
HEBREW HOME FOR THE AGED AT RIVERDALE  
LIMITED REVIEW APPLICATION 
ABBREVIATED EXECUTIVE SUMMARY 
 

Through this Limited Review Certificate of Need application, Hebrew Home for the Aged of 
Riverdale (Hebrew Home) is seeking to decertify 190 beds from the facility’s Jacob Reingold 
Pavilion (JRP).  Hebrew Home has shown a marked overall census decrease within the nursing 
facility post-Covid and the bed reduction is necessary for the financial sustainability of the 
organization due to reimbursement challenges. The adjustment to the bed capacity at Hebrew 
Home will help to safeguard the organization’s on-going financial and operational position  and 
is in direct response to the clinical needs and preferences of the community for receipt of care in 
the least restrictive environment. 

As such, Hebrew Home respectfully requests approval to decertify the beds from the total 
certified capacity of 607 to 417. A transition/closure plan for the reduction in bed capacity from 
JRP was submitted (8/12/24) and approved (10/10/24) by the Department of Health (Approval 
Letter -Attachment 1). The transition of residents from JRP to available beds on the campus with 
ongoing oversight from the local area office is essentially complete. The requisite Health Equity 
Impact Assessment was completed by Jeffrey A. Sachs and Associates, Inc. and is appended to 
this application.  The assessment has noted “we did not identify any significant negative health 
equity impacts resulting from this project, either for current residents or the community.” 

The reduction in bed capacity will enable the Hebrew Home, one of the few remaining non-profit 
facilities in the Bronx, to continue as a mission-driven 5 Star quality organization. Hebrew Home 
has a long and distinguished track record of providing a full range of care solutions, and this bed 
reduction ensures the provision of a broad continuum of diversified services to the elderly. In the 
future, the vacant space in JRP is intended for repurposing for the development of an Assisted 
Living Residence.   

 



Limited Review Application 
State of New York Department of Health 
Office of Primary Care and Health Systems Management 

 

Project to be Proposed/Applicant Information 
 
This application is for those projects subject to a limited review pursuant to 10 NYCRR 710.1(c)(5)-(7).  Please check the appropriate 
box(es) reflective of the project being proposed by your facility (NOTE – Some projects may involve requisite “Construction”.  If so, 
and total project costs are below designated thresholds, then both boxes must be checked and necessary LRA Schedules submitted).  
Please read the LRA Instructions to ensure submission of an appropriate and complete application: 
 

 Minor Construction – Minor construction project with total project costs of up to $15,000,000 for general hospitals and up to 
$6,000,000 for all other facilities, if not relating to clinical space – check “Non-Clinical” box below).  

 Necessary LRA Schedules:  Cover Sheet, 2, 3, 4, 5, and 6. 
  

 Equipment – Project related to the acquisition, relocation, installation or modification of certain medical equipment, with total 
project costs of up to $15,000,000 for general hospitals and up to $6,000,000 for all other facilities.  (NOT necessary for “1-
for-1” replacement of existing equipment without construction, pursuant to Chapter 174 of the Laws of 2011 amending Article 
28 of the Public Health law to eliminate limited review and CON review for one for one equipment replacement) 

 Necessary LRA Schedules:  Cover Sheet, 2, 3, 4, and 5. 
  

 Service Delivery – Project to decertify a facility's beds/services; add services which involve a total project cost up to 
$15,000,000 for general hospitals and up to $6,000,000 for all other facilities; or convert beds within approved categories.  (If 
construction associated, also check “Construction” above.) 

 Necessary LRA Schedules:  Cover Sheet, 2, 6, 7, 8, 10, and 12.  *If proposing to decertify beds within a nursing home, 
provide a description of the proposed alternative use of the space including a detailed sketch (unless the decertification is 
being accomplished by eliminating beds in multiple-bedded rooms). If proposing to convert beds within approved categories, 
an LRA Schedule 6 and all supporting documentation are required to confirm appropriate space for the new use. 
 

