of this application, you will
not be able to select ‘HCH Required Substance Abuse Services’ in the Required Services section.
However, you may select ‘Substance Abuse Services’ in the Additional Services section (Figure 22, 1).

e Allrequired AND additional services proposed on Form 5A in this application must be accessible to
patients at any sites proposed in this application, though the mode of service delivery (Column |, II, or Il)
may be different across sites.

2. Click the Save and Continue button to navigate to the Specialty Services section OR click the Save
button on the Additional Services section and select the Specialty Services tab.

4.7.3 Completing the Specialty Services Section
You cannot propose specialty services in the Initial Designation application. You will see the message below

(Figure 23) when you access the Specialty Services section of Form 5A. Click the Continue button to proceed.

Figure 23: Form 5A — Services Provided (Specialty Services)

& Required Services @& Additional Services + Specialty Services

(1) Warning:
You cannot propose Specialty Services in an Initial Designation application. Click on Continue button to proceed

Go to Previous Page

IMPORTANT NOTE: You will be required to visit the Specialty Services section in order to update the page
status to complete.
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Form 5A: Services Provided will be complete when each of the Required Services, Additional Services and
Specialty Services sections are complete, indicated with a green tick mark in the section tabs (Figure 24).

Figure 24: Completed Form 5A

View

LAL ID User Guide LAL ID Instructions LAL ID TA

Required Services Addmonal Services Specialty Senvices

After completing all the sections on Form 5A, click the Save and Continue button to save your work and
proceed to Form 5B.

4.8 Form 5B — Service Sites

Form 5B — Service Sites identifies the sites in your scope of project. You will be able to propose the following
types of sites in this form:

e Service Delivery Site
e Administrative/Service Delivery Site
e Admin-only Site

IMPORTANT NOTE: You will be required to propose at least one Service Delivery or Administrative/Service
Delivery site.

4.8.1 Proposing a New Site
To propose a new site, follow the steps below:

3. Click the Add New Site button (Figure 25) provided above the Proposed Sites section.

Figure 25: Form 5B
& Form 5B - Service Sites

Note(s):
+ |fyou are propasing to serve Community Health Centers, Public Housing Health Centers or Homeless Health Centers with or without Migrant Health Centers, you must propose at least one new Service
Delivery site or Administrative/Service Delivery site with Location Type as 'Permanent’ and operating for at least 40 hours.
» |f you are proposing to serve only Migrant Health Centers, you must propose at least one new Service Delivery site or Administrative/Service Delivery site with Location Type as 'Permanent' or 'Seasonal'
and operating for at least 40 hours.

» Due Date: (Due In: = Days) | Section Status:
¥ Resources [f
View

LAL ID User Guide | LALID Instructions : LALID TA

&3 Add New Site

w Proposed Sites

No sites added

Go to Previous Page Save and Continue
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» The system navigates to the Service Site Checklist page.

4. Answer the questions displayed on the Service Site Checklist page.

Figure 26: Service Site Checklist page

Fields with * are required
1
Site Qualification Criteria .

* 1. I3 the sit s -only” site?
b .wsma.naln.n?.m.onylsze...I S ) b ’ T - ;i O o Yes N
a. Arefwlll health center visits be generated by documenting in the patients records face-to-face contacts between patients and providers? Yes Mo = Not Applicable
b, Dolwill providers exercise independent judgment in the provision of services to the patient? Yes No = Not Applicable

. Are/will services be provided directly by or on behalf of the designes, whose governing board retains control and author il',' over the

Yes No  ® Not licable
provision of the services at the location? App!

d. Arefwill services be provided on a regularly scheduled basis (e.g., dally, weekly, first Thursday of every month)? Yes No (= Not Applicable
# 2. Is the site a Domestic Viclence (Confidential) shelter? @ @ Yes % No Mot Applicable
IMPORTANT NOTES:
o If the answer to question 1 is ‘No’ (Figure 26, 1), i.e. if the site being added is not an ‘Admin-only’
site.

o Select ‘Yes’ for questions ‘a’ through ‘d’ so that the site is qualified to be added to the
application, AND

o Indicate whether the site being added is a domestic violence site by answering ‘Yes’ or ‘No’ to
question 2 (Figure 26, 2). A Domestic Violence site is a confidential site serving victims of
domestic violence and the site address cannot be published due to the necessity to protect the
location of the domestic violence shelter

o If the answer to question 1 is ‘Yes’ (Figure 26, 1), i.e. if the site being added is an ‘Admin-only’
site, select ‘Not Applicable’ to question 2

5. Click the Verify Qualification button (Figure 26, 3).

> The system navigates to the List of Pre-registered Performance Sites at HRSA Level page. All of the
sites that are registered by your organization within EHB will be listed on this page.

