[image: image1.png]f/ GEORGIA DEPARTMENT
“_~)) OF COMMUNITY HEALTH
v



[image: image2.png]Falty Regulation



     




Georgia




       Certificate of Need

      Request to Extend Effective Period or Performance Period
	(ENTER the Project Number and County below   

Use the Format YYYY###

(Example: 2007122, 2008051, 2009002)
	Project Date of Approval:      mm/dd/yyyy
Mandatory Implementation  Date:      mm/dd/yyyy
Mandatory Completion  Date:      mm/dd/yyyy
Each of the above dates is located at the bottom of the issued Certificate of Need( or in the extension letter, if applicable).
Division of Health Planning (DHP) DATE STAMP

Signed Original and 1 Copy   _____________

(This Box for Certificate of Need Office Use Only)

	PROJECT NUMBER

CON     
COUNTY:       

	


General Information:

1. This form is a required document that must be submitted by a party wishing to extend an approved project’s mandatory Implementation date AND/OR mandatory Completion date.  

2. This request must be date-stamped by the Division of Health Planning showing receipt of request as being at least thirty days prior to expiration of the period (project implementation or project completion) for which you are seeking an extension. 
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. You must submit a signed original and one copy of this form and any and all attached documentation, if applicable.  

6. The signed original Request for Extension form and the one copy must be submitted on loose leaf, one-sided 8 ½ by 11-inch paper only.  Please send the request, and copy, in a 10x13-inch envelope – do not fold.
7.   Faxed or e-mailed requests are not official and will not be accepted. 

1.  Identify the approved applicant.
	Approved Applicant

	Legal Name:       

	d/b/a (if applicable):         

	Address:       

	City:       
	State:       
	Zip:      


2.  Identify the authorized representative submitting this request.
	AUTHORIZED REPRESENTATIVE/CONTACT PERSON

	Name:       
	Title or Position:       

	Address:       

	City:       
	State:       
	Zip:      

	Phone:      
	Fax:      

	E-mail Address:       


       111-2-2-.04 (2)(a):

	Is the Approved Applicant information above and Contact Person information above the same as on the original CON application?  Yes  FORMCHECKBOX 
     NO  FORMCHECKBOX 
 , update the master record with the information provided.


      All entities receiving a Certificate of Need shall maintain a valid and accurate mailing address with the Department.  Any notification, notice, or letter required by these Rules is deemed to be received by the certificate holder when the Department mails such notification, notice, or letter to the mailing address on file with the Department.   

3.  Purpose of Request
	I am requesting the Division of Health Planning extend:
	

	 Implementation Date  FORMCHECKBOX 
        Completion Date  FORMCHECKBOX 
              Both Implementation and Completion Dates  FORMCHECKBOX 

 Length of time requested?   months   Length of time requested?   months                Length of time requested?       months

	For the following type reason(s):
	

	Fire, flood, explosion, catastrophic weather conditions, riots, or other civil disturbances, work stoppages or strikes, zoning or permitting changes or similar occurrence.
	 FORMCHECKBOX 


	Other
	 FORMCHECKBOX 



4.  Provide in the space below the specific reason(s) you are requesting an extension. You must include, specifically, the circumstances beyond your control that preclude timely performance as agreed upon at the time of approval of the Certificate of Need project. Attach documentation as appropriate.
	     



	5.  Extension History and Reporting Information:  Mark appropriate answer(s)



	This is the first time an extension of any kind has been requested for this CON project.
	          Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 


	

	The mandatory implementation date for this project has been extended previously.


	          Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 


	      Once  FORMCHECKBOX 
    Twice  FORMCHECKBOX 
  

     Three times or more  FORMCHECKBOX 


	The mandatory completion date for this project has been extended previously. 


	          Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 


	        Once  FORMCHECKBOX 
    Twice  FORMCHECKBOX 
  

      Three times or more  FORMCHECKBOX 


	The most recent progress report submitted to DHP for this project was on: (answer in appropriate column)


	Date:      mm/dd/yyyy
Percent Progress reported     %


	No progress reports have been submitted thus far   FORMCHECKBOX 

     

	Was this CON granted based on a “phased approach to construction and completion”?  Yes   FORMCHECKBOX 

No  FORMCHECKBOX 

 If yes, how many phases?     

 If approved to be done in phases - the number of phases is designated on the actual Certificate of Need under “Conditions.”  




6.  Signature
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.

	REQUESTING PARTY CERTIFICATION

	Signature of Authorized Signatory (BLUE INK ONLY):



	Name:        

	Title:        

	Date:        











Submit to:
        Georgia Department of Community Health














  Division of Health Planning
                 




2 Peachtree Street, NW – 5th Floor
                      Atlanta, GA  30303   
	DHP Use Only – DO NOT WRITE IN THIS BOX      CON GA ______________________________
Request for extension:         Approved  FORMCHECKBOX 
     Denied   FORMCHECKBOX 

	By (initials):      
Date:            mm/dd/yyyy


Request for Extension - Department Decision:
DHP Use Only – DO NOT WRITE IN THIS BOX
If your request is approved the revised performance date(s) are as follows:

Mandatory Implementation Date:        
Mandatory Completion Date:  
      
CON Project Categories and required post approval documentation:

Construction Projects:
A progress report must be submitted to the Division of Health Planning showing timely project implementation, as well as, interim progress reports at approximately 25%, 50%, and 75% completion. You must also submit –during the initial twelve months - a copy of the construction contract showing beginning and ending dates for construction and a copy of the state architect’s letter showing approval of plans. A final progress report must be submitted showing timely project completion and must also include total project cost and total square feet.

Procurement Projects:  Only a final progress report must be submitted to the Department showing timely project completion - the date you were in possession of the approved equipment.

Service Change Projects: (expansion of service area, new service with no construction)
Only a final progress report must be submitted to the Department showing timely project completion – the date you started providing services to patients in the expanded service area or started providing the approved service.
If you are uncertain as to how your approved CON Project is categorized you may contact Doris Berry dberry@dch.ga.gov for this information.
The Department is authorized to grant extensions of the effective period of a CON when there are circumstances beyond the control of the applicant and when an extension request has been made in writing at least 30-days prior to the expiration of the initial duration period, or any approved extension thereof.  
Ga. Admin. Code § 111-2-2-.02(7)  
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