


FOR STAFF USE ONLY: 

WAIVER IDENTIFICATION: 

REQUEST FOR CERTIFICATE OF NEED \/VAIVER 

FACILITY ID NO.: H2201 COUNTY: ...:C=u=lla.;.m=a=n _____ _ 

FACILITY/PROVIDER NAME: Cullman Regional Medical Center 

STREET ADDRESS: 1912 Alabama Highway 157

CITY: Cullman ZIP CODE: 35058 

AUTHORIZED REPRESENTATIVE: Nesha Donaldson 

TITLE: _c_o_o __________ _ EMAIL ADDRESS: Nesha.Oonaldson@cullmanregional.com 

DIRECT TELEPHONE NUMBER: (256) 737-2930 
....;.._____a _________ _ 

TYPE OF FACILITY/PROVIDER: _H_o_sp._i _ta_l _______ _ 

Pursuant to a declaration issued by Governor Ivey on April 2, 2020, th� following additional services are 
being enacted pursuant to Ala. Admin. Code r 410-2-5-.09-E and 410-i-10-.05-E. 

Cullman Regional Medical Center ("CRMC") requests the temporary use of existing observation room 
space to accommodate up to thirty (30) inpatient beds during the current and future spikes in hospital 
census due to COVID, and to house displaced non-COVID inpatients, �ommencing on an as needed 
basis on September 3, 2021 upon the expiration of CRMC's current Te'.mporary Waiver consistent 
herewith. CRMC has experienced large spikes in inpatient volumes repently due to a large influx of 
COVID-19 patients arising from the circulation of the Delta variant and has not had adequate space and 
beds to treat the large influx of such patients. CRMC requests the appr.oval of this emergency request for 
the duration of the current health care emergency and any permitted period thereafter as authorized by 
�PM. 
Does this request involve an increase in: Beds Noc:J 

ESRD Stations Noc::J 

Yes [BJ Number _...:3
:a.::
0
=--

-

Yes c::J Number ___ _ 

Provide a brief explanation of how these services will assist in the hea;lth and safety of citizens during 
the emergency (attach additional sheets if necessary): 
During this time of global pandemic, CRMC has not had the space and beds needed to treat the large 
influx of COVID-19 patients which is surging again due to the Delta va�ant. This requested temporary 
use of existing observation rooms to house up to thirty (30) additional inpatient beds on an as needed 
basis will allow CRMC to continue to serve the current spike in utilizatibn from the COVlD Delta variant 
and be prepared for future spikes in COVID patient volume. This requbsted waiver for the duration of this 
health care state of emergency will help to alleviate some of the bed stilortages that CRMC has previously 
experienced, and is now currently experiencing due to Delta, and allow CRMC to have additional space in 
which to provide inpatient care that will allow for necessary separation !between COVID and non-COVID 
patients and to avoid using semi-private rooms for COVID patients. 

XXXXX 043-6530320

TW2021-029

teresa.lee
Current Date



Projected Construction/Renovation Costs: so.oo

Projected Equipment Costs: $ 0.00

Projected date additional services/equipment will be available for seryice: _9_/3_/_20_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 pap�r 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

Signature of Authorized Officer 

Nesha Donaldson 

Printed Name 
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AFFIRMED BV EXECUTIVE DIRECTOR:

coo 

Title 

Bu�u.s± aoa I

Chwotti Jf,� 
Notary Publi:c 

My Commiss_ion Expires: 

Emily T. Malisa! Date 

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

9/2/2021
Emily T. Marsal

Karen.McGuire
Line




