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STATE  OF  CONNECTICUT
DEPARTMENT OF PUBLIC HEALTH

FACILITY LICENSING AND INVESTIGATIONS SECTION


APPLICATION FOR INCREASE OR DECREASE IN BEDS

[    ]  INCREASE IN BEDS

[    ]  DECREASE IN BEDS


Under the provisions of the Connecticut General Statutes and the regulations of Connecticut State Agencies, application is hereby made for a change in the bed complement of the license for the below referenced facility as specified herein:

1.
__________________________________________________________________________


Facility d/b/a name

2.
_________________________________________________________________________


Address


City

State 
Zip Code
Telephone

3.
Licensed Level of Care:  _________________________________________________

4. Attach a copy of the Department of Social Services’ or the Office of Health Care Access’ approval for the increase or decrease in beds.  Note: decreases of less than 10 beds do not require the approval of DSS or OCHA; however, those agencies should be notified of your intent to decrease your licensed bed capacity.









      Beds

Bassinets









    
        
           (if applicable)

5.
Current licensed capacity:



    _______
  
 _______

6.
Number of beds/bassinets to be increased/decreased:
    _______
  
 _______

7.
New licensed capacity:



                 _______
  
 _______


8. For increases in beds only, please complete the attached Fire Marshal Certificate of Inspection.

9. For New Construction or Renovations to an existing space, please send floor plans to the Building & Fire Safety Unit, attention:  Tony Bruno.


___________________________

________________________


Signature of Administrator


Date Signed

-----------------------------------------------------------------------------------------------------------------------

For Office Use Only
Effective date of change:  _________________________
DSS/OCHA Approval: DN_____________

Approved by:
__________________________________
________________________________



License & Applications Supervisor


Date Signed

_992066772.doc
�



�
















