


	Facilities & Security Operations


Facility Accommodation Change Request Form	
Gold Coast Hospital and Health Service
1. Registration
	Date
	

	Department Name
	

	Division
	

	Request Initiator
	

	Line Manager/Service Director
	

	Cost Centre linked to request
(please note that this will not be used without prior consent from requestor)
	


2. Details of Proposed Change or Requirement
	Reason for additional space (please select one below):  
|_| New or Expansion of Service              |_| Additional Staff: Office/Desk Accommodation Required
|_| Temporary accommodation required (eg Project group)  |_| Minor/Major Works Request or Other:
 
Please provide detailed information in ‘Section 3 Supporting/Additional Information’
.

	Accommodation required start date:  

If temporary accommodation requested, end date to cease:  


	Current accommodation location (in any GCHHS Facility): 


	Will you be vacating your current accommodation location if this request is granted?  |_| Yes  |_| No
If no, please provide a reason:  

	Accommodation Type/Space Required or Description of Minor/Major Works Required:
Examples: Accommodation - 1 x single office, 1 x workstation, storage space, clinical space etc.
.
Or Minor Works – Power point installation required
	


	Preferred location if known:
(Building and room numbers)	
	

	For office accommodation required, please complete below position/s details for staff to be accommodated:
(please add further lines as required)

	Position or Staff Member Name
	Classification Level
	Employment Type 
(full time, part time)

	(Example Only) Administration Officer
	AO3 
	1.0 FTE - Full Time

	
	
	

	
	
	

	
	
	



3. Supporting/Additional Information 
Please detail why additional or new accommodation is required to support business needs.
This should include supporting documentation such as the Background Summary, Financial Implications (Estimated Capital and Recurrent Costs), Proposed Funding Source, Approved Business Case or Operational Plan.

If you have a works request, please provide supporting information that will assist with the decision-making process.
4. Endorsement of Request
	Initiator Approval (Clinical or Service Director or Divisional Contact)

	Name:
	
	Title:
	

	

Signature:

	
	Date:
	



	Financial Delegate Approval 

	Name:
	
	Title:
	

	

Signature:

	
	Date:
	



	Executive Approval (Executive Director or Executive GM supporting the application)

	Name:
	
	Title:
	

	

Signature:

	
	Date:
	



Completed form to be emailed to relevant Facility Operations team for review:
· GCUHFacilities@health.qld.gov.au
· RobinaFacilities@health.qld.gov.au
· GCHCommunityFacilities@health.qld.gov.au (All community sites including RHP, SHP, Tugun & Varsity)
· ProximaFacilities@health.qld.gov.au	
Facilities Operations Internal Use Only
Approved:  |_| Yes  |_| No	

File Reference Number:

Comments:

	Service Approval (Clinical or Service Director or Divisional Contact)

	Facility Operations Manager:
	Aaron Miller 
	Date:
	

	
Facility Operations Director:

	Leanne Walsh
	Date:
	


 











Facilities Manager Assessments: 
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