Figure 27: List of Pre-registered Performance Sites at HRSA Level page

i) Register Performance Site —@

List of Pre-registered Performance Sites

Site Name Performance Site Type Performance Site Address zerl'omance SR ACCIESE Options

ategory
— —— . Fixed R Approximate [-a\\ Select Site Location =

Bl Tpa lapeiag Fixeel .t [ Accurate Select Site Location
- — Fixed -t o B Accurate Select Site Location -
P S— Fixed - ’ i Accurate Select Site Location
ST — - Fixed Tia e By b Approximate >
- e Fixed e R - . Accurate -

6. To use a new location for the site you are proposing in Form 5B, click the Register Performance Site
button (Figure 27, 1) and register your site using the Enterprise Site Repository (ESR) system by

following the steps below:
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e On the Basic Information — Enter page, provide a site name and select a site type from the following
options: Fixed, Mobile. Click the Next Step button.

e Onthe Address — Enter page, enter the physical address of the site and click the Next Step button.

e On the Register — Confirm page, the system displays the physical address you entered on the
Address — Enter page along with the standardized format of the address. Select an option and click
the Confirm button.

e On the Register — Result page, click the Finish button to register the site to your organization.

7. Select a site from the List of Pre-registered Performance Sites and click its Select Site Location link
(Figure 27, 2).

IMPORTANT NOTES: The Select Site Location link will be disabled (Figure 28, 1) if the site falls under
any of these categories, and you will not be able to select the site

e If the site is already included in the current application.
o If the site is already in any Health Center Program award recipient’s scope of project.
e |[f the site is a Mobile site and the applicant is trying to propose an “Admin-only” site.

e If the site is a confidential site and the applicant is trying to propose a non-confidential/non-
domestic violence site.

e |[f the site is a non-confidential site and the applicant is trying to propose a confidential/ domestic
violence site.

In these cases, hovering over the disabled Select Site Location link (Figure 28, 2) will provide the
reason why the site is disabled

Figure 28: Disabled Site Locations

Register Performance Site

List of Pre-registered Performance Sites

Site Name Performance Site Type(i) Performance Site Address Perfomance Site Address Category Options

Fixed Select Site Location

This site is not matching the requirement
for non confidential site.

Fixed

H

IMPORTANT NOTE: If you wish to update the name of any site listed on this page, click on Update the
Registered Performance Site link (Figure 29) and update the site name.
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Figure 29: Update the Registered Performance Site link

Register Performance Site

List of Pre-registered Performance Sites

Site Name Performance Site Type (i) Performance Site Address Perfomance Site Address Category Options
Fixed Accurate Select Site Location ¥
Action
Fixed Approximate

Select Site Location

|Update the Registered Performance Site I

8. When you click the Select Site Location link of a site, the system navigates to the Form 5B — Edit page

where you must provide all the required information for the site (Figure 31).

Figure 30: Form 5B - Edit page

2 Form-5B : Edit

W Note(s):

W is recommended thal you save your work oflen (e, every 5 minutes) lo avoid a oss of datis due 1o unloreseeable lechnical Bsues

Flelds wath * are required for all site types

Site information TS - -
* Site Name * Phyzical Sie Acdress
Change Site Name
* Site Type Servace Delvery Site N * gite Phone Number i ] Ext
* Wb URL

The following fields are required for “Service Delivery” and "Administrative/Service Delivery” site types, other than where exceptions are noted:

* Location Type Select Location Type g * Site Semting Sefect Sile Sefting -

A,
Date Site was Added to Scope A * Site Qperational Date

FQHC Stte Medicare Billing Number

* FQHC Site Medicare Billing Number Status Select Medicare Billing Status =

FQHC Site National Provider identification
* Total Hours of &
{HP1) Number

tahen Pationts will b

d ) e.g 12345670
Months of Operation -

Saved Months of Operation

Numbar of Contract Service Delivery Locations

Number of Intermittent Sies

* Site Operated by Sefect Site Operated By ™

Add SubrecipientiContractor

- P anly it P IS SeiBctad in "Site Operated BY'... (+ View Mare)
SubresiplentContracter Qrganization Name SubreciplentContracior Qrganization Fhysical Sie Address SubrecipiEnt’Contractor EIN Options

