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ATTACHMENT 1-NYS FACILITIES/AGENCIES

FACILITY TYPE FACILITY NAME OPERATING FACILITY ID (PFI)
CERTIFICATE
: D&TC (ASC) Central New York 1302209R 4067

Eye Center, LTD
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CONSTRUCTION PROJECT CERTIFICATION LETTER FOR AER REVIEWS
ARCHITECTS & ENGINEERS

Date: 4-7-25

CON Number;

Facility Name: Central New York Eye Center LTD

Facility ID Number: 4067

Facility Address:(Current) 22 Green Street, Poughkeepsie, NY 12601

NYS Department of Health/Office of Health Systems Management Center for
Health Care Facility Planning, Licensure, and Finance Bureau of Architectural
and Engineering Review

ESP, Corning Tower, 18" Floor

Albany, New York 12237

To The New York State Department of Health:
I'hereby certify that;

I, Thave been retained by the aforementioned facility, to provide professional architectural/engineering services related to the
design and preparation of construction documents, including drawings and specifications for the aforementioned project.
During the course of construction, periodic site observation visits will be performed, and the necessary standard of care,
noting progress, quality and ensuring conformance of the work with documents provided for all regulatory approvals
associated with the aforementioned project.

]

I have ascertained that, to the best of my knowledge, information and belief, the completed structure will be designed and
constructed, in accordance with the functional program for the referenced construction project and in accordance with any
project definitions, waivers or revisions approved or required by the New York State Department of Health.

3. The above-referenced construction project will be designed and constructed in compliance with all applicable local codes,
statutes, and regulations, and the applicable provisions of the State Hospital Code -~ 10 NYCRR Part 711 (General Standards
for Construction) and Parts (check all that apply):

.12 (Stndards of Construction for General Hospital Facilities)

713 (Standards of Construction for Nursing Home Facilities)

714 (Standards of Construction for Adult Day Health Care Program Facilities)
X_715 (Standards of Construction for Freestanding Ambulatory Care Facilities)
116 (Standards of Construction for Rehabilitation Facilities)

.. 117 (Standards of Construction for New Hospice Facilities and Units)
PLEASE NOTE ANY EXCEPTIONS HERE:

- PR T

4. lunderstand that as the design of this project progresses, if a component of this project is inconsistent with the State Hos pital
Code (10 NYCRR Parts 711, 712, 713, 714, 715, 716, or 717), 1 shall bring this to the attention of the Bureau of Architecture
and Engineering Review (BAER) of the New York State Department of Health prior to or upon submitting final drawings for
compliance resolution.

ARCHITECTURAL AND ENGINEERING LETTER OF CERTIFICATION

Effective January 03, 2023 Page 1 of 2

s



5. 1 understand that upon compleiion of construction. the cosis of any subsequent corrections necessary to schieve compliance
with applicable requirements of 10 NYCRR Pants 711, 712,713, 714, 715, 716 and 717, when the prior work was not
completed properly as certified herein. may not be considered allowable costs for reimbursement under 10 NYCRR Part 86.

This centification is being submitted to facilitate the CON review and subsequent to formal plan approval by your office. It is
understood that an electronic copy of final Construction Documents on CD, meeting the requirements of DSG-05 must be
submitted to PMU for all projects. including limited. administrative. full review. self-centification and reviews performed and
completed by DASNY,

Project Name: Central New York Eye Center LTD
Location: 23 Davis Avenue, Poughkeepsie, NY 12663

Description: Relocation of an existing D&TC to this completely renovated space

Architectural or Engineering Professional
Stamp 5 &

o ‘;‘é;;;'g 'L;'z,,,' Signature of Architect or Engineer
& o,

tes
L N

\S
S o PV "u?’/,x =

Ravinond VanVoorhis
Name of Architect or Engineer (Print)

Al _ 17205
O Professional New York State License Number
"a,"’)z:" .’,?,2.??. . .«{- R J
”",,Sf NEW :‘f’,m“ 18} Church Street, Poughkeepsie, NY 12601
ALY Business Address

The undersigned applicant understands and agrees that, notwithstanding this arehitectural/engineeriog certification the
Department of Health shall have continuing suthority to (a) review the plans submitted herewith and/or inspect the work
with regard thereto, and (b) withdraw its approval thereto. Th ot shall have a continuing obligation to make any

changes required by the Division to comply with the above d r;;miﬁwhetber or not physical plant

construction or slterations have been completed.

