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Greer, Leslie

From: Greci, Laurie
Sent: Monday, December 14, 2015 3:35 PM
To: 'tim.davis@centerfordiscovery.com'
Cc: Riggott, Kaila; User, OHCA
Subject: Completeness Letter for CON Application for Center for Discovery; Docket Number 

15-32042-CON
Attachments: CON Main Form Version 10_01_15.docx; 1_Establishment of a new health care 

facility_MHSA.docx

Dear Mr. Davis: 
 
On November 19, 2015, the Department of Public Health (“DPH”), Office of Health Care Access (“OHCA”) received the 
Certificate of Need (“CON”) application from Discovery Practice Management, Inc. d/b/a Center for Discovery 
("Applicant") proposing to establish a 6‐bed mental health residential living center for adult women age 18 and older 
with eating disorders.   
 
OHCA requests additional information pursuant to Connecticut General Statutes §19a‐639a(c). Please electronically 
confirm receipt of this email and the two attachments as soon as you receive them. Provide responses to the questions 
below in both a Word document and PDF format at the earliest convenience as an attachment to a responding email. 
 
Many of the questions presented below are directly from the + CON applicant available on OHCA’s website at DPH: 
OHCA Forms (http://www.ct.gov/dph/cwp/view.asp?a=3902&q=562014&dphNav=|). A copy of the CON application has 
been attached to this email. In addition, there is a supplemental form for new health care facilities that must be 
completed and submitted. This form is also attached to the email. 
 
Repeat each question before providing your response and paginate and date your response, i.e., each page in its 
entirety. Information filed after the initial CON application submission (e.g., completeness response letter, prefile 
testimony, late file submissions and the like) must be numbered sequentially from the Applicant’s document preceding 
it. Begin your submission using Page 118 and reference “Docket Number: 15‐32042‐CON.” 
 

1) Complete the following OHCA tables available in the attached CON application identified as the “Main 
Form”: 

a. Table 2 
b. Table 6 – Report the projected utilization for Fiscal Years (“FY”) 2016, 2017 and 2018. 
c. Table 7 – Report the Projected Payer Mix for FY 2016, 2017 and 2018 based on   population 

payer mix for the facility on Congress Street, Fairfield.  
 

2) Using the format of Table 5 in the Main Form, report the number of clients in the existing program at the 
start of each month by town and state. 

 

3) Page 1 of the submitted CON application states, “the existing facility in Fairfield is running at capacity 
and we have a wait list that is several months long.” Provide an expanded discussion of the capacity at the 
existing facility and report the number of persons on the wait list at the beginning of each month of 
operations. Where are the persons on the wait list currently receiving treatment?   

 
4) Complete the attached supplemental CON application form identified as “Establishment of a New Health 

Care Facility (Mental Health and/or Substance Abuse Treatment).” 
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5) Provide any available letters of support for the proposal. 
 

6) Describe how the proposed project is consistent with any applicable policies and standards in regulations 
adopted by the Connecticut Department of Public Health. 

 

7) Describe how the proposed project aligns with the Connecticut Department of Public Health Statewide 
Health Care Facilities and Services Plan, available on OHCA’s website. 

 
8) With respect to the proposal, provide evidence and documentation to support clear public need: 

a. discuss how low income persons, racial and ethnic minorities, disabled persons and other 
underserved groups will benefit from this proposal; 

b. explain how access to care will be affected; 
c. discuss any alternative proposals that were considered. 

 
9) Describe how the proposal will: 

a. improve the quality of health care in the region; 
b. improve accessibility of health care in the region; and  
c. improve the cost effectiveness of health care delivery in the region. 
 

10) How will this proposal help improve the coordination of patient care (explain in detail regardless of 
whether your answer is in the negative or affirmative)? 

 

11) Describe how this proposal will impact access to care for Medicaid recipients and indigent persons. 
 

12) If the proposal fails to provide or reduces access to services by Medicaid recipients or indigent persons, 
provide explanation of good cause for doing so. 

 

13) Will the proposal adversely affect patient health care costs in any way? Quantify and provide the rationale 
for any changes in price structure that will result from this proposal, including, but not limited to, the 
addition of any imposed facility fees. 

 
14) Describe the impact of this proposal on the financial strength of the state’s health care system or 

demonstrate that the proposal is financially feasible for the applicant.  
 

15) The Financial Attachment I provided on page 20 of the initial CON submission appears to be a replica of 
the attachment given for OHCA Docket Number 14-31913-CON. Review the information reported and 
submit a revised table. Explicitly identify the fiscal years being reported by including them in the column 
heading. If there are no changes between the new and old tables, explain why. List the assumptions used 
to prepare the reported information. 

 
16) Report the minimum number of admissions required to show an incremental gain from operations for 

projected FYs 2016, 2017 and 2018. 
 

17) Provide a discussion that supports the need for six beds for the facility. 
 

18) Explain why the approval of the proposal will not result in an unnecessary duplication of services. 
 

19) How will the proposal impact the diversity of health care providers and patient choice or reduce 
competition in the geographic region? 
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20) Discuss the referral pattern for the facility on Congress Street. (Where do the clients reside and what 
treatment facility are they coming from?) 

 

21) Demonstrate how this proposal will impact the financial strength of the health care system in the state or 
that the proposal is financially feasible.  

 
22) Explain how the proposal will improve quality, accessibility and cost effectiveness of health care delivery 

in the region. 
 

23) Provide a discussion on the Applicant's private pay agreement with clients that are uninsured or 
underinsured. Does the Applicant provide these clients with a sliding fee schedule?  

 
24) If the proposal fails to provide or reduces access to services by Medicaid recipients or indigent persons, 

provide explanation for good cause for doing so. Note: good cause shall not be demonstrated solely on the 
basis of differences in reimbursement rates between Medicaid and other health care payers. 

 
25) Does the Applicant have relationships with other Connecticut providers that provide a referral base for the 

proposed facility?  
 

26) Explain how clients discharged from the proposed inpatient program will obtain outpatient care in their 
community. 

 
27) Provide a list of existing providers in Connecticut that have outpatient treatment programs for eating 

disorders.  
 

28) Who is the owner of the building and land where the proposed facility will be located? 
 
 

Please note that pursuant to Section 19a-639a(c) of the Connecticut General Statutes, you must submit your 
response to this request no later than sixty days from the date of this email transmission. Therefore, please 
provide your written responses to OHCA no later than Monday, February 15, 2016, otherwise your application 
will be automatically considered withdrawn. Please email your responses to all of the following email addresses: 

OHCA@ct.gov; laurie.greci@ct.gov; and kaila.riggott@ct.gov. If you have any questions concerning this letter, 
please feel free to contact me at (860) 418-7001 and (860) 418-7045. 
 
Sincerely, 
 

Laurie K. Greci 
 
Laurie K. Greci 
Associate Research Analyst 
CT Department of Public Health 
Office of Health Care Access 
410 Capitol Avenue, MS #13HCA 
P.O. Box 340308 
Hartford, CT  06134 
 
Tel: 860‐418‐7001 
Fax: 860‐418‐7053 
mailto: laurie.greci@ct.gov 
Web: www.ct.gov/ohca 
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State of Connecticut 
Department of Public Health 
Office of Health Care Access 

 
 
 

 
Certificate of Need Application 

Main Form 
Required for all CON applications 

 
  
Contents: 
 

o Checklist 

o List of Supplemental Forms 

o General Information 

o Affidavit 

o Abbreviated Executive Summary 

o Project Description 

o Public Need and Access to Health Care 

o Financial Information 

o Utilization 

 



All Supplemental Forms 
In addition to completing this Main Form and the appropriate financial worksheet, 
applicants must complete one of the following supplemental forms listed below. All CON 
forms can be found on the OHCA website at OHCA Forms. 
    
 

 
*This supplemental form should be included with all applications requesting authorization for the 
establishment of a mental health and/or substance abuse treatment facility. For the establishment of 
other “health care facilities,” as defined by Conn. Gen. Stat § 19a-630(11) - hospitals licensed by DPH 
under chapter 386v, specialty hospitals, or a central service facility - complete the Main Form only. 

