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Georgia Certificate of Need
Request for Letter of Determination

DO NOT PLACE ANY DOCUMENTS OR ATTACHMENTS IN FRONT OF THIS COVER PAGE

	       FOR OFFICE OF HEALTH PLANNING USE ONLY

	
REQUEST NUMBER

  
                    DET
  



	
DATE STAMP











GENERAL INFORMATION:

[bookmark: _Hlk170369723]This Letter of Determination (“DET”) request form is the required document that the Department reviews in the analysis and evaluation of determination requests in accordance with Ga. Comp. R. & Regs. r. 111-2-2-.10(2). A determination request is a request that provides a specific proposed action and asks the Department for an official ruling of how a specific regulation or law impacts that action. ALTERATIONS TO THIS FORM ARE EXPRESSLY PROHIBITED EXCEPT WHERE A RESPONSE IS REQUESTED FROM THE APPLICANT AS DENOTED BY A TEXTBOX OR CHECKBOX.  

1. Requests for letters of determination must be submitted electronically at the following website: https://dch.georgia.gov/divisionsoffices/office-health-planning/office-health-planning-submission-portal.

2. Select “CON Request for Determination Form” as the form type for proper routing.

3. The filing fee of $500 shall be remitted by certified check or money order made payable to the “State of Georgia Department of Community Health”, by credit/debit card, or other electronic payment via the Department’s website, as available. A copy of the certified check, money order, payment receipt for any credit/debit card, or other electronic payment, must be included with your web portal submission.

4. The Department will make every attempt to review the information submitted and issue a determination within 60 days of receipt.  

	PLEASE COMPLETE THE FOLLOWING TABLE TO VERIFY PROPER SUBMISSION OF YOUR REQUEST

	Requesting Party:       

	
1.  Did you submit this form via the Department’s web portal using the “CON Request for Determination” option in the Application/Form Type drop down menu?






	[bookmark: Check61]|_| Yes

[bookmark: Check62]|_| No

	
2.  _Have you remitted a $500.00 certified check or money order made payable to the “State of Georgia Department of Community Health”?

	|_| Yes

|_| No





Request for Determination
Form CON 200
Revised October 2026

Instructions

1. Please read all instructions and review this DET form in its entirety before attempting to complete and submit the form.

2. [bookmark: _Hlk167775441]This DET form must be typewritten in this document. Handwritten responses must not be submitted and will not be accepted. 

3. Only one specific proposed action may be addressed in each request. If a Requesting Party has multiple proposed actions for which it seeks a determination, separate forms must be submitted for each such action.

4. Throughout this DET form, the following symbols are utilized for emphasis:

 Emphasizes instances where supporting documentation is requested and required to be attached; and

 Emphasizes important instructions or notes that should be adhered to.

5. [bookmark: _Hlk167775483]Any exhibits or appendices should be uploaded with this form. Do not submit them separately.

6. [bookmark: _Hlk170365739][bookmark: _Hlk167775493]Please submit the following items to the address below: a copy of the web portal submission confirmation form; and, the $500.00 filing fee in the form of a certified check or money order made payable to the “State of Georgia Department of Community Health.” or a payment receipt for any credit/debit card payment made, as available:
[bookmark: _Hlk167775557]
Department of Community Health
Office of Health Planning
DET Request
2 Martin Luther King Jr. Drive, S.E.
East Tower, 16th Floor
Atlanta, Georgia 30334

7. All submissions must be via the Department’s web portal. Faxed or mailed copies of this DET form and any supporting documents and information should not be submitted and will not be accepted.








Request for Determination
Form CON 200
Instructions
Revised October 2026

Section 1 – Requesting Party Identification

1. _ Please complete the following information identifying the party requesting this determination. The Contact Person should be an individual directly affiliated with the Requesting Party and not a consultant or attorney.

	REQUESTING PARTY #1

	[bookmark: Text3]Legal Entity:       

	[bookmark: Text4]Address 1:      

	[bookmark: Text5]Address 2:      

	[bookmark: Text6]City:        
	[bookmark: Text7]State:      
	[bookmark: Text8]Zip:       

	County:       

	CONTACT PERSON

	Name:      
	Title:       

	Address 1:      

	Address 2:      

	City:        
	State:      
	Zip:       

	Phone:       
	Email:       




2.__If there is an additional party requesting this determination (co-requesting parties), please complete the following information identifying the second party. The Contact Person should be an individual directly affiliated with the Requesting Party and not a consultant or attorney.

