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 MICHIGAN DEPARTMENT OF COMMUNITY HEALTH 
 
 CERTIFICATE OF NEED (CON) REVIEW STANDARDS 

FOR AIR AMBULANCE SERVICES 
 
(By authority conferred on the CON Commission by Section 22215 of Act No. 368 of the Public Acts of 
1978, as amended, and sections 7 and 8 of Act No. 306 of the Public Acts of 1969, as amended, being 
sections 333.22215, 24.207 and 24.208 of the Michigan Compiled Laws.) 
 
Section 1.  Applicability 
 
 Sec. 1.  (1)  These standards are requirements for approval and delivery of services for all projects 
approved and Certificates of Need issued under Part 222 of the Code which involve air ambulance 
services. 
 
 (2) Air ambulance is a covered clinical service for purposes of Part 222 of the Code. 
 
 (3) The Department shall use sections 3, 4, 5, 6, and 9, as applicable, in applying Section 
22225(1) of the Code, being Section 333.22225(1) of the Michigan Compiled Laws. 
 
 (4) The Department shall use Section 8, as applicable, in applying Section 22225(2)(c) of the 
Code, being Section 333.22225(2)(c) of the Michigan Compiled Laws. 
 
 (5) The Department shall use Section 7, in applying Section 22215(1)(b) of the Code, being 
Section 333.2215(1)(b) of the Michigan Compiled Laws. 
 
Section 2.  Definitions 
 
 Sec. 2.  (1)  As used in these standards: 
 (a) "Acquisition of an existing air ambulance service" means obtaining possession and control of 
an existing air ambulance service by contract, ownership, lease or other comparable arrangement. 
 (b) "Advanced life support services" means patient care that may include any care a paramedic is 
qualified to provide by paramedic education that meets the educational requirements established by the 
Department under Section 20912 of the Code, being Section 333.20912 of the Michigan Compiled Laws, 
or is authorized to provide by the protocols established by the local medical control authority under 
Section 20919 of the Code, being Section 333.20919 of the Michigan Compiled Laws, for a paramedic. 
 (c) "Advanced life support intercept" means the use of an air ambulance to provide advanced life 
support services to a patient at the scene of an emergency that does not involve the transport of that 
patient by air. 
 (d) "Air ambulance" means a rotary wing aircraft that is capable of providing treatment or 
transportation of a patient at or from the scene of an emergency.  An air ambulance may also be used for 
the inter-facility transport of a patient requiring at minimum advanced life support.  The term does not 
include an air ambulance licensed in a state other than Michigan that does not transport patients from the 
scene of an emergency in Michigan, except pursuant to mutual aid agreements, and which is not required 
to be licensed as an air ambulance under Part 209 of the Code, being Section 20901 et seq. of the 
Michigan Compiled Laws. 
 (e) "Air ambulance service" means providing at least advanced life support services utilizing an air 
ambulance(s) that operates in conjunction with a base hospital(s).  Other functions of the service may 
include searches, emergency transportation of drugs, organs, medical supplies, equipment or personnel. 
 An air ambulance service may operate a back-up air ambulance when the primary air ambulance(s) is 
not available or for a designated event with prior notification and approval from the local medical control 
authority. 
 (f) "Back-up air ambulance" means an air ambulance that is used to provide air ambulance 
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services when the primary air ambulance is not available to provide air ambulance services.  A back-up 
air ambulance shall not be operated at the same time as the primary aircraft for the provision of air 
ambulance services except for a designated event. 
 (g) "Base hospital(s)" means the hospital or hospitals designated by the applicant in the CON 
application as the location(s) to which the majority of patient transports will be completed. 
 (h) “Base of operations” means the site or sites at which the air ambulance(s) and crew are located 
for the air ambulance service. 
 (i) "Certificate of Need Commission" or "CON Commission" means the Commission created 
pursuant to Section 22211 of the Code, being Section 333.22211 of the Michigan Compiled Laws. 
 (j) "Code" means Act No. 368 of the Public Acts of 1978, as amended, being Section 333.1101 et 
seq. of the Michigan Compiled Laws. 
 (k) "Department" means the Michigan Department of Community Health (MDCH). 
 (l) "Designated event" means a temporary event, such as an air show, of no more than seven (7) 
days in duration that requires the full-time on-site availability of an air ambulance. 
 (m) "Emergency" means a condition or situation in which an individual declares a need for 
immediate medical attention for any individual, or where that need is declared by emergency medical 
services personnel or a public safety official, pursuant to MCL 333.20904. 
 (n) “Existing air ambulance” means an operational air ambulance on the date which an application 
is submitted to the Department. 
 (o) "Existing air ambulance service" means an operational air ambulance service or an air 
ambulance service approved, but not yet operational on the date which an application is submitted to the 
Department. 
 (p) "Expand an air ambulance service" means increasing the number of air ambulances operated 
by an existing air ambulance service. 
 (q) "Health facility" means a health facility or agency as defined in Section 20106 of the Code, 
being Section 333.20106 of the Michigan Compiled Laws. 
 (r) "Hospital" means a health facility licensed under Part 215 of the Code. 
 (s) "Initiate an air ambulance service" means begin operation of an air ambulance service from a 
base of operations that does not provide air ambulance services in compliance with Part 222 of the Code 
and is not listed on the Department inventory of air ambulances on the date on which an application is 
submitted to the Department.  The term does not include the renewal of a lease. 
 (t) "Inter-facility transport" means the transport of a patient between health facilities using an air 
ambulance. 
 (u) "Medicaid" means title XIX of the social security act, chapter 531, 49 Stat. 620, 1396r-6 
and1396r-8 to1396v. 
 (v) "Medical control authority" means an organization designated by the Department under Section 
20910(1)(g) to provide medical control, pursuant to MCL 333.20906. 
 (w) "Monitored bed" means a licensed hospital bed that has, at a minimum, the capability of 
electronically monitoring in real time a patient's cardiac activity. 
 (x) "Mutual aid" means a written agreement between 2 or more air ambulance services for the 
provision of emergency medical services when an air ambulance service is unable to respond to a 
request for a pre-hospital transport. 
 (y) “Organ transport” means the use of an air ambulance to transport an organ(s) and surgical 
transplant team between hospitals for transplantation purposes occurring in Michigan. 
 (z) "Patient transport" means the use of an air ambulance to provide an advanced life support 
intercept, a pre-hospital transport or an inter-facility transport occurring in Michigan.   
 (aa) "Pre-hospital transport" means the use of an air ambulance to provide transportation and 
advanced life support services to a patient from the scene of an emergency to a hospital. 
 (bb) "Replace an air ambulance" means an equipment change which results in an air ambulance 
service operating an air ambulance, with a different aircraft manufacturer's serial number, other than a 
back-up air ambulance. 
 (cc) "Rotary wing aircraft" means a helicopter. 
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 (2) The definitions of Part 209 and 222 shall apply to these standards. 
 
Section 3.  Requirements for approval to initiate an air ambulance service 
 
Sec. 3.  An applicant proposing to initiate an air ambulance service shall:  
 
 (1)  Operate only one (1) air ambulance. 
 
 (2)  Identify the base hospital(s) of the proposed air ambulance service. 
 
 (3)  Identify the base of operations of the proposed air ambulance service. 
 
 (4)  Provide a letter of support from the medical control authority for the base of operations 
indicating that the applicant’s proposed protocols comply with the requirements of the medical control 
authority.  
 
 (5) Project, in accordance with the methodology in Section 9, that at least 275 patient transports 
will be made in the second 12 months after beginning operation. 
 
 (6) Demonstrate that all existing air ambulance services with a base of operations within a 75-mile 
radius of the base of operations of the proposed air ambulance service have been notified of the 
applicant's intent to initiate an air ambulance service, by means of certified mail return receipt, dated 
before the deemed complete date of the application. 
 
Section 4.  Requirements for approval to expand an air ambulance service 
 
 Sec. 4.  An applicant proposing to expand an air ambulance service shall:  
 
 (1) Demonstrate that in the most recent 12-month period for which verifiable data are available to 
the Department, the air ambulance service met one (1) of the following: 
 (a) 600 patient transports and organ transports for an air ambulance service expanding to two (2) 
air ambulances, of which 275 must be patient transports. 
 (b) 1,200 patient transports and organ transports for an air ambulance service expanding to three 
(3) air ambulances, of which 550 must be patient transports. 
 (c) 1,800 patient transports and organ transports for an air ambulance service expanding to four 
(4) air ambulances, of which 825 must be patient transports. 
 
 (2)  Identify the existing base of operations of the air ambulance service. 
 
 (3)  Identify any proposed base of operations and demonstrate that the proposed base of 
operations is within the same medical control authority as the existing base of operations. 
 
 (4)  Identify the existing and proposed base hospital(s) of the air ambulance service. 
 
Section 5.  Requirements for approval to replace an air ambulance 
 
 Sec. 5.  An applicant proposing to replace an existing air ambulance shall:  
 
 (1) Demonstrate that in the most recent 12-month period for which verifiable data are available to 
the Department, the air ambulance service met one (1) of the following: 
 (a) 275 patient transports for an air ambulance service with one (1) air ambulance. 
 (b) 600 patient transports and organ transports for an air ambulance service with two (2) air 
ambulances, of which 550 must be patient transports. 
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 (c) 1,200 patient transports and organ transports for an air ambulance service with three (3) air 
ambulances, of which 825 must be patient transports. 
 (d) 1,800 patient transports and organ transports for an air ambulance service with four (4) air 
ambulances, of which 1,100 must be patient transports. 
 
 (2)  Demonstrate that the existing air ambulance to be replaced is fully depreciated according to 
generally accepted accounting principles, or that the replacement AIR AMBULANCE offers significant 
technological improvements which enhance safety or quality of care, increases efficiency, or reduces 
operating costs. 
 
 (3)  Identify the existing base of operations of the air ambulance service. 
 
 (4)  Identify the existing base hospital(s) of the air ambulance service. 
 
 (5) Assert that the air ambulance to be replaced shall be removed from operation at the applicant’s 
air ambulance service or designated as a back-up air ambulance. 
 
Section 6.  Requirements for approval to acquire an existing air ambulance service 
 
 Sec. 6.  An applicant proposing to acquire an existing air ambulance service shall: 
 
 (1) Demonstrate that in the most recent 12-month period for which verifiable data are available to 
the department, the air ambulance service met one (1) of the following: 
 (a) 275 patient transports for an air ambulance service with one (1) air ambulance. 
 (b) 600 patient transports and organ transports for an air ambulance service with two (2) air 
ambulances, of which 550 must be patient transports. 
 (c) 1,200 patient transports and organ transports for an air ambulance service with three (3) air 
ambulances, of which 825 must be patient transports. 
 (d) 1,800 patient transports and organ transports for an air ambulance service with four (4) air 
ambulances, of which 1,100 must be patient transports. 
 
 (2) Identify the existing base of operations of the air ambulance service. 
 
 (3)  Identify any proposed base of operations and demonstrate that the proposed base of 
operations is within the same medical control authority as the existing base of operations. 
 
 (4)  Identify the existing and proposed base hospital(s) of the air ambulance service.   
 
 (5)  Provide a letter of support from the medical control authority for the base of operations 
indicating that the applicant’s proposed protocols comply with the requirements of the medical control 
authority.  
 
Section 7.  Requirements for approval for all applicants 
 
Sec.  7.  An applicant shall provide verification of Medicaid participation.  An applicant that is a new 
provider not currently enrolled in Medicaid shall certify that proof of Medicaid participation will be provided 
to the Department within six (6) months from the offering of services, if a CON is approved.  
 
Section 8.  Project delivery requirements--terms of approval for all applicants 
 
 Sec. 8.  (1)  An applicant shall agree that, if approved, the services provided by the air ambulance 
service shall be delivered in compliance with the following terms of CON approval: 
 (a) Compliance with these standards. 
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 (b) Compliance with applicable state and federal safety, operating, and licensure standards. 
 (c) Compliance with applicable local medical control authority protocols for scene responses by air 
ambulances. 
 (d) An average of 275 patient transports annually for each existing air ambulance. 
 (e) Compliance with either of the following quality assurance standards: 
 (i) The applicant shall be accredited as an air ambulance service by the Commission on the 
Accreditation of Medical Transport Systems (CAMTS) within 2 years of beginning operation; or 
 (ii) the applicant shall maintain the following: 
 (A) written policies and procedures specifying the levels of patient care to be provided.  The level 
of patient care provided shall be commensurate with the education and experience of the staff and the 
capabilities of the base hospitals. 
 (B) written patient care protocols including provisions for continuity of care; 
 (C) written policies and procedures that define the roles and responsibilities of all staff members; 
 (D) written policies and procedures addressing the appropriate use of air ambulance services; 
 (E) a written communicable disease and infection control program; 
 (F) a written plan for dealing with situations involving hazardous materials; 
 (G) a planned and structured program for initial and continuing education and training, including 
didactic, clinical and in-flight, for all scheduled staff members appropriate for the respective duties and 
responsibilities; 
 (H) written policies and procedures addressing the integration of the air ambulance service with 
public safety agencies governing the base hospitals including but not limited to the federal aviation 
administration, medical control authorities, ground emergency vehicles and disaster planning;  
 (I) a quality management program; 
 (J) a clinical data base for utilization review and quality assurance purposes; and 
 (K) procedures to screen patients to assure appropriate utilization of the air ambulance service. 
 (f) Compliance with staffing and essential equipment as required by Part 209 of the Code, being 
Section 20901 et seq. of the Michigan Compiled Laws. 
 (g) Compliance with all appropriate requests for services for pre-hospital transports. 
 (h) Assurance that an air ambulance service will be utilized by all segments of the Michigan 
population, shall: 
 (i) not deny air ambulance services to any individual based on ability to pay or source of payment; 
 (ii) provide air ambulance services to any individual based on the clinical indications of need for 
the service; and 
 (i) Participation in a data collection network established and administered by the Department or its 
designee.  The data may include, but is not limited to: annual budget and cost information; operating 
schedules; through-put schedules; demographic and diagnostic information; the volume of care provided 
to patients from all payor sources; and other data requested by the Department.  The applicant shall 
provide the required data on a separate basis for each separate and distinct site, as required by the 
Department; in a format established by the Department; and in a mutually agreed upon media.  The 
Department may elect to verify the data through on-site review of appropriate records. 
 (j) Provision of notice to the Department with a notice stating the date the new, additional, or 
replacement air ambulance, is placed in operation and such notice shall be submitted to the Department 
consistent with applicable statute and promulgated rules. 
 (k) Participation in Medicaid at least 12 consecutive months within the first two years of operation 
and continue to participate annually thereafter. 
 
 (2) The agreements and assurances required by this section shall be in the form of a certification 
agreed to by the applicant or its authorized agent. 
 
Section 9.  Methodology for projecting patient transports 
 
 Sec. 9.  An applicant required to project patient transports shall compute projected patient transports 
as follows:   
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 (1) Identify the base hospital(s) to which patient transports will be completed by the proposed air 
ambulance service. 
 
 (2) In order to include data from any hospital, an applicant shall document in the application each 
hospital's intent to utilize the proposed air ambulance service.  For each hospital from which patients will 
be transported to a base hospital(s), document each of the following: 
 (a) The number of patients that were transferred to each base hospital and either admitted to a 
monitored bed or expired prior to admission during the most recent 12-month period preceding the date 
on which an application is submitted to the Department.   
 (b) The number of patients identified in subdivision (a) that were transferred by ground 
transportation. 
 (c) The number of patients identified in subdivision (b) for which air transport would have been 
appropriate and for which an existing air ambulance service within a 75-mile radius was unavailable for 
reasons other than weather.  
 
 (3) An applicant shall document the number of patients transferred from the scene of an emergency 
by ground transport to the base hospital(s) for which air transport would have been appropriate and for which 
an existing air ambulance service within a 75-mile radius was unavailable for reasons other than weather 
and the patients were either admitted to a monitored bed or expired prior to admission during the most 
recent 12-month period preceding the date on which an application is submitted to the Department. 
 
 (4) The projected number of patient transports shall be the sum of the results of subsections (2)(c) 
and (3). 
 
Section 10.  Effect on Prior CON Review Standards; Comparative reviews 
 
 Sec. 10.  (1)  These CON review standards supersede and replace the CON Review Standards for 
Air Ambulance Services approved by the CON Commission on March 9, 2004 and effective on  June 4, 
2004. 
 
 (2) Projects reviewed under these standards shall not be subject to comparative review. 



PUBLIC HEALTH CODE (EXCERPT)
Act 368 of 1978

PART 222
CERTIFICATES OF NEED

333.22201 Meanings of words and phrases; principles of construction.
Sec. 22201. (1) For purposes of this part, the words and phrases defined in sections 22203 to 22207 have

the meanings ascribed to them in those sections.
(2) In addition, article 1 contains general definitions and principles of construction applicable to all articles

in this code.
(3) The definitions in part 201 do not apply to this part.
History: Add. 1988, Act 332, Eff. Oct. 1, 1988.

