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Bureau Of Emergency Medical Services & Trauma System
Level IV Trauma Center Pre-Review Questionnaire (PRQ)



This document has been created to assist in trauma program development.  Although highly recommended for a successful site survey this completed document is “NOT” an application requirement.  

**For program assistance please submit electronically to BEMSTS** to:
Kimberly.Boehm@azdhs.gov or Donna.Meyer@azdhs.gov

Health Care Institution Administrative Staff
Section 1

	Health Care Institution Section

	Name of Health Care Institution (HCI)
	[bookmark: _GoBack]     

	Address
	     

	City
	     
	State
	     
	Zip
	     

	Main Telephone Number
	     
	Fax Number
	     

	HCI’s AZ License Number (if applicable)
	     



	Health Care Institution Administrator

	Name
	     

	Address
	     

	City
	     
	State
	     
	Zip
	     

	Direct Telephone Number
	     
	E-mail Address
	     

	Who is the primary contact for this questionnaire?

	Name
	[bookmark: Text9]     
	Position
	[bookmark: Text11]     

	Direct Telephone Number
	[bookmark: Text10]     
	E-mail Address
	[bookmark: Text12]     



	Director of Nursing

	Name
	     

	Address
	     

	City
	     
	State
	     
	Zip
	     

	Direct Telephone Number
	     
	E-mail Address
	     



	Chief of Medical Staff

	Name
	     

	Address
	     

	City
	     
	State
	     
	Zip
	     

	Direct Telephone Number
	     
	E-mail Address
	     



	Trauma Program Medical Director

	Name  (not required for level IV applicants)
	     

	Address
	     

	City
	     
	State
	     
	Zip
	     

	Direct Telephone Number
	     
	E-mail Address
	[bookmark: Text8]     

	Is the Trauma Program Medical Director a surgeon?
	Enter Response Here ►
	YES ►
	|_|
	NO ►
	[bookmark: Check6]|_|

	If “yes”, attach evidence of current ATLS certification.

	Reference:
	Exhibit I D.c12



	Trauma Coordinator/Trauma Program Manager

	Name
	     

	Address
	     

	City
	     
	State
	     
	Zip
	     

	Direct Telephone Number
	     
	E-mail Address
	     

	
Provide a written job description including responsibilities, authorizations for the Trauma Coordinator/Trauma Program Manager. Attach document as a separate piece of paper or copy-paste in the space provided below.

	Reference:
	Exhibit I A.6

	Provide documentation here ►     

	Is this a fulltime position fully dedicated to trauma?

	Enter Response Here ►
	YES ►
	|_|
	NO ►
	|_|

	If “no”, please explain and include the percentage of time this position devotes as Trauma Coordinator/Trauma Program Manager.  Type Response Here ►      



	Registrar

	Name
	     

	Address
	     

	City
	     
	State
	     
	Zip
	     

	Direct Telephone Number
	     
	E-mail Address
	     



	Emergency Department Medical Director

	Name
	     

	Address
	     

	City
	     
	State
	     
	Zip
	     

	Direct Telephone Number
	     
	E-mail Address
	     



	
Radiology Department Administrator

	Manager Name
	     

	Address
	     

	City
	     
	State
	     
	Zip
	     

	Direct Telephone Number
	     
	E-mail Address
	     



	Laboratory Administrator

	Manager Name
	     

	Address
	     

	City
	     
	State
	     
	Zip
	     

	Direct Telephone Number
	     
	E-mail Address
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	Hospital Departmental Demographics
Section 2

	Statistical Data

	2-1

	Please provide the total number of emergency department (ED) visits for the last calendar year.

	Type Response Here ►      



	2-2

	Please provide the total number of trauma-related ED visits for same calendar year, with ICD-9 code between 800.00 and 959.9.

	Type Response Here ►      



	2-3

	Please provide the total number of trauma patients transferred for level I care.

	Type Response Here ►      



	2-4

	What is the patient/nurse ratio for the ICU? (If applicable)

	Type Response Here ►      



	2-5

	Please provide the total number of injured patients admitted for calendar year.

