ODDS Change in Licensed/Certified Capacity Request		 [image: ]

[bookmark: Check1][bookmark: Check2][bookmark: Text1][bookmark: Text2]|_| Permanent Capacity Change	|_| Temporary Capacity Change- from:       to      

[bookmark: Text7]Name of Licensed or Certified Provider:      
[bookmark: Text6]Site Address:      
[bookmark: Check3][bookmark: Check4][bookmark: Check5]Setting Type:	|_| 24-Hour Residential		|_| AFH	|_| CFH


[bookmark: Text3]Current Licensed Capacity Number of Beds:      
[bookmark: Text4]Proposed Increase to Total Number of Beds:      

[bookmark: Text5]If the request is for a reduction in capacity, no individuals may be involuntarily exited from the home.  Describe the plan if there are individuals moving out of the home as part of the change in capacity:      

[bookmark: Text8]If the request is a temporary capacity increase, describe the plan for utilizing the increased capacity:      

[bookmark: Text9][bookmark: Text10]Provider electronic signature:      			Date:      
CDDP USE ONLY
[bookmark: Text11]CDDP Comments:      

[bookmark: Check6]|_| CDDP supports the request for a change in capacity

[bookmark: Text12][bookmark: Text13]CDDP Representative Electronic Signature:      		Date:      

ODDS USE ONLY
[bookmark: Text14]ODDS Comments:      

[bookmark: Check7][bookmark: Text15][bookmark: Check8]Change in capacity request is:	|_| Approved- number of beds:      		|_| Denied

[bookmark: Text16][bookmark: Text17]ODDS Representative Electronic Signature:      		Date:      


[bookmark: Check9][bookmark: Check10]Submission included:	|_| Floor Plan		|_| Licensing Fee (AFH= $50/bed)
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