HOSPITAL INFORMATION

Name of Facility: ___________________________________ Designated:  Yes____ No____

                              Level _______
    Designation Expires __________________________

Address: ___________________________________________________________________

                 ___________________________________________________________________

Telephone: __________________  Fax: ______________ E-mail: _____________________

Administrator:
________________________________________________ Ext. _____
Director of Nurses: _________________________________________________ Ext. _____

Medical Director: __________________________________________________ Ext. _____

Critical Care Director: ______________________________________________ Ext._____

Trauma Nurse Coordinator: _________________________________________ Ext. _____

Total Beds:  ______

Number of each:

ER:

_____ 



Med/Surg: _____

ICU: 

_____



Pedi:          _____


OB:

_____

Communication:

Radio Frequency: ________



Brand of Radio: _______________

System Access: _____________________

Back up System: Yes or No

If Yes, describe: _________________________________________________________

Does your system have the capability of using the Statewide VHF emergency frequencies 155.340 RX/TX Texas Medical One or 155.385 RX/TX Texas Air 2?   

_____Yes   _____No

Does your facility have the Health Alert Network?  _____Yes  _____No

Does your facility have an EOC internet address and is it monitored 24/7? 

_____Yes   _____No  If so, address: _________________________________________

Submitted by: _____________________________________  Date: ________________

