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     Georgia

       Certificate of Need

      Amendment Request
	(ENTER the Project Number and County below for the project that you are amending. Use the Format YYYY-###.
	DATE STAMP

Signed Original and 1 Copy   _____________

Fee Verified    _____________

(This Box for Division of Health Planning Use Only)

	PROJECT NUMBER

GA  20   -    
COUNTY:       
	

	Name of Applicant:       


General Information:

1. This Amendment Request form is a required document that must be submitted by an Applicant wishing to amend its application.  An amendment is a revision to the original application submitted to the Department or to any additional information submitted by the Applicant.  

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 you revised or supplemental amendment information to this form.

6. This amendment request must be submitted to the Department no later than 10 days before the end of the review cycle.  Applicants must submit a signed original and one (1) copy of this Amendment Request and any and all attached documentation.

7. The signed original Amendment Request and the single copy must be submitted on loose leaf, one-sided 8 ½ by 11-inch paper only.  The copy and the original should be rubber banded to separate the copy and the original.

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

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

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

SECTION A.  IDENTIFYING INFORMATION

1.  Please identify the Applicant.

	APPLICANT

	Applicant Legal Name:       

	d/b/a (if applicable):         

	Address:       

	City:       
	State:       
	Zip:      

	County:      
	Main Business Phone:      


2.  Please identify the person to whom the Department may address questions regarding this amendment.  
	CONTACT PERSON

	Name:       
	Title or Position:       

	Address:       

	City:       
	State:       
	Zip:      

	Phone:      
	Fax:      

	E-mail Address:       


SECTION B.  AMENDMENT DESCRIPTION

3.  Indicate the type of applicable amendment(s).  Check all that apply.

 FORMCHECKBOX 
   Change in Scope, e.g. change in beds or services
 FORMCHECKBOX 
   Change in Owner of Legal Applicant

 FORMCHECKBOX 
   Change in Physical Location or Space Capacity
 FORMCHECKBOX 
   Change in Costs or Charges

 FORMCHECKBOX 
   Change Commitments to Indigent and Charity Care

 FORMCHECKBOX 
   Other:       
4.  Briefly explain the nature of the amendment.  Attach all amended documentation, forms (e.g. pro forma), etc.  

	     



SECTION C.  ADDITIONAL FILING FEE
If the estimated project costs are increased by this Amendment Request, the Applicant must submit an additional filing fee as calculated in the table below.  Any such filing fee shall be made payable to the “State of Georgia” and shall be remitted by Certified Check or Money Order and included with the submission of this form. 

	ADDITIONAL FILING FEE

	1. Has this Amendment Request increased the Total Cost Applicable to Filing Fee? 

If YES ( Complete this Table

If NO (  Do not complete the remainder of this Table. No additional filing fee is due.
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

	2.  Enter Total Cost Applicable to Filing Fee from original application

(From Line 16, Question 22, Page 13)
	$     

	3.  Enter Total Cost Applicable to Filing Fee from this Amendment 

(From Amended Line 16, Question 22, Page 13)
	$     

	4. Subtract Line 2 from Line 3
	$     

	5.  Multiply Line 4 by .001
	$     

	6.  Enter the amount of Line 5 or $500, whichever is greater.
	$     

	7. Have you submitted a Certified Check or Money Order made payable to “State of Georgia” for the amount listed in Line 6 above?
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No


SECTION D.  CERTIFICATION OF APPLICANT

By signing below, 

a) 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 Amendment Request and bind the Applicant to promises made herein;

b) I further understand that if issued a Certificate of Need, the Applicant is bound to any representations that have been made within this Amendment Request and any and all documentation attached hereto; and 

c) I certify that the Applicant will accept a condition or conditions on the award of a Certificate of Need based upon any representation of intent contained 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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