	REQUESTING PARTY #2 (if applicable)

	Legal Entity:       

	Address 1:      

	Address 2:      

	City:        
	State:      
	Zip:       

	County:       

	CONTACT PERSON

	Name:      
	Title:       

	Address 1:      

	Address 2:      

	City:        
	State:      
	Zip:       

	Phone:       
	Email:       



3.	Does the Requesting Party(ies) have Legal Counsel to whom legal questions regarding this request may be addressed?      

	|_| YES      |_| NO

If YES  Identify the legal counsel below.

If NO    Continue to the next question.

	LEGAL COUNSEL

	[bookmark: Text171]Name:       

	[bookmark: Text15]Firm:        

	Address:        

	City:        
	 State:        
	 Zip:        

	Phone:         
	[bookmark: Text172]Email:        




4.	Did a Consultant prepare and/or provide information in this Determination Request?

      |_| YES    |_| NO

If YES  Identify the Consultant below.

If NO    Continue to the next question.

	CONSULTANT

	[bookmark: Text174]Name:       

	Firm:        

	Address:        

	City:        
	[bookmark: Text176] State:        
	 Zip:        

	Phone:         
	[bookmark: Text175]Email:        



5.	Does the Requesting Party(ies) wish to designate and authorize an individual other than the Requesting Party Contact(s) listed in response to Question 1 to act as the representative of the Requesting Party(ies) for purposes of this request?       

	|_| YES      |_| NO

If YES  _Please complete the information in the following table on the next page. By doing so, the Requesting Party(ies) authorizes the representative to submit this determination request; to provide the Department of Community Health with all information necessary for a determination on this request; to enter into agreements with the Department of Community Health in connection with this request; and to receive and respond, if applicable, to notices in matters relating to this request.  
	
If NO      Continue to the next question.

	AUTHORIZED REPRESENTATIVE

	[bookmark: Text123]Name:       

	Firm:        

	Address:        

	City:        
	 State:        
	 Zip:        

	Phone:         
	[bookmark: Text178]Email:        


	 NOTE: This authorization will remain in effect for this request until written notice of termination is sent to the Department of Community Health that references the specific request number. Any such termination must identify a new authorized representative.  Also, if the authorized representative’s contact information changes at any time, the Requesting Party(ies) must immediately notify the Department of Community Health of any such change.


6.  Does the Requesting Party(ies) have any lobbyist employed, retained, or affiliated with the Requesting Party(ies) directly or through its contact person(s) or authorized representative?

	|_| YES      |_| NO

[bookmark: _Hlk167778842]If YES   _Please complete the information in the table below for each lobbyist employed, retained, or affiliated with the Requesting Party(ies).  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 Ga. Comp. R. & Regs. r. 111-1-2-.03(2) require such registration.

If NO      Continue to the next question.


	LOBBYIST DISCLOSURE STATEMENT

	Name of Lobbyist
	Affiliation with Requesting Party(ies)
	Registered with State Ethics Commission?

	[bookmark: Text180]     
	
[bookmark: Check63]|_| Employed
[bookmark: Check64]|_| Other Affiliation

	|_| Yes
|_| No

	[bookmark: Text181]     
	
|_| Employed
|_| Other Affiliation

	|_| Yes
|_| No

	[bookmark: Text182]     
	
|_| Employed
|_| Other Affiliation

	|_| Yes
|_| No

	[bookmark: Text183]     
	
|_| Employed
|_| Other Affiliation

	|_| Yes
|_| No

	[bookmark: Text184]     
	
|_| Employed
|_| Other Affiliation

	|_| Yes
|_| No

	     
	
|_| Employed
|_| Other Affiliation

	|_| Yes
|_| No

	     
	
|_| Employed
|_| Other Affiliation

	|_| Yes
|_| No

	     
	
|_| Employed
|_| Other Affiliation

	|_| Yes
|_| No



Request for Determination			1
Form CON 200
Section 1 – Requesting Party Identification
Revised October 2026
Section 2 – General Information Regarding Proposed Action

7.  Complete the following table to provide general information regarding the proposed action for which a determination is being sought. If you select an item in the “Nature of Request” row where an Exhibit must be completed, complete the required Exhibit, which is included at the end of this form.  Discard all Exhibits that are not required before submittal.

