Kentucky Trauma Care System
Hospital Application for
Kentucky Trauma Center Designation

[ ] Designation 
[ ] Re-Designation

as a
Level [ ]-I  [ ]-II  [ ]-III Trauma Center

[ ]-Adult  [ ]-Pediatric
___________________________________________
Name of Facility

____________________________________________
City
____________________________________________
County
__________________________________
Application date

----------------------------------------------------------------------------------------------------------------------

Kentucky Cabinet for Health and Family Services
Commissioner, Department for Public Health
ATTN: Kentucky Trauma Advisory Committee

Questions:
Commissioner’s Office




275 E. Main Street, Mail Stop HS1GWA
         or
Frankfort, KY  40621
(502) 564-3970


Richard Bartlett (rbartlett@kyha.com)
Emergency Preparedness/Trauma Coordinator
KY Hospital Association 
(502) 426-6220

Instructions

The complete application package consists of: 
1. Application, completed and signed
2. A copy of the verification letter or certificate issued by the American College of Surgeons Committee on Trauma (ACS COT)
3. An official hospital check to cover the Designation or Re-Designation Application fee required by 902 KAR 28:060 whichever applies
The Kentucky Trauma Hospital Reference Manual, available on the Kentucky Trauma Care System section of the Kentucky Hospital Association website at http://www.kyha.com, is listed as a reference if needed.

Contact the Trauma Coordinator at KHA listed on the title page of this document for assistance or if you have questions while completing this application.

When you have completed the application:

1. Make a copy of the application and attachments for your records;
2. Be sure to enclose a check to cover the Designation or Re-Designation Application fee required by 902 KAR 28:060 whichever applies; and
3. Mail the application package to

Kentucky Cabinet for Health and Family Services
Commissioner, Department for Public Health
ATTN: Kentucky Trauma Advisory Committee
275 E. Main Street  HS1GWA
Frankfort, KY  40621
Upon receipt of your application package, it will be reviewed for completeness by the Kentucky Trauma Advisory Committee (KyTAC) which will then forward their recommendation to the Commissioner of the Department for Public Health for final approval and designation.  

If the KyTAC determines that deficiencies prohibiting designation exist in your facility, you will be contacted in writing and provided with a detailed description of how to remedy the deficiencies along with a time line to do so.  

KENTUCKY TRAUMA CARE SYSTEM

LEVEL [ ]-I  [ ]-II  [ ]-III  [ ]Adult  [ ]Pediatric Trauma Center
Demographic and facility contact information

Facility's Name:  ________________________________________________________

Facility's Physical Address:  _______________________________________________

County:  _____________________ City: ________________________  Zip: ________
Facility's Mailing Address (if different) :_______________________________________

City: ________________________  Zip: ________
*Facility's main switchboard number:  ________________________________________
Hospital Preparedness Program planning region:  __________________

*24 hour switchboard number:  _____________________________________________

*24-hour monitored fax number:  ______________________________

This fax is located at:  [  ]ED   [  ]Switchboard  [  ]Admin  [  ]Lab  [  ]Other:____________

*24 hour direct ED number: ________________________________________________

*24 hour direct ED FAX number (if not shown above): ___________________________

* Are any of these numbers on the FCC's Telephone Service Priority (TSP) list for priority restoration??__________________________________________________________________
(The following information is useful for directing helicopter and out-of-town resources to your location, especially if normal reference markers/signs are destroyed by disaster.)

Facility's latitude and longitude: ___________________ N   __________________ W

(If there is a helipad or landing zone outside the ED, use the lat/long for center of LZ.)
(Facility lat/long info is also displayed on FCC license for hospital ED radio equipment.)
(If you cannot get this information, leave it blank.)

The facility is using this trauma software: __________________________________________

The facility [  ] has or [  ] has not been submitting data to the Kentucky Trauma Registry.

Date of last submission: _______________________________

The facility [  ] has or [  ] has not been submitting data to NTDB.