Woﬁzed Signature for Applicant
‘5‘%10’7/’20%3 SavisH MeD Mf)jew*\fEK
Date ! o Narue (Print) Title /

Notary signing required for the applicant

STATE OF NEW YORK )
}88;
County of Dutchess )
On the z ﬁ'day of ﬁP{;g 2025, before me personally appeared ‘iaﬁsh Hﬁd 1 » to me known, wha being by
me duly swomn. did depose and say thet he/sheisthe ¢y 2/ f(’ ant of the

T
B .641., ant;( ‘‘‘‘‘ LT . the facility described herein which executed the foregoing instrument; and that hef

she signed hisder name thereto by order of the governing authority of said fuciliry,

LOIS A" CARVER

, & p NOTARY PUBLIC, STATE OF NEW YORK
(Natary} i _ e Registration No. 01CA4808214
P Dualified in Dutchess County
Commission Expires June 30, 20

ARCHITECTURAL AND ENGINEERING LETTER OF CERTIFICATION

Effective January 03, 2023 Page 2 0f 2



Liscum
McCormack
VanVoorhis

Poughkeepsie, NY 12601
845-452-2248
www . MVarchitects.com

Date: 4-25-25

NYS Department of Health/Office of Health Systems Management
Center of Health Care Facility Planning, Licensure, and Finance
Bureau of Architectural and Engineering Review

ESP, Corning Tower, 18" Floor

Albany, New York 12237

Name: Central New York Eye Center LTD

Location: 23 Davis Avenue, Poughkeepsie, NY 12603
Description: Relocation of an existing D&TC to this completely renovated Space

To The New York State Department of Health:

This letter will serve as the Functional Space Program of the above-mentioned project. We, as Architects
on this project, have been retained to provide professional services to design the ASC Ambulatory
Healthcare of approximately 9,800 plus an equipment platform level of 1,788 feet , totaling 11,588 sf of

total space.

The proposed program areas of the renovated areas and their associated square footage (sf) are listed
below.

The proposed program items include:

NO. NAME SF
200 VESTIBULE 180
200.1 ADA TOILET 57
201.1 ADA TOILET 50
201 WAITING 880
239 RECEPTION 95
202 PRE/POST 1,475
202.1 STORAGE 25
202.2 TOILET 57
203/203.1  NURSES STA/NOURISHMENT 263
203.1 ASC.MANG., 69
205 TOILET 53

206 YAG LASER 57



207
209
213
212
211
213
208

b

14
215
216
219
220
220
2221
2222
2223
223
224
225
226
227
228
217.1
230
232
233
234
235
236
237
238

We hope this illustrates the pro

NAME

FEMTO LASER

SOILED UTIL.

OR#1

OR#2

OR#3

OR#4

SEMI-RESTRICTED CORR,

W/2 SCRUB SKS & WORK STA.

DECONTAMINATION
STERILZER ASSEMB.
STERILE SUPPLIES
SPRINKLER ROOM
MATERIALS MANAGER
GAS ROOM

TRASH CLOSET
BIO.HAZARD CLOSET
DIRTY LINEN CLOSET
ELECTRIC

MEN’S LOCKER
WOMENS LOCKER
STORAGE
RESTROOM/SHOWER
RESTROOM

LOCK. MED. RECORDS FILES
STORAGE

JANITOR

LOUNGE / BREAKROOM
TOILET

BUS. MNG.

ADMIN

WORK/COPY

IT

not hesitate to call us.

Sincerely

Raymond VanVoorhis

27

Liscum McCormack VanVoorhis

ce: File #24093
Ann Gormley- Empire Health Advisors

SF

156
54

358
321
322
324

678
152
188
251
163
78
50
34
18
18
129
72
133
272
42
44
28
21
46
191
44
60
69
217
30

Page 2 of 2

posed program requirements. Should you have any questions please do

Rl



PHYSICIST LETTER OF CERTIFICATION
FOR
DIAGNOSTIC RADIOGRAPHY, COMPUTED TOMOGRAPHY (CT) FACILITIES,
INTERVENTIONAL IMAGING, RADIATION THERAPY FACILITIES, PROTON THERAPY,
NUCLEAR MEDICINE AND/OR MAGNETIC IMAGING FACILITIES

Date: 4-2-25

CON Number:

Facility Name: Central New York Eye Center LTD
Facility 1D Number: 4067

Facility Address: (Current) 22 Green Street, Poughkeepsie,
NY 12601

NYS Department of Health/Office of Health Systems Management
Center for Health Care Facility Planning, Licensure, and Finance
Bureau of Architectural and Engineering Review

ESP, Coming Tower, 18" Floor

Albany, New York 12237

To The New York State Department of Health:
I hereby certify that for;

A. Diagnostic Radiography, Computed Tomography (CT) Facilities, Interventional Imaging and Radiation
Therapy Facilities;

L. I have been retained by the aforementioned facility, to provide medical physicists services, in
conjunction with the construction documents prepared by a NYS Licensed Architect/Engineer.

2. Thave exercised due diligence and, to the best of my knowledge, information and belief, the radiation
protection designed and specified for the above-referenced project is in substantial compliance with the
requirements of the relevant technical standards listed in 10 NYCRR 711.2 including but not limited
to Section 2.2-3.4 (Imaging) and (2) Section 2.2-3.5 (Interventional Imaging, of the 2014 Guidelines
for Design and Construction of Hospital and Health Care Facilities and that the radiation exposure to
the public and staff is designed to be as low as is reasonably achievable (ALARA), based on the work
load provided to me by the facility for the proposed equipment and sound radiation protection
principles.

3. Further, 1 agree to ensure that a current report detailing the extent of the radiation protection by the
facility and the design of the protection systems will be made available to the Regional Office staff of
the NYS Department of Health during the final inspection of the facility. I have informed the applicant
that such report must be maintained on site as a permanent record.

