
BAiffi~DONELSON 
100 LIGHT STREET · BALTIMORE, MARYLAND 21202 • 410.685.1120 • bokerdonelson.com 

JOHN J. ELLER, SENIOR COUNSEL 
Direct Dial: 410.862.1162 
Direct Fax: 443.263.7562 
E-Mail Address: jeller@bakerdonelson.com 

February 3, 2017 

VIA HAND DELIVERY AND EMAIL 
Kevin McDonald, Chief 
Certificate of Need Division 
Maryland Health Care Commission 
4160 Paterson Avenue 
Baltimore, Maryland 21215 

Re: Columbia Surgical Institute, LLC 
Certificate of Need Application 

Dear Mr. McDonald: 

Enclosed please find six copies of a Certificate of Need Application being filed on behalf 
of Columbia Surgical Institute, LLC ("CSI") regarding a project at CSI to add a second operating 
room ("OR"). A full copy of the application will also be emailed to you in searchable PDF and 
Word forms. 

I hereby certify that a copy of the CON application has been provided to the local health 
department, as required by regulations. 

If any further information is needed, please let us know. 

JJE/tjr 
Enclosures 

Sincerely, 
BAKER, DONELSON, BEARMAN, 
CALDWE & BERKOWITZ, P ;~---

cc: Maura Rossman, MD, Health Officer - Howard County 
Ms. Ruby Potter - Health Facilities Coordination Office 
Scott LaBorwit, MD 
Penelope Williams, Director~ RN, MSIMHA 
Howard L. Sollins, Esquire 

3~'Mj. FLORIDA· GEORGIA· LOUISIANA· MARYLAND · MISSISSIPPI· SOUTH CAROLINA · TENNESSEE· TEXAS · VIRGINIA · WASHINGTON, D.C. 
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PART I - PROJECT IDENTIFICATION AND GENERAL INFORMATION  

 
1.   FACILITY 
 
Name of Facility:  Columbia Surgical Institute         
 
Address:  6020 Meadowridge Center Drive, Suite H   Elkridge, MD  21075   Howard County   
 
 
2. NAME OF OWNERS 
 

Scott LaBorwit, MD    Ophthalmology    73% ownership 
Allan Rutzen, MD      Ophthalmology    % ownership 

 
 
3. APPLICANT 
 
Legal Name of Project Applicant (Licensee or Proposed Licensee):  Columbia Surgical Institute, LLC 
 
Address:  6020 Meadowridge Center Drive, Suite H  Elkridge, MD  21075   Howard County   
 
Telephone:  (410) 821-6400           
 
 
4. NAME OF LICENSEE OR PROPOSED LICENSEE, if different from the applicant: 
 
No difference 
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5.   LEGAL STRUCTURE OF APPLICANT (and LICENSEE, if different from applicant).  
 

Check  or fill in applicable information below and attach an organizational chart 
showing the owners of applicant (and licensee, if different).   
 
A. Governmental   
B. Corporation   
 (1) Non-profit  State & Date of Incorporation 
 (2) For-profit   
 (3) Close     
C. Partnership   
 General   
 Limited    
 Limited Liability Partnership   
 Limited Liability Limited 

Partnership   

 Other (Specify):    
D. Limited Liability Company   
E. Other (Specify):    
    
 To be formed:   
 Existing:   

 
 
6.   PERSON(S) TO WHOM QUESTIONS REGARDING THIS APPLICATION SHOULD BE 

DIRECTED  
 

A. Lead or primary Contact: 
 
Name and Title:  Penelope L. Williams 

Company Name:  Penelope L Williams  

Mailing Address:  4217 Dresden Street    Kensington,  MD   20895 

Telephone:  240-691-9311

E-mail Address (required):  pwilli759@icloud.com  

Fax:   

If company name is 

different than applicant 

briefly describe the 

relationship. 

CON Consultant to CSI 
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B. Additional or Alternate Contact: 
 
Name and Title:  Scott LaBorwit, MD 

Company Name:  Columbia Surgical Institute 

Mailing Address:  602 Meadowridge Center Drive, Suite H    Elkridge,   MD   21075   

Telephone:  443-275-7800 

E-mail Address (required):  sel104@me.com  

Fax:  410-796-0700 

If company name is 

different than applicant 

briefly describe the 

relationship. 

 

No Difference 

 

7.   TYPE OF PROJECT  
 

The following list includes all project categories that require a CON pursuant to 
COMAR 10.24.01.02(A). Please mark all that apply in the list below. 

 
 If approved, this CON would result in (check as many as apply): 
 

(1) A new health care facility built, developed, or established   
(2) An existing health care facility moved to another site  
(3) A change in the bed capacity of a health care facility   
(4) A change in the type or scope of any health care service offered 

by a health care facility  
 

 
(5) A health care facility making a capital expenditure that exceeds the 

current threshold for capital expenditures found at: 
http://mhcc.maryland.gov/mhcc/pages/hcfs/hcfs_con/documents/con_capital_threshold_20140301.pdf 
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8.   PROJECT DESCRIPTION 
  

A. Executive Summary of the Project: The purpose of this BRIEF executive summary 
is to convey to the reader a holistic understanding of the proposed project: what it is, 
why you need to do it, and what it will cost. A one-page response will suffice. Please 
include: 

(1)Brief Description of the project – what the applicant proposes to do 
(2)Rationale for the project – the need and/or business case for the proposed 
project 
(3)Cost – the total cost of implementing the proposed project 
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B. Comprehensive Project Description: The description should include details 
regarding: 

(1)Construction, renovation, and demolition plans 
(2)Changes in square footage of departments and units 
(3)Physical plant or location changes 
(4)Changes to affected services following completion of the project 
(5)Outline the project schedule. 
  

• 
® 

• 

• 

• 

• 
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9.   CURRENT CAPACITY AND PROPOSED CHANGES 
  

 
 
Service 

 
Unit Description 

Currently 
Licensed/ 
Certified 

Units to be 
Added or 
Reduced 

Total Units if 
Project is 
Approved 

ICF-MR Beds ____/____   

ICF-C/D Beds ____/____   

Residential Treatment  Beds ____/____   

Ambulatory Surgery 
 

Operating Rooms 1 +1 2 

*Procedure Rooms 3 (1) 2 

Home Health Agency Counties ____/____   

Hospice Program Counties ____/____   

Other (Specify)     

TOTAL  4 +1; (1) 4 
 

 
10.   COMMUNITY BASED SERVICES  (IDENTIFY ANY COMMUNITY BASED SERVICES 
THAT ARE OR WILL BE OFFERED AT THE FACILITY AND EXPLAIN HOW EACH ONE 
WILL BE AFFECTED BY THE PROJECT.)  
 
  

 



10 

 
11.   REQUIRED APPROVALS AND SITE CONTROL 
  

 A.         Site size:  3,719  square feet 
B. Have all necessary State and local land use and environmental approvals, 

including zoning and site plan, for the project as proposed been obtained? 
YES__X___ NO _____ (If NO, describe below the current status and timetable 
for receiving each of the necessary approvals.) 

 
      

 
C. Form of Site Control (Respond to the one that applies. If more than one, 

explain.): 
  

(1) Owned by:         
  
(2) Options to purchase held by:         
 Please provide a copy of the purchase option as an attachment. 