Conn. Gen. Stat. 
Section 

19a-638(a) 
Supplemental Form 

(1) 
Establishment of a new health care facility (mental health and/or 
substance abuse) - see note below* 

(2) 
Transfer of ownership of a health care facility (excludes transfer of 
ownership/sale of hospital – see “Other” below)  

(3) Transfer of ownership of a group practice 

(4) Establishment of a freestanding emergency department 
 

(5) 
(7) 
(8) 

 
(15) 

Termination of a service: 
termination of inpatient or outpatient services offered by a hospital 
termination of surgical services by an outpatient surgical facility 
termination of an emergency department by a short-term acute care 

general hospital 
termination of inpatient or outpatient services offered by a hospital or 

other facility or institution operated by the state that provides services 
that are eligible for reimbursement under Title XVIII or XIX of the 
federal Social Security Act, 42 USC 301, as amended 

(6) Establishment of an outpatient surgical facility 

(9) Establishment of cardiac services 
(10) 

 
 
 

(11) 

Acquisition of equipment: 
acquisition of computed tomography scanners, magnetic resonance 

imaging scanners, positron emission tomography scanners or 
positron emission tomography-computed tomography scanners 

acquisition of nonhospital based linear accelerators 

(12) Increase in licensed bed capacity of a health care facility 

(13) 
Acquisition of equipment utilizing [new] technology that has not 

previously been used in the state 

(14) 
Increase of two or more operating rooms within any three-year period 
by an outpatient surgical facility or short-term acute care general hospital 

  
Other Transfer of Ownership / Sale of Hospital 

http://www.ct.gov/dph/cwp/view.asp?a=3902&q=276934&dphNav=|


 

Checklist 
 
Instructions:  
 

1. Please check each box below, as appropriate; and 
2. The completed checklist must be submitted as the first page of the CON application. 

 
 Attached is a paginated hard copy of the CON application including a completed 

affidavit, signed and notarized by the appropriate individuals. 
 

 (*New*). A completed supplemental application specific to the proposal type, 
available on OHCA’s website under “OHCA Forms.” A list of supplemental forms 
can be found on page 2.  

 
 Attached is the CON application filing fee in the form of a certified, cashier or 

business check made out to the “Treasurer State of Connecticut” in the amount 
of $500. 

 
 Attached is evidence demonstrating that public notice has been published in a 

suitable newspaper that relates to the location of the proposal, 3 days in a row, at 
least 20 days prior to the submission of the CON application to OHCA. (OHCA 
requests that the Applicant fax a courtesy copy to OHCA (860) 418-7053, at the 
time of the publication) 

 
 Attached is a completed Financial Attachment 

 
 Submission includes one (1) original hardcopy in a 3-ring binder and a USB flash 

drive containing: 
 

1. A scanned copy of each submission in its entirety, including all 
attachments in Adobe (.pdf) format. 

2 An electronic copy of the applicant’s responses in MS Word (the 
applications) and MS Excel (the financial attachment).  

 
 
 

For OHCA Use Only: 
  

Docket No.: ______________ Check No.: ________ 
OHCA Verified by:__________ Date: ____________ 

  
 

  

http://www.ct.gov/dph/cwp/view.asp?a=3902&q=276934&dphNav=|
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General Information  
 

M
ai

n 
Si

te
 MAIN SITE  

MEDICAID 
PROVIDER ID 

TYPE OF 
FACILITY  MAIN SITE NAME 

    
STREET & NUMBER 

  
TOWN ZIP CODE 

  
 

Pr
oj

ec
t S

ite
 PROJECT SITE 

MEDICAID 
PROVIDER ID 

TYPE OF 
FACILITY  PROJECT SITE NAME 

    
STREET & NUMBER 

 
TOWN ZIP CODE 

  
 

O
pe

ra
to

r 

OPERATING CERTIFICATE 
NUMBER  

TYPE OF 
FACILITY  

LEGAL ENTITY THAT WILL OPERATE OF 
THE FACILITY (or proposed operator) 

   
STREET & NUMBER 

  
TOWN ZIP CODE 

    
 
 

C
hi

ef
 E

xe
cu

tiv
e 

 NAME  TITLE 

   
STREET & NUMBER 

  
TOWN STATE ZIP CODE 
   
TELEPHONE FAX  E-MAIL ADDRESS 

    
 

  Title of Attachment: 
Is the applicant an existing facility? If yes, attach a copy of the 
resolution of partners, corporate directors, or LLC managers, 
as the case may be, authorizing the project. 

YES  
 NO  

 

Does the Applicant have non-profit status? If yes, attach 
documentation. 

YES  
NO  
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Identify the Applicant’s ownership type. 
PC   Other: 
LLC   ____________ 
Corporation  

Applicant's Fiscal Year (mm/dd) Start_________ End_________ 
 
Contact: 
 
Identify a single person that will act as the contact between OHCA and the Applicant.  
 

C
on

ta
ct

 In
fo

rm
at

io
n 

 NAME  TITLE 

   
STREET & NUMBER 

  
TOWN STATE ZIP CODE 
   
TELEPHONE FAX  E-MAIL ADDRESS 

    
RELATIONSHIP TO 
APPLICANT  
 
 
Identify the person primarily responsible for preparation of the application (optional):  
 

Pr
ep

ar
ed

 b
y 

 NAME  TITLE 

   
STREET & NUMBER 

  
TOWN STATE ZIP CODE 
   
TELEPHONE FAX  E-MAIL ADDRESS 

    
RELATIONSHIP TO 
APPLICANT  
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Affidavit 
 

 
 
Applicant: ______________________________________ 
 
Project Title: _____________________________________ 
 
 
 
 
I, _____________________________, _________________________________ 
              (Name)                                          (Position – CEO or CFO) 
 
 
of _____________________________ being duly sworn, 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, 19a-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: _______________________ 
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Executive Summary 
 
 
The purpose of the Executive Summary is to give the reviewer a conceptual 
understanding of the proposal. In the space below, provide a succinct overview  
of your proposal (this may be done in bullet format). Summarize the key elements of the 
proposed project. Details should be provided in the appropriate sections of the 
application that follow.    
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Pursuant to Section 19a-639 of the Connecticut General Statutes, the Office of Health Care 
Access is required to consider specific criteria and principles when reviewing a Certificate of 
Need application. Text marked with a “§” indicates it is actual text from the statute and may be 
helpful when responding to prompts.  
 

Project Description 
 
1. Provide a detailed narrative describing the proposal. Explain how the Applicant(s) 

determined the necessity for the proposal and discuss the benefits for each Applicant 
separately (if multiple Applicants). Include all key elements, including the parties involved, 
what the proposal will entail, the equipment/service location(s), the geographic area the 
proposal will serve, the implementation timeline and why the proposal is needed in the 
community. 

 
2. Provide the history and timeline of the proposal (i.e., When did discussions begin internally 

or between Applicant(s)? What have the Applicant(s) accomplished so far?). 
 
3. Provide the following information: 
 

a. utilizing OHCA Table 1, list all services to be added, terminated or modified, their 
physical location (street address, town and zip code), the population to be served and 
the existing/proposed days/hours of operation; 

 
b. identify in OHCA Table 2 the service area towns and the reason for their inclusion (e.g., 

provider availability, increased/decreased patient demand for service, market share); 
 
4. List the health care facility license(s) that will be needed to implement the proposal; 
 
5. Submit the following information as attachments to the application: 

 
a. a copy of all State of Connecticut, Department of Public Health license(s) currently held 

by the Applicant(s); 
 

b. a list of all key professional, administrative, clinical and direct service personnel related 
to the proposal and attach a copy of their Curriculum Vitae; 
 

c. copies of any scholarly articles, studies or reports that support the need to establish the 
proposed service, along with a brief explanation regarding the relevance of the selected 
articles;  
 

d. letters of support for the proposal; 
 

e. the protocols or the Standard of Practice Guidelines that will be utilized in relation to the 
proposal. Attach copies of relevant sections and briefly describe how the Applicant 
proposes to meet the protocols or guidelines. 

 
f. copies of agreements (e.g., memorandum of understanding, transfer agreement, 

operating agreement) related to the proposal. If a final signed version is not available, 
provide a draft with an estimated date by which the final agreement will be available.  
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Public Need and Access to Care 
 

§ “Whether the proposed project is consistent with any applicable policies 
and standards adopted in regulations by the Department of Public 
Health;” (Conn.Gen.Stat. § 19a-639(a)(1)) 

 
6. Describe how the proposed project is consistent with any applicable policies and standards 

in regulations adopted by the Connecticut Department of Public Health. 
 
