
EXHIBIT 
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Building Plan and Project Layout 

Winterode Complex Building 43 Floor Plan 
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EXHIBIT 
2 

 
MHCC Tables and Statement of 

Assumptions 



Table Number Table Title Instructions

Table A Physical Bed Capacity Before and After Project All applicants whose project impacts any nursing unit, regardless of project type or scope, must complete 
Table A.

Table B Project Budget All applicants, regardless of project type or scope, must complete Table B.

Table C Statistical Projections - Entire Facility Existing facility applicants must complete Table C. All applicants who complete this table must also 
complete Table D.

Table D Revenues & Expenses, Uninflated - Entire Facility Existing facility applicants must complete Table D. The projected revenues and expenses in Table D 
should be consistent with the volume projections in Table C.

Table E Statistical Projections - New Facility or Service
Applicants who propose to establish a new facility, existing facility applicants who propose a new service, 
and applicants who are directed by MHCC staff must complete Table E. All applicants who complete this 
table must also complete Table F. 

Table F Revenues & Expenses, Uninflated - New Facility or 
Service

Applicants who propose to establish a new facility and existing facility applicants who propose a new 
service and any other applicant who complete a Table F must complete Table F. The projected revenues 
and expenses in Table F should be consistent with the volume projections in Table E. 

Table G Work Force Information All applicants, regardless of project type or scope, must complete Table G.



Bed Count Bed Count

  0 0  4 3 7 25
0 0 0 0
0 0 0 0
0 0 0 0
0 0 0 0

Subtotal III.7 AND III.7D 0 0 0 0 0 Subtotal III.7 and III.7 D 4 3 7 25

  0 0  0 0
   0 0  0 0
Subtotal Residential 0 0 0 0 0 Subtotal Residential 0 0 0 0
TOTAL    0 0 0 0 0 TOTAL 4 3 7 25

Other (Specify/add rows as 
needed)  0 0 Other (Specify/add rows as 

needed) 0 0

 

TOTAL OTHER 0 0 0 0 0 TOTAL NON-ACUTE 0 0 0 0

FACILITY TOTAL 0 0 0 0 0 FACILITY TOTAL 4 3 7 25

RESIDENTIAL

                      Before the Project

TABLE A. PHYSICAL BED CAPACITY BEFORE AND AFTER PROJECT

III.7 AND III.7D III.7 AND III.7D

Based on Physical Capacity
Room CountService Location 

(Floor/Wing)

Current 
Licensed 

Beds

 

INSTRUCTIONS: Identify the location of each nursing unit (add or delete rows if necessary) and specify the room and bed count before and after the project in accordance with the definition of physical capacity noted below. 
Applicants should add columns and recalculate formulas to address rooms with 3 and 4 bed capacity. NOTE: Physical capacity is the total number of beds that could be physically set up in space without significant renovations. 
This should be the maximum operating capacity under normal, non-emergency circumstances and is a physical count of bed capacity, rather than a measure of staffing capacity. A room with two headwalls and two sets of 
gasses should be counted as having capacity for two beds, even if it is typically set up and operated with only one bed. A room with one headwall and one set of gasses is counted as a private room, even if it is large enough 
from a square footage perspective to be used as a semi-private room, since renovation/construction would be required to convert it to semi-private use.  If the hospital operates patient rooms that contain no headwalls or a 
single headwall, but are normally used to accommodate one or more than one patient (e.g., for psychiatric patients), the physical capacity of such rooms should be counted as they are currently used.

Based on Physical Capacity
Room Count

Private/
Semi-

Private
5 Bed Total 

Rooms
Physical 
CapacityPrivate Semi-Private Total 

Rooms
Physical 
Capacity

Service Location 
(Floor/Wing)

Location 
(Floor/ 
Wing)*

    After Project Completion

RESIDENTIAL

Page 2
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III.7 and III.7D RESIDENTIAL TOTAL
A.

