ALABAMA MEDICAID AGENCY
PROPOSED NURSING FACILITY RENOVATION PROJECT
REQUEST FOR CERTIFICATE OF APPROVAL

DATE OF REQUEST:
NURSING FACILITY:
MEDICAID PROVIDER ID:
DEFINE PROJECT:

TOTAL PROJECTED COST:

Upon completion, final invoices or project completion statement must be dated after date of Certificate of
Approval from the Medicaid Agency. Reference: Code of Ala. 1975, Section 560-X-22-.14.

Pictures (both BEFORE and AFTER renovations) must be provided with the Proposed Project and the Final
Completed Project.

REQUIRED ATTACHMENTS:

Before Pictures
Project Estimates

CERTIFYING SIGNATURE OF OFFICER OR OWNER:

PRINTED NAME:

MAILING ADDRESS:

CITY STATE ZIP:

PHONE NUMBER:

EMAIL ADDRESS:

Form 605
Revised 10/24
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