
Limited Review Application 
State of New York Department of Health 

Office of Primary Care and Health Systems Management 
 

Project to be Proposed/Applicant Information 
 

This application is for those projects subject to a limited review pursuant to 10 NYCRR 710.1(c)(5)-(7).  Please check the appropriate 

box(es) reflective of the project being proposed by your facility (NOTE – Some projects may involve requisite “Construction”.  If so, 

and total project costs are below designated thresholds, then both boxes must be checked and necessary LRA Schedules submitted).  

Please read the LRA Instructions to ensure submission of an appropriate and complete application: 

 

 Minor Construction – Minor construction project with total project costs of up to $15,000,000 for general hospitals and up to 

$6,000,000 for all other facilities, if not relating to clinical space – check “Non-Clinical” box below).  

 Necessary LRA Schedules:  Cover Sheet, 2, 3, 4, 5, and 6. 

  

 Equipment – Project related to the acquisition, relocation, installation or modification of certain medical equipment, with total 

project costs of up to $15,000,000 for general hospitals and up to $6,000,000 for all other facilities.  (NOT necessary for “1-

for-1” replacement of existing equipment without construction, pursuant to Chapter 174 of the Laws of 2011 amending Article 

28 of the Public Health law to eliminate limited review and CON review for one for one equipment replacement) 

 Necessary LRA Schedules:  Cover Sheet, 2, 3, 4, and 5. 

  

 Service Delivery – Project to decertify a facility's beds/services; add services which involve a total project cost up to 

$15,000,000 for general hospitals and up to $6,000,000 for all other facilities; or convert beds within approved categories.  (If 

construction associated, also check “Construction” above.) 

 Necessary LRA Schedules:  Cover Sheet, 2, 6, 7, 8, 10, and 12.  *If proposing to decertify beds within a nursing home, 

provide a description of the proposed alternative use of the space including a detailed sketch (unless the decertification is 

being accomplished by eliminating beds in multiple-bedded rooms). If proposing to convert beds within approved categories, 

an LRA Schedule 6 and all supporting documentation are required to confirm appropriate space for the new use. 

 
 Cardiac Services – Project by an appropriately certified facility to add electrophysiology (EP) services; or add, upgrade or 

replace a cardiac catheterization laboratory or equipment.  (If construction associated, also check “Construction” above.) 

 Necessary LRA Schedules:  Cover Sheet, 2, 7, 8, 10, and 12. 

  

 Relocation of Extension Clinic – Project to relocate an extension clinic within the same service area which involve a total 

project cost up to $15,000,000 for general hospitals and up to $6,000,000 for all other facilities. (If construction associated, 

also check “Construction” above.) 

 

 Necessary LRA Schedules:  Cover Sheet, 2, 3, 4, 5, 6 and 7. Also include a Closure Plan for vacating extension clinic. 

  

 Part-Time Clinic – Project to operate, change services offered, change hours of operation or relocate a part-time clinic site 

– for applicants already certified for “part-time clinic”.  (If construction associated, also check “Construction” above.) 

 Necessary LRA Schedules:  Cover Sheet, 2, 8, 10, 11, and 12. 

  

 

 

OPERATING CERTIFICATE NO. CERTIFIED OPERATOR TYPE OF FACILITY 

 Servants of Relief for Incurable Cancer Voluntary RHCF 

 

OPERATOR ADDRESS – STREET & NUMBER PFI NAME AND TITLE OF CONTACT PERSON 

600 Linda Avenue  , Administrator 

CITY COUNTY ZIP STREET AND NUMBER 

Hawthorne Westchester 10532 Rosary Hill Home  600 Linda Avenue 

PROJECT SITE ADDRESS – STREET & NUMBER PFI CITY STATE ZIP 

Same 1141 Hawthorne NY 10532 

CITY COUNTY ZIP TELEPHONE NUMBER FAX NUMBER 
Same Same       914-769-0114 

 

914-769-3916 

TOTAL PROJECT COST: $  0.00 CONTACT E-MAIL: 
 

             (Rev 09/2019) 

LRA Cover Sheet 



Application Number: 241262

Facility Name: Rosary Hill Home

Project Description: Decertify 12 RHCF beds to turn 3-bedded rooms into 2-bedded, and make space for a Nurse
Aide Training Program