1.
a.
(1) Building $0 $0
(2) Fixed Equipment $0 $0
(3) Site and Infrastructure $0 $0
(4) Architect/Engineering Fees $0 $0
(5) Permits (Building, Utilities, Etc.) $0 $0

SUBTOTAL $0 $0 $0
b.
(1) Building $0 $0
(2) Fixed Equipment (not included in construction) $0 $0
(3) Architect/Engineering Fees $0 $0
(4) Permits (Building, Utilities, Etc.) $0 $0

SUBTOTAL $0 $0 $0
c.
(1) Movable Equipment $5,500 $5,500
(2) Contingency Allowance $15,000 $15,000
(3) Gross interest during construction period $0 $0
(4) Other (Specify/add rows if needed) $0 $0

SUBTOTAL $20,500 $0 $20,500
TOTAL CURRENT CAPITAL COSTS $20,500 $0 $20,500

d. Land Purchase $0
e. Inflation Allowance $0 $0

TOTAL CAPITAL COSTS $20,500 $0 $20,500
2.

a. Loan Placement Fees $0 $0
b. Bond Discount $0 $0
c CON Application Assistance $0

c1. Legal Fees $0 $0
c2. Other (Specify/add rows if needed) $0

d. Non-CON Consulting Fees $0
d1. Legal Fees $0 $0
d2. Other (Specify/add rows if needed) $0 $0

e. Debt Service Reserve Fund $0 $0
i. Other (Specify/add rows if needed) $0 $0

SUBTOTAL $0 $0 $0
3. Working Capital Startup Costs $0

TOTAL USES OF FUNDS $20,500 $0 $20,500
B.

1. Cash $40,000 $40,000
2. Philanthropy (to date and expected) $0 $0
3. Authorized Bonds $0 $0
4. Interest Income from bond proceeds listed in #3 $0 $0
5. Mortgage $0 $0
6. Working Capital Loans $0 $0
7.

a. Federal $0 $0
b. State $0 $0
c. Local $0 $0

8. Other (Specify/add rows if needed) $0 $0
TOTAL SOURCES OF FUNDS $0

III.7 and III.7D RESIDENTIAL TOTAL

1. $0 $0
2. $1 $1
3. $0 $0
4. $0 $0
5. $0 $0

* Describe the terms of the lease(s) below, including information on the fair market value of the item(s), and the number of years, annual cost, and the interest 
rate for the lease.

CAPITAL COSTS
New Construction

Renovations

Other Capital Costs

Financing Cost and Other Cash Requirements

Sources of Funds

Grants or Appropriations

Annual Lease Costs (if applicable)

Minor Movable Equipment
Other (Specify/add rows if needed)

Land
Building
Major Movable Equipment

TABLE B. PROJECT BUDGET

USE OF FUNDS

INSTRUCTION : Estimates for Capital Costs (1.a-e), Financing Costs and Other Cash Requirements (2.a-g), and Working Capital Startup Costs (3) must reflect current costs as 
of the date of application and include all costs for construction and renovation. Explain the basis for construction cost estimates, renovation cost estimates, contingencies, 
interest during construction period, and inflation in an attachment to the application.  If the project involves services other than level III.7 and III.7D explain the allocation of costs 
between the levels. NOTE: Inflation should only be included in the Inflation allowance line A.1.e.  The value of donated land for the project should be included on Line A.1.d as a 
use of funds and on line B.8 as a source of funds



Current 
Year 

Projected
Indicate CY or FY

a. Residential 0 0 0
b. III.7 and III.7D 1,200 1,236 1,273
c. Other (Specify/add rows of 
needed) 0 0
TOTAL DISCHARGES 0 0 0 1,200 1,236 1,273 0 0 0 0

a. Residental 0 0 0
b. III.7 and III.7D 8,400 8,652 8,912
c. Other (Specify/add rows of 
needed) 0 0
TOTAL PATIENT DAYS 0 0 0 8,400 8,652 8,912 0 0 0 0

a. Residental 0.0 0.0 0.0
b. III.7 and III.7D 7.0 7.0 7.0
c. Other (Specify/add rows of 
needed) 0.0 0.0 0.0
TOTAL AVERAGE LENGTH OF 
STAY 7.0 7.0 7.0

f.  Rehabilitation 0 0 0
g. Comprehensive Care 25 25 25
h.  Other (Specify/add rows of 
needed) 0 0 0
TOTAL LICENSED BEDS 0 0 0 25 25 25 0 0 0 0

a. Residential
b. III.7 and III.7D 92.1% 94.8% 97.7%
c.  Other (Specify/add rows of 
needed)
TOTAL OCCUPANCY % 92.1% 94.8% 97.7%

a. Residential
b. III.7 and III.7D
c. Other (Specify/add rows of 
needed)
TOTAL OUTPATIENT VISITS 0 0 0 0 0 0 0 0 0 0

TABLE C. STATISTICAL PROJECTIONS - ENTIRE FACILITY

INSTRUCTION : Complete this table for the entire facility, including the proposed project. Indicate on the table if the reporting period is Calendar Year (CY) or Fiscal Year (FY). For 
sections 4 & 5, the number of beds and occupancy percentage should be reported on the basis of licensed beds. In an attachment to the application, provide an explanation or basis 
for the projections and specify all assumptions used. Applicants must explain why the assumptions are reasonable. 