 
(3) Land Lease held by: Columbia Surgical Institute, LLC 
 Please provide a copy of the land lease as an attachment.  

 

 
(4) Option to lease held by:       
 Please provide a copy of the option to lease as an attachment. 

 
(5) Other:       
 Explain and provide legal documents as an attachment. 
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12.   PROJECT  
(INSTRUCTION: IN COMPLETING THE APPLICABLE OF ITEMS 10, 11 or 12, PLEASE  
CONSULT THE  PERFORMANCE REQUIREMENT TARGET DATES SET FORTH IN 
COMMISSION REGULATIONS, COMAR 10.24.01.12) 

 For new construction or renovation projects. 
           Project Implementation Target Dates  
   A. Obligation of Capital Expenditure    1 month from approval date  
 B. Beginning Construction   1 month from capital obligation. 
  C. Pre-Licensure/First Use _____2__ __ months from capital obligation. 
  D. Full Utilization _____3_____ months from first use. 
   
 For projects not involving construction or renovations. 
            Project Implementation Target Dates 
  
  A. Obligation or expenditure of 51% of Capital Expenditure ________ months from 

CON approval date. 
   B. Pre-Licensure/First Use __________________ months from capital obligation. 
   C. Full Utilization _________________________ months from first use. 
 
 For projects not involving capital expenditures.  
            Project Implementation Target Dates  
  
  A. Obligation or expenditure of 51% Project Budget ________ months from CON 

approval date. 
   B. Pre-Licensure/First Use __________________ months from CON approval. 
   C. Full Utilization _________________________ months from first use.  
 

13.   PROJECT DRAWINGS 
  
  Projects involving new construction and/or renovations should include scalable schematic 

drawings of the facility at least a 1/16” scale. Drawings should be completely legible and 
include dates.  

 These drawings should include the following before (existing) and after (proposed), as 
applicable:  
A. Floor plans for each floor affected with all rooms labeled by purpose or function, 

number of beds, location of bath rooms, nursing stations, and any proposed space for 
future expansion to be constructed, but not finished at the completion of the project, 
labeled as “shell space”. 

B. For projects involving new construction and/or site work a Plot Plan, showing the 
"footprint" and location of the facility before and after the project. 

C. Specify dimensions and square footage of patient rooms.  
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14.   FEATURES OF PROJECT CONSTRUCTION 
  
A. If the project involves new construction or renovation, complete Tables C and D of  

the Hospital CON Application Package. 

  
B. Discuss the availability and adequacy of utilities (water, electricity, sewage, natural 

gas, etc.) for the proposed project and identify the provider of each utility.  Specify the 
steps that will be necessary to obtain utilities.  
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MHCC Table C 
Construction Characteristics 
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MHCC Table D 
Onsite and Offsite Costs Included and Excluded in Marshall Valuation Costs 

 

 

 
  



15 

PART II - PROJECT BUDGET 

 
TABLE E. PROJECT BUDGET 
   
INSTRUCTION: Estimates for Capital Costs (1.a-e), Financing Costs and Other Cash Requirements 
(2.a-g), and Working Capital Startup Costs (3) must reflect current costs as of the date of 
application and include all costs for construction and renovation. Explain the basis for construction 
cost estimates, renovation cost estimates, contingencies, interest during construction period, and 
inflation in an attachment to the application. See additional instruction in the column to the right of 
the table. 

NOTE: Inflation should only be included in the Inflation allowance line A.1.e. The value of donated 
land for the project should be included on Line A.1.a as a use of funds and on line B.8 as a source 
of funds 

        Other Structure Total 
A. USE OF FUNDS 
  1. CAPITAL COSTS 
    a. Land Purchase   $0 
    b. New Construction 
    (1) Building   $0 

    (2) Fixed Equipment   $0 

    (3) Site and Infrastructure   $0 
    (4) Architect/Engineering Fees   $0 
    (5) Permits (Building, Utilities, Etc.)   $0 
  SUBTOTAL $0 $0 
    c. Renovations 
    (1) Building $8,092 $8,092 

    (2) Fixed Equipment (not included in 
construction)  $3,000 $3,000 

    (3) Architect/Engineering Fees $3,000 $3,000 
    (4) Permits (Building, Utilities, Etc.) $100 $100 
  SUBTOTAL $14,192 $14,192 
    d. Other Capital Costs 
    (1) Movable Equipment   
      Phaco machine (Centurion) $60,000 $60,000 
      Microscope $70,000 $70,000 
      Additional stretcher $14,000 $14,000 
      Other items $16,000 $16,000 
    (2) Contingency Allowance     

    (3) Gross interest during construction 
period     

    (4) Other (Specify/add rows if needed)     
      SUBTOTAL $160,000 $160,000 

      TOTAL CURRENT CAPITAL 
COSTS $174,192 $174,192 

    e. Inflation Allowance   $0 

  TOTAL CAPITAL COSTS  $174,192 $174,192 
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  2. Financing Cost and Other Cash Requirements 
    a. Loan Placement Fees $1,000 $1,000 
    b. Bond Discount   $0 
    c. Legal Fees $10,000 $10,000 
    d. Non-Legal Consultant Fees $7,000 $7,000 
    e. Liquidation of Existing Debt   $0 
    f. Debt Service Reserve Fund   $0 

    g. Other (Specify/add rows if 
needed)   $0 

  SUBTOTAL $18,000 $18,000 

  3.   Working Capital Startup Costs   $0 

    TOTAL USES OF FUNDS $192,192 $192,192 

B. Sources of Funds 
  1. Cash   $0 

  2. Philanthropy (to date and expected)   $0 

  3. Authorized Bonds   $0 

  4. Interest Income from bond proceeds 
listed in #3   $0 

  5. Mortgage   $0 
  6. Working Capital Loans $192,192 $192,192 
  7. Grants or Appropriations     
    a. Federal   $0 
    b. State   $0 
    c. Local   $0 
  8. Other (Specify/add rows if needed)   $0 

    TOTAL SOURCES OF FUNDS $192,192 $192,192 

Annual Lease Costs (if applicable) 
  1. Land   $0 
  2. Building   $0 
  3. Major Movable Equipment   $0 
  4. Minor Movable Equipment   $0 
  5. Other (Specify/add rows if needed)   $0 
            
Describe the terms of the lease(s) below, including information on the fair market value of the 
item(s), and the number of years, annual cost, and the interest rate for the lease. 
  

  
Note: Applicant should include a list of all assumptions and specify what is included in each 
budget line, as well as the source of cost estimates and the manner in which all cost estimates 
are derived. Explain how the budgeted amount for contingencies was determined and why the 
amount budgeted is adequate for the project given the nature of the project and the current 
stage of design (i.e., schematic, working drawings, etc.). 
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PART III - APPLICANT HISTORY, STATEMENT OF RESPONSIBILITY, AUTHORIZATION 
AND RELEASE OF INFORMATION, AND SIGNATURE 
  
 1.  List names and addresses of all owners and individuals responsible for the proposed project 

and its implementation. 
 