	Type Response Here ►      



	2-6

	Please provide the total number of trauma deaths.

	Type Response Here ►      



	2-7

	Please provide the number of licensed hospital beds.

	Type Response Here ►      



	2-8

	Please provide the average daily census of the facility.

	Type Response Here ►      



	2-9

	Please provide the number of beds in the emergency department.

	Type Response Here ►      



	2-10

	Please provide the number of critical care beds.

	Type Response Here ►      



	2-11

	Please provide the number of ICU beds. (If applicable)

	Type Response Here ►      



	2-12

	Please provide the average daily census of ICU. (If applicable)

	Type Response Here ►      



	2-13

	Please provide the number of active licensed physicians on staff.  

	Type Response Here ►      



	Surgery Department – If applicable

	2-14

	Does your facility have an operating room? 

	Reference:
	Not an essential level IV requirement. Exhibit I 6

	Enter Response Here ►
	YES ►
	|_|
	NO ►
	|_|



	2-15

	Does the operating room receive trauma patients? If “no” skip to next section

	Reference:
	Exhibit I 6

	Enter Response Here ►
	YES ►
	|_|
	NO ►
	|_|



	2-16

	If “yes” to 2-15, provide the quantity and location(s) of the thermal control equipment listed below within the Operating Room:

	Equipment
	Quantity
	Location

	For patient
	     
	     

	For blood
	     
	     

	Reference:
	Exhibit I 6.d 



	2-17

	The type and location(s) of rapid infuser system equipment within the operation room.

	Reference:
	Exhibit I 6.i

	Type Response Here ►      



	2-18

	Does the facility employ trauma surgeons?

	Reference:
	Exhibit I D.1

	Enter Response Here ►
	YES ►
	|_|
	NO ►
	|_|

	If “yes”, list the participating trauma surgeons and provide copies of current or expired ATLS course certifications for each trauma surgeon. Type Response Here ►      



	2-19

	To ensure that operative procedures will only take place when a surgeon is present, attach the surgeon call list covering at least 90 days.

	Reference:
	Exhibit I E.4



	2-20

	Does the facility have operating room personnel in-house 24/7 to start a procedure?

	Reference:
	Exhibit I E.6

	Enter Response Here ►
	YES ►
	|_|
	NO ►
	|_|

	If “no”, number of teams on call and expected response time.   Type Response Here ►      



	2-21

	Describe the mechanism for opening the operating room if the team is not in-house 24/7.

	Reference:
	Exhibit I E.6

	Type Response Here ►      



	2-22

	Please provide the number of operating rooms. (If applicable)  

	Type Response Here ►      



	2-23

	Briefly describe the location of the operating suite related to the ED and ICU. 

	Type Response Here ►      



	  2-24

	Does your facility have a post-anesthetic recovery room (SICU is acceptable)?

	Reference:
	Exhibit I E.7

	Enter Response Here ►
	YES ►
	|_|
	NO ►
	|_|



	2-25

	Is there a mechanism for direct physician to physician contact present for arranging patient transfers?

	Enter Response Here ►
	YES ►
	|_|
	NO ►
	|_|



	2-26

	Does your facility have telemedicine capabilities and protocols?

	Enter Response Here ►
	YES ►
	|_|
	NO ►
	|_|

	If “yes”, please describe.  Type Response Here ►      



	Anesthesiology and CRNAs Section

	2-27

	If applicable, are anesthesiology services promptly available for emergency operations?

	Enter Response Here ►
	YES ►
	|_|
	NO ►
	|_|



	2-28

	If applicable, are anesthesiology services available for airway problems?

	Enter Response Here ►
	YES ►
	|_|
	NO ►
	|_|



	2-29

	If applicable, does the facility use CRNAs?

	Enter Response Here ►
	YES ►
	|_|
	NO ►
	|_|



	2-30

	Does the facility have a Post-Anesthesia Care Unit?

	Enter Response Here ►
	YES ►
	|_|
	NO ►
	|_|

	If “yes”, how many beds?  Type Response Here ►      



	Intensive Care Unit (ICU) Section If applicable

	2-31

	Is there a mechanism for direct physician to physician contact present for arranging patient transfers?

