REQUEST FOR A WAIVER OR VARIANCE

Type of Request
 FORMCHECKBOX 
 Waiver
 FORMCHECKBOX 
 Variance
OMH-US-011
	Name of Facility

     
	Telephone Number

     

	Address of Facility
     

	Please cite the specific section of the licensure Rules or Certification Standards for which the waiver/variance is requested, (e.g., Section 5122-14-12(K)) of the Administrative Rules for Licensure of Private Inpatient psychiatric Service Providers.
     

	Please document the rationale and need for the request for the waiver/variance.  Include pertinent documentation which assures that the quality of service and client safety will not b compromised if the request is approved.
     

	Please indicate the time frame you are requesting for duration of the waiver/variance.
     

	Please list any consequences which would result if your request is not approved.
     

	

	Signature and Title of Person Making Request

     
	Date of Request
     






Please submit this form to:

Ohio Department of Mental Health










Office of Licensure and Certification










30 E. Broad St., Suite 2475










Columbus, Ohio  43215-3430