Mo Subrecipient or Contracter information to be displayed

Service Area Zip Code (Includs only those from which the majorty of the patient population will come)

* Sarvice Area Zip Codes

Save Zip Code(s)

Saved Service Area Zip Codels)

Ga 1o Previous Page m SavE ana Continis

4.8.2 Completing Form 5B
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For each Service Delivery site, complete the form by following these steps:

1. The name, address, and service site type populate from the list of pre-registered performance sites.

2. Select a Location Setting (i.e., all other clinic types, hospital, or school) and Location Type (i.e.,

permanent, seasonal, or mobile van).
3. Enter the date that the site became operational.

4. Select the Medicare billing status and enter Medicare billing number, if applicable. Enter ‘N/A’ if you

do not have a billing number.
Enter the total hours of operation per week for the site.
Select whether the site is operated by the health center/applicant or contractor.

If the site is operated by a contractor, you must enter information about the operating organization.

o N o wu

Enter the zip codes for the service area. After each five zip codes entered, click Save Zip Codes, to

save and add more, if applicable.

9. After providing complete information on Form 5B — Edit page, click the Save and Continue button.

IMPORTANT NOTE: Zip codes entered in the Service Area Zip Codes field should be those where at least 75
percent of the current patients within the service area reside.

Form 5B — Service Sites list page opens with the newly added site displayed in the Proposed Sites section
(Figure 31). To add additional sites, follow the steps above. Once you have completed Form 5B for all
proposed sites, click the Save and Continue button to save your work and proceed to the next form.

Figure 31: Newly added site displayed under Proposed Sites section

3§ Add New Site

w Proposed Sites

Site Name Physical Address Sarvice Site Type Location Type Site Status Options
(g Al = || Al - U Al bl
Senvice Delivery Site Permanent In Progress P Updale
[Sow S oo
IMPORTANT NOTES:

e If you are proposing to serve Community Health Center, Public Housing Primary Care, and/or Health
Care for the Homeless (with or without Migrant Health Center) in the Cover Page form in this
application, you must propose at least one Service Delivery site or Administrative/Service Delivery that
has Location Type as ‘Permanent’, and that is operating for at least 40 hours a week.

e If you are proposing to serve only Migrant Health Centers in the Cover Page form in this application,
you must propose at least one Service Delivery site or Administrative/Service Delivery site that has
Location Type as “Permanent” or “Seasonal,” and that is operating for at least 40 hours a week.
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4.9 Form 5C — Other Activities/Locations

Form 5C — Other Activities/Locations identifies other activities or locations associated with your look-alike.

IMPORTANT NOTE: This is an optional form. If you do not want to propose any other activities or locations
in your application, you can click on the Save and Continue button provided at the bottom of the form to
complete it.

To add other activities or locations, follow these steps:

1. Click the Add New Activity/Location button provided at the top of the form (Figure 32, 1).

Figure 32: Form 5C — Other Activities/Locations

2 Form 5C - Other Activities/Locations

13 Due Date: (Due In: = Days) | Section Status:
¥ Resources [
View

LAL ID User Guide : LAL ID Instructions | LAL ID TA

() Add New Activity/Location

Activity/Location Information

Type of Location(s) where Activity is

Type of Activity Frequency of Activity Description of Activity Coaditad Status Options
No other activities/locations added.
Go to Previous Page Save and Continue

» The system navigates to the Activity/Location Information page (Figure 33).

Figure 33: Activity/Location Information

Fiedds with * are required
Activity/Location Information
Select Option -

* Type of Activity
°Other’, please specity

{maximum 100 characters)

Approximately 172 page (& (Max 600 Characters) 600 Characters left

* Frequency of Activity

Approximately 172 page (& (Max 800 Characlers) 800 Characlers Jefl

* Description of Activity

Approximately 12 page 4 (Max 600 Characters) 600 Characters left

* Type of Location(s) where Activity s Conducted

Cancel [ save | Saveand Cortinue

2. Provide information in all the fields on this page and click the Save and Continue button.
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» The system navigates to the Form 5C list page displaying the newly added activity (Figure 34).

