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OHN PARTICIPANT INFORMATION FORM


Date:______________________
Account Name:  ____________________________________________________________

Street 1:

City/State/Zip:

Phone:

Web site:

Single Site:  _______   Multiple Sites (how many/where):  ____________________________________

___________________________________________________________________________________

Type of Facility: 
     Hospital

Mental Health Clinic

Federally Qualified Health Center

Community Health Center/Clinic

Tribal Clinic

Imaging/Radiology

Home Health Care Facility

Skilled Nursing Facility

Other

_____________________________________________________________________

Primary Contact:  

Primary       Technical Contact       Secondary Technical Contact       Billing       Legal


Business/Strategy         Telemedicine Coordinator      Chief Medical Officer      Other


RHCPP Primary

First Name______________       Last Name _________________
Job Title
Street 1/City/State/Zip
E-mail
Business Phone:  ____________________Mobile Phone:______________________

Secondary Contact Person:

Primary       Technical Contact       Secondary Technical Contact       Billing       Legal


Business/Strategy         Telemedicine Coordinator      Chief Medical Officer      Other


RHCPP Primary
First Name______________       Last Name _________________
Job Title

Street 1/City/State/Zip
E-mail

Business Phone:  ____________________Mobile Phone:______________________

What are your overall business goals for this year and the near future (check all that apply):  

Increase revenue

Decrease cost:_______________________________
Increase patient base:________________________________
Improve patient outcomes:_______________________________
Achieve meaningful use:______________________________________
Attract and retain medical staff:_________________________________________
Grow specialty areas/practices:_____________________________________________
Increase/improve access to continuing education:_____________________________
Coordination of Care (internal/external):_______________________________________________

Other:__________________________________________________________
Participant Health IT Needs and Challenges-12 HIT Best Practices (check as many that apply)

1.  Strategy and Vision:  Serve Triple Aim
a.  Improve patient outcomes

b.  Improve population health

c.    Reduce cost

2.  Collaboration:  Patient Coordination of Care:________
3.  Connectivity:  Network Quality/Access: ______________________________________________
4.  Implementation:  Telehealth/Telemedicine:
a.  Video Conferencing_________________________________________________
5.  Information:  Electronic Health Records/HIE:________________

6.  Support:  Administrative:_______________________________
7.  Measurement:

8.  Education: Continuing Education:____________________________________________

9.  Recruitment and retention:

10.Credentialing and privileging:

11.Reimbursement:

12.Policy:

______________________________________________________

Other:____________________________________________________________

____________________________________________________________

_______________________________________________________________

Identified Participation Benefits):  
1. Network Quality and Access:_______________________________

2. Network Access to OHN  Participants:_______________________________

3. Network Access to Specialty Physicians:_______________________________________

4. Access to OHN Products and Services:_______________________________________

a.  Video conferencing

b. Resource reporting

c. Convener – introduction to other participants

5. Keeping patients in the community

6. Economic and workforce and development

7. Expanded referral patterns

8. Inclusion in a coordinated care organization

9. Quality and monitored bandwidth to support HIT applications and services

Other:

___________________________________________________________________________

Do You Have aTelehealth Relationship With Any Current OHN Members/Who (list all telemedicine, Telehealth, Radiology/PACS/Image Transfer, Electronic Medical Records, Continued Medical Education (CME), Grand Rounds, Telestroke, Telecardiology, Telemedicine NICU/PICU, 

Telepsychiatry, Teledermitology, Labs, etc.):  
Telehealth Service 


Provider 



Recipient
_________________________

________________________

____________
_________________________

________________________

__________
Who would you like to have a telehealth relationship with and for what purpose(s):

Telehealth Service 


Provider 



Recipient
_________________________

________________________

____________

_________________________

________________________

__________

If your organization does not have a telehealth program, is there a plan to develop one and if so, do you need assistance to develop a program?  _____yes _____no
Electronic Medical Records (what solution are you using?):  ___________________________________

Any other programs that requires bandwidth or connection outside of facility:  __________________

____________________________________________________________________________________

NETWORK
Current Bandwidth –Ethernet (mbps):  ____________________   - Internet (mbps):  ________________

Bandwidth Need:  _____________________

Current Telco Vendor:  ___________________________  Member of NWAX?  ___________________

When does your current vendor contract expire?  ________________________ 
Does your organization need us to provide RFQ? __________________________ 

Redundant Connection: ______________________________________________________


       IT Support Structure (Internal or Contracted):  ____________________________________


       IT Support Density (minimal, average or high):  ___________________________________

Anticipated Participation Date with OHN:  _________________________

Network Diagram:
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