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Rhode Island Department of Health 


Center for Health Systems Policy and Regulation
Three Capitol Hill, Room 410   

Providence, RI 02908-5097

Phone: (401) 222-2788

Fax: (401) 222-3017
One-for-one Replacement Form

Version 09.2016
1.
Name and address of the Applicant: 

Name:



Address:

2.
Contact Information for the Chief Executive Officer:

Name:






Telephone:


Address:


E-mail: 





Fax number: 


3.
Information for the person to contact regarding this proposal: 

Name:






Telephone:


Address:


E-mail: 





Fax number: 


4. Please provide a copy of the state agency’s decision letter granting approval to acquire the currently operating equipment which is proposed to be replaced. 

5. Please identify all conditions of approval required as part of the state agency’s decision granting approval to acquire the currently operating equipment which is proposed to be replaced and whether the applicant is in compliance with all such conditions of approval. 

6.
Please complete the table below comparing the current equipment to the proposed equipment:

	 
	Current Equipment 

(to be replaced)
	Proposed Equipment

(New Health Care Equipment)

	a. Name of Equipment Owner(s)
	
	

	b. Type of Equipment
	
	

	c. Manufacturer
	
	

	d. Model Name & Number*
	
	

	e. Capital cost of equipment
	
	

	f. Other costs
	
	

	g. Total costs (e+f)
	
	

	h. Financing Mix 

(Debt/Equity/Lease (%))
	
	

	i. Date of Acquisition
	
	

	j. Physical location of the equipment
	
	


*for CT scanners please also identify the number of slices; 

 for MRI scanners please also identify the tesla strength and whether the unit is open or closed;

7.
Please identify any additional costs (ex. enhancements) that will be required within a one-year period.  

8.
Please identify all the purposes, functions and clinical applications for the current and proposed equipment. Please clearly distinguish any purposes, functions or clinical applications (ex. CT angiography) which cannot be performed on the currently operating equipment which is to be replaced but can be performed on the proposed equipment. 

	(1)
	Current Equipment

(to be replaced)

(2)
	Proposed Equipment

(3)

	Purpose
	 
	 

	Function
	 
	 

	Clinical Applications
	 
	 


9. Please provide a detailed discussion of any differences identified in the information provided in columns (2) and (3) in response to question #7 above. 
Please have the appropriate individual attest to the following: I state that the information contained in this material is complete, accurate and correct to the best of my knowledge and belief.

_____________________________________________________________________

Signed and dated by the President or Chief Executive Officer
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