MHA Care Counts Registration Form

Please complete the following questions so that your hospital/unit

can be added into the MHA Care Counts webtool.
PROJECT INFORMATION

Please indicate which On the CUSP project your hospital is registering for.

 FORMCHECKBOX 
 CLA-BSI
   FORMCHECKBOX 
 CAUTI
HOSPITAL INFORMATION
	1. Is your hospital part of an integrated health system?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
No
a. If Yes, what is the name of the integrated health system?      
2. Hospital Name:      
Address:           City:      
State:      
Zip:      
3. Hospital Bed Size:       AHA ID Number:      


CLINICAL AREA INFORMATION
Please provide the requested information separately for EACH participating clinical area.  We will set up 1 user & 1 survey coordinator for each participating unit.  The assigned user will have authorization to view all information for that clinical area.  Additional users may be entered at the end of this form.
Only one survey coordinator per unit.  However, a survey coordinator may be assigned to more than one unit.  The assigned survey coordinator will receive correspondence for the AHRQ Hospital Survey on Patient Safety for that clinical area.
	Clinical Area Number 1

4. Unit Name:      
5. Is this unit an ICU?  FORMCHECKBOX 
Yes
    FORMCHECKBOX 
No
a. If Yes, please select the ICU Type (check one):
 FORMCHECKBOX 
Burn    FORMCHECKBOX 
Coronary    FORMCHECKBOX 
 Medical   FORMCHECKBOX 
Medical/Surgical All Others
 FORMCHECKBOX 
Medical/Surgical Major Teaching   FORMCHECKBOX 
 Neonatal  FORMCHECKBOX 
Neurologic    FORMCHECKBOX 
Neurosurgical
 FORMCHECKBOX 
Pediatric Medical    FORMCHECKBOX 
Pediatric Medical/Surgical    FORMCHECKBOX 
Surgical
 FORMCHECKBOX 
Surgical Cardiothoracic    FORMCHECKBOX 
Trauma
b. If No, please select a Unit Type (check one):
 FORMCHECKBOX 
Emergency Department
    FORMCHECKBOX 
ICU    FORMCHECKBOX 
Med-Surg    FORMCHECKBOX 
Medicine (Non-Surgical)
 FORMCHECKBOX 
Neuro/Neuro Surgery    FORMCHECKBOX 
Obstetrics    FORMCHECKBOX 
Orthopedics    FORMCHECKBOX 
PACU    FORMCHECKBOX 
Pediatrics
 FORMCHECKBOX 
Pre-Op    FORMCHECKBOX 
Psychiatry/Mental Health    FORMCHECKBOX 
Rehabilitation    FORMCHECKBOX 
Surgery    FORMCHECKBOX 
Telemetry
 FORMCHECKBOX 
Other
6. If this unit is participating in the CLABSI Project, does this unit follow NHSN Definitions for CLABSI’s and Device Days?        FORMCHECKBOX 
Yes         FORMCHECKBOX 
No

7. If this unit is participating in the CAUTI Project, does this unit follow NHSN Definitions for CAUTI’s and Device Days?          FORMCHECKBOX 
Yes
       FORMCHECKBOX 
No

8. Average Staffed Beds:         Total Bed Count:      
9. If your State Hospital Association is importing data from NHSN, please complete the following:

NHSN Org ID:         NHSN Location:      
Survey Coordinator & User Information

User Name (first, last):        User E-mail (required):      
Coordinator Name (first, last):        Coordinator E-mail (required):      


	Clinical Area Number 2

10. Unit Name:      
11. Is this unit an ICU?  FORMCHECKBOX 
Yes
    FORMCHECKBOX 
No
a. If Yes, please select the ICU Type (check one):
 FORMCHECKBOX 
Burn    FORMCHECKBOX 
Coronary    FORMCHECKBOX 
 Medical   FORMCHECKBOX 
Medical/Surgical All Others
 FORMCHECKBOX 
Medical/Surgical Major Teaching   FORMCHECKBOX 
 Neonatal  FORMCHECKBOX 
Neurologic    FORMCHECKBOX 
Neurosurgical
 FORMCHECKBOX 
Pediatric Medical    FORMCHECKBOX 
Pediatric Medical/Surgical    FORMCHECKBOX 
Surgical
 FORMCHECKBOX 
Surgical Cardiothoracic    FORMCHECKBOX 
Trauma
b. If No, please select a Unit Type (check one):
 FORMCHECKBOX 
Emergency Department
    FORMCHECKBOX 
ICU    FORMCHECKBOX 
Med-Surg    FORMCHECKBOX 
Medicine (Non-Surgical)
 FORMCHECKBOX 
Neuro/Neuro Surgery    FORMCHECKBOX 
Obstetrics    FORMCHECKBOX 
Orthopedics    FORMCHECKBOX 
PACU    FORMCHECKBOX 
Pediatrics
 FORMCHECKBOX 
Pre-Op    FORMCHECKBOX 
Psychiatry/Mental Health    FORMCHECKBOX 
Rehabilitation    FORMCHECKBOX 
Surgery    FORMCHECKBOX 
Telemetry
 FORMCHECKBOX 
Other
12. If this unit is participating in the CLABSI Project, does this unit follow NHSN Definitions for CLABSI’s and Device Days?        FORMCHECKBOX 
Yes         FORMCHECKBOX 
No

13. If this unit is participating in the CAUTI Project, does this unit follow NHSN Definitions for CAUTI’s and Device Days?          FORMCHECKBOX 
Yes
       FORMCHECKBOX 
No

