[bookmark: _GoBack]PRE-CONSTRUCTION PROJECT INFORMATION FORM


Facility Name:______________________________________________________________________

Facility Type: 
Acute Hospital____Critical Care Hospital____Specialty Hospital (specify)______________CDD______
Assisted Living ____Nursing Home ___ ICF/IID____ Childrens Day Health ____ Adult Day ____
Mental Health/Substance Abuse Trmt____ Hospice ____Health Clinic/ESRD____ Health Clinic/ASC___
Health Clinic____ Other_______________________________________________________________	

Facility Address (City, Street, County) ____________________________________________________
							

PROJECT NAME (Note: the project name must match on all documents submitted)
________________________________________________________________________________________________________________________________________________________________________
PROJECT SCOPE: Please provide us with a brief description of the construction project. 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Will the construction affect current patients/clients?    ____Yes       ____No       ____Not Applicable
If YES, please describe the plan to accommodate their needs and ensure licensure regulations will continue to be met during construction: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Is the project a single phase or a multiphase project?  Single _________ 
Multi ________________If multi-phase, please provide the name of each phase (ie ER West, Patient Tower 3E, etc). Keep in mind these names must match all through out the process.
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

FACILITY PROJECT CONTACT PERSON
Printed Name: ________________________________________________________________________

Phone Number: _______________________________Email address: ___________________________


Signature of the facility staff submitting this documentation: ___________________________________________________ Date:___________________
Printed Name: _______________________________________