	Enter Response Here ►
	YES ►
	|_|
	NO ►
	|_|



	2-32

	Does your facility have an Intensive Care Unit?

	Enter Response Here ►
	YES ►
	|_|
	NO ►
	|_|



	2-33

	Does your facility have a step down unit?

	Enter Response Here ►
	YES ►
	|_|
	NO ►
	|_|



	2-34

	Does your facility have a surgical director or co-director for the ICU whose responsibilities include setting policies and procedures related to trauma ICU patients?

	Enter Response Here ►
	YES ►
	|_|
	NO ►
	|_|



	2-35

	Does the trauma surgeon remain in charge of patients in the ICU?

	Enter Response Here ►
	YES ►
	|_|
	NO ►
	|_|



	2-36

	Is a respiratory therapist available to care for trauma patients 24/7?

	Enter Response Here ►
	YES ►
	|_|
	NO ►
	|_|



	2-37

	Is a respiratory therapist available and on call 24/7?

	Enter Response Here ►
	YES ►
	|_|
	NO ►
	|_|



	Radiology Section

	2-38

	Is conventional radiography and computed tomography (CT) available 24 hours per day? 

	Enter Response Here ►
	YES ►
	|_|
	NO ►
	|_|



	2-39

	Is there an in-house radiographer 24 hours per day?

	Reference:
	Exhibit I E.10.a

	Enter Response Here ►
	YES ►
	|_|
	NO ►
	|_|



	2-40

	Is there a CT technician available in hospital 24/7?

	Reference:
	Exhibit I E.10.d

	Enter Response Here ►
	YES ►
	|_|
	NO ►
	|_|



	2-41

	Who provides F.A.S.T. for trauma patients? (Check all that apply)

	Reference:
	Exhibit I E.10.c

	|_|
	Radiology
	
	|_|
	ED Physician

	|_|
	Surgery
	
	|_|
	None



	2-42

	Are radiologists in-house 24/7?

	Enter Response Here ►
	YES ►
	|_|
	NO ►
	|_|

	If “no”, who reads x-rays after hours?  Type Response Here ►      



	2-43

	Are radiologists promptly available, in person, when requested for the interpretation of radiographs, performance of complex imaging studies, and interventional procedures?

	Enter Response Here ►
	YES ►
	|_|
	NO ►
	|_|



	2-44

	Are radiologists promptly available, by teleradiology, when requested for the interpretation of radiographs, performance of complex imaging studies, and interventional procedures?

	Enter Response Here ►
	YES ►
	|_|
	NO ►
	|_|



	2-45

	Please describe how diagnostic information is communicated to the trauma team?

	Type Response Here ►      



	2-46

	Does the trauma center have policies designed to ensure that trauma patients who may require resuscitation and monitoring, are accompanied by appropriately trained providers during transportation to and while in the radiology department?

	Enter Response Here ►
	YES ►
	|_|
	NO ►
	|_|

	Please Describe.  Type Response Here ►      



	Blood Bank Section

	2-47

	Please provide the contact information of your regional blood bank in the spaces provided below.

	Reference:
	Exhibit I E.11.d

	Name
	     

	Address
	     

	City
	     
	State
	     
	Zip
	     

	Direct Telephone Number
	     
	E-mail Address
	     



	2-48

	Does the facility have a massive transfusion protocol?

	Enter Response Here ►
	YES ►
	|_|
	NO ►
	|_|

	If “yes”, describe or provide the protocol.  Type Response Here ►      



	2-49

	Does the facility have uncross-matched blood immediately available?

	Enter Response Here ►
	YES ►
	|_|
	NO ►
	|_|



	2-50

	What is the average turnaround time for the following?

	Process
	Minutes

	Type specific blood
	     

	Full cross-match
	     



	2-51

	Is the blood bank capable of blood typing and cross matching?

	Enter Response Here ►
	YES ►
	|_|
	NO ►
	|_|



	2-52

	Is there an on call schedule for Laboratory personnel?

