RETURN TO: 








Form #10

6/15/99

Certificate of Need Office









275 East Main Street – 3CB

Frankfort, Kentucky 40621


NOTICE OF ADDITION OF A HEALTH SERVICE OR EQUIPMENT 

Pursuant to 900 KAR 6:050, Section 23, any health facility which adds equipment or makes an addition to a health service for which there are review criteria in the State Health Plan but for which a certificate of need is not required, shall notify this office within ten (10) days of the addition of the health service, or equipment.

1.
Name of Health Facility _______________________________________________________

Address of Facility ___________________________________________________________

___________________________________________________________________________

 City


State 



Zip


County

2.
Describe health service or equipment that has been added: ____________________________ 

___________________________________________________________________________

___________________________________________________________________________

3.
Capital Expenditure: _________________________________________________________

4.
Date that health service or equipment was added: ___________________________________

5.
Cost of health service or equipment:  ____________________________________________

______________________________________________________________________________

Typed Name



Title


Area Code-Telephone No.-Ext.   

______________________________________________________________________________

Signature of Authorized Representative





Date