14. Average Staffed Beds:         Total Bed Count:      
15. If your State Hospital Association is importing data from NHSN, please complete the following:

NHSN Org ID:         NHSN Location:      
Survey Coordinator & User Information

User Name (first, last):        User E-mail (required):      
Coordinator Name (first, last):        Coordinator E-mail (required):      


	Clinical Area Number 3

16. Unit Name:      
17. Is this unit an ICU?  FORMCHECKBOX 
Yes
    FORMCHECKBOX 
No
a. If Yes, please select the ICU Type (check one):
 FORMCHECKBOX 
Burn    FORMCHECKBOX 
Coronary    FORMCHECKBOX 
 Medical   FORMCHECKBOX 
Medical/Surgical All Others
 FORMCHECKBOX 
Medical/Surgical Major Teaching   FORMCHECKBOX 
 Neonatal  FORMCHECKBOX 
Neurologic    FORMCHECKBOX 
Neurosurgical
 FORMCHECKBOX 
Pediatric Medical    FORMCHECKBOX 
Pediatric Medical/Surgical    FORMCHECKBOX 
Surgical
 FORMCHECKBOX 
Surgical Cardiothoracic    FORMCHECKBOX 
Trauma
b. If No, please select a Unit Type (check one):
 FORMCHECKBOX 
Emergency Department
    FORMCHECKBOX 
ICU    FORMCHECKBOX 
Med-Surg    FORMCHECKBOX 
Medicine (Non-Surgical)
 FORMCHECKBOX 
Neuro/Neuro Surgery    FORMCHECKBOX 
Obstetrics    FORMCHECKBOX 
Orthopedics    FORMCHECKBOX 
PACU    FORMCHECKBOX 
Pediatrics
 FORMCHECKBOX 
Pre-Op    FORMCHECKBOX 
Psychiatry/Mental Health    FORMCHECKBOX 
Rehabilitation    FORMCHECKBOX 
Surgery    FORMCHECKBOX 
Telemetry
 FORMCHECKBOX 
Other
18. If this unit is participating in the CLABSI Project, does this unit follow NHSN Definitions for CLABSI’s and Device Days?        FORMCHECKBOX 
Yes         FORMCHECKBOX 
No

19. If this unit is participating in the CAUTI Project, does this unit follow NHSN Definitions for CAUTI’s and Device Days?          FORMCHECKBOX 
Yes
       FORMCHECKBOX 
No

20. Average Staffed Beds:         Total Bed Count:      
21. If your State Hospital Association is importing data from NHSN, please complete the following:

NHSN Org ID:         NHSN Location:      
Survey Coordinator & User Information

User Name (first, last):        User E-mail (required):      
Coordinator Name (first, last):        Coordinator E-mail (required):      


	Clinical Area Number 4

22. Unit Name:      
23. Is this unit an ICU?  FORMCHECKBOX 
Yes
    FORMCHECKBOX 
No
a. If Yes, please select the ICU Type (check one):
 FORMCHECKBOX 
Burn    FORMCHECKBOX 
Coronary    FORMCHECKBOX 
 Medical   FORMCHECKBOX 
Medical/Surgical All Others
 FORMCHECKBOX 
Medical/Surgical Major Teaching   FORMCHECKBOX 
 Neonatal  FORMCHECKBOX 
Neurologic    FORMCHECKBOX 
Neurosurgical
 FORMCHECKBOX 
Pediatric Medical    FORMCHECKBOX 
Pediatric Medical/Surgical    FORMCHECKBOX 
Surgical
 FORMCHECKBOX 
Surgical Cardiothoracic    FORMCHECKBOX 
Trauma
b. If No, please select a Unit Type (check one):
 FORMCHECKBOX 
Emergency Department
    FORMCHECKBOX 
ICU    FORMCHECKBOX 
Med-Surg    FORMCHECKBOX 
Medicine (Non-Surgical)
 FORMCHECKBOX 
Neuro/Neuro Surgery    FORMCHECKBOX 
Obstetrics    FORMCHECKBOX 
Orthopedics    FORMCHECKBOX 
PACU    FORMCHECKBOX 
Pediatrics
 FORMCHECKBOX 
Pre-Op    FORMCHECKBOX 
Psychiatry/Mental Health    FORMCHECKBOX 
Rehabilitation    FORMCHECKBOX 
Surgery    FORMCHECKBOX 
Telemetry
 FORMCHECKBOX 
Other
24. If this unit is participating in the CLABSI Project, does this unit follow NHSN Definitions for CLABSI’s and Device Days?        FORMCHECKBOX 
Yes         FORMCHECKBOX 
No

25. If this unit is participating in the CAUTI Project, does this unit follow NHSN Definitions for CAUTI’s and Device Days?          FORMCHECKBOX 
Yes
       FORMCHECKBOX 
No

26. Average Staffed Beds:         Total Bed Count:      
27. If your State Hospital Association is importing data from NHSN, please complete the following:

NHSN Org ID:         NHSN Location:      
Survey Coordinator & User Information

User Name (first, last):        User E-mail (required):      
Coordinator Name (first, last):        Coordinator E-mail (required):      


ADDITIONAL USER INFORMATION

For additional users, please list the unit(s) you would like the following user(s) to have access to.
	Unit Name(s)                      User Name (first, last)                    User E-mail Address (required)

                                                                                              
                                                                                              
                                                                                              
                                                                                              
                                                                                              