Two Most Recent Years 
(Actual) 

Projected Years (ending at least two years after project completion and full occupancy) 
Include additional years, if needed in order to be consistent with Tables G and H.  

1.  DISCHARGES

* Include beds dedicated to gynecology and addictions, if separate for acute psychiatric unit.

2. PATIENT DAYS

3. AVERAGE LENGTH OF STAY (patient days divided by discharges)

4.  NUMBER OF LICENSED BEDS

5.  OCCUPANCY PERCENTAGE *IMPORTANT NOTE: Leap year formulas should be changed by applicant to reflect 366 days per year.

6. OUTPATIENT VISITS



Current Year 
Projected

Indicate CY or FY

 a. Inpatient Services 
 b. Outpatient Services 
 Gross Patient Service Revenues -$                 -$              -$                  -$                  -$                   -$                    -$                  -$               -$                 -$                 
 c. Allowance For Bad Debt -$                   -$                    -$                    
 d. Contractual Allowance -$                   -$                    -$                    
 e. Charity Care -$                   -$                    -$                    
 Net Patient Services Revenue -$                 -$              -$                  -$                  -$                   -$                    -$                  -$               -$                 -$                 
 f. Other Operating Revenues 
(Specify/add rows if needed) 
 NET OPERATING REVENUE -$                 -$              -$                  -$                  -$                   -$                    -$                  -$               -$                 -$                 

 a. Salaries & Wages (including benefits) 

 b. Contractual Services 
 c. Interest on Current Debt -$                   
 d. Interest on Project Debt -$                   
 e. Current Depreciation -$                   
 f. Project Depreciation -$                   
 g. Current Amortization -$                  
 h. Project Amortization -$                   
 i. Supplies 
 j. Other Expenses (Specify/add rows if 
needed) 
 TOTAL OPERATING EXPENSES -$                 -$               -$                   -$                   -$                    -$                    -$                   -$                -$                 -$                  

 a. Income From Operation -$                 -$               -$                   -$                   -$                    -$                    -$                   -$                -$                 -$                  
 b. Non-Operating Income 
 SUBTOTAL -$                 -$              -$                  -$                  -$                   -$                    -$                  -$               -$                 -$                 
 c. Income Taxes 
 NET INCOME (LOSS) -$                 -$              -$                  -$                  -$                   -$                    -$                  -$               -$                 -$                 

 3. INCOME 

2. EXPENSES

TABLE D. REVENUES & EXPENSES, UNINFLATED - ENTIRE FACILITY
INSTRUCTION : Complete this table for the entire facility, including the proposed project. Table D should reflect current dollars (no inflation). Projected revenues and expenses should be 
consistent with the projections in Table C and with the costs of Manpower listed in Table G. Manpower. Indicate on the table if the reporting period is Calendar Year (CY) or Fiscal Year (FY). In 
an attachment to the application, provide an explanation or basis for the projections and specify all assumptions used. Applicants must explain why the assumptions are reasonable. Specify 
the sources of non-operating income.

Two Most Recent Years 
(Actual) 

Projected Years (ending at least two years after project completion and full occupancy) Add 
columns if needed in order to document that the hospital will generate excess revenues over total 

expenses consistent with the Financial Feasibility standard.  

1. REVENUE



Current Year 
Projected

Indicate CY or FY

TABLE D. REVENUES & EXPENSES, UNINFLATED - ENTIRE FACILITY
INSTRUCTION : Complete this table for the entire facility, including the proposed project. Table D should reflect current dollars (no inflation). Projected revenues and expenses should be 
consistent with the projections in Table C and with the costs of Manpower listed in Table G. Manpower. Indicate on the table if the reporting period is Calendar Year (CY) or Fiscal Year (FY). In 
an attachment to the application, provide an explanation or basis for the projections and specify all assumptions used. Applicants must explain why the assumptions are reasonable. Specify 
the sources of non-operating income.

