State of Wyoming– Department of Health 
Ph:  307-777-7123

Aging Division
Fax: 307-777-7127

Healthcare Licensing and Surveys (HLS)
Web:  https://www.health.wyo.gov/aging/hls

Hathaway Bldg, Suite 510                                                                                                      Email:  wdh-ohls@wyo.gov
2300 Capitol Avenue


Cheyenne WY 82002
AMBULATORY SURGICAL CENTER
LICENSE APPLICATION FOR ANNUAL RENEWAL
	Fees:
	Annual Renewal                        $500
(This application is not to be used for a new facility, change in ownership. or other changes; a different application form is required.)

	Make Payment To:            Wyoming Department of Health

	                                                     FOR HLS USE ONLY

	Fee Paid
	
	License #
	Appl Approved

	Check #
	
	
	


If we have questions/concerns regarding the information provided on this application, whom should we contact?

Contact Person’s Name:      



Email:      
This is a fillable form.  Please use in print layout and tab through the document to advance. 
(Licenses will NOT be sent in hard copy but sent to the Email address below.)
GENERAL APPLICATION INFORMATION

1. Facility Name: (This is how it will appear on your license.)
     
2. Physical Facility Full Address: (Main location.  Also include city, st., zip)
     
3. Mailing Address: (If different than #2. Also include city, st., zip)
     
4. Fiscal Year End Date:      
5. Phone:      
6. Fax:      
7. Email:      

(This is the Email address HLS will use for official correspondence, notices, and most importantly survey results. It will also be posted in our public directory.  Only one Email can be used, so please ensure this is an Email that will be maintained and monitored closely.)
8.
National Provider Identifier (NPI) number:        
9. Federal Employer Tax ID (EIN) number:       
FACILITY NAME:       
PROVIDER DETAILS
10.
Is the facility a Wyoming Medicare/Medicaid Certified Provider?   FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


a. If yes, what is the facility CMS Certification Number (CCN): (See instructions.)       

b. If no, does the facility plan to apply for Medicare/Medicaid Certification within the next 12 months?

 

 FORMCHECKBOX 
 Yes   
 FORMCHECKBOX 
 No

i.  If yes, what date does the facility anticipate applying for certification?       
11. Does the facility currently have “deemed status” with one of the nationally recognized accrediting organizations below?    
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
a. If yes, what approved accrediting organization does the facility belong to?

(Check one:)     FORMCHECKBOX 
 TJC         FORMCHECKBOX 
 HFAP       FORMCHECKBOX 
 AAAHC     FORMCHECKBOX 
 AAAASF     FORMCHECKBOX 
 IMQ    

i. Date of Last Accrediting Survey:        
       ii. Copy of survey attached (not just letter).      FORMCHECKBOX 

b. If no, does the facility plan on obtaining “deemed status” within the next 12 months?   FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

i. If yes, what date does the facility plan on applying for “deemed status”?       
12. Does the facility have in place a documented quality management function to evaluate and improve patient care and services? 

  FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
13. Number of beds:    Surgical Beds      
     Observation Beds           23-Hour Recovery Beds      
14.
Services Provided: (check as appropriate) 

 FORMCHECKBOX 
 Dental

 FORMCHECKBOX 
 OB/GYN

 FORMCHECKBOX 
 Pain



 FORMCHECKBOX 
 Surgical Abortion

 FORMCHECKBOX 
 Endoscopy

 FORMCHECKBOX 
 Ophthalmologic
 FORMCHECKBOX 
 Plastic/Reconstructive


 FORMCHECKBOX 
 Ear/Nose/Throat
 FORMCHECKBOX 
 Orthopedic

 FORMCHECKBOX 
 Podiatry




 FORMCHECKBOX 
 Other:      
15.  If you are a surgical abortion facility, please provide the name and WY licensed number of the physician(s) that perform, or will perform, surgical abortions (add an additional sheet if needed):           



Physician Name:      




WY License #:      


Physician Name:      




WY License #:      


Physician Name:      




WY License #:      

a.  Please verify the name of the hospital located not more than ten (10) miles from the abortion facility where the licensed physician(s) who perform, or will perform, surgical abortions have admitting privileges. 



