COMMONWEALTH OF KENTUCKY

CERTIFICATE OF NEED APPLICATION
Cabinet for Health Services

Office of Certificate Of Need

275 East Main Street 3CB
Frankfort, Kentucky 40621
In accordance with KRS CHAPTER 216B, Licensure and Regulation of Health Facilities and Services and the general procedures and criteria adopted thereunder, all applicants for Certificate of Need are required to complete this application except as follows:

(1)
Applicants applying for a change of location within the primary service area of a proposed health facility/service, relocation and/or replacement of an existing facility or a cost escalation  use Form 2C.
(2)
Applicants applying for ambulance provider use Form 2B.

This original application and (1) copy must be submitted to the Certificate of Need Office no sooner than thirty (30) days after filing a letter of intent. 

GENERAL INSTRUCTION - ALL APPLICANTS
(1)
SUBMIT YOUR ANSWERS ON THIS OFFICIAL FORM.  DO NOT RETYPE.  ANSWER ALL QUESTIONS.  IF NOT APPLICABLE, INDICATE SO BY PUTTING "NA" IN THE SPACE.

(2)
When additional space is required to answer questions, please use separate piece of paper, number answers to correspond to appropriate questions and attach in consecutive order in proximity to related questions.

(3)
Please place all supporting documents in an appendix at the back of this completed application.  Please make reference to any appendix in the blanks provided (See Appendix #        ).  Insert a cover sheet on each appendix and place a number on each cover sheet.

(4)
Do not put reference tabs on the application or the appendices.  It is preferable that the application not be bound.  However, should you bind the application, please bind with a two (2) hole fastener, top center.

(5)
Please print name, sign and date the application.

DETACH THIS SHEET BEFORE SUBMITTING THE APPLICATION.