Scott LaBorwit MD, Allan Rutzen, MD 
 
 2.  Are the applicant, owners, or the responsible persons listed in response to Part 1, questions 

2, 3, 4, 7, and 9 above now involved, or have they ever been involved, in the ownership, 
development, or management of another health care facility?  If yes, provide a listing of 
these facilities, including facility name, address, and dates of involvement. 

 

 
3.   Has the Maryland license or certification of the applicant facility, or any of the facilities listed 

in response to Question 2, above, been suspended or revoked, or been subject to any 
disciplinary action (such as a ban on admissions) in the last 5 years?  If yes, provide a 
written explanation of the circumstances, including the date(s) of the actions and the 
disposition. If the applicant, owners or individuals responsible for implementation of the 
Project were not involved with the facility at the time a suspension, revocation, or 
disciplinary action took place, indicate in the explanation. 

 
No 

 
 
4.   Other than the licensure or certification actions described in the response to Question 3, 

above, has any facility with which any applicant is involved, or has any facility with which 
any applicant has in the past been involved (listed in response to Question 2, above) 
received inquiries in last from 10 years from any federal or state authority, the Joint 
Commission, or other regulatory body regarding possible non-compliance with any state, 
federal, or Joint Commission requirements for the provision of, the quality of, or the payment 
for health care services that have resulted in actions leading to the possibility of penalties, 
admission bans, probationary status, or other sanctions at the applicant facility or at any 
facility listed in response to Question 2?  If yes, provide for each such instance, copies of 
any settlement reached, proposed findings or final findings of non-compliance and related 
documentation including reports of non-compliance, responses of the facility, and any final 
disposition or conclusions reached by the applicable authority. 

 
No 
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5. Have the applicant, owners or responsible individuals listed in response to Part 1, questions 
2, 3, 4, 7, and 9, above, ever pled guilty to or been convicted of a criminal offense in any 
way connected with the ownership, development or management of the applicant facility or 
any of the health care facilities listed in response to Question 2, above?  If yes, provide a 
written explanation of the circumstances, including as applicable the court, the date(s) of 
conviction(s), diversionary disposition(s) of any type, or guilty plea(s). 

No 
 

 
One or more persons shall be officially authorized in writing by the applicant to sign for and act 
for the applicant for the project that is the subject of this application.  Copies of this authorization 
shall be attached to the application.  The undersigned is the owner(s), or Board-designated 
official of the proposed or existing facility. 
 
I hereby declare and affirm under the penalties of perjury that the facts stated in this application 
and its attachments are true and correct to the best of my knowledge, information and belief. 
 

 
 

Date: January 20, 2017 
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PART IV - CONSISTENCY WITH GENERAL REVIEW CRITERIA AT COMAR 
10.24.01.08G(3): 
 
INSTRUCTION: Each applicant must respond to all criteria included in COMAR 0.24.01.08G(3), 
listed below.  
An application for a Certificate of Need shall be evaluated according to all relevant State Health 
Plan standards and other review criteria.  
If a particular standard or criteria is covered in the response to a previous standard or criteria, 
the applicant may cite the specific location of those discussions in order to avoid duplication. 
When doing so, the applicant should ensure that the previous material directly pertains to the 
requirement and to the directions included in this application form. Incomplete responses to any 
requirement will result in an information request from Commission Staff to ensure adequacy of 
the response, which will prolong the application’s review period.    
 
10.24.01.08G(3)(a). The State Health Plan. 
 
Every applicant must address each applicable standard in the chapter of the State Health Plan 
for Facilities and Services1. Commission staff can help guide applicants to the chapter(s) that 
applies to a particular proposal. Please provide a direct, concise response explaining the 
project's consistency with each standard. Some standards require specific documentation (e.g., 
policies, certifications) which should be included within the application as an exhibit.  
 
SURGERY Standards  
 
10.24.11.05  A. General Standards. 
The following general standards encompass Commission expectations for the delivery of 
surgical services by all health care facilities in Maryland, as defined in Health General §19-114 
(d).  Each applicant that seeks a Certificate of Need for a project or an exemption from 
Certificate of Need review for a project covered by this Chapter shall address and document its 
compliance with each of the following general standards as part of its application.  
 
Standard .05(A)(1)  Information Regarding Charges.   
Information regarding charges for surgical services shall be available to the public.  A hospital or 
an ambulatory surgical facility shall provide to the public, upon inquiry or as required by 
applicable regulations or law, information concerning charges for the full range of surgical 
services provided. 
 

 
Standard .05(A)(2)  Charity Care Policy. 
a) Each hospital and ambulatory surgical facility shall have a written policy for the provision of 
charity care that ensures access to services regardless of an individual's ability to pay and shall 
provide ambulatory surgical services on a charitable basis to qualified indigent persons 

                     
 
1 [1] Copies of all applicable State Health Plan chapters are available from the Commission and are available on the Commission’s 
web site here:http://mhcc.maryland.gov/mhcc/pages/hcfs/hcfs_shp/hcfs_shp 
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consistent with this policy.  The policy shall have the following provisions 
 

(i)  Determination of Eligibility for Charity Care.  Within two business days following a 
patient's request for charity care services, application for medical assistance, or both, the 
facility shall make a determination of probable eligibility.   
 
(ii) Notice of Charity Care Policy.  Public notice and information regarding the facility’s 
charity care policy shall be disseminated, on an annual basis, through methods designed 
to best reach the facility’s service area population and in a format understandable by the 
service area population.  Notices regarding the surgical facility’s charity care policy shall 
be posted in the registration area and business office of the facility. Prior to a patient’s 
arrival for surgery, facilities should address any financial concerns of patients, and 
individual notice regarding the facility’s charity care policy shall be provided. 
 
(iii) Criteria for Eligibility.  Hospitals shall comply with applicable State statutes and 
HSCRC regulations regarding financial assistance policies and charity care eligibility.  
ASFs, at a minimum, must include the following eligibility criteria in charity care policies.  
Persons with family income below 10of the current federal poverty guideline who have 
no health insurance coverage and are not eligible for any public program providing 
coverage for medical expenses shall be eligible for services free of charge.  At a 
minimum, persons with family income above 100 percent of the federal poverty guideline 
but below 200 percent of the federal poverty guideline shall be eligible for services at a 
discounted charge, based on a sliding scale of discounts for family income bands.   A 
health maintenance organization, acting as both the insurer and provider of health care 
services for members, shall have a financial assistance policy for its members that is 
consistent with the minimum eligibility criteria for charity care required of ASFs described 
in these regulations. 

 
(b) A hospital with a level of charity care, defined as the percentage of total operating 
expenses that falls within the bottom quartile of all hospitals, as reported in the most recent 
Health Service Cost Review Commission Community Benefit Report, shall demonstrate that its 
level of charity care is appropriate to the needs of its service area population.  
 
(c) A proposal to establish or expand an ASF for which third party reimbursement is 
available, shall commit to provide charitable surgical services to indigent patients that are 
equivalent to at least the average amount of charity care provided by ASFs in the most recent 
year reported, measured as a percentage of total operating expenses.  The applicant shall 
demonstrate that:  
 

(i) Its track record in the provision of charitable health care facility services supports 
the credibility of its commitment; and 
 
(ii) It has a specific plan for achieving the level of charitable care provision to which it 
is committed. 
 