Two Most Recent Years 
(Actual) 

Projected Years (ending at least two years after project completion and full occupancy) Add 
columns if needed in order to document that the hospital will generate excess revenues over total 

expenses consistent with the Financial Feasibility standard.  

 

    1) Medicare
    2) Medicaid
    3) Blue Cross
    4) Commercial Insurance
    5) Self-pay
    6) Other
TOTAL 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%

    1) Medicare
    2) Medicaid
    3) Blue Cross
    4) Commercial Insurance
    5) Self-pay
    6) Other
TOTAL 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%

4. PATIENT MIX
a. Percent of Total Revenue

b. Percent of Equivalent Inpatient Days



Current 
Year 

Projected
Indicate CY or FY CY 2023 CY 2024 CY2025

a. Residential
b. III.7 and III.7D 1,200 1,236 1,273
c. Other (Specify)
TOTAL DISCHARGES 0 0 0 1,200 1,236 1,273 0 0 0 0

a. Residental
b. III.7 and III.7D 8,400 8,652 8,912
c. Other (Specify)
TOTAL PATIENT DAYS 0 0 0 8,400 8,652 8,912 0 0 0 0

a. Residental
b. III.7 and III.7D 7.0 7.0 7.0
c. Other (Specify)
TOTAL AVERAGE LENGTH OF 
STAY 7.0 7.0 7.0

f.  Rehabilitation
g. Comprehensive Care 25 25 25
h.  Other (Specify)
TOTAL LICENSED BEDS 0 0 0 25 25 25 0 0 0 0

a. Residential
b. III.7 and III.7D 92.1% 94.6% 97.7%
c.  Other (Specify)
TOTAL OCCUPANCY % #DIV/0! #DIV/0! #DIV/0! 92.1% 94.8% 97.7%

a. Residential
b. III.7 and III.7D
c. Other (Specify)
TOTAL OUTPATIENT VISITS 0 0 0 0 0 0 0 0 0 0

3. AVERAGE LENGTH OF STAY (patient days divided by discharges)

4.  NUMBER OF LICENSED BEDS

5.  OCCUPANCY PERCENTAGE *IMPORTANT NOTE: Leap year formulas should be changed by applicant to reflect 366 days per year.

6. OUTPATIENT VISITS

* Include beds dedicated to gynecology and addictions, if separate for acute psychiatric unit.

2. PATIENT DAYS

TABLE E. STATISTICAL PROJECTIONS - NEW FACILITY OR SERVICE

INSTRUCTION: After consulting with Commission Staff, complete this table for the new facility or service (the proposed project). Indicate on the table if the reporting period is 
Calendar Year (CY) or Fiscal Year (FY). For sections 4 & 5, the number of beds and occupancy percentage should be reported on the basis of licensed beds. In an attachment 
to the application, provide an explanation or basis for the projections and specify all assumptions used. Applicants must explain why the assumptions are reasonable. 

Two Most Recent 
Years (Actual) 

Projected Years (ending at least two years after project completion and full occupancy) 
Include additional years, if needed in order to be consistent with Tables G and H.  

1.  DISCHARGES



Indicate CY or FY CY 2023 CY 2024 CY 2025

 a. Inpatient Services 3,553,200$            3,659,796$          3,769,590$         
 b. Outpatient Services 
 Gross Patient Service Revenues 3,553,200$           3,659,796$          3,769,590$        -$                    -$       -$                    -$                    
 c. Allowance For Bad Debt 
 d. Contractual Allowance 
 e. Charity Care 
 Net Patient Services Revenue 3,553,200$           3,659,796$          3,769,590$        -$                    -$       -$                    -$                    
 f. Other Operating Revenues (Specify) 
 NET OPERATING REVENUE 3,553,200$           3,659,796$          3,769,590$        -$                    -$       -$                    -$                    

 a. Salaries & Wages (including benefits) 2,185,000$            2,250,550$          2,318,067$         
 b. Contractual Services 105,000$               108,150$             111,395$            
 c. Interest on Current Debt 
 d. Interest on Project Debt 
 e. Current Depreciation 
 f. Project Depreciation 
 g. Current Amortization 
 h. Project Amortization 
 i. Supplies 55,000$                 56,650$               58,349$              
 j. Other Expenses (Specify) 152,600$               157,178$             161,893$            
 TOTAL OPERATING EXPENSES 2,497,600$            2,572,528$          2,649,703$         -$                     -$       -$                     -$                     

 a. Income From Operation 1,055,600.00$       1,087,268.00$     1,119,886.54$    -$                 -$   -$                 -$                 
 b.  Non-Operating Income 
 SUBTOTAL 1,055,600.00$      1,087,268.00$     1,119,886.54$   -$                -$   -$                -$                
c. Income Taxes
NET INCOME (LOSS) 1,055,600.00$      1,087,268.00$     1,119,886.54$   -$                -$   -$                -$                

