Background Hospital Information

Hospital Identifier Information

1. Hospital Name__________________________________________________
2. Is the hospital part of a healthcare system or Integrated Delivery Network

    □  Yes > Go to 3

    □  No < Go to 4

3. Name of the healthcare system or integrated Delivery Network?

     (write name)










4. Is this hospital urban or rural?  □ Urban

□ Rural

5. Is this hospital a Critical Access Hospital?  □ Yes
□ No

6. What is the teaching status of the hospital?  

    □ Academic     □ Community w/ residents     □ Community w/o residents

7. Total number of hospital beds set up and staffed.  ___________
8. Total number of hospital admissions in most recent 12 months available. _______
9. Number of intensive care units (ICSs) in the hospital. ________
10. Types of units in the hospital. (check all that apply)

    □ Burn



           □ Surgical

    □ Coronary



□ Trauma

    □ Cardiothoracic


□ Respiratory

    □ Medical



□ Pediatric

    □ Medical/surgical


□ Neonatal

    □ Neurosurgical

Background Unit Information

Please respond by providing information relative to your individual unit only.  If more than one unit within a hospital or health system is participating in the project, a separate form should be completed for each unit.

1. Hospital Name










2. Unit Characteristics

    What type unit are you?

   □ Burn 





□ Neurosurgical

   □ Coronary



           □ Pediatric

   □ Cardiothoracic




□ Surgical

   □ Medical





□ Trauma

   □ Medical/surgical, major teaching

□ Respiratory

   □ Medical/surgical, all others

3. On average, number of staffed beds per day in your unit during past year      

     _________

4. What does your hospital use as the denominator for catheter line-related blood   stream infection rates (CLA-BSI)? (Your hospital’s infection control staff can answer this question)

  □ NHSN-defined catheter days

  □ Patient days

  □ Non-NHSN defined catheter days

  □ Does not collect

5. Contact Information

Name of Team Leader ____________________________________________

Mailing address for Team Leader (suitable for Federal Express deliver)

 _____________________________________________________

City, State, Zip  ________________________________________

Phone Number (including area code) ____________________________

Fax Number (including area code) __________________________________

E-mail address:________________________________________________

Name of Administrative Assistant and contact information (NA if not applicable)