(iii)  If an existing ASF has not met the expected level of charity care for the two most 
recent years reported to MHCC, the applicant shall demonstrate that the historic level of 
charity care was appropriate to the needs of the service area population. 

 
(d) A health maintenance organization, acting as both the insurer and provider of health 
care services for members, if applying for a Certificate of Need for a surgical facility project, 
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shall commit to provide charitable services to indigent patients. Charitable services may be 
surgical or non-surgical and may include charitable programs that subsidize health plan 
coverage.  At a minimum, the amount of charitable services provided as a percentage of total 
operating expenses for the health maintenance organization will be equivalent to the average 
amount of charity care provided statewide by ASFs, measured as a percentage of total ASF 
expenses, in the most recent year reported.  The applicant shall demonstrate that: 
 

(i) Its track record in the provision of charitable health care facility services supports 
the credibility of its commitment; and  
 
(ii) It has a specific plan for achieving the level of charitable care provision to which it 
is committed. 
 
(iii)  If the health maintenance organization’s track record is not consistent with the 
expected level for the population in the proposed service area, the applicant shall 
demonstrate that the historic level of charity care was appropriate to the needs of the 
population in the proposed service area. 
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Standard .05(A)(3)  Quality of Care.   
A facility providing surgical services shall provide high quality care.   
 
(a) An existing hospital or ambulatory surgical facility shall document that it is licensed, in 

good standing, by the Maryland Department of Health and Mental Hygiene. 
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(b) A hospital shall document that it is accredited by the Joint Commission. 
 
(c) An existing ambulatory surgical facility shall document that it is: 
 

(i)  In compliance with the conditions of participation of the Medicare and 
Medicaid programs; and 
 

 
(ii) Accredited by the Joint Commission, the Accreditation Association for 
Ambulatory Health Care, the American Association for Accreditation of 
Ambulatory Surgery Facilities, or another accreditation agency recognized by the 
Centers for Medicare and Medicaid as acceptable for obtaining Medicare 
certification. 

 

 
(d)       A person proposing the development of an ambulatory surgical facility shall demonstrate 

that the proposed facility will:   
 

(i) Meet or exceed the minimum requirements for licensure in Maryland in the 
areas of administration, personnel, surgical services provision, anesthesia 
services provision, emergency services, hospitalization, pharmaceutical services, 
laboratory and radiologic services, medical records, and physical environment.   
 
(ii)  Obtain accreditation by the Joint Commission, the Accreditation Association 
for Ambulatory Health Care, or the American Association for Accreditation of 
Ambulatory Surgery Facilities within two years of initiating service at the facility or 
voluntarily suspend operation of the facility.    

 
Standard .05(A)(4) Transfer Agreements.  
 
(a) Each ASF and hospital shall have written transfer and referral agreements with hospitals 
capable of managing cases that exceed the capabilities of the ASF or hospital. 
 
(b) Written transfer agreements between hospitals shall comply with the Department of Health 
and Mental Hygiene regulations implementing the requirements of Health-General Article §19-
308.2.  
 

 
(c) Each ASF shall have procedures for emergency transfer to a hospital that meet or exceed 
the minimum requirements in COMAR 10.05.05.09. 
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10.24.11.05B.  Project Review Standards.   
The standards in this section govern reviews of Certificate of Need applications and requests for 
exemption from Certificate of Need review involving surgical facilities and services.  An 
applicant for a Certificate of Need or an exemption from Certificate of Need shall demonstrate 
consistency with all applicable review standards.  
 
Standard .05B(1)  Service Area.  
An applicant proposing to establish a new hospital providing surgical services or a new 
ambulatory surgical facility shall identify its projected service area.  An applicant proposing to 
expand the number of operating rooms at an existing hospital or ambulatory surgical facility 
shall document its existing service area, based on the origin of patients served.  
 

 
 
Standard .05B(2) Need - Minimum Utilization for Establishment of a New or 
Replacement Facility.   
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Standard .05B(3) Need - Minimum Utilization for Expansion of An Existing Facility.   
An applicant proposing to expand the number of operating rooms at an existing hospital or 
ambulatory surgical facility shall:  
(a)  Demonstrate the need for each proposed additional operating room, utilizing the 
operating room capacity assumptions and other guidance included at Regulation .06 of this 
Chapter;   
(b)     Demonstrate that its existing operating rooms were utilized at optimal capacity in the most 
recent 12-month period for which data has been reported to the Health Services Cost Review 
Commission or to the Maryland Health Care Commission; and  
 
(c)  Provide a needs assessment demonstrating that each proposed operating room is likely 
to be utilized at optimal capacity or higher levels within three years of the completion of the 
additional operating room capacity.  The needs assessment shall include the following:  

(i) Historic trends in the use of surgical facilities at the existing facility;  
(ii) Operating room time required for surgical cases historically provided at the 

facility by surgical specialty or operating room category; and 
(iii) Projected cases to be performed in each proposed additional operating room. 
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Standard .05B(4)  Design Requirements.  
Floor plans submitted by an applicant must be consistent with the current FGI Guidelines. 

  
 (b)  An ASF shall meet the requirements in Section 3.7 of the FGI Guidelines. 
 

 
(c)  Design features of a hospital or ASF that are at variance with the current FGI 
Guidelines shall be justified.  The Commission may consider the opinion of staff at the 
Facility Guidelines Institute, which publishes the FGI Guidelines, to help determine 
whether the proposed variance is acceptable.   

 

 
Standard .05B(5)  Support Services.   
Each applicant shall agree to provide as needed, either directly or through contractual 
agreements, laboratory, radiology, and pathology services. 
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Standard .05B(6) Patient Safety.   
The design of surgical facilities or changes to existing surgical facilities shall include features 
that enhance and improve patient safety. An applicant shall:  

(a)  Document the manner in which the planning of the project took patient safety into 
account; and  
(b)  Provide an analysis of patient safety features included in the design of proposed 
new, replacement, or renovated surgical facilities; 

 

• 

• 

• 



33 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 



34 

Standard .05B(7)  Construction Costs.   
The cost of constructing surgical facilities shall be reasonable and consistent with current 
industry cost experience.   
(a) Hospital projects. 

 

 
(b) Ambulatory Surgical Facilities. 

 (i)  The projected cost per square foot of an ambulatory surgical facility 
construction or renovation project shall be compared to the benchmark cost of good 
quality Class A construction given in the Marshall Valuation Service® guide, updated 
using Marshall Valuation Service® update multipliers, and adjusted as shown in the 
Marshall Valuation Service® guide as necessary for site terrain, number of building 
levels, geographic locality, and other listed factors.   
 

 
 (ii)  If the projected cost per square foot exceeds the Marshall Valuation 
Service® benchmark cost by 15% or more, then the applicant’s project shall not be 
approved unless the applicant demonstrates the reasonableness of the construction 
costs.  Additional independent construction cost estimates or information on the actual 
cost of recently constructed surgical facilities similar to the proposed facility may be 
provided to support an applicant’s analysis of the reasonableness of the construction 
costs.  
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Standard .05B(8)  Financial Feasibility.   