B. Magnetic Resonance Imaging (MRI) Facilities, Interventional and Intraoperative MRI (I-MRI) Facilities;
1. 1 further certify that I have exercised due diligence and, to the best of my knowledge, information and

belief the MRI magnetic shielding and radio frequency shielding as designed and specified are in
substantial compliance with the requirements of the relevant technical standards listed in 10 NYCRR

) PHYSICIST LETTER OF CERTIFICATION
Revised January 03, 2023 Page I of 2



711.2. including but not limited to Section 2.2-3.4 (Imaging) and (2) Section 2.2-3.5 (Interventional
Imaging, of the 2014 Guidelines for Design and Construction of Hospital and Health Care Facilities.

2. 1 have reviewed the manufacturer’s certifications accompanying all relevant equipment to ensure that
such certifications satisfy all the requirerents for patient, operator, and public safety.

3. T agree to submit an Architectural floor plan identifying the proposed MRI location, delineating all
areas of the room and including the 5 Gauss line in three-dimensional planes, demonstrating that the
electromagnetic and radio frequency environment is appropriate for the locations indicated are being
submitted simultancously with this Letter of Certification.

€. Description (Circle applicable facility type):
Diagnostic Radiography, Computed Tomography (CT) Facilities. Interventional Imaging, Radiation Therapy Facilities,

Proton Therapy, Nuclear Medicine, Magnetic Resonance Imaging (MRI) Facilities

S/

Signature obMedical Physicist

NYS Registered
Disgnostic Radiological Physicist Thomas J. LaRoccs, MS, DARBR
§i§i§§i§§f£§“§§mm Nams of Medical Physicist (Print)
Exp: 7/31/26 BloMed Associates, Ine., 4 Main St, Flemlngton, NJ 08822
Busingss Address
8458498336

Business Telephone

The undersigned applicant upderstands and agrees that, notwithstanding this Medical Physiclst certification the Department
of Health shall bave continuing autherity to () review the plans submitted berewith and/or fnspect the work with regard
theretn, and (b) withdraw s spproval therete, The applicant shall have a continuing obligation to make any changes reguived
by the Division to comply with the above- mentioned codes-and regulatigns, whethepor not physical plant constroetion or
slterstions bave heen complated. f@éwﬁ/’ , jﬁ{

Athorized Signature for Applicant

x
o {M} @f”?j 2024 SAHALSH NMed | MD JotunrERZ
{ Wame (Print) Title /

Drate

Novary signing required for the spplicant

STATE OF MEW YORK

e Nt
w
w

County of [lirbrhpse,

On the 7™ day M‘@m&w&%ﬁw before me personally eppesred Satis M ) . to me known, who being by me

duly sworn, did depose and say that hefshe iy the i g;:’@ : f Ve f“"’ of the (’ ? vt e f Al 3 %, ark
£ T Center LTD . the facility described herein which executed the foregoing instrument: and that he/she

signed M@;ﬁ‘»cr‘?{%mez shm“@&gg by order of the governing authority of said faeility.
R o LOIS A CARVER
e S D a_ } NOTARY PUBLIC, STATE OF NEW YORK
Notary) 3 cam (A ( etty o, Registration No. 01GA4808214
{Metary) . L T - 3 Y Quialified in Dutel County
s Commission Expires June 30,20 4¢

PHYSICIST LETTER OF CERTIFICATION

Revived Jopmgry 03, 3023 Page I of 2
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,State cmd Z:p mode:,
| E-Mail Address:

“Agency Name,w
A Contact N
“%wﬁ”%

12 rvmée desg .
Ph ane Numiber:

PhoneNumber: [T T

(}3
{D

Has any other agency mane A
name. and suomit the SEG w\
provided beiow,

mental review of thig project? If so give
y of Findings wih (he apphcation in the space

DOH-1%5 B
(Revised 11/2019)

Schedute LRA 4/Scheouls 7

&

Agency Name: _ l o
3.2 | Contact Name - et i o
Address: | ,
State and up CCzde §
]
E-Mail Addre |
Phone N Gumber: ;
is there a public controversy concern ing environmental aspects of this projgct? I
33 yes boefty describe the controversy m the space below,
Part IV. | Storm and Flood Mitigation
Defintions of FEMA 5?7?’3?‘??9?‘?3‘ “t signations
Flooa zones are geograph; , that the FEMA has defined acuord ng o varymg
evels of fliood risk. These "x,m:s are depicled on & community's Flood Insurance
Rate Map (FIRM) or F! r:xa Hazary Boundary Map Eacn zone reflects the saverity or
type of flvoding n the area o
Please use the FEMA Fiood Desigriations scale below as a gude to answering all
Part iV gquestions regardiess of p rﬂgef’ location, flood and or evacualion zone
Is the proposed site ooales in 8 tplam? i Yes wdcale classification below and
provige the Llevation Certificate A k lood nswrance:
Moderate to Low Risk Arsca !
Zone Description ] i
41 In commuribies that parbopals oo omsurance 15 avatable o ak
property owners and renters i ing , -
TG, wsualhe The area betwesn D Smin of the !
car Boods, 4 mc‘itmw ruote bagse fu B ’
B and X : ) ’ [



ad hazosd, usustly degicred on FIRMS as above t

tory flood insurance purchase ‘

S

Wockanee of ficoding

nganda 2 i
w detatled analyses gre not m ‘
flood elevations are shown -

wherae e

nosv wsed an new format FIRM vatead of A1-A3 :
8, wsualhy o the ¢ ]
| ol iy Fieet These sress have
! ) ; ] [
AH P mongsge. Base food i
howen al 2OLET I leryals
: £

chareas wikoa 1% or grest

Lhie fore of sheat Bow, with an :

