


FOR STAFF USE ONLY: 

WAIVER IDENTIFICATION: 

REQUEST FOR CERTIFICATE OF NEED WAIVER 

FACILITY ID NO.: H5101 COUNTY: Montgomery 

FACILITY/PROVIDER NAME: Encompass Health Rehabilitation Hospital of Montgomery 

STREET ADDRESS: 4465 Narrow Lane Road 

CITY: Montgomery ZIP CODE: 36116 

AUTHORIZED REPRESENTATIVE: Jim Bills 

TITLE: Chief Executive Officer EMAIL ADDRESS: Jim.Bills@encompasshealth.com 

DIRECT TELEPHONE NUMBER: (334) 284-7821 ~~---------
TYPE OF FACILITY/PROVIDER: Inpatient Rehabilitation Hospital 

Pursuant to a declaration issued by Governor Ivey on April 2, 2020, the following additional services are 

being enacted pursuant to Ala. Ad min. Coder 410-2-5-.09-E and 410-1-10-.05-E. 

Addition of 10 Inpatient Rehabilitation Beds 

Does this request involve an increase in: Beds Noc:J. YesW Number_~1=0-

ESRD Stations Noc:J. YesLJ Number __ _ 

Provide a brief explanation of how these services will assist in the health and safety of citizens during 

the emergency (attach additional sheets if necessary): 

Encompass Health Rehabilitation Hospital of Montgomery (the "Facility") proposes to continue operating 
ten (10) additional inpatient rehabilitation beds to provide intensive physical rehabilitation services to 
patients who are ready to be discharged from the general acute care hospital but require physical 
rehabilitation and hospital-level care. SHDPA initially approved the operation of the additional beds 
through TW 2020-033. Allowing the Facility to continue operating the additional beds will enable the 
Facility to admit more patients from general acute care hospitals, thereby freeing up acute care and ICU 
beds to be used in treating patients with COVID-19. 

101-0530037

TW2021-024

teresa.lee
Current Date



Projected Construction/Renovation Costs: $ _________ _ 

Projected Equipment Costs: $ _________ _ 

Projected date additional services/equipment will be available for service: _8_/1_7_/2_0_2_1 _____ _ 

If this Waiver request involves construction of a new facility and/or acquisition of new equipment. 

provide a brief description of the proposal on a separate sheet of paper and return with this form. 

The undersigned, being first duly sworn, hereby affirms that he/she has direct knowledge of the facts 

contained this request, and to the best of their information, knowledge, and belief, such facts are true 

and correct. The undersigned agrees to comply with the requirements and limitations outlined by Rules 

410-2-5-.09-E and 410-1-10-.05-E 

Jim Bills Chief Executive Officer 

Printed Name Title 

Sworn to and subscribed before me this I~ day of ¥ . ~;i,/ 

~'-J\ tJ.~ 
~lie 

(Seal) My Commission Expires: 3 / r-t /"ZlJ '2,,V 

AFFIRMED BY EXECUTIVE DIRECTOR: 

Emily T. Marsal Date 

THIS FORM MUST BE SUBMITTED IN PDF SEARCHABLE FORMAT TO SHPDA.ONLINE@SHPDA.ALABAMA.GOV 

See AL2021-005, CON 2948-REHAB    kwm

See AL2021-005, CON 2948-REHAB       kwm

8/19/2021

Karen.McGuire
Line