 

§ “The relationship of the proposed project to the statewide health care 
facilities and services plan;” (Conn.Gen.Stat. § 19a-639(a)(2)) 

 
7. Describe how the proposed project aligns with the Connecticut Department of Public Health 

Statewide Health Care Facilities and Services Plan, available on OHCA’s website. 
 
 

§ “Whether there is a clear public need for the health care facility or 
services proposed by the applicant;” (Conn.Gen.Stat. § 19a-639(a)(3)) 

 
8. With respect to the proposal, provide evidence and documentation to support clear public 

need: 
 
a. identify the target patient population to be served; 

 
b. discuss how the target patient population is currently being served; 

 
c. document the need for the equipment and/or service in the community; 

 
d. explain why the location of the facility or service was chosen; 

 
e. provide incidence, prevalence or other demographic data that demonstrates community 

need; 
 

f. discuss how low income persons, racial and ethnic minorities, disabled persons and 
other underserved groups will benefit from this proposal; 
 

g. list any changes to the clinical services offered by the Applicant(s) and explain why the 
change was necessary; 
 

h. explain how access to care will be affected; 
 

i. discuss any alternative proposals that were considered. 
  

http://www.ct.gov/dph/cwp/view.asp?a=3902&q=277050&dphNav=|52611|
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§ “Whether the applicant has satisfactorily demonstrated how the proposal 

will improve quality, accessibility and cost effectiveness of health care 
delivery in the region, including, but not limited to, (A) provision of or any 
change in the access to services for Medicaid recipients and indigent 
persons, and (B) the impact upon the cost effectiveness of providing 
access to services provided under the Medicaid program;” 
(Conn.Gen.Stat. § 19a-639(a)(5)) 

 
9. Describe how the proposal will: 
 

a. improve the quality of health care in the region; 
 
b. improve accessibility of health care in the region; and  

 
c. improve the cost effectiveness of health care delivery in the region. 
 

10. How will this proposal help improve the coordination of patient care (explain in detail 
regardless of whether your answer is in the negative or affirmative)? 

 
11. Describe how this proposal will impact access to care for Medicaid recipients and indigent 

persons. 
 

 
§ “Whether an applicant, who has failed to provide or reduced access to 

services by Medicaid recipients or indigent persons, has demonstrated 
good cause for doing so, which shall not be demonstrated solely on the 
basis of differences in reimbursement rates between Medicaid and other 
health care payers;” (Conn.Gen.Stat. § 19a-639(a)(10)) 

 
12. If the proposal fails to provide or reduces access to services by Medicaid recipients or 

indigent persons, provide explanation of good cause for doing so. 
 

§ “Whether the applicant has satisfactorily demonstrated that any 
consolidation resulting from the proposal will not adversely affect health 
care costs or accessibility to care.” (Conn.Gen.Stat. § 19a-639(a)(12)) 

 
13. Will the proposal adversely affect patient health care costs in any way? Quantify and provide 

the rationale for any changes in price structure that will result from this proposal, including, 
but not limited to, the addition of any imposed facility fees. 
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Financial Information 
 
 
§ “Whether the applicant has satisfactorily demonstrated how the proposal 

will impact the financial strength of the health care system in the state or 
that the proposal is financially feasible for the application,” 
(Conn.Gen.Stat. § 19a-639(a)(4))  

 
14. Describe the impact of this proposal on the financial strength of the state’s health care 

system or demonstrate that the proposal is financially feasible for the applicant.  
 

15. Provide a final version of all capital expenditure/costs for the proposal using OHCA Table 3. 
 

16.  List all funding or financing sources for the proposal and the dollar amount of each. Provide 
applicable details such as interest rate; term; monthly payment; pledges and funds received 
to date; letter of interest or approval from a lending institution. 

 
17. Include as an attachment: 
 

a. audited financial statements for the most recently completed fiscal year. If audited 
financial statements do not exist, provide other financial documentation (e.g., unaudited 
balance sheet, statement of operations, tax return, or other set of books.). Connecticut 
hospitals required to submit annual audited financial statements may reference that 
filing, if current; 
 

b. a complete Financial Worksheet A (not-for-profit entity) or B (for-profit entity), 
available on OHCA’s website under “OHCA Forms,” providing a summary of revenue, 
expense, and volume statistics, “without the CON project,” “incremental to the CON 
project,” and “with the CON project.” Note: the actual results reported in the Financial 
Worksheet must match the audited financial statement that was submitted or referenced. 

 
 

18. Complete OHCA Table 4 utilizing the information reported in the attached Financial 
Worksheet. 

 
19. Explain all assumptions used in developing the financial projections reported in the Financial 

Worksheet. 
 

20. Explain any projected incremental losses from operations resulting from the implementation 
of the CON proposal. 

 
21. Indicate the minimum number of units required to show an incremental gain from operations 

for each projected fiscal year. 
 

  

http://www.ct.gov/dph/cwp/view.asp?a=3902&q=276934&dphNav=|
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Utilization 
 

§ “The applicant's past and proposed provision of health care services to 
relevant patient populations and payer mix, including, but not limited to, 
access to services by Medicaid recipients and indigent persons;” 
(Conn.Gen.Stat. § 19a-639(a)(6)) 

 
 
21. Complete OHCA Table 5 and OHCA Table 6 for the past three fiscal years (“FY”), current 

fiscal year (“CFY”) and first three projected FYs of the proposal, for each of the Applicant’s 
existing and/or proposed services. Report the units by service, service type or service level. 

 
22. Provide a detailed explanation of all assumptions used in the derivation/ calculation of the 

projected service volume; explain any increases and/or decreases in volume reported in 
OHCA Tables 4 and 5. 

 
23. Provide the current and projected patient population mix (number and percentage of 

patients by payer) for the proposal using OHCA Table 7 and provide all assumptions. Note: 
payer mix should be calculated from patient volumes, not patient revenues. 

 
§ “Whether the applicant has satisfactorily identified the population to be 

served by the proposed project and satisfactorily demonstrated that the 
identified population has a need for the proposed services;” 
(Conn.Gen.Stat. § 19a-639(a)(7)) 

 
24. Describe the population (as identified in question 8(a)) by gender, age groups or persons 

with a specific condition or disorder and provide evidence (i.e., incidence, prevalence or 
other demographic data) that demonstrates a need for the proposed service or proposal. 
Please note: if population estimates or other demographic data are submitted, 
provide only publicly available and verifiable information (e.g., U.S. Census Bureau, 
Department of Public Health, CT State Data Center) and document the source. 
 
 

25. Using OHCA Table 8, provide a breakdown of utilization by town for the most recently 
completed FY. Utilization may be reported as number of persons, visits, scans or other unit 
appropriate for the information being reported. 

 
§ “The utilization of existing health care facilities and health care services in 

the service area of the applicant;” (Conn.Gen.Stat. § 19a-639(a)(8)) 
 
26. Using OHCA Table 9, identify all existing providers in the service area and, as available, list 

the services provided, population served, facility ID (see table footnote), address, 
hours/days of operation and current utilization of the facility. Include providers in the towns 
served or proposed to be served by the Applicant, as well as providers in towns contiguous 
to the service area. 
 

27. Describe the effect of the proposal on these existing providers. 
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28. Describe the existing referral patterns in the area served by the proposal. 
 