Compiler's note: For transfer of certain powers and duties of the division of health facility development in the bureau of health
systems from the department of public health to the director of the department of community health, see E.R.O. No. 1996-1, compiled at
MCL 330.3101 of the Michigan Compiled Laws.

Popular name: Act 368

333.22203 Definitions; A to F.
Sec. 22203. (1) “Addition” means adding patient rooms, beds, and ancillary service areas, including, but

not limited to, procedure rooms or fixed equipment, surgical operating rooms, therapy rooms or fixed
equipment, or other accommodations to a health facility.

(2) “Capital expenditure” means an expenditure for a single project, including cost of construction,
engineering, and equipment that under generally accepted accounting principles is not properly chargeable as
an expense of operation. Capital expenditure includes a lease or comparable arrangement by or on behalf of a
health facility to obtain a health facility, licensed part of a health facility, or equipment for a health facility, if
the actual purchase of a health facility, licensed part of a health facility, or equipment for a health facility
would have been considered a capital expenditure under this part. Capital expenditure includes the cost of
studies, surveys, designs, plans, working drawings, specifications, and other activities essential to the
acquisition, improvement, expansion, addition, conversion, modernization, new construction, or replacement
of physical plant and equipment.

(3) “Certificate of need” means a certificate issued under this part authorizing a new health facility, a
change in bed capacity, the initiation, replacement, or expansion of a covered clinical service, or a covered
capital expenditure that is issued in accordance with this part.

(4) “Certificate of need review standard” or “review standard” means a standard approved by the
commission.

(5) “Change in bed capacity” means 1 or more of the following:
(a) An increase in licensed hospital beds.
(b) An increase in licensed nursing home beds or hospital beds certified for long-term care.
(c) An increase in licensed psychiatric beds.
(d) A change from 1 licensed use to a different licensed use.
(e) The physical relocation of beds from a licensed site to another geographic location.
(6) “Clinical” means directly pertaining to the diagnosis, treatment, or rehabilitation of an individual.
(7) “Clinical service area” means an area of a health facility, including related corridors, equipment rooms,

ancillary service and support areas that house medical equipment, patient rooms, patient beds, diagnostic,
operating, therapy, or treatment rooms or other accommodations related to the diagnosis, treatment, or
rehabilitation of individuals receiving services from the health facility.

(8) “Commission” means the certificate of need commission created under section 22211.
(9) “Covered capital expenditure” means a capital expenditure of $2,500,000.00 or more, as adjusted

annually by the department under section 22221(g), by a person for a health facility for a single project,
excluding the cost of nonfixed medical equipment, that includes or involves the acquisition, improvement,
expansion, addition, conversion, modernization, new construction, or replacement of a clinical service area.

(10) “Covered clinical service”, except as modified by the commission under section 22215, means 1 or
more of the following:

(a) Initiation or expansion of 1 or more of the following services:
(i) Neonatal intensive care services or special newborn nursing services.
(ii) Open heart surgery.
(iii) Extrarenal organ transplantation.
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(b) Initiation, replacement, or expansion of 1 or more of the following services:
(i) Extracorporeal shock wave lithotripsy.
(ii) Megavoltage radiation therapy.
(iii) Positron emission tomography.
(iv) Surgical services provided in a freestanding surgical outpatient facility, an ambulatory surgery center

certified under title XVIII, or a surgical department of a hospital licensed under part 215 and offering
inpatient or outpatient surgical services.

(v) Cardiac catheterization.
(vi) Fixed and mobile magnetic resonance imager services.
(vii) Fixed and mobile computerized tomography scanner services.
(viii) Air ambulance services.
(c) Initiation or expansion of a specialized psychiatric program for children and adolescent patients

utilizing licensed psychiatric beds.
(d) Initiation, replacement, or expansion of a service not listed in this subsection, but designated as a

covered clinical service by the commission under section 22215(1)(a).
(11) “Fixed equipment” means equipment that is affixed to and constitutes a structural component of a

health facility, including, but not limited to, mechanical or electrical systems, elevators, generators, pumps,
boilers, and refrigeration equipment.

History: Add. 1988, Act 331, Eff. Oct. 1, 1988;Am. 1993, Act 88, Imd. Eff. July 9, 1993;Am. 2002, Act 619, Eff. Mar. 31, 2003
.

Popular name: Act 368

333.22205 Definitions; H to M.
Sec. 22205. (1) “Health facility”, except as otherwise provided in subsection (2), means:
(a) A hospital licensed under part 215.
(b) A psychiatric hospital or psychiatric unit licensed under the mental health code, 1974 PA 258, MCL

330.1001 to 330.2106.
(c) A nursing home licensed under part 217 or a hospital long-term care unit as defined in section

20106(6).
(d) A freestanding surgical outpatient facility licensed under part 208.
(e) A health maintenance organization issued a license or certificate of authority in this state.
(2) “Health facility” does not include the following:
(a) An institution conducted by and for the adherents of a church or religious denomination for the purpose

of providing facilities for the care and treatment of the sick who depend solely upon spiritual means through
prayer for healing.

(b) A health facility or agency located in a correctional institution.
(c) A veterans facility operated by the state or federal government.
(d) A facility owned and operated by the department of community health.
(3) “Initiate” means the offering of a covered clinical service that has not been offered in compliance with

this part or former part 221 on a regular basis at that location within the 12-month period immediately
preceding the date the covered clinical service will be offered.

(4) “Medical equipment” means a single equipment component or a related system of components that is
used for clinical purposes.

History: Add. 1988, Act 332, Eff. Oct. 1, 1988;Am. 1993, Act 88, Imd. Eff. July 9, 1993;Am. 2000, Act 253, Imd. Eff. June 29,
2000;Am. 2002, Act 619, Eff. Mar. 31, 2003.

Popular name: Act 368

333.22207 Definitions; M to S.
Sec. 22207. (1) “Medicaid” means the program for medical assistance administered by the department of

community health under the social welfare act, 1939 PA 280, MCL 400.1 to 400.119b.
(2) “Modernization” means an upgrading, alteration, or change in function of a part or all of the physical

plant of a health facility. Modernization includes, but is not limited to, the alteration, repair, remodeling, and
renovation of an existing building and initial fixed equipment and the replacement of obsolete fixed
equipment in an existing building. Modernization of the physical plant does not include normal maintenance
and operational expenses.

(3) “New construction” means construction of a health facility where a health facility does not exist or
construction replacing or expanding an existing health facility or a part of an existing health facility.

(4) “Person” means a person as defined in section 1106 or a governmental entity.
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(5) “Planning area” means the area defined in a certificate of need review standard for determining the
need for, and the resource allocation of, a specific health facility, service, or equipment. Planning area
includes, but is not limited to, the state, a health facility service area, or a health service area or subarea within
the state.

(6) “Proposed project” means a proposal to acquire an existing health facility or begin operation of a new
health facility, make a change in bed capacity, initiate, replace, or expand a covered clinical service, or make
a covered capital expenditure.

(7) “Rural county” means a county not located in a metropolitan statistical area or micropolitan statistical
areas as those terms are defined under the “standards for defining metropolitan and micropolitan statistical
areas” by the statistical policy office of the office of information and regulatory affairs of the United States
office of management and budget, 65 F.R. p. 82238 (December 27, 2000).

(8) “Stipulation” means a requirement that is germane to the proposed project and has been agreed to by an
applicant as a condition of certificate of need approval.

History: Add. 1988, Act 332, Eff. Oct. 1, 1988;Am. 1993, Act 88, Imd. Eff. July 9, 1993;Am. 2002, Act 619, Eff. Mar. 31, 2003
.

Popular name: Act 368

333.22208 Definitions; S, T.
Sec. 22208. (1) “Short-term nursing care” means nursing care provided in a hospital to a patient who has

been discharged or is ready for transfer from a licensed hospital bed other than a hospital long-term care unit
bed and cannot be placed in a nursing home bed, county medical care facility bed, or hospital long-term care
unit bed located within a 50-mile radius of the patient's residence.

(2) “Title XVIII” means title XVIII of the social security act, chapter 531, 49 Stat. 620, 42 U.S.C. 1395 to
1395b, 1395b-2, 1395c to 1395i, 1395-2 to 1395i-4, 1395j to 1395t, 1395u to 1395w-2, 1395w-4 to 1395zz,
and 1395bbb to 1395ccc.

(3) “Title XIX” means title XIX of the social security act, chapter 531, 49 Stat. 620, 42 U.S.C. 1396 to
1396g and 1396i to 1396u.

History: Add. 1988, Act 308, Eff. Oct. 1, 1988;Am. 1990, Act 260, Imd. Eff. Oct. 15, 1990;Am. 1993, Act 88, Imd. Eff. July 9,
1993.

Popular name: Act 368

333.22209 Activities requiring certificate of need; exceptions; requirements; acquisition of
existing health facility; relocation; “sharing agreement” defined.
Sec. 22209. (1) Except as otherwise provided in this part, a person shall not do any of the following

without first obtaining a certificate of need:
(a) Acquire an existing health facility or begin operation of a health facility at a site that is not currently

licensed for that type of health facility.
(b) Make a change in the bed capacity of a health facility.
(c) Initiate, replace, or expand a covered clinical service.
(d) Make a covered capital expenditure.
(2) A certificate of need is not required for a reduction in licensed bed capacity or services at a licensed

site.
(3) Subject to subsection (9) and if the relocation does not result in an increase of licensed beds within that

health service area, a certificate of need is not required for any of the following:
(a) The physical relocation of licensed beds from a hospital site licensed under part 215 to another hospital

site licensed under the same license as the hospital seeking to transfer the beds if both hospitals are located
within a 2-mile radius of each other.

(b) Subject to subsections (7) and (8), the physical relocation of licensed beds from a hospital licensed
under part 215 to a freestanding surgical outpatient facility licensed under part 208 if that freestanding
surgical outpatient facility satisfies each of the following criteria on December 2, 2002:

(i) Is owned by, is under common control of, or has as a common parent the hospital seeking to relocate its
licensed beds.

(ii) Was licensed prior to January 1, 2002.
(iii) Provides 24-hour emergency care services at that site.
(iv) Provides at least 4 different covered clinical services at that site.
(c) Subject to subsections (7) and (8), the physical relocation of licensed beds from a hospital licensed

under part 215 to another hospital licensed under part 215 within the same health service area if the hospital
receiving the licensed beds is owned by, is under common control of, or has as a common parent the hospital
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seeking to relocate its licensed beds.
(4) Subject to subsection (5), a hospital licensed under part 215 is not required to obtain a certificate of

need to provide 1 or more of the covered clinical services listed in section 22203(10) in a federal veterans
health care facility or to use long-term care unit beds or acute care beds that are owned and located in a
federal veterans health care facility if the hospital satisfies each of the following criteria:

(a) The hospital has an active affiliation or sharing agreement with the federal veterans health care facility.
(b) The hospital has physicians who have faculty appointments at the federal veterans health care facility

or has an affiliation with a medical school that is affiliated with a federal veterans health care facility and has
physicians who have faculty appointments at the federal veterans health care facility.

(c) The hospital has an active grant or agreement with the state or federal government to provide 1 or more
of the following functions relating to bioterrorism:

(i) Education.
(ii) Patient care.
(iii) Research.
(iv) Training.
(5) A hospital that provides 1 or more covered clinical services in a federal veterans health care facility or

uses long-term care unit beds or acute care beds located in a federal veterans health care facility under
subsection (4) may not utilize procedures performed at the federal veterans health care facility to demonstrate
need or to satisfy a certificate of need review standard unless the covered clinical service provided at the
federal veterans health care facility was provided under a certificate of need.

(6) If a hospital licensed under part 215 had fewer than 70 licensed beds on December 1, 2002, that
hospital is not required to satisfy the minimum volume requirements under the certificate of need review
standards for its existing operating rooms as long as those operating rooms continue to exist at that licensed
hospital site.

(7) Before relocating beds under subsection (3)(b), the hospital seeking to relocate its beds shall provide
the information requested by the department of consumer and industry services that will allow the department
of consumer and industry services to verify the number of licensed beds that were staffed and available for
patient care at that hospital as of December 2, 2002. A hospital shall transfer no more than 35% of its licensed
beds to another hospital or freestanding surgical outpatient facility under subsection (3)(b) or (c) not more
than 1 time after the effective date of the amendatory act that added this subsection if the hospital seeking to
relocate its licensed beds or another hospital owned by, under common control of, or having as a common
parent the hospital seeking to relocate its licensed beds is located in a city that has a population of 750,000 or
more.

(8) The licensed beds relocated under subsection (3)(b) or (c) shall not be included as new beds in a
hospital or as a new hospital under the certificate of need review standards for hospital beds. One of every 2
beds transferred under subsection (3)(b) up to a maximum of 100 shall be beds that were staffed and available
for patient care as of December 2, 2002. A hospital relocating beds under subsection (3)(b) shall not reactivate
licensed beds within that hospital that were unstaffed or unavailable for patient care on December 2, 2002 for
a period of 5 years after the date of the relocation of the licensed beds under subsection (3)(b).

(9) No licensed beds shall be physically relocated under subsection (3) if 7 or more members of the
commission, after the appointment and confirmation of the 6 additional commission members under section
22211 but before June 15, 2003, determine that relocation of licensed beds under subsection (3) may cause
great harm and detriment to the access and delivery of health care to the public and the relocation of beds
should not occur without a certificate of need.

(10) An applicant seeking a certificate of need for the acquisition of an existing health facility may file a
single, consolidated application for the certificate of need if the project results in the acquisition of an existing
health facility but does not result in an increase or relocation of licensed beds or the initiation, expansion, or
replacement of a covered clinical service. Except as otherwise provided in this subsection, a person acquiring
an existing health facility is subject to the applicable certificate of need review standards in effect on the date
of the transfer for the covered clinical services provided by the acquired health facility. The department may
except 1 or more of the covered clinical services listed in section 22203(10)(b), except the covered clinical
service listed in section 22203(10)(b)(iv), from the minimum volume requirements in the applicable
certificate of need review standards in effect on the date of the transfer, if the equipment used in the covered
clinical service is unable to meet the minimum volume requirements due to the technological incapacity of the
equipment. A covered clinical service excepted by the department under this subsection is subject to all the
other provisions in the applicable certificate of need review standards in effect on the date of the transfer,
except minimum volume requirements.

(11) An applicant seeking a certificate of need for the relocation or replacement of an existing health
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facility may file a single, consolidated application for the certificate of need if the project does not result in an
increase of licensed beds or the initiation, expansion, or replacement of a covered clinical service. A person
relocating or replacing an existing health facility is subject to the applicable certificate of need review
standards in effect on the date of the relocation or replacement of the health facility.

(12) As used in this section, “sharing agreement” means a written agreement between a federal veterans
health care facility and a hospital licensed under part 215 for the use of the federal veterans health care
facility's beds or equipment, or both, to provide covered clinical services.

History: Add. 1988, Act 332, Eff. Oct. 1, 1988;Am. 1990, Act 260, Imd. Eff. Oct. 15, 1990;Am. 1993, Act 88, Imd. Eff. July 9,
1993;Am. 2002, Act 619, Eff. Mar. 31, 2003.

Popular name: Act 368

333.22210 Certificate of need for short-term nursing care program; application; criteria;
modification; fee prohibited; compliance; discrimination prohibited; exercise of rights;
written acknowledgment; forms; additional rights; variation; rules; violation; penalty;
certificate required.
Sec. 22210. (1) A hospital that applies to the department for a certificate of need and meets all of the

following criteria shall be granted a certificate of need for a short-term nursing care program with up to 10
licensed hospital beds:

(a) Is eligible to apply for certification as a provider of swing-bed services under section 1883 of title
XVIII, 42 USC 1395tt.

(b) Subject to subsection (2), has fewer than 100 licensed beds not counting beds excluded under section
1883 of title XVIII, 42 USC 1395tt.

(c) Does not have uncorrected licensing, certification, or safety deficiencies for which the department or
the bureau of fire services created in section 1b of the fire prevention code, 1941 PA 207, MCL 29.1b, or
both, has not accepted a plan of correction.

(d) Provides evidence satisfactory to the department that the hospital has had difficulty in placing patients
in skilled nursing home beds during the 12 months immediately preceding the date of the application.

(2) After October 1, 1990, the criteria set forth in subsection (1)(b) may be modified by the commission,
using the procedure set forth in section 22215(3). The department shall not charge a fee for processing a
certificate of need application to initiate a short-term nursing care program.

(3) A hospital that is granted a certificate of need for a short-term nursing care program under subsection
(1) shall comply with all of the following:

(a) Not charge for or otherwise attempt to recover the cost of a length of stay for a patient in the short-term
nursing care program that exceeds the length of time allowed for post-hospital extended care under title
XVIII.

(b) Admit patients to the short-term nursing care program only pursuant to an admissions contract
approved by the department.

(c) Not discharge or transfer a patient from a licensed hospital bed other than a hospital long-term care unit
bed and admit that patient to the short-term nursing care program unless the discharge or transfer and
admission is determined medically appropriate by the attending physician.

(d) Permit access to a representative of an organization approved under section 21764 to patients admitted
to the short-term nursing care program, for all of the purposes described in section 21763.

