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This information will be used in our database (SIMS) to generate mailing labels, for publication in the Facility Directory and listed on the
Dialysis Compare website. Please make this information is as accurate and complete as possible.

FACILITY TYPE: Dialysis Transplant

PROVIDER NUMBER:

FACILITY NAME as you want it to appear on reports and mailing labels- MUST BE UNIQUE:

MAILING ADDRESS:

Address

City State ZIP

County

PHYSICAL ADDRESS (If different):

Address

City State ZIP

County

EMAIL:

PARENT COMPANY OR REGIONAL ADMINISTRATIVE OFFICE (write "N/A" if no corporate affiliation):

PROVIDER TYPE (Select one): Medicare VA Other (Specify):

PROFIT STATUS: Profit Non-profit

LOCATION TYPE (Select one): Hospital-based Free Standing Satellite Unit

DATE OPEN (First Dialysis Treatment): Not yet open

DATE CERTIFIED (From HCFA/Medicare letter): Certification Pending
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PHONE: ( ) - FAX: ( ) -

NUMBER OF DIALYSIS STATIONS:

SERVICES PROVIDED (check all that apply): Description

Accepts Pediatrics Accepts pediatric patients

Accepts Transients Accepts transient patients

CAPD

CCPD

Frequent Dialysis at Home More than 4 times per week at home

Frequent Dialysis In-Center More than 4 times per week in-center

Home Hemodialysis Home Hemodialysis

Home IPD Home Intermittent Peritoneal Dialysis

In-Center Hemodialysis Hemodialysis

In-Center Peritoneal Dialysis

Isolation Stations Facility has isolation stations available for patients

Nocturnal Hemodialysis Offers Nocturnal Hemodialysis - includes in-unit and home

Practices Dialyzer Reuse Practices Reuse

Self-Care Training

Shift start after 5 pm

Transplant Transplant
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SHIFT INFORMATION:

Number of M-W-F Patient Shifts

MWF Open Time (24hr format)

MWF Close Time (24hr format)

Number of T-Th-S Patient Shifts

TThS Open Time (24hr format)

TThS Close Time (24hr format)

PERSONNEL INFORMATION

MEDICAL DIRECTOR (Name, Credentials, e.g. MD): UPIN #:
Email: 
Address, if different from Dialysis Unit:

FACILITY ADMINISTRATOR:
Email:

Address if different from Dialysis Unit :

HEAD NURSE/ CLINICAL MANAGER (Name, Credentials (e.g. RN):
Email:

SOCIAL WORKER (name, credentials, e.g. MSW):
Email:
Address if different from Dialysis Unit :

DIETITIAN (name, credentials):
Email:
Address if different from Dialysis Unit :

FISTULA FIRST CONTACT (name, credentials):
Email: 

DATA CONTACT (completes monthly Patient Activity Reports (PARs):

Email:
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SECURITY ADMINISTRATOR (Required ) - (Completes CROWNWeb Access forms for facility personnel):
Email :

CMS requires  facilities to list two disaster contacts and two methods of contacting each person (other than at the facility) in case of disaster.
This information will remain confidential and will only be used in case of an emergency.

FACILITY DISASTER COORDINATOR:

NAME:

HOME PHONE: ( ) -

Cell/Other Phone: ( ) -

ALTERNATE FACILITY DISASTER COORDINATOR:

NAME:

HOME PHONE: ( ) -

Cell/Other Phone: ( ) -

NEPHROLOGISTS WITH ADMITTING PRIVILEGES IN YOUR FACILITY (Name and UPIN):

FACILITY TO  WHICH PATIENTS ARE REFERRED FOR HOME TRAINING (Name and Provider Number):

FACILITY TO  WHICH PATIENTS ARE REFERRED FOR TRANSPLANT (Name and Provider Number):

PRINT NAME AND PHONE NUMBER OF PERSON FILLING OUT THIS FORM:

( )

Date:
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