State of Connecticut
Office of Health Caré Accéss '°
Letter of IntéhtEorm o0 ¢

Form 2030 | CARE ATCESS

All Applicants involved with the proposal must be listed for identification purposes. A proposal’s Letter
of Intent (LO1) form must be submitted prior to a Certificate of Need application submission to OHCA by
the Applicant(s), 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 fo 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. '
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SECTION ll. GENERAL APPLIQATEON INFORMATION
a. Project Title: S 0 l{}“{“\ By F‘W Ke’,(‘,@vu} L C

T

b. Project Proposal: C Fa"\ i ( ;"]’\:\j Lltynse

c. Type of Project/Proposal, please check all that apply:

inpatient Service(s):
] Medical/Surgical [] Cardiac [] Pediatric ] Maternity
[] Trauma Center [] Transplantation Programs

[ Rehabilitation (specify type)
] Behavioral Heaith (Psychiatric and/or Substance Abuse Services)
] Other Inpatient (specify)

Outpatient Service(s):

] Ambulatory Surgery Center [ Primary Care [} Oncology
7] New Hospital Satellite Facility [C] Emergency ] Urgent Care
[ Rehabilitation (specify type) . [] Central Services Facility

)K(Behaviora! Health (Psychiatric and/or Substance Abuse Services)
] Other Outpatient (specify)

Imaging:
(] MRI [l CT Scanner [l PET Scanner
[} CT Simulator [} PET/CT Scanner [C] Linear Accelerator

[] Cineangiography Equipment 1 New Technology:

Non-Clinical:
[} Facility Development ] Non-Medical Equipment [ ] Renovations
[] Change in Ownership or Control [ ] Land and/or Building Acquisitions

7] Organizational Structure (Mergers, Acquisitions, & Affiliations)

[] Other Non-Clinical:

d. Does the proposal include a Change in Facility (F), Service (8)/Function (Fnc) pursuant to Section
19a-638, C.G.8.7

] Yes No
ff you checked "Yes” above, please check the appropriate box below:
7] New (F, 8, Fnc) [] Additional (F, S, Fnc) ~ [] Replacement
"1 Expansion (F, S, Fnc) ] Relocation [] Termination of Service
[] Reduction [T} Change in Ownership/Confrol
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e. Will the Capital Expenditure/Cost of the proposal exceed $3,000,000, pursuant to Section 19a-639,
C.GS8"? -
[} Yes ‘_J% No

If you checked “Yes” above, please check the boxes helow, as appropriate:
[] New equipment acquisition and operation

] Replacement equipment with disposal of existing equipment

[T Major medical equipment

[] Change in ownership or control

f. Location of proposal, identifying Street Address, Town and Zip Code:
qu y2 om} H" RM%L éro”{’w T 06340

g. List each town this project is intended to serve: N ors Lo don (,'W”Lj
é\”‘%" Nf/w L"’“‘Q‘“"\ W“' W”’L 59‘“"%‘{"’* "‘&W"{ {"ifvhf[’w( {"’f(f’wt Gtk gt LIPS e

h. Estimated starting date for the project: b Ha o %h_ 1 )

i. Ifthe proposal moiudes change in the number of beds prov;de the foliowmg mforma‘aon

: Extstmg . Exsstmg Proposed increase Proposed Total
Type | Staffed Licensed or (Decrease) Licensed

szy
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SECTION lil. ESTIMATED CAPITAL EXPENDITURE/COST INFORMATION

a. Estimated Total Project Expenditure/Cost: $___[© 202 e
b. Please provide the fo!lowmg tenta’uve cap;tal expendlturelcosts related to the proposal.

| Major Medrca% Equipment Purchases*

!
Medical Equipment Purchases” :

.| Non-Medical Eqmpment Purchases [
{Land/Building Purchases o i
%

)

3

Construction/Renovation

i

|

| Other (Non-Construction) Specsfy )fhxwmcc,j gﬂ—w, e,.}r, {’/S*fp f,d
| Total Capital Expenditure
)
§
!
!
i
§

Major Medical Equspment ~ Fair Market Value of Leases Medical

i
i
| Equipment - Far Market Value of Leases |
| Non-Medical Equipment — Fair Market Value of Leases o
4

i

;

| Fair Market Value of Space —~ Capital Leases Only
Total Capital Cost
Total Project Cost
a ; Capitalized Financing Costs (Informatmﬂat Purpose Only) ;

.ﬁ jou=,

* Provide an itemized hst of all medical and non- medlcal equipment to be purohased and
leased.

c. If the proposal has a total capital expenditure/cost exceeding $20,000,000 or if the proposal is for
major medical equipment exceeding $3,000,000, you may request a Waiver of Public Hearing
pursuant to Section 19a-643- 45 of OHCA's Regulations? Please check your preference.

