Certification —SAMPLE Application

. L'C Urgent Care Center Certification Application

It is recommended that centers make a copy of

submitted documentation to keep for your records. UCACA will not

provide copies to centers.
Use this page as a cover sheet and checklist for your application.

Facility Mame My Urgent Care Center (name as it will appear on certificate)

Facility Address JET Shuman Bhed, Ste. 235W, Napenile, IL 60563

Facility Phone Murmber { 877 ) BR3-2262

Facility Website o oooaord

Your name here
Contact Person

Title Certification Manager
Email certification@ucaca.org
Signature {Please sign here)

The person sigring raprasents and Warranis that the person: (3] has read, understands and agress with
all e and provislons contalnad in tis entire appllcation and 2 other UCACA malerals peralning o
M CUC cartfication program, on behalf of the applieant, and o) 15 authoszed to sign this application,
make sWch reprasentations, wamaniies and agreements on b=half of the appicant

Select Appropriate Category (choose only ong)
MCATEGGRY 1-MD’s or DO's on-site during all hours
of operation

O CATEGORY 2 - MD's or DO's or NP's or PA's
on-site during all hours of operation

Medical Director Signature Required

A5 e Megical Diregtor of this Taciiity, | hereby attest that licanses for 3l providers at is canler have
lpeen reviewed and these providers obdain actve, urmastricted licenses o practice In the state whare this
faciiny Is locabed as of this date.

(Your Medical Director signs here...) [...and dates it}
Signafure Diate

As the Matical Director of this facilty, | heseby atiest that | have read and this facilty agrees to abide by
T Critaria and Code of Eihics on the UCADA websie at waww.USa0a.0ig/CLUCatics. pf for Canified
Urgent Care Centers for the duration of cur Cestfication Term.

{¥our Medical Director also signs here_..) [...and dates if)

Signafure Diate

Facilitv’s Demographic Information

1. 'What services does this site offer?
(please check all that apply)

Urgent Care

O Occupational MedicineMVorkman's Comp

O Physical Therapy

O Outpatient Lab Draw Facility

O OQutpatient X-ray

a CTIMRI

O Physical Exams (School, Sport, Executive,
Wark, etc)

O Other (please explain):

2. Do you offer any additional services, such as
(please check all that apply):
O Pain Management
O Weight Loss
O Anti-Aging
O Chiropractic
O Other (please explain):

3. In addition to “Walk-In" Urgent Care patients, do
you also have appointmenis?

&Ye&
Mo
4. Descrbe the setting in which this facility is
located:
Urban
O Suburban
O Rural

O Resort Area
O Other (please explain):

5. |5 this site accredited under The Joint
Commission Ambulatory Care/Urgent Care
Standards or as a depariment of a hospital?

o

6. Date this facility opened;_ 01012010

Application with Documentation Checkiist
continued on back



Application Materials should be mailed to:

UCAOA - Certified Urgent Care Review, 387 Shuman Blvd., Ste. 235W, Naperville,

IL 60563

Documentation Checlhst

Inglude the following supporting documentation with your application:
1. Copy of business license for this facility, cerificate of occupancy or eguivalent
2. Exterior photo cleary showing entire facility structure and extemal signage
3. Photo of main entry door or sign indicating days and hours of operation to the public
a. If photo does not include advertisement that walk-ins are accepted during all hours, provide separate proof of

advertisement

b. If facility does not meet criteria #3, provide address of nearest owned center that meets special circumstances
criteria (center must be certified or have an application in process)

'J 4, Copy of curmment inspection certificate for x-ray equipment

5. Copy of cument laboratory licensure

6. Organizational chart including names of all cument facility staff and providers with credentials "Mo-, “Dor, “NP", 2tz )
7. Copy of facility floor plan with clear labels marking EACH of the following items: exam rooms, treatment rooms (if

v
-

separate), patient restrooms, x-ray, laboratory, portable defibrillator, oxygen and drug cart
8. Photos of portable defibrillator, oxygen equipment and drug cart
9. List of all medications and equipment contained in drug cart — should include adult as well as pediatric

10. Copy of recent advertisement, flyer or similar marketing piece for this facility (billboard photos accepted)

11. Description of role of Medical Director for this facility

12. Copy of active, unrestricted license for center's Medical Director

Fees

Fess are pald at application and at three-year renewals. There are no annual fess.
A UCA0A clinlc membership s requirad for the duration of cerfication fo recalve

APPLICATION FEE PER SITE
CLINIC MEMBERS _.._ .. 5235
HON-MEMBERS ... cvece 9593

Application f2es are 5208 o 5595 PER SITE for the first 10 sltes pwned by a singls
entty.

