EXHIBIT _______

COUNTY OF LOS ANGELES DEPARTMENT OF MENTAL HEALTH 

PROGRAM DESCRIPTION

(A separate PROGRAM DESCRIPTION is required for each proposed PROGRAM)


LEGAL ENTITY NAME: __________________________________________________
LEGAL ENTITY NUMBER: ____________

PROGRAM NAME: ______________________________________________________

PROGRAM NUMBER: _______________

This Program Description  Exhibit is for the above named Program Name and Program Number which appears on Enclosure I, Master Control Sheet for Proposed Programs.   

COMPLETE THE FOLLOWING WHEN APPROPRIATE:
PLANNED AVERAGE LENGTH OF STAY __________

ESTIMATED MAXIMUM LENGTH OF STAY __________ 

24-HOUR PROGRAMS—

· Number of proposed contracted beds __________

· Total bed capacity of facility __________

PROGRAM DESCRIPTION (not to exceed two pages):
