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State of Connecticut
Office of Health Care Access
Letter of Intent Form
Form 2030

Al Applicants involved with the proposal must be listed for identification purposes. A proposal's Letter
of intent (L.OI) form must be submitted prior to a Certificate of Need application submission to OHCA by
an Applicant, pursuant {0 Sections 19a-638 and 19a-638 of the Connecticut General Statutes and
Section 19a-643-79 of OHCA's Regulations. Please complete and submit Forrn 2030 to the

Commissioner of the Office of Health Care Access, 410 Capitol Avenue, MS# 13HCA, P.O. Box
340308, Hartford, Connecticut 061 34-0308.

SECTION|. APPLICANT INFORMATION

If this proposal has more than two Applicants, please attach & separate sheet, supplyin
information for each additional Applicant in the format presented in the following table. :

.....

NI T[T ApplicantOne | Applicant
;| Full legal name AFFIRMATOW ;

; i CouMEELNE ‘
|} CoareR | BN

BomoBusness As T
4 ¢ A;ﬂinmﬂam
| Couns Elar

RS men Commeraton

-

Ropiicants Maling Address, If Post Office | SEL Pearim ol B
il (PO) Box, include a street mailing address - PerTLANG € GEHTO
flforCertifiedMail e i

:"What is the Applicant's Status: NP

: P for Profit or

. NP forNonprofit .. ..

| Status? ? ’

: | Contact Person, including Title/Position: 1} Hoew & DERGER, b,
“| This Individual will be the Applicant's S B 5
.1 Designee to receive all correspondence in
i{"Contact Person's Mailing Address, if PO 331 RAB ST ' .
/| Box, include a street matling address for |Netwiew o™ Ote3lbs :
L1 Certified Mail : i

2 ’ ” % AR TR
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s v g o e B s b il

['Gontact Person's Telephone Number | 360 €84 §340 X 3¥0

:["Contact Person's Fax Number [foo 559 20655

T Gontadt Porson's &-mall Address | hotlgdreser ecehinigy

SECTION Il. GENERAL APPLICATION INFORMATION

a.

) U

7 [

Proposal/Project Title:

OUTPANENT BEHAVIesAl. Memm.;c Psy eusTR I % SUBSTANCE A“’““-’,)
Type of Proposal, please check all that dp.ply: |

Change in Facility (F), Service (8) or Function (Fnc) pursuant to Section 19a-638,
c.Gs.

] New (F, S, Fnc) [[1 Replacement [} Additionat (F, S, Fnc)
3 Expansion (F, S, Fne) [] Relocation [ service Termination
[ ] Bed Addition’ [] Bed Reducfion = K Change in Ownership/Control

Capital Expenditure/Cost, pursuant to Section 19a-#i39, C.G.S..
[ Project expenditure/cost cost greéter than $ 3,000,000
[Tl Equipment Acquisition

]  New [ Replacement ] Major Medical
(> $3,000,000)

[] lmaging [1  Linear Accelerator
Change in ownership or control, pursuant to Section 18a-639 C.G3.S., resulting in a

capital expenditure over $3,000,000

Location of proposal, identifying Street Address Town and Zip Code:
583 Porvuado Cadavr KD Pc»lLTLmo C 5&45’0

Form 2030
Revised 7/06
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List each town this project is intended to serve: )
Poryiwtd | EAST HamPront CROMWEW) MIONLETOWN 7 M QDLEFEL]

Estimated starting date for the project: __UPon A PARwWAL of onN

Type of project: &
(Fill in the appropriate number(s) from page 7 of this Form)

Number of Beds (to be completed if changes are propased)

+ Type

t Existing 1 Existing i Proposed lncrease g Proposed Total
Staffed ] Licensed | or (Decrease) | Licensed

H

SECTION Hll. ESTIMATED CAPITAL EXPENDITURE INFORMATION

a.

b.

Estimated Total Project Cost: $ &

Please provide the following tentative ca}%it_al éxpenn:iiiure/ccsts rejated to the proposal:

NI TS PR RN R TR PP TR B RPN RO A PP N I L[ M S GRS sthfet kot e

[Medmai Equlpment PWChaSES o
<[ Major Medical Equipment | Purchaseas b
: ['Non-Medical Equipment Purchases* 1 ..
1{ Land/Building Purchases ] ‘
:| Construction/Rencovation |
| Other (Non- _Construction) Specify;._ R
ETotal Capital Expenditure -

|

l

l

I

l

I

] Medical Equipment - Fair Market Value of Lease*
I Major Medical Equupment-— Fair Market Value of Leasas L
-[ Non-Medica! Equipment — Fair Market Value of Leases* | .. ...
[ Fair Market Value of Space -~ Capltai Leases OnE«/ o
:[TotalCapitalCost

For e e e b et ansmn e T R 0 et s s s ot s 3 St

=[Total Projact Cost e s b e
Capatallzed Flnancsng Costs l

|, (Informational Purpose Only)

* Provide an itemized hst of aii uonmmedlcai equ;pm@nt o be pu:chased and Ieased

Form 2030
Revised 7/06
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C. If the proposal has a total capital expendii&félcbét of $20,000,000 or more, you may
request a Waiver of Public Hearing pursuant to Seclion 19a-643-45 of OHCA's
Regulations? Please check the your preference as follows:

P4 No [ Yes

If you checked “Yes” above, please check the appropriate box below:

[) Energy [_] Fire Safety Code [] Nor;a..,?ubstanti\m

If you checked “Yes” {o the Waiver of Pubiic Hearing, please provide the following:

a) Supporting documentation from elected fown officials
(i.e. letter from Mayor's Office).

Major Medical and/or Imaging Equipment Acquisition: . ..

