HOSPITAL AFFIDAVIT

Applicant: ______________________________________

Project Title: _____________________________________

I, _____________________________, ______________________________________

              (Name)                                          (Position – CEO or CFO)

of _____________________________ being duly sworn, depose and state that the 

            (Hospital Name)

information submitted in this Certificate of Need application is accurate and correct to the best of my knowledge.  With respect to the financial impact related to this CON application, I hereby affirm that:

1. The proposal will have a capital expenditure in excess of $15,000,000.

 FORMCHECKBOX 
  Yes 
  FORMCHECKBOX 
  No

2. The combined total expenses for the proposal’s first three years of operation will exceed one percent of the actual operating expenses of the Hospital for the most recently completed fiscal year as filed with the Office of Health Care Access.

 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No

______________________________________


__________________

Signature







Date

Subscribed and sworn to before me on_______________________

________________________________________

Notary Public/Commissioner of Superior Court

My commission expires: _______________________

Hospital Affidavit

Revised 6/00


