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CSU Change of Information Form
For Change during Licensure Period

	CSU NAME:
	1. ADULT |_|          C&A |_|
	1. License #: 

	1. Licensed Address:



	
Date Submitted:



Effective Date: 
	Type of Change (check all that apply)

1. |_|1.  Name                                                                   |_|2.   Address
1. |_|3.  Telephone                                                           |_|4.   CEO                      
1. |_|5.  Director/Nursing Administrator                            |_|6.   Medical Director
1. |_|7.  Bed Count Change                                             |_|8.    New Construction/Reno/Mod of Bldg.
1. |_|9.  Change in Ownership                                         |_|10.  Cessation of Operation   



Note: 	 A separate form with appropriate documents must be submitted for each licensed CSU location at 
least 14 days*(except as noted) prior to change. 
*In addition to this form, a Change in Ownership or Change in Location requires an Application for Initial or New CSU Licensure be submitted no later than ninety (90) calendar days prior to change.

PLEASE COMPLETE ALL APPLICABLE SECTIONS

1.  			NAME CHANGE*: ___________________________________________________________________________________________
			*Submit proof of liability coverage in the new name of the CSU

2.  	ADDRESS CHANGE*: _________________________________________________________________________________________

Street Address: ____________________________________________________________________________________________

City/State/Zip Code: _________________________________________________________________________________________

Mailing Address (if different):__________________________________________________________________________________

City/State/Zip Code: _________________________________________________________________________________________
*Complete and submit Application for Initial and New CSU Licensure no later than ninety (90) calendar days prior to the projected opening date of the new location.  Existing license must be immediately returned to the Department after CSU is moved to new location.

3. 		Telephone Change: ________________________________________________________________________________________

4. 		Chief Executive Officer‘s Name: _____________________________________________________________________________
		
Title: ____________________________________________________________________________________________________

	Telephone: ________________________________________________________________________________________________

E-Mail Address: ____________________________________________________________________________________________

5.  	       	CSU Director’s Name: _____________________________________________________________________________________

		Title: ____________________________________________________________________________________________________

		Telephone: ________________________________________________________________________________________________
	
		E-Mail Address: ____________________________________________________________________________________________

     		Nursing Administrator’s Name: ______________________________________________________________________________

		Title: ____________________________________________________________________________________________________

		Telephone: ________________________________________________________________________________________________
	
		E-Mail Address: ____________________________________________________________________________________________

6.  		Medical Director’s Name: ___________________________________________________________________________________

Telephone: ________________________________________________________________________________________________

E-Mail Address: ____________________________________________________________________________________________

 7.  	Bed Count Change*  
		 *Complete and submit Bed Count Change/Request for Approval Form – See Appendix A 
	Does Bed Count Change involve new construction, renovation or modification of the CSU? 
				|_| Yes (Complete #8)		|_|  No

8.	New Construction*  |_|		Renovation*  |_|		Modification of Building* |_|

	Description:  _______________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________
		_________________________________________________________________________________________________________
Proposed Date of Completion: ______________________________‘
* Submit Construction/Renovation permit and/or Fire Inspection Report.   If CSU is relocating, complete and submit Application for Initial and New CSU Licensure no later than ninety (90) calendar days prior to the projected opening date of the new location.  Existing license must be immediately returned to the Department after CSU is moved to new location. 

9.       	Change in Ownership*

	Name of New Owner: __________________________________________________________
*Change in Ownership requires an Application for Initial and New CSU Licensure be completed and submitted no later than ninety (90) calendar days prior to the projected change in date of ownership.  Existing license must be immediately returned to the Department after CSU changes ownership.
	 
10.	Cessation of Operation of CSU*

	Last day of operation: ________________________
		*License must be immediately returned to the Department after CSU ceases to operate.

Signature and Certification

I certify that all information in this form is correct and that all documents submitted with the form are originals or copies of the original documents. I understand that intentionally providing false information on this form or attachments is a violation of state law.  



__________________________________________              ___________________________________________________
 CEO or Administrator’s Printed Name                                     Title
		


__________________________________________              ___________________________________________________
Signature                                                                                    Date 











































Appendix A 
CRISIS STABILIZATION UNIT
Bed Count Change/Request for Approval

	Name of Governing Authority/Owner:
	

	Name of CSU:
	

	Address:
	

	County:
	


1. Bed Count Change Request (All numbers are required even if no change is requested)
	Current Total # CSU Beds:
	
	Change in Total # CSU Beds: 
	

	Designated #  Transitional Beds*: 
(*include in total CSU bed count above)
	
	Designated # Transitional Beds* 
(*include in total CSU bed count above)
	

	Temporary Obs Capacity (if applicable)

	
	Temporary Obs Capacity (if applicable)
	




2. Reason for Change Request
	Consumer Impact:
	

	Fiscal Impact:
	

	Effective Date:
	




3.  Program Staff Information
	Nursing Administrator:
	

	Medical Director:
	




4.  CEO/Administrator
	Name:
	

	Title:
	

	Signature:
	

	Date:
	



CSU mail original to:  DBHDD Regional Coordinator



DBHDD Approval

	DBHDD Regional Coordinator (Print Name):
	

	Signature
	

	Date:
	



Regional Coordinator mail signed original to:  		DBHDD, Behavioral Health Licensing Unit,
           	 	2 Peachtree Street NW, Suite 23.277, Atlanta, Georgia 30303-3142
	
	
Behavioral Health Licensing Unit Director:
	Wendy White Tiegreen

	Signature
	

	Date: 
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