A surgical facility project shall be financially feasible.  Financial projections filed as part of an 
application that includes the establishment or expansion of surgical facilities and services shall 
be accompanied by a statement containing each assumption used to develop the projections.  
 
(a)  An applicant shall document that:  
 

(i) Utilization projections are consistent with observed historic trends in use of the 
applicable service(s) by the likely service area population of the facility;  
 
(ii) Revenue estimates are consistent with utilization projections and are based on 
current charge levels, rates of reimbursement, contractual adjustments and discounts, 
bad debt, and charity care provision, as experienced by the applicant facility or, if a new 
facility, the recent experience of similar facilities;  
 
(iii) Staffing and overall expense projections are consistent with utilization projections 
and are based on current expenditure levels and reasonably anticipated future staffing 
levels as experienced by the applicant facility, or, if a new facility, the recent experience 
of similar facilities; and  
 
(iv)  The facility will generate excess revenues over total expenses (including debt 
service expenses and plant and equipment depreciation), if utilization forecasts are 
achieved for the specific services affected by the project within five years of initiating 
operations. 

 
(b) A project that does not generate excess revenues over total expenses even if utilization 
forecasts are achieved for the services affected by the project may be approved upon 
demonstration that overall facility financial performance will be positive and that the services will 
benefit the facility’s primary service area population. 
 

 
Standard .05B(9)  Preference in Comparative Reviews.   
In the case of a comparative review of CON applications to establish an ambulatory surgical 
facility or provide surgical services, preference will be given to a project that commits to serve a 
larger proportion of charity care and Medicaid patients. Applicants’ commitment to provide 
charity care will be evaluated based on their past record of providing such care and their 
proposed outreach strategies for meeting their projected levels of charity care. 
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10.24.01.08G(3)(b).  Need. 
The Commission shall consider the applicable need analysis in the State Health Plan.  If 
no State Health Plan need analysis is applicable, the Commission shall consider whether 
the applicant has demonstrated unmet needs of the population to be served, and 
established that the proposed project meets those needs.    
 
INSTRUCTIONS: Please discuss the need of the population served or to be served by the 
Project.   
 
Responses should include a quantitative analysis that, at a minimum, describes the Project's 
expected service area, population size, characteristics, and projected growth.  If the relevant 
chapter of the State Health Plan includes a need standard or need projection methodology, 
please reference/address it in your response.  For applications proposing to address the need of 
special population groups, please specifically identify those populations that are underserved 
and describe how this Project will address their needs. 
 
If the project involves modernization of an existing facility through renovation and/or expansion, 
provide a detailed explanation of why such modernization is needed by the service area 
population.  Identify and discuss relevant building or life safety code issues, age of physical 
plant issues, or standard of care issues that support the need for the proposed modernization. 
 
Please assure that all sources of information used in the need analysis are identified. List all 
assumptions made in the need analysis regarding demand for services, utilization rate(s), and 
the relevant population, and provide information supporting the validity of the assumptions.   
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Complete Tables 1 and/or 2 below, as applies. 
 
[(INSTRUCTION: Complete Table 1 for the Entire Facility, including the proposed project, 
and Table 2 for the proposed project only using the space provided on the following 
pages.  Only existing facility applicants should complete Table 1.  All Applicants should 
complete Table 2.  Please indicate on the Table if the reporting period is Calendar Year 
(CY) or Fiscal Year (FY)] 
  
 TABLE 1: STATISTICAL PROJECTIONS - ENTIRE FACILITY 

 Two Most Actual 
Ended Recent 
Years 

Current 
Year 
Projected 

Projected Years 
(ending with first full year at full utilization) 

CY or FY (Circle) 2014 2015 2016 2017 2018 2019 2020 
Ambulatory Surgical Facilities 

a. Number of operating 
rooms (ORs)   

● Total Procedures in ORs 

● Total Cases in ORs 

● Total Surgical Minutes in 
ORs** 

b. Number of Procedure 
Rooms (PRs) 

● Total Procedures in PRs 
(LenSx) *** 

● Total Cases in PRs 

● Total Minutes in PRs** 

*Number of beds and occupancy percentage should be reported on the basis of licensed beds.  
**Do not include turnover time. 
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TABLE 2: STATISTICAL PROJECTIONS - PROPOSED PROJECT  
(INSTRUCTION: All applicants should complete this table.)  
 

 Projected Years 
(Ending with first full year at full utilization) 

CY or FY (Circle) 20___ 20___ 20___ 20___ 
Ambulatory Surgical Facilities 
a. Number of operating rooms 
(ORs)   

    

● Total Procedures in ORs     

● Total Cases in ORs     

● Total Surgical Minutes in 
ORs** 

    

b. Number of Procedure Rooms 
(PRs) 

    

● Total Procedures in PRs     

● Total Cases in PRs     

● Total Minutes in PRs**     

*Do not include turnover time 
 
 
10.24.01.08G(3)(c).  Availability of More Cost-Effective Alternatives. 
 
The Commission shall compare the cost effectiveness of the proposed project with the 
cost effectiveness of providing the service through alternative existing facilities, or 
through an alternative facility that has submitted a competitive application as part of a 
comparative review.   
 
INSTRUCTIONS:  Please describe the planning process that was used to develop the proposed 
project.  This should include a full explanation of the primary goals or objectives of the project or 
the problem(s) being addressed by the project.  It should also identify the alternative 
approaches to achieving those goals or objectives or solving those problem(s) that were 
considered during the project planning process, including the alternative of the services being 
provided by existing facilities.    
 
For all alternative approaches, provide information on the level of effectiveness in goal or 
objective achievement or problem resolution that each alternative would be likely to achieve and 
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the costs of each alternative.  The cost analysis should go beyond development cost to consider 
life cycle costs of project alternatives.  This narrative should clearly convey the analytical 
findings and reasoning that supported the project choices made.  It should demonstrate why the 
proposed project provides the most effective goal and objective achievement or the most 
effective solution to the identified problem(s) for the level of cost required to implement the 
project, when compared to the effectiveness and cost of alternatives including the alternative of 
providing the service through alternative existing facilities, or through an alternative facility that 
has submitted a competitive application as part of a comparative review.   

®
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10.24.01.08G(3)(d).  Viability of the Proposal. 
 
The Commission shall consider the availability of financial and nonfinancial resources, 
including community support, necessary to implement the project within the time frames 
set forth in the Commission's performance requirements, as well as the availability of 
resources necessary to sustain the project. 
 
INSTRUCTIONS:  Please provide a complete description of the funding plan for the project, 
documenting the availability of equity, grant(s), or philanthropic sources of funds and 
demonstrating, to the extent possible, the ability of the applicant to obtain the debt financing 
proposed.  Describe the alternative financing mechanisms considered in project planning and 
provide an explanation of why the proposed mix of funding sources was chosen. 
 

• Complete Tables 3 and/or 4 below, as applicable. Attach additional pages as necessary 
detailing assumptions with respect to each revenue and expense line item.  
 