Al shes anter the 10th slte will recelve a 20% discount assuming the applicafion for the
11th+ sltes are recelved while the orginal 10 slies are s certfled.

Applcations with Incompiste, expired, of Incomest supporting documentation will be
retismad In full bo the anplying center 5o Mat the application may be comectly re-
submittad at a later date. Appiication faes will not be refunded and original application
deadinas will still appiy.

Please review all of your matarals cansfuly prior to submiting. Al materais wil be
kapt confidertial excent If required by law or court proceedings.

Other Terms

In corsideration of UCACA's willngness to review this application, applicant agress io
e following slons:

INTERPRETATION

UCADA, 35 & private not-for-proft organization, resaniss soke discration to Interpret and
apply the critaria, modify the oriteria, and devalop and apply additional eritesia, from fima
o Ime withouwt |:I1IIIF notice.

DISCLAIMER AND LIMITATIONS OF LIABILITY

UCADA s prosiding no assurances that the CUC designation will Iead to increased
revenues of prodis and shall have no llablity If Increases do not occwr or for amy other
e5alm or oooUITERGE ansing cut of applicant's applisation or the CUG certification
program. If appilcant s dis- satisfied with e , applieant's sole remedy shall be
o dedide not to renew nre:q}and rlsparmp:ﬂnn. In 3'1}'!!'!'3'1[, mpllmntwaves and
agress not to assert any claims against UCACA (o7 Its ofMcers or drecions), based on
e CUC certfication program of any deciskon not to grant cerificafion. Wihout limiting
me genarality of the foregoing provisions, applicant walves and agrees not 10 asser any
efalm that any certfication denlal violates any federal o state anbinest of restraint of
Tate laws. M ANY EVENT, UCACA'S AGEREGATE TOTAL MONETARY LIABILITY
TO APPLICANT UNDER ALL CAUSES OF ACTICN AND ALL THECRIES OF
LIASILITY [INCLUDING BUT NOT LIMITED TO STATUTCRY, TORT, STRICT
LIASILITY, WARRANTY, INDEMNITY, CONTRISUTICN, AND CONTRACT
THEORIES ) WILL EE LIMITED TO THE REFUND OF ALL APPLICATION FEES PAID
BY APPLICANT.

INDEMMITY

T the extent pemitt=d by applicadle Laws, apolicant shall Ingemnify, hold hammless,
gefend and reimburse UCADA and Its officers, emphoyess and directons [“indemnified
Pariles") from and for any and all cialms, losses, damages, llablities, expensas,
penalties, |wdgments, onders, awands, atiomeys' fees and Igation expenses
{collecitvely, “Claims") which anlse or are aleged to anse wholly of partly out of or In
connecion with: {1} any bodily or personal Injures, death, slck- ness, dsaase, of any
pther madical or peychoiogical condition, of any PErsan Who VISES of 5e2ks o vislt
applicant's Faclify for which UCADA has prowided a CUC designation; (1) any deciskn
by UCADA to grant or deny a CUC designation Tor any of applcant's Fadities; or (Il
any action or omisslon of applcant or ite ofMcers, dreciors, empioyess, agenis,
representativies, contractons or consuftants. With-out imiting the generality of me
Toreqoing proviskons, APPLICANT'S OBLIGATIONS TO INDEMNIFY, HOLD
HARMLESS, DEFEND AND REIMBURSE IN- CLUDE ALL CLAIMS, REGARDLESS
OF WHETHER SUCH CLAIMS ARE CAUSED OR ALLEGED TO HAVE BEEN
CAUSED WHOLLY OR PARTLY BY UCAQA'S ACTS OR OMISSIONS OR AN
IMDEMMIFIED PARTY'S NEGLIGENCE; prowided, I this provision or any phrase or
partion Is held vodd, unenforceabie, or prohibfed by law, then this provisian and any
LI £ ar partion shall be reasonably reformed (by modifying, adding, or deleting
tet) to the minkmum extent requined 10 carmy out the parties’ mutual intent that this
prowision shall provide the broadest obligations o Indamnity, hold hamisss, defend, and
reimiburse Mat are valid, enfonceabis and permilited by [aw. Nothing hensin shall be
gesmed 10 imit or reduce any abilgations af any Insurers of apglicant, except o the
exient requined for such cbligations to be valld, enforcaadie and permittad by law;
provided, applicant Nensby walves all rights of 155 Insuners bo subrgate against he
Incemnified Parties.