29. Explain how current referral patterns will be affected by the proposal. 
 
 

§ “Whether the applicant has satisfactorily demonstrated that the proposed 
project shall not result in an unnecessary duplication of existing or 
approved health care services or facilities;” (Conn.Gen.Stat. § 19a-
639(a)(9)) 

 
30. If applicable, explain why approval of the proposal will not result in an unnecessary 

duplication of services. 
 

§ “Whether the applicant has satisfactorily demonstrated that the proposal 
will not negatively impact the diversity of health care providers and patient 
choice in the geographic region. . .” (Conn.Gen.Stat. § 19a-639(a)(11)) 

 
31.  How will the proposal impact the diversity of health care providers and patient choice or 

reduce competition in the geographic region?. 
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Tables 
 
 
 
 

TABLE 1 
APPLICANT'S SERVICES AND SERVICE LOCATIONS 

 

Service Street Address, Town Population 
Served 

Days/Hours of 
Operation 

New Service or 
Proposed 

Termination 

     
     
     

 
[back to question] 
 
 
 
 
 

TABLE 2 
SERVICE AREA TOWNS 

 
List the official name of town* and provide the reason for inclusion. 

 

Town* Reason for Inclusion 

  

  

  

  

  

  
 * Village or place names are not acceptable. 
[back to question] 
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TABLE 3 

TOTAL PROPOSAL CAPITAL EXPENDITURE 
 

Purchase/Lease Cost 

Equipment (Medical, Non-medical Imaging)  

Land/Building Purchase*  

Construction/Renovation**  

Other (specify)  

Total Capital Expenditure (TCE)  

Lease (Medical, Non-medical Imaging)***  

Total Capital Cost (TCO)  

Total Project Cost (TCE+TCO)  
*    If the proposal involves a land/building purchase, attach a real estate property   
 appraisal including the amount; the useful life of the building; and a schedule of 

depreciation. 
**   If the proposal involves construction/renovations, attach a description of the proposed  

building work, including the gross square feet; existing and proposed floor plans; 
commencement date for the construction/ renovation; completion date of the 
construction/renovation; and commencement of operations date. 

*** If the proposal involves a capital or operating equipment lease and/or purchase,  
attach a vendor quote or invoice; schedule of depreciation; useful life of the equipment; 
and anticipated residual value at the end of the lease or loan term. 
 

 
[back to question] 
 

 
 

TABLE 4 
PROJECTED INCREMENTAL REVENUES AND EXPENSES  

 
 FY 20__* FY 20__* FY 20__* 

Revenue from Operations $ $ $ 

Total Operating Expenses    

Gain/Loss from Operations $ $ $ 

* Fill in years using those reported in the Financial Worksheet attached. 
 
[back to question]  
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TABLE 5 
HISTORICAL UTILIZATION BY SERVICE 

 

Service** 

Actual Volume 
(Last 3 Completed FYs) CFY Volume* 

FY 20__*** FY 20__*** FY 20__*** FY 20__*** 

     

     

     

Total     
*    For periods greater than 6 months, report annualized volume, identifying the number of actual months covered and the  
 method of annualizing. For periods less than 6 months, report actual volume and identify the period covered. 
**   Identify each service type and level adding lines as necessary. Provide the number of visits or discharges as appropriate for  
 each service type and level listed. 
*** Fill in years. If the time period reported is not identical to the fiscal year reported in Table 4 of the application, provide the  
 date range using the mm/dd format as a footnote to the table. 
 

[back to question] 
 

TABLE 6 
PROJECTED UTILIZATION BY SERVICE 

 

Service* 

Projected Volume 

FY 20__** FY 20__** FY 20__** 

    

    

    

Total    
*   Identify each service type by location and add lines as necessary. Provide the number of 

visits/discharges as appropriate for each service listed. 
** If the first year of the proposal is only a partial year, provide the first partial year and then 

the first three full FYs. Add columns as necessary.  If the time period reported is not 
identical to the fiscal year reported in Table 4 of the application, provide the date range 
using the mm/dd format as a footnote to the table. 

 
[back to question] 
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TABLE 7 

APPLICANT’S CURRENT & PROJECTED PAYER MIX 
 

Payer 
Current 

FY 20__** 
Projected 

FY 20__** FY 20__** FY 20__** 

Discharges % Discharges % Discharges % Discharges % 

Medicare*         

Medicaid*         

CHAMPUS & 
TriCare 

        

Total Government         

Commercial 
Insurers 

        

Uninsured         

Workers 
Compensation 

        

Total Non-
Government 

        

Total Payer Mix         
*   Includes managed care activity. 
** Fill in years. Ensure the period covered by this table corresponds to the period covered in the projections 

provided. New programs may leave the “current” column blank. 
 

 
[back to question] 
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TABLE 8 
UTILIZATION BY TOWN 

 

Town Utilization FY XX** 
  

  

  

  

  

  
*   List inpatient/outpatient/ED volumes separately, if applicable 
** Fill in year if the time period reported is not identical to the fiscal year 

reported on pg. 2 of the application; provide the date range using the 
mm/dd format as a footnote to the table. 

 
[back to question] 
 
 
 
 

TABLE 9 
SERVICES AND SERVICE LOCATIONS OF EXISTING PROVIDERS 

 
Service or 

Program Name 
Population 

Served 
Facility 

ID* 
Facility's Provider Name, 
Street Address and Town 

Hours/Days 
of Operation 

Current 
Utilization 

      
      
      

* Provide the Medicare, Connecticut Department of Social Services (DSS), or National Provider Identifier (NPI) facility    
   identifier and label column with the identifier used. 
 

[back to question] 
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Supplemental CON Application Form 
Establishment of a New Health Care Facility (Mental 

Health and/or Substance Abuse Treatment)* 
Conn. Gen. Stat. § 19a-638(1) 

 
 
 
Applicant: 
 
 
Project Name: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
*This supplemental form should be included with all applications requesting authorization 
for the establishment of a mental health and/or substance abuse treatment facility. 
For the establishment of other “health care facilities,” as defined by Conn. Gen. Stat § 
19a-630(11) - hospitals licensed by DPH under chapter 386v, specialty hospitals, or a 
central service facility - complete the Main Form only.  



ii 
 

Affidavit 
 

 
 
Applicant: ______________________________________ 
 
Project Title: _____________________________________ 
 
 
 
 
I, _____________________________, _________________________________ 
              (Name)                                          (Position – CEO or CFO) 
 
 
of _____________________________ being duly sworn, 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, 19a-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: _______________________ 
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1. Project Description: New Facility (Mental Health and/or Substance Abuse) 
 

a. Describe any unique services (i.e., not readily available in the service area) 
that may be included in the proposal.  
 

b. List the type and number of DPH-licensed health care professionals that will 
be required to initiate the proposal. 

 
2. Projected Volume 
 

a. For each of the specific population groups to be served, report the following by 
service level (include all assumptions): 
 

(i) An estimate of the number of persons within the population group by 
town that need the proposed service; and 
 

(ii) The number of persons in need of the service that will be served by the 
proposal (estimated patient volume). 

 
b. Provide statistical information from the Substance Abuse and Mental Health 

Administration (“SAMSHA”), or a similar organization demonstrating that the 
target population has a need for the proposed services. 

 
Please note: provide only publicly available and verifiable information and 
document the source. 
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Greer, Leslie

From: Tim Davis <tim.davis@centerfordiscovery.com>
Sent: Thursday, January 07, 2016 9:15 AM
To: User, OHCA
Cc: Riggott, Kaila; Greci, Laurie
Subject: Re: Completeness Letter for CON Application for Center for Discovery; Docket Number 

15-32042-CON

I have received it.  
 
