
Please wait... 
  
If this message is not eventually replaced by the proper contents of the document, your PDF 
viewer may not be able to display this type of document. 
  
You can upgrade to the latest version of Adobe Reader for Windows®, Mac, or Linux® by 
visiting  http://www.adobe.com/go/reader_download. 
  
For more assistance with Adobe Reader visit  http://www.adobe.com/go/acrreader. 
  
Windows is either a registered trademark or a trademark of Microsoft Corporation in the United States and/or other countries. Mac is a trademark 
of Apple Inc., registered in the United States and other countries. Linux is the registered trademark of Linus Torvalds in the U.S. and other 
countries.


New York State Office of Mental Health
 Waiver Request Pursuant to Part 501 of Title 14 NYCRR
 
 
Applicant Information
Impact of Waiver
Justification for Requested Waiver
2.  Specify the program at issue and explain how this request will meet each of the goals stated
     in 14 NYCRR §501.3(a)(2).  (Attach additional sheets as necessary.) 
Prior consultation with the appropriate local governmental unit is required in order to proceed with a waiver request.
Signature of Applicant
* * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * *
For completion by Local Governmental Unit Representative:
 
I have reviewed this request and understand the impact on the local planning process and the mental health service delivery system.  Based on my review: 
for consideration on 
,
I support this waiver request and recommend its approval by the Commissioner.
Incomplete:  Returned to Applicant on 
* * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * 
For completion by OMH Field Office Representative:
 
I have reviewed this request and authorize submission for consideration by the Commissioner. 
Completed forms should be sent or e-mailed to:Keith J. McCarthyOMH Bureau of Inspection and Certification44 Holland Avenue, 6th FloorAlbany, NY 12229Keith.McCarthy@omh.ny.gov
Recommendation of Field Office: 
Signature of LGU Representative
Signature of OMH Field Office Representative
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