(e) Subject to subsection (8), not allow the number of patient days for the short-term nursing care program
to exceed the equivalent of 1,825 patient days for a single state fiscal year.

(f) Transfer a patient in the short-term nursing care program to an appropriately certified nursing home
bed, county medical care facility bed, or hospital long-term care unit bed located within a 50-mile radius of
the patient's residence within 5 business days after the hospital has been notified, either orally or in writing,
that a bed has become available.

(g) Not charge or collect from a patient admitted to the short-term nursing care program, for services
rendered as part of the short-term nursing care program, an amount in excess of the reasonable charge for the
services as determined by the United States secretary of health and human services under title XVIII.

(h) Assist a patient who has been denied coverage for services received in a short-term nursing care
program under title XVIII to file an appeal with the medicare recovery project operated by the office of
services to the aging.

(i) Operate the short-term nursing care program in accordance with this section and the requirements of the
swing bed provisions of section 1883 of title XVIII, 42 USC 1395tt.

(j) Provide data to the department considered necessary by the department to evaluate the short-term
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nursing care program. The data shall include, but is not limited to, all of the following:
(i) The total number of patients admitted to the hospital's short-term nursing care program during the

period specified by the department.
(ii) The total number of short-term nursing care patient days for the period specified by the department.
(iii) Information identifying the type of care to which patients in the short-term care nursing program are

released.
(k) As part of the hospital's policy describing the rights and responsibilities of patients admitted to the

hospital, as required under section 20201, incorporate all of the following additional rights and
responsibilities for patients in the short-term nursing care program:

(i) A copy of the hospital's policy shall be provided to each short-term nursing care patient upon
admission, and the staff of the hospital shall be trained and involved in the implementation of the policy.

(ii) Each short-term nursing care patient may associate and communicate privately with persons of his or
her choice. Reasonable, regular visiting hours, which shall take into consideration the special circumstances
of each visitor, shall be established for short-term nursing care patients to receive visitors. A short-term
nursing care patient may be visited by the patient's attorney or by representatives of the departments named in
section 20156 during other than established visiting hours. Reasonable privacy shall be afforded for visitation
of a short-term nursing care patient who shares a room with another short-term nursing care patient. Each
short-term nursing care patient shall have reasonable access to a telephone.

(iii) A short-term nursing care patient is entitled to retain and use personal clothing and possessions as
space permits, unless medically contraindicated, as documented by the attending physician in the medical
record.

(iv) A short-term nursing care patient is entitled to the opportunity to participate in the planning of his or
her medical treatment. A short-term nursing care patient shall be fully informed by the attending physician of
the short-term nursing care patient's medical condition, unless medically contraindicated, as documented by a
physician in the medical record. Each short-term nursing care patient shall be afforded the opportunity to
discharge himself or herself from the short-term nursing care program.

(v) A short-term nursing care patient is entitled to be fully informed either before or at the time of
admission, and during his or her stay, of services available in the hospital and of the related charges for those
services. The statement of services provided by the hospital shall be in writing and shall include those
services required to be offered on an as needed basis.

(vi) A patient in a short-term nursing care program or a person authorized in writing by the patient may,
upon submission to the hospital of a written request, inspect and copy the patient's personal or medical
records. The hospital shall make the records available for inspection and copying within a reasonable time,
not exceeding 7 days, after the receipt of the written request.

(vii) A short-term nursing care patient has the right to have his or her parents, if the short-term nursing care
patient is a minor, or his or her spouse, next of kin, or patient's representative, if the short-term nursing care
patient is an adult, stay at the facility 24 hours a day if the short-term nursing care patient is considered
terminally ill by the physician responsible for the short-term nursing care patient's care.

(viii) Each short-term nursing care patient shall be provided with meals that meet the recommended dietary
allowances for that patient's age and sex and that may be modified according to special dietary needs or
ability to chew.

(ix) Each short-term nursing care patient has the right to receive a representative of an organization
approved under section 21764, for all of the purposes described in section 21763.

(l) Achieve and maintain medicare certification under title XVIII.
(4) A hospital or the owner, administrator, an employee, or a representative of the hospital shall not

discharge, harass, or retaliate or discriminate against a short-term nursing care patient because the short-term
nursing care patient has exercised a right described in subsection (3)(k).

(5) In the case of a short-term nursing care patient, the rights described in subsection (3)(k)(iv) may be
exercised by the patient's representative, as defined in section 21703(2).

(6) A short-term nursing care patient shall be fully informed, as evidenced by the short-term nursing care
patient's written acknowledgment, before or at the time of admission and during stay, of the rights described
in subsection (3)(k). The written acknowledgment shall provide that if a short-term nursing care patient is
adjudicated incompetent and not restored to legal capacity, the rights and responsibilities set forth in
subsection (3)(k) shall be exercised by a person designated by the short-term nursing care patient. The
hospital shall provide proper forms for the short-term nursing care patient to provide for the designation of
this person at the time of admission.

(7) Subsection (3)(k) does not prohibit a hospital from establishing and recognizing additional rights for
short-term nursing care patients.
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(8) Upon application, the department may grant a variation from the maximum number of patient days
established under subsection (3)(e), to an applicant hospital that demonstrates to the satisfaction of the
department that there is an immediate need for skilled nursing beds within a 100-mile radius of the hospital. A
variation granted under this subsection shall be valid for not more than 1 year after the date the variation is
granted. The department shall promulgate rules to implement this subsection including, at a minimum, a
definition of immediate need and the procedure for applying for a variation.

(9) A hospital that violates subsection (3) is subject to the penalty provisions of section 20165.
(10) A person shall not initiate a short-term nursing care program without first obtaining a certificate of

need under this section.
History: Add. 1988, Act 308, Eff. Oct. 1, 1988;Am. 1990, Act 260, Imd. Eff. Oct. 15, 1990;Am. 1993, Act 88, Imd. Eff. July 9,

1993;Am. 2006, Act 195, Imd. Eff. June 19, 2006.

Compiler's note: For transfer of powers and duties of state fire marshal to department of labor and economic growth, bureau of
construction codes and fire safety, by type II transfer, see E.R.O. No. 2003-1, compiled at MCL 445.2011.

Popular name: Act 368

333.22211 Certificate of need commission; creation; appointment, qualifications, and terms
of members; vacancy; laws to which commission members subject.
Sec. 22211. (1) The certificate of need commission is created in the department. The commission shall

consist of 11 members appointed by the governor with the advice and consent of the senate. The governor
shall not appoint more than 6 members from the same major political party and shall appoint 5 members from
another major political party. The members constituting the commission on the day before the effective date
of the amendatory act that added subdivision (a) shall serve on the commission for the remainder of their
terms. On the expiration of the term of each member constituting the commission on the day before the
effective date of the amendatory act that added subdivision (a), the governor shall appoint a successor as
required under this section in accordance with subdivisions (f), (g), (h), (i), and (j) and in that order. Of the
additional members, the governor, within 30 days after the effective date of the amendatory act that added
subdivision (a), shall appoint 6 additional members to the commission as required under subdivisions (a), (b),
(c), (d), and (e). The commission shall consist of the following 11 members:

(a) Two individuals representing hospitals.
(b) One individual representing physicians licensed under part 170 to engage in the practice of medicine.
(c) One individual representing physicians licensed under part 175 to engage in the practice of osteopathic

medicine and surgery.
(d) One individual who is a physician licensed under part 170 or 175 representing a school of medicine or

osteopathic medicine.
(e) One individual representing nursing homes.
(f) One individual representing nurses.
(g) One individual representing a company that is self-insured for health coverage.
(h) One individual representing a company that is not self-insured for health coverage.
(i) One individual representing a nonprofit health care corporation operating pursuant to the nonprofit

health care corporation reform act, 1980 PA 350, MCL 550.1101 to 550.1703.
(j) One individual representing organized labor unions in this state.
(2) In making appointments, the governor shall, to the extent feasible, assure that the membership of the

commission is broadly representative of the interests of all of the people of this state and of the various
geographic regions.

(3) A member of the commission shall serve for a term of 3 years or until a successor is appointed. Of the
6 members appointed within 30 days after the effective date of the amendatory act that added subsection
(1)(a), 2 of the members shall be appointed for a term of 1 year, 2 of the members shall be appointed for a
term of 2 years, and 2 of the members shall be appointed for a term of 3 years. A vacancy on the commission
shall be filled for the remainder of the unexpired term in the same manner as the original appointment.

(4) Commission members are subject to the following:
(a) 1968 PA 317, MCL 15.321 to 15.330.
(b) 1973 PA 196, MCL 15.341 to 15.348.
(c) 1978 PA 472, MCL 4.411 to 4.431.
History: Add. 1988, Act 332, Eff. Oct. 1, 1988;Am. 2002, Act 619, Eff. Mar. 31, 2003.

Popular name: Act 368

333.22213 Commission; bylaws; removal of member; election of chairperson and
vice-chairperson; meetings; quorum; final action; compensation and expenses; duties of
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department; professional employees.
Sec. 22213. (1) The commission shall, within 2 months after appointment and confirmation of all

members, adopt bylaws for the operation of the commission. The bylaws shall include, at a minimum, voting
procedures that protect against conflict of interest and minimum requirements for attendance at meetings.

(2) The governor may remove a commission member from office for failure to attend 3 consecutive
meetings in a 1-year period.

(3) The commission annually shall elect a chairperson and vice-chairperson.
(4) The commission shall hold regular quarterly meetings at places and on dates fixed by the commission.

Special meetings may be called by the chairperson, by not less than 3 commission members, or by the
department.

(5) A majority of the commission members appointed and serving constitutes a quorum. Final action by the
commission shall be only by affirmative vote of a majority of the commission members appointed and
serving. A commission member shall not vote by proxy.

(6) The legislature annually shall fix the per diem compensation of members of the commission. Expenses
of members incurred in the performance of official duties shall be reimbursed as provided in section 1216.

(7) The department shall furnish administrative services to the commission, shall have charge of the
commission's offices, records, and accounts, and shall provide at least 2 full-time administrative employees,
secretarial staff, and other staff necessary to allow the proper exercise of the powers and duties of the
commission. The department shall make available the times and places of commission meetings and keep
minutes of the meetings and a record of the actions of the commission. The department shall make available a
brief summary of the actions taken by the commission.

(8) The department shall assign at least 2 full-time professional employees to staff the commission to assist
the commission in the performance of its substantive responsibilities under this part.

History: Add. 1988, Act 332, Eff. Oct. 1, 1988;Am. 1993, Act 88, Imd. Eff. July 9, 1993;Am. 2002, Act 619, Eff. Mar. 31, 2003
.

Popular name: Act 368

333.22215 Duties of commission; purpose; public hearing before final action; submission of
proposed final action to joint committee; approval or disapproval; review standards;
revision of fees.
Sec. 22215. (1) The commission shall do all of the following:
(a) If determined necessary by the commission, revise, add to, or delete 1 or more of the covered clinical

services listed in section 22203. If the commission proposes to add to the covered clinical services listed in
section 22203, the commission shall develop proposed review standards and make the review standards
available to the public not less than 30 days before conducting a hearing under subsection (3).

(b) Develop, approve, disapprove, or revise certificate of need review standards that establish for purposes
of section 22225 the need, if any, for the initiation, replacement, or expansion of covered clinical services, the
acquisition or beginning the operation of a health facility, making changes in bed capacity, or making covered
capital expenditures, including conditions, standards, assurances, or information that must be met,
demonstrated, or provided by a person who applies for a certificate of need. A certificate of need review
standard may also establish ongoing quality assurance requirements including any or all of the requirements
specified in section 22225(2)(c). Except for nursing home and hospital long-term care unit bed review
standards, by January 1, 2004, the commission shall revise all certificate of need review standards to include a
requirement that each applicant participate in title XIX of the social security act, chapter 531, 49 Stat. 620,
1396r-6 and 1396r-8 to 1396v.

(c) Direct the department to prepare and submit recommendations regarding commission duties and
functions that are of interest to the commission including, but not limited to, specific modifications of
proposed actions considered under this section.

(d) Approve, disapprove, or revise proposed criteria for determining health facility viability under section
22225.

(e) Annually assess the operations and effectiveness of the certificate of need program based on periodic
reports from the department and other information available to the commission.

(f) By January 1, 2005, and every 2 years thereafter, make recommendations to the joint committee
regarding statutory changes to improve or eliminate the certificate of need program.

(g) Upon submission by the department approve, disapprove, or revise standards to be used by the
department in designating a regional certificate of need review agency, pursuant to section 22226.

(h) Develop, approve, disapprove, or revise certificate of need review standards governing the acquisition
of new technology.
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(i) In accordance with section 22255, approve, disapprove, or revise proposed procedural rules for the
certificate of need program.

(j) Consider the recommendations of the department and the department of attorney general as to the
administrative feasibility and legality of proposed actions under subdivisions (a), (b), and (c).

(k) Consider the impact of a proposed restriction on the acquisition of or availability of covered clinical
services on the quality, availability, and cost of health services in this state.

(l) If the commission determines it necessary, appoint standard advisory committees to assist in the
development of proposed certificate of need review standards. A standard advisory committee shall complete
its duties under this subdivision and submit its recommendations to the commission within 6 months unless a
shorter period of time is specified by the commission when the standard advisory committee is appointed. An
individual shall serve on no more than 2 standard advisory committees in any 2-year period. The composition
of a standard advisory committee shall not include a lobbyist registered under 1978 PA 472, MCL 4.411 to
4.431, but shall include all of the following:

(i) Experts with professional competence in the subject matter of the proposed standard, who shall
constitute a 2/3 majority of the standard advisory committee.

(ii) Representatives of health care provider organizations concerned with licensed health facilities or
licensed health professions.

(iii) Representatives of organizations concerned with health care consumers and the purchasers and payers
of health care services.

(m) In addition to subdivision (b), review and, if necessary, revise each set of certificate of need review
standards at least every 3 years.

(n) If a standard advisory committee is not appointed by the commission and the commission determines it
necessary, submit a request to the department to engage the services of private consultants or request the
department to contract with any private organization for professional and technical assistance and advice or
other services to assist the commission in carrying out its duties and functions under this part.

(o) Within 6 months after the appointment and confirmation of the 6 additional commission members
under section 22211, develop, approve, or revise certificate of need review standards governing the increase
of licensed beds in a hospital licensed under part 215, the physical relocation of hospital beds from 1 licensed
site to another geographic location, and the replacement of beds in a hospital licensed under part 215.

(2) The commission shall exercise its duties under this part to promote and assure all of the following:
(a) The availability and accessibility of quality health services at a reasonable cost and within a reasonable

geographic proximity for all people in this state.
(b) Appropriate differential consideration of the health care needs of residents in rural counties in ways that

do not compromise the quality and affordability of health care services for those residents.
(3) Not less than 30 days before final action is taken by the commission under subsection (1)(a), (b), (d),

(h), or (o), the commission shall conduct a public hearing on its proposed action. In addition, not less than 30
days before final action is taken by the commission under subsection (1)(a), (b), (d), (h), or (o), the
commission chairperson shall submit the proposed action and a concise summary of the expected impact of
the proposed action for comment to each member of the joint committee. The commission shall inform the
joint committee of the date, time, and location of the next meeting regarding the proposed action. The joint
committee shall promptly review the proposed action and submit its recommendations and concerns to the
commission.

(4) The commission chairperson shall submit the proposed final action including a concise summary of the
expected impact of the proposed final action to the governor and each member of the joint committee. The
governor or the legislature may disapprove the proposed final action within 45 days after the date of
submission. If the proposed final action is not submitted on a legislative session day, the 45 days commence
on the first legislative session day after the proposed final action is submitted. The 45 days shall include not
less than 9 legislative session days. Legislative disapproval shall be expressed by concurrent resolution which
shall be adopted by each house of the legislature. The concurrent resolution shall state specific objections to
the proposed final action. A proposed final action by the commission under subsection (1)(a), (b), (d), (h), or
(o) is not effective if it has been disapproved under this subsection. If the proposed final action is not
disapproved under this subsection, it is effective and binding on all persons affected by this part upon the
expiration of the 45-day period or on a later date specified in the proposed final action. As used in this
subsection, “legislative session day” means each day in which a quorum of either the house of representatives
or the senate, following a call to order, officially convenes in Lansing to conduct legislative business.

(5) The commission shall not develop, approve, or revise a certificate of need review standard that requires
the payment of money or goods or the provision of services unrelated to the proposed project as a condition
that must be satisfied by a person seeking a certificate of need for the initiation, replacement, or expansion of
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covered clinical services, the acquisition or beginning the operation of a health facility, making changes in
bed capacity, or making covered capital expenditures. This subsection does not preclude a requirement that
each applicant participate in title XIX of the social security act, chapter 531, 49 Stat. 620, 1396r-6 and
1396r-8 to 1396v, or a requirement that each applicant provide covered clinical services to all patients
regardless of his or her ability to pay.

(6) If the reports received under section 22221(f) indicate that the certificate of need application fees
collected under section 20161 have not been within 10% of 3/4 the cost to the department of implementing
this part, the commission shall make recommendations regarding the revision of those fees so that the
certificate of need application fees collected equal approximately 3/4 of the cost to the department of
implementing this part.