	Title of Proposed Action
	[bookmark: Text287]     

(example: Increase in hospital bed capacity)

	Location of Proposed Action
	[bookmark: Text188]Address 1:        

[bookmark: Text189]Address 2:      

[bookmark: Text190][bookmark: Text285][bookmark: Text192][bookmark: Text193]         City:        State:       Zip:       County:            

	Dates of Proposed Action
	
[bookmark: Text186][bookmark: Text187]Starting Date:       Completion Date:      


	Nature of Request

Select the specific exemption being requested.

Certain exemption requests require the completion of an additional Exhibit as indicated below.


(Only one type of request may be submitted per form)
	
[bookmark: Check83]|_| Increase in hospital bed capacity pursuant to O.C.G.A. § 31-6-47(a)(15) (Complete Exhibit 1)

|_| Transfer of Home Health Counties in accordance with Ga. Comp. R. & Regs. r. 111-2-2-.32(3)(o) (Complete Exhibit 2)

[bookmark: Check86]|_| Therapeutic cardiac catheterization in accordance with O.C.G.A. § 31-6-47(a)(22) (Complete Exhibit 3) (Accepted May 1 through May 15 only)

[bookmark: Check99]|_| New or expanded psychiatric or substance abuse inpatient programs pursuant to O.C.G.A. § 31-6-47(a)(30)

[bookmark: Check100]|_| New or expanded basic perinatal services by a hospital in a rural county pursuant to O.C.G.A. § 31-6-47(a)(31)

[bookmark: Check92]|_| New or expanded birthing center pursuant to O.C.G.A. § 31-6-47(a)(31.1) 

[bookmark: Check93]|_| New general acute care hospital in a rural county pursuant to O.C.G.A. § 31-6-47(a)(32) 

[bookmark: Check94]|_| New acute care hospital pursuant to O.C.G.A. § 31-6-47(a)(33) 

[bookmark: Check95]|_| New short-stay general hospital pursuant to O.C.G.A. § 31-6-47(a)(34) 

[bookmark: Check98][bookmark: Text286]|_| Other:      







Request for Determination			5
Form CON 200
Section 2 – General Information
Revised October 2026	
Section 3 – Proposal Description

8.    Please provide a detailed description of the proposed action including a statement as to what determination is being sought in the space provided below.

	
[bookmark: Text258]     



Request for Determination			5
Form CON 200
Section 3 – Proposal Description
Revised October 2026
Section 4 – Certification


By signing below, 

a) I hereby certify that the contained statements and all addenda, appendices, exhibits, or attachments hereto are true and complete to the best of my knowledge and belief and that I possess the authority to submit this request and bind the Requesting Party to promises made herein;	

b) I understand that a representative of the Office of Health Planning may make a direct request of me for additional information in order to issue a Letter of Determination;

c) I understand that if issued a Letter of Determination, the Requesting Party is bound to any representations that have been made within this request and any and all supplemental information and Exhibits; and	

d) I further understand that a typed version of my name is being accepted as my original signature pursuant to the Uniform Electronic Transactions Act.

	REQUESTING PARTY #1 CERTIFICATION

	Signature of Authorized Signatory:      



	[bookmark: Text23]Name:        

	[bookmark: Text68]Title:        
	[bookmark: Text24]Date:        




	REQUESTING PARTY #2 CERTIFICATION (if applicable)

	Signature of Authorized Signatory:      



	Name:        

	Title:        






















	Date:        



Request for Determination			6
Form CON 200
Section 4 – Certification
Revised October 2026
Exhibit 1:
Increase of 10 Beds or 20% of Bed Capacity

Only complete this Exhibit if you have indicated in Question 7, Page 4 that this Determination request involves an increase of up to 10 beds or 20% of bed capacity for a hospital. If your proposed action does not relate such an increase, DISCARD AND DO NOT SUBMIT THIS EXHIBIT.

1.   Is the requesting facility a hospital licensed by the Healthcare Facility Regulation Division?  

	|_| YES      |_| NO

If YES    Attach a copy of the hospital permit to this request.

If NO    You cannot complete this form. Only hospitals may request a 20% increase in bed capacity.

2.   What is the current bed capacity of the hospital?
	
	Existing CON Authorized Bed Capacity
	[bookmark: Text259]     



3.   What is the number of beds by which the hospital wishes to increase?

	Requested Increase
	     



 NOTE: You may not request an increase of more than 10 beds or more than 20% of the existing bed capacity, whichever is greater.

