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HEC OUTPATIENT DIAGNOSTIC CENTERS
APPLICATION FOR INITIAL LICENSURE

Al applicable laws, rules, policies, and guidelines affecting your practice are available for viewing at
hittps: /www.tn.govi/hfe/division-of-licensure-and-regulation/hfc-licensure/licensure-applications.html.. Please
check this website periodically for updaies.

Name of the Facility/Agency YN (oK Bzt \L{ M-t vt dlber ﬁ ﬂ}gaol{. Dﬁrca-\—

Location of the Facilitv: \WS§ f\g
Street. Y10\ ERxSon Pi\ex City _ PR YSon

County e o State T Zip__ 134D

Phone Number (M2%) US(e -~ A2 Fax Number 23 ) 1 (A ~0020

Twenty-four (24) Hour Emergency Phone Number (45 ) USk -a a4
E-MailAddress_ ADETE Wikdncock - MD

Administrator Information:
Administrator_svadsamanr AN wock, oD, toRe

Have you (administrator) ever been convicted of a crime involving injury or harm to person(s), financial or business
management (e.g., assault, battery, robbery, embezzlementor fraud)?  Yes No Mo

If yes, what charge(s)?

Location of Conviction Date
(City) (County) (State)

Mailing address if different from the Facilitv location address:
Name N ! A

Street

City State Zip

Ownership of Building: . M'. AN

Name OO0 ¥MOUW A chvacds &WE#—W‘HPhone(ﬁ@) 103 - \9U 2
sweet_SIoH__ thysan P

City_\¥h ¥san State_ "TAL Zip B33

FEE SCHEDULE: (FEES ARE NON-REFUNDABLE)  $1,404

HF-3847 (REV 6/2024) RDA-1165



1. Check classification of institution for which application is made:

Lithotripsy X CTScan Coronary Angioplasty
______MRI , PET Scan Nuclear Medicine Scan
Mammography % X-Ray Vascular Embolization
__CardiacCatlieterization Stereotactic Procedures

2. Briefly state the overall objective of the outpatient diagnostic center. _~{o M‘ !ﬂ'eb % gg'h‘k{ I

low (oY \enagXs  sernies

3. Provide proof of the ability to meet the financial needs of the facility.

OWNERSHIP OF BUSINESS:
1. a. Checkthe type of Legal Entity:
_ Individual Partnership Corporation_ Y. Limited Liability Company
___ ChurchRelated Government/County_ Other
b.  Check One: % ForProfit Non-profit

¢. Legal Entity Checkedin 1.a:
Name_bhigniek G f YA gwat  Phone (22 ) U3~ YAUZ

Address SIOM  Whyom "V e, T 314D

d.  List name(s) and address(es) of individual owners, partners, directors of the corporation, or head of the

governmentalentity:
* 3 =
Methaw T Pidehock, WO sl Fhvsm P\ Yhyom, TN F1BHS
Namte Address City, State, Zip
Name Address City, State, Zip
Name Address City, State, Zip

(If additional space is needed, please nse a separate sheet)

e. If'a government/county owned facility, does the administrator have authority to act on behalf of the
government/county as it relates to the operation of this facility? Yes No

f.  If no to e., who has said authority?

2. a.  Isyourfacility/organization accrediied by a federally approved accrediting body but not limited to

JCAHO, CARF, etc.? Provide proof of accreditation.

Yes_  No_ % Expiration Date
3. Is this facility chain affiliated? Yes ~~  No X
4. Ifyouhave aparent company please provide the following information:
Name Phone ( )
Address

HF-3847 (REV 1/2024) RDA-1165



5. a. Areanyowners of the disclosing entity or also owners of other health care facilities in Tennessee and/or other

states? Yes No

b.  If'yes, list names and addresses of all such facilities:

6. a. Do youhavea contract with a management firm to operate this facility? Yes No_ X

It yes, specify dates: From To

b. If yes, specity name of firm:
Address
Phone Number( )