TABLE 3: REVENUES AND EXPENSES - ENTIRE FACILITY (including proposed project) 
 

(INSTRUCTION: ALL EXISTING FACILITY APPLICANTS MUST SUBMIT AUDITED FINANCIAL  
STATEMENTS) 
 

 

 

  



46

 
 Two Most Actual Ended 

Recent Years 
Current 
Year 
Projected 

Projected Years (ending with first full year at full 
utilization) 

or FY 
2014 2015 2016 2017 2018 2019 2020 

1. Revenue 

a. Inpatient 
services         

b. 
Outpatient 
services 1,862,604 2,185,171 2,292,276 3,497,950 4,038,857 4,388,502 4,820,714 

c. Gross 
patient 
service 
revenue 1,862,604 2,185,171 2,292,276 3,497,950 4,038,857 4,388,502 4,820,714 

d. 
Allowance 
for bad debt        

e. 
Contractual 
allowance        

f. Charity 
Care        

g. Net 
patient 
services 
revenue 1,862,604 2,185,171 2,292,276 3,497,950 4,038,857 4,388,502 4,820,714 

h. Other 
operating 
revenues: 
Refunds -15,541 -17,467 -15,982 -16,725 -16,354 -16,354 -16,477 
j. Net 
operating 
revenue 1,847,063 2,167,703 2,276,294 3,481,225 4,022,503 4,372,149 4,804,237 

 
Table 3 
Cont’d 

Two Most Actual Ended 
Recent Years 

Current 
Year 
Projected 

Projected Years (ending with first full year at full 
utilization) 

 
    

or 
FY 2014 2015 2016 2017 2018 2019 2020 

2. Expenses 
 
a. Salaries, 
wages, and 
professional 
fees, fringe 385,528 385,163 537,437 687,177 789,321 858,177 932,409 
b. 222,531 236,605 304,828 385,459 461,662 501,935 545,352 

CY  

CY  
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Contractual 
services 
c. Interest 
on Current 
Debt 23,369 25,968 20,134 23,157 23,086 22,126 22,790 
d. Interest 
on project 
debt    7,329 5,827 4,263 2,636 
e. Current 
Depreciation  74,799 58,076 19,600 50,825 42,833 37,753 43,804 
f. Project 
Depreciation     23,142 23,142 23,142 23,142 
g. Current 
amortization        
h. Project 
amortization    44,200 44,200 44,200 44,200 
i. Supplies 
 961,205 927,325 947,355 1,440,400 1,725,160 1,875,655 2,037,898 
j. Other 
Expenses  58,961 56,233 75,743 96,326 115,369 125,433 136,283 
k. Total 
operating 
expenses 1,726,392 1,689,370 1,905,098 2,758,013 3,230,600 3,492,683 3,788,513 

3. Income 
a. Income 
from 
operation  120,670 478,333 371,196 723,212 791,903 879,466 1,015,724 
b. Non-
operating 
Income        
c. Subtotal 120,670 478,333 371,196 723,212 791,903 879,466 1,015,724 
d. Income 
tax        
e. Net 
income 
(loss) 120,670 478,333 371,196 723,212 791,903 879,466 1,015,724 
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Table 3 Cont. Two Most Actual 

Ended Recent 
Years 

Current 
Year 
Projected 

Projected Years 
(ending with first full year at full 
utilization) 

CY or FY (Circle) 2014 2015 2016 2017 2018 2019 2020 
A. of Total Revenue 

  1. Medicare 61% 60% 59% 60% 60% 60% 60% 

  2. Medicaid 1% 1% 2% 1% 1% 1% 1% 

  3. Blue Cross 22% 23% 22% 23% 23% 23% 23% 

  4. Commercial 
Insurance 

15% 15% 16% 15% 15% 15% 15% 

  5. Self-Pay 1% 1% 1% 1% 1% 1% 1% 

  6. Other (Specify) 0% 0% 0% 0% 0% 0% 0% 

  7. TOTAL 100% 100% 100% 100% 100% 100% 100% 
 
B. Percent of Patient Days/Visits/Procedures (as applicable) 

  1. Medicare 60% 58% 58% 58% 58% 58% 58% 

  2. Medicaid 1% 2% 2% 2% 2% 2% 2% 

  3. Blue Cross 22% 23% 21% 22% 22% 22% 22% 

  4. Commercial 
Insurance 

16% 16% 18% 17% 17% 17% 17% 

  5. Self-Pay 1% 1% 1% 1% 1% 1% 1% 

  6. Other (Specify) 0% 0% 0% 0% 0% 0% 0% 

  7. TOTAL 100% 100% 100% 100% 100% 100% 100% 

 
 
 
TABLE 4: REVENUES AND EXPENSES - PROPOSED PROJECT 

  
(INSTRUCTION: Each applicant should complete this table for the proposed project only) 
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 Projected Years 
(Ending with first full year at full utilization) 

CY or FY (Circle) 20___ 20___ 20___ 20___ 
1. Revenues 
a. Inpatient Services     

b. Outpatient Services     

c. Gross Patient Services 
Revenue 

    

d. Allowance for Bad Debt     

e. Contractual Allowance     

f. Charity Care     

g. Net Patient Care Service 
Revenues 

    

h. Total  Net Operating 
Revenue 

    

 
2. Expenses 
a. Salaries, Wages, and 
Professional Fees, (including 
fringe benefits) 

    

b. Contractual Services     

c. Interest on Current Debt     

d. Interest on Project Debt     

e. Current Depreciation     

f. Project Depreciation     

g. Current Amortization     

h. Project Amortization     

i. Supplies     

j. Other Expenses (Specify)     

k. Total Operating Expenses     

 

3. Income     

a. Income from Operation     

Table 4 Cont. Projected Years 
(Ending with first full year at full utilization) 

CY or FY (Circle) 20___ 20___ 20___ 20___ 
b. Non-Operating Income     
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c. Subtotal     

d. Income Taxes     

e. Net Income (Loss)     

4. Patient Mix: 
A.  Percent of Total Revenue 
  1. Medicare     

  2. Medicaid     

  3. Blue Cross     

  4. Commercial Insurance     

  5. Self-Pay     

  6. Other (Specify)     

  7. TOTAL 100% 100% 100% 100% 

 
B. Percent of Patient Days/Visits/Procedures (as applicable) 
  1. Medicare     

  2. Medicaid     

  3. Blue Cross     

  4. Commercial Insurance     

  5. Self-Pay     

  6. Other (Specify)     

  7. TOTAL 100% 100% 100% 100% 

 
 
Complete Table L (Workforce) from the Hospital CON Application Table Package.  
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Job Category Current 
Year FTEs

Average 
Salary per 

FTE

Current 
Year Total 

Cost
FTEs

Average 
Salary per 

FTE

Total Cost 
(should be 
consistent 

with 
projections 
in Table J)

FTEs
Average 

Salary per 
FTE

Total Cost FTEs

Total Cost 
(should be 
consistent 

with 
projections 
in Table G)

1. Regular Employees
Administration (List general categories, 
add rows if needed)

Nurse Manager 1.25 $75,150 $93,938 0.0 $0 0.0 $0 1.25 $93,938

Total Administration 1.25 $75,150 $93,938 $0 $0 1.25 $93,938
Direct Care Staff (List general 
categories, add rows if needed)

Registered Nurse 2.75 $59,300 $163,075 1.0 $59,300 $59,300 0.0 $0 3.75 $222,375
Surgical Techs 2.0 $41,975 $83,950 1.0 $41,975 $41,975 $0 3.0 $125,925