Freas have

Averoge

peds wdl apsdy bt rates =)
£ ihe Struaturs o npdt
AR foodplan menagement

AR

RGBT
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Zone i Desgription
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{Revised 11/2019)
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New York State Department of Health
Certificate of Need Application
Schedule 11 - Moveahle Equipment

Fur Article 28, 36, and 40 Construction Projects Requiting Full or Administrative Review *

Table I: New Equipment Description

Receton | WAITING ROOM CHAIRS - with arms | 10 | Porchase | NA | 278 | § 3790
Reception | WAITING ROOM CHAIRS - without arms i JPurchase ] NA [ § 3483 5235
Recepton | WAITING ROOM CHAIRS XL (WIPEABLE; 5 Purchase NiA $ 648 1§ 3245
Recaption | END TARBLES & Purchiase WA $ 1wols 800
Reception | RECERTIONIST OFFICE CHAIRS ? Purchgse | MNA | % 100[8 200
Recaplion | COMPUTER 1 Purchase { N& | § 80| S 800
Receplion | MONITOR 3 Purchase NIA § 10018 100
Pre-Op | RECLINER CHAIRS G |Purchase | NA [ § T7e3 ]S 2,108
Pre-Op | MONITORS 3 Purchase | N/A | $3500 [ 10,500
Pre-Op | New 75 Stretcher 3 Purchase | Nk HpREeE] S 36,000
Post Op | RECLINER CHAIRS 3 |Purchase | WA |S 703 ]S 2109
Post Op | MONITORS 3 |Purchase | NA | $3500 )8 10500
OR h?(E)EDCiiESCAPE BASO MONITOR WITH GAS ’ Surchsse | NA | 4250 | 5 4250
OR ;;4{3\;8{%;8%:‘40 FOR CAKESTAPE 5 Purchase | N | 100 1S 200
OR | GE CARESCAPE B450 MONITOR 1 | Purchase | WA | $1850 |5 1850
;ER FABIU O ANESTHES!
OR Bffgji}; ;/}:bégg ;i\igpggzz;&% © 0 {Purchase | NA | segEge] 3 12995
OR | MH CART “will need MH posters posted 1 |Purchese | NA | $6700 (5 8700
OR EQUIPMENT CART HARLOFF MEDSTOR 1 Byrefiase MA $S000 15 5000
OR | ANESTHESIA CART 1 |Purchase | NA | § 50018 500
OR MAYOD STAND 1 Purchase | WA 18 125108 125
OR | KICK BUCKET 1 |Purchase | NA | § oS 200
Misc nﬁfﬁ;?;@%fir(\jsﬂﬁgg Ai’ésg ThRCuEH i Purchase | NiA | ##Eeg] S 16,000
Misc | SCRUB SINK TRIPLE STATION W/ INSTALL | ¢ [ Purchase | NA | #R##dE| § 24000




Table i New Eguipmem gas g:rip;igrz o

Mésc:

incl *:kmgﬁ manaciurer,
T s\meemmwa '

Huri e of
L s

NJR‘AKQH CART [CORRIDOR:

Purchase

NARCOTIC CABINE T SYSTER (Nurde

Station

Misc . Purchasa | NA TS 25018 250
ainr
‘ HPMENT CA GUATION TRD P
Misc (FL%::) L: HTCARTSLOCATION T8o) 4 WA 1S 1|5 400
Misc TVIMONITOR 22" OR a2 3 Purchase | NA | & aeg (8 900
Nurses . ,
S;atm OFFICE CHAIRS 4 fPurchase | NA 1§ 1003 400
¥
Nurses e y
i COMPUTER 2 Purchase t WA 18 g0l & 1600
[ <138
WA st
NUISES o >
::*{ ation MONITOR 2 Purchase | W& 1§ 10018 200
t At
Nurses R - R PR
Station PRINTERSF AXCOPIER Furchase | NA F S BGO T S 540
LO R,
Nurses | BL T WARY AMETO SINGLE MEFE N
e Cf:)mf;?; ENT ) RROIEES : Furthase | WA L 38500 1 8 BBOD
3 it !iu

Nirses

Room

Station MED FRIDGE (UNDER COUNTER) 1 Purchase NACTER 200 1S 200
Nisses. | ICE MACHINE (COUNT I S NACTE s 200
Station [LB/24 5 COMMERCIAL