	Reference:
	Exhibit I E.11.a

	Enter Response Here ►
	YES ►
	|_|
	NO ►
	|_|

	If “Yes” describe the activations process.  Type Response Here ►      



	
Trauma Team Activation
Section 3

	Institutional Organization Requirements Section

	3-1

	List trauma team members by position and department associated with each level of trauma team activation in the table provide below.

	Reference:
	Exhibit I A.3

	
	
	Activation Level

	Position
	Department
	Highest
	Intermediate
	Lowest

	     
	     
	[bookmark: Check5]|_|
	|_|
	|_|

	     
	     
	|_|
	|_|
	|_|

	     
	     
	|_|
	|_|
	|_|

	     
	     
	|_|
	|_|
	|_|

	     
	     
	|_|
	|_|
	|_|

	     
	     
	|_|
	|_|
	|_|

	     
	     
	|_|
	|_|
	|_|

	     
	     
	|_|
	|_|
	|_|

	     
	     
	|_|
	|_|
	|_|

	     
	     
	|_|
	|_|
	|_|



	3-2

	For each position, in a separate document, listed in 3-1; provide a written description including responsibilities, authorizations.

	Reference:
	Exhibit I A.3
	     



	3-3

	Describe the number and/or levels of trauma team activation.

	Type Response Here ►      



	3-4

	Describe the criteria for each level of activation.

	Type Response Here ►      



	3-5

	Describe the mechanism for trauma team member’s activation?

	Type Response Here ►      



	3-6

	Identify below who has the authority to activate the trauma team?                       (Check all that apply)

	|_|
	Emergency Medical Services (EMS)
	
	|_|
	ED Nurse

	|_|
	Emergency Department(ED) Physician
	
	|_|
	Trauma Surgeon



	3-7

	Does the facility have a trauma team activation policy? (If so, please attach)

	Enter Response Here ►
	YES ►
	|_|
	NO ►
	|_|

	Type Response Here ►      



	
Trauma Specific Equipment 
Section 4

	Emergency Department Resuscitation Equipment

	 4-1

	The quantity and location(s) of the equipment listed below within the emergency department:

	Equipment
	Quantity
	Location

	Airway control and ventilation equipment
	     
	     

	Pulse oximetry
	[bookmark: Text3]     
	     

	Suction Devices
	     
	     

	Electrocardiograph-oscilloscope-defibrillator
	     
	     

	Standard IV fluids and administration sets
	     
	     

	Large bore IV catheters
	     
	     

	Reference:
	Exhibit I E.b



	 4-2

	Sterile Surgical Sets quantity and location(s) of the equipment listed below within the emergency department:

	Equipment
	Quantity
	Location

	Airway control/cricothyrotomy
	     
	[bookmark: Text7]     

	Thoracostomy
	[bookmark: Text5]     
	     

	Venus cutdown
	[bookmark: Text6]     
	     

	Reference:
	Exhibit I E.b



	4-3

	Drugs Necessary for Emergency Care 

	Identify the quantity and location(s) of the drugs within the emergency department.

	Reference:
	Exhibit I E.b

	Type Response Here ►      



	 4-4

	Broselow Tape® 

	The quantity and location(s) of the equipment within the emergency department.

	Reference:
	Exhibit I E.b

	Type Response Here ►      



	 4-5

	Thermal Control Equipment 

	The quantity and location(s) of the equipment listed below within the emergency department:

	Equipment
	Quantity
	Location

	For patient
	[bookmark: Text2]     
	     

	For fluids and blood
	     
	     

	Reference:
	Exhibit I E.b

	Type Response Here ►      



	 4-6

	Rapid Infuser System 

	The type and location(s) of the equipment within the emergency department.

	Reference:
	Exhibit I E.b

	Type Response Here ►      



	 4-7

	Qualitative End-Tidal CO2 Determination 

	The type and location(s) of the equipment within the emergency department

	Reference:
	Exhibit I E.b

	Type Response Here ►      





	4-8

	Capability to Resuscitate, Stabilize and Transport Pediatric Patients 

	 Does your facility have pediatric specific clinical care guidelines?