Certification —SAMPLE Application —Supporting Documentation
(Please include in the following order)

1. Copy of business license for this facility OR certificate of occupancy ORequivalent :

STATE OF ILLINOIS) CERTIFICATE NO.
)ss FILED:
COUNTY OF DU PAGE) PUBLISHED:
I, Gary A. King, County Clerk in and for the County and State aforesaid, DO HEREBY
CERTIFY that

has completed all requirements as specified in Chapter €05, ACT 405 of the Illincis
Compiled Statues, "An Act in Relation to the Use of An Assumed Name in the Conduct or
Transaction of Business in the State of Illinois."

All of which appears from the records now in my office remaining

Given under my Hand and Official Seal at

Teeraz Fa:ili“ Certificate of Oocsum:x Snmgle

REGIONAL OFFICE OF EDUCATION

, ILLINOIS
« ) -

TEMPORARY FACILITY CERTIFICATE OF OCCUPANCY

Name and Number of School District

Name of School Building Where Unit Is Located

Address of School Building

Issued this day of s in County, lllinois, by
authority conferred upon me by The School Code of lllinois, Chapter 105, ILCS, Secti 5/3-14.20, 5/3-14.21, 5/3-14.22 and
23 IL Adm. Code 180, Section 180.80. The temporary unit has been inspected and found to comply with the provisions of
the Health/Life Safety Code of the State of lllinois. Authorization is given to occupy such premises.

Approved

Signature of Regional Superintendent

THIS OCCUPANCY CERTIFICATE WILL EXPIRE ON

Form 36-30 (3/04) (Prescribed by the Regional Superintendent for the use ol the Regional Superintendent) 180.230 ¢)



2. Exterior photo clearly showing facility structure and external signage:

3. Photo of main entry door or sign indicating days and hours of operation to the
public:

_.Open Daily
LFII- Urgent Care 9am ——me
L] Assoclation No appointment
necessary
Walk*-ins Welcorhe

4. Copy of current inspection certificate for x -ray equipment:
(Needs to indicate your facility is in compliance —a letter, certificate, or report are
acceptable items)



5. Copy of current laboratory licensure

CENTERS FOR MEDICARE & MEDICAID SERVICES
CLINICAL LABORATORY IMPROVEMENT AMENDMENTS
CERTIFICATE OF ACCREDITATION
LABORATORY NAME AND ADDRESS CLIA 1D NUMBER ﬂ
I e
02/09/2011
v

\
’

0 LABORATORY DIRECTOR EXPIRATION DATE
’

i L ‘

Q L 5

02/08/2013

Pussuant 10 Section 353 of the Public Healidh Services Act (42 USIC. 2630) as revised by the Clinical Lab y lespe Anscad (CLIAY,
the above mamed labomtory located at the address shown hercon (and other approved bocations) sy sccept humsan specimens
L S or "

fior the purposcs of perfoeming Y P
This crtificate shall be valid uatil the expination dae shove, bat s subject 10 lon, sunpenson, Bmitstion, or ether sncth
foe violation of the Act oe the rogulations promulgatad thercund

cnrs/ Fm :
T ool e ik e N

COLA certificates are also accepted:

This certificate makes known that

) COLA

Lab Accreditation Through Education
Has Certified That

Molecular Diagnostic Services

COLA ID #: -

Has met all criteria for

Laboratory Accreditation
I

Ths certificate expires bwo yoms from tiss date

Chairman, ﬁoam! Directors




6. Organization chart including names of all current facility staff and providers with
credentials:

Medical Director
Name, MD

Name, RN
Name, PA
Name, RN
Name, PA
Name, LPN
Oritcan be | isted...