Figure 34: Activity/Location Information added

& Form 5C - Other Activities /Locations

o Success:

Artvaty/Lnc abion BOoed S CauEfly
® 1 T LS e Due Duate: 4 [Due Im: Diays) | Section Status:
- Reoircel
Wiew
LAL 1D User Gusde AL 1D Instructions LAl ID TA

o Antd Marw AEiiving Lo alian

AciivityLocason information
Type of Acsiviny Frogusncy of Activity Bcription of Acirizy :‘ﬁﬁwl"rw' Activiny I Sustur Dtueert
¥
e - Bipsang -
Do 15 Previeus Page | Smve and Continue |

Once the activity is added, it can be updated or deleted as needed. After completing Form 5C, click the Save
and Continue button to save your work and proceed to the next form.

4.10 Form 6A — Current Board Member Characteristics

Form 6A: Current Board Member Characteristics provides information about your organization’s current
board members.

IMPORTANT NOTES:

e This form is optional if you selected “Tribal Indian” or “Urban Indian” as the Business Entity in Form 1A —
General Information Worksheet. You can click the Save or the Save and Continue button at the bottom
of the page to proceed to the next form. If Form 6A is optional for you, but you choose to enter
information, then you must enter all required information.

e If you chose a Business Entity other than “Tribal Indian” or “Urban Indian,” you must enter all required
information on Form 6A.
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Figure 35: Form 6A — Current Board Member Characteristics

& Form 6A - Current Board Member Characteristics
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P - ———— -
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Exhinicity Humbasr of Patient Board Mambsrs

Kace Number of Patient Board Membars

& Native Hawaiisn

» Othed PRCIi IsLandsrs

L

# BlackiAlricar Amarican
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- W
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This gresstion i DMLY meguired if you seleched Publc mon-Trisal o Urtan Incisn ) s e Business Endty on Foem 1A 5 of his appiication. in ol ofhar cosss, sebsct MO

ot arw @ prtilis orgENIEAoRRITET, B0 e Baard membars laied sbove represent § co-applicint board?

Yot Na = NA
i e thal B co-appicant agresmant |3 inchuded o1 Altachmant 8 in (ke Appandices Bamm of this appication
Ga lo Previous Page [ Bave || Save and Continue

1. To add the board member information, click the Add Board Member button (Figure 35, 1). You must
provide a minimum of 9 and maximum of 25 board members.

» The system navigates to the Current Board Member — Add page (Figure 36).

2. Provide the required board member information on this page. Click the Save and Continue button to
save the information and navigate back to the Form 6A list page (Figure 36, 1), or the Save and Add
New button to save the information and add a new board member (Figure 36, 2).

3. To update or to delete information for any board member, click on Update or Delete link under the
options column in the List of All Board Members section (Figure 35, 2).

4. Enter the gender, ethnicity and race of board members who are patients of the health center in the
Number of Patient Board Members sections (Figure 35, 3).

5. If you selected Public (non-Tribal or Urban Indian) as the business entity in Form 1A of this application,
then select ‘Yes’ or ‘No’ for the public organization/center related question. If you selected a different
business entity in Form 1A, then select ‘N/A’ for this question. If you answer ‘Yes’ to this question,
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ensure that the co-applicant agreement is included as Attachment 6 in the Appendices form of this

application.
Figure 36: Current Board Member — Add Page
& Current Board Member - Add
b e AL Y bl WL Due Diate: 208 TN Days)
¥ Relources of
Wiew
LAL 1D User Guimde | LAL ID¥ Insbructions | LAL 1D TA
Fubicds with * ars requirsd
Bosircd Manbat irdoimatssn
Firet Na
& Last Na
Mididis
= Raard O 1
Al Ex it
Dors m derfve more than 1% of L 1 ¥ L]
® |am g A N et i 0
[ WO I BT ] ¥
i Yes :-n::.: spechly Special Population
® s meembar & specisl population represeniative (WHE, HCH, PHPC] 7 Wgrant Faath MHC)
Homales: Haath (HECH)
Puishe HaUang PHPG)
(5 ),
Carce [Seve 3 Continun | Save s A2a e |
IMPORTANT NOTES:

e The totals of each Patient Board Member Classification sections should be equal.

e The total number of patient board members under each classification section should be less than or
equal to the total number of board members added in the List of All Board Members section.

6. After providing complete information on Form 6A, click the Save and Continue button to save the
information and proceed to the next form.

4.11 Form 6B - Request for Waiver of Governance Requirements

If you are proposing to serve only Migrant Health Center, Health Care for the Homeless, and/or Public
Housing Primary Care, Form 6B is used to request a waiver of the patient majority governance requirement.
HRSA will not grant a waiver request if your organization is applying to serve the general underserved

community (Community Health Center (CHC)).