T Equipment Type [Name | Model . [Numberof Units | Costperunit

Note: Provide a copy of the vendor contract or qug‘tation for the major medi
equipment.

d. Type of financing or funding source (mofé"—lthén one can be checked):
[]  Applicant's Equity [[] Capital Lease 1 Conventional Loan
X Charitable Contributions [ Operating Lease [l CHEFA Financing

[} Funded Depreciation %]  Grant Funding X Other (specify): PenpinG
e e APPR o
For- S &aGA

sire sheuhe

SECTION IV. PROJECT DESCRIPTION FrenONG.

Please provide a description of the propesed project, hightighting each of its important aspects,

on at least one, but not more than two separate 8.5" X 11" sheets of paper. At a minimum

each of the following items need to be addressed. if applicable.

1. List the types of services are currently being provided. If applicable, provide a copy of
each Department of Public Health (DPH) license held by the Applicant.

Form 2030
Revised 7/06
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2. List the types of services are being proposed and what DPH licensure categories will be
sought, if applicable.

Identify the current population served and who is the target population to be served.
Identify any unmet need and describe how this project will fulfil that need.

Are there any similar existing service providers in the proposed geographic area?

@ o AW

Describe the anticipated effect of this proposal on the health care delivery system in the
State of Connecticut.

~

Who will be responsible for providing the service?

8. Who are the current payers of this service and identify any anticipated payer changes
when the proposed project becomes operational?

Form 2030
Revised 7/06
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Certificate of Need
Section IV

Project Description
June 14, 2007

Affirmation Counseling, Inc.

1y

2

3

4

Affirmation Counseling Center, located at 553 Portland-Cobalt Rd, Portland CT
06480, currently is licensed by DPH to provide outpatient mental health services
to adults, A non-profit organization, Affirmation Counseling Center has on staff
master’s level clinicians who are alse licensed by the State of Connectiout,
Affirmation also has an MD who is Hcensed as a psychiatrist, and provides
pharmacological and psychiatric services for patients clinically appropriate for
medication. Clinicians provide evaluation, diagnosis and ambulatory treatment on
an outpatient basis for individuals who have mental, emotional, behavioral,
interpersonal disturbances or dysfunctions which are defined in the Diagnostic
and Statistical Manual for Mental Disorders-IV. Patiznts currently served include
primarily those who are insured by private commercial insurances, or pay fee for
service on a sliding scale. Services are currently provided Monday through Friday
from 9:00am to 9:00pm, and on Saturdays from 9:00am to 1:00pm.

The types of services we are proposing include current services, which will be
covered under the current DPH license for outpatient mental health, Additionally,
we are seeking to provide outpatient substance abuse services, and will require a
DPH license for treating substance abusing persons. Affirmation Counseling has
also begun the process of obtaining site-specific funding through SAGA, so that
we may expand services to include those who are underserved in the area, and
require treatment. Expansion of the programs offered will include more groups to
address behavioral, emotional, and substance use issues.

Target population includes adult of varied cultural, ethnic, and economic
backgrounds who may be on state insurance, such as SAGA or Husky, Use of a
sliding fee scale will continue to be available for our patients. Affirmation
Counseling will continue to serve those with commercial insurance.

And 5) As noted above, Affirmation Counseling Celiter hopes to meet the unmet
needs of those in the area requiring behavioral healtlt services to address mental
health and/or substance abuse issnes on an outpatient basis, The Portland area has
a very limited number of individual and/or agency based providers for outpatient
mental health and/or substance abuse treatment. This is especially true for those
on SAGA and need outpatient services. Individuals needing these services
typically must access agencies and/or providers in the Middletown area, For some
individuals, this may be a hardship for thém to travel the additional miles outside
of Portland to obtain mental health freatment. A general survey of area agencies
revealed limited waiting lists; however, access to services at some agencies is
directly impacted by the client’s insurance, Again, Affirmation Counseling Center
does not have a waiting list. The primary provider of mental health and substance
abuse treatment is Rushford, which offers multiple levels of care including
inpatient, residential, sober house, intensive outpatient and partial hospital level of

o7
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care. They provide services for dually diagnosed individuals who typically access
the system at a higher level of care (e.g. inpatient) and “step down’ within the
Rushford system to lower levels of care as the client shows stabilization. They
primarily provide services in a group format.

In data obtained from the SAMSHA Nationial Mental Health Information Center,
the New England area nationally has one of the highest outpatient admission
rates, and with the current pressures put on inpatient facilities to reduce length of
stay, it can be projected that future need for outpatient services in New England,
generally, and Connecticut specifically, will only increase, Affirmation
Connseling Center currently serves individuals in and around the following

municipalities: Portland, East Hampton, Cromwell, Middletown, and Middlefield.

Anticipated effect of this proposal upon thie health care delivery system in the
State of Connecticut includes increased access o care by those who are most
underserved. Additionally, it would increase treatmeint options for patients who
otherwise have limited choices about where they are to seek treatment. Oversight
by the Board of Directoss in conjunction with Catholic Charities management
services will ensure that services are of the highest quality and are cost effective.
Increased volume of clients to be served will also enhance agency stability, along
with organizational viability. Finally, as stated above, treatment is gasy 10 access
based on geographic convenience of the physical plant to area towns, combined
with the absence of a waiting list. L S

Clinicians currently on staff will continue 1o provide services to patients seeking
treatment at Affirmation Counseling Center, Additicnal clinicians will be hired to
meet the demand for more services. Affirmation currently employs ten part time
clinicians. Catholic Charities, Diocese of Norwich provides managerial and
clinical oversight. Additional clinicians are available to provide clinical services
to meet the demand for treatment,

As indicated above, current pavers include commercial insurances, EAP
contracted services, and fee for service paid by the patient. Currently Affirmation
Counseling Center is awaiting approval for SAGA funding. Once obtained, this
funding will enable Affirmation Counseling Center 1o serve a greater variety of
patients who are on SAGA. These services will only expand more once
Affirmation Counseling is granted the CON and recidves a DPH license for
substance abuse and depended persons.