    1) Medicare
    2) Medicaid
    3) Blue Cross
    4) Commercial Insurance
    5) Self-pay

 3. INCOME 

4. PATIENT MIX
a. Percent of Total Revenue

TABLE F. REVENUES & EXPENSES, UNINFLATED - NEW FACILITY OR SERVICE
INSTRUCTION : After consulting with Commission Staff, complete this table for the new facility or service (the proposed project). Table F should reflect current 
dollars (no inflation). Projected revenues and expenses should be consistent with the projections in Table E and with the costs of Manpower listed in Table G. 
Manpower. Indicate on the table if the reporting period is Calendar Year (CY) or Fiscal Year (FY). In an attachment to the application, provide an explanation or 
basis for the projections and specify all assumptions used. Applicants must explain why the assumptions are reasonable. Specify the sources of non-operating 
income. 

1. REVENUE

2. EXPENSES

Projected Years (ending at least two years after project completion and full occupancy) Add years, if needed in order to document that the hospital will 
generate excess revenues over total expenses consistent with the Financial Feasibility standard.  



Indicate CY or FY CY 2023 CY 2024 CY 2025

TABLE F. REVENUES & EXPENSES, UNINFLATED - NEW FACILITY OR SERVICE
INSTRUCTION : After consulting with Commission Staff, complete this table for the new facility or service (the proposed project). Table F should reflect current 
dollars (no inflation). Projected revenues and expenses should be consistent with the projections in Table E and with the costs of Manpower listed in Table G. 
Manpower. Indicate on the table if the reporting period is Calendar Year (CY) or Fiscal Year (FY). In an attachment to the application, provide an explanation or 
basis for the projections and specify all assumptions used. Applicants must explain why the assumptions are reasonable. Specify the sources of non-operating 
income. 

 

Projected Years (ending at least two years after project completion and full occupancy) Add years, if needed in order to document that the hospital will 
generate excess revenues over total expenses consistent with the Financial Feasibility standard.  

    6) Other
TOTAL 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%

    1) Medicare
    2) Medicaid 92.1% 94.6% 97.7%
    3) Blue Cross
    4) Commercial Insurance
    5) Self-pay
    6) Other 7.9% 5.4% 2.3%
TOTAL 100.0% 100.0% 100.0% 0.0% 0.0% 0.0% 0.0%

Total MSGA
b. Percent of Equivalent Inpatient Days



Job Category
Current 

Year 
FTEs

Average 
Salary per 

FTE

Current 
Year Total 

Cost
FTEs

Average 
Salary per 

FTE

Total Cost 
(should be 
consistent 

with 
projections in 

Table D, if 
submitted).

FTEs
Average 

Salary per 
FTE

Total Cost FTEs

Total Cost 
(should be 

consistent with 
projections in 

Table D)

1. Regular Employees
Administration (List general 
categories, add rows if needed)
Clinical Director $0 1.0 $120,000 $120,000 $0 1.0 $120,000
Intake/Case Management $0 4.0 $51,000 $204,000 $0 4.0 $204,000
Substance Use Counselor(s) $0 4.0 $52,000 $208,000 $0 4.0 $208,000
Administrative Staff $0 2.0 $40,000 $80,000 $0 2.0 $80,000

Total Administration $0 11.0 $263,000 $612,000 $0 11.0 $612,000
Direct Care Staff (List general 
categories, add rows if needed)
Psychiatrist / Medical Director $0 1.0 $182,000 $182,000 $0 1.0 $182,000
CRNP $0 2.0 $120,000 $240,000 $0 2.0 $240,000
LCPC, LCSW-C $0 4.0 $70,000 $280,000 $0 4.0 $280,000
RN $0 4.0 $104,000 $416,000 $0 4.0 $416,000
LPN $0 1.0 $60,000 $60,000 $0 1.0 $60,000
Behavioral Health Supervisor $0 2.0 $60,000 $120,000 $0 2.0 $120,000