Executive Summary

Rosary Hill Home, operated by the Dominican Sisters of Hawthorne, is a 54-bed licensed, voluntary RHCF
dedicated to providing palliative care to indigent, terminally ill cancer patients. The Home does not participate in
either the Medicare or Medicaid program. Our daily census has not exceeded 30 patients in over 5 years, and we
currently do not anticipate a significant increase in the near future. It is this persistent low utilization experience
and expectation that motivates our request for the decertification of 12 beds. All the beds being decertified are
located in what presently are 3-bedded resident rooms (wards). Once the 12 beds are decertified, 9 of the 10 3-
bedded rooms will be downsized to 2 beds. The last 3-bedded room we hope to turn into a training room for a
Nurse Aide Training Program (NATP) we are seeking approval for. These changes will ultimately improve our
infection prevention efforts and the living and working space for our patients and staff. 
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Limited Review Application 
State of New York Department of Health/Office of Health Systems Management 

 

 

Total Project Cost 
 

ITEM ESTIMATED PROJECT COST 

1.1   Land Acquisition  (attach documentation) $ 0.00 

1.2   Building Acquisition $ 0.00 

 1.1-1.2  Subtotal: 0.00  

2.1   New Construction $ 0.00 

2.2   Renovation and Demolition $ 0.00 

2.3   Site Development $ 0.00 

2.4   Temporary Power $ 0.00 

 2.1-2.4  Subtotal: 0.00  

3.1   Design Contingency $ 0.00 

3.2   Construction Contingency $ 0.00 

 3.1-3.2  Subtotal: 0.00  

4.1   Fixed Equipment (NIC) $ 0.00 

4.2   Planning Consultant Fees $ 0.00 

4.3   Architect/Engineering Fees  (incl. computer installation, design, etc.) $ 0.00 

4.4   Construction Manager Fees $ 0.00 

4.5   Capitalized Licensing Fees $ 0.00 

4.6   Health Information Technology Costs $ 0.00 

     4.6.1   Computer Installation, Design, etc. $ 0.00 

     4.6.2   Consultant, Construction Manager Fees, etc. $ 0.00 

     4.6.3   Software Licensing, Support Fees $ 0.00 

     4.6.4   Computer Hardware/Software Fees $ 0.00 

4.7   Other Project Fees (Consultant, etc.) $ 0.00 

 4.1-4.7  Subtotal: 0.00  

5.1   Movable Equipment $ 0.00 

  

6.1   Total Basic Cost of Construction  

 

$ 0.00 
  

7.1   Financing Cost (points, fees, etc.) $ 0.00 

7.2   Interim Interest Expense - Total Interest on Construction Loan: 

0.00 Amount $          @          % for       months 

7.3   Application Fee $ 0 

       

8.1   Estimated Total Project Cost  (Total 6.1 – 7.3) $ 0.00 
   

 

 

 

If this project involves construction enter the following anticipated construction dates on which your cost  

estimates are based. 

 

Construction Start Date       

 

Construction Completion Date       
             (Rev. 1/31/2013) 

Schedule LRA 2 

NOT APPLICABLE
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Schedule 6  
Architectural/Engineering Submission 

  
 

Contents: 
 

o Schedule 6 – Architectural/Engineering Submission 
 
 

  







New York State Department of Health                          Schedule 6 
Certificate of Need Application 

 

 
DOH 155-B               Schedule 6         Page 3 
(9/6/2022) 

 

Building Height +/- 50’ (Varies) 

Building Number of Stories 3 

Which edition of FGI is being used for this project? 
Choose an item.  Not 
Applicable (No 
Construction Involved) 

Is the proposed work area located in a basement or underground building? Grade Level 

Is the proposed work area within a windowless space or building? No 

Is the building a high-rise?  No 

If a high-rise, does the building have a generator? Not Applicable 

What is the Occupancy Classification per NFPA 101 Life Safety Code? Chapter 38 New 
Business Occupancy 

Are there other occupancy classifications that are adjacent to or within this 
facility? If yes, what are the occupancies and identify these on the plans. 
Click here to enter text. 

Not Applicable 
 

Will the project construction be phased? If yes, how many phases and what is 
the duration for each phase?  Click here to enter text. 

Not Applicable 

Does the project contain shell space?  If yes, describe proposed shell space 
and identify Article 28 and non-Article 28 shell space on the plans. 
Click here to enter text. 

Not Applicable 

Will spaces be temporarily relocated during the construction of this project? If 
yes, where will the temporary space be?   Click here to enter text. Not Applicable 

Does the temporary space meet the current DOH referenced standards?  If no, 
describe in detail how the space does not comply. 
Click here to enter text. 

Not Applicable 

Is there a companion CON associated with the project or temporary space?  
If so, provide the associated CON number. Click here to enter text. 

Not Applicable 
 

Will spaces be permanently relocated to allow the construction of this project?  
If yes, where will this space be? Click here to enter text. 

Not Applicable 

Changes in bed capacity? If yes, enumerate the existing and proposed bed 
capacities. Click here to enter text. 

