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Checklist for Hospital Trauma Center Designation
  
	Application Date:      
	Opening Date:      

	Administrator:      
	Designated Contact Person:      

	Hospital Name:      

	Hospital Address:      

	Hospital Phone:      
	Hospital Fax:      

	Trauma Level Applying For:      


	Criteria (Each of these must be attached in order for your application to be processed):
	Yes
	No
	Describe

	Letter of Intent (on hospital letterhead to fully describe the intent of the hospital in regards to becoming a licensed trauma center, effective or anticipated opening date, etc.)
	 FORMCHECKBOX 

	
	

	License Application 
	 FORMCHECKBOX 

	
	

	Check for $200.00:
	 FORMCHECKBOX 

	
	

	Plan Review Approval Letter 
	 FORMCHECKBOX 

	
	

	Small (letter size) copy of the floor plans for each floor being occupied with dimensions and identification of service areas (i.e. nurse’s station, ED room numbers, etc.)
	 FORMCHECKBOX 

	
	

	Office of State Fire Marshal Plan Review Approval
	 FORMCHECKBOX 

	
	

	Office of State Fire Marshall Inspection Approval (must indicate on the form the areas specified such as Trauma Center):
	 FORMCHECKBOX 

	
	

	Office of Public Health Inspection Approval (must indicate on the form the areas specified such as Trauma Center):
	 FORMCHECKBOX 

	
	

	Lease Agreement (if applicable) 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Letter From Lessor if applicable 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Attestation Letter
	 FORMCHECKBOX 

	
	

	HSS-HO-35 Trauma Center Application
	 FORMCHECKBOX 

	
	

	Copy of the notification of Trauma Center verification by the American College of Surgeons, Committee on Trauma. 
	 FORMCHECKBOX 

	
	

	
	
	
	

	For DHH Use Only
	Date
	Yes
	No
	Comments

	Incomplete Packet Sent Back To Facility:
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	AS400/Logs Updated & Activity Online Info Entered
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Routed for licensing survey, Licensing Survey Completed & Approved
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	AS400/Logs Updated & License Printed & Mailed
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Receipt of Fiscal Intermediary Approval of 855A
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Accreditation & Deeming Status, Access To Care
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Special COPs approval, Routing & Completion of Certification Survey
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	1539s distributed, scanned & attached
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Packet to CMS with 855A approval letter/forms, CMS 1539, CMS 1561, HSS-All-21, HSS-HO-21, Civil Rights Forms
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Completed by Program Manager
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 
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