Sent from my iPhone 
 
On Jan 7, 2016, at 5:43 AM, User, OHCA <OHCA@ct.gov> wrote: 

Mr. Davis,  
Please reply that you have received the email below.  
Thank you,  
Leslie Greer 
  

From: Greci, Laurie  
Sent: Monday, December 14, 2015 3:35 PM 
To: 'tim.davis@centerfordiscovery.com' 
Cc: Riggott, Kaila; User, OHCA 
Subject: Completeness Letter for CON Application for Center for Discovery; Docket Number 15-32042-
CON 
  
Dear Mr. Davis: 
  
On November 19, 2015, the Department of Public Health (“DPH”), Office of Health Care Access (“OHCA”) 
received the Certificate of Need (“CON”) application from Discovery Practice Management, Inc. d/b/a 
Center for Discovery ("Applicant") proposing to establish a 6‐bed mental health residential living center 
for adult women age 18 and older with eating disorders.   
  
OHCA requests additional information pursuant to Connecticut General Statutes §19a‐639a(c). Please 
electronically confirm receipt of this email and the two attachments as soon as you receive them. Provide 
responses to the questions below in both a Word document and PDF format at the earliest convenience 
as an attachment to a responding email. 
  
Many of the questions presented below are directly from the + CON applicant available on OHCA’s 
website at DPH: OHCA Forms (http://www.ct.gov/dph/cwp/view.asp?a=3902&q=562014&dphNav=|). A 
copy of the CON application has been attached to this email. In addition, there is a supplemental form 
for new health care facilities that must be completed and submitted. This form is also attached to the 
email. 
  
Repeat each question before providing your response and paginate and date your response, i.e., each 
page in its entirety. Information filed after the initial CON application submission (e.g., completeness 
response letter, prefile testimony, late file submissions and the like) must be numbered sequentially 
from the Applicant’s document preceding it. Begin your submission using Page 118 and reference 
“Docket Number: 15‐32042‐CON.” 
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1) Complete the following OHCA tables available in the attached CON application identified 
as the “Main Form”: 

a. Table 2 
b. Table 6 – Report the projected utilization for Fiscal Years (“FY”) 2016, 2017 and 

2018. 
c. Table 7 – Report the Projected Payer Mix for FY 2016, 2017 and 2018 based 

on   population payer mix for the facility on Congress Street, Fairfield.  
  

2) Using the format of Table 5 in the Main Form, report the number of clients in the existing 
program at the start of each month by town and state. 

  

3) Page 1 of the submitted CON application states, “the existing facility in Fairfield is running 
at capacity and we have a wait list that is several months long.” Provide an expanded 
discussion of the capacity at the existing facility and report the number of persons on the 
wait list at the beginning of each month of operations. Where are the persons on the wait 
list currently receiving treatment?   

  
4) Complete the attached supplemental CON application form identified as “Establishment of 

a New Health Care Facility (Mental Health and/or Substance Abuse Treatment).” 
  

5) Provide any available letters of support for the proposal. 
  

6) Describe how the proposed project is consistent with any applicable policies and standards 
in regulations adopted by the Connecticut Department of Public Health. 

  

7) Describe how the proposed project aligns with the Connecticut Department of Public 
Health Statewide Health Care Facilities and Services Plan, available on OHCA’s website. 

  
8) With respect to the proposal, provide evidence and documentation to support clear public 

need: 
a. discuss how low income persons, racial and ethnic minorities, disabled persons 

and other underserved groups will benefit from this proposal; 
b. explain how access to care will be affected; 
c. discuss any alternative proposals that were considered. 

  
9) Describe how the proposal will: 

a. improve the quality of health care in the region; 
b. improve accessibility of health care in the region; and  
c. improve the cost effectiveness of health care delivery in the region. 
  

10) How will this proposal help improve the coordination of patient care (explain in detail 
regardless of whether your answer is in the negative or affirmative)? 

  

11) Describe how this proposal will impact access to care for Medicaid recipients and indigent 
persons. 
  

12) If the proposal fails to provide or reduces access to services by Medicaid recipients or 
indigent persons, provide explanation of good cause for doing so. 
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13) Will the proposal adversely affect patient health care costs in any way? Quantify and 
provide the rationale for any changes in price structure that will result from this proposal, 
including, but not limited to, the addition of any imposed facility fees. 

  
14) Describe the impact of this proposal on the financial strength of the state’s health care 

system or demonstrate that the proposal is financially feasible for the applicant.  
  

15) The Financial Attachment I provided on page 20 of the initial CON submission appears to 
be a replica of the attachment given for OHCA Docket Number 14-31913-CON. Review 
the information reported and submit a revised table. Explicitly identify the fiscal years 
being reported by including them in the column heading. If there are no changes between 
the new and old tables, explain why. List the assumptions used to prepare the reported 
information. 

  
16) Report the minimum number of admissions required to show an incremental gain from 

operations for projected FYs 2016, 2017 and 2018. 
  

17) Provide a discussion that supports the need for six beds for the facility. 
  

18) Explain why the approval of the proposal will not result in an unnecessary duplication of 
services. 

  
19) How will the proposal impact the diversity of health care providers and patient choice or 

reduce competition in the geographic region? 
  

20) Discuss the referral pattern for the facility on Congress Street. (Where do the clients reside 
and what treatment facility are they coming from?) 

  

21) Demonstrate how this proposal will impact the financial strength of the health care system 
in the state or that the proposal is financially feasible.  

  
22) Explain how the proposal will improve quality, accessibility and cost effectiveness of 

health care delivery in the region. 
  

23) Provide a discussion on the Applicant's private pay agreement with clients that are 
uninsured or underinsured. Does the Applicant provide these clients with a sliding fee 
schedule?  

  
24) If the proposal fails to provide or reduces access to services by Medicaid recipients or 

indigent persons, provide explanation for good cause for doing so. Note: good cause shall 
not be demonstrated solely on the basis of differences in reimbursement rates between 
Medicaid and other health care payers. 

  
25) Does the Applicant have relationships with other Connecticut providers that provide a 

referral base for the proposed facility?  
  

26) Explain how clients discharged from the proposed inpatient program will obtain outpatient 
care in their community. 

  
27) Provide a list of existing providers in Connecticut that have outpatient treatment programs 

for eating disorders.  
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28) Who is the owner of the building and land where the proposed facility will be located? 

  
  

Please note that pursuant to Section 19a-639a(c) of the Connecticut General Statutes, you must 
submit your response to this request no later than sixty days from the date of this email 
transmission. Therefore, please provide your written responses to OHCA no later than Monday, 
February 15, 2016, otherwise your application will be automatically considered withdrawn. 
Please email your responses to all of the following email addresses: OHCA@ct.gov; 

laurie.greci@ct.gov; and kaila.riggott@ct.gov. If you have any questions concerning this letter, 
please feel free to contact me at (860) 418-7001 and (860) 418-7045. 
  
Sincerely, 
  

Laurie K. Greci 
  
Laurie K. Greci 
Associate Research Analyst 
CT Department of Public Health 
Office of Health Care Access 
410 Capitol Avenue, MS #13HCA 
P.O. Box 340308 
Hartford, CT  06134 
  
Tel: 860‐418‐7001 
Fax: 860‐418‐7053 
mailto: laurie.greci@ct.gov 
Web: www.ct.gov/ohca 
  
<image001.jpg> 
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Greer, Leslie

From: Tim Davis <tim.davis@centerfordiscovery.com>
Sent: Tuesday, January 12, 2016 7:17 PM
To: Greci, Laurie
Cc: Greer, Leslie
Subject: RE: Attachments for 15032051-CON Completeness Letter
Attachments: Southport CON application edits and corrections.pdf

Laurie, 
 
Thank you for reviewing our initial CON application. Attached are the requested edits and corrections. Please let me 
know if you have any questions or require additional information. 
 
