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     Georgia

       Certificate of Need

      Opposition to Project under Review
	(ENTER the Project Number and County below for the project that you are opposing. 

Use the Format YYYY-###.
	DATE STAMP

Signed Original and 3 Copies   _____________

(This Box for Division of Health Planning Use Only)

	PROJECT NUMBER

GA  200  -    
COUNTY:       
	

	Applicant Name:       

	Opposing Party Name:       


General Information:

1. This Opposition form is a required document that must be submitted by a party wishing to oppose a project currently under consideration by the Department.  Anyone may oppose a project, but only certain parties have standing to appeal a project that has been opposed.

2. Please review this form before attempting to complete and submit the information requested.

3. This form must be typewritten or completed and printed in this MS Word format.  Handwritten responses must not be submitted and will not be accepted. 

4. All form fields must be completed.  If a field is not applicable, so indicate.

5. Attach your detailed opposition to this form.

6. This form and any and all attached sheets detailing reasons for opposition to the project under consideration must be submitted to the Department by the appropriate opposition deadline.  

· Opposition addressing information contained in the application as originally submitted by the Applicant must be submitted to the Department no later than the 60th day of the application review cycle; 

· Opposition addressing information contained in additional information submitted by the applicant prior to the 75th day of the review cycle must be submitted to the Department no later than the 83rd day of the review cycle;

· Opposition addressing information contained in an amendment to the project must be submitted to the Department no later than the 85th day, except when the review cycle of the project is extended to 120 days, such opposition must be submitted to the Department no later than the 115th day of the review cycle;

· Notwithstanding the timeframes above, opposition to batched applications for home health and nursing facilities, regardless of whether such opposition is to information contained in the original application, an amendment, or additional information, must be submitted to the Department by the 85th day of the review cycle; and

· Notwithstanding the timeframes above, opposition to expedited applications, regardless of whether such opposition is to information contained in the original application, an amendment, or additional information, must be submitted to the Department by the 35th day of the review cycle.

7. Any opposition that is not submitted in a timely fashion as described in the previous paragraph will be returned and will not become part of the master file.

8. You must submit a signed original and three copies of this form and any and all attached documentation.  

9. The signed original Opposition form and the three copies must be submitted on loose leaf, one-sided 8 ½ by 11-inch paper only.  Each copy and the original should be rubber banded to separate each copy and the original.

· The signed original must not be hole punched nor stapled or otherwise bound.   

· The three copies must be three-hole-punched but must not be stapled or otherwise bound.  

10. Faxed copies of documents and information are not official and must be followed-up with the original documents by the mandated deadline for inclusion in a project master file.

OPPOSITION

1.  Identify the opposing party.
	OPPOSING PARTY

	Legal Name:       

	d/b/a (if applicable):         

	Address:       

	City:       
	State:       
	Zip:      


2.  Identify the authorized representative submitting this opposition.
	AUTHORIZED REPRESENTATIVE

	Name:       
	Title or Position:       

	Address:       

	City:       
	State:       
	Zip:      

	Phone:      
	Fax:      

	E-mail Address:       


3. Does the opposing party have legal standing to appeal the application should it be approved?            

 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

If YES ( Complete the following table indicating the Opposing Party’s purported standing.

If NO (   Continue to the next Question.  You may still submit this opposition.

	LEGAL STANDING

	Is the Opposing Party a competing applicant?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Is the Opposing Party a county or municipal government within whose boundaries the project will be located?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Is the Opposing Party a competing health care facility?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Is the Opposing Party notifying the Department of its opposition during the required time periods?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Will the Opposing Party be aggrieved if the Department were to approve the application?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


4.  Identify the Applicant for the project that you are opposing.
	APPLICANT INFORMATION

	Applicant Legal Name:       

	d/b/a (if applicable):         

	Address:       

	City:       
	State:       
	Zip:      

	County:      
	Project Number:       

	Title of Applicant’s Project:       


5.  Indicate the location of the information being opposed.  Check only one of the following:
 FORMCHECKBOX 
 Information contained in the original submission of the Applicant

       (Verify that you are submitting your opposition by the 60th day of the review cycle)
 FORMCHECKBOX 
 Information contained in additional information submitted by the Applicant

       (Verify that you are submitting your opposition by the 83rd day of the review cycle)
 FORMCHECKBOX 
 Information contained in an amendment
       (Verify that you are submitting your opposition by the 85th day of the review cycle)

 FORMCHECKBOX 
 Information submitted in the original submission, additional information, or an amendment to a batched home health or nursing facility application.

       (Verify that you are submitting your opposition by the 85th day of the review cycle)

 FORMCHECKBOX 
 Information submitted in the original submission, additional information, or an amendment to an expedited application.

       (Verify that you are submitting your opposition by the 35th day of the review cycle)

6.  Attach 8-1/2 by 11-inch sheets of paper providing the specific reasons for the opposition to the Applicant’s project.
7.  Does the Opposing Party have any lobbyist employed, retained, or affiliated with the Opposing Party directly or through its authorized representative?

 FORMCHECKBOX 
 YES       FORMCHECKBOX 
 NO
If YES (   Please complete the information in the table on the next page for each lobbyist employed, retained, or affiliated with the Opposing Party.  Be sure to check the box indicating that the Lobbyist has been registered with the State Ethics Commission.  Executive Order 10.01.03.01 and Rule 111-1-2-.03(2) require such registration.

If NO (      Continue to the next question.

	LOBBYIST DISCLOSURE STATEMENT

	Name of Lobbyist
	Affiliation with Opposing Party
	Registered with State Ethics Commission?

	     
	 FORMCHECKBOX 
 Employed

 FORMCHECKBOX 
 Other Affiliation


	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

	     
	 FORMCHECKBOX 
 Employed

 FORMCHECKBOX 
 Other Affiliation


	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

	     
	 FORMCHECKBOX 
 Employed

 FORMCHECKBOX 
 Other Affiliation


	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

	     
	 FORMCHECKBOX 
 Employed

 FORMCHECKBOX 
 Other Affiliation


	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

	     
	 FORMCHECKBOX 
 Employed

 FORMCHECKBOX 
 Other Affiliation


	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

	     
	 FORMCHECKBOX 
 Employed

 FORMCHECKBOX 
 Other Affiliation


	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

	     
	 FORMCHECKBOX 
 Employed

 FORMCHECKBOX 
 Other Affiliation


	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

	     
	 FORMCHECKBOX 
 Employed

 FORMCHECKBOX 
 Other Affiliation


	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No


8.  Opposing Party Certification.
By signing below, 

I hereby certify that the contained statements and all attachments hereto are true and complete to the best of my knowledge and belief and that I possess the authority to submit this form and bind the Opposing Party to promises made herein.

	APPLICANT CERTIFICATION

	Signature of Authorized Signatory (BLUE INK ONLY):



	Name:        

	Title:        
	Date:        











Submit to:
         Division of Health Planning

                                      

Department of Community Health

                                         
  2 Peachtree Street, NW – 5th Floor
             

  Atlanta, GA  30303
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