








Date __________________
Facility Pre-Qualification Application

Institution’s Name ____________________________________   Agreement Number_______

Institution’s Contact: ___________________________________________________________

Phone Number: _____________________  
 Email or Fax Number: _____________________

Email Address:  _______________________________________________________________



                (The processed pre-qualification form is sent to the email or fax listed above)

	


Facility’s Name: ___________________________________________           _____home   _____center

Responsible Party(ies)/Individual: _____________________________

Federal ID #(if applicable): _____________________________
 
Mailing Address: ______________________________________________________________
Street Address: _______________________________________________________________
Has the facility ever had an agreement with DHHS?  ___yes _________(agreement #) ___no
Has the facility ever participated under another Sponsoring Organization? ____yes _____no

If yes, name of sponsoring organization____________________________________________
Sponsoring Organization has reviewed the NDL, the facility and/or responsible party are not listed on NDL ______ Initial
Date of Birth if name was found on the NDL:  _________________________
State Agency Only: This facility is in good standing with the State Agency: __Yes    __No

Facility’s Name: ___________________________________________           _____home   _____center

Responsible Party(ies)/Individual: _____________________________

Federal ID #(if applicable): _____________________________

 
Mailing Address: _____________________________________________________________

Street Address: _______________________________________________________________

Has the facility ever had an agreement with DHHS?  ___yes _________(agreement #) ___no

Has the facility ever participated under another Sponsoring Organization? ____yes _____no

If yes, name of sponsoring organization____________________________________________
Sponsoring Organization has reviewed the NDL, the facility and/or responsible party are not listed on NDL ______ Initial
Date of Birth if name was found on the NDL:  _________________________
State Agency Only: This facility is in good standing with the State Agency: __Yes    __No
Facility’s Name: ___________________________________________           _____home   _____center

Responsible Party(ies)/Individual: _____________________________

Federal ID #(if applicable): _____________________________

 
Mailing Address: ______________________________________________________________

Street Address: _______________________________________________________________

Has the facility ever had an agreement with DHHS?  ___yes _________(agreement #) ___no

Has the facility ever participated under another Sponsoring Organization? ____yes _____no

If yes, name of sponsoring organization____________________________________________
Sponsoring Organization has reviewed the NDL, the facility and/or responsible party are not listed on NDL ______ Initial
Date of Birth if name was found on the NDL:  _________________________
State Agency Only: This facility is in good standing with the State Agency: __Yes    __No
State Agency Comments: ______________________________________________________________________________________________________________________________________________________
Signature: ____________________________________________  
Date: _____________________________


(State Agency Use Only)
Please fax or email to Cassandra Williams (State Agency) at (919) 870-4819/Cassandra.williams@dhhs.nc.gov
Revised January 2016