7. For any item in (7) a-h below, please identify, explain and provide documentation of the item(s) noted if response is
“Yes”. Have either the licensed entity for any of the other health care facilities in Tennessee and/or other states on the
listin question (5.b.) above, OR the management firm listed in question (6.) above; been subjected to any of the
following within the last (5) years:

a. Licensure
i) denied a license ? Yes_No‘_x_
it) had a license suspended or revoked by any state licensure agency? Yes_  No L
iii) been subject to a final order or judgment in a state licensure action? Yes_ No_ X _
b. Convictions
1) convicted of a criminal offense related to that person’s involvement in any program under any state or Federal
health care program (including Medicare, Medicaid, and Tricare)? Yes_  No_/~
¢. Exclusion
1) excluded from participation in Federal health care programs (Medicare, Medicaid, CHIP, or Tricare) in the past?

Yes_  No {‘S

(Note: “Excluded” is defined as a provider or entity has been told by the Department of Health and Human Services,
Office of the Inspector General (HHS-OIG) that they may no longer be a provider for any federally funded healthcare

progrant).
d. Termination/Suspension
i) suspended or tenminated from participation in Medicare or Medicaid/TennCare programs? Yes_No(_
(Note: This wonld include involuntary termination of a nursing facility or skilled nursing facility by the Centers for
Medicare and Medicaid Services (CMS) or state Medicaid agency).
e. Fraud and Abuse

i) paid through settlement, or civil or criminal fines, any monies to the federal government or any state as a result of
any administrative or judicial proceeding based on allegations of fraud or abuse involving claims related to the

provision of health care items and services? Yes No A

HF-3847 (REV 6/2024) RDA-1165



f. Corporate Integrity Agreement

i) Is presently an entity covered by and subject the ters of a corporate integrity agreement? Yes No, x
(Note: If yes, provide a copy of CIA)

g. Bankruptey

i) filed bankruptcy under any provision of the United States Bankruptey Code? Yes No &
h. Civil Monetary Penalty (CMP)

i) paid to the Centers for Medicare and Medicaid Services or any state Medicaid agency a civil money penalty equal

to ot greater than $250,000.00 as a result of an enforcement action during a survey? Yes No__ X

Failure to provide true and correct copies of any documents related to the items list in 7(a-h) listed above may be
grounds for referral of the application for special consideration, and/or may be grounds for disciplines.

If the applicant answered “Yes” to any of the questions (a)-(h) above, please provide copies of any documentation
associated with the event and/or sanction. The documentation should provide the Health Facilities Commission
with sufficient information vegarding the nature of the event and/or sanction, the current status of the issue, as
well as details regarding what corrective action shave been implemented (as applicable)

VERIFICATION BY NOTARY PUBLIC:

Signee for application certifies that he or she is of responsible character and able to comply with the minimum
standards and regulations established by Tennessee pertaining to the type of facility or agency for which application for
licensure is made and with the rules promulgated under Tennessee Code Annotated (TCA) § 68-11-201.

Sigtiee algo certifies that a policy has been implemented to inform all employees of their obligation under TCA
- i Sopabuse or neglect.

Oerae |3 Mo 2024
Applicant Signature -

Title or Position Date

STATE OF TENNESSEE

County of H C*‘:J ‘}Gh

The above nated applicant (print name) 0 r. /V\ 47’7LW /}7) x'7lCl\ CVC/( , being by

e duly sworn on his/her oath, deposes and says that he/she has read the forgoing application and knows the contents
thereof: that the statements concerning the above named facility or agency, therein contained, are correct and true to

his/herownknowledge. ~}_ L\
! 3 day of '/\/ﬂV‘f’MLf/\ Qz OQH

Subscr ll]ed l\u ‘“gd;?wrzn to before this
!

