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Participant Application

Please complete

and return to the contact 

listed below by

Friday, October 30, 2009


Organization Information

Name: _________________________________________________________________________________________________
Address ______________________________________________________________________________________________
__________________________________________________________County______________________________________
Telephone number___________________________________ Fax Number________________________________
Organization Characteristics:

Is your agency part of a multi-facility organization? (  Yes    ( No

If yes, which organization?_________________________________________________________________________
Number of beds or average daily census______________________
Does your organization use computerized point of care documentation?  ( Yes  ( No

What is the name of the person responsible for wound care/pressure ulcer care? ___________________________________ Is this person WOCN or CWS certified? ( Yes ( No

Please provide your current Pressure Ulcer rate:___________________

How often do you measure your pressure ulcer rate? ( Weekly  ( Monthly ( Quarterly

Does your organization use:  (mark all that apply)

( risk assessment     ( daily or per visit skin assessment          (wound protocols 
( pressure relieving devices        ( Other ______________________________

Please provide a brief summary of why your organization is interested in participating in this collaborative:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What do you hope to gain by participating in this collaborative? _____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Primary Contact Information

Full Name ____________________________________________________________________________________________
Title: __________________________________________________________________________________________________
E-mail Address: _____________________________________________________________________________________
Telephone Number: _______________________________  Fax Number;_________________________________
Secondary Contact Information

Full Name ____________________________________________________________________________________________
Title: __________________________________________________________________________________________________
E-mail Address: ______________________________________________________________________________________
Telephone Number: ______________________________  Fax Number: __________________________________

Please return by October 30, 2009 to: 


Hospital:



     Long Term Care
          

Home Health
Pat Noga 



    Margaret Leoni
          

Helen Seigel

Massachusetts Hospital Association 
    Mass Senior Care Association
Home Care Alliance

PNoga@mhalink.org


    mleoni@maseniorcare.org                   hsiegel@hcalliancema.org
Phone: 781-262-6045


   Phone: 617-558-0202 x 228

Phone:  617-482-8830

Fax: 781-272-0605


    Fax: 617-558-3546            

Fax: 617-426-0509
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