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Application for
Trauma Hospital
Designation Site Reviewer 
version 2011.1




Office of Rural Health and Primary Care


Mailing Address			
P.O. Box 64882				
St. Paul, MN  55164-0882				
							
Courier Address
Golden Rule Building
85 East 7th Place, Suite 220
St. Paul, MN  55101

www.health.state.mn.us/traumasystem


Jo-Ann Champagne, Designation Coordinator
(651) 201-3886
jo-ann.champagne@state.mn.us

Minnesota’s statewide trauma program was launched in August, 2005 with the passage of MN§ 144.602-144.608. Accordingly, any hospital in Minnesota wishing to become a trauma hospital must determine their trauma care resources and apply for designation at the appropriate level. All hospitals are encouraged to apply for trauma center designation, but participation remains voluntary. 

Part of the process to become a trauma center involves a site visit where the MDH trauma program verifies that the minimum criteria required for designation are in place. For non-American College of Surgeons (ACS)-verified hospitals, this is accomplished by independent site reviewers who contract with the trauma program and examine their applicant’s documentation, verify the presence of required equipment and evaluate medical records. 

To qualify as a Trauma Program Site Reviewer, you must either:
Be a physician:
· With clinical experience in trauma/emergency care.
· If currently board-certified in emergency medicine or general surgery, have successfully completed ATLS or CALS; if board-certified in another specialty, be current in ATLS or have taken CALS within past four years.
· Attend an MDH-developed site reviewer orientation before participating in any reviews.
Be an RN:
· With clinical experience in trauma/emergency care.
· Have completed TNCC, CALS, ATCN, CATN, or trauma nursing equivalent that meets the training objectives as outlined in the statewide trauma system criteria.
· Attend an MDH-developed site reviewer orientation before participating in any reviews.

To apply to become a site reviewer, complete this application and return by either of these two methods:

Mail it to:
Jo-Ann Champagne
MDH/ORHPC
P.O. Box 64882
St. Paul, MN 55164-0882

Submit it electronically:
1. Save this application as a file on your computer.
2. Using Internet Explorer, visit the secure MDH File Upload Page: https://apps.health.state.mn.us/mdh_upload/
3. Complete the form.
1. Copy the cryptic word in the picture (this is an anti-spam tool).
2. Enter jo-ann.champagne@state.mn.us as the recipient.
3. In the “Comments” section enter “Reviewer Application.”
4. Enter your email address.
5. Click the “Browse” button and find the file that you saved in step #1.
6. Click “Continue.” The file will upload and your will receive an email confirmation.
4. You’re done!

Upon acceptance of your application a contract will be forwarded to you for your review and signature. 

As a site reviewer you will be a contracted employee of MDH. You will receive reimbursement for your travel expenses incurred in the performance of your duties as well as a 
professional fee.

Thank you for your interest in serving as a site review team member. If you have any further questions, please contact the designation coordinator.     






Application

The information below is requested so that we may communicate with you to coordinate site visit schedules and to process a contract for services. You are not required to provide this information. However, without it we will not be able to complete the contracting process with you or schedule you for a site visit. All information you provide which might identify yourself is legally classified as confidential data on individuals and can only be released to Department of Health employees who need it to process your complaint, Department representatives in the Attorney General’s Office, Staff of the Office of Administrative Hearings or the courts and anyone having a court order to obtain the information. Unless you are a witness or an order is issued by the Office of Administrative Hearings or the courts, all personal information you provide will remain confidential at the conclusion of this matter.

[bookmark: Text2][bookmark: _GoBack]Date:      

[bookmark: Text1][bookmark: Text17]Name:	     	Title: MD, RN, etc.				
[bookmark: Text3]Home Address:      
[bookmark: Text4]City, State, Zip:      
[bookmark: Text18]Social Security Number:      

[bookmark: Text19]Preferred Mailing Address (if different from above):      
[bookmark: Text20]City, State, Zip:      

[bookmark: Text5]Employing institution:      
[bookmark: Text6]Work phone:      
[bookmark: Text8]Pager:      
[bookmark: Text9]Cell phone:      
[bookmark: Text7]Email:      

[bookmark: Check1]|_|Check here if you would like scheduling to be accomplished through your contact person.
Contact person (if applicable):
[bookmark: Text10]Name:      
[bookmark: Text11]Phone:      
[bookmark: Text12]Email:      


[bookmark: Text13]Briefly describe your clinical experience with trauma/emergency care.      

Physicians: 
[bookmark: Check2][bookmark: Check3][bookmark: Text14]Are you currently board certified? |_|Yes    |_|No    Specialty:      
Please attach a copy of the card/certificate from your most recent ATLS or CALS course.

RNs: 
Please attach a copy of the card/certificate from your most recent TNCC, CALS, ATCN, CATN, or trauma nursing equivalent course that meets the training objectives as outlined in the statewide trauma system criteria.



The information contained herein is true and correct to the best of my knowledge.



Signature								Date
image1.wmf

image2.png
MINNESOTA STATEWIDE
TRAUMA SYSTEM