	Enter Response Here ►
	YES ►
	|_|
	NO ►
	|_|

	Reference:
	Exhibit I E.b

	If “yes”, briefly describe, and attach.  Type Response Here ►      



	4-9

	 Does your facility have pediatric specific transfer protocols?

	Enter Response Here ►
	YES ►
	|_|
	NO ►
	|_|

	Reference:
	Exhibit I E.b

	If “yes”, briefly describe, and attach.  Type Response Here ►      



	4-10

	Does your facility have pediatric transfer agreements with one or more level I trauma centers capable of admitting pediatric trauma patients?

	Enter Response Here ►
	YES ►
	|_|
	NO ►
	|_|

	If “yes”, briefly describe, and attach.  Type Response Here ►      



	Post Anesthetic Recovery Equipment  (if applicable)

	4-11

	If yes to a post-anesthetic recovery room in question 2-24 (SICU is acceptable); The quantity and location(s) of the monitoring and resuscitation equipment including medication within the PARR/SICU department.

	Reference:
	Exhibit I E.7

	Type Response Here ►      



	4-12

	Pulse Oximetry 

	The quantity and location(s) of the equipment within the PARR/SICU department.

	Reference:
	Exhibit I E.7

	Type Response Here ►      



	4-13

	Thermal Control 

	The type and location(s) of the equipment within the PARR/SICU department.

	Reference:
	Exhibit I E.7

	Type Response Here ►      







	Transfer Agreement Documentation* 
Section 5

	5-1

	Acute Hemodialysis

	Does the facility have acute hemodialysis capabilities?

	Reference:
	Exhibit I E.12.b

	Enter Response Here ►
	YES ►
	|_|
	NO ►
	|_|

	 If “no”, provide a transfer agreement with an acute hemodialysis facility.



	5-2

	Organized Burn Care

	Does the facility have burn care capabilities?

	Reference:
	Exhibit I E.13.a

	Enter Response Here ►
	YES ►
	|_|
	NO ►
	|_|

	 If “no”, provide a transfer agreement with a burn center



	5-3

	Acute Spinal Cord Management 

	Does the facility have acute spinal cord management capabilities?

	Reference:
	Exhibit I E.14.a

	Enter Response Here ►
	YES ►
	|_|
	NO ►
	|_|

	 If “no”, provide a transfer agreement with regional acute spinal cord injury rehabilitation center.



	5-4

	Rehabilitation Services Section

	Is your facility an approved rehabilitation facility? If “no”, attach a transfer agreement to an approved rehabilitation facility.

	Reference:
	Exhibit I F.1

	Enter Response Here ►
	YES ►
	|_|
	NO ►
	|_|



	*Reference:
	Sample transfer documents may be found at: Trauma Program Toolkit



	
Performance Improvement
Section-6

	6-1

	Describe the trauma Performance Improvement and Patient Safety Plan (PIPS).

	Reference:
	Exhibit I G.1 and Trauma Program Toolkit

	Type Response Here ►      



	6-2

	Describe how PIPS issues are identified, tracked, documented and discussed.

	Reference:
	Exhibit I G.1

	Type Response Here ►      



	6-3

	Describe the staffing and administrative support for PIPS.

	Reference:
	Exhibit I G.1

	Type Response Here ►      



	6-4

	Who is responsible for closing the loop on system and peer review issues?

	Reference:
	Exhibit I G.1

	Type Response Here ►      



	6-5

	List two examples of closing the loop on system issues during the reporting year. 

	Reference:
	Exhibit I G.1

	Type Response Here ►      



	6-6

	How is the trauma PIPS integrated with the overall facility PIPS?

	Type Response Here ►      



	6-7

	Are nursing issues reviewed in the trauma PIPS process?

	Reference:
	Exhibit I G.1

	Enter Response Here ►
	YES ►
	|_|
	NO ►
	|_|

	If “no”, describe how nursing units ensure standards and protocols are followed. 
Type Response Here ►      



	6-8

	Provide a copy of the emergency department trauma flow sheet.

