RESIDENTIAL CHILD CARE
DEPARTMENT OF HUMAN SERVICES
2 PEACHTREE STREET, N.E., SUITE 28-234
ATLANTA, GA 30303-3142

APPLICATION FOR A LICENSE TO OPERATE A MATERNITY HOME

Pursuant to the provisions of 0.C.G.A § 49-4-12 application is hereby made to operate a Maternity
Home which is identified as follows:

SECTION A: IDENTIFICATION
Date of Application

TYPE OF APPLICATION: Initial Change of Status

Name of Agency Program Modality
Street Address City, County and Zip Code Phone Number
Mailing Address (if different than street address) City, County and Zip Code Phone Number

Legal Name and Address of Governing Body

Name and Title of Person Delegated Responsibility for Management

Administrator (Chief Operating Officer) Medical Director

Hospital Affiliation

SECTION B: OWNERSHIP INFORMATION — TYPE OF OWNERSHIP (CHECK ONLY ONE)

Proprietary (Profit) Non-Profit

__Individual ___ State _____ Church
____Partnership ____ County _____Other (Specify):
_____ Corporation _____City

_____ Other (Specify): _____ Hospital Authority

Agent for Service — Name, Address, Phone Number

If program organized as a corporation list names, and addresses of officers of the corporation
(attach list of board members and letters notarized letters of acceptance to include address of each
member)



SECTION C:

A. Resident Treatment Licensed capacity
Census as of date of this application
Admission age restrictions, if applicable

SECTION D: CERTIFICATION

| certify that this program will comply with all rules and regulations for maternity homes. |
further certify that the above information is true to the best of my knowledge.

Signature of Principal Officer of Governing Body Title

FOR STATE USE ONLY
Date Received Reviewed By

Permit Number Effective Date