Date of last submission: _______________________________

Name of the facility's Trauma Registrar: ___________________________________________

Phone number of the facility's Trauma Registrar: ____________________________________
Email for the facility's Trauma Registrar: ___________________________________________

KEY Personnel contact information
Name of Chief Executive Officer: _____________________________________________
Title: ___________________________________________________________________
Contact Number for Chief Executive Officer: ____________________________________
Name of President of the Medical Staff: ________________________________________
Address (if not at the hospital):_______________________________________________
Contact Number for President of the Medical Staff : ______________________________

E-Mail for the President of the Medical Staff: ____________________________________
Name of Trauma Coordinator: ________________________________________________
Title of the Trauma Coordinator: ______________________________________________
Contact Number for the Trauma Coordinator: ____________________________________
After-Hours Contact Number of the Trauma Coordinator: ___________________________

E-Mail of the Trauma Coordinator: _____________________________________________
Name of the Trauma Services Medical Director: ___________________________________

Title of the Trauma Services Medical Director: ____________________________________
Contact Number for the Trauma Services Medical Director: __________________________
After-Hours Contact Number of the Trauma Services Medical Director: _________________

E-Mail of the Trauma Services Medical Director: ___________________________________
Name of Emergency Department Manager: ______________________________________

Title of ED Contact: _________________________________________________________
Contact Number for ED Manager: ______________________________________________
After-Hours Contact Number for ED Manager: ____________________________________

E-Mail for the ED Manager: ___________________________________________________
Name of your lead 911 EMS Agency: ___________________________________________

EMS Agency Contact person: _________________________________________________

Title of EMS Contact: ________________________________________________________
Contact Number for EMS Contact: _____________________________________________

EMS Dispatch number: _______________________________________________________
E-Mail for the EMS Contact: ___________________________________________________
Name of your lead air medical transport provider: _________________________________
Air medical contact person: __________________________________________________
Title of air medical contact person:  ____________________________________________
Contact Number for air medical contact person:  __________________________________
E-Mail for the air medical contact: ______________________________________________
Air medical dispatch number: _________________________________________________
Location of air medical base: __________________________________________________

Response time from air medical base to facility: ___________________________________
Name of facility Emergency Preparedness Coordinator:  _____________________________
Title for facility Emergency Preparedness Coordinator: ______________________________
Contact Number for facility Emergency Preparedness Coordinator: _____________________
After-Hours Phone for facility Emergency Preparedness Coordinator: ___________________

E-Mail for facility Emergency Preparedness Coordinator:  ____________________________
Signature Page

I hereby make application on behalf of this hospital for verification and designation as a Level I, II or III trauma hospital by the Commonwealth of Kentucky. 

I certify that:

· I have read and understand all of the ASC COT verification criteria requirements for a Kentucky Level I, II or III Trauma Center, referenced in 902 KAR 28:020, Section 6, and this hospital meets or exceeds the criteria as set forth therein. 

· The hospital will continue to maintain all criteria required of a Level I, II or III trauma center. 

· I will immediately notify the Kentucky Trauma Advisory Committee, other regional hospitals and EMS service providers if this hospital is unable to meet the required criteria at any time during the designation period.

· All information provided in or with this application is truthful and accurate to the best of my knowledge.

· All responses to the questions are full and complete, omitting no material information.

· I understand that all data submitted in or with this application may be subject to an Open Records request.

· I will allow representatives of the Kentucky Department for Public Health to perform on-site reviews of the hospital to verify compliance with designation standards.

· Pursuant to the articles of incorporation, bylaws, or resolution of the Board of Directors, I am authorized to submit this application on behalf of the hospital and bind it.

_____________________________________________________

CEO Signature





Date

_____________________________________________________

Typed name:  
_____________________________________________________

Trauma Services Medical Director Signature


Date

_____________________________________________________

Typed name:  
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