Decrease 

Changes in the number of occupants? 
If yes, what is the new number of occupants? 42 

Yes 

Does the facility have an Essential Electrical System (EES)?  
If yes, which EES Type? Type 2 

Yes 

If an existing EES Type 1, does it meet NFPA 99 -2012 standards? Not Applicable 

Does the existing EES system have the capacity for the additional electrical 
loads? Click here to enter text. 

Yes 

Does the project involve Operating Room alterations, renovations, or 
rehabilitation? If yes, provide brief description. 
Click here to enter text. 

Not Applicable 

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

Not Applicable 
 

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

Choose an item. 
 

Does the project involve a pool? Not Applicable 
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Limited Review Application 
State of New York Department of Health 

Office of Primary Care and Health Systems Management 

 

 

Proposed Operating Budget 
 

       

 

Budget 

 

 

 

Current Year 

 

 

 

First Year 

(Projected) 

 

 

Third Year 

(Projected) 

 

Revenues 

   Service Revenue 0 0 $0.00 

     Grants Funds 0 0 $0.00 

     Foundation 0 0 $0.00 

     Other 0 0 $0.00 

     Fees 0 0 $0.00 

Other Income 

 

   

(1)  Total Revenues $      $      $      

 

Expenses 

     Salaries and Wage Expense 0 0 $0.00 

     Employee Benefits 0 0 $0.00 

     Professional Fees 0 0 $0.00 

     Medical & Surgical Supplies 0 0 $0.00 

     Non-Medical Equipment 0 0 $0.00 

     Purchased Services 0 0 $0.00 

     Other Direct Expense 0 0 $0.00 

     Utilities Expense 0 0 $0.00 

     Interest Expense  0 0 $0.00 

     Rent Expense 0 0 N/A 

Depreciation Expense    

Other Expenses    

(2)  Total Expense $      $      $      

 

Net Total  - (1-2) 

 

$      

 

$      

 

$      

 
 

   

 

 

 

 

 

 

 

 

 

 

 

 
(Rev. 7/2015) 

Schedule LRA 7 

NOT APPLICABLE
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Limited Review Application 
State of New York Department of Health 

Office of Primary Care and Health Systems Management 

 

 
Various inpatient services may be reimbursed as discharges or days.  Applicant should indicate which method applies to 
this table by choosing the appropriate checkbox.  

 
Patient Days    Patient discharges  
 

Inpatient Services 
Source of Revenue 

Total Current Year First Year Incremental Third Year Incremental 

Patient 
Days or 

dis-
charges  

Net Revenue* Patient 
Days or 

dis-
charges 

Net Revenue* Patient 
Days or 

dis-
charges 

Net Revenue* 

% Dollars ($) % based 

on days or 
discharges 

Dollars-$ % based 

on days or 
discharges 

Dollars-$ 

Commercial Fee for 
Service 

                                                       

Managed 
Care 

                                                      

Medicare Fee for 
Service 

                                                      

Managed 
Care 

                                                      

Medicaid Fee for 
Service 

                                                      

Managed 
Care 

                                                      

Private Pay                                                       

OASAS                                                       

OMH                                                       

Charity Care                                                       

Bad Debt                                                       

All Other                                                       

Total       100%             100%             100%       

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
(Rev. 7/2015) 
  

Schedule LRA 7A 
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Outpatient Services 
Source of Revenue 

Total Current Year First Year Incremental Third Year Incremental 

Visits 
Net Revenue* 

Visits 
Net Revenue* 

Visits 
Net Revenue* 

% Dollars ($) % Dollars ($) % Dollars ($) 

Commercial Fee for 
Service 

                                                      

Managed 
Care 

                                                      

Medicare Fee for 
Service 

                                                      

Managed 
Care 

                                                      

Medicaid Fee for 
Service 

                                                      

Managed 
Care 

                                                      

Private Pay                                                       
OASAS                                                       

OMH                                                       

Charity Care                                                       

Bad Debt                                                       
All Other                                                       

Total       100%        100%             100%       

           

Total of Inpatient and 
Outpatient Services                         

 

 Title of Attachment Filename of attachment 

1. In an attachment, provide the basis 
and supporting calculations for all 
revenues by payor. 

            

2. In an attachment, provide the basis 
for charity care. 

            

 

 

*Net of Deductions from Revenue 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
(Rev. 7/2015) 
   













   
 

June 2023   
 

o HEIA Contract with Independent Entity 
o HEIA Template  
o HEIA Data Tables  
o Full version of the CON Application with redactions, to be shared publicly  

 
• If you checked “no” for all questions in Table B, this form with the completed 

Section B is the only HEIA-related document the Applicant will submit with this 
CON application. Submit this form, with the completed Section B, along with the 
CON application to acknowledge that a HEIA is not required.  