Offices | DESKS 3 Purchasz | WA [§ 35013 1080
Offices | OFFICE CHAIRS 8 Purchase | Nib 1§ 100 1% 300
Otfices | FILE CARINETS - 2 Purehase { NA 1S 15D 15 300
Otficas | GUEST Crpcasg & Pucchase b oA 1S a0t g BOG
Offices | BOOKCASE § Purchase | WA 1§ 20048 200
Launge | TABLE i Puohase | N LS ARO[ E 500
Lounge | CUBIOLES (20 SFACE, } Py NACLS 008 200
Lounge | REFRIGERATOR T | Purchase | N LS 1000 |5 1000
Slotage | CARTS/RACKS S “ AN ST £ IR R
Slorage | 10L STORAGE 2 |Purchase ] NA L 3430013 B
Storage | MEDICAL RECORD FILE CABINETS Parchase | NIA 1 §1200 1§ 2450
g CUBICLES OR SHOE RACZKS (20 SPACE; 2 Purchase [ NA FE 20018 40




Tabie I: New Equipment De»scription

= ey ol ahuactrer, | fum
oo f e

e

Lockér :
Risorr BENCHES Z Purcnase NiA 150 1% 300
Sterile
Ci‘:an RACKS 4 lPurchase | WA |5 100fs 400
Slerle | STAINLESS STEEL TABLE/CART YEVOR . : . o ma e .

- SRR TS s N AT t Purchase NiA 3 XIS 850
Clean  [(TRANSPORT CONTAM. INGT,

ase o' Projest b ] seTene




New York State Department of Health Schedule 13A
Certificate of Need Application

Schedule 13 A. Assurances from Article 28 Applicants

Article 28 applicants seeking combined establishment and construction or construction-only approval
must complete this schedule.

The undersigned, as a duly authorized representative of the applicant, hereby gives the following

assurances:

a) The applicant has or will have a fee simple or such other estate or interest in the site, including
necessary easements and rights-of-way sufficient to assure use and possession for the purpose of
the construction and operation of the facility.

b) The applicant will obtain the approval of the Commissioner of Health of all required submissions,
which shall conform to the standards of construction and equipment in Subchapter C of Title 10
(Health) of the Official Compilation of Codes, Rules and Regulations of the State of New York.

¢) The applicant will submit to the Commissioner of Health final working drawings and specifications,
which shail conform to the standards of construction and equipment of Subchapter C of Title 10,
prior to contracting for construction, unless otherwise provided for in Title 10.

d) The applicant will cause the project to be completed in accordance with the application and
approved plans and specifications.

e) The applicant will provide and maintain competent and adequate architectural and/or engineering
inspection at the construction site to ensure that the completed work conforms to the approved
plans and specifications.

f) If the project is an addition to a facility already in existence, upon completion of construction all
patients shall be removed from areas of the facility that are not in compliance with pertinent
provisions of Title 10, unless a waiver is granted by the Commissioner of Health, under Title 10.

g) The facility will be operated and maintained in accordance with the standards prescribed by law.

h) The applicant will comply with the provisions of the Public Health Law and the applicable provisions
of Title 10 with respect to the operation of all established, existing medical facilities in which the
applicant has a controlling interest.

i) The applicant understands and recognizes that any approval of this application is not to be
construed as an approval of, nor does it provide assurance of, reimbursement for any costs
identified in the application. Reimbursement for all cost shall be in accordance with and subject to
the provisions of Part 86 of Title 10.

Date g Ol /5‘1‘ ‘”?‘/ oy Nq( g (” e -

| Signature:

| Satish Modi, M.D. |
Name (Please Type)

| Owner | |
Title (Please type)

DOH 155-D Schedule 13A 1
(06/2020)



New York State Department of Health

Certificate Of Need Application

Schedule 13 B. Staffing
Table 13B - 1:

Sched

For Establishment and/or Construction Requiring FullAdministrative Review

_X_ Total Project
_________ . Subproject number

ule 13B

A B c | D
Number of FTEs to the Nearest Tenth
Current Year First Year Third Year
) Total Budget | Total Budget
Staffing Categories
A (2) )

1. Management & Supervision 4.8 4.8 4.8
2. Technician & Specialist 3.7 45 55
3. Registered Nurses 36 4.0 45
4. Licensed Practical Nurses 0.8 1.0 1.5
5. Aides, Orderfies & Attendants
6. Physicians
7. PGY Physicians
8. Physicians' Assistants
8. Nurse Practitioners
10. Nurse Midwife
1. Social Workers and Psychologist**
12. Physical Therapists and PT Assistants
13. Occupational Therapists and OT Assistants
14. Speech Therapists and Speech Assistants
15, Other Therapists and Assistants
16, Infection Control, Environment and Food Service 0.2 0.0 0.0
17. Clerical & Other Administrative 28 2.1 35
18. Other Employee Classifications (please specify)
19. TOTAL NUMBER OF EMPLOYEES 157 16.4 19.8

" Last complete year prior to submitting application
" Use only for RHCF and D & T Center proposals

Describe how the number and mix of staff were determined:

Based on existing staffing and plians for moderate procedure volume in first year after relocation

Additiona! volume will dive increase i staff by year 3




e

New York State Department of Health Schedule 17A
Certificate of Need Application

Schedule 17 A - Diagnostic and Treatment Center Program Information.
See “Schedules Required for Each Type of CON” to determine when this form is required.