[l Yes ] No ﬂ/

1. If you checked “Yes” above: please check the appropriate box below indicating the basis
of the projects eligibility for a waiver of hearing
D/ ‘ ] Energy Conservation ] Health, Fire, Building and Life Safety Code

@,[ \ ' ] Non Substantive

2. Provide supporting documentation from elected town officials (i.e. letter from Mayor's
Office).

d. Ma;or Medncal andlor Emagmg Equspment Acquzsntron

I

! t
P _
D |

R

Number of Units ["Cost per e :

% Equ:pment Type ‘ Name l
1 |

Note: Provide a copy of the vendor contract or quotat!on for each major medical/imaging equipment.
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e. Type of financing or funding source (more than one can be checked):

_Applicant’s Equity [ Capital Lease "1 Conventional Loan
[ Charitable Contributions [] Operating Lease [] CHEFA Financing
[] Funded Depreciation [] Grant Funding

] Other (specify)

SECTION iV. PROJEGT DESCRIPTION . W_J\
fE; € e G4

in paragraph format, 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 ate currently being provided. If applicable, provide a copy of each
Department of Public Health (DPH) license held by the Applicant.

2. List the types of services being proposed and what DPH licensure categories will be sought, if
applicable.

3. Identify the current population served and the target population to be served.
4. \dentify any unmet need and describe how this project will fulfill that need.
5. Are there any simitar 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
Connecticu.

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 10/2007



Section IV. Project Description

I am currently practicing at the proposed project site and provide individual and group
therapies on an outpatient basis. Iam a CT Licensed Clinical Social Worker and a CT
Licensed Alcohol and Drug Counselor (see attached licenses). The owner of the
building, my landlord and clinical colleague is Arlene Dumais, MSN, APRN.

Ms. Dumais provides psychiatric evaluation, psychopharmacological services and
medication management to patients that I refer and carries her own private caseload.
Ms. Dumais has agreed to serve as Medical Director for the proposed project.

I am applying for a “Mental Health Day Treatment” license and a “Substance Abuse &
Dependence” “Day or Evening Treatment” license in order to provide nonresidential
intensive outpatient services. The proposal will augment services currently being
provided by myself to addicts, alcoholics, and the dually diagnosed (as well as their
families) by offering a higher level of care within a continuum of care i.e. assessment,
psychiatric evaluation and treatment, outpatient individual and group therapies, and the
proposed 4 hour per day intensive outpatient program for patients in need of more than an
outpatient level of care.

I have years of experience working with impaired physicians and other health care
workers, uniformed professionals, union workers and other professionals in positions
affecting public safety (State Medical Societies, Amtrak, FAA, General Dynamics, GE
Knolls Atomic Power Laboratory, etc.) who are affected and impaired by Substance Use
Disorders and other psychiatric diagnoses. See attached resume. I propose to provide a
treatment experience that would address the specific needs of the aforementioned
populations as well as provide the proposed level of care to the general population in the
area.

I currently treat doctors, dentists, nurses, police officers, firefighters, and other
professionals whose only choice for a higher level is to leave CT for treatment at a
national center specializing in their specific clinical needs e.g. Marworth in Pennsylvania,
The Farley Center in Virginia, The Betty Ford Center in California, etc. Thereisn’ta
similar existing program in the area or for that matter, in the State of Connecticut. My
hope is that a homegrown program such as I propose will provide earlier identification
and detection of professional impairment by offering local and immediate assistance to
those in need. Public safety will be improved as a result and over time, employers and
institutions will recognize that their own purposes can be addressed by offering rapid
local assistance and treatment to their employees in positions of public trust.

1 plan to assemble a team of seasoned and proven professional clinicians to facilitate the
proposed program under my supervision as well as the expertise and supervisory
oversight of my colleague, Arlene Dumais, MSN, APRN, the proposed medical director.
I plan to receive payment for services rendered as I do currently for my outpatient
services i.e. private and public insurance.
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AFFIDAVIT

To be completed by each Applicant

Applicant: Q @\} h hmrﬂ( S —{Yﬁ v b

Project Title: So }u-H Snr FDr' Re Lo V'trj‘ Lt &

Kaﬂ" »Lrwé Lesv Owner /Df\rc,(‘/{%f

(Name) (Position — CEO of CFO)

of being 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 $e Ju e B2 Reco D comphes 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.

Szgv{ature

. -/ / Q
Subsctibed and sworn to before me on "> / RYNN4E

’/M/Lx %MMQ

Notary Pubhchommmsnone{/d( S}Jbenor Court

My commission expires: _
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