(7) As used in this section, “joint committee” means the joint committee created under section 22219.
History: Add. 1988, Act 332, Eff. Oct. 1, 1988;Am. 1993, Act 88, Imd. Eff. July 9, 1993;Am. 2002, Act 619, Eff. Mar. 31, 2003

.

Popular name: Act 368

333.22217 Repealed. 2002, Act 619, Eff. Mar. 31, 2003.
Compiler's note: The repealed section pertained to certificate of need review standards.

Popular name: Act 368

333.22219 Joint legislative committee.
Sec. 22219. (1) A joint legislative committee to focus on proposed actions of the commission regarding the

certificate of need program and certificate of need standards and to review other certificate of need issues is
created. The joint committee shall consist of 6 members as follows:

(a) The chairperson of the senate committee on health policy.
(b) The vice-chairperson of the senate committee on health policy.
(c) The minority vice-chairperson of the senate committee on health policy.
(d) The chairperson of the house of representatives committee on health policy.
(e) The vice-chairperson of the house of representatives committee on health policy.
(f) The minority vice-chairperson of the house of representatives committee on health policy.
(2) The joint committee shall be co-chaired by the chairperson of the senate committee on health policy

and the chairperson of the house committee on health policy.
(3) The joint committee may administer oaths, subpoena witnesses, and examine the application,

documentation, or other reports and papers of an applicant or any other person involved in a matter properly
before the committee.

(4) The joint committee shall review the recommendations made by the commission under section
22215(6) regarding the revision of the certificate of need application fees and submit a written report to the
legislature outlining the costs to the department to implement the program, the amount of fees collected, and
its recommendation regarding the revision of those fees.

(5) The joint committee may develop a plan for the revision of the certificate of need program. If a plan is
developed by the joint committee, the joint committee shall recommend to the legislature the appropriate
statutory changes to implement the plan.

History: Add. 2002, Act 619, Eff. Mar. 31, 2003.

Popular name: Act 368

333.22221 Duties of department generally.
Sec. 22221. The department shall do all of the following:
(a) Subject to approval by the commission, promulgate rules to implement its powers and duties under this

part.
(b) Report to the commission at least annually on the performance of the department's duties under this

part.
(c) Develop proposed certificate of need review standards for submission to the commission.
(d) Administer and apply certificate of need review standards. In the review of certificate of need

applications, the department shall consider relevant written communications from any person.
(e) Designate adequate staff or other resources to directly assist hospitals and nursing homes with less than

100 beds in the preparation of applications for certificates of need.
(f) By October 1, 2003, and annually thereafter, report to the commission regarding the costs to the

department of implementing this part and the certificate of need application fees collected under section
20161 in the immediately preceding state fiscal year.
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(g) Beginning January 1, 2003, annually adjust the $2,500,000.00 threshold set forth in section 22203(9)
by an amount determined by the state treasurer to reflect the annual percentage change in the consumer price
index, using data from the immediately preceding period of July 1 to June 30. As used in this subdivision,
“consumer price index” means the most comprehensive index of consumer prices available for this state from
the bureau of labor statistics of the United States department of labor.

(h) Annually review the application process, including all forms, reports, and other materials that are
required to be submitted with the application. If needed to promote administrative efficiency, revise the
forms, reports, and any other materials required with the application.

(i) Within 6 months after the effective date of the amendatory act that added this subdivision, create a
consolidated application for a certificate of need for the relocation or replacement of an existing health
facility.

(j) In consultation with the commission, define single project as it applies to capital expenditures.
History: Add. 1988, Act 332, Eff. Oct. 1, 1988;Am. 1993, Act 88, Imd. Eff. July 9, 1993;Am. 2002, Act 619, Eff. Mar. 31, 2003

.

Popular name: Act 368

333.22223 Application for certificate of need; statement addressing review criteria.
Sec. 22223. An applicant for a certificate of need shall include as part of the application a statement

addressing each of the review criteria listed in section 22225. This section does not apply to an application for
a certificate of need made under section 22210.

History: Add. 1988, Act 332, Eff. Oct. 1, 1988.

Popular name: Act 368

333.22224 Certificate of need not required.
Sec. 22224. (1) A health facility required to be licensed as a freestanding surgical outpatient facility by

rules promulgated under section 20115(2) is not required to obtain a certificate of need in order to be granted
a license as a freestanding surgical outpatient facility.

(2) If a freestanding surgical outpatient facility is applying for a certificate of need to initiate, replace, or
expand a covered clinical service consisting of surgical services, the department shall not count abortion
procedures in determining if the freestanding surgical outpatient facility meets the annual minimum number
of surgical procedures required in the certificate of need standards governing surgical services.

History: Add. 1999, Act 206, Eff. Mar. 10, 2000.

Popular name: Act 368

333.22224a Magnetic resonance image units.
Sec. 22224a. (1) A person seeking to initiate, expand, replace, relocate, or acquire a fixed or mobile

magnetic resonance imager service within a county that has a population of more than 160,000 but does not
have at least 2 magnetic resonance imager units may file a letter of intent with the department prior to the
initiation, expansion, replacement, relocation, or acquisition of a fixed or mobile magnetic resonance imager
unit within that county instead of obtaining a certificate of need.

(2) Within 30 days after receiving the letter of intent, if the department verifies that the county has a
population of more than 160,000 and that the county does not already have 2 magnetic resonance imager
units, the department shall send a written acknowledgment to the person approving the initiation, expansion,
replacement, relocation, or acquisition of a fixed or mobile magnetic resonance imager unit.

(3) A person shall not initiate, expand, replace, relocate, or acquire a fixed or mobile magnetic resonance
imager unit under this section without a certificate of need unless that person receives a written
acknowledgment of approval from the department under subsection (2).

(4) A person seeking to initiate, expand, replace, relocate, or acquire a fixed or mobile magnetic resonance
imager service under this section shall be a nonprofit organization and shall demonstrate that the service shall
be accessible to all patients regardless of his or her ability to pay and shall participate in title XIX of the social
security act, chapter 531, 49 Stat. 620, 42 U.S.C. 1396 to 1396r-8 to 1396v.

History: Add. 2002, Act 619, Eff. Mar. 31, 2003.

Popular name: Act 368

333.22225 Demonstration of need for proposed project; additional requirements.
Sec. 22225. (1) In order to be approved under this part, an applicant for a certificate of need shall

demonstrate to the satisfaction of the department that the proposed project will meet an unmet need in the area
proposed to be served. An applicant shall demonstrate the need for a proposed project by credible
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documentation of compliance with the applicable certificate of need review standards. If no certificate of need
review standards are applicable to the proposed project or to a portion of a proposed project that is otherwise
governed by this part, the applicant shall demonstrate to the satisfaction of the department that an unmet need
for the proposed project or portion of the proposed project exists by credible documentation that the proposed
project will be geographically accessible and efficiently and appropriately utilized, in light of the type of
project and the existing health care system. Whether or not there are applicable certificate of need review
standards, in determining compliance with this subsection, the department shall consider approved projects
that are not yet operational, proposed projects under appeal from a final decision of the department, or
proposed projects that are pending final department decision.

(2) If, and only if, the requirements of subsection (1) are met, in order for an application to be approved
under this part, an applicant shall also demonstrate to the reasonable satisfaction of the department all of the
following:

(a) With respect to the method proposed to meet the unmet need identified under subsection (1), that the
applicant has considered alternatives to the proposed project and that, in light of the alternatives available for
consideration, the chosen alternative is the most efficient and effective method of meeting that unmet need.

(b) With respect to the financial aspects of the proposed project, that each of the following is met:
(i) The capital costs of the proposed project will result in the least costly total annual operating costs.
(ii) Funds are available to meet the capital and operating needs of the proposed project.
(iii) The proposed project utilizes the least costly method of financing, in light of available alternatives.
(iv) In the case of a construction project, the applicant stipulates that the applicant will competitively bid

capital expenditures among qualified contractors or alternatively, the applicant is proposing an alternative to
competitive bidding that will achieve substantially the same results as competitive bidding.

(c) The proposed project will be delivered in compliance with applicable operating standards and quality
assurance standards approved under section 22215(1)(b), including 1 or more of the following:

(i) Mechanisms for assuring appropriate utilization of the project.
(ii) Methods for evaluating the effectiveness of the project.
(iii) Means of assuring delivery of the project by qualified personnel and in compliance with applicable

safety and operating standards.
(iv) Evidence of the current and historical compliance with federal and state licensing and certification

requirements in this state by the applicant or the applicant's owner, or both, to the degree determined
appropriate by the commission in light of the subject of the review standard.

(v) Other criteria approved by the commission as appropriate to evaluate the quality of the project.
(d) The health services proposed in the project will be delivered in a health facility that meets the criteria,

if any, established by the commission for determining health facility viability, pursuant to this subdivision.
The criteria shall be proposed by the department and the office, and approved or disapproved by the
commission. At a minimum, the criteria shall specify, to the extent applicable to the applicant, that an
applicant shall be considered viable by demonstrating at least 1 of the following:

(i) A minimum percentage occupancy of licensed beds.
(ii) A minimum percentage of combined uncompensated discharges and discharges under title XIX in the

health facility's planning area.
(iii) A minimum percentage of the total discharges in the health facility's planning area.
(iv) Evidence that the health facility is the only provider in the health facility's planning area of a service

that is considered essential by the commission.
(v) An operating margin in an amount determined by the commission.
(vi) Other criteria approved by the commission as appropriate for statewide application to determine health

facility viability.
(e) In the case of a nonprofit health facility, the health facility is in fact governed by a body composed of a

majority consumer membership broadly representative of the population served. In the case of a health facility
sponsored by a religious organization, or if the nature of the nonprofit health facility is such that the legal
rights of its owners or sponsors might be impaired by a requirement as to the composition of its governing
body, an advisory board with majority consumer membership broadly representative of the population served
may be construed by the department to be equivalent to the governing board described in this subdivision, if
the advisory board meets all of the following requirements:

(i) The role assigned to the advisory board is meaningful, as determined by the department.
(ii) The functions of the advisory board are clearly prescribed.
(iii) The advisory board is given an opportunity to influence policy formulation by the legally recognized

governing body, as determined by the department.
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History: Add. 1988, Act 332, Eff. Oct. 1, 1988;Am. 1993, Act 88, Imd. Eff. July 9, 1993.

Popular name: Act 368

333.22226 Regional certificate of need review agency; standards; designation of person for
specific review area; requirements; duration and termination of agency; local certificate of
need review agency; application or other information; review; recommendations; decision;
convening consumers, providers, purchasers, or payers of health care; public hearing;
meetings; “review area” defined.
Sec. 22226. (1) The commission shall develop standards for the designation by the department of a

regional certificate of need review agency for each review area to develop advisory recommendations for
proposed projects. The standards shall be based on the requirements for a regional certificate of review
agency set forth in subsection (3).

(2) The department, with the concurrence of the commission, shall designate a person to be a regional
certificate of need review agency for a specific review area, according to procedures approved by the
commission, if the person meets the standards approved under subsection (1), and if a regional certificate of
need review agency has not already been designated for that specific review area.

(3) A regional certificate of need review agency shall meet all of the following requirements:
(a) Be an independent nonprofit organization that is not a subsidiary of, or otherwise controlled by, any

other person.
(b) Be governed by a board that is broadly representative of consumers, providers, payers, and purchasers

of health care in the review area, with a majority of the board being consumers, payers, and purchasers of
health care.

(c) Demonstrate a willingness and ability to conduct reviews of all proposed projects requiring a certificate
of need that would be located within the review area served by the regional certificate of need review agency.

(d) Avoid conflict of interest in its review of all applications for a certificate of need.
(e) Provide data to the department to enable the department to evaluate the regional certificate of need

review agency's performance. The data provided under this subdivision shall be reviewed at periodic meetings
between the department and the regional certificate of need review agency.

(f) Not receive more than a designated proportion of its financial support from health facilities and health
professionals, as determined by the commission.

(g) Meet other requirements established by the commission that are relevant to the functions of a regional
certificate of need review agency, under this part.

(4) The designation of a regional certificate of need review agency shall be operative for a period of time
approved by the commission, but not for more than 24 months. The designation of a regional certificate of
need review agency may be terminated by the department with the concurrence of the commission at any time
for noncompliance with the standards approved under subsection (1). In addition, the designation may be
terminated by the regional certificate of need review agency upon the expiration of 60 days after the
department receives written notice of the termination.

(5) A local certificate of need review agency that was designated pursuant to a designation agreement
authorized under former section 22124 and effective on October 1, 1988 is designated as the regional
certificate of need review agency for its review area until the expiration of 1 year after the date of final
approval of the standards developed under subsection (1), unless the designation is terminated by either the
department under subsection (4) or the regional certificate of need review agency before that time.

(6) A person applying for a certificate of need under this part shall simultaneously provide a copy of any
letter of intent, application, or additional information required by the department to the regional certificate of
need review agency designated by the department for the review area in which the proposed project would be
located, unless the regional certificate of need review agency determines that it will not review the application
or other information, and notifies both the applicant and the department in writing of its determination. The
regional certificate of need review agency may review the application and submit its recommendations to the
department. If the regional certificate of need review agency determines that it will not review the application,
then the regional certificate of need review agency shall notify both the applicant and the department in
writing of its determination. In developing its recommendations, the regional certificate of need review
agency shall utilize the review procedures and time frames specified for regional certificate of need review
agencies in the rules continued or promulgated under this part, and shall also utilize certificate of need review
standards, statutory criteria, and forms identical to those used by the department.

(7) Before developing a proposed decision on an application, the department shall review the
recommendations of the regional certificate of need review agency for the review area in which the proposed
project would be located, if the recommendations are submitted to the department within the time frames
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required under subsection (6). If the director makes a final decision that is inconsistent with the
recommendations of the regional certificate of need review agency, the department shall promptly provide the
regional certificate of need review agency with a detailed statement of the reasons for the director's decision.
The statement shall address each instance in which the director's decision is inconsistent with the
recommendation of the regional certificate of need review agency regarding a specific certificate of need
review standard or criterion.

(8) A regional certificate of need review agency may convene consumers, providers, purchasers, or payers
of health care, or representatives of all of those groups, related to activities in its review area for the purpose
of achieving the objectives of this part.

(9) Before developing a recommendation on a certificate of need application, a regional certificate of need
review agency shall hold a public hearing on the proposed project. If the department determines that local
interest merits a public hearing and a regional certificate of need review agency has not been designated for
the review area in which the proposed project will be located, then the department shall hold a public hearing
on the proposed project.

(10) A regional certificate of need review agency shall conduct all meetings regarding its activities for the
purpose of achieving the objectives of this part in compliance with the open meetings act, 1976 PA 267, MCL
15.261 to 15.275.

(11) As used in this section, “review area” means a geographic area established for a health systems
agency pursuant to former section 1511 of the public health service act, or a geographic area otherwise
established by the commission for a regional certificate of need review agency.

History: Add. 1988, Act 331, Eff. Oct. 1, 1988;Am. 2002, Act 619, Eff. Mar. 31, 2003.

Popular name: Act 368

Administrative rules: R 325.9101 et seq. of the Michigan Administrative Code.

333.22227 Health maintenance organization; purposes for which certificate of need required;
capital expenditures; considerations and criteria.
Sec. 22227. (1) A health maintenance organization is required to obtain a certificate of need only for 1 or

more of the following purposes:
(a) The acquisition of, purchase of, new construction of, modernization of, replacement of, or addition to a

hospital or other health facility providing inpatient services, if a covered capital expenditure is required.
(b) The initiation, replacement, or expansion of a covered clinical service.
(2) A covered capital expenditure proposed to be undertaken by a health maintenance organization that is

not intended principally to serve the needs of the enrollees of the health maintenance organization, as
determined by the department, is subject to this part.

(3) In making determinations and conducting reviews for certificates of need for health maintenance
organizations, the department shall consider the special needs and circumstances of health maintenance
organizations, and shall apply all of the following criteria:

(a) The availability of the proposed service from a provider of health care other than the health
maintenance organization on a long-term basis, at reasonable terms, and in a cost-effective manner consistent
with the health maintenance organization's basic method of operation.

(b) The long-term needs of the health maintenance organization, and its current and expected future
membership.

(c) The long-term impact of the proposed service on health care costs in the health maintenance
organization's service area.

History: Add. 1988, Act 332, Eff. Oct. 1, 1988;Am. 1993, Act 88, Imd. Eff. July 9, 1993.

Popular name: Act 368

333.22229 Projects and services subject to comparative review; exceptions; establishment
of comparative review or alternative procedure; proposed site for project; utilization and
financing of covered clinical services.
Sec. 22229. (1) The following proposed projects are subject to comparative review:
(a) Proposed projects specified as subject to comparative review in a certificate of need review standard.
(b) New beds in a health facility that is a hospital, hospital long-term care unit, or nursing home if there are

multiple applications to meet the same need for projects that, when combined, exceed the need of the planning
area as determined by the applicable certificate of need review standards.

