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This form is available online at http://www.osah.ga.gov or by telephone request at (404) 657-2800.

	OSAH USE ONLY

DOCKET NUMBER:
	AGENCY CODE

DCH
	DIVISION CODE
HFR
	CASE TYPE
LTCBOR
	DOCKET NUMBER
	COUNTY
	JUDGE


GEORGIA DEPARTMENT OF COMMUNITY HEALTH

HEALTHCARE FACILITY REGULATION DIVISION (BILL OF RIGHTS CASES)
	COUNTY OF FACILITY IN WHICH PATIENT RESIDES:         
	DATE REQUEST FOR HEARING FILED WITH AGENCY:      
	AGENCY CASE NUMBER:      



	                    FORMCHECKBOX 
 LTCBOR--Patient Bill of Rights in Nursing Home      FORMCHECKBOX 
 LTCPCH—Patient Bill of Rights in Personal Care Homes


AGENCY CONTACT PERSON

	NAME:

     
	TEL NO:      
	FAX NO:      

	CURRENT ADDRESS INCLUDING ZIP CODE 
     
	POSITION:      
	EMAIL:      
CELL:      

	ATTORNEY NAME:

     
	TEL NO:      
	FAX NO:      

	CURRENT ADDRESS INCLUDING ZIP CODE

     
	GEORGIA BAR NO:      
	EMAIL:      
CELL:      


PATIENT

	NAME OF PATIENT

     
	TEL NO:      
	IS THE PATIENT AMBULATORY?  

	CURRENT ADDRESS INCLUDING ZIP CODE 

     
	WHAT IS THE DATE OF DISCHARGE REQUESTED BY THE FACILITY?      
	DOES THE PATIENT SPEAK ENGLISH?      
IF NOT, WHAT LANGUAGE?   

	PERSONAL REPRESENTATIVE:

     
	TEL NO:       
	FAX NO:      

	CURRENT ADDRESS INCLUDING ZIP CODE

     
	
	EMAIL:      
CELL:    

	ATTORNEY NAME:

     
	TEL NO:      
	FAX NO:      

	CURRENT ADDRESS INCLUDING ZIP CODE

     
	GEORGIA BAR NO:      
	EMAIL:      
CELL:      


FACILITY

	NAME OF FACILITY

     
	TEL NO:      
	FAX NO:      

	CURRENT ADDRESS INCLUDING ZIP CODE 

     
	NAME OF FACILITY’S REPRESENTATIVE:      
POSITION:       
	EMAIL:      
CELL:      

	ATTORNEY NAME:

     
	TEL NO:      
	FAX NO:      

	CURRENT ADDRESS INCLUDING ZIP CODE

     
	GEORGIA BAR NO:      
	EMAIL:      
CELL:      


DCH_BOR (2)
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