4.11.1 Completing Form 6B when it is not applicable
Form 6B will not be applicable in the following cases:

e You have selected Community Health Centers (CHC) as the Target Population in the Cover Page form

of this application.

e You selected “Tribal” or “Urban Indian” as the Business Entity in Form 1A.
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Click on the Continue button provided at the bottom of the form to complete and proceed to the next form
(Figure 37).
Figure 37: Form 6B when Not Applicable

# Form 6B - Request for Waiver of Board Member Requirements

[t seney LT . e (gM iR Due Date: Sl Sk Sssn :Due In: % Days’ | Section Status: | s -

¥ Resources o

View
LAL ID User Guide | LAL |D Instructions | LAL ID TA

Alert:
This form is not app!lca:\;e 1o you as you are c-Jrren:I-_,' raceiving or ann!ylng to receive Community Health Centers {CHC] des»gﬁa'.n:m and/ar you have selected "Tribal' or "Urban Indian® as the Businass

Entity in Form 1A

Go to Previous Page

4.11.2 Completing Form 6B when it is applicable
To complete Form 6B when it is applicable and necessary for your organization, follow these steps:

1. Indicate whether you are requesting a new waiver of the 51% patient majority governance requirement
under the New Waiver Request section (Figure 38, 1). If you answer “Yes”, you must then complete
the Demonstration of Good Cause for Waiver section (Figure 38, 2) and the Alternative Mechanism for

Addressing Patient Representation section (Figure 38, 3).
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Figure 38: Form 6B when Applicable
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2 Form 6B - Request for Waiver of Board Member Requirements

1 3
* Resources [f
View

LAL 1D Usar Guade LAL I} Instructions | LAL 1D TA

Frelds with ® are required
1 B
1. New Waiver Request
Name of Organization

* Arg you reguesting a new waiver of the §1% patient majority governance requirement?

2. Demonstration of Good Cause for Waiver (demonstrate good cause for the waiver

Due Date: (Due In: * Days) | Section Status:

Oves Oine

ea

2. Provide a description of the population 1o be served and the characteristics of the
popul ionfservice area that would necessitate a waiver.

2b. Provide a description of the health center’s attempts to meet the requirement to date and
explain why these attempts have not been successiul

3. it ism Plan for _-

Present a plan for complying with the intent of the statute via an alternative mechanism that
snsures patient input and participation in the organization, as well as direction and ongoing
governance of the health center

G o Previous Page

Approximately 12 page @ (Max 1000 Characiers). 1000 Characiers left

Apgromimately 172 page (1) (Max 1000 Characlers) 1000 Characters left

Approximatedy 172 page & (Max 1000 Characters) 1000 Gharacters left

Save and Continue

2. Answer the remaining questions on the form as applicable.

IMPORTANT NOTE: Questions 2a, 2b, and 3 are required if you answered 'Yes' to question 1.

After completing Form 6B, click the Save and Continue button to save your work and proceed to the next

form.

4.12 Form 8 - Health Center Agreements

Form 8 indicates whether you have 1) any agreements with a parent, affiliate, or subsidiary organization;

and/or 2) any agreements that will constitute a substantial portion of the proposed scope of project,

including a proposed site operated by a contractor, as identified in Form 5B: Service Sites. This form has the

following sections:

1. Partl: Health Center Agreements (Figure 39, 1)

2. Partll: Attachments (Figure 39, 2)
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Figure 39: Form 8 — Health Center Agreements

2 Form 8 - Health Center Agreements

Note(s]:
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o 10 Previous Page | save | save ana Continue

4.12.1 Completing Part | of Form 8
To complete Part |: Health Center Agreements, follow these steps:

3. InPartl, question 1 (Figure 39, 3), answer if your organization has a parent, affiliate, or subsidiary
organization.

4. Select ‘Yes’ in question 2 (Figure 39, 4), if any current or proposed agreements exist with another
organization to carry out a substantial portion of your organization’s approved scope of project. If ‘Yes’

is selected, complete 2a (Figure 39, 5).

IMPORTANT NOTE: If any of the sites proposed in Form 5B: Service Sites are operated by a contractor, the
system will auto select ‘Yes’ for question 2 and make it non-editable.