(2) Replacement beds in a hospital that are proposed for construction on the original site, on a contiguous
site, within a 5-mile radius of the original site if the hospital is located in a county with a population of less
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than 200,000, or within a 2-mile radius of the original site if the hospital is located in a county with a
population of 200,000 or more, are not subject to comparative review.

(3) Replacement beds in a nursing home that is located in a nonrural county that are proposed for
construction on the original site, on a contiguous site, or within a 2-mile radius of the original site are not
subject to comparative review. Replacement beds in a nursing home that is located in a rural county that are
proposed for construction on the original site, on a contiguous site, or within the same planning area are not
subject to comparative review.

(4) The commission may approve certificate of need review standards that establish comparative review or
an alternative procedure for determining whether 1 or more of several qualified applicants may be approved if
the level of need is not sufficient to justify approval of all qualified applicants. If an applicant involves more
than 1 health facility, the applicant shall indicate on the application the proposed site or sites for the project
and arrangements for the utilization and financing of the covered clinical services.

History: Add. 1988, Act 332, Eff. Oct. 1, 1988;Am. 1993, Act 88, Imd. Eff. July 9, 1993.

Popular name: Act 368

333.22230 Participation in medicaid program as distinct criterion.
Sec. 22230. In evaluating applications for a health facility as defined under section 22205(1)(c) in a

comparative review, the department shall include participation in title XIX of the social security act, chapter
531, 49 Stat. 620, 42 U.S.C. 1396 to 1396r-6 and 1396r-8 to 1396v, as a distinct criterion, weighted as very
important, and determine the degree to which an application meets this criterion based on the extent of
participation in the medicaid program.

History: Add. 1988, Act 332, Eff. Oct. 1, 1988;Am. 2002, Act 619, Eff. Mar. 31, 2003.

Popular name: Act 368

333.22231 Decision to grant or deny application for certificate of need; conditions; single
decision for all applications; proposed decision; final decision; notice of reversal; hearing;
judicial review; effect of exceeding time frames.
Sec. 22231. (1) The decision to grant or deny an application for a certificate of need shall be made by the

director. A decision shall be proposed to the director by a bureau within the department designated by the
director as responsible for the certificate of need program. A decision shall be in writing and shall indicate 1
of the following:

(a) Approval of the application.
(b) Disapproval of the application.
(c) Subject to subsection (2), approval of the application with conditions.
(d) If agreed to by the department and the applicant, approval of the application with stipulations.
(2) If an application is approved with conditions under subsection (1)(c), the conditions shall be explicit,

shall be related to the proposed project or to the applicable provisions of this part, and shall specify a time, not
to exceed 1 year after the date the decision is rendered, within which the conditions shall be met.

(3) If the department is conducting a comparative review, the director shall issue only 1 decision for all of
the applications included in the comparative review.

(4) Before a final decision on an application is made, the bureau of the department designated by the
director as responsible for the certificate of need program shall issue a proposed decision with specific
findings of fact in support of the proposed decision with regard to each of the criteria listed in section 22225.
The proposed decision also shall state with specificity the reasons and authority of the department for the
proposed decision. The department shall transmit a copy of the proposed decision to the applicant.

(5) The proposed decision shall be submitted to the director on the same day the proposed decision is
issued.

(6) If the proposed decision is other than an approval without conditions or stipulations, the director shall
issue a final decision not later than 60 days after the date a proposed decision is submitted to the director
unless the applicant has filed a request for a hearing on the proposed decision. If the proposed decision is an
approval, the director shall issue a final decision not later than 5 days after the proposed decision is submitted
to the director.

(7) The director shall review the proposed decision before a final decision is rendered.
(8) If a proposed decision is an approval, and if, upon review, the director reverses the proposed decision,

the director immediately shall notify the applicant of the reversal. Within 15 days after receipt of the notice of
reversal, the applicant may request a hearing under section 22232. After the hearing, the applicant may
request the director to reconsider the reversal of the proposed decision, based on the results of the hearing.
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(9) Within 30 days after the final decision of the director, the final decision of the director may be appealed
only by the applicant and only on the record directly to the circuit court for the county where the applicant has
its principal place of business in this state or the circuit court for Ingham county. Judicial review is governed
by the administrative procedures act of 1969, 1969 PA 306, MCL 24.201 to 24.328.

(10) If the department exceeds the time set forth in this section for other than good cause, as determined by
the commission, upon the written request of an applicant, the department shall return to the applicant all of the
certificate of need application fee paid by the applicant under section 20161.

History: Add. 1988, Act 332, Eff. Oct. 1, 1988;Am. 1993, Act 88, Imd. Eff. July 9, 1993;Am. 2002, Act 619, Eff. Mar. 31, 2003
.

Popular name: Act 368

333.22232 Hearing; written request; appointment and duties of hearing officer; governing
law.
Sec. 22232. (1) The applicant may, within 15 days after receipt by the applicant of the bureau's proposed

decision to deny the application or receipt of notice of reversal by the director of a proposed decision that is
an approval, submit a written request for a hearing to demonstrate that the application filed by the applicant
meets the requirements for approval under this part.

(2) The department shall appoint a hearing officer for a hearing held under this section. The hearing officer
shall establish a schedule for the hearing, control the presentation of proofs, and take such other action
determined by the hearing officer to be necessary to ensure that the hearing is conducted in an expeditious
manner and completed within a reasonable period of time. The hearing officer shall convene the hearing
within 90 days after receipt of a request for a hearing under this section. Upon written request by a party, a
hearing officer may issue subpoenas requiring the attendance and testimony of witnesses and the production
of evidence. The department shall establish appropriate qualifications for hearing officers appointed under
this section.

(3) If a hearing is requested under this section, chapter 4 of the administrative procedures act of 1969, Act
No. 306 of the Public Acts of 1969, being sections 24.271 to 24.287 of the Michigan Compiled Laws,
governs.

History: Add. 1988, Act 332, Eff. Oct. 1, 1988;Am. 1993, Act 88, Imd. Eff. July 9, 1993.

Popular name: Act 368

333.22233 Waiver of criteria and procedures.
Sec. 22233. If the department determines that a proposed project is nonsubstantive in nature and does not

warrant a full review, the department may waive certain criteria and procedures otherwise required under this
part.

History: Add. 1988, Act 332, Eff. Oct. 1, 1988.

Popular name: Act 368

333.22235 Waiver of law and procedural requirements and criteria for review; affidavit;
emergency certificate of need.
Sec. 22235. (1) The department may waive otherwise applicable provisions of this part and procedural

requirements and criteria for review upon a showing by the applicant, by affidavit, of all of the following:
(a) The necessity for immediate or temporary relief due to natural disaster, fire, unforeseen safety

consideration, or other emergency circumstances.
(b) The serious adverse effect of delay on the applicant and the community that would be occasioned by

compliance with the otherwise applicable requirements of this part and rules promulgated under this part.
(c) The lack of substantial change in facilities or services that existed before the emergency circumstances

established under subdivision (a).
(d) The temporary nature of the construction of facilities or the services that will not preclude different

disposition of longer term determinations in a subsequent application for a certificate of need not made under
this section.

(2) The department may issue an emergency certificate of need after necessary and appropriate review. A
record of the review shall be made, including copies of affidavits and other documentation. Findings and
conclusions shall be made as to an application for an emergency certificate of need, whether the emergency
certificate of need is issued or denied.

(3) An emergency certificate of need issued under this section is a final decision and the applicant is not
required to submit a formal application for a second review. A certificate of need issued under this section
may be subject to special limitations and restrictions, in regard to duration and right of extension or renewal
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and other factors, imposed by the department.
History: Add. 1988, Act 332, Eff. Oct. 1, 1988;Am. 2002, Act 619, Eff. Mar. 31, 2003.

Popular name: Act 368

333.22237 Data and statistics as condition precedent to issuance of certificate of need.
Sec. 22237. As a condition precedent to the issuance of a certificate of need, the department may require

that a health facility provide the department with data and statistics determined necessary by the department
to carry out departmental duties required under this part, if the data and statistics have not already been
reported to the department in a usable format.

History: Add. 1988, Act 332, Eff. Oct. 1, 1988.

Popular name: Act 368

333.22239 Stipulation.
Sec. 22239. (1) If the certificate of need approval was based on a stipulation that the project would

participate in title XIX and the project has not participated in title XIX for at least 12 consecutive months
within the first 2 years of operation or continued to participate annually thereafter, the department shall
revoke the certificate of need. A stipulation described in this section is germane to all health facility projects.

(2) The department shall monitor the participation in title XIX of each certificate of need applicant
approved under this part. Except as otherwise provided in subsection (3), the department shall require each
applicant to provide verification of participation in title XIX with its application and annually thereafter.

(3) The department shall not revoke or deny a certificate of need for a nursing home licensed under part
217 if that nursing home does not participate in title XIX on the effective date of the amendatory act that
added this subsection but agrees to participate in title XIX if beds become available. This section does not
prohibit a person from applying for and obtaining a certificate of need to acquire or begin operation of a
nursing home that does not participate in title XIX.

History: Add. 1988, Act 332, Eff. Oct. 1, 1988;Am. 1993, Act 88, Imd. Eff. July 9, 1993;Am. 2002, Act 619, Eff. Mar. 31, 2003
.

Popular name: Act 368

333.22241 “New technology” defined; new technology review period; conditions to
acquisition of new technology before end of review period; appointment, composition, and
purpose of standing new medical technology advisory committee.
Sec. 22241. (1) For purposes of this section and section 22243, “new technology” means medical

equipment that requires, but has not yet been granted, the approval of the federal food and drug administration
for commercial use.

(2) The period ending 12 months after the date of federal food and drug administration approval of new
technology for commercial use shall be considered the new technology review period. A person shall not
acquire new technology before the end of a new technology review period, unless 1 of the following occurs:

(a) The department, with the concurrence of the commission, issues a public notice that the new
technology will not be added to the list of covered medical equipment during the new technology review
period. The notice may apply to specific new technology or classes of new technology.

(b) The person complies with the requirements of section 22243.
(c) The commission approves the addition of the new technology to the list of covered medical equipment,

and the person obtains a certificate of need for that covered medical equipment.
(3) To assist in the identification of new medical technology or new medical services that may be

appropriate for inclusion as a covered clinical service in the earliest possible stage of its development, the
commission shall appoint a standing new medical technology advisory committee. A majority of the new
medical technology advisory committee shall be representatives of health care provider organizations
concerned with licensed health facilities or licensed health professions and other persons knowledgeable in
medical technology. The commission also shall appoint representatives of health care consumer, purchaser,
and third party payer organizations to the committee. The commission shall also appoint faculty members
from schools of medicine, osteopathy, and nursing in this state.

History: Add. 1988, Act 332, Eff. Oct. 1, 1988;Am. 1993, Act 88, Imd. Eff. July 9, 1993;Am. 2002, Act 619, Eff. Mar. 31, 2003
.

Popular name: Act 368

333.22243 Acquisition of new technology before approval of federal food and drug
administration; notice; requirements; deactivation and removal of new technology from
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service; conditions to utilizing new technology beyond specified period.
Sec. 22243. (1) Unless the commission provides otherwise in a standard approved under section

22215(1)(h), a person may acquire new technology before the new technology is approved by the federal food
and drug administration if the person notifies the department before acquiring the new technology, and the
acquisition of the new technology continuously meets all of the following requirements:

(a) Has been authorized by the federal food and drug administration under an investigational device
exemption and approved research project pursuant to 21 C.F.R. part 812.

(b) Is operated consistently with the research protocols established and approved by the federal food and
drug administration for the investigational device exemption.

(c) Is solely related to research and testing for purposes of determining the safety and effectiveness of the
new technology for use on human subjects.

(d) Is funded so that there will be no recovery of either capital or operating expenses for the use of the new
technology either from patients or from third party payers. However, usual and customary charges or other
payment arrangements for related services rendered to patients that are consistent with standard
nonexperimental treatment, including, but not limited to, room, board, ancillary services, and outpatient
services may be charged to patients or third party payers, or both, in accordance with normal billing practices.
Each patient upon whom the new technology is used shall be informed of the requirements of this
subdivision.

(e) Is maintained under a separate cost center that includes overhead costs, for expenditure reporting
related to the research project.

(f) Is developed so that capital funding for the research project will be obtained from sources other than the
Michigan state hospital finance authority or any other governmentally supported financing source. This
subdivision does not prohibit a person from using grants for research activities.

(g) Is operated so as to provide, upon request of the department, data obtained from the research project
that the department may use in developing certificate of need review standards relative to the new technology.
Aggregate data obtained as part of a federally approved data set shall meet the requirements of this part,
except that supplemental data may be requested by the department.

(h) Is not marketed or advertised to other health care providers or the public.
(2) A person acquiring new technology under this section shall deactivate and remove the new technology

from service on the date of notice that federal approval under the investigational device exemption for the
new technology acquired under 21 C.F.R. part 812 has expired or been withdrawn, or the date of receipt of a
department compliance order alleging a violation of this section.

(3) A person may continue to utilize new technology acquired under this section beyond the period
specified in subsection (2) if any 1 of the following applies:

(a) The continued use is in compliance with section 22243(1)(d) to (h).
(b) The department issues a notice that the new technology will not be added to the list of covered medical

equipment pursuant to section 22241(2)(a).
(c) The commission adds the new technology to the list of covered medical equipment, and the continued

use is consistent with applicable certificate of need review standards, if any.
History: Add. 1988, Act 332, Eff. Oct. 1, 1988.

Popular name: Act 368

333.22247 Monitoring compliance with certificates of need; investigating allegations of
noncompliance; violation; sanctions; refund of charges.
Sec. 22247. (1) The department shall monitor compliance with all certificates of need issued under this part

and shall investigate allegations of noncompliance with a certificate of need or this part.
(2) If the department determines that the recipient of a certificate of need under this part is not in

compliance with the terms of the certificate of need or that a person is in violation of this part or the rules
promulgated under this part, the department shall do 1 or more of the following:

(a) Revoke or suspend the certificate of need.
(b) Impose a civil fine of not more than the amount of the billings for the services provided in violation of

this part.
(c) Take any action authorized under this article for a violation of this article or a rule promulgated under

this article, including, but not limited to, issuance of a compliance order under section 20162(5), whether or
not the person is licensed under this article.

(d) Request enforcement action under section 22253.
(e) Take any other enforcement action authorized by this code.
(f) Publicize or report the violation or enforcement action, or both, to any person.
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(g) Take any other action as determined appropriate by the department.
(3) A person shall not charge to, or collect from, another person or otherwise recover costs for services

provided or for equipment or facilities that are acquired in violation of this part. If a person has violated this
subsection, in addition to the sanctions provided under subsection (2), the person shall, upon request of the
person from whom the charges were collected, refund those charges, either directly or through a credit on a
subsequent bill.

History: Add. 1988, Act 332, Eff. Oct. 1, 1988;Am. 1993, Act 88, Imd. Eff. July 9, 1993;Am. 2002, Act 619, Eff. Mar. 31, 2003
.

Popular name: Act 368

333.22249 Agreement authorizing hospital to lease space and operate beds in another
hospital; conditions.
Sec. 22249. (1) Subject to subsection (2), if a hospital has a high occupancy rate, as determined by the

department, and if the hospital applies for and is issued a certificate of need for an increase in licensed bed
capacity, the department may enter into an agreement with the hospital that would authorize the hospital to
lease space and operate beds in another hospital in the same planning area, if the other hospital has a low
occupancy rate, as determined by the department.

(2) The department may enter into an agreement authorized under subsection (1) only if all of the
following apply:

(a) The hospital issued a certificate of need has a documented history of high occupancy.
(b) The alternative of redistributing the beds within the hospital's licensed bed capacity does not exist.
(c) The agreement will not change the overall supply of beds within the planning area.
(d) New construction is not required.
(e) The department determines that the agreement is necessary to protect the public health, safety, and

welfare.
History: Add. 1988, Act 332, Eff. Oct. 1, 1988.

Popular name: Act 368

333.22251 Repealed. 1993, Act 88, Imd. Eff. July 9, 1993.
Compiler's note: The repealed section pertained to plans for reduction of excess hospital beds.

Popular name: Act 368

333.22253 Injunction or other process to restrain or prevent violation.
Sec. 22253. Notwithstanding the existence and pursuit of any other remedy, the department may request

the attorney general or prosecuting attorney of the jurisdiction where a capital expenditure is proposed to be
or was made to bring an action in the name of the people of this state for an injunction or other process
against a person to restrain or prevent a violation of this part or the rules promulgated under this part.

History: Add. 1988, Act 332, Eff. Oct. 1, 1988.

Popular name: Act 368

333.22255 Procedural rules.
Sec. 22255. The department, with the approval of the commission, may promulgate procedural rules to

implement this part.
History: Add. 1988, Act 332, Eff. Oct. 1, 1988;Am. 2002, Act 619, Eff. Mar. 31, 2003.

