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STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH
Office of Health Care Access

Certificate of Need Equipment Replacement Notification Form

Pursuant to 19a-638(b)(18), an existing imaging equipment may be replaced, if such
equipment was acquired through certificate of need approval or a certificate of need
determination, provided a health care facility, provider physician or a person notifies
OHCA of the date on which the equipment is replaced and the disposition of the replaced
equipment.
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Signatiire Date

The disposition of the replaced equipment
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