CATRAC TSA-O Member Contact Information: Pre-Hospital

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

	[bookmark: Text2]Organization / Agency Name:      

	[bookmark: Text3]Service Type (Air Medical, EMS, FRO, FD):      
	[bookmark: Check6][bookmark: Check7]PAID   |_|  VOLUNTEER  |_|

	[bookmark: Text4]Physical Address:      

	[bookmark: Text5]Mailing Address:      

	[bookmark: Text6][bookmark: Text7][bookmark: Text8]Main Office phone: (     )      -     
	[bookmark: Text9][bookmark: Text10][bookmark: Text11]Fax: (     )      -     

	

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

	     
	     
	(     )      -     

	(Name)
	(Email)
	(Phone)

	Organization’s contact for routine information or business questions:

	[bookmark: Text12]     
	[bookmark: Text13]     
	[bookmark: Text14][bookmark: Text15][bookmark: Text16](     )      -     

	(Name)
	(Email)
	(Phone)

	DESIGNATED CATRAC Voting Member:

	[bookmark: Text17]     
	[bookmark: Text18]     
	(     )      -     

	(Name)
	(Email)
	(Phone)

	ALTERNATE CATRAC Voting Member:

	[bookmark: Text19]     
	[bookmark: Text20]     
	(     )      -     

	(Name)
	(Email)
	(Phone)

	Agency Director / Administrator:

	[bookmark: Text21]     
	     
	(     )      -     

	(Name)
	(Email)
	(Phone)

	Medical Director:

	     
	     
	(     )      -     

	(Name)
	(Email)
	(Phone)

	Performance/Quality Improvement  Coordinator (PI/QI):

	     
	     
	(     )      -     

	(Name)
	(Email)
	(Phone)

	Organization’s contact for Education opportunities:

	     
	     
	(     )      -     

	(Name)
	(Email)
	(Phone)







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)

	Regional Preparedness & Response

	     
	     
	(     )      -     

	(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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CaPITAL AREA TRAUMA REGIONAL ADVISORY COUNCIL