 Cardiac Services – Project by an appropriately certified facility to add electrophysiology (EP) services; or add, upgrade or 
replace a cardiac catheterization laboratory or equipment.  (If construction associated, also check “Construction” above.) 

 Necessary LRA Schedules:  Cover Sheet, 2, 7, 8, 10, and 12. 
  

 Relocation of Extension Clinic – Project to relocate an extension clinic within the same service area which involve a total 
project cost up to $15,000,000 for general hospitals and up to $6,000,000 for all other facilities. (If construction associated, 
also check “Construction” above.) 
 

 Necessary LRA Schedules:  Cover Sheet, 2, 3, 4, 5, 6 and 7. Also include a Closure Plan for vacating extension clinic. 
  

 Part-Time Clinic – Project to operate, change services offered, change hours of operation or relocate a part-time clinic site 
– for applicants already certified for “part-time clinic”.  (If construction associated, also check “Construction” above.) 

 Necessary LRA Schedules:  Cover Sheet, 2, 8, 10, 11, and 12. 
  

 
 

OPERATING CERTIFICATE NO. CERTIFIED OPERATOR TYPE OF FACILITY 
7000302N Hebrew Home for Aged at Riverdale  RHCF  
 
OPERATOR ADDRESS – STREET & NUMBER PFI NAME AND TITLE OF CONTACT PERSON 
5901 Palisade Avenue  1212 Ann Marie Hennessy  
CITY COUNTY ZIP STREET AND NUMBER 
Bronx  Bronx  10471 5901 Palisade Avenue  
PROJECT SITE ADDRESS – STREET & NUMBER PFI CITY STATE ZIP 
5901 Palisade Avenue  1212 Bronx  NY  10471 
CITY COUNTY ZIP TELEPHONE NUMBER FAX NUMBER 
Bronx  Bronx  10471 718.581.1772 

 
718.543.3681 

TOTAL PROJECT COST: $  22,500. CONTACT E-MAIL: annmarie.hennessy@riverspring.org 
             (Rev 09/2019) 

LRA Cover Sheet 



Limited Review Application 
State of New York Department of Health/Office of Health Systems Management 
 
 

Total Project Cost 
 

ITEM ESTIMATED PROJECT COST 
1.1   Land Acquisition  (attach documentation) $       
1.2   Building Acquisition $       
 1.1-1.2  Subtotal: 0.00  

2.1   New Construction $       
2.2   Renovation and Demolition $       
2.3   Site Development $       
2.4   Temporary Power $       
 2.1-2.4  Subtotal: 0.00  

3.1   Design Contingency $       
3.2   Construction Contingency $       
 3.1-3.2  Subtotal: 0.00  

4.1   Fixed Equipment (NIC) $       
4.2   Planning Consultant Fees $ 2,000. 
4.3   Architect/Engineering Fees  (incl. computer installation, design, etc.) $       
4.4   Construction Manager Fees $       
4.5   Capitalized Licensing Fees $       
4.6   Health Information Technology Costs $       
     4.6.1   Computer Installation, Design, etc. $       
     4.6.2   Consultant, Construction Manager Fees, etc. $       
     4.6.3   Software Licensing, Support Fees $       
     4.6.4   Computer Hardware/Software Fees $       
4.7   Other Project Fees (Consultant, etc.) $ 20,000.00 
 4.1-4.7  Subtotal: 22,000.00  

5.1   Movable Equipment $       
  

6.1   Total Basic Cost of Construction  
 

$ 22,000.00 
  

7.1   Financing Cost (points, fees, etc.) $       
7.2   Interim Interest Expense - Total Interest on Construction Loan: 

      Amount $          @          % for       months 
7.3   Application Fee $ 500.00 
       
8.1   Estimated Total Project Cost  (Total 6.1 – 7.3) $ 22,500.00 
   

 
 
 

If this project involves construction enter the following anticipated construction dates on which your cost  
estimates are based. 