Popular name: Act 368

333.22257 Certificate of need issued under former part 221.
Sec. 22257. A certificate of need issued under former part 221 has the same effect as a similar certificate of

need issued under this part. The holder of the certificate of need is subject to all of the conditions, stipulations,
and agreements pertaining to the certificate of need and to the same authority of the department to limit,
suspend, revoke, or reinstate the certificate of need as a holder of a certificate of need issued under this part.

History: Add. 1988, Act 332, Eff. Oct. 1, 1988.

Popular name: Act 368

333.22260 Reports of reviews; preparation and publication; statements; recommendations;
public examination of applications and written materials on file; providing copies.
Sec. 22260. (1) The department shall prepare and publish monthly reports of reviews conducted under this

part. The reports shall include a statement on the status of each pending review and a statement as to each
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review completed, including statements of the findings and decisions made in the course of the reviews since
the last report, and the recommendations of regional certificate of need review agencies.

(2) The department shall make available to the public for examination during all business hours the
applications received by them and pertinent written materials on file.

(3) The department, upon request, shall provide copies of an application or part of an application. The
department may charge a reasonable fee for the copies.

History: Add. 1988, Act 332, Eff. Oct. 1, 1988;Am. 1993, Act 88, Imd. Eff. July 9, 1993;Am. 2002, Act 619, Eff. Mar. 31, 2003
.

Popular name: Act 368
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Introduction 
 

Michigan’s Public Health Code requires the Michigan Department of Community Health 
(MDCH) to “…plan, develop, coordinate, and administer a statewide emergency medical 
services communications system.”  (MCL 333.20910(d)) 
 
This document is created and updated periodically under that mandate. 
 
Compliance with the requirements set forth in this document is a condition of licensure 
for EMS life support agencies and hospitals.   
 
These requirements have been reviewed by an ad-hoc committee of public safety 
communications professionals from across the State, as well as by the Emergency 
Medical Services Coordination Committee.  The EMSCC members are appointed by the 
Director of MDCH to advise the Department on all matters related to EMS operations in 
Michigan.  
 
 
Important note on narrowbanding 
 
The FCC deadline for narrowbanding of all radio use in the VHF and UHF bands is 
rapidly approaching.  Narrowbanding will essentially “cut in half” existing channels, to 
create nearly twice as many available channels.  No channels or frequencies will be lost 
as a result, but many older radios will no longer meet the technical requirements for use 
imposed by the FCC.   
 
The Department, in the coming months, will provide further information and required 
steps.  It is anticipated that narrowbanding of the Statewide HERN radio system will 
take place regionally, with each Medical Control Authority making the changeover in 
concert with the narrowbanding of other public safety communications systems in their 
region.  It is anticipated that narrowbanding will be completed by early 2012, several 
months ahead of the FCC deadline.   
 
Those MCA systems using UHF MED Channels are free to change to narrowband 
emissions on those systems at their discretion, with notice to the Department.   
 
EMS agencies are advised to inventory their radio equipment and plan for the budgetary 
impact of this transition.     
 
Questions may be directed to your local radio service provider or to the Department’s 
EMS Communications Consultant at emsradio@core.com 
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Michigan MEDCOM Requirements 
 

Medical Control Authority (Hospital) Requirements 
 
Note:  The term “Hospital” as used in this section includes the following:  

-- an acute care hospital licensed under part 215 of the public health code, 
-- a freestanding surgical facility licensed under part 208 of the code, 

if that facility is approved to receive emergency patients via EMS by the local 
Medical Control Authority.   

 
R 1.01  Each Medical Control Authority shall include in its Department approved 
protocols an EMS communications plan.  This plan shall describe the day-to-day 
methods and systems to be used for EMS to hospital medical direction communication, 
and must also include plans for EMS communications during disaster or other 
extraordinary situations.  
 
R 1.02  Any changes made to the MCA communication system shall be 
coordinated between all affected hospitals, life support agencies, and MCA’s prior to 
implementation.  The Department, through its communications consultant, shall be 
consulted before implementation of any system changes.  
 
R 1.03  Prior to the use of MEDCOM communications equipment, each hospital 
receiving emergency patients shall provide training to their staff sufficient to assure 
proper operation of the MEDCOM radio components at that facility.  Staff shall receive 
this training prior to any operation by them of MEDCOM equipment.   
 
R 1.04  All voice communications between EMS and hospitals, related to patient 
care, shall be electronically recorded.  These recordings shall be maintained for not less 
than 60 days.  These recorded communications are intended to be used for system 
Quality Improvement activities, and may be reviewed under the MCA’s Professional 
Standards Review Organization procedures.   
 
R 1.05  Hospitals shall be equipped to communicate by voice with all basic, limited 
advanced and advanced life support vehicles within the MCA region, as specified in the 
communication protocol of that MCA.  Communication shall be provided to at least 90% 
of the geographic area of the MCA, 90% of the time, to and from a mobile or portable 
EMS radio (See Rule 2.12).   Communication quality shall be usable and 
understandable, without significant noise or interference.   
  The communication system shall utilize frequencies designated by the 
FCC for public safety communication, and shall be operated by a hospital, MCA, life 
support agency, or other public safety entity.   
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R 1.06  Each hospital must provide at least one radio system or channel dedicated 
to EMS to hospital communication which is configured to provide an audible output of all 
EMS communications at all times, at one or more continuously monitored locations.  
This system shall not use equipment that is capable of “scanning” or manually selecting 
other receiver channels or talkgroups.   
 
R 1.07  If the MCA communication protocol allows for primary or secondary use of 
public telephone circuits for MEDCOM communication, the hospital receiving such 
telephone communication shall use only a dedicated telephone number for that 
purpose.  This telephone line shall be electronically recorded, per Rule 1.04.  The 
dedicated telephone number shall be furnished to all EMS agencies within the MCA and 
published by the Department.   
 
R 1.08  Hospitals shall be equipped for effective local area communication on the 
HERN frequency, 155.34 MHz.  CTCSS (continuous tone coded squelch system) tones 
will be assigned by the Department as the “receive” tone for each hospital.  All hospitals 
shall transmit using either 97.4 Hz or none as a transmit CTCSS code.  This frequency 
is reserved for use only for communication between EMS and hospitals regarding 
provision of patient care.  
 
R 1.09  Hospital HERN radio systems shall be limited to no more than 50 watts 
transmitter output power, nor more than 150 watts ERP from the antenna, whichever is 
less, if located south of a line running roughly from Ludington to Tawas City.  Antenna 
height south of this line shall not exceed 125 feet above ground or 200 feet above 
average terrain, whichever is less.   
 
R 1.10  The following types of communication are not permitted on the HERN 
channel, 155.34 MHz, in Michigan:  paging or dispatch communications of any type, 
telemetry or data signaling, and automatic Morse ID systems.  All station transmitter 
identification on the HERN channel shall be via voice announcement at the conclusion 
of EMS communication.   
 
R 1.11  At their option, a medical control authority may utilize for medical direction 
purposes any other frequency or radio system operated by the MCA, a hospital, a life 
support agency, or a public safety entity.  Such systems include the Michigan Public 
Safety Communications System (MPSCS, the “State 800 system”); systems operated 
by local units of government, UHF MED channels, or other frequencies or radio systems 
properly licensed by the FCC for EMS or public safety use.   
  Any additional frequencies or systems used for medical direction 
communication will not replace the base requirement of communication capability on the 
HERN channel as outlined in these rules.   
 
R 1.12  All components of the hospital EMS communication system shall be 
provided with back-up electric power in the event of loss of commercial power.  All 
equipment shall be equipped with industry accepted lightning and surge protection 
devices.    
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EMS Agency/Vehicle  
Medical Direction Communication Requirements 
 
Note:  The following standards apply to all EMS vehicles, transporting or non-
transporting, licensed at the BLS, LALS, or ALS level.   
 
R 2.01  The radio communications system installed in an EMS licensed vehicle 
shall comply with any requirements contained in the communication protocol of the local 
MCA.  The communications system shall provide for voice communication with every 
hospital (or designated MEDCOM communications location) within the local MCA 
region, without relay of that communication by dispatch or other entity.   
 
R 2.02  All EMS vehicles, in conjunction with the MCA hospital-based EMS 
communication system, shall be capable of vehicle to hospital communication to and 
from 90% of the geographic service area of the EMS agency, 90% of the time.   
 
R 2.03  Any radio used for Medical Direction communication in a licensed EMS 
vehicle shall provide an “alpha-numeric” display; or, there shall be readily available to 
the operator a printed reference document showing the relation of radio channel 
numbers to channel name or function.   
 
R 2.04  All EMS vehicles shall be equipped for operation on the FCC designated 
VHF public safety band.  The radio equipment used to meet this requirement shall be 
capable of operation on at least 16 channels, using analog wideband and narrowband 
(12.5 KHz) operation.  (Wideband only until January, 2013, per FCC rule) 
 
R 2.05  An EMS licensed vehicle that was licensed and in service prior to April 
2004, and which was not equipped for operation on the VHF band prior to that date, is 
exempt from Rule 2.04. 
 
R 2.06  All EMS vehicles not exempt under Rule 2.05 shall be equipped for 
operation on 155.34 MHz, the Michigan HERN channel.  This channel shall be 
configured for communication with at least one hospital within the MCA region.   
 
R 2.07  All EMS vehicles not exempt under Rule 2.05 shall be equipped for 
operation on 155.355 MHz.  This frequency shall be designated “VMEDTAC” and is 
used for on-scene coordination of EMS resources.  CTCSS code 210.7 Hz is used on 
this frequency.  Only mobile and portable use is authorized on this frequency.   
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R 2.08  All EMS vehicles not exempt under Rule 2.05 shall be equipped for 
operation on the FCC designated VHF national interoperability channels: 
 
  --  155.7525       “VCALL10” 
  --  151.1375       “VTAC11” 
  --  154.4525       “VTAC12” 
  --  158.7375       “VTAC13” 
  --  159.4725       “VTAC14” 
 
CTCSS code 156.7 Hz is nationally designated for transmissions on these frequencies.  
Carrier squelch is recommended for receive.   
 
R 2.09  EMS vehicles equipped for operation on UHF MED Channels, or the 
700/800 MHz band, shall be equipped for operation on the FCC designated “UCALL40” 
and “UTAC41-43”, or “8CALL80” and “8TAC91-94”, as appropriate.  
 
R 2.10  The medical direction communication system in all EMS vehicles shall 
provide for voice communication with every hospital (or designated Medical Direction 
communications location) within the local MCA region; and, to any hospital outside of 
the local MCA to which the vehicle transports emergency patients.  Communications 
covered under this Rule must occur without relay of that communication by dispatch or 
other entity.   
 
R 2.11  Prior to use of Medical Direction communications equipment by EMS 
personnel, each life support agency shall provide training to those persons sufficient to 
assure proper operation of the radio components used by that EMS agency.   
 
R 2.12  Limited Advanced and Advanced Life Support vehicles, in addition to the 
above, shall also provide for reliable voice communication from outside of the vehicle 
(“patient side”) to hospital.  This communication may be provided with the use of a 
portable communication device repeated through the vehicle radio system, or with a 
stand-alone portable radio communicating directly with the hospital radio system.  
  This Rule may be waived by an MCA with adoption of an approved 
protocol eliminating the requirement for patient side communication.   
 
 
EMS Agency/Vehicle  
Dispatch Requirements 
 
Note:  The following rules apply to all licensed EMS vehicles and life support agencies, 
transporting and non-transporting, at all license levels.   
 
R 3.01  Licensed EMS vehicles shall be equipped with a system of two-way voice 
communication for dispatch activities.   
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R 3.02  Dispatch radio systems using other than public-safety owned and 
operated equipment in a channel-sharing environment (i.e. Nextel, cell-phones, local 
commercial trunked radio systems) shall maintain evidence of priority system access or 
be able to demonstrate system access on at least 99% of all transmission attempts.   
 
R 3.03  The dispatch communication system provided in each life support vehicle 
shall comply with MCA dispatch and disaster communication requirements, if any.  It 
shall also comply with applicable interoperability plans of the local governments where 
the vehicle is in operation.   
 
R 3.04  The dispatch radio system in each licensed vehicle shall be capable, 
working with the systems fixed infrastructure, of providing reliable coverage to at least 
90% of the geographic service area of the life support agency, 90% of the time.   
 
R 3.05  Each life support agency shall assure the electronic recording of all 
requests for emergency medical services from the public, and dispatch communication.    
 
 
Air Ambulance and Aircraft Transport Vehicles 
 
“Air Ambulance” means a rotary-wing aircraft that is licensed and used to provide 
transportation and BLS, LALS or ALS services to a patient. 
 
“Aircraft Transport Vehicle” means an aircraft that is primarily used to provide patient 
transportation between health care facilities and typically provides patient care under 
orders issued by the patient’s physician. 
 
R 4.01  An air ambulance shall comply with Rules 2.01 through 2.11, and Rules 
3.01 through 3.05.   
 
R 4.02  Pre-hospital medical direction communication from an air ambulance to a 
receiving hospital may occur on any frequency or system properly available for that 
purpose. Use of the HERN channel while in the air should be limited to prevent wide-
area interference on that frequency.   
 
R 4.03  Per FCC rule, 47 CFR 22.925, the use of a cellular telephone or similar 
device on board an aircraft in flight is prohibited.   
 
R 4.04  Aircraft transport vehicles are to use only FCC assigned aircraft 
frequencies, or systems designated by the FCC for public air to ground communication.  
Aircraft transport vehicles will not normally use FCC designated land mobile 
frequencies.    
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Frequency Use Standards 
 
R 5.01  Radio frequencies designated by the FCC for use by emergency medical 
services (PM) shall be licensed and used in Michigan according to the standards listed 
in Appendix One of this document.   
 
Waivers 
 
R 6.01  A licensed EMS agency or hospital may apply to the Department for a 
waiver of any portion of these rules.  Waivers will be granted only upon a showing of 
significant economic or other hardship that outweighs the benefit to the public created 
by full compliance with these rules.   
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Appendix One 
 
 

Michigan Emergency Medical Services Communications System 
 

MEDCOM Frequency and CTCSS Requirements 
 
 

The Department has the responsibility under FCC rules (47 CFR §90.20) to coordinate 
use of frequencies specified in the rules as reserved for “Emergency Medical” use and 
listed in FCC frequency allocation tables with the designation “PM”.  Emergency 
Medical frequencies will be approved by the Department for use in the State of Michigan 
as follows: 
 

VHF Channels 
 
150.775 MHz  Mobile and portable use only;  vehicular repeaters 
 
150.790 MHz  Mobile and Portable use only;  vehicular repeaters 
 
150.805 MHz  Mobile and portable use only;  vehicular repeaters 
 
155.325 MHz  Dispatch of EMS resources, base and mobile use 
 
155.34 MHz Reserved for communications between hospitals and EMS personnel, for 

the purpose of coordination and instruction regarding care and transport 
of patients in the rendition or delivery of emergency medical services.  
Dispatch and paging operations are not allowed on this frequency. 
(Commonly known as the HERN channel)   

 
155.355 MHz Mobile and portable only; On-Scene Coordination of EMS resources; 

mutual aid; tactical operations.  “VMEDTAC” 
 
155.385MHz Primary use: Rotary Wing Ambulance Dispatch 

Secondary use: regional coordination between hospitals, health 
departments, and Emergency Operating Centers during times of disaster 
and large multi-casualty incidents 

 
155.400 MHz Within the SE Michigan counties of St. Clair, Macomb, Oakland, Wayne, 

Monroe, Washtenaw and Livingston, this frequency is reserved for 
disaster coordination purposes and as a secondary HERN channel.  No 
dispatch or paging operations will be allowed in SE Michigan. 
Outside SE Michigan, the frequency is available for dispatch of EMS 
resources, base and mobile 

 
“Emergency Medical” (PM) Channels offset 7.5 KHz from those listed above will be approved for use as 
indicated for the “PM” channel immediately below it. 
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Notes: 
 
 The Department recommends that each mobile VHF radio used in EMS operations in 

Michigan be configured for operation on all CTCSS tones used on the HERN frequency 
in Michigan.  An up-to-date directory is available from the Department’s Communications 
Consultant  (emsradio@core.com) 

 Base stations transmitting on 155.34 MHz shall transmit using a “PL” code of 97.4 Hz.  
Receive “PL” will be as individually assigned by the Department.  It is recommended that 
mobile and portable units use no “PL” (carrier squelch) on receive to prevent 
unintentional interference on this frequency.  

 Stations transmitting on 155.400 MHz within 100 miles of the SE Michigan counties 
listed above must transmit using a “PL” code of 97.4 Hz or other “PL” as approved by the 
Department to avoid interference to SE Michigan HERN operations.   

 Operations currently FCC licensed and in operation as of the implementation date of 
these requirements may continue existing uses of these frequencies.  

 The State of Michigan maintains FCC licensure on 155.34 and 155.355 MHz for all 
mobile and portable EMS operations. Michigan licensed EMS agencies are authorized, 
per FCC rule 47CFR 90.421, to operate mobile and portable transmitters for EMS uses 
outlined in this document on these frequencies without further FCC licensing.  Mobile 
use of the national interoperability channels does not require additional FCC licensing.   