Total Direct Care $0 14.0 $596,000 $1,298,000 $0 14.0 $1,298,000
Support Staff (List general 
categories, add rows if needed)
Peer Recovery Specialist / Driver $0 4.0 $35,000 $140,000 $0 4.0 $140,000
Facilities Maintenance $0 0.5 $60,000 $30,000 $0 0.5 $30,000

$0 $0 $0 0.0 $0
$0 $0 $0 0.0 $0

Total Support $0 $0 $0 0.0 $0
REGULAR EMPLOYEES TOTAL $0 4.5 $95,000 $170,000 $0 4.5 $170,000
2. Contractual Employees
Administration (List general 
categories, add rows if needed)

$0 $0 $0 0.0 $0
$0 $0 $0 0.0 $0
$0 $0 $0 0.0 $0
$0 $0 $0 0.0 $0
$0 $0 $0 0.0 $0

Direct Care Staff (List general 
categories, add rows if needed)

$0 $0 $0 0.0 $0
$0 $0 $0 0.0 $0
$0 $0 $0 0.0 $0
$0 $0 $0 0.0 $0

Total Direct Care Staff $0 $0 $0 0.0 $0
Support Staff (List general 
categories, add rows if needed)
Chef $0 1.0 $50,000 $50,000 $0 1.0 $50,000
Food Service Tech $0 0.5 $40,000 $20,000 $0 0.5 $20,000
Billing Services $0 1.0 $35,000 $35,000 $0 1.0 $35,000

$0 $0 $0 0.0 $0
Total Administration $0 2.5 $125,000 $105,000 $0 2.5 $105,000

CONTRACTUAL EMPLOYEES 
TOTAL $0 2.5 $125,000 $105,000 0.0 $0 $0 2.5 $105,000

Benefits (State method of 
calculating benefits below) :

TOTAL COST 0.0 $0 32.0 $2,185,000 0.0 $0 $2,185,000

TABLE G. WORKFORCE INFORMATION

INSTRUCTION : List the facility's existing staffing and changes required by this project. Include all major job categories under each heading provided in the table. The number of Full Time Equivalents (FTEs) 
should be calculated on the basis of 2,080 paid hours per year equals one FTE. In an attachment to the application, explain any factor used in converting paid hours to worked hours.  Please ensure that the 
projections in this table are consistent with expenses provided in uninflated projections in Tables F and G. 

CURRENT ENTIRE FACILITY

PROJECTED CHANGES AS A RESULT 
OF THE PROPOSED PROJECT 
THROUGH THE LAST YEAR OF 

PROJECTION (CURRENT DOLLARS)

OTHER EXPECTED CHANGES IN 
OPERATIONS THROUGH THE LAST 
YEAR OF PROJECTION (CURRENT 

DOLLARS)

PROJECTED ENTIRE 
FACILITY THROUGH THE 

LAST YEAR OF 
PROJECTION (CURRENT 
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Section IX: Accessibility 
 
Robert A. Pascal Youth and Family Services, Inc. employs leadership that assesses the accessibility 
needs of persons served, personnel, and other stakeholders. On an annual basis, the organization’s 
accessibility plan is reviewed on an on-going basis for identification of barriers in the following 
areas: 

- Architecture 
- Environment 
- Attitudes 
- Finances 
- Employment 
- Communication 
- Technology 
- Transportation 
- Community Integration when appropriate 

 
*The ongoing development and review of the accessibility plan ensures the 
quality of life for those served in all RAPYFS programs and services. 
 
*RAPYFS implements an accessibility plan that includes for all identified barriers: 
actions to be taken and timelines.  
 
 

 
  



Pascal Crisis Services, Inc. 
Robert A. Pascal Youth & Family Services, Inc.   Pascal Crisis Stabilization Center 

1215 Annapolis Road, Suite 204, Odenton, MD 21113 
(410) 975-0067 

 

43 Community Place 
Crownsville, MD 21032 

(410) 571-4500 

1226 Annapolis Road 
Odenton, MD 21113 

(410) 571-4500 

1230 Annapolis Road 
Odenton, MD 21113 

(410) 874-1236 

741 Annapolis Road 
Gambrills, MD 21054 

(410) 975-0067 
 

Request for Reasonable Accommodation 

In accordance with the Titles I and II of the Americans with Disabilities Act Amendments Act 
(ADAAA), Section 504 of the Rehabilitation Act of 1973, and Title 20 of the State Government 
Article, Annotated Code of Maryland, Robert A. Pascal Youth & Family Services, Inc. does not 
discriminate against persons with a disability in the provision of services, programs, benefits, 
or activities. The information provided in this request are kept confidential.  

