CATRAC Member Contact Information: Hospitals

Please type or print clearly
Information provided will only be shared with CATRAC staff and
CATRAC members for business and emergency purposes.

	[bookmark: Text22]Facility Name:      
	[bookmark: Text23]Administrator/CEO/COO:      

	[bookmark: Text24]Physical Address:      

	[bookmark: Text25]Mailing Address:      

	[bookmark: Text26]Main Office phone: (     ) 
	[bookmark: Text27]Fax: (     )

	

	Facility’s contact for CATRAC to use in emergency notifications of incidents or events:

	     
	     
	(     )      -     

	(Name)
	(Email)
	(Phone)

	Facility’s contact for routine information or business questions:

	     
	     
	(     )      -     

	(Name)
	(Email)
	(Phone)

	DESIGNATED CATRAC Voting Member:

	     
	     
	(     )      -     

	(Name)
	(Email)
	(Phone)

	ALTERNATE CATRAC Voting Member:

	     
	     
	(     )      -     

	(Name)
	(Email)
	(Phone)

	Regional Preparedness and Response Committee Representative:

	     
	     
	(     )      -     

	(Name)
	(Email)
	(Phone)

	Emergency Department Manager / Director:

	     
	     
	(     )      -     

	(Name)
	(Email)
	(Phone)

	Emergency Department Medical Director (physician):

	     
	     
	(     )      -     

	(Name)
	(Email)
	(Phone)

	Trauma Coordinator:

	     
	     
	(     )      -     

	(Name)
	(Email)
	(Phone)

	Infection Preventionist / Infection Control Nurse:

	     
	     
	(     )      -     

	(Name)
	(Email)
	(Phone)

	Facility’s contact for Education opportunities:

	     
	     
	(     )      -     

	(Name)
	(Email)
	(Phone)
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Please select a representative for at least one committee below. The CATRAC Bylaws, Article III, Section 3, Part A, Number 5 states: an organization in the CATRAC must select an individual from their organization to attend 75% of the committee meetings appropriate for the organization’s primary mission.

	Education

	     
	     
	(     )      -     

	(Name)
	(Email)
	(Phone)

	Pre-Hospital

	     
	     
	(     )      -     

	(Name)
	(Email)
	(Phone)

	Patient Care & Management

	     
	     
	(     )      -     

	(Name)
	(Email)
	(Phone)

	Performance Improvement - Trauma

	     
	     
	(     )      -     

	(Name)
	(Email)
	(Phone)

	Bylaws

	     
	     
	(     )      -     

	(Name)
	(Email)
	(Phone)

	Injury Prevention

	     
	     
	(     )      -     

	(Name)
	(Email)
	(Phone)

	Stroke

	     
	     
	(     )      -     

	(Name)
	(Email)
	(Phone)

	Membership Information Approved By:
	

	
	(Administrator’s Signature)
	(Date)




This form should be signed by an administrator and forwarded to Michelle Fillman at 512-926-2777 (fax) or email at apassistant@catrac.org. Digital copies of this form can be downloaded at www.catrac.org. 
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