Total Direct Care 4.75 $247,025 2.0 $101,275 $0 6.75 $348,300
Support Staff (List general categories, 
add rows if needed)

Receptionist 1 $39,390 $39,390 0.0 $0 0.0 $0 1.0 $39,390

Total Support 1.00 $39,390 $0 $0 1.0 $39,390

REGULAR EMPLOYEES TOTAL 7.00 $380,353 $101,275 $0 7.0 $481,628

2. Contractual Employees
Administration (List general categories, 
add rows if needed)

$0 $0 $0 0.0 $0
$0 $0 $0 0.0 $0
$0 $0 $0 0.0 $0
$0 $0 $0 0.0 $0

Total Administration $0 $0 $0 0.0 $0
Direct Care Staff (List general 
categories, add rows if needed)

$0 $0 $0 0.0 $0
$0 $0 $0 0.0 $0
$0 $0 $0 0.0 $0
$0 $0 $0 0.0 $0

Total Direct Care Staff $0 $0 $0 0.0 $0
Support Staff (List general categories, 
add rows if needed)

- - $0 0.0 $0
$0 $0 $0 0.0 $0
$0 $0 $0 0.0 $0
$0 $0 $0 0.0 $0

Total Support Staff $0 $0 $0 0.0 $0

CONTRACTUAL EMPLOYEES TOTAL $0 $0 $0 0.0 $0

Benefits (State method of calculating benefits below):

TOTAL COST 7.00 $380,353 0.0 $101,275 0.0 $0 $481,628

TABLE L. WORK FORCE INFORMATION
INSTRUCTION: List the facility's existing staffing and changes required by this project. Include all major job categories under each heading provided in the table. The number of Full Time 
Equivalents (FTEs) should be calculated on the basis of 2,080 paid hours per year equals one FTE. In an attachment to the application, explain any factor used in converting paid hours to 
worked hours.  Please ensure that the projections in this table are consistent with expenses provided in uninflated projections in Tables G and J. See additional instruction in the column to the 
right of the table.

CURRENT ENTIRE FACILITY

PROJECTED CHANGES AS A 
RESULT OF THE PROPOSED 

PROJECT THROUGH THE LAST 
YEAR OF PROJECTION (CURRENT 

OTHER EXPECTED CHANGES IN 
OPERATIONS THROUGH THE LAST 
YEAR OF PROJECTION (CURRENT 

DOLLARS)

PROJECTED ENTIRE 
FACILITY THROUGH 
THE LAST YEAR OF 

PROJECTION 
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• Audited financial statements for the past two years should be provided by all applicant 
entities and parent companies to demonstrate the financial condition of the entities 
involved and the availability of the equity contribution.  If audited financial statements are 
not available for the entity or individuals that will provide the equity contribution, submit 
documentation of the financial condition of the entities and/or individuals providing the 
funds and the availability of such funds.  Acceptable documentation is a letter signed by 
an independent Certified Public Accountant. Such letter shall detail the financial 
information considered by the CPA in reaching the conclusion that adequate funds are 
available. 
 

®

 
• If debt financing is required and/or grants or fund raising is proposed, detail the 

experience of the entities and/or individuals involved in obtaining such financing and 
grants and in raising funds for similar projects.  If grant funding is proposed, identify the 
grant that has been or will be pursued and document the eligibility of the proposed 
project for the grant.  
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• Describe and document relevant community support for the proposed project. 

 

 
• Identify the performance requirements applicable to the proposed project (see question 

12, “Project Schedule”) and explain how the applicant will be able to implement the 
project in compliance with those performance requirements.  Explain the process for 
completing the project design, obtaining State and local land use, environmental, and 
design approvals, contracting and obligating the funds within the prescribed time frame. 
Describe the construction process or refer to a description elsewhere in the application 
that demonstrates that the project can be completed within the applicable time frame(s). 
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10.24.01.08G(3)(e).  Compliance with Conditions of Previous Certificates of Need.  
 
An applicant shall demonstrate compliance with all terms and conditions of each 
previous Certificate of Need granted to the applicant, and with all commitments made 
that earned preferences in obtaining each previous Certificate of Need, or provide the 
Commission with a written notice and explanation as to why the conditions or 
commitments were not met. 
 
INSTRUCTIONS:  List all of the Maryland Certificates of Need that have been issued to the 
project applicant, its parent, or its affiliates or subsidiaries over the prior 15 years, including their 
terms and conditions, and any changes to approved Certificates that needed to be obtained.  
Document that these projects were or are being implemented in compliance with all of their 
terms and conditions or explain why this was not the case.  

 

 
10.24.01.08G(3)(f).  Impact on Existing Providers and the Health Care Delivery System. 
An applicant shall provide information and analysis with respect to the impact of the 
proposed project on existing health care providers in the health planning region, 
including the impact on geographic and demographic access to services, on occupancy, 
on costs and charges of other providers, and on costs to the health care delivery system.     
 
INSTRUCTIONS:  Please provide an analysis of the impact of the proposed project. Please 
assure that all sources of information used in the impact analysis are identified and identify all 
the assumptions made in the impact analysis with respect to demand for services, payer mix, 
access to service and cost to the health care delivery system including relevant populations 
considered in the analysis, and changes in market share, with information that supports the 
validity of these assumptions.  Provide an analysis of the following impacts: 
 

a) On the volume of service provided by all other existing health care providers that are 
likely to experience some impact as a result of this project;   
 

• 

• 

• 

• 



55 

• 

• 

• 

• 

• 

b) On the payer mix of all other existing health care providers that are likely to experience 
some impact on payer mix as a result of this project.  If an applicant for a new nursing 
home claims no impact on payer mix, the applicant must identify the likely source of any 
expected increase in patients by payer.  
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c) On access to health care services for the service area population that will be served by 
the project. (State and support the assumptions used in this analysis of the impact on 
access); 
 

d) On costs to the health care delivery system.  
 

If the applicant is an existing facility or program, provide a summary description of the impact of 
the proposed project on the applicant’s costs and charges, consistent with the information 
provided in the Project Budget, the projections of revenues and expenses, and the work force 
information. 
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November 29, 2016 
 
 
Scott LaBorwit 
Select Eye Care 
6020 Meadowridge Center Drive 
Elkridge, MD 21075 
 
 

 
 
Dear Scott: 
 
We are pleased to present our budget to provide construction services for the project referenced above.  
Our estimate has been prepared in accordance with the following documents: 
 
 

   
SK100 Option 1 11/10/16 James Lloyd Architects 
   
   
 
The proposed scope of work and estimated price to perform Options 1 is provided below. As discussed 
Option 1 is less intrusive would not require additional drawings or a building permit and could be 
performed in a short amount of time. 
  
We appreciate the opportunity to present this budget.  As more information becomes available, we would 
be happy to meet and refine our proposal.  If you have any questions, please do not hesitate to call. 
 
 

cc:  Peter Tracy 
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Procedure to OR Option 1 
November 29, 2016 
Page 2 of 2 

 

 
Option #1 
 

 Expose existing framed opening between Clean Assembly and OR #2.  Furnish and install new 
prefinished door (best possible match to existing), door frame, and hardware.   