It is our hope that the Office of Health Care Access will support this proposal and
recommend us for a CON, : S

. 08
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AFFIDAVIT

To be completed by each Applicant

Applicant: _ AFF1RMATISN CounsSEUné “;g:,.,c

i
Project Title: __outfane~T BEpAvIaRAL e LTI ( &5 YeH iaTRie. | S uBsTANCE ARUSE )

I, Marer K. Iukuiith | LMET CED
{(Name) (Pasition — CEO or CFO)

of AffiemaTion CoumSéient- ,TaC  heing duly swormm, tepose and siate that the

information provided in this CON Letter of Intent(Form 20:0) is true and accurate to

the best of my knowledge, and that AFféraT>~ Cowndelun &
(Facility Name)

complies with the appropriate and

applicable criteria as set forth in the Sections 19a-630, 19a-837, 19a-638, 19

and/or 4-181 of the Connecticut General Stajutes.

flook LAl afsos

Signature Date *

Subscribed and swomn to before me on__ /5 M/Q:u,a(f—f Juhe RdAO7

Nggt;ry Public/@ommissicner of Superior Court

My commission expires: 6—30-20/, . .

Form 2030
Revised 7/06



JUN-15-2007 FRI 04:22 PM BBBEGUVVV

pPage 7 of 7

Project Typse Listing

Please indicate the number or numbers of types of projects that apply to your request on the line
provided on the Letter of Intent Form (Section Hi, page 2}

Inpatient
1. Cardiac Services
2. Hospice
3. Maternity
4, Med/ Surg.
5. Pediatrics
§. Rehabilitation Services
7. Transplantation Programs
8. Trauma Centers
6. Behavioral Health (Psychiatric and Substance Abuse Services)
10. Other inpatient L

Outpatient
11. Ambulatory Surgery Center
12. Birthing Centers
13. Oncology Services
14, Outpatient Rehabilitation Services
15. Paramedics Sgrvices
16, Primary Care Clinics
17. Urgent Care Units . T .
48. Behavioral Health (Psychiatyic and Substance Amuse Services)
19. MRi :
20. CT Scanner
241. PET Scanner
29 PET/CT Scannher
23. Other Imaging Services
24, Lithotripsy
25, Other Medical Equipment
26. Mobile Services
27. Other Cutpatient
98. Central Services Facility
29. Occupational Health

Non-Clinical
30, Facility Development
31. Non-Medical Equipment
32. Land and Building Acquilsitions
33. Organizational Strycture (Mergers, Acquisifions, Affiliations, and Changes in Ownership)
34, Renovations T
35, Other Non-Clinical

Fonp 2030
Revised 7/06
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DEGC~12-86 @211 PM AFFIRMATION ZH24226 P.083

STATE OF GONNECTICUT
Department of Public Health
LICENSE

License No. 0409
Psychlatric Outpatient Clinle for Adults

In accordance with the provisions of the General Statutes of Connecticut Section [92.493:

Affirmation Counseling Center, Inc, of Portland, CT, d/b/a Affirmation Counseling Center,
Inc. is hereby Heensed to maintain and operate q;i?_;ydhi atric Dutpatient Clintc for Adults.

Affirmation Counseling Center, Inc. is located at $53 Portiand-Cobalt Road, Pertland, CT
06480 with; .

Marek K. Kukulke, LMFT as Executive Director

Holly E. Dreger, LCSW as Director
This license explres Soptember 30, 2010 and may be revokad for cause at any time.

Dated 4t Hartford, Connectiout, December 6, 2006. INITIAL.

J M it plsiin MO, MK,

], Rohert Galvin, M.ID., M.P.H.,
Commissioner
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State of Connecticut
Office of Health Care Access
Letter of Intent Form
Form 2030

All Applicants involved with the proposal must be listed for identification purposes. A proposal's Letter
of Intent {(LO}) form must be submitted prior to & Certificate of Need application submission to OHCA by
an Applicant, pursuant to Sections 19a-638 and 19a-639 of the Connecticut General Statutes and
Section 19a-643-79 of OHCA’s Regulations. Please complete and submit Form 2030 to the
Commissioner of the Office of Health Care Access, 410 Capitol Avenue, MS# 13HCA, P.O. Box
340308, Hartford, Connecticut 06134-0308.

SECTION|. APPLICANT INFORMATION

If this proposal has more than two Applicants, please attach a separate sheet, supplying the same
information for each additional Applicant in the format presented in the following table.

| ——— | ApplcaniOne___| _ Appiicar

[ Full legal name TAFFIRMATLON
CouMSEUNG
CRaTER | NG

| Doing Business As

¢ A{ Fl EMATLEA

Couns ELaM G
CELTER

["Name of Parent Corporation

=

[ Applicant's Mailing Address, if Post Office 553 PaRTLAND -CafiLt eo
(PO) Box, include a street mailing address | PekTLAND CT OlLHFo |

for Certified Mail
| What is the Applicant’s Status: NP
P for Profit or
NP for Nonprofit : g
Does the Applicant have Tax Exempt {Yes No Yes No |
Status?
“Contact Person, including Title/Position: Houty €. DREGER, s [

| This Individual will be the Applicant’s

Designee to receive all correspondence in
_this matter. ;
[ Contact Person’s Mailing Address, if PO 1331 MAs s
Box, include a street mailing address for Noguatew 5

O3k
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Contgg’:‘lzgerson’s Teyfep'hd'ne Ndrriger’

560 564 346 X280 |

i Contact Person’s Fax Number H P> 5592658

Contact Person’s e-mail Address n oﬂ:ldv"e.raer pcehsn ory]

H

SECTION Il. GENERAL APPLICATION INFORMATION

a.