Requesting Party’s Name: 

 

Job Title/Position Applied to or Program Name: 

Address: Phone Number: Request Date: 

Please check one: Employee  Applicant  Program Participant 

If employee, Supervisor’s Name: 
State the functional limitations that you experience as a result of your disability or 
health condition:  
(Note: specific disability need not be disclosed) 

 

 

 
My limitation(s) prevents me from performing the following program or work-related 
activities: 

 

 

 
I am requesting accommodation because: 
 

 I am applying for employment and the accommodation will allow me to 
participate in the application/selection process. 

 
 I am currently employed by Pascal and require an accommodation in my current 

position. 

  I am a person seeking an accommodation so that I may participate in a Pascal 
program, service, or activity for which I am otherwise qualified. 



Pascal Crisis Services, Inc. 
Robert A. Pascal Youth & Family Services, Inc.   Pascal Crisis Stabilization Center 

1215 Annapolis Road, Suite 204, Odenton, MD 21113 
(410) 975-0067 

 

43 Community Place 
Crownsville, MD 21032 

(410) 571-4500 

1226 Annapolis Road 
Odenton, MD 21113 

(410) 571-4500 

1230 Annapolis Road 
Odenton, MD 21113 

(410) 874-1236 

741 Annapolis Road 
Gambrills, MD 21054 

(410) 975-0067 
 

The accommodation I am requesting is: 
(Describe the type of accommodation, suggestions for work site, exam or program site modifications or 
specific job duties that may be restructured to facilitate your employment or participation, and the 
details of how or where the accommodation (if purchasable) may be obtained, including the cost, if 
known). 

 

 

 
This accommodation will allow me to perform the functions of my job or participate in 
the application/selection process or program as follows:  
(Describe how the accommodation will assist you) 

 

 

 

  
I UNDERSTAND THAT I MAY BE REQUIRED TO PROVIDE MEDICAL 
INFORMATION FROM MY HEALTH CARE PROVIDER AS PART OF THIS 
PROCESS. 

  I UNDERSTAND THAT THIS REQUEST DOES NOT AUTOMATICALLY RESULT 
IN ACCOMMODATIONS BEING MADE.  

 
 
 
 
 

SIGNATURE  DATE 

PRINT NAME  

 



Pascal Crisis Services, Inc. 
Robert A. Pascal Youth & Family Services, Inc.   Pascal Crisis Stabilization Center 

1215 Annapolis Road, Suite 204, Odenton, MD 21113 
(410) 975-0067 

 

43 Community Place 
Crownsville, MD 21032 

(410) 571-4500 

1226 Annapolis Road 
Odenton, MD 21113 

(410) 571-4500 

1230 Annapolis Road 
Odenton, MD 21113 

(410) 874-1236 

741 Annapolis Road 
Gambrills, MD 21054 

(410) 975-0067 
 

 

Authorization for Release of  
Medical Information for Reasonable Accommodations 

Patient Information 

Name: ______________________________________ Date of Birth: ____________________ 

Mailing Address: _________________________________________________________________ 

City, State, Zip: __________________________________________________________________ 

Office Phone: ___________________________ Mobile Phone: _________________________ 

Medical Provider Information 

Name: ___________________________________________________________________________ 

Specialty: ________________________________________________________________________ 

Mailing Address: _________________________________________________________________ 

City, State, Zip: __________________________________________________________________ 

Office Phone: ___________________________ Office Fax: _____________________________ 

By my signature, I authorize my medical provider listed above to discuss directly 
and/or in writing my mental and physical health condition with my employer, 
Robert A. Pascal Youth & Family Services, Inc., as it relates to my request for a 
reasonable accommodation. I understand that the requested information is solely for 
the purpose of determining whether I have a disability and the need for a reasonable 
accommodation to perform the essential functions of my position. 

   

Signature of Patient  Date 
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