Instructions: In the space below, briefly indicate how the facility intends to comply with state and federal
regulations. If the application involves conversion of an existing practice, state who owns the practice and how

the conversion will be done. If there are other entities utilizing the same Space or resources, please state exactly
how the space and resources will be allocated. Also, provide a description of the other entities.

Central New York Eye Center LTD intends to continue complying with State and Federal regulations. The
Center is an approved Medicare and Medicaid provider and is accredited by the Accreditation Association of
Ambulatory Health Care (AAAHC) and thus familiar with federal requirements. It is an approved single-specialty
ambulatory surgery center by the New York State Deparment of Health since 2004 and is familiar with State
requirements. Its policies and procedures reflect both federal and State requirements. The CEO, Medical
Director and Adminstrator are responsible for assuring that the Center is in compliance with Federal and State
regulations.

For D&TC -Ambulatory Surgery Projects:
Please provide a list of ambulatory surgery categories you intend to provide.

List of Proposed Ambulatory Surgery Category
0

For D&TC -Ambulatory Surgery Projects:

Please provide the following information:

Number and Type of Operating Rooms:
«  Current: 2
« Tobe added: 2

» Total ORs upon Completion of the Project: 4

Number and Type of Procedure Rooms:
e Current; 0

¢  Tobe added: (

DOH 155-[) Schedule 17A 1
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* Total Procedure Rooms upon Completion of the Project: 0

DOH 155-D Schedule 17A 2
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New York State Department of Health Schedule 17B

Certificate of Need Application
Schedule 17 B - Community Need

See “Schedules Required for Each Type of CON" to determine when this form is required.
Public Need Summary:

Briefly summarize on this schedule, why the project is needed. Use additional paper, as necessary. if the
following items have been addressed in the project narrative, please cite the relevant section and pages.

1. Identify the relevant service area (e.g., Minor Civil Division(s), Census Tract(s), street boundaries, Zip
Code(s), Health Professional Shortage Area (HPSA) etc.)

Fifty-one percent of the patients of Central New York Eye Center come from 10 Zip Codes, with 48 percent of ;}

those paitents residing in Zip Codes in Dutchess Coun

ty including 19 percent in the City of Poughkeepsie.

2. Provide a quantitative and qualitative descri
include median income, ethnicity, payor mix

ption of the population to be served. (Qualitative data may
. efc.)

]

The current payor mix for Central New York Eye Center is presensted below.

PAYOR PERCENT
Medicare 1,433 49.4
Medicare Advantage 1,016 35.0
Commericial 350 12.1
Medicaid 5 0.1
TOTAL 2,902 100.0

These data indicate that the majority of patients served by Central New York Eye Center are enrolled in Medicare

(49.4 percent) or Medicare Advantage Plans (35.0 percent).

3. Document the current and projected demand for the proposed services. If the proposed services are covered
by a DOH need methodology, demonstrate how the proposed service is consistent with it

In 2024 in its current Ication at 22 Green Street in Poughkeepsie which has two operating rooms a total of 2,902
procedures were performed. The proposed location to 23 Davis Avenue in Poughkeepsie (3.1 miles) will initially
provide one additional operating room with a fourth available in the furture depending upon demand. The number
of procedures in future years are projected to be

4. (&) Describe how this project responds to and reflects the needs of the residents in the community you
propose to serve.

In view of the fact that the proposed new location at 23 Davis Avenue in Poughkeepsie is only 3.1 miles from the
current facility at 22 Green Street, it is anticipated that the service are will remain the same. However, the propsed
new facility will be a modern facilty with increased capacity of one or two operating rooms to meet the needs of an
increasingly aging population enrolled in Medicare.

{(b) Describe how this project is consistent with your facility’s Community Service Implementation Plan
(voluntary not-for-profit hospitals) or strategic plan (other providers).

This proposed project is consistent with the strategic plan of Central New York Eye Center which is to expand and
modernize the availability of ophthalmological services to an increasing aging population in its service area. {

DOH 155-D Schedule 17B 1
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New York State Department of Health Schedule 17B
Certificate of Need Application

(¢} Will the proposed project serve all patients needing care, regardless of their ability to pay or the
source of payment? If so, please provide such a statement.

f

]

5. Describe where and how the population to be served currently receives the proposed services.

The population to be served by the proposed new fac
_Center located at 22 Green Street in Poughkeepsie.

ilty currently is served at the existing Central New York Eye 1

ONLY For Applicants Seeking Permanent Life

Diagnostic and Treatment Centers seeking approval for a Permanent Life MUST provide
the following information:

Instructions: In the space below, please provide detailed information on the most recent
CON application that was approved for the limited life.

vii.

CON number:
Date of approval:

Number of years of limited life approved for:

OpCert number and dates:
Please provide a table with information on projections by payor for year 1 and year 3
as reported on the approved CON. (Please identify the projections in terms of
visits or procedures).
Please provide a table with information on actual utilization by payor for each year
since the implementation of the approved CON.,
Note: Please use the same category of payors for actual utilization as those used for
projections in item ‘v’ above. Also, use the same category (i.e., visits or
procedures) for actual utilization as those used for projections in item ‘v’ above.
Did you achieve those projections reported in item 'v' above?