QU

7 U

Proposal/Project Title:

OUTPAENT BEMavieg Al HEM C PsY CMATR (. >' SURSTANCE Aswe)

Type of Proposal, please check all that apply:

Change in Facility (F), Service (8) or Function (Fnc) pursuant to Section 19a-638,
C.G.S.:

[] New (F, S, Fnc) ] Replacement [ ] Additional (F, S, Fnc)
["] Expansion (F, S, Fnc) [ ] Relocation [] Service Termination
] Bed Addition’ [] Bed Reduction X| Change in Ownership/Contro!

Capital Expenditure/Cost, pursuant to Section 19a-639, C.G.S.:
[ 1 Project expenditure/cost cost greater than $ 3,000,000
[]  Equipment Acquisition

]  New [1 Replacement 1 Major Medical
(> $3,000,000)

1 Imaging []  Linear Accelerator
Change in ownership or control, pursuant to Section 19a-6398 C.G.S., resulting in a

capital expenditure over $3,000,000

Location of proposal, identifying Street Address, Town and Zip Code:
553 ?ommm-so Casarnt RO Paﬁ-‘r‘-r‘*‘o C;a* OLL(@Q

Form 2030
Revised 7/06
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d. List each town this project is intended to serve:
Portiann | EAST Hamblron CRoMWELL) MIOOLETOWN T mmou:ﬁew

e.  Estimated starting date for the project; __UPont APPRoAL of Con

f. Type of project: &
(Fill in the appropriate number(s) from page 7 of this Form)

Number of Beds (to be completed if changes are proposed}

Type 1 Existing | Existing Proposed Increase || Proposed Total |
| Staffed | Licensed  |or(Decrease)  |lLicensed

SECTION Ill. ESTIMATED CAPITAL EXPENDITURE INFORMATION

a. Estimated Total Project Cost: § &

b. Please provide the following tentative capital expenditure/costs related to the proposal:

[Medical Equipment Purchases -
[ Major Medical Equipment Purchases |
I Non- Medica! Equipment Purchases* "

{ “Construction/Renovation
1 Other (Non Construction) Specify:

[ Medlcal Equ:pment _ Fair Market Vaiue of Leases B
| Major Medical Equipment — Fair Market Value of Leases
/[ Non-Medical Equipment — Fair Market Value of Leases”

| Fair Market Value of Space — Capital Leases Only

| Total Capital Cost

| Tota! Project Cost

| Capitalized Financing Costs
(Informational Purpose Only)

._|
9
Y
gk
O
i
1=
[l
iR
m
x
°
(D
3
- e
=
c
by §
o

QN

"% Provide an itemized list of all non-medical equipm%nt to be purchased and leased.

Form 2030
Revised 7/06
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c. If the proposal has a total capital expenditure/cost of $20,000,000 or more, you may
request a Waiver of Public Hearing pursuant to Section 19a-643-45 of OHCA’s
Regulations? Please check the your preference as follows:

X No [l Yes

If you checked “Yes” above, please check the appropriate box below:

[ Energy [ Fire Safety Code [_] Non Substantive

If you checked “Yes” to the Waiver of Public Hearing, please provide the following:

a) Supporting documentation from elected town officials
(i.e. letter from Mayor's Office).

Major Medical and/or Imaging Equipment Acquisition:

| Equipment Type | Name | Model | Number of Units | Cost per unit
L N/p N l | |
L | e | |

Note: Provide a copy of the vendor contract or quotation for the major medicallimagi
equipment.

d. Type of financing or funding source (more than one can be checked):
[1  Applicant's Equity [] Capital Lease [1 Conventional Loan
|  Charitable Contributions [ | Operatinglease [ ] CHEFA Financing
L] Funded Depreciation X Grant Funding X  Other (specify); Pendint
APPR oML
For SaAGA
SHTE SPEC.\ F‘N’..«
Frenomns

SECTION IV. PROJECT DESCRIPTION

Please provide a description of the proposed project, highlighting each of its important aspects,
on at least one, but not more than two separate 8.5” X 11” sheets of paper. Ata minimum
each of the following items need to be addressed, if applicable.

1. List the types of services are currently being provided. If applicable, provide a copy of
each Department of Public Health (DPH) license held by the Applicant.

Form 2030
Revised 7/06
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2. List the types of services are being proposed and what DPH licensure categories will be
sought, if applicable.

3. Identify the current population served and who is the target population to be served.
4. ldentify any unmet need and describe how this project will fulfill that need.
5. Are there any similar existing service providers in the proposed geographic area?

6. Describe the anticipated effect of this proposal on the health care delivery system in the
State of Connecticut.

7. Who will be responsible for providing the service?

8. Who are the current payers of this service and identify any anticipated payer changes
when the proposed project becomes operational?

Form 2030
Revised 7/06



Certificate of Need
Section IV

Project Description
June 14, 2007

Affirmation Counseling, Inc.

1)

2)

3)

4)

Affirmation Counseling Center, located at 553 Portland-Cobalt Rd, Portland CT
06480, currently is licensed by DPH to provide outpatient mental health services
to adults. A non-profit organization, Affirmation Counseling Center has on staff
master’s level clinicians who are also licensed by the State of Connecticut.
Affirmation also has an MD who is licensed as a psychiatrist, and provides
pharmacological and psychiatric services for patients clinically appropriate for
medication. Clinicians provide evaluation, diagnosis and ambulatory treatment on
an outpatient basis for individuals who have mental, emotional, behavioral,
interpersonal disturbances or dysfunctions which are defined in the Diagnostic
and Statistical Manual for Mental Disorders-IV. Patients currently served include
primarily those who are insured by private commercial insurances, or pay fee for
service on a sliding scale. Services are currently provided Monday through Friday
from 9:00am to 9:00pm, and on Saturdays from 9:00am to 1:00pm.