	Reference:
	Sample documents may be found at: http://azdhs.gov/bems/trauma/toolkit.htm

	Type Response Here ►      



	Morbidity and Mortality Review Section

	   6-9

	Describe your facilities morbidity and mortality review process.

	Reference:
	Exhibit I G.4

	Type Response Here ►      



	Review of Times and Reasons for Transfer of Injured Patients Section

	6-10

	Describe how your facility tracks the times and reasons for transferring injured patients and what part this information plays in PIPS.

	Type Response Here ►      



	6-11

	If the emergency physician covers in-house emergencies, does PIPS demonstrate the efficacy of this practice?

	Enter Response Here ►
	YES ►
	|_|
	NO ►
	|_|

	If “yes”, please describe results. Type Response Here ►      



	6-12

	Does the radiology department participate in trauma PIPS, protocol development or trend analysis related to diagnostic imaging?

	Enter Response Here ►
	YES ►
	|_|
	NO ►
	|_|

	If “yes”, please describe. Type Response Here ►      



	6-13

	Does PIPS include aspects that cover radiology reading, evaluation and follow up?

	Enter Response Here ►
	YES ►
	|_|
	NO ►
	|_|

	If “yes”, please describe. Type Response Here ►      



	6-14

	If CT technologist responds from outside the hospital, does PIPS document the response times?

	Enter Response Here ►
	YES ►
	|_|
	NO ►
	|_|

	If “yes”, please briefly describe. Type Response Here ►      



	6-15

	If laboratory personnel respond from outside the hospital, does PIPS document the response times?

	Enter Response Here ►
	YES ►
	|_|
	NO ►
	|_|

	If “yes”, please briefly describe. Type Response Here ►      



	Additional Requirements for Trauma Centers Represented as Caring for Pediatric Trauma Patients  Section

	  6-16

	Describe the pediatric-specific performance improvement program in place.

	
Note
	A trauma center that represents in advertising, the care of pediatric trauma patients, must comply with Arizona Administrative Code R9-25-1304 Exhibit I (K) (1) through (6) in addition to the requirements in (A) through (J).

	Reference:
	Exhibit I K

	Type Response Here ►      



	Prevention / Registry
Section 7

	Prevention

	7-1

	Provide evidence of collaboration with an existing prevention program organized at the national, regional, state, or local community level.

	Reference:
	Exhibit I I.2

	Type Response Here ►      



	Registry

	7-2

	Attach evidence of an in-house trauma registry and participation in a state, local or regional registry.

	Reference:
	Exhibit I G.2 and Arizona State Trauma Registry

	Type Response Here ►      



	   7-3

	Which data set is your facility using?

	Trauma One full data set
	[bookmark: Check7]|_|
	Reduced data set
	|_|



	Clinician Certification and Education Section 
Tab 8

	Emergency Department Physicians

	  8-1

	List ED physicians participating in the care of trauma patients in the table provide below. The list should include board certifications, if any, and be accompanied by copies of current or expired ATLS course certifications.

	Reference:
	Exhibit I D.2.c12

	Name
	Board Certification
	ATLS Certification - Expiration Date

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     



	Nursing Staff Demographics Section

	8-2

	Using whole numbers, please provide the average number of years for your Nursing Staff

	Type Response Here ►      



	8-3

	Using whole numbers, please provide the annual rate of turnover for your Nursing Staff

	Type Response Here ►      



	8-4

	Using the table provide below please indicate if any of the additional certifications are required for the ED nursing staff and what percentage has each indicated certification.

	Certification Type
	Required
	% of staff certified

	TNCC
	|_|
	     

	PALS
	|_|
	     

	ACLS
	|_|
	     

	Audit ATLS
	|_|
	     

	CEN
	|_|
	     

	ATCN
	|_|
	     

	Describe Other:      
	|_|
	     



	8-5

	Is the ED staffed with mid-level providers?

	Enter Response Here ►
	YES ►
	|_|
	NO ►
	|_|

	If “yes””, provide the number of med-level providers that have had trauma-specific education/training.
Type Response Here ►      



	8-6

	Are emergency department physicians present in the emergency department at all times?