Best, 
Tim 
 
 

Tim Davis, CFA 
Director of Business Development 
Center for Discovery 
4281 Katella Avenue, Suite 111 
Los Alamitos, CA 90720 
714-947-7357 (OFFICE) 
806-438-3505 (CELL) 
714-828-1868 (FAX) 
tim.davis@centerfordiscovery.com 
www.centerfordiscovery.com 

 
 
 
 

From: Greci, Laurie [mailto:Laurie.Greci@ct.gov]  
Sent: Monday, December 21, 2015 6:26 AM 
To: Tim Davis <tim.davis@centerfordiscovery.com> 
Cc: Greer, Leslie <Leslie.Greer@ct.gov> 
Subject: Attachments for 15032051‐CON Completeness Letter 
 
Dear Mr. Davis, 
 
I have attached the document files that you requested.  Each is in Word document (.doc)and Adobe (.pdf). 
Please let me know if you are able to use them.   
 
Regards, 
 
 
Laurie K. Greci 
Associate Research Analyst 
CT Department of Public Health 
Office of Health Care Access 
410 Capitol Avenue, MS #13HCA 
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P.O. Box 340308 
Hartford, CT  06134 
 
Tel: 860‐418‐7001 
Fax: 860‐418‐7053 
mailto: laurie.greci@ct.gov 
Web: www.ct.gov/ohca 
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Greer, Leslie

From: Greci, Laurie
Sent: Monday, February 01, 2016 11:33 AM
To: 'tim.davis@centerfordiscovery.com'
Cc: Greer, Leslie; Riggott, Kaila
Subject: Request for Additional Information Regarding CON Application 15-32042 
Attachments: 15-32042-CL 2nd 02012016.docx

 
Dear Mr. Davis, 
 
Please see attached request for additional information regarding CON application 15‐32042 ‐‐ Establishment of a 6‐bed 
Residential Living Center for Women in Fairfield. 
 
Please contact me if you have any questions. Responses are due by Friday, April 1, 2016. 
 
Regards, 
 
Laurie Greci 
 
Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, MS#13HCA, Hartford, CT 06134 
Tel: 860‐418‐7001 
Fax: 860‐418‐7053 
mailto: laurie.greci@ct.gov 
Web: www.ct.gov/ohca 
 

 
 
 



 

 
 

Phone: (860) 509-8000  Fax: (860) 509-7184  VP: (860) 899-1611 
410 Capitol Avenue, P.O. Box 340308 

Hartford, Connecticut  06134-0308 
www.ct.gov/dph 

Affirmative Action/Equal Opportunity Employer 

Office of Health Care Access 
 
 
February 1, 2016        Via Email Only 
 
 
tim.davis@centerfordiscovery.com 
Tim Davis 
Business Development Manager 
Discovery Practice Management, Inc. d/b/a Center for Discovery 
4281 Katella Ave., Ste. 111 
Los Alamitos, CA  90720 
 
RE: Certificate of Need Application; Docket Number: 15-32042-CON 

Establishment of a 6-bed Residential Living Center for Women in Fairfield 
Certificate of Need Second Completeness Letter  
 

Dear Mr. Davis: 
 
On January 12, 2016, OHCA received the requested responses to questions concerning the 
Certificate of Need application of  Discovery Practice Management, Inc. d/b/a Center for 
Discovery ("Applicant") proposing to establish a 6-bed mental health residential living center for 
adult women age 18 and older with eating disorders.   
 
OHCA requests additional information pursuant to Connecticut General Statutes §19a-639a(c). 
Please electronically confirm receipt of this email as soon as you receive it. Provide responses to 
the questions below in both a Word document and PDF format at the earliest convenience as an 
attachment to a responding email. Please email your responses to all of the following email 
addresses: OHCA@ct.gov; laurie.greci@ct.gov; and kaila.riggott@ct.gov. 
 
Repeat each question before providing your response and paginate and date your response, i.e., 
each page, in its entirety. Information filed after the initial CON application submission (e.g., 
completeness response letter, prefile testimony, late file submissions and the like) must be 
numbered sequentially from the Applicant’s document preceding it. Please begin your 
submission using Page 132 and reference “Docket Number: 15-32042-CON.” 
 



Discovery Practice Managements d/b/a Center for Discovery Page 2 of 2 
Docket Number: 15-32042-CON 

 
 
Pursuant to Section 19a-639a(c) of the Connecticut General Statutes, you must submit your 
response to this request for additional information no later than sixty days after the date that this 
request was transmitted. Therefore, please provide your written responses to OHCA no later than 
April 1, 2016, otherwise your application will be automatically considered withdrawn. 
 

1. Page 123 of the completeness responses states that “Discovery welcomes calls from the 
state about individual patients that may need our care and will help to provide that care 
when possible.” Expand upon the statement and describe what exactly Discovery would 
do to help provide care when possible. For example, does Discovery have a sliding fee 
scale to accommodate patients that do not have insurance or may have some form of 
governmental insurance? If so, describe how the sliding fee scale would be applied to the 
persons treated at the facility. Provide descriptions of any additional resources that 
Discovery may utilize to admit patients in need to the proposed facility. 
 

If you have any questions concerning this letter, please feel free to contact me at (860) 418-7001 
or (860) 418-7045. 
 
Sincerely, 
 
Laurie Greci 
Associate Research Analyst 
 
Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, MS#13HCA, Hartford, CT 06134 
Tel: 860-418-7001 
Fax: 860-418-7053 
mailto: laurie.greci@ct.gov 
Web: www.ct.gov/ohca 
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Greer, Leslie

From: Tim Davis <tim.davis@centerfordiscovery.com>
Sent: Monday, February 01, 2016 2:27 PM
To: Greci, Laurie
Cc: Greer, Leslie; Riggott, Kaila
Subject: RE: Request for Additional Information Regarding CON Application 15-32042 
Attachments: CON Edits 02012016.pdf

Hi Laurie, 
 
Thank you for reviewing our application. Attached is our response to your question from this morning. 
 
Best, 
Tim 
 
 

Tim Davis, CFA 
Director of Business Development 
Center for Discovery 
4281 Katella Avenue, Suite 111 
Los Alamitos, CA 90720 
714-947-7357 (OFFICE) 
806-438-3505 (CELL) 
714-828-1868 (FAX) 
tim.davis@centerfordiscovery.com 
www.centerfordiscovery.com 

 
 
 
 

From: Greci, Laurie [mailto:Laurie.Greci@ct.gov]  
Sent: Monday, February 1, 2016 8:33 AM 
To: Tim Davis <tim.davis@centerfordiscovery.com> 
Cc: Greer, Leslie <Leslie.Greer@ct.gov>; Riggott, Kaila <Kaila.Riggott@ct.gov> 
Subject: Request for Additional Information Regarding CON Application 15‐32042  
 
 
Dear Mr. Davis, 
 
Please see attached request for additional information regarding CON application 15‐32042 ‐‐ Establishment of a 6‐bed 
Residential Living Center for Women in Fairfield. 
 
Please contact me if you have any questions. Responses are due by Friday, April 1, 2016. 
 
Regards, 
 
Laurie Greci 
 
Office of Health Care Access 
Connecticut Department of Public Health 
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410 Capitol Avenue, MS#13HCA, Hartford, CT 06134 
Tel: 860‐418‐7001 
Fax: 860‐418‐7053 
mailto: laurie.greci@ct.gov 
Web: www.ct.gov/ohca 
 

 
 
 



CENTER FOR DISCOVERY·~ 

Laurie Greci 

Associate Research Analyst 

Office of Health Care Access 

Connecticut Department of Public Health 

410 Capitol Avenue, MS#13HCA, Hartford, CT 06134 

Dear Laurie, 

I Llll:>jl'I I allb LI~ l.. 

February 1, 2016 

This letter is our response to your February 1, 2016 request for additional information in reference to 

Docket Number: 15-32042-CON. 

Your letter stated the following: 

I . Page 123 of the completeness responses states that "Discovery welcomes calls from the 
state about individual patients that may need our care and will help to provide that care 
when possible." Expand upon the statement and describe what exactly Discovery would 
do to help provide care when possible. For example, does Discovery have a sliding fee 
scale to accommodate patients that do not have insurance or may have some form of 
governmental insurance? If so, describe how the sliding fee scale would be applied to the 
persons treated at the facility. Provide descriptions of any additional resources that 
Discovery may utilize to admit patients in need to the proposed facility. 