DOH 155-D Schedule 178 2
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If not, please give reasons for not meeting those projections.
How do you plan to improve this shortfall?

L " ]

Quality and Accreditation:

1. Please cite relevant accreditations, certifications or awards attained by the applicant which build
confidence in services of high quality. Examples include certification as a Federally Qualified
Neighborhood Health Center.

2. Describe relevant programs or resources the applicant will bring to the new facility. Include existing
programs that have proven track records at the applicant's other sites, if applicable, as well as programs
the applicant plans for the future. Such programs include:

a. Programs specially tailored to the heaith needs of the population of the service area.
b. Grant funded programs.
c. Scholarships or fellowships.

3. Describe the applicant's experience or track record serving similar populations:

Primary and Specialty Care Services Review Criteria:
Expansion of Services

When a CON application proposes conversion of a group or solo medical practice to Article 28 status, the
applicant must provide a written analysis of the effect of the proposal on the following factors:

1. The full time equivalent (FTE) number of primary care physicians and specialists, by specialty, engaged in
the practice after the conversion compared with the number before conversion.

2. The (FTE) number of non-physician providers of primary care and specialty care, by speciaity, such as
Physician Assistants, Certified Nurse Practitioners, Physical Therapists, and Dental Assistants after the
conversion compared with the number before conversion.

3. The number of primary care and specialty visits, by specialty, after the conversion compared with the
number before conversion.

4. The array of services to underserved clients after the conversion compared with the number before
conversion.

DOH 155-D Schedule 178 3
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Target Population and Service Area:

All applications involving primary care services must provide a written analysis that clearly demonstrates that the
proposal meets at least one of the following criteria. For criteria that do not apply, enter "not applicable";

1. The proposed clinic is in an underserved area as indicated by location in a Health Professional Shortage
Area (HPSA) or Medically Underserved Area (MUA).

2. The population to be served exhibits poor health status, as measured by factors such as high levels of
inpatient discharges for ambulatory care sensitive conditions (ACSC), incidences of diseases and
conditions in excess of standards in Healthy People 2010 or other pertinent indicators.

DOH 155.D Schedule 17R
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3. The primary care services of the proposed clinic will be targeted to a group or population with special
needs or conditions that make it difficult for them to obtain adequate primary care in clinics or physician
practices serving the general population. Examples of such needs and conditions are:

* Developmental disabilities.

HiV.

Alcohol Substance Abuse.

Health needs relating to aging.

Mental Health needs.

Homelessness

Linguistic or cultural barriers in obtaining access to primary care.

L ]

Capacity of Existing Primary Care Providers

The project narrative should describe existing primary care services in the proposed service area. The narrative
should include the number and location of existing D&TCs, extension clinics and part-time clinics and a summary
of primary care services available through private practices. The narrative should indicate whether travel time
and transportation are factors in access to primary care. Examples of travel related issues include topography,
seasonal weather conditions, and availability of public transportation. Applicants are not expected to describe
the volume of services delivered by existing providers, since they will rarely have access to such data, but the
project narrative should indicate that the applicant is reasonably familiar with the overall availability of primary
care in the targeted area.

In instances where the target area is likely to already have significant primary care resources, the CON proposal
will be reviewed for the following need related factors:

*  The ratio of primary care physicians to population in the proposed service area. HPSA uses a ratio of 1.0
FTE physicians to 3000 persons; Medicaid Managed Care uses a ratio of 1 to 1500.

*  The number of primary care physicians in the proposed service area who are "active” in serving the
Medicaid population. This is often measured as physicians who are reimbursed $5000 or more peryear
by Medicaid.

* The annual number of primary care visits per person by Medicaid eligible persons in the proposed service
area. An average lower than 2.0 visits per person is often considered a problem.

= The percentage of the Medicaid population that is enrolled in Managed care will be taken into account
where appropriate.

* The current volume of primary care visits to existing D&TC and Extension clinics.

Not all of the above criteria need be evaluated for all applications. The number will vary depending on the type
and location of services proposed and on how thoroughly the application addresses need in the project narrative
and the related schedules.

Need Review for Specialty Clinics:

Applications not involving primary care services must also provide a written analysis that clearly demonstrates
that the need exists for the proposed services

4. s the proposed clinic in an underserved area as indicated by location in a Health Professional Shortage
Area (HPSA) or Medically Underserved Area (MUA)Y?

DOH 155-D Schedule 178 5
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5. Describe in very specific terms the patients who require the specialty services, including the number of

patients and their specific health problems, and how the proposed facility will meet their needs better than
existing providers.

-

6. In the case of Dental clinics, is the application supported by the local Health Department? Is the proposal
supported by the Department of Health’'s Bureau of Dental Services? Is the applicant participating in
current dental health initiatives? Has the applicant consulted with resources such as the New York State
Oral Health Technical Assistance Center?