The types of services we are proposing include current services, which will be
covered under the current DPH license for outpatient mental health. Additionally,
we are seeking to provide outpatient substance abuse services, and will require a
DPH license for treating substance abusing persons. Affirmation Counseling has
also begun the process of obtaining site-specific funding through SAGA, so that
we may expand services to include those who are underserved in the area, and
require treatment. Expansion of the programs offered will include more groups to
address behavioral, emotional, and substance use issues.

Target population includes adult of varied cultural, ethnic, and economic
backgrounds who may be on state insurance, such as SAGA or Husky. Use of a
sliding fee scale will continue to be available for our patients. Affirmation
Counseling will continue to serve those with commercial insurance.

And 5) As noted above, Affirmation Counseling Center hopes to meet the unmet
needs of those in the area requiring behavioral health services to address mental
health and/or substance abuse issues on an outpatient basis. The Portland area has
a very limited number of individual and/or agency based providers for outpatient
mental health and/or substance abuse treatment. This is especially true for those
on SAGA and need outpatient services. Individuals needing these services
typically must access agencies and/or providers in the Middletown area. For some
individuals, this may be a hardship for them to travel the additional miles outside
of Portland to obtain mental health treatment. A general survey of area agencies
revealed limited waiting lists; however, access to services at some agencies is
directly impacted by the client’s insurance. Again, Affirmation Counseling Center
does not have a waiting list. The primary provider of mental health and substance
abuse treatment is Rushford, which offers multipie levels of care including
inpatient, residential, sober house, intensive outpatient and partial hospital level of



care. They provide services for dually diagnosed individuals who typically access
the system at a higher level of care (e.g. inpatient) and ‘step down’ within the
Rushford system to lower levels of care as the client shows stabilization. They
primarily provide services in a group format.

In data obtained from the SAMSHA National Mental Health Information Center,
the New England area nationally has one of the highest outpatient admission
rates, and with the current pressures put on inpatient facilities to reduce length of
stay, it can be projected that future need for outpatient services in New England,
generally, and Connecticut specifically, will only increase. Affirmation
Counseling Center currently serves individuals in and around the following
municipalities: Portland, East Hampton, Cromwell, Middletown, and Middlefield.

6) Anticipated effect of this proposal upon the health care delivery system in the
State of Connecticut includes increased access to care by those who are most
underserved. Additionally, it would increase treatment options for patients who
otherwise have limited choices about where they are to seek treatment. Oversight
by the Board of Directors in conjunction with Catholic Charities management
services will ensure that services are of the highest quality and are cost effective.
Increased volume of clients to be served will also enhance agency stability, along
with organizational viability. Finally, as stated above, treatment is easy to access
based on geographic convenience of the physical plant to area towns, combined
with the absence of a waiting list.

7) Clinicians currently on staff will continue to provide services to patients seeking
treatment at Affirmation Counseling Center. Additional clinicians will be hired to
meet the demand for more services. Affirmation currently employs ten part time
clinicians. Catholic Charities, Diocese of Norwich provides managerial and
clinical oversight. Additional clinicians are available to provide clinical services
to meet the demand for treatment.

8) As indicated above, current payers include commercial insurances, EAP
contracted services, and fee for service paid by the patient. Currently Affirmation
Counseling Center is awaiting approval for SAGA funding. Once obtained, this
funding will enable Affirmation Counseling Center to serve a greater variety of
patients who are on SAGA. These services will only expand more once
Affirmation Counseling is granted the CON and receives a DPH license for
substance abuse and depended persons.

It is our hope that the Office of Health Care Access will support this proposal and
recommend us for a CON. '
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AFFIDAVIT

T_o be completed by each Applicant

Applicant: __ AFFirmaTIoN Coansuné  INC

]
Project Title: _ OUTPamne~sT Bepaviarac  peacny (Pavcummm 7 SugsTAncE 46’us€)

L Marer Ko RulurkA | LWFT cEo
(Name) (Position — CEO or CFO)

of ~Arfiemation Coundelnt . IaC  peing duly sworn, depose and state that the

information provided in this CON Letter of Intent (Form 2030) is frue and accurate to

the best of my knowledge, and that AFFésT>™ Counséln® - omplies with the appropriate and
(Facility Name)

applicable criteria as set forth in the Sections 19a-630, 19a-637, 19a-638, 19a-639, 19a-486

and/or 4-181 of the Connecticut General Statutes.

Sl e fo 2 £/050

Signature Date *

74
Subscribed and sworn to before me on /5 /Qa/)f/ d‘f “JUL he

N1 P

Notary Public/Commissioner of Superior Court

My commission expires: 6 — L) O-20/3.

Form 2030
Revised 7/06
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Project Type Listing

Please indicate the number or numbers of types of projects that apply to your request on the line
provided on the Letter of Intent Form (Section Ii, page 2).

inpatient

Cardiac Services

Hospice

Maternity

Med/ Surg.

Pediatrics

Rehabiitation Services
Transplantation Programs
Trauma Centers
Behavioral Health (Psychiatric and Substance Abuse Services)
0. Other Inpatient

2OONOORGN~

Outpatient
11. Ambulatory Surgery Center
12. Birthing Centers
13. Oncology Services
14. OQutpatient Rehabilifation Services
15. Paramedics Services
16. Primary Care Clinics
17. Urgent Care Units
18. Behavioral Health (Psychiatric and Substance Amuse Services)
19. MRI
20. CT Scanner
21. PET Scanner
22. PET/CT Scanner
23, Other Imaging Services
24, Lithotripsy
25. Other Medical Equipment
26. Mobile Services
27. Other Outpatient
28. Ceniral Services Facility
29. Occupational Health

Non-Clinical
30. Facility Development
31. Non-Medical Equipment
32. Land and Building Acquisitions
33. Organizational Structure (Mergers, Acquisitions, Affiliations, and Changes in Ownership)
34. Renovations
35. Other Non-Clinical

Form 2030
Revised 7/06



DEC—-12-86 82:11 PN AFFIRMATION 2424226

STATE OF CONNEGTICUT
Department of Public Health
LICENSE

‘License No. 0409

Psychiatric Outpatient Clinic for Adults

In accordance with the provisions of the General Statutes of Connecticut Section 192-493:

Affirmation Counseling Center, Inc. of Portland, CT, d/b/a Affirmation Counseling Center,
Inc. is hereby licensed to maintain and operate a Psychiatric Qutpatient Clinic for Adults.