In response, yes, Discovery does offer a sliding fee schedule to accommodate patients without 

insurance. The sliding fee schedule offers up to a 30% discount to potential clients who meet the 

appropriate medical criteria for care of eating disorders at a residential level. In addition, Discovery will 

offer up to two scholarships per year to residents of Connecticut who meet our admission criteria but 

may be unable to pay for treatment. The scholarship is an all-inclusive waiver of fees. 

Please let me know if you have any questions or require additional information. 

Tim Davis, CFA 
Director of Business Development 
Center for Discovery 
4281 Katella Avenue, Suite 111 
Los Alamitos, CA 90720 
714-947-7357 (OFFICE) 
806-438-3505 (CELL) 
714-828-1868 (FAX) 

4281 Katella Ave • Suite 111 Los Alamitos, CA 90720 

800-760-3934 www.centerfordiscovery.com <<132>>
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Greer, Leslie

From: Greci, Laurie
Sent: Thursday, February 18, 2016 3:57 PM
To: 'tim.davis@centerfordiscovery.com'
Cc: Riggott, Kaila; Greer, Leslie
Subject: Completeness Questions concerning Docket Number 15-32042-CON
Attachments: 15-32042-CON Completeness Letter 3.docx

Dear Mr. Davis, 
 
Please see attached request for additional information regarding CON application 15‐32042 ‐‐ Establishment of a 6‐bed 
Residential Living Center for Women in Fairfield.  There are just a few items that need to be addressed. 
 
Please contact me if you have any questions. Responses are due by Monday, April 18, 2016. 
 
Regards, 
 
 
Laurie Greci 
 
Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, MS#13HCA, Hartford, CT 06134 
Tel: 860‐418‐7001 
Fax: 860‐418‐7053 
mailto: laurie.greci@ct.gov 
Web: www.ct.gov/ohca 
 

 
 
 



 
 

Phone: (860) 509-8000 • Fax: (860) 509-7184 • VP: (860) 899-1611 
410 Capitol Avenue, P.O. Box 340308 

Hartford, Connecticut  06134-0308 
www.ct.gov/dph 

Affirmative Action/Equal Opportunity Employer 
 

 

Office of Health Care Access 
 
 
February 18, 2016 Via Email Only 
 
 
 
Tim Davis 
Business Development Manager 
Discovery Practice Management, Inc. d/b/a Center for Discovery 
4281 Katella Ave., Ste. 111 
Los Alamitos, CA  90720 
 
RE: Certificate of Need Application; Docket Number: 15-32042-CON 

Establishment of a 6-bed Residential Living Center for Women in Fairfield 
Certificate of Need Completeness Letter  
 

Dear Mr. Davis: 
 
On February 1, 2016, the Department of Public Health (“DPH”), Office of Health Care Access 
(“OHCA”) received the requested responses to questions concerning the Certificate of Need 
application of Discovery Practice Management, Inc. d/b/a Center for Discovery ("Applicant") 
proposing to establish a 6-bed mental health residential living center for adult women age 18 and 
older with eating disorders.   
 
OHCA requests additional information pursuant to Connecticut General Statutes §19a-639a(c). 
Please electronically confirm receipt of this email as soon as you receive it. Provide responses to 
the questions below in both a Word document and PDF format at the earliest convenience as an 
attachment to a responding email. Please email your responses to all of the following email 
addresses: OHCA@ct.gov; laurie.greci@ct.gov; and kaila.riggott@ct.gov. 
 
 
 

mailto:OHCA@ct.gov
mailto:laurie.greci@ct.gov
mailto:kaila.riggott@ct.gov


Discovery Practice Management, Inc.   Page 2 of 3 
15-32042-CON 
 
Repeat each question before providing your response and paginate and date your response, i.e., 
each page, in its entirety. Information filed after the initial CON application submission (e.g., 
completeness response letter, prefile testimony, late file submissions and the like) must be 
numbered sequentially from the Applicant’s document preceding it. Please begin your 
submission using Page 133 and reference “Docket Number: 15-32042-CON.” 
 
1) Table 6 on page 119 of the completeness response reports the following information 

concerning utilization of the proposed facility. Report the projected first date of operations on 
which Applicant is basing the number of clients projected to be served in FY 2016. Provide 
the date using the mm/dd/yyyy format.  

 
PROJECTED NUMBER OF CLIENTS  

 Fiscal Year (Jan 1 to Dec 31) 
2016 2017 2018 2019 

Number of Clients 18 30 35 40 
 
2) Report the total number of clients admitted to the existing facility in FY2015. 
 
3) Table 7 on page 120 of the completeness response reports the patient population payer mix 

by fiscal year. However, the number of clients does not reflect the number reported in Table 
6 on page 119. Update the following table concerning the patient payer mix to include the 
number of clients to be served in FYs 2018 and 2019. 

 
APPLICANT’S PATIENT POPULATION MIX BY PAYER AND FISCAL YEAR 

 FY 2016 FY 2017 FY 2018 FY 2019 
 No. % No. % No. % No. % 
Medicare 0 0% 0 0% 0 0% 0 0% 
Medicaid 0 0% 0 0% 0 0% 0 0% 
CHAMPUS &TriCare 0 0% 0 0% 0 0% 0 0% 
Total Government 0 0% 0 0% 0 0% 0 0% 
Commercial Insurers 17 94% 28 93%      
Uninsured 1 2% 2 2%     
Worker’s Comp 0 0% 0 0% 0 0% 0 0% 
Total Non-Government  18 98% 30 98% 35 98% 40 98% 
Total Payer Mix 18 100% 30 100% 35 100% 40 100% 

 
4) The financial worksheet on page 131 reports the following revenue and expense incremental 

to the proposal. Update the worksheet to include FY 2019 to enable completion of the 
following table: 

 
APPLICANT'S PROJECTED INCREMENTAL GAIN FROM OPERATIONS 

 Fiscal Year (Jan 1 to Dec 31) 
 2016 2017 2018 2019 
Revenues from Operations  $750,000 $1,200,000 $1,500,000  
Total Operating Expense 875,750 905,780 937,011  
Incremental Gains from 
Operations ($  81,738) $ 294,220 $562,989 
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Please note that pursuant to Section 19a-639a(c) of the Connecticut General Statutes, you must 
submit your response to this request no later than sixty days from the date of this email 
transmission. Therefore, please provide your written responses to OHCA no later than Monday, 
April 18, 2016, otherwise your application will be automatically considered withdrawn. Please 
email your responses to all of the following email addresses: OHCA@ct.gov; 
laurie.greci@ct.gov; and kaila.riggott@ct.gov. If you have any questions concerning this letter, 
please feel free to contact me at (860) 418-7001 and (860) 418-7045. 
 
Sincerely, 
 
 
Laurie Greci 
Associate Research Analyst 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

mailto:OHCA@ct.gov
mailto:laurie.greci@ct.gov
mailto:kaila.riggott@ct.gov
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Greer, Leslie

From: Tim Davis <tim.davis@centerfordiscovery.com>
Sent: Thursday, February 18, 2016 4:40 PM
To: Greci, Laurie
Cc: Riggott, Kaila; Greer, Leslie
Subject: RE: Completeness Questions concerning Docket Number 15-32042-CON
Attachments: CON edits 02182016.pdf

Dear Laurie, 
 
Please see attached responses to your questions from today. 
 
Please let me know if you have any additional questions or concerns and I look forward to hearing from you soon. 
 
Best, 
Tim 
 
 
 

From: Greci, Laurie [mailto:Laurie.Greci@ct.gov]  
Sent: Thursday, February 18, 2016 12:57 PM 
To: Tim Davis <tim.davis@centerfordiscovery.com> 
Cc: Riggott, Kaila <Kaila.Riggott@ct.gov>; Greer, Leslie <Leslie.Greer@ct.gov> 
Subject: Completeness Questions concerning Docket Number 15‐32042‐CON 
 
Dear Mr. Davis, 
 
Please see attached request for additional information regarding CON application 15‐32042 ‐‐ Establishment of a 6‐bed 
Residential Living Center for Women in Fairfield.  There are just a few items that need to be addressed. 
 