List the name of the Hospital(s):        






FACILITY NAME:       
16.
Hours of Operations:

	SUN
	MON
	TUE
	WED
	THU
	FRI
	SAT

	     
	     
	     
	     
	     
	     
	     


17.
Days of the week surgeries are performed (indicate yes or no):
	SUN
	MON
	TUE
	WED
	THU
	FRI
	SAT

	     
	     
	     
	     
	     
	     
	     


PERSONNEL

18.
Name/Title of person in charge of facility: (See instructions.)      
19.
Name of Administrator:      
20.
Name of Nursing Supervisor:      
a. Professional License Type:      
b. Professional License Number:      
21.
Name of Maintenance Director (if applicable)      
a. Contact phone number:      
LOCATIONS/BUILDINGS (You must attach a readable and clear floor plan. See specific details on the license application instructions.)

22. Main Building Location
a. Property Ownership:

 FORMCHECKBOX 
 Own

 FORMCHECKBOX 
 Rent

 FORMCHECKBOX 
 Lease
b. Physical Address: (Include city.)      
c. Services at this location:      
d. Date services began at this location:      
e. Is there a current construction or remodel project going on at this location?  
  FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
i. If yes, list HLS project numbers:      
f. A floor plan is attached as directed.    FORMCHECKBOX 

FACILITY NAME:       
OWNER
23. Ownership type: (check one)

   
(See specific details on the license application instructions.)

a.  FORMCHECKBOX 
 Sole Proprietor/Individual

b.  FORMCHECKBOX 
 Partnership

c.  FORMCHECKBOX 
 Profit Corporation

d.  FORMCHECKBOX 
 Nonprofit Corporation

e.  FORMCHECKBOX 
 Limited Liability Company

f.  FORMCHECKBOX 
 Governmental:

 FORMCHECKBOX 
 City

 FORMCHECKBOX 
 County
 FORMCHECKBOX 
Hospital District 
 FORMCHECKBOX 
 State


g. Other:      
24. Ownership Name:      
25. Mailing Address:      
26. Phone:      
27. Contact Person:      
28. Contact Person’s Email:      
29. List all officers in the ownership and titles below:     or       FORMCHECKBOX 
 List attached.
a.      
b.      
c.      
d.      
e.      
30. Has the owner ever had a license to operate a healthcare facility or agency providing healthcare services in this or any other state denied, suspended, revoked or otherwise terminated for cause? 
   FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
a. If yes, explain:      
OPERATOR
31. Is the facility operated or managed by a business entity other than the owner section above?   
  FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

a. If yes, Operating Entity Name:      
FACILITY NAME:       
b. Mailing Address:      
c. Phone:      
d. Contact Person’s Name:      
e. Contact Person’s Email:      
32. Has the operator ever had a license to operate a healthcare facility or agency providing healthcare services in this or any other state denied, suspended, revoked or otherwise terminated for cause? 
  FORMCHECKBOX 
Yes 

 FORMCHECKBOX 
 No
a. If yes, explain:      
33. Did the owner read and understand the healthcare facility licensure requirements (W.S. 35-2-901 and 902 et seq) outlined in the license application instructions?  
    FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
FACILITY NAME:       
SIGNATURE
An application by other than an individual shall be signed by two (2) officers of the organization, or by its managing agents. If signed by managing agents, copies must be attached of company documents indicating the individuals signing are managing agents for the company.

I have read the contents of this application.  My signature legally binds the facility’s agreement to abide by the rules promulgated by the State of Wyoming for this category of healthcare facility and do hereby state the information provided on this application is true to the best of my knowledge and belief.

The facility further understands the facility is responsible for admitting and retaining only those persons who qualify for this category of healthcare facility as defined in the applicable rule and facility policies and procedures.  The facility agrees to allow authorized representative of the Wyoming Department of Health, upon presentation of proper identification, to request and/or enter the facility at any time without a warrant, any facility records and documentation as necessary to ascertain compliance with State licensing laws and rules promulgated by the Wyoming Department of Health.

Signature #1__________________________________________________________________________________

Printed Name:      
Title:      
Date:      
Signature #2___________________________________________________________________________________

Printed Name:      
Title:      
Date:      
Rev. 03/21/2025                                     Ambulatory Surgical Center Facility License Renewal Application
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