4.   Has the requesting hospital ever been granted or utilized an exemption to increase its bed capacity by up to 10 beds or twenty percent?

	|_| YES      |_| NO

[bookmark: Text260]If YES     List the DET approving the prior increase and the date on which the DET was issued:          
   NOTE: This date may not be within three years of the date of this request. If such an increase has occurred within the past three years, you must file an application for a Certificate of Need.

If NO      Continue to the next question.

5.	Has the requesting hospital maintained an overall occupancy rate greater than 60% over the previous twelve months?

|_| YES      |_| NO

If YES    Attach a table showing the monthly occupancy rates for the past complete twelve months.  

If NO    You do not qualify for an exemption.
 NOTE: The occupancy rate is calculated exclusive of all skilled nursing units or comprehensive inpatient rehabilitation units.

6.   If granted this exemption, what is the anticipated date that the additional beds will be operational?

	Projected Operation Date of Requested Additional Beds
	     



Request for Determination			Exhibit 1: Page 1
Form CON 200
Exhibit 1 – Increase in Bed Capacity
Revised October 2026
Exhibit 2:
Transfer of Home Health Counties

Only complete this Exhibit if you have indicated in Question 7, Page 4 that this Determination request involves a Transfer of Home Health Counties. If your proposed action does not relate to such a transfer, DISCARD AND DO NOT SUBMIT THIS EXHIBIT.

1.   Provide the following information identifying the Transferring Home Health Agency and its existing service area. For each county, indicate the number of the Service Delivery Region in which the County is located and whether or not the county is proposed to be transferred to the Receiving Agency.

	TRANSFERRING AGENCY’S AUTHORIZED AND APPROVED SERVICE AREA

	[bookmark: Text265]Name of Transferring Agency:      

	Name of County
	Service Area
	Transfer?
	Name of County
	Service Area
	Transfer?

	[bookmark: Text266]1       
	[bookmark: Text282]     
	|_| Y   |_| N
	[bookmark: Text274]10      
	     
	|_| Y   |_| N

	[bookmark: Text267]2       
	[bookmark: Text283]     
	|_| Y   |_| N
	[bookmark: Text275]11      
	     
	|_| Y   |_| N

	[bookmark: Text268]3       
	     
	|_| Y   |_| N
	[bookmark: Text276]12      
	     
	|_| Y   |_| N

	[bookmark: Text269]4       
	     
	|_| Y   |_| N
	[bookmark: Text277]13      
	     
	|_| Y   |_| N

	[bookmark: Text270]5       
	     
	|_| Y   |_| N
	[bookmark: Text278]14      
	     
	|_| Y   |_| N

	[bookmark: Text271]6       
	     
	|_| Y   |_| N
	[bookmark: Text279]15      
	     
	|_| Y   |_| N

	[bookmark: Text272]7       
	     
	|_| Y   |_| N
	[bookmark: Text280]16      
	     
	|_| Y   |_| N

	[bookmark: Text273]8       
	     
	|_| Y   |_| N
	[bookmark: Text281]17      
	     
	|_| Y   |_| N

	9       
	     
	|_| Y   |_| N
	18      
	     
	|_| Y   |_| N




2.    Provide the following information identifying the Receiving Home Health Agency and its existing service area.  For each county, indicate the number of the Service Delivery Region in which the County is located.

	RECEIVING AGENCY’S AUTHORIZED AND APPROVED SERVICE AREA

	Name of Receiving Agency:      

	Name of County
	Service Area
	Name of County
	Service Area

	1       
	     
	10      
	     

	2       
	     
	11      
	     

	3       
	     
	12      
	     

	4       
	     
	13      
	     

	5       
	     
	14      
	     

	6       
	     
	15      
	     

	7       
	     
	16      
	     

	8       
	     
	17      
	     

	9       
	     
	18      
	     




3.   Attach an agreement to transfer executed by both the Transferring Agency and the Receiving Agency.

4.  Is the Transferring Agency in compliance with all requirements of Ga. Comp. R. & Regs. r. 111-2-2-.32, including but not limited to commitments to provide indigent and charity care at a minimum standard? 

[bookmark: Check101][bookmark: Check102]	|_| YES      |_| NO

If YES   Continue.

If NO    Contact the Office of Health Planning.