¢ % \N AL k€,9 ,/0, Month Year
S yerse e & %
s 1 Fﬂ Y ﬁz
S0 S of'sseg-._ = NotaryPublic: w
S NE .
= A eN < P«P‘\{ 2 e B
S L WONNC &SR / /
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+%x%* DUPLICATE %%

3.9 Al b

STATE OF TENNESSEE
Health Services and Dev Auency

Office:Andrew Jackson, 8t

11/27/2024 1:09 PM

Lashier: jeroalddzzoo!
Batch #: 1653891
Trans #: |

Weaith Care Facilities
Receipt #: 39094113

HATS  HCF $1,404.00
Payment Total. $1,404.00
Transaction Total:  $1,404.00
Check 21 $1,404.00

Thank you for your payment .
Have a nice day!

w4t DUPLICATE ##a%

Hitchcock Family Medicine, PLLC
5104 Hixson Pike
Hixson, TN 37343

w9024

Pay to the . N e !
Or}crler of ; : \’lD $ “"M"SD

i
QMM&%@Q‘ U el Jaasy 1 \S—TDgllars
Security Federtl Savings Bank Y

306 West Main Street

McMinnville, TN 37110 @ i
Forba- I-\Lef\ L lll b} J ‘ - i




STATE OF TENNESSEE

Certificate of Need #  CN2407-018A s hereby granted under the provisions of T.C.A. § 68-11-1601,
et seq., and rules and regulations issued thereunder by this Commission.

To: Hitchcock Family Medicine, PLLC
5104 Hixson Pike
Hixson, TN 37343

For:  Hitchcock Direct Imaging

This Certificate is issued for:

For the establishment of an outpatient diagnostic center (ODC) through the conversion of
its existing physician office-based imaging center. The proposed ODC will offer CT,
ultrasound, and X-ray imaging. it will be licensed as an outpatient diagnostic center by the
Board for Licensing Health Care Facilities, Tennessee Health Facilities Commission. The
service area for the project is Hamilton County, Tennessee. The applicant is owned by Dr.
Matthew Hitchcock.

On the premises located at: 5104 Hixson Pike
Hixson, TN 37343

For an estimated project cost of $1,337,260.

The Expiration Date for this Certificate of Need is __November 1, 2026, or upon completion of the action for
which the Certificate of Need was granted, whichever occurs first. After the expiration date, this Certificate of

Need is null and void.
ﬁ
|
Date Approved: __September 28. 2024 L_,;/lm Ii/lrw\.—._‘_
hairman
/// {~

Date Issued: October23. 2024
/ Executive Director




s\ivies
Lo, State of Tennessee

Health Facilities Commission

Andrew Jackson Building

502 Deaderick Street, 9" Floor, Nashville, TN 37243
www.tn.gov/hfc Phone: 615-741-2364

-“9

» O

HFC

October 23, 2024

Jerry Taylor, Attorney
Thompson Burton PLLC
One Franklin Park

6100 Tower Circle, Suite 200
Franklin, TN 37067

RE: Hitchcock Direct Imaging — CN2407-018A

Dear Mr. Taylor:

As referenced in our recent letter, please find enclosed your Certificate of Need for the above-
referenced application that was approved at the September 25, 2024, meeting of the Tennessee
Health Facilities Commission.

The Health Facilities Commission Rules require that an Annual Progress Report be submitted
each year, and a Final Project Report form is to be submitted within ninety (90) days after
completion of a project which shall include completion date, final costs, and other relevant
information in regard to the project, per § 68-11-1611.

The aforementioned forms can be found on the Commission’s website at
www.tennessee.qov/HSDA. Should you have any questions or require further information
regarding this Certificate, please do not hesitate to contact this office.

