DATE:		September 20, 2016
TO:		Patrick Wells, OMB Desk Officer
[bookmark: _GoBack]Stephanie Mok, OMB Desk Officer
FROM:		Lisa Wright-Solomon, HRSA Information Collection Clearance Officer
SUBJECT:	Non-substantive change request for the  Health Resources