 
Construction Start Date       

 
Construction Completion Date       

             (Rev. 1/31/2013) 

Schedule LRA 2 

No Construction 

No Construction 

HEIA Fee





(Rev. 7/2015) 
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 Limited Review Application 
State of New York Department of Health 
Office of Primary Care and Health Systems Management 

Various inpatient services may be reimbursed as discharges or days. Applicant should indicate which method applies to 
this table by choosing the appropriate checkbox. 

Patient Days X  Patient discharges 

Inpatient Services 
Source of Revenue 

Total Current Year First Year Incremental Third Year Incremental 
Patient 
Days or 

dis- 
charges 

Net Revenue* Patient 
Days or 

dis- 
charges 

Net Revenue* Patient 
Days or 
dis- 
charges 

Net Revenue* 
% Dollars ($) % based 

on days or 
discharges 

Dollars-$ % 
based on 
days or 

discharge
s 

Dollars-$ 

Commercial Fee for 
Service 
Managed 
Care 

Medicare Fee for 
Service 

         

Managed 
Care 

         

Medicaid Fee for 
Service 

         

Managed 
Care 

         

Private Pay          
OASAS 
OMH 
Charity Care 
Bad Debt 
All Other          
Total          

Schedule LRA 7A 



(Rev. 7/2015) 

3 

 

Outpatient Services 
Source of Revenue 

Total Current Year First Year Incremental Third Year Incremental 

Visits 
Net Revenue* 

Visits 
Net Revenue* 

Visits 
Net Revenue* 

% Dollars ($) % Dollars ($) % Dollars ($) 
Commercial Fee for 

Service 
         

Managed 
Care 

         

Medicare Fee for 
Service 

         

Managed 
Care 

         

Medicaid Fee for 
Service 

         

Managed 
Care 

         

Private Pay          
OASAS          
OMH          
Charity Care          
Bad Debt          
All Other          
Total  100%   100%   100%  
 

Total of Inpatient and 
Outpatient Services 

         

 
 Title of Attachment Filename of attachment 

1. In an attachment, provide the basis 
and supporting calculations for all 
revenues by payor. 

  

2. In an attachment, provide the basis 
for charity care. 

  

 
 

*Net of Deductions from Revenue 
 

No change to outpatient services as a result of decertifying SNF beds. 



 

 Limited Review Application  
State of New York Department of Health/Office of Health Systems Management 

 
Staffing 

 
 

 
Staffing Categories 

Number of FTEs to the Nearest Tenth 

Current Year* First Year of 
implementation 

Third Year of 
implementation 

Health Providers**:  

Registered Nurses  100.70 81.27 81.27 

Licensed Practical Nurses  29.69 30.25 30.25 

Aides Associated  226.53 229.45 229.45 

    

    

    

Support Staff***:  

Management & Supervisions    38.09 21.49 21.49 

Tech Specs & Non-Physician Medical Pracs  50.11 27.42 27.42 

Clerical & Other Admin  25.21 16.20 16.20 

Environmental Hotel & Food Service  58.85 48.69 12.25 

    

    

Total Number of Employees 529.18 454.77 418.33 

* Last complete year prior to submitting application 
** “Health Providers” includes all providers serving patients at the site. A Health Provider is any staff who can 

provide a billable service – physician, dentist, dental hygienist, podiatrist, physician assistant, physical therapist, etc. 
*** All other staff. 

 
Describe how the number and mix of staff were determined: 

 

 
PLEASE COMPLETE THE FOLLOWING: 

 
1. Are staff paid and on Payroll? X  Yes ☐ No 

2. Provide copies of contracts for any independent contractor. 

3. Please attach the Medical Doctors C.V.  

4. Is this facility affiliated with any other facilities? 
(If yes, please describe affiliation and/or agreement.) 

 
☐ Yes X No 

(Rev. 7/7/2010) 

Schedule LRA 8 
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