Affirmation Counseling Center, Inc. is located at 553 Portland-Cobalt Road, Portland, CT
06480 with:

Marek K. Kukulks, LMFT as Executive Director

Holly E. Dreger, LCSW as Director
This license expires September 30, 2010 and may be revoked for cause at any time.

Dated at Hartford, Connecticut, December 6, 2006, INITIAL.

& Lol sonlusins M D, M.

J. Robert Galvin, M.D.,, MP.H,,
Commissioner

« B33
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STATE OF CONNECTICUT
OFFICE OF HEALTH CARE ACCESS

ooy Gie s
T B4 >
L e

M. Jopi RELL CRISTINE A, VOGEL
GOVERNOR COMMISSIONER

June 25, 2007

Hoily Dreger

Clinical Director

Affirmation Counseling Center, Inc.
331 Main Street

Norwich, CT 06360

Re: Letter of Intent, Docket Number 07-3 0986
Affirmation Counseling Center, Inc.
Establish Outpatient Substance Abuse Treatment in Portland
Notice of Letter of Intent

Dear Ms. Dreger:

On June 19, 2007, the Office of Health Care Access (“OHCA™) received the Letter of
Intent (“LOT™) Form of Affirmation Counseling Center, Tnc. (“Applicant™) for the
establishment of an Outpatient Substance Abuse Treatment Program in Portland, ata
total capital expenditure of $0.

A notice to the public regarding OHCA’s receipt of a LOI was published in The
Middletown Press pursuant to Section 19a-638 of the Connecticut General Statutes.
Enclosed for your information is a copy of the notice to the public.

Sincerely,

Kimberly R. Martone
Certificate of Need Supervisor

KRM:lmg

An Affirmative Action / Equal Opportunity Employer
410 Capitol Avenue, MS #13HCA, PO. Box 340308, Hartford, Connecticut 06134-0308
Telephone: (860) 418-7001 « Toll free (800) 797-9688
Fax: (860)418-7053



STATE OF CONNECTICUT
OFFICE OF HEALTH CARE ACCESS

M. Jopi RELL CRISTINE A. VOGEL
(GOVERNOR COMMISSIONER
June 25, 2007 Requisition # HCA07-219

FAX #: 347-3380

The Middletown Press
2 Main Street

Box 471

Middletown, CT 06457

Gentlemen/Ladies:

Please make an insertion of the attached copy, in a single column space, set solid under
legal notices, in the issue of your newspaper by 1no later than Friday, June 29, 2007.

Please provide the following within 30 days of publication:
s Proof of publication (copy of legal ad. acceptable) showing published date along
with the invoice.

If there are any questions regarding this legal notice, please contact Diane Duran at
(860) 418-7001.

KINDLY RENDER BILL IN DUPLICATE ATTACHED TO THE TEAR SHEET.

Sincerely,

Ko )7 V1 bt

Kimberly R. Martone
Certificate of Need Supervisor

Attachment
KRM:DD:lmng

¢: Sandy Salus, OHCA

An Affirmative Action / Equal Opportunity Employer
410 Capitol Avenue, MS #13HCA, PO. Box 340308, Hartford, Connecticut 06134-0308
Telephone: (860) 418-7001 + Toll free (800) 797-9688
Fax: (860) 418-7033



The Middletown Press Letter of Intent
Docket Number 07-30986 June 25, 2007

PLEASE INSERT THE FOLLOWING:

Statute Reference: 19a-638

Applicant: Affirmation Counseling Center, Inc.

Town: Portland

Docket Number: 07-30986

Proposal: Establish Outpatient Substance Abuse Treatment in
Portland

Capital Expenditure: $0

The Applicant may file its Certificate of Need application between August 18, 2007 and

October 17, 2007. Interested persons are invited to submit written comments to Cristine

A. Vogel, Commissioner Office of Health Care Access, 410 Capitol Avenue, MS13HCA
P.O. Box 340308 Hartford, CT 06134-0308.

The Letier of Intent is available for inspection at OHCA. A copy of the Letter of Intent
or a copy of Certificate of Need Application, when filed, may be obtained from OHCA at
the standard charge. The Certificate of Need application will be made available for
inspection at OHCA, when it is submitted by the Applicant.



STATE OF CONNECTICUT
OFFICE OF HEALTH CARE ACCESS

M. YopI RELE CRISTINE A. VOGEL

(GOVERNOR COMMISSIONER
Tune 26, 2007
Holly Dreger
Clinical Director

Affirmation Counseling Center, Inc.
331 Main Street
Norwich, CT 06360

RE:  Certificate of Need Application Forms, Docket Number 07-30986-CON
Affirmation Counseling Center, Inc.
Establish Outpatient Substance Abuse Treatment in Portland

Dear Ms. Dreger:

Enclosed are the application forms for Affirmation Counseling Center, Inc.’s Certificate of
Need (“CON™) proposal for the establishment of Qutpatient Substanace Abuse Treatment in
Portland, Connecticut with no associated capital expenditure. According to the parameters stated
in Section 19a-638 of the Connecticut General Statutes the CON application may be filed
between August 18, 2007, and October 17, 2007.

When submitting your CON Application:

1. Paginate and date each page contained in your submission.

2. Submit one (1) original and five (4) copies in binders; and

3. On a separate CD, include a scanned copy of the complete Application, including all
attachments in Adobe format and provide an electronic copy of the Application in
original format (i.e. Word, Excel etc.).