5.   Is the Receiving Home Health Agency in compliance with all requirements of Ga. Comp. R. & Regs. r. 111-2-2-.32, including but not limited to commitments to provide indigent and charity care at a minimum standard?  

[bookmark: Check103][bookmark: Check104]	|_| YES      |_| NO

If YES   Continue.

If NO    Contact the Office of Health Planning.

6.   What is proposed effective date of the transfer?

	Proposed Date of Transfer
	     



7.   Describe in the space provided below the improved or increased services for the residents of the county or counties being transferred that will result from the transfer.

 
	
     




Request for Determination			Exhibit 2: Page 1
Form CON 200
Exhibit 2 – Transfer of Home Health Counties
Revised October 2026

Exhibit 3:
THERAPEUTIC CARDIAC CATHETERIZATION EXEMPTION
(Only Accepted May 1 through May 15)

Only complete this Exhibit if you have indicated in Question 7, Page 4 that this Determination request involves the proposed provision of therapeutic cardiac catheterization services.  If your proposed action does not involve the provision of such services, DISCARD AND DO NOT SUBMIT THIS EXHIBIT.

This Exhibit is to be utilized for requests for a determination to confirm compliance with the standards of O.C.G.A. § 31-6-47(a)(22) and Ga. Comp. R. & Regs. r. 111-2-2-.03(25)(a). The provisions of these regulations set the standards a party must meet in order to receive confirmation it may perform therapeutic cardiac catheterization procedures without on-site open heart surgery backup without prior CON review and approval.

The Department reserves the express discretion to review all material and documentation submitted to determine if the party requesting the determination has shown compliance with the standards cited above.  Every party will not submit the same exact documentation to show it has met the initial standards. The Department will not require standardized documentation. It is the responsibility of the requesting party to provide information and documentation responsive to each of the standards outlined in the rule. However, all parties must provide the following, at a minimum, for particular provisions as noted below. Do not include or submit any protected individually identifiable health information.  
 
Ga. Comp. R. & Regs. r. 111-2-2-.03(25)(a)(2):

Provide documentation which demonstrates it can perform a minimum of two hundred (200) percutaneous cardiac interventions (PCI) per year by the beginning of the third year of operation of a program, including both elective and primary PCI, with a minimum of thirty-six (36) primary PCI per year beginning the third year of operation. Documentation must include pro-forma style projections.

Ga. Comp. R. & Regs. r. 111-2-2-.03(25)(a)(3):

Provide documentation to support the criteria referenced in subsection 2 above that includes substantive information on the number of diagnostic cardiac catheterization procedures performed at the hospital, or referred to existing PCI providers by the hospital, in or out of the state of Georgia, in the two (2) calendar years immediately preceding the request. Documentation must include the numbers and dates of procedures done at requesting hospital, and the number, dates of referrals, and name of facility to which patient(s) were referred.

Ga. Comp. R. & Regs. r. 111-2-2-.03(25)(4):

Provide documentation that it will have, prior to beginning a PCI program, on active medical staff, at least one (1) interventional cardiologist who will meet the American College of Cardiology (ACC) and American Heart Association (AHA) competency standards, including the performance of at least seventy-five (75) PCI procedures per year. Documentation must include the curriculum vitae (CV), current Georgia physician license, and written evidence of presence on active medical staff of the requesting hospital for at least one interventional cardiologist.  Include a sworn affidavit from the interventional cardiologist(s) listing the ACC and AHA competency standards and attesting the interventional cardiologist(s) will meet these standards prior to the hospital’s beginning the PCI program. 

Ga. Comp. R. & Regs. r. 111-2-2-.03(25)(a)(5):

Provide documentation that the interventional cardiologist is board certified, or is in the process at the time of the request, of obtaining board certification in Interventional Cardiology from the American Board of Internal Medicine. 

Ga. Comp. R. & Regs. r. 111-2-2-.03(25)(a)(6):

Provide documentation of access to at least one (1) other interventional cardiologist who meets the criteria of subsections 4. and 5. above, to participate in its program on an as-needed basis as determined by the hospital. The CV current Georgia physician license of at least one other interventional cardiologist who meets the standards of subsections 4 and 5 who will participate in the PCI program on an as-needed basis must be provided.  Any interventional cardiologist whose information is provided as a possible PCI program participant must also submit an affidavit with the content listed in documentation requirements for subsection (4).