 
 
 
UHF Channels 
 
 
453.075 MHz  Base or Mobile, dispatch of EMS resources 
 
453.125 MHz  Base or Mobile, dispatch of EMS resources 
 
453.175 MHz  Base or Mobile, dispatch of EMS resources 
 

 6.25 KHz Narrowband “offset” PM channels adjacent to the above frequencies will be approved 
for similar EMS dispatch uses, with appropriate emission limits per FCC rules. 

 
 Operations currently FCC licensed and in operation as of the implementation date of these 

requirements may continue existing uses of these frequencies.  
 
 
 
 
UHF “MED” Channels 
 
Channels and CTCSS codes will be assigned by the Department.   The Department’s Communications 
Consultant should be involved in any planning for new or changed UHF MED Channel operations.   
  
In order to minimize the possibilities of co-channel interference between Medical Control communication 
systems, the Department will designate a channel selection scheme for those areas using multiple UHF 
channels.   
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The FCC has designated the following “MED” channels for communications in support of EMS activity.  In 
Michigan, their primary use is for EMS to hospital medical direction communication and for public health 
coordination activities during times of disaster.  The Department will designate the channels and CTCSS 
tones to be used in each geographic area. 
 
For all MED Channels, use of 6.25 KHz channels is not anticipated until all available 12.5 channels in a 
given area are used.   
 
 
MEDCOM 
Channel 
Designator Frequency  
    Base   Mobile 
 
MED 1    463.000 468.00 
MED 11   463.00625 468.00625 
 
MED 12  463.0125 468.0125 
MED 13  463.01875 468.01875 
 
MED 2   463.025 468.025 
MED 21   463.03125 468.03125 
 
MED 22  463.0375 468.0375 
MED 23   463.04375 468.04375 
 
MED 3   463.05  468.05 
MED 31   463.05625 468.05625 
 
MED 32   463.0625 468.0625 
MED 33   463.06875 468.06875 
 
MED 4    463.075 468.075 
MED 41   463.08125 468.08125 
 
MED 42   463.0875 468.0875 
MED 43   463.09375 468.09375 
 
MED 5    463.100 468.100 
MED 51   463.10625 468.10625 
 
MED 52   463.1125 468.1125 
MED 53   463.11875 468.11875 
 
MED 6   463.125 468.125 
MED 61   463.13125 468.13125 
 
MED 62   463.1375 468.1375 
MED 63   463.14375 468.14375 
 
MED 7   463.150 468.150 
MED 71   463.15625 468.15625 
 
MED 72   463.1625 468.1625 
MED 73   463.16875 468.16875 
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MED 8   463.175 468.175 
MED 81   463.18125 468.18125 
 
MED 82   463.1875 468.1875 
MED 83   463.19375 468.19375 
 
    
The following frequencies are primarily authorized for use in the dispatch of medical care vehicles and 
personnel for the rendition or delivery of medical services.  These frequencies may also be assigned for 
intra-system and inter-system mutual assistance purposes.  Specific frequencies and CTCSS tones will 
be as assigned by the Department.   
 
MEDCOM 
Channel 
Designator     Frequency 
 
      Base and mobile Mobile 
MED 9      462.950   467.950 
MED 91     462.95625  467.95625 
 
MED 92     462.9625  467.9625 
MED 93     462.96875  467.96875 
 
MED 10     462.975   467.975 
MED 101    462.98125  467.98125 
 
MED 102    462.9875  467.9875 
MED 103    462.99375  467.99375 
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APPENDIX TWO 
 
 VEHICLE DESIGNATOR PLAN   
 
 
It is the Department’s desire to have all EMS agencies comply with the state numbering plan.  
To encourage uniformity for transport vehicles and to lessen confusion for hospital personnel, 
we encourage all services to adopt the plan.  All vehicles would have a two digit by single letter 
by two or three digit designator.  The first two digits identify the vehicle's county of origin listed 
on Table #1 below.  The letter denotes the vehicle's Level of Care listed on Table #2 below, and 
the last two or three digits are the individual vehicle's identification number.  For example, 
vehicle 41C11 or "Forty-one Charlie Eleven" would be Supervisory Vehicle Eleven from Kent 
County.   All vehicle numbers are to be assigned by the service's local Medical Control 
Authority.   
 
COUNTY NUMBER 
 
01 Alcona          02 Alger          03 Allegan       04 Alpena          05 Antrim        06 Arenac    
07 Baraga               08 Barry 09 Bay        10 Benzie          11 Berrien       12 Branch 
13 Calhoun       14 Cass           15 Charlevoix    16 Cheboygan      17 Chippewa      18 Clare   
19 Clinton        20 Crawford       21 Delta         22 Dickinson       23 Eaton         24 Emmet 
25 Genessee       26 Gladwin        27 Gogebic       28 Gr Traverse 29 Gratiot       30 Hillsdale 
31 Houghton    32 Huron          33 Ingham        34 Ionia           35 Iosco         36 Iron 
37 Isabella       38 Jackson       39 Kalamazoo     40 Kalkaska        41 Kent          42 Keweenaw 
43 Lake           44 Lapeer         45 Leelanau      46 Lenawee         47 Livingston    48 Luce 
49 Mackinaw       50 Macomb         51 Manistee      52 Marquette       53 Mason         54 Mecosta 
55 Menominee      56 Midland        57 Missaukee     58 Monroe          59 Montcalm      60 Montmorency 
61 Muskegon       62 Newaygo        63 Oakland       64 Oceana          65 Ogemaw        66 Ontonogan 
67 Osceola        68 Oscoda         69 Otsego        70 Ottawa          71 Presque Isle 72 Roscommon 
73 Saginaw        74 St. Clair      75 St. Joseph    76 Sanilac         77 Schoolcraft   78 Shiawassee 
79 Tuscola        80 Van Buren      81 Washtenaw    82 Wayne           83 Wexford       84 Detroit/East   
      
 
LEVEL OF CARE 
A   ALPHA       Advanced Life Support Ambulance 
B   BRAVO       Basic Life Support Ambulance 
C   CHARLIE     Supervisory Vehicle 
D   DELTA       Physician Vehicle 
E   ECHO        Advanced Life Support Non-Transport Vehicle 
H   HOTEL       Air Ambulance or Helicopter 
L   LIMA        Limited Advanced Life Support Ambulance 
M   MIKE        Limited Advanced Life Support Non-Transport Vehicle 
N   NOVEMBER    Neonatal Unit 
R   ROMEO       Rescue, Extrication, or Medical First Responder Unit 
T   TANGO   Basic Life Support Non-Transport Vehicle 
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Recommended Best Practices 
 

The following are not required under these rules, but are considered to be industry wide 
best practices.   
 
MFR vehicles ability to communicate with responding ambulance 
These rules do not require an MFR licensed vehicle to have communication capability 
with local hospitals, or directly with responding transport ambulances.  However, the 
ability to communicate directly with a responding ambulance, without relay through 
dispatch, is highly desirable.  Such capability should be considered as part of a local or 
regional interoperability plan.   
 
Use of “Plain Language” 
“While the NIMS Integration Center does not require plain language for internal 
operations, it strongly encourages it, as it is important to practice everyday terminology 
and procedures that will need to be used in emergency incidents and disasters.  NIMS 
implementation is a long-term effort and it is probably not possible to persuade 
everyone to change ingrained habits overnight. But, we do hope that over time, 
everyone will understand the importance of using common terminology, that is, plain 
language, every day”   (Excerpt from the December , 2006 NIMS Alert) 
 
Use and Availability of COML trained personnel 
The Department of Homeland security has created and defined the position of 
Communications Unit Leader, or COML.  These individuals have broad expertise in 
setting up and using radio communication systems in times of disaster or other major 
incidents.  Training per a standard curriculum is available through the Michigan State 
Police, Emergency Management and Homeland Security Division.  EMS Agencies 
should be aware of COML trained persons in their area, and include their expertise in 
planning for major incidents.   
 
Alpha Numeric radio display 
Per Rule 2.03, it is permissible to use a radio device that indicates channels with only a 
channel number.  This use is allowed only if there is readily available to the operator a 
printed cross-reference guide showing actual channel names or uses for each channel 
number.  It is highly recommended that radios with an alpha numeric display of at least 
8 characters for each channel be used for EMS purposes.   
 
Common Channel Names 
It is highly recommended that channel names used in EMS vehicle and portable radios 
be consistent with the recommended naming convention published by the National 
Public Safety Telecommunications Council.  Standard, nationally accepted channel 
names are listed for all common interoperability channels in public safety.   
(See www.npstc.org/ChannelNaming.jsp ) 

http://www.npstc.org/ChannelNaming.jsp
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FIXED WING EMS 
AVIATION RECOMMENDATIONS 

 
1 INTRODUCTION 

1.1 This document provides recommendations for a fixed wing aviation service provider supporting a 
hospital based air medical transport program.  These are recommendations only and are not intended 
to replace or modify any federal or state regulations, industry accreditation requirements or Federal 
Aviation Regulations including FAR 23, 25, 119 and 135. 

2 REFERENCE DOCUMENTS 

2.1 AC 135‐15, Emergency Medical Service/Airplane (EMS/A); 

2.2 8th EDITION ACCREDITATION STANDARDS Commission on Accreditation of Medical Transport System; 

2.3 FAA Order 8900.1, Volume 4. Aircraft Equipment and Operational Authorizations, Chapter 5. Air 
Ambulance Operations. 

3 CERTIFICATE OF THE AIRCRAFT OPERATOR 

3.1 Certificate holder shall meet all Federal Aviation Regulations (FARs) or national/international 
regulations specific to the operations of the medical service in the country of residence, as applicable. 
This includes a FAR Part 135 Certificate or a pertinent operating certificate if outside of the U.S., and 
Air Ambulance Operations Specifications specific to EMS operations (OpSpec A024). 

3.2 All patient mission flights* shall be conducted under FAA Part 135 regulations for weather minimums 
and flight crew duty time limitations. 

*Patient mission flight is defined as any flight segment conducted by rotor or fixed wing 
equipment that is necessary for transporting patients and the medical teams required to 
care for such patients. Flight segments included in this definition are: flights for refueling 
and repositioning for a specific patient transport (including organ donor transports); 
picking up and returning medical teams to an assigned base; the actual flight segment 
involving patient movement; and any time medical teams are on board. 

4 MANAGEMENT/POLICIES 

4.1 For public or private institutions and agencies that contract with an aviation company for transport 
there shall be a policy that specifies the lines of authority between the medical management team 
and the aviation management team. 

4.2 All personnel shall understand the chain of command. Medical personnel shall understand that the 
pilot has ultimate authority for the aircraft and safe operations.  

4.3 Medical program managers shall be oriented to FARs that are pertinent to the medical service ‐ 
including the names and titles of each person authorized by the FAA Part 135 Certificate Holder to 
exercise operational control.   

4.4 Managers shall be oriented on how management can affect air transport decision‐making. 

4.5 The program shall adhere to State and/or local rules and regulations including licensure 
requirements. 

4.6 Medical program management sets written guidelines for press‐related issues. 

5 INSURANCE 
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5.1 The transport service shall have and maintain insurance against loss or damage of the kinds 
customarily insured against and in such types and amounts as are customarily carried under similar 
circumstances by similar businesses. The insurers shall be financially sound and reputable, and they 
shall be qualified to do business in the state or states in which the transport service is located.  

5.1.1 Hull insurance for each aircraft operating in the EMS environment. CAMTS (Ref. 2.2) 
recommends aircraft liability provides coverage with a single limit of at least the following, 
or in such greater amount and such other amount and such other insurance as may be 
required by the statute or other rule in the state or states in which the service is located: 

5.1.1.1 Fixed Wing 

5.1.1.1.1 5 million for twin engine aircraft 

5.1.1.1.2 10 million for turbo props and light jets 

5.1.1.1.3 20 million for heavy jets 

6 AIRCRAFT  

6.1 The aircraft should be a twin‐engine or turbine single engine aircraft appropriate to the mission 
statement and scope of care of the medical service. 

6.2 Pressurized aircraft are strongly recommended for medical transports. A physician familiar with 
altitude physiology should be consulted or written policies address altitude limits for specific disease 
processes of the patient to be transported in an unpressurized cabin. 

6.3 The aircraft shall be capable of accommodating the medical crew defined by the medical program. 

6.4 There should be a written policy regarding carriage of family members and associated cost. 

7 MEDICAL CONFIGURATION OF THE AIRCRAFT  

7.1 The aircraft shall be equipped according to applicable state laws.         

7.2 Any in‐service aircraft shall be configured in such a way that the medical transport personnel can 
provide patient care consistent with the mission statement and scope of care of the medical 
transport service. Patient care issues are to be considered when choosing the aircraft or ground 
transport  

7.3 Configuration of the aircraft interior shall not compromise the ability to provide appropriate care or 
prevent providers from performing emergency procedures if necessary.  

7.4 Medical transport personnel shall have access to the patient in order to begin and maintain basic and 
advanced life support treatment. 

7.5 The aircraft configuration shall allow for stabilizing the patient’s airway and childbirth procedures if 
that is part of the service's mission. 

7.6 The aircraft interior shall be configured for effective CPR 

7.7 The service's mission and ability to transport 2 or more patients shall not compromise the airway or 
stabilization or the ability to perform emergency procedures on any on‐board patient.  (Applicable for 
programs with two patient mission capability or scope only). 

7.8 Airway Management 

7.8.1 There shall be access and necessary space to ensure any on‐board patient's airway is 
maintained and to provide adequate ventilatory support from the secured, seat‐belted 
position of medical transport personnel. 
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7.8.2 The aircraft shall have access for simultaneous airway management if there is a two‐patient 
configuration. 

7.9 Medical Oxygen   

7.9.1 A medical oxygen system (if installed) shall comply with and be certified to FAA regulations 
in the aircraft. Medical transport personnel can determine how oxygen is functioning by 
pressure gauges mounted in the patient care area. 

7.9.2 Each gas outlet shall be clearly identified. 

7.9.3 Oxygen flow shall be able to be stopped at or near the oxygen source from inside the 
aircraft. 

7.9.4 The following indicators shall be accessible to medical transport personnel while enroute: 

7.9.4.1 Quantity of oxygen remaining. 

7.9.4.2 Measurement of flow (LPM) 

7.9.5  A variety of oxygen delivery devices consistent with the service's scope of care shall be 
available.  

7.9.6 Adequate amounts (for anticipated liter flow and length of transport with an emergency 
reserve) of oxygen shall be available for every mission. 

7.9.7 An appropriately secured portable oxygen tank with a delivery device shall be carried on the 
aircraft so that oxygen delivery is not disrupted when transferring the patient to a hospital or 
other receiving facility. A portable oxygen tank is never to be secured between patient’s legs 
during flight. 

7.9.8 There should be a backup source of oxygen (of sufficient quantity to get safely to a facility 
for replacements) in the event the main system fails. This backup source shall be accessible 
in the patient care area during flight. 

7.9.9  Oxygen flow meters and outlets shall be padded, flush mounted, or so located to prevent 
injury to medical transport personnel, patients or passengers.  

7.10 Maintaining IV Fluid 

7.10.1 IV supplies and fluids shall be readily available.   

7.10.2 Hangers/hooks shall be available that secure IV solutions in place 

7.10.3 All IV hooks shall be padded, flush mounted, or so located to prevent head trauma to the 
medical transport personnel in the event of a hard landing in the aircraft. 

7.11 Medication Storage 

7.11.1 Medications should be easily accessible.  

7.11.2 Controlled substances shall be in a locked system and kept in a manner consistent with state 
law. 

7.11.3 Storage of medications shall allow for protection from extreme temperature changes if 
environment deems it necessary. 

7.12 Securing Medical Equipment and Supplies 

7.12.1 All aircraft equipment (including specialized equipment) and supplies shall be adequately 
secured according to FAR's. (Use of bungee cords is not considered appropriate when 
securing equipment and supplies).  
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7.12.2 Cardiac monitor, defibrillator and external pacemaker shall be secured and positioned so 
that displays are visible. 

7.12.3 If inhaled nitric oxide or other inhaled gases are used, policies shall address the following: 

7.12.3.1 Monitoring  

7.12.3.2 Cylinder safety 

7.12.3.3 Transportation regulations  

7.12.3.4 Occupational exposure 

7.12.3.5 Delivery of the drug 

7.12.3.6 Emergency procedures 

7.13 The aircraft design and configuration shall not compromise patient stability in loading, unloading or 
in‐flight operations. 

7.13.1 The aircraft shall have an entry that allows loading and unloading without excessive 
maneuvering (no more than 45 degrees about the lateral axis and 30 degrees about the 
longitudinal axis) of the patient, and does not compromise functioning of monitoring 
systems, intravenous lines, and manual or mechanical ventilation.    

7.13.2 A minimum of one stretcher shall be provided that can be carried to the patient.  

7.13.3 Aircraft stretchers and the means of securing it in‐flight shall comply with and be certified to 
the appropriate FAR’s. 

7.13.4 Policy shall indicate the maximum gross weight allowed on the stretcher (inclusive of patient 
and equipment) as consistent with manufacturer’s guidelines. 