4.12.2 Completing Part Il of Form 8
If you answered ‘Yes’ to questions 1 or 2, provide each agreement with external organizations as noted in

Part I. The agreements will be organized by organization. To add agreements, follow these steps:

1. Click on Add Organization Agreement (Figure 39, 2) to open the Organization Agreement — Add page
(Figure 40).
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Figure 40: Organization Agreement — Add page
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View
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Organization
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‘.t Contract
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2. Provide the required information for the agreement in the Organization Agreement Detail section on
this page (Upload at least one document related to the agreement in the Attachments section at the

bottom of this page by clicking the Attach File button.

IMPORTANT NOTE: Before uploading a document for Form 8, rename the file to include the affiliated
organization’s name (e.g., ‘CincinnatiHospital_MOA.doc’).

3. Click Save and Continue to return to Form 8 — Health Center Agreements page. Following the steps

described above, enter additional organizations and corresponding agreements as referenced in Part I.
4. After completing Form 8, click the Save and Continue button to save your work and proceed to the next

form.

4.13 Form 10 — Emergency Preparedness Report

The Emergency Preparedness Report assesses your organization’s overall emergency readiness.

1. Complete the sections of this form by selecting a ‘Yes’ or ‘No’ response for the required questions
(Figure 41).

2. After providing complete information on Form 10, click the Save and Continue to save the information
and proceed to the next form.
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Figure 41: Form 10 — Emergency Preparedness Report

2 Form 10 - Emergency Preparedness Report
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4.14 Form 12 — Organization Contacts

Use Form 12 - Organization Contacts to provide contact information for the proposed project.

1. Enter contact information for the Chief Executive Officer, Contact Person, Clinical Director, and Dental
Director (optional) by clicking on the Add button (Figure 42).
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Figure 42: Form 12 — Organization Contacts
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> The system directs you to the data entry page for the corresponding contact.

2. Enter the required contact information.

Figure 43: Chief Executive Officer — Add page
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Save and Continue

3. Click Save to save the information and remain on the same page or click Save and Continue to save the
information and proceed to the Form 12 — Organizations Contact page to add information for the next
contact.
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4. To update the contact information provided, click on the Update link under the options column.

5. To delete the contact information already provided, click on the Delete link under the options column.

IMPORTANT NOTE:

e The Update and the Delete link will be displayed only after you have added the contact information.

6. After providing complete information on Form 12, click the Save and Continue button to save the
information and proceed to the next form.

4.15 Clinical Performance Measures

Use this form to provide information about Clinical Performance Measures.

IMPORTANT NOTE:

o Refer to the Look-Alike Initial Designation instructions for more information on completing the
Clinical Performance Measures form.

The Clinical Performance Measures form displays Required and Additional Measures. The Required
Measures are pre-defined measures; applicants are required to provide requested information for all the

required measures. If desired, applicants may enter Additional Measures. These measures are optional.

4.15.1 Completing the Required Clinical Performance Measures

There are 16 required performance measures listed in this form. To complete this form:
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Figure 44: Clinical Performance Measures page

¥ Resources [

View

J Aod Additional Performance Measure

& Clinical Performance Measures

j IR ¢ R A TR R TR

LAL ID User Guide | LAL ID Instructions | LAL ID TA

Due Date: SS888i& (Due In: # Days) | Section Status: S St

pitapse Group | (7] Detaes View

up

pan & documented on the date of the positive screen

Focus Area Performance Measure Baseline Data Baseling Year Options:
Al - A -
W W
Y Y
4 Required Moasures
Diabetes: Hemoglonin Adc Foor  Percentage of pabents 18-75 years of age with diabates who had hemogiotin Adc > 8.0% during the =

* Conol MEasEmEn peried. Net Complete (@ Upate
Hyperension: Controlling high Fercentage of patients 18-85 years of age who had a diagnasis of iypenension and whase biood NG (B Update

¥ biood pressure pressune was adequately controbied (K55 than 140/90mmHg) during the measwrement period. ¥

» Genvical cancer scresning ;P;l:;:bogeufmnﬂ‘-&i)ﬂlxu{ageﬁur:ehudwu mire Pap tests 1o screen for cervical et @upse =

» Access io prenaial care Percentage of prenatal care patients wha entered treatment duning their first imestes, Mot Complese (@ \psaie -

» Low bith weight Percentage of patients born fo health center patients whose birth weight was below nomal (less than Nol Complele Bupgaie =

2,500 grams).
Percentage of childen 2 years of age who had fow diphiheria, letanus and acellular pertussis [DTaP),

, Chidhood immunization status  hree pollo (1PV), one meastes, mumps and fubeka (MMA); three H influenza type B (HIB). three Mot Complete (@ Update -
(CIS) hepatites B (Hep B, one chicken pox (VEV), four preumococcal conpugete (PCVY. one hepalitis A (Hep.

