
License ID: HSPTL - __________ 

Legal Name:  ____________________________________________________________ 

DBA Name:  ____________________________________________________________ 

Agency Address: ___________________________________________________________ 

____________________________________________________________ 

________    _____________ 
     

________________________________________     
City      State       Zip Code 

Administrator/CEO/Email:________________________________________________ 

Contact Name: ______________________________________________________ 

______________________________________________________ 
  Position/Title/Email 

DON: ____                        ____________________________________    __________________ 
   Name    Phone

DON Email: ___________________________________________________________________ 

Phone Numbers:  ____________________________      ________       _________________ 
   Facility Phone    Contact Person   Contact Fax 

Contact Email: ___________________________________________________________ 

___Emergency Contact: _______________________________    __________________ 
   Name        Phone   

Email: _________________________________________________________________ 
    (Emergency contact must be available at all times in case of weather emergency, natural disasters, etc.) 

Facility Type:  

 General - providing diverse patient services, diagnostic and therapeutic, for a variety of medical     
 conditions. A general hospital must provide onsite: 

• Diagnostic x-ray services with facilities and staff for a variety of procedures;
• Clinical laboratory services with facilities and with anatomical pathology services 

regularly and conveniently available;
• Operating room service with facilities and staff; and
• Emergency Department with facilities and staff.

Long Term Care - providing inpatient services for patients whose medically complex conditions 
require a long hospital stay with an average length of stay of greater than 25 days. 

FOR OFFICE USE ONLY 

Check Amount:      
Check Number:      
License Expiration: 

State of Delaware 
Office of Health Facilities Licensing and Certification 

Application for Hospital License 



Psychiatric - providing services for the diagnosis and treatment of patients with psychiatric-
related illness. 

Rehabilitation - providing intensive inpatient rehabilitative services for one or more conditions 
requiring rehabilitation 

Type of Control: 
 Non-Profit  For-Profit 

 State Government  Other: ___________________ 

*A visit to each organized outpatient care Program by a person who is not an inpatient (does not include
the number of diagnostic &/or therapeutic treatments received). 

Total annual Outpatient Visits*: 

Total Annual Patient Days:  Total Number of Operating Beds:  

Bassinets:  Total Number of Licensed Beds:        _  _____   ____________ 

________    ____________ 

      ________   

Accredited:   Yes   No 
If yes, print name of Accrediting Organization AND Accreditation Expiration Date: 

__________________________________________________________________________   _________________ 
     Accrediting Organization     Expiration Date 

Which populations are served in this hospital:  (check all that apply) 

 Pediatric (Birth – 9)   Adult (19-64) 

  Adolescent (10 – 18)   Geriatric (65 and older) 

Affiliated with a Medical School  Identify 

 Major ____________________________________________________________ 

 Limited ____________________________________________________________ 

No Affiliation 

Graduate        ___________________________________________________________

_______________________________________________________ 

Resident Programs Approved by:  (check all that apply) 

  AMA    ADA 

 AOA  other: __________________________ 

  

 

__________________________________

No Program 

Authorized Official 

__________________________________________  
Name   Title 

____________________________________________________________________________     
    Signature      Date 



Please attach the most current of the following: 

1. Hospital directory that (at a minimum) identifies the service departments 

available, the department manager and phone number.

2. A list (incl. name, address, type of service) of all: Provider-based services, 

hospital departments located off-site; any service included under your state 

license, federal certification or accreditation.

3. Fire safety report.

4. Email a copy of the Accreditation Certificate, Official Accreditation Report, 

and Plan of Correction to:  amy-joy.andrews@delaware.gov

5. Email a copy of your Emergency Preparedness Plan to:

amy-joy.andrews@delaware.gov

6. Other: ______________________________________________________________________________

Name of Person Completing this Form: _____________________________________________ 

Signature: 

Title:  

Date:  

________________________________________________________________ 

________________________________________________________________ 

___________________________________________________________ 

Checks should be made payable to: STATE of DELAWARE 

Initial Application Fee Annual Licensure Fee 

 

 

Please complete and return application with Licensure fee and 
attachments to: 

Office of Health Facilities Licensing and Certification 
261 Chapman Road 

Suite 200 
Newark, DE  19702 

(302)292-3930
For Office Use Only: 

Application Reviewed & approved by: __________________________________________ Date: _______________ 

Director/Designee: ____________________________________________________________ Date: _______________ 

Type of License:   Annual   Provisional 

Licensure Period: ________________________ to ___________________________ 

License Sent:    Date: ______________________ Initials: ________ 

Tracking Update: Date: ______________________    Initials: ________ 

 Revised 07/2019 j:forms/applications hospital 

$1000 plus $2 per licensed inpatient bed 
and $500 for each emergency department 
not located on the hospital's main campus 

$750 plus $2 per licensed inpatient bed 
and $500 for each emergency department 
not located on the hospital's main Campus 
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