	Enter Response Here ►
	YES ►
	|_|
	NO ►
	|_|

	If “no”, please explain.  Type Response Here ►      



	8-7

	Does the facility provide anesthesia services?

	Enter Response Here ►
	YES ►
	|_|
	NO ►
	|_|

	If “no”, please explain.  Type Response Here ►      



	8-8

	 If “yes”, how many anesthesiologists are there on staff? 

	Type Response Here ►      



	8-9

	How many anesthesiologists are on backup call during off-hours?

	Type Response Here ►      



	Education and Staff Development Section

	8-10

	Describe any training and provide any trauma-specific education documentation for mid-level providers.

	Type Response Here ►      



	8-11

	Describe any trauma-related continuing education for nurses working in the ED.

	Type Response Here ►      



	8-12

	Briefly describe continuing trauma-related education for the nurses working in ICU.

	Type Response Here ►      



	Pre-hospital
Section 9

	9-1

	Describe the air transport services available in the area including the type and location

	Type Response Here ►      



	   9-2

	Primary Air Transportation Contact 

	Name
	     

	Address
	     

	City
	     
	State
	     
	Zip
	     

	Direct Telephone Number
	     
	E-mail Address
	     



	   9-3

	Secondary Air Transportation Contact

	Name
	     

	Address
	     

	City
	     
	State
	     
	Zip
	     

	Direct Telephone Number
	     
	E-mail Address
	     



	9-4

	Primary Ground Transportation Contact

	Name
	     

	Address
	     

	City
	     
	State
	     
	Zip
	     

	Direct Telephone Number
	     
	E-mail Address
	     



	    9-5

	Secondary Ground Transportation Contact

	Name
	     

	Address
	     

	City
	     
	State
	     
	Zip
	     

	Direct Telephone Number
	     
	E-mail Address
	     



	9-6

	Does the facility serve as a base station for EMS operations?

	Enter Response Here ►
	YES ►
	[bookmark: Check3]|_|
	NO ►
	[bookmark: Check4]|_|



	9-7

	Does the facility provide medical control?

	Enter Response Here ►
	YES ►
	|_|
	NO ►
	|_|

	If “Yes” Provide the contact information for the Pre-hospital Medical Director.

	Name
	     

	Address
	     

	City
	     
	State
	     
	Zip
	     

	Direct Telephone Number
	     
	E-mail Address
	     

	If “yes”, list pre-hospital agencies and number of providers based. 
 Type Response Here ►      



	9-8

	If “No” Provide the contact information for your service area EMS agency Base Hospital

	Base Hospital Contact Information

	Name
	     

	Address
	     

	City
	     
	State
	     
	Zip
	     

	Direct Telephone Number
	     
	E-mail Address
	     



	9-9

	Is the facility involved in pre-hospital training?

	Enter Response Here ►
	YES ►
	|_|
	NO ►
	|_|

	If “yes”, briefly describe. Type Response Here ►      



	9-10

	Does the facility participate in pre-hospital protocol development and PIPS?

	Enter Response Here ►
	YES ►
	|_|
	NO ►
	|_|

	If “yes”, briefly describe. Type Response Here ►      



	Communication with EMS Vehicles Section

	9-11

	The type and location(s) of the equipment within the emergency department

	Reference:
	Exhibit I E.b

	Type Response Here ►      



	
Renewal Application
Tab 10

	If initial application, skip this section

	10-1

	Please provide the date of last site visit.

	Type Response Here ►      



	10-2

	Please list any deficiencies cited at the last review and the corrective action(s).

	Deficiencies
	Corrective Action Taken

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     



	10-3

	Please list any weaknesses found at last review and any action how they were addressed. 

	Weaknesses
	Action taken 

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     



	10-4

	Describe any program changes (administrative or staffing) that have occurred since the last review.

	Type Response Here ►      



	10-5

	Does trauma program staff participate in the state and/or regional trauma system planning, development, or operation?

	Enter Response Here ►
	YES ►
	|_|
	NO ►
	|_|

	If “yes” briefly describe.  Type Response Here ►      
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