The analyst assigned to the CON application is Paolo Fiducia. Please feel free to contact him at
(860) 418-7001, if you have any questions.

Sincerely,

/wﬂmmb

Kimberly Martone
Certificate of Need Supervisor

An Affirmative Action / Equal Opportunity Employer
410 Capitol Avenue, MS #13HCA, P.O. Box 340308, Hartford, Connecticut 06134-0308
Telephone: (860) 418-7001 » Toll free (800) 797-5688
Fax: (860) 418-7053



GENERAL AFFIDAVIT

Applicant:
Project Title:
1 ,
{(Name) (Position - CEO or CFO)
of being duly swom, depose and state that

the (Facility Name) said facility complies with the appropriate and applicable
criteria as set forth in the Sections 19a-630, 19a-637, 192-638, 19a-639, 19a-486
and/or 4-181 of the Connecticut General Statutes.

Signature _ Date

Subscribed and sworn to before me on

Notary Public/Commissioner of Superior Court

My commission expires:

General Affidavit
Revised 7/02



State of Connecticut
Office of Health Care Access
Certificate of Need Application

Please complete all questions.
Applicable may be an acceptable response. Your Certificate of Need application will be
eligible for submission no earlier than August 18, 2007,
than October 17, 2007. The Analyst assigned to your application is Paolo Fiduc

If any question is not relevant to your project, Not

may be reached at the Office of Health Care Access at (860) 418-7001.

Docket Number:
Applicant(s) Name:

Contact Person:
Contact Title:

Contact Address:

Project Location:

Project Name:

Type proposal:

Est. Capital Expenditure:

(07-30986-CON

Affirmation Counseling Center, Inc.
Holly Dreger

Clinical Director

Affirmation Counseling Center, Inc.
331 Main Street

Norwich, CT 06360

Portland

Establish Outpatient Substance Abuse Treatment in
Portland

Section 19a-638, C.G.S.

$0

and may be submitted no later’
ia and



Affirmation Counseling Center, Inc. June 26, 2007
07-30986-CON Page 2 of &

1. Expansion of Existing or New Service

What services are currently offered at your facility that the proposed
expansion or new service will augment or replace? Please list.

Augment:

Replace:

2. State Health Plan

No questions at this time.

3. Applicént’s Long Range Plan

s this application consistent with your long-range plan?
[]Yes 1 No

If “No” is checked, please provide an explanation.

4. Clear Public Need

A Explain how it was determined there was a need for the proposal in
your service area.

B) Provide the following information:
a) Primary and secondary service area towns
b) The population to be served, including the number of individuals to
receive the proposed service(s). Provide the # of referrals for the
proposed service for the past year.
c) Hours of operation of existing/proposed service

C)  What will be the effect of your proposal on existing providers (i.e.
patient volume, financial stability, quality of care, etc.)?

D)  Provide the units of service projected for the first three years of
operation of the proposed service. include the
derivation/calculation.

E) Provide the information as outlined in the following table concerning
the existing providers’ in the Applicant PSA & SSA current operations:

Page 2 of 8



Affirmation Counseling Center, Inc. June 26, 2067
(7-30986-CON Page 3 of 9

Primary Service Area:

Name of Provider Similar Affiliated Physicians
Services
Provided?

(Y/N)

Secondary Service Area:

Name of Previder Similar | Affiliated Physicians
Services
Provided? |
(Y/N)
F) Will your proposal remedy any of the following barriers to access?

Please provide an explanation.

[] Cultural [T Transportation
[  Geographic ] Economic
[  None of the above [ 1 Other (Identify)

If you checked other than None of the above, please provide an explanation.

G) Provide copies of any of the following plans, studies or reports
related to your proposatl:
™  Epidemiological studies ] Needs assessments
[[]  Public information reports ]  Market share analysis
[[]  Other (Identify)
1 None: explain why no reports, studies or market share analysis was

Page 3 of 9



Affirmation Counseling Center, Inc. June 26, 2007
07-30986-CON Page 4 of 9

undertaken related to the proposal:

5. Quality Measures

A. Check off all the Standard of Practice Guidelines that will be utilized
by the Applicant for the proposed service. Please submit the most
recent copy of each report related to the proposal:

[ ] American College [ ] National Committee ["] Public Health Code

of Cardiology for Quality Assurance & Federal Corollary
[] National Association [] American College [] American College
of Child Bearing of Obstetricians & of Surgeons
Centers Gynecologists

] Report of the Inter-  [_] American College [7] Substance Society
Council for of Radiology Abuse and Mental

Radiation Oncology Health Services
Administration

[ ]Other: Specify

B. Describe in detail how the Applicant plans to meet the each of the
guidelines checked off above.

C. Submit a list of al! key professional and administrative personnel,
including the Applicant's Chief Executive Officer (CEQ) and Chief
Financial Officer (CFO), Medical Director, physicians, nurses,
therapists, counselors, etc., related to the proposal and a copy of
their Curriculum Vitae.

Note: For physicians, please provide a list of hospitals where the
physicians have admitting privileges. ‘

D. Provide a copy of the most recent inspection reports and/or
certificate for your facility:
[ DPH ] JCAHO
[]  Fire Marshall Report [[]  Other States Health Dept.
Reports (new out-of-state
providers)

Page 4 of 9



Affirmation Counseling Center, Inc. Tune 26, 2007

07-30986-CON Page 5 of 9
] AAAHC [] AAAASF
] Other:

Note: Above referenced acronyms are defined below. !

E. Provide a copy of the following (as applicable):
] A copy of the related Quality Assurance plan
1  Protocols for service (new service only)

[]  Patient Selection Criteria/intake form

6. Improvements to Productivity and Containment of Costs

In the past year has your facility undertaken any of the following activities to
improve productivity and contain costs?