A); two of three rotavirus (RV); and two influenza (fiu) vaccines by their second birthday.
Percentage of chikdren, age & through 9 years, at moderate to high risk for cares who received a .

* Dental seaiants sealant an & permanant first malar during the maasurement pariod Mot Compiete (@ Upaste =
Weight and tage of patients aged 3 -17 years of age i BMI percentie and

» Counseling for Children and wha had for rutsition and whx o for Nol Complete (@Update +
Adolescents Ppiysical activity during the measurement year.
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» f""‘ \TJ‘"’“ Screening and during or gunng the monihs of (e current encounter. Nomal Mol Complete [@lpdate ~
chov-Lip parameters: Age 16 - 64 years BMI =3 10.5 and < 25 ky/m?, and Age 65 years and older BMI => 23 and
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. Tolbacoo use SCreening and Percentage of patents aged 10 years and clder who were Scieened ior IBBECCO ube o of More limes. Mot " f@Upsate v
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1. Click on the Update link to start working on a performance measure (Figure 44, 1).

» The system navigates to the Clinical Performance Measure — Update page (Figure 45).
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Figure 45: Clinical Performance Measure - Update page
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2. Provide a Target Goal Description for each performance measure (Figure 45, 1). For all required
measures, the Numerator and Denominator descriptions are pre-populated (Figure 45, 2).

3. For Baseline Data, enter the year of the data provided and the numerator and denominator values
based on the descriptions given. Click the Calculate Baseline button to show the baseline percentage

(Figure 45, 4).

4. Enter the projected goal by the end of the designation period as a percentage (Figure 45, 3).

5. Select an appropriate response in the Data Sources & Methodology field. If ‘Other’ is selected, specify a

name and description.

6. Click on the Add New Key Factor and Major Planned Action button to add Key Factors (Figure 45, 5).

> The system navigates to the Key Factor and Major Planned Action — Add page (Figure 46).

7. Provide all the required information.
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Figure 46: Key Factors and Major Planned Action - Add page

2 Key Factor and Major Planned Action - Add

» Due Date: (Due In: 2. Days)

¥ Resources [
View

LAL ID User Guide | LAL ID Instructions | LAL ID TA

Fields with * are required
Key Factor and Major Planned Action Information

* Key Factor Type O Contributing O Restricting

Approximately 3/4 page (i) (Max 1500 Characters): 1500 Characters left.

* Key Factor Description

Approximately 3/4 page ‘) (Max 1500 Characters): 1500 Characters left.
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8. Click the Save and Continue button (Figure 46, 1) to save the information on this page and proceed to
the Clinical Performance Measures — Update page, or click the Save and Add New button (Figure 46, 2)
to save the key factor information you provided and proceed to add a new key factor. Provide
information for at least one restricting and one contributing Key Factor type.

9. Provide comments in the Comment field if needed (Figure 45, 6).

10. Click on the Save button to save the information on the Update Measure page (Figure 45, 7). To
proceed to the Clinical Performance Measures — List page, click on the Save and Continue to List

button (Figure 45, 8) or click on the Save and Update Next button to update the next performance
measure (Figure 45, 9).

IMPORTANT NOTE: If the goal for Oral Health performance measure for sealants is set to 0, at least one
self-defined Oral Health performance measure must be entered in the Additional Clinical Performance
Measures section.

4.15.2 Adding Additional Clinical Performance Measures
To add an Additional Clinical Performance Measure to your application, follow these steps:

1. Click the Add Additional Performance Measure button on the Clinical Performance Measures — List
page (Figure 44, 2).

» The Add Clinical Performance Measure page opens.
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Figure 47: Add Clinical Performance Measure
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2. Select a focus area from the drop-down menu (Figure 47, 1).

3. If you select Oral Health or Behavioral Health as the focus area, click on the Load Performance Measure

Category button (Figure 47, 2) to load the performance measure categories and then select one or
more, as applicable.

4. If you select Other as the focus area, you must specify the performance measure focus area.
5. Provide the required information on this page.

6. Click on the Add New Key Factor and Major Planned Action button to add Key Factors. Provide
information for at least one restricting and one contributing Key Factor type.

