ACQUISITION, REPLACEMENT OR RELOCATION OF A COVERED CLINICAL SERVICE

(includes initiation of PET/CT Hybrid – CT only)

Michigan Department of Community Health

Certificate of Need Section

	
AUTHORITY:
PA 368 of 1978, as amended

COMPLETION:
Is voluntary, but is required to obtain a



Certificate of Need.  If not completed, a 



Certificate of Need will not be issued.
	The Department of Community Health is an equal opportunity employer, services and programs provider.


	1.
PROJECT DESCRIPTION: Describe the proposed project including, as applicable:

* Make and model of the existing covered clinical equipment (PET, CT, Litho, etc) and its location;

* Make and model of the proposed covered clinical equipment and its location;

* Description of new construction and renovations, including square footages;

* Description of building(s), square footages, floor numbers, wings, room numbers;

* How old covered clinical equipment will be disposed; etc.

	     


	2.
List the covered clinical equipment (MRI, CT, Litho, MRT, etc.) to be acquired, replaced or relocated.  In addition, list the CON approval number for the existing equipment, its start of operation, and proposed equipment (use additional sheet if necessary):

	Existing Equipment (make/model)
	CON No.
	Date Equipment Began Operation
	Proposed Equipment (make/model)

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	3.
Is the equipment to be replaced fully depreciated according to generally accepted accounting principles?

 FORMCHECKBOX 
 NO      FORMCHECKBOX 
 YES, attach depreciation lapse schedule      FORMCHECKBOX 
 N/A  (PET/CT Hybrid Only)

	4.   Will the replacement equipment be located at the same site (geographic location) as the equipment to be replaced?

 FORMCHECKBOX 
 YES      FORMCHECKBOX 
 NO, identify the new location for the replacement equipment in the Project Description above. 

	5.
For applicants seeking approval for PET/CT Hybrid units under CON Review Standards for CT Scanner Services, identify the CON number that approved the PET Services.

CON Number:        Make:        Model:      

	6.
Identify the date when the PET/CT hybrid began operation:      

	7.
Are you proposing to replace or renew a lease for Air Ambulance Services?

 FORMCHECKBOX 
 NO      FORMCHECKBOX 
 YES   If yes, describe type of replacement Air Ambulance or, if renewing a lease, the new lease terms:      


	8.
Are you proposing to replace equipment registered with MDCH Radiation Safety Section?

 FORMCHECKBOX 
 NO      FORMCHECKBOX 
 YES, attach the Radiation Safety Registration Certificate.
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