7.13.5 The stretcher should be large enough to carry the 95th percentile adult patient, full length in 
the supine position. (The 95th percentile adult American male is 6 ft. and 212 lbs.) 

7.13.6 The stretcher shall be sturdy and rigid enough that it can support cardiopulmonary 
resuscitation. If a backboard or equivalent device is required to achieve this, such device will 
be readily available. 

7.13.6.1 The head of the stretcher is capable of being elevated at least 30 degrees for 
patient care and comfort 

7.13.6.2 If the stretcher is floor supported by its own wheels, there shall be a mechanism 
to secure it in position under all conditions. These restraints shall permit quick 
attachment and detachment for patient transfer. 

7.13.7 Securing the patient. 
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7.13.7.1 Patients transported by air shall be restrained with a minimum of three cross 
straps that shall comply with FAA regulations including applicable STCs. (cross 
straps are expected to restrain the patient at the chest, hips and knees).  Patients 
that are loaded head forward shall additionally be restrained with a shoulder 
harness restraint. The cross strap across the chest area shall be secured under the 
arms if the patient is oriented feet first in the direction of flight. 

7.13.7.2 Belt locations should be adjustable along the length of the stretcher to 
accommodate patients specific medical situations (Such as pregnant patients or 
specific injury locations). Velcro straps are not acceptable for use on patient 
restraints. 
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7.13.7.3 Patients under 60 pounds (27kg.) should be provided with an appropriately sized 
restraining device (for patient’s height and weight), which is further secured by a 
locking device. 

7.13.7.4 All patients under 40 pounds should be secured in a five‐point safety strap device 
that allows good access to the patient from all sides and permits the patient’s 
head to be raised at least 30 degrees.  

7.13.8 Isolette 

7.13.8.1 The isolette shall be secured to an FAA approved device within the aircraft. 

7.13.8.2 There should be some type of restraining device within the isolette to protect the 
infant in the event of air turbulence. 

7.13.8.3 Isolette shall be capable of being opened from its secured position in order to 
provide full access to the infant in the event of complicated airway problems or 
extrication from the isolette becomes necessary 

7.14 Supplemental lighting system shall be installed in the aircraft in which standard lighting is insufficient 
for patient care.  

7.14.1 A self‐contained lighting system powered by a battery pack or a portable light with a battery 
source should be available. 

7.14.2 Capability of adequate lighting for patient care. Use of red lighting, NVG compatible lighting 
or low intensity lighting in the patient care area is acceptable if not able to isolate the 
patient care area from effects on the cockpit. 

7.15 Electric power outlet should be provided with an inverter or appropriate power source of sufficient 
output to meet the requirements of the complete specialized equipment package without 
compromising the operation of any electrical aircraft equipment. 

7.16 The floor, sides and ceiling in the patient cabin of the aircraft or ambulance shall be a surface capable 
of being cleaned and disinfected in accordance with OSHA regulations with the appropriate 
disinfectant. 

7.17 The interior of the aircraft should be climate controlled to avoid adverse affects on patients and 
personnel on board. 

7.18  The aircraft configuration and patient placement allows for safe medical personnel egress. 

7.18.1 Doors shall be fully operable from the interior. 

7.18.2 Doors shall be capable of being opened fully and held by a mechanical device. 

7.19 Aircraft operational controls and communications equipment shall be physically protected from any 
intended or accidental interference by the patient, medical transport personnel, or equipment and 
supplies. 

7.20 Medical or communications equipment will be functional without interfering with the avionics and 
the avionics shall not interfere with function of medical equipment on the aircraft. 

7.21 Head‐strike envelope ‐ The interior modification of the aircraft is clear of objects/projections OR the 
interior of the aircraft is padded to protect the head‐strike envelope of the medical personnel and 
patients as appropriate to the aircraft.  
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8 AIRCRAFT EQUIPMENT 

8.1 ELT ‐ The aircraft shall either have a 406 Mhz emergency locator transmitter (ELT) or shall be 
monitored at 3 minute intervals or less by a satellite tracking system.  If using the satellite tracking 
system and the aircraft has not been upgraded to a 406 Mhz ELT, a 121.5 Mhz ELT should not be 
disarmed because it may be monitored by other aircraft. 

8.2 If the aircraft is pressurized, there shall be a cabin altimeter in view of the medical crew. 

8.3 The aircraft should be equipped with a functioning radar altimeter. 

8.4 The aircraft shall be equipped with survival gear appropriate to the coverage area and the number of 
occupants.  

8.4.1 Survival gear shall be maintained appropriately per written policy and shall be available to 
personnel on board.          

8.4.2 A written policy shall be in place regarding checking survival kit contents and expiration 
dates on timed supplies. 

8.5 A fire extinguisher shall be accessible to medical transport personnel and pilot(s). 

8.6 "No smoking" signs shall be prominently displayed inside the cabin. 

9 COMBATIVE PATIENTS 

9.1 Additional physical and/or chemical restraints should be available and used for combative patients 
who potentially endanger themselves, the personnel or the aircraft. 

9.2 A policy should address refusal to transport patients, family members or others who may be 
considered a threat to the safety of the transport and/or medical transport personnel. 

10 INFECTION CONTROL 

10.1 Policies and procedures addressing patient transport issues involving communicable diseases, 
infectious processes and health precautions for medical and flight crew. 

10.2 Additional medical and agency resources pertinent to infection control shall be identified and made 
available in the policy manual to all medical transport personnel. 

10.3 Education programs will include the institution's/service's infection control resources, programs, 
policies and CDC recommendations. Policies and procedures will be reviewed on an annual basis. 

10.4 Education programs and policies regarding latex allergies including identifying patients at risk for 
latex sensitivities and symptoms manifested by an allergic reaction, maintaining a latex‐safe 
environment, methods to minimize latex exposure to lessen risks of allergic reactions in medical 
personnel. 

10.5 Immunization ― transport team members (pilots and medical crew) and maintenance personnel are 
encouraged to have tetanus and hepatitis B immunization. Measles, mumps, and rubella (MMR) 
immunizations are encouraged for those born after 1957. 

10.6 Use of gloves, eye and mouth protection. Personal protective equipment is readily accessible in the 
aircraft or issued to the medical transport team. 

10.7 Use of safety needles and blunt or other type system to lessen the risk of needlesticks to those who 
come in contact. 

10.8 Sharps disposal container for contaminated needles and collection container for soiled disposable 
items on the aircraft.  Policy will promote proper disposal of sharps as well as tracking and 
investigation of sharps that are not properly disposed.  
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10.9 Cleaning and disinfecting with appropriate disinfectant of the patient cabin/compartment area, 
equipment, and personnel's soiled uniforms. 

10.10 Mechanism for identifying those at risk for exposure to an infectious disease. 

10.11 A plan for communication between the medical transport service personnel, EMS providers, and 
hospital when exposure is suspected/confirmed to include what follow‐up is necessary. 

10.12 A policy for special precautions when transporting patients with known infectious diseases.  

10.13 Where there is likelihood of occupational exposure, the following are prohibited: eating, drinking, 
applying cosmetics or handling contact lenses.   

10.14 Food and drink will not be stored where blood or other potentially infectious materials are present. If 
the service performs transports with long in‐flight times, there should be a policy to address the 
nutritional needs of patients and personnel.   

11 COMMUNICATIONS 

11.1 The FAA Part 135 certificate holder has the responsibility and authority to make all flight release 
decisions.   

11.2 The certificate holder shall have procedures established for locating each flight for which an FAA 
flight plan is not filed. (See References FAA Part 135.79 – Flight locating requirements) 

11.3 Communications equipment on the aircraft 

11.3.1 All communications equipment shall be maintained in full operating condition and in good 
repair.  Radios on aircraft and ambulances (as range permits) should be capable of 
transmitting and receiving the following: 

11.3.1.1 Medical direction. 

11.3.1.2 Communications center. 

11.3.1.3 Air traffic control. 

11.3.1.4 EMS and law enforcement agencies (if such contact is necessary to the mission 
statement and scope of care of the medical service.) 

11.4 Pilot shall be able to control and override radio transmissions from the cockpit in the event of an 
emergency situation. 

11.5 Medical team shall be able to communicate with each other during flight. 

11.6 If cellular phones are part of the on‐board communications equipment, they are to be used in 
accordance with FCC regulations.  

11.7 A Communication Specialist shall be assigned to receive and coordinate all requests for the medical 
transport service.   

12 COMMUNICATIONS POLICIES  

12.1 There should be a policy that at the time of a request, the pilot is not informed of the patient 
condition or age unless there are operational considerations (for example: weight, extra equipment 
etc.). 

12.2 A readily accessible post accident/incident plan (PAIP) shall be part of the flight following protocol so 
that appropriate search and rescue efforts may be initiated in the event the aircraft is overdue, radio 
communications cannot be established nor location verified. 
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12.2.1 Post accident/incident plans are easily identified, readily available, and understood by all 
program personnel and minimally include: 

12.2.1.1 List of personnel (with current phone numbers) to notify in order of priority (for 
communication specialist to activate) in the event of a program incident/accident 
(for air or ground). This list should minimally include sponsoring organization 
individuals where applicable, risk management attorney, family members of team 
members, family of patient,  referring hospital, receiving hospital, security (as 
applicable), human resources (as applicable), media relations or pre‐identified 
individual who will be responsible for communicating with the media, state 
health department and other team members. 

12.2.1.2 Notification plans include appropriate family members and support services to 
family members following a program tragic event. 

12.2.1.2.1 There shall be timely notification of next of kin (next of kin is no 
longer strictly defined at the federal level so the crew member 
determines this on a data sheet and reviews annually).  

12.2.1.3 Consecutive guidelines to follow in attempts to: 

12.2.1.3.1 Communicate with the aircraft 

12.2.1.3.2 Initiate search and rescue or ground support. 

12.2.1.4 Have an aviation individual identified as the scene coordinator to coordinate 
activities at the crash site. 

12.2.1.5 Preplanned time frame to activate the post accident/incident for overdue aircraft 

12.2.1.6 A method to insure accurate information dissemination. 

12.2.1.7 Coordination of transport of injured team members. 

12.2.1.8 Procedure to document all notifications, calls, communications and to secure all 
documents and tape recordings related to the particular incident/accident. 

12.2.1.9 Procedure to deal with releasing information to the press.   

12.2.1.10 Resources available for CISD or other counseling alternatives.  

12.2.1.11 Process to determine whether the program and/or component of the program 
(RW/FW/G/ME) will remain in service. If it is determined that the program or a 
component of the program will go out of service ‐ other regional transport 
services, primary customers, EMS, public service groups and other applicable 
groups are advised. 
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13 FLIGHT FOLLOWING  

13.1 The medical transport service should provide direct communication capabilities for parties involved in 
the transport (i.e., medical personnel, ground ambulance providers) to ensure rapid dissemination of 
information, coordination of efforts and problem solving. 

13.2 Direct or relayed communications to communications center (while in motion) specifying locations 
and ETAs, and deviations, if necessary. 

13.3 Satellite tracking systems are strongly recommended for all aircraft and required for aircraft that do 
not have a 406 Mhz ELT. 

13.4 A sterile cockpit shall be maintained below predetermined altitudes so that the pilot is able to 
transmit and receive vital information and to minimize distractions during any critical phase of flight. 
No external communications are permitted by the medical team and no patient information is 
transmitted at this time unless radios for medical report are isolated. 

13.5 There shall be policy/procedure for diversions from original destinations (airports, hospital landing 
sites, alternative scene LZs). 

13.6 Time between each communication should not exceed 15 minutes while in flight unless a system of 
continuous automatic position tracking is utilized.  

14 WEATHER 

14.1 VFR or IFR flight plans are filed or communications center does flight following with every takeoff 
through post‐landing.  

14.1.1 There is a system of obtaining pertinent weather information. 

14.1.2 Communication between pilots, medical personnel, and communication specialists regarding 
the most current and forecasted weather is part of a formal briefing. 

15 PILOT PERSONNEL 

15.1 A plan shall describe how the provider will provide coverage during the operational hours of the 
program (if other than 24/7) for the service area defined by the medical program. 

15.2 The pilot shall be readily available within a defined call‐up time to ensure expeditious and timely 
response. 

15.3 The certificate holder shall have a written policy regarding pilots on call with the use of remote 
paging devices. The policy indicates how the use of pagers impacts duty‐time limitations.  (Ref. FAR 
§135.267) 

15.4 Pilot training and experience requirements. 

15.4.1 Initial training should, at a minimum, consist of the following and be verified by written 
criteria, outlines or curriculum. Use of FAA approved training devices and simulators along 
with mission specific scenario based training should be encouraged at initial and recurrent 
training cycles. 

15.4.2 The pilot shall have successfully completed an approved flight safety training program, or be 
factory trained and have 25 hours in the specific type of aircraft before flying as a pilot in 
command on patient missions. 

15.4.3 The pilot shall possess a commercial airplane license with 500 multi‐engine hours, as well as 
a minimum of 2,000 flight hours as pilot in command, and airline transport rating is 
encouraged. 
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15.4.4 If flying IFR, an airplane multi‐engine land instrument rating, with a minimum of 250 hours of 
instrument flying time to include no more than 125 hours of simulated time and 100 night 
hours are required. 

15.4.5 Training in infection control, medical systems and installations on the aircraft, patient 
loading and unloading procedures. 

16 POLICIES 

16.1 There shall be an established written policy to ensure that the pilot is notified of any add‐on 
equipment for weight and balance considerations. 

16.2 There shall be a written policy and outline of passenger safety briefings. 

16.3 There should be a written policy covering pre‐flight Risk Assessment (Go/No Go)  

16.4 There should be a written policy and procedures for in‐flight mission aborts. 

17 MAINTENANCE  

17.1 There is an annual review of infection control, medical systems and installations on the aircraft, 
patient loading and unloading procedures for all mechanics. 

17.2 Training shall prepare the mechanic for inspection of the installation as well as the removal and 
reinstallation of special medical equipment. 

17.3 There is supplemental training on service and maintenance of medical oxygen systems and a policy as 
to who maintains responsibility for refilling the medical oxygen system. 

17.4 Storage of special medical equipment is orderly and clear of fire hazards and in compliance with 
OSHA and EPA regulations. 



Part 135 OPERATING REQUIREMENTS: COMMUTER AND ON‐DEMAND OPERATIONS AND RULES 
GOVERNING PERSONS ON BOARD SUCH AIRCRAFT  

Subpart F‐‐Crewmember Flight Time and Duty Period Limitations and Rest Requirements   

Sec. 135.267 

(a) No certificate holder may assign any flight crewmember, and no flight crewmember may accept an 
assignment, for flight time as a member of a one‐ or two‐pilot crew if that crewmember's total flight 
time in all commercial flying will exceed‐‐ 

(1) 500 hours in any calendar quarter. 

(2) 800 hours in any two consecutive calendar quarters. 

(3) 1,400 hours in any calendar year. 

(b) Except as provided in paragraph (c) of this section, during any 24 consecutive hours the total flight 
time of the assigned flight when added to any other commercial flying by that flight crewmember may 
not exceed‐‐ 

(1) 8 hours for a flight crew consisting of one pilot; or 

(2) 10 hours for a flight crew consisting of two pilots qualified under this Part for the operation being 
conducted. 

(c) A flight crewmember's flight time may exceed the flight time limits of paragraph (b) of this section if 
the assigned flight time occurs during a regularly assigned duty period of no more than 14 hours and‐‐ 

(1) If this duty period is immediately preceded by and followed by a required rest period of at least 10 
consecutive hours of rest; 

(2) If flight time is assigned during this period, that total flight time when added to any other commercial 
flying by the flight crewmember may not exceed‐‐ 

(i) 8 hours for a flight crew consisting of one pilot; or 

(ii) 10 hours for a flight crew consisting of two pilots; and 

(3) If the combined duty and rest periods equal 24 hours. 

(d) Each assignment under paragraph (b) of this section must provide for at least 10 consecutive hours 
of rest during the 24‐hour period that precedes the planned completion time of the assignment. 

(e) When a flight crewmember has exceeded the daily flight time limitations in this section, because of 
circumstances beyond the control of the certificate holder or flight crewmember (such as adverse 
weather conditions), that flight crewmember must have a rest period before being assigned or accepting 
an assignment for flight time of at least‐‐ 



(1) 11 consecutive hours of rest if the flight time limitation is exceeded by not more than 30 minutes; 

(2) 12 consecutive hours of rest if the flight time limitation is exceeded by more than 30 minutes, but 
not more than 60 minutes; and 

(3) 16 consecutive hours of rest if the flight time limitation is exceeded by more than 60 minutes. 

(f) The certificate holder must provide each flight crewmember at least 13 rest periods of at least 24 
consecutive hours each in each calendar quarter. 

[Doc. No. 23634, 50 FR 29320, July 18, 1989, as amended by Amdt. 135‐33, 54 FR 39294, Sept. 25, 1989; 
Amdt. 135‐60, 61 FR 2616, Jan. 26, 1996] 

Amdt. 135‐60, Eff. 1/26/96 

 