 Remove existing door, frame and hardware at sterile corridor.  Set items in vacant suite on lower 
level.  Install new cased opening hollow metal frame. 

 Cut and cap plumbing supply and sanitary lines at two (2) sinks. 

 Remove and dispose of countertops with sink cut outs 

 Replace countertops with new, best possible plastic laminate match. 

 Paint hollow metal frames 

 Repair flooring at threshold location and as needed at sterile corridor frame 

 Note:  42” existing entry door to OR #2 to remain as is per verbal instruction 

 

Concept Estimate Value:  $8,092.00 

 
 



68 

 
 
 
  



69 

 

 

 

 

 

 

 

 

 

 

 

 
 
 



70 

 
 

 
 

 
 

 

 



71 

 
  



72 

 

  

• 

• 

• 

• 
• 



73



74

  

  



75

 
 

 
  



76

 

 

 
 

 



77

 

 
 
 



78 

 

 



79

 
 

 

 



80 
 

3.7 SPECIFIC REQUIREMENTS FOR OUTPATIENT SURGICAL FACILITIES 

3.7-1.3.3 Location and Layout 

3.7-1.3.3.1 The surgical suicc shall be locaced and 
arranged to prevent unrela1ed rraffic through the suite. 

3.7-1.3.3.2 The patient care area shall be designed to 
facilitate movement of pacientS and personnel into, 
through, and ou1 of defined areas in the surgical sui1c. 

3.7-1.3.3.3 Signs chat clearly indicate where surgical 
attire is required shall be provided at all entrances co 
semi-restricted areas. 

•3.7-1.3.3.4 The outpatient surgical facilicy shall be 
divided in co three designated areas-unrestricted, 
semi-restricted, and rcstriCled. 

• 3.7-2 Reserved 

• 3.7-3 Diagnostic and Treatment 
Areas 

3.7-3.1 General 

A3.7-1.3.3.4 Areas In the outpatient surgical facility 
Unrestricted area: Any area of the building other than the semi· 
restricted and restricted areas as defined In the glossary and shown 

below. 
Traffic 1s not lrmned In this area, and street clothes are perm1ned. 

locker rooms are located here The unrestnCled area may contain preop· 
era11ve p.ment preparation rooms, the post -anesthesw care umt (PACU), 
and access to procedure rooms (e.g. endoscopy rooms. rooms m whKh 
lasei procedures are performed that do not require cumng of the skm or 
mucous memblanes) may be louted m the unrestnoed area. 
Semi-restricted area: The area that separates a restnCled area 
from unrestricted areas wnh spt<rfic signage. physical barrie~. and/ 
or secunty controls and protocols In the surgKal suite, this is where 
peripheral support areas, Including storage areas for clean and stenle 
supplies, sterile processing rooms. mub sink areas, and corridors lead· 
mg to restricted areas of the surgical sune, are located 

A central control point may be established to monitor the entrance 
of patient~ personnel, and matenals from the unrestricted area into 
the sem1-rest11C1ed areas Traffic 1n semr-restncted areas 11 limned to 
autlrciMd peoonnel and patients. Pmonnel rn these areas are required 
to wear surgical amre and COY!I head and facial hair. 

3.7-3.1.1 Diagnostic Services 

Facilities for diagnostic services shall be provided on
or off-sice for pre-admission tcscs as described in the 
functional program. 

3.7-3.1.2 Examination Room 

An examination room is not required, but when one is 

provided it shall comply with the requircmcntS in Sec
tion 3.1-3.2.2 (General Purpose Examina1ion/Obm
vation Room). 

3.7-3.2 Procedure Room (formerly Class A 
Operating Room) 

*3.7-3.2.1 Application 

3.7-3.2.1.1 This section shall apply to a room desig
nated for the performance of procedures chat are not 
defined as an invasive procedure and do noi require 
locarion in the restricted area of a surgical sui1e but 
may use scerile instruments or equipment. 

3.7-3.2.1.2 This section shall not apply co che specific 
procedure rooms defined in the following sections: 

The sem1-restncted area may contain entrances to lockei rooms, the 
PACU, and stenle processing areas. Stenle processing 11 a seml-restncted 
environment but can be entered directly from the unrestricted area or 
from another semi-restricted area 

Sem1-restr1cted areas have one 01 more of the following annbutes. 
specifi< 11gnage; physical bame~; security controls. and protocols that 
delineate requirements for monitonng. maintenance. an11e. and use 
Restricted area: A ~nated space rn the sem1-restncted area of 
the surg1c.1l 111ne that can be reached only through the semr·restrKted 
aru 

The restnCled access 1s pnmanly intended to suppoll a high I~ 
of asepsrs control, not necessanly for secunty purposes Traffic m the 
restr1C1ed area 11 limited to authorized personnel and patients. Person· 
nel In restricted areas are required to wear surgical ature and cover 
head and facial hair. Masks are required where open sterile supplies or 
scrubbed ptrsons may be IOCcJted. 

A3.7-3.2.1 Non-invas1ve procedures (e.g., pain management. laser 
procedures 1n whKh there i$ no cutting of the skin OI mucous mem
branes) may be perfonned man operating room. but surgical proce
dures may not be performed ma procedure room even rf 1111 louted m 
the semr-Jestncted area. 

312 20t4 Guidelines For De~19n and Cons1rucrloo of ltosplt~ls and Ou1p~ll!'nl F.c1lll1es 
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Kevin McDonald, Chief 
Certificate of Need Division 
Maryland Health Care Commission 
4160 Patterson Avenue 
Baltimore, MD 21215 
 

Re: Dr. Scott LaBorwit/Columbia Surgical Institute, LLC 

 
Dear Mr. McDonald: 

Dr. LaBorwit has maintained a depository and lending banking relationship with Howard Bank since 
2011.  All accounts are handled as agreed with no issues or concerns.  Additionally, Columbia Surgical 
Institute has a $250,000 line of credit available to assist with any working capital or equipment needs. 

Dr. LaBorwit is a valued client and we look forward to continuing our support of his growing practice.  
 
 

I am available at 410-750-7993 should further information be required. 
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• ~lumbia 
{ ~cal Institute 

021H! Meadowridge Center Drive 
Ellaldge, Maryland 2107> 
4"~·27S-7jj()() (Phone) 
410.79&-0700 (Fax) 

Attestation 

I Ja..a?fa~ fta. IA V\.O\.._ attest that the caseload 
projectionso Appendix A for the years 2016 to 2021 accurately reflect the number of 
procedures I made or anticipate making in my capacity as ophthalmic surgeon. I hereby 
attest that this information is true and complete to the best of my knowledge. 

Sincerel~y,_ 
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• '(;lumbia 
{ S~cal Institute 

020-H Meadowridge Center Drive 
Elkndge, Maryland 21075 
44$· L t!>-llSOU {Pnone) 
410-796-0700 (Fax) 

Attestation 

(:_:' 
------------------attest that the caseload 

{ - l · . 
projections on Appendix A for the years 2016 to 2021 accurately reflects the number of 
procedures I made or anticipate making in my capacity as ophthalmic surgeon. I hereby 
attest that this information is true and complete to the best of my knowledge. 

Sincerely, 
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