Ga. Comp. R. & Regs. r. 111-2-2-.03(25)(a)(7):

Provide a written statement agreeing to report annually the data on number of PCI procedures, type, and outcomes to the National Cardiovascular Data Registry Cath/PCI registry.

Ga. Comp. R. & Regs. r. 111-2-2-.03(25)(a)(8):

Provide documentation to show that one (1) or more interventional cardiologist(s), as qualified in subsections 4., 5. and 6. above, are available to perform primary PCI procedures twenty-four (24) hours a day, seven (7) days a week, three hundred sixty-five (365) days a year. The board-certified interventional cardiologist(s) must be shown to be a part of the available rotation for the required time periods, but it is not required that a board-certified interventional cardiologist be on-duty or on-call for the entire time. Documentation must include the names of the participant interventional cardiologists and the Department must have the required individual documentation and affidavit from all names listed.

Ga. Comp. R. & Regs. r. 111-2-2-.03(25)(a)(9):

Provide documentation one (1) or more interventional cardiologist(s) are required to respond to a call, within the calendar availability specified in subsection 8. above, within sixty (60) minutes. A written statement, with names listed, should be provided.

Ga. Comp. R. & Regs. r. 111-2-2-.03(25)(a)(10):

Provide written list of names, positions, and qualifications of all nursing and technical cardiac catheterization staff who will participate in the PCI program.  Provide written policy of required availability of staff as determined by the program’s interventional cardiologists.  

Ga. Comp. R. & Regs. r. 111-2-2-.03(25)(a)(11):

Provide documentation of a transfer agreement with a tertiary medical facility that has an open heart surgery service to which a patient can be transferred when necessary within a period of sixty (60) minutes, by any means of transportation as chosen by the hospital, from the time the need for transfer is identified; 

(i) if the provider of an open heart surgery service within the travel time parameters of this subsection refuses to enter into a transfer agreement with the requesting hospital, the hospital may submit documentation on the reasons given for the denial, and the Department may consider these reasons;
(ii) the Department may allow a requesting hospital to submit a transfer agreement with a provider of an open heart surgery service that is beyond the travel time parameters in this subsection if the reasons given for the denial of a transfer agreement by the tertiary provider are determined by the Department to be unreasonable;
(iii) if the Department determines the reasons for the denial of a transfer agreement by the tertiary provider within the time travel parameters in this subsection are reasonable, the Department may require the requesting hospital to address the reasons for the denial and enter into further negotiations for a transfer agreement prior to receiving a favorable determination from the Department.






Ga. Comp. R. & Regs. r. 111-2-2-.03(25)(a)(12):

Provide documentation of an agreement with an ambulance service capable of advanced life support and intra-aortic balloon pump services and that guarantees a thirty (30) minute or less response time.

Ga. Comp. R. & Regs. r. 111-2-2-.03(25)(a)(13):

Provide written statement of intent to provide data as indicated in the rule text.  Formal written internal and external periodic case review (periodic meaning at least every six months) will be required to be submitted to the Department by the requesting hospital with the annual request to renew the exemption determination.

Ga. Comp. R. & Regs. r. 111-2-2-.03(25)(a)(14):

Provide written guidelines and/or policies for determining patients appropriate for the PCI program with the information required by the rule text.

Ga. Comp. R. & Regs. r. 111-2-2-.03(25)(a)(15):

Provide written listing of all equipment, other than basic hospital supplies, to be used within the PCI program’s cardiac catheterization laboratory.  If the equipment is not currently owned and on-site at the requesting hospital, provide a written vendor quotation of the equipment to be obtained and the prospective acquisition date(s).


Ga. Comp. R. & Regs. r. 111-2-2-.03(25)(a)(16):

Provide a written statement agreeing to participate in an elective and primary PCI Development Program at its expense, the successful completion of which will be verified by the Department through the use of an identified third-party.

Ga. Comp. R. & Regs. r. 111-2-2-.03(25)(a)(17):

Submit sworn affidavit from a person authorized to bind the requesting hospital that it will not commence a PCI program until successful completion of the development program as referenced in subsection 16. above. Authorization to begin a therapeutic cardiac catheterization program is expressly contingent upon successful completion of the development program indicated in the Department’s rules.



  




   



 

Request for Determination			Exhibit 3: Page 3
Form CON 200
Exhibit 3 – Therapeutic Cardiac Catheterization Exemption
Revised October 2026
image1.jpeg
/f GEORGIA DEPARTMENT
OF COMMUNITY HEALTH

—r