Please contact me if you have any questions. Responses are due by Monday, April 18, 2016. 
 
Regards, 
 
 
Laurie Greci 
 
Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, MS#13HCA, Hartford, CT 06134 
Tel: 860‐418‐7001 
Fax: 860‐418‐7053 
mailto: laurie.greci@ct.gov 
Web: www.ct.gov/ohca 
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Greer, Leslie

From: Greci, Laurie
Sent: Monday, February 29, 2016 9:07 AM
To: 'tim.davis@centerfordiscovery.com'
Cc: Riggott, Kaila; Greer, Leslie
Subject: 15-32042-CON Application Deemed Complete Notification
Attachments: 15-32042-CON Notification of Application Deemed Complete.docx

Good morning, 
 
Please see the attached deemed complete letter for Docket No. 15‐32042‐CON. 
 
Regards, 
 
Laurie Greci 
 
Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, MS#13HCA, Hartford, CT 06134 
Tel: 860‐418‐7001 
Fax: 860‐418‐7053 
mailto: laurie.greci@ct.gov 
Web: www.ct.gov/ohca 
 

 
 
 



 
 

Phone: (860) 509-8000 • Fax: (860) 509-7184 • VP: (860) 899-1611 
410 Capitol Avenue, P.O. Box 340308 

Hartford, Connecticut  06134-0308 
www.ct.gov/dph 

Affirmative Action/Equal Opportunity Employer 
 

 

Office of Health Care Access 
 
 
February 29, 2016 Via Email Only 
 
 
 
tim.davis@centerfordiscovery.com 
Tim Davis 
Director of Business Development  
Center for Discovery 
4281 Katella Ave., Ste. 111 
Los Alamitos, CA  90720 
 
RE: Certificate of Need Application; Docket Number: 15-32042-CON 

Establishment of a 6-bed Residential Living Center for Women in Fairfield 
Certificate of Need Completeness Letter  
 

Dear Mr. Davis: 
 
This letter is to inform you that, pursuant to Section 19a-639a (d) of the Connecticut General Statutes, the 
Office of Health Care Access has deemed the above-referenced application complete as of February 26, 
2016.  
 
If you have any questions concerning this letter, please feel free to contact me at (860) 418-7001.  
 
Sincerely, 
 
Laurie Greci 
 
Laurie Greci 
Associate Research Analyst 

mailto:tim.davis@centerfordiscovery.com
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Greer, Leslie

From: Greci, Laurie
Sent: Wednesday, March 02, 2016 12:38 PM
To: 'tim.davis@centerfordiscovery.com'
Cc: Riggott, Kaila; Greer, Leslie
Subject: 15-32042-CON Application for New Facility

Dear Mr. Davis, 
 
One more question for you to addresse concerning the above application.  Did Discovery Practice Management, Inc., 
d/b/a Center for Discovery, ("Applicant") consider expanding the existing facility on Congress St. to accommodate the 
need for the additional beds? Please explain in detail why the second facility was proposed rather than adding beds to 
the existing facility.  Provide descriptions of the two facilities in Fairfield in your discussion.   
 
Please reply directly to Kaila Riggott at kaila.riggott@ct.gov.  I thank you in advance for your response. 
 
Sincerely, 
 
Laurie Greci 
 
Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, MS#13HCA, Hartford, CT 06134 
Tel: 860‐418‐7001 
Fax: 860‐418‐7053 
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Greer, Leslie

From: Tim Davis <tim.davis@centerfordiscovery.com>
Sent: Wednesday, March 02, 2016 12:45 PM
To: Greci, Laurie
Cc: Riggott, Kaila; Greer, Leslie
Subject: RE: 15-32042-CON Application for New Facility

Dear Laurie & Kaila, 
 
There are two main reasons behind our decision to add a second facility rather than expanding the existing facility. The 
first, and most restrictive reason, is that Connecticut state and local zoning laws allow us the 6 bed model with no 
special zoning exemptions, permits, etc. If we want to add additional beds, this would require Conditional Use Permits, 
Public Hearings, and would be subject to a vote of the neighbors, over which we have little control, and probably little 
chance of success as, historically, these public hearings do not go very well for providers. 
 
Second, we prefer to keep our treatment milieus small and intimate for more one on one care, and to maintain the feel 
of a home, rather than an institutional setting. Both of the homes allow for 3 bedrooms to be utilized as double 
occupancy bedrooms, and allow the extra 2‐3 bedrooms to be utilized by the therapists we employ to use as therapeutic 
offices and group therapy rooms. If we were to cram more beds into the house, we would lose the space needed for our 
staff to operate and provide the appropriate level of care. 
 
Tim 
 
 

From: Greci, Laurie [mailto:Laurie.Greci@ct.gov]  
Sent: Wednesday, March 2, 2016 9:38 AM 
To: Tim Davis <tim.davis@centerfordiscovery.com> 
Cc: Riggott, Kaila <Kaila.Riggott@ct.gov>; Greer, Leslie <Leslie.Greer@ct.gov> 
Subject: 15‐32042‐CON Application for New Facility 
 
Dear Mr. Davis, 
 
One more question for you to addresse concerning the above application.  Did Discovery Practice Management, Inc., 
d/b/a Center for Discovery, ("Applicant") consider expanding the existing facility on Congress St. to accommodate the 
need for the additional beds? Please explain in detail why the second facility was proposed rather than adding beds to 
the existing facility.  Provide descriptions of the two facilities in Fairfield in your discussion.   
 
Please reply directly to Kaila Riggott at kaila.riggott@ct.gov.  I thank you in advance for your response. 
 
Sincerely, 
 
Laurie Greci 
 
Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, MS#13HCA, Hartford, CT 06134 
Tel: 860‐418‐7001 
Fax: 860‐418‐7053 
 



2

 
 
 

































1

Greer, Leslie

From: Martone, Kim
Sent: Tuesday, July 12, 2016 12:14 PM
To: Hansted, Kevin
Cc: Roberts, Karen; Greer, Leslie
Subject: FW: Center for Discovery
Attachments: Complaint letter re Ctr For Disc.pdf

Importance: High

 
 
Kimberly R. Martone 
Director of Operations, Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, MS #13 CMN, Hartford, Connecticut 06134 
Phone: 860‐418‐7029 Fax: 860‐418‐7053 
Email: Kimberly.Martone@ct.gov Website: www.ct.gov/ohca 
 

 
 

From: Rossignol, Charles [mailto:CRossignol@waldenbehavioralcare.com]  
Sent: Tuesday, July 12, 2016 12:15 PM 
To: Martone, Kim 
Cc: Koman, Stuart; Pat Gerner (KLG1@aol.com) 
Subject: Center for Discovery 
Importance: High 
 
Greetings, Kim.  Thank you for speaking with me this morning.  Attached is our formal letter from Walden Behavioral 
Care challenging Center for Discovery’s (CFD) opening of a treatment center in New Haven – less than 15 miles from our 
Guilford clinic.  Our attorney, Patricia Gerner Esq, is copied on this correspondence.  An original letter will be coming by 
certified mail. 
I, along with Attorney Gerner, would appreciate being able to hear of the progress with your actions regarding 
CFD.   Thank you in advance for your response.  Please let us know if there are any other actions we can/should take to 
support your efforts. 
Sincerely – 
Chuck Rossignol 
 

*********************************************** 
Charles R Rossignol, MBA 
Vice President - Business Development & Contracting 
Walden Behavioral Care 
51 Sawyer Road 
Waltham, MA  02453 
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Office:  781-647-2922 
Cell: 978-314-1660 
 
Email: crossignol@waldenbehavioralcare.com 

Confidentiality Notice: This email message, including any attachments, is for the sole use of the intended recipient(s) and may contain 
confidential and/or privileged information. Any unauthorized review, use, disclosure, or distribution is prohibited. If you are not the intended 

recipient, please contact the sender by reply email and destroy/delete all copies of the original message. 
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