Medical Director:
Name, MD

Physicians:
Name, MD

Name, MD
Nmae, MD
Name, MD

Physician Assitants:
Name, PA
Name, PA

Nurses:
Name, LPN
Name, RN
Name, RN

Front Office Staff:
Office Manager/Supervisor




/. Copy of facility floor plan with  clear labels marking EACH of the following items -
exam rooms, trea tment rooms, patient restroom, x -ray, laboratory, portable
defibrillator , oxygen and drug cart (please note : a separate waiting area and
restricted access patient restrooms are required):
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8. Photos of portable defibrillator, oxygen equipment and drug cart . Please note that
an actual photo of the item in your facility is required  (below are just various
examples of acceptable items):

9. List of all medication and equipment contained in drug cart  —should include adult as
well as pediatric . (the following is an EXAMPLE list)

RESUSCITATION EQUIPMENT MONITORING EQUIPMENT:




3,7,5 Endotracheal tube w/ stylet

Laryngoscope, Large and Small

Interchangeable light source for laryngoscope

Microshield Pocket Mask

Oropharyngealairway,sm,med,lg

Ambu-bag (Adult/Peds)
Oxygen tubing, cannula, masks
MEDICATIONS:

Adenosine

Atropine x2

Dextrose
Diphenhydramine
Epinephrine ampules x2

Epinephrine pre-filled syringes x2

Epi pen x 2 (Adult/Jr)
Flumazeril

Glucose

Lidocaine

Midazolam

Ondansetron

Naloxone

Solu-Medrol

Vasopressin

Verapamil

IV EQUIPMENT:

0.% Sodium Chloride 500ml
Dextrose 25%

Dextrose 50%

IV Administration Tubing
IV Catheter 20G X 1 inch

Acceptable items:

9 Brochure

Sphygmomanometer

Stethoscope

SAFETY SYRINGES AND NEEDLE
10ml 21g x 1 %2 inch

10ml 20g x 1 ¥2 inch

3ml 20g x 1 Y2 inch

3ml 21g x 1 Y2 inch
MISCELLANEOUS:

Albuterol Inhaler

Ammonia Inhalants

Aspirin Tablets
Diphenhydramine Tablets
Nitroglycerin Tablets
SURGICAL INSTRUMENTS:
Alcohol Pads

Chlorascrub Swabstick

Compression Bandages
Gauze Bandages
Gauze Pads/Sponges
Gloves, Nitrile

Goggles

Handheld Suction
Hemostat/Kelly Forceps
Needle Holder

Scalpel
ScissorsCurved/Straight
Sutures, 40 Prolene
Sutures, 20 Vicryl

Tape

Thumb Forceps
Tourniquet

10. Copy of recent advertisement, flyer or similar marketing  piece for this facility:



Postcard
Newspaper/Magazine Ad
Billboard Photo

And others

= =4 4

11. Description of role of Medical Director for this facility:

Medical Director

Reports to: ChiefExecutive Officer

Job Summary: Directs theclinical delivery of medical care and ise&sponsible formaintaining
relationships and coordinating activities of physicians and midevel providers,
clinical staff and operations. Oversees the development of clinical content in
company materials.

Primary Job Duties:

Perform all duties outlined in physician job description.

Supervise and directmedical treatment activities and recommend changes to better utilize facilities,
services and staff.

1 Monitor budget and coordinate clinical activities withoperations, billing and financial management.

1
T

Job qualifications:

1 Medical degree from accredited university and five years medical experience passidency.
1 Board certification in internal medicine, family practice, emergency medicine or another ABMS
recognized specialty

12.Copy of active, unr estMedalDeettorl. iTedcernsee f o
must be issued from the same state that the facility is located in.