7. Click on the Save button to save the information on the Update Measure page. To proceed to the
Clinical Performance Measures — List page, click the Save and Continue button. The newly added
measure will be listed under the Additional Measures section.

8. Additional measures can be updated and/or deleted by using the Update and/or Delete links provided
as options.

4.16 Financial Performance Measures

Use this form to provide information about financial performance measures.

IMPORTANT NOTE:

e Refer to the Look-Alike Initial Designation instructions for more information on completing the
Financial Performance Measures form.

The Financial Performance Measures form displays Required and Additional Measures. The Required
Measures are pre-defined measures; applicants are required to provide requested information for all the
required measures. If desired, applicants may enter Additional Measures. These measures are optional.
4.16.1 Completing the Required Financial Performance Measures

There are two required performance measures listed in this form. To complete this form:

1. Click on the Update link to start working on a performance measure (Figure 48, 1).

> The system navigates to the Financial Performance Measure — Update page (Figure 49).
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Figure 48: Financial Performance Measures — List page

# Financial Performance Measures
[ e _IEEEER R _ L U R el

* Resources if

Due Date: 885088 & (Due In: ™ Days) | Section Status: S Sselss

View
LAL 1D User Guide | LAL 1D instructions | LALIDTA
J Add Additional Performance Measure = Collapse Group | 7 Detaied View
Focus Area Performance Measure Baseline Data Bazwline Year Projected Data  Status Options
All - A -
¥ ¢
i '
4 Required Measures /D
» Costs Ratio of total cost per patient served in the measwennend calendar yesr Mol Complete fgUpaate =
Ratio of total medical Cost per medicsl Visil in e Measurement CAlBndar year Nat Complate f#Updale

Save and Conline I

Figure 49: Financial Performance Measure — Update Page
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2. Provide a Target Goal Description for each performance measure (Figure 49, 1).
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For Baseline Data, enter the year of the data provided and the numerator and denominator values
based on the descriptions given. Click the Calculate Baseline button to show the baseline ratio (Figure
49, 2).

Enter the projected goal by the end of the designation period.
Enter the Data Sources & Methodology used for the measure.

Click on the Add New Key Factor and Major Planned Action button to add Key Factors. Provide
information for at least one restricting and one contributing Key Factor type.

Click the Save and Continue button to save the information on the Key Factor and Major Planned Action
— Add page and proceed to the Financial Performance Measures — Update page, or click the Save and
Add New button to save the key factor information and proceed to add a new key factor.

The Comments field is optional.

Click on the Save button to save the information on this page. To proceed to the Financial Performance
Measures — List page, click on the Save and Continue to List button or click on the Save and Update Next
button to update the next performance measure.

4.16.2 Adding Additional Financial Performance Measures
To add an Additional Financial Performance Measure to your application, follow these steps:

9.

10.
11.
12.

13.

14.

5.

Click the Add Additional Performance Measure button on the Financial Performance Measures — List
page.

> The Add Financial Performance Measures page opens.
Provide the required information on this page.

If you select Other as the focus area, you must specify the performance measure focus area.

To add the key factors, click on the Add New Key Factor and Major Planned Action button. Provide
information for at least one restricting and one contributing Key Factor type.

Click on the Save button to save the information on the Update Measure page. To proceed to the
performance measure list page, click on the Save and Continue button. The newly added measure will
be listed in the Additional Measures section on the Financial Performance Measures — List page.

Additional measures can be updated and/or deleted by using the Update and/or Delete links provided
as options.

Reviewing and Submitting the Look-Alike Initial Designation
Application to HRSA

To review your application, follow these steps:

1.

Click on the Status link on the left side menu.
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Figure 50: Left menu — Review and Submit
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2. Onthe Application — Status Overview page, click the Review link in the Review and Submit section of
the left menu.

» The system navigates to the Review page (Figure 51).
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Figure 51: Review page
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3. Verify the information displayed on the Review page.

4. If you are ready to submit the application to HRSA, click the Proceed to Submit button at the bottom of

the Review page (Figure 51, 1).

> The system navigates to the Submit page (Figure 52).

5. Click the Submit to HRSA button at the bottom of the Submit page (Figure 52, 1).
» The system navigates to a confirmation page.
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Figure 52: Submit to HRSA
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6. Check the Application Certification to electronically sign the application and click the Submit to HRSA

button.

7. If you experience any problems with submitting the application in EHB, contact the BPHC Helpline at 1-

877-974-2742, ext. 3 or http://www.hrsa.gov/about/contact/bphc.aspx.
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