1 Energy conservation ] Group purchasing
[l Reengineering 1  None of the above

[T]  Application of technology (e.g.. computer systems, robotics,
telecommunication systems, etc.)

[]  Other {identify)

7. Miscellaneous

A. Will this proposal result in new {(or a change to) your teaching or
research responsibilities?

] Yes ] No
If you checked “Yes,” please provide an explanation.
B. Are there any characteristics of your patient/physician mix that
makes your proposal unique?
] VYes [] No

If you checked “Yes,” please provide an explanation.

C. Provide the following licensing information:

! DPH — Department of Public Health; JCAHO —J oint Commission on Accreditation of Hospitals
Organization; AAAHC ~ Accreditation Association for Ambulatory Health Care, AAAASF - American
Association for Accreditation of Ambulatory Surgery Facilities, Inc.

Page 50f9



Affirmation Counseling Center, Inc. June 26, 2007
07-30986-CON Page 6 of 9

i) If you are currently licensed, provide a copy of the State of
Connecticut Department of Public Health license currently held.

i) The DPH licensure category you are seeking.
iii) If not applicable, please explain why.
8. Financial Information

A. Type of ownership: (Please check off all that apply)

[ ]  Corporation (Inc.) [T Limited Liability Company (LLC)
] Partnership ] Professional Corporation (PC)
] Joint Venture [ ] Other (Specify):

B.

Provide the following financial information:

i) Please submit the Applicant’s audited financial statements
for the most recently completed fiscal year. If the Applicant
has no audited financial statements, please submit a
compilation report or an unaudited Balance Sheet and
Statement of Operations for the most recently completed
fiscal year. These statements should be externally
prepared and submitted on the preparer’s letterhead.

i) Identify the entity that will be billing for the proposed
service.

9. Major Cost Components/Total Capital Expenditure

Submit a final version of all capital expenditures/costs as follows:

[Medical Equipment (Purchase) [
.| Major Medical Equipment (Purchase) ]

| Non-Medical Equipment (Purchase)* T
[landBuiding (Purchase)
[ Construction/Renovation

| Other (Non-Construction) Specify: ______
[ Total Capital Expenditure

| Medical Equipment (Lease (FMV)) _

.| Major Medical Equipment (Lease (FMV)

Page 6 of 8



Affirmation Counseling Center, Inc. June 26, 2007
07-30986-CON Page 7 of 9

it

_""Equment (Lease (FIVEV)'"_ B
._ Fair Market Value of Space (Cap;tat Leases Oniy)_.
| Total Capital Cost

Cap:tattzed Financing Costs
{informational Purpose Only) ‘ f

i Total Capital Expends'tu're‘ wrth Cap Ftn Costs

* Provide an itemized list of all non-medical equipment.
10.Type of Financing

A. Check type of funding or financing source and identify the following
anticipated requirements and terms: (Check all which apply)

[l Applicant’s equity:

Source and amount

BRI TR P R e N R R T SR R e

! Operatmg Funds
| Source/Entity Name IR
Available Funds o

[ Contributions _ R I ——
| Funded depreciaton IS

N Grant:

Amountofgrant - L
| Funding institution/ entlty o R

e LRI

g oy

[] Conventional loan or
[ ]  Connecticut Health and Educational Facilities Authority (CHEFA)
financing: -

[Current GHEFA debt R
.| CON Proposed debt f nancmg ]

‘ ""Enterest rate '_ o o ’
1 Monthly payment
| Term
} Debt service S reserve fund o

L veas T

] Lease financing or
] CHEFA Easy Lease Financing:

Page70f 9



Affirmation Counseling Center, Inc.
07-30986-CON

/| lease inception

| Fair market value of leased assets at

June 26, 2007
Page 8 of 9

L]

Othsr financing alternatives:

Amount

.| Source (eé donated assets etc)

B. Please provide copies of the following, if applicable:
i. Letter of interest from the lending institution,

iv. Lease agreement.

Letter of interest from CHEFA,
Amortization schedule (if not level amortization payments),

11.Revenue, Expense and Volume Projections

A.1.Payer Mix Projection

Please provide both the current payer mix and the projected payer mix with the
CON proposal for the Total Facility based on Net Patient Revenue in the

following reporting format:

§ AR TR B

Total Facility
Description

|Current | Year1 |
| Payer | Projected |
1 Mix i Payer Mix |

Payer Mix |

Year2
Projected |

Year 3
Projected
Payer Mix_ |

[Medicare* % % kB
“'Medicaid* (mctudes other medical ?
'} assistance) i 1
ICHAMPUS and ThCare R i T

‘Total Government Payers 0 i e

| Commercnal Insurers* i : i
Uninsied s ey
Workersméompéﬁmsatson ED R 7 |

Page 8 of 9




Affirmation Counseling Center, Inc. Tune 26, 2007
07-30986-CON Page 9 of 9

i

S

Payermix

*Includes managed care activity.

A.2. Please describe the impact of the proposal on the interests of consumers
of health care services and the payers of such services.

B. Does the Applicant(s) have Tax Exempt Status? [ ]Yes [ 1No
C. Provide the following for the financial and statistical projections:

i) A summary of revenue, expense and volume statistics, without the
CON project, incremental to the CON project, and with the CON
project. See attached. Please note that the actual results for the
fiscal year reported in the first column must agree with the Applicant's
audited financial statements.

ii) Please complete the enclosed, OHCA's Financial Attachment 1.

i) The assumptions utilized in developing the projections (e.g., FTE's by
position, volume statistics, other expenses, revenue and expense %
increases, project commencement of operation date, etc.).

iv) An explanation for any projected incremental losses from operations
contained in the financial projections that result from the
implementation and operation of the CON proposal.

v) Provide a copy of the rate schedule for the proposed service.

vi) Describe how this proposal is cost effective.

Page 909
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