Sincerely,

E} cutive Director

cc. Trent Sansing, TDH/Health Statistics, PPA
Ann R. Reed, HFC



HFC

APPROVAL FOR FACILITY LICENSURE OR OCCUPANCY

Facility Type: Outpatient Diagnosyic Center _License # (if applicable): TBD County: Hamilton
Initial X Renovation Satellite/Off Campus Location
Physical Plant/Services/New Addition Relocation/Replacement Facility
(Circle One) (Circle One)

Facility Name: _ Hitchcock Direct Imaging

Address: 5104 Hixson Pike City: ___Chattanooga Zip Code: 37343

Application and fee on file in Central Office (CO)?: Yes X  No CON #: CN2407-018A

Project #: 2024-12-09-01 Phase: 1 of 1

Facility approved for (if satellite/off campus site include address): Conversion of an existing Physician office-
based imaging center for the establishment of an Outpatient Diagnostic Center (ODC). The ODC will offer CT scan.
Ultrasound. and X-Ray Imaging. with offices. staff lounge. lobby, electrical. IT room. toilet, and ancillarv spaces.
The facility will be licensed as an Outpatient Diagnostic Center.

Sprinklered: Non Sprinkled (Full 100%) Partial: N/A (%)
Licensed bed count from: N/A to N/A Number of beds increased/decreased: N/A

Total Licensed bed count: N/A

If secured unit, number of beds in unit: N/A 1f Alzheimer’s unit, number of beds in unit: N/A

(NOTE: If this is an increase in the number of beds in a secured Alzheimer’s unit, indicate number of beds approved for
the increase number only)

Health Surveyor:_ <~ / ¢ -1 L = Date: [ - - /_7- = _f,g 5
Fire Safety: Tim Watson / CM Date: 10/28/2025
CD Approved: Yes X No N/A Health Survey Required: Yes X No :if Yes, please

indicate which region:  EAST

Facility’s Letter of Notification received in Licensure: Yes No \/ CON Approved
(Completed by Central Office Licensure Staff)

CMS Paperwork (855, etc) approved and received in regional office: Yes  No
(NOTE: With exception of Initial Licensure Approvals)

; 12/12/2025
Effective date:
(Campleted by Ceitral Office-LicEnsure Staff)

Z d ”/41’/&_#_\ u,i"/ez“ﬁ

Licensure is recommended: Yes\/  No

e°1onal Admmlstra{o/ /Facilities Construction Director or Designee Date
A hf% WéM/ 12/16/2025
LicenSure Program Unit Staff Date

HF-4388 RDA SW15 (Rev 8/19/2025)



State of Tennessee

Health Facilities Commission

502 Deaderick Street, 9™ Floor, Nashville, TN 37243
www.tn.gov/hfc Phone: 615-741-7221

HFC

December 16, 2025 Sent Via Email

Matthew Hitchcock (HDI@Hitchcock.MD)
Hitchcock Direct Imaging

5104 Hixson Pike

Hixson, Tennessee 37343

Facility Type: Outpatient Diagnostic Center
Dear Matthew Hitchcock:

It is my pleasure to inform you that your application for licensure of Hitchcock Direct Imaging located at
5104 Hixson Pike, Hixson, Tennessee 37343 has been initially approved Effective December 12, 2025.
The license number shall be 82. For this initial approval to become final and permanent, your application
must be ratified by the Commission pursuant to T.C.A. §68-11-206. The Commission will consider your
application at its next meeting, scheduled for January 28, 2026. You are hereby authorized to
commence operation pending the final decision of the Commission.

For certification purposes, please be advised it is your responsibility to contact your Health
Facilities Commission regional office for participation in Medicare/Medicaid. The East Regional
Office phone number is 865-594-5739.

If the Commission does ratify the approval of your application, the license number listed above will
become your permanent license number and a letter will be forwarded to you within three (3) business
days, notifying you of the Commission’s final decision.

If the Commission does not ratify the initial approval of your application, a letter will be forwarded to
you providing an explanation and specific instructions as to any action(s) you may take to have the
decision reviewed, at which time this authorization shall cease to be effective.

Please contact me if I can be of further assistance.
Sincerely,
Amy Whitaken

Amy Whitaker, ASA 2

Health Facilities Commission
Phone: (615) 741-7188

Fax: (615) 253-8798

Email: Amy.Whitaker@tn.gov

cc: East Tennessee Regional Office


mailto:HDI@Hitchcock.MD
mailto:Amy.Whitaker@tn.gov
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