
 SEQ CHAPTER \h \r 1
BEFORE THE MISSISSIPPI STATE DEPARTMENT OF HEALTH

IN RE:
___________________________


   
___________________________



___________________________ 



___________________________



Capital Expenditure: $________

AGREEMENT TO WAIVE TIME PERIODS FOR REVIEW


COMES NOW,_______________________________________________ , one of the affected parties in the above-styled Certificate of Need review presently before the Mississippi State Department of Health (hereinafter "Department"), in person or by and through its attorney, and having been duly and fully advised in the premises by the staff of the Department, hereby agrees to waive:



1.
The time period of 60 days from the date of hearing request within which to hold a hearing in the course of review, as specified in the Certificate of Need Review Manual;



2.
The time period of 90 days from the beginning of the review period, within which to complete the Certificate of Need review process, as suggested by the Certificate of Need Review Manual, and as contained in Mississippi Code Annotated Section 41-7-197(3) (supp. 1989).



The above-entitled Party agrees to the extension of the time period hereinafter 

referred to.  The party further understands:



a.
The extension of time is necessitated by departmental workload, attorney scheduling conflicts, or other good and sufficient reasons.



b.
Agreement to this extension of time does not bind either Party or Department to offer or accept any future extensions of time.



c.
This agreement waives the right of the consenting Party and the Department to raise any error on appeal on account of the extension of time granted hereunder.



d.
If more than one interested party(ies) has (have) made a formal appearance before the Department in this matter, then the acquiescence of the other party(ies) will be necessary before the extension of time becomes effective.



SUBMITTED this the                 day of                                        , 20          .








FOR PARTY____________________








______________________________








______________________________

ACCEPTED BY:
 _________________________                                                                                                              



FOR THE MISSISSIPPI STATE 




 DEPARTMENT OF HEALTH

DATE OF ACCEPTANCE:     ___________________                                                                           

Certificate of Need Review Manual

Form No. 823 E

Page 1 of 2                                                                  Revised 8-5-09
Health Planning and Resource Development

Certificate of Need Review Manual

Form No. 823 E

Page 2 of 2                                                                  Revised 8-5-09
Health Planning and Resource Development