DOH 155-D Schedule 178 6
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Impact of Proposed CON on Diagnostic & Treatment Center Operating Certificate

The Sites Tab in NYSE-CON has replaced the Authorized Services Table of Schedule
17C. The Authorized Services Table in Schedule 17C is only to be used when
submitting a Modification, in hardcopy, after approval or contingent approval.

TABLE 17C-1 AUTHORIZED CERTIFIED SERVICES

Instructions:
For applications requesting changes to more than one location, complete a separate Table 17-C-1 for each location

LOCATION: [[] MOBILE CLINIC DESIGNATION (217)
Check box only if extension clinic is mobile

Enter street adaress of lacility) (A mobile clinic must be an extension clinic with a fixed main sife}
Existing Add | Remove |Proposed

MEDICAL SERVICES - PRIMARY CARES

MEDICAL SERVICES - OTHER MEDICAL SPECIALTIES
ABORTION

ADULT DAY HEALTH - AIDS

AMBULATORY SURGERY

MULTI-SPECIALTY*

SINGLE SPECIALTY — GASTROENTEROLOGY#
SINGLE SPECIALTY — OPHTHALMOLOGY*

SINGLE SPECIALTY — ORTHOPEDICS*

SINGLE SPECIALTY -- PAIN MANAGEMENT#

SINGLE SPECIALTY -- OTHER (sPeciEy) ?

BIRTHING SERVICE O/P

CERTIFIED MENTAL HEALTH Q/P

CHEMICAL DEPENDENCE - REHAB 2

CHEMICAL DEPENDENCE - WITHDRAWAL O/P 2

CLINIC PART TIME SERVICES

CT SCANNER

DENTAL O/P

HOME HEMODIALYSIS TRAINING AND SUPPORT*

HOME PERITONEAL DIALYSIS TRAINING AND SUPPORT#
INTEGRATED SERVICES - MENTAL HEALTH
INTEGRATED SERVICES ~ SUBSTANCE USE DISORDER
LITHOTRIPSY O/P

MAGNETIC RESONANCE IMAGING (MR}

METHADONE MAINTENANCE O/P

NURSING HOME HEMODIALYSIS?

RADIOLOGY — THERAPEUTIC Q/P5

RENAL DIALYSIS, CHRONIC [Camplete the ESRD section 17C-1{a)&(b) below]*
TRAUMATIC BRAIN INJURY PROGRAM O/P |

LDO0DO000o0000000Dooooxon Oooo

L)\ O0O00o00o0o0oooonoooooo ;DDDD
O DOOOo0OoooooonooooooonD Ooooa
L 0000 oo0oooonooxooooonn LiOOO

' A separate licensure application must be filed with the NYS Office of Menal Health in addition to this CON.

2 A separate licensure application must be filed with the NYS Office of Alcoholism and Substance Abuse Services in addition ta this CON.
# Require additional approval by Medicare

5 RADIOLOGY - THERAPEUTIC includes Linear Accelerators.

8 PRIMARY CARE includes one or more of the following: Family Practice, Internal Medicine, Ob/Gyn or Pediatric

" Must be certified for Home Hemodialysis Training & Support

DOH 155-D Schedule 17C
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END STAGE RENAL DISEASE (ESRD)

TABLE 17C-1(a) CAPACITY Existing | Add | Remove Proposed |
CHRONIC DIALYSIS

If application involves dialysis service with existing capacity, complete the following table:

LTABLE 17C-1(b) PROCEDURES Last 12 mos 2 years prior 3 years prior

ICHRONIC DIALYSIS

All Chronic Dialysis applicants must provide information requested on the following page in compliance
with 10 NYCRR 670.6.

END STAGE RENAL DISEASE

1. Provide a five-year analysis of projected costs and revenues that demonstrates that the proposed dialysis
services will be utilized sufficiently to be financially feasible.

2. Provide evidence that the proposed dialysis services will enhance access to dialysis by patients, including
members of medically underserved groups which have traditionally experienced difficulties obtaining access
to health care, such as; racial and ethnic minorities, women, disabled persons, and residents of remote rural
areas.

3. Provide evidence that the hours of operation and admission policy of the facility will promote the availability of
dialysis at times preferred by the patients, particularly to enable patients to continue employment.

4. Provide evidence that the facility is willing to and capable of safely serving patients.

5. Provide evidence that the proposed facility will not jeopardize the quality of care or the financial viability of
existing dialysis facilities. This evidence should be derived from analysis of factors including, but not
necessarily limited to current and projected referral and use patterns of both the proposed facility and existing
facilities. A finding that the proposed facility will jeopardize the financial viability of one or more existing
facilities will not of itself require a recommendation to of disapproval.

DOH 155-D Schedule 17C 2
{(11/2019)



New York State Department of Health
Certificate Of Need Application

Table 17C-2 - Projected Utilization of Services:

Schedule 17C

The number of projected “visits" should be listed in this table for each existing or proposed certified service.
Visits should be estimated for the current, first and third year of the project.

1st Year
Current | Total Budget|3rd Year Total
CERTIFIABLE SERVICES Year Visits Visits | Budget Visits
Ambulatory Surgery - Ophthalmology 2,857 3,420 4,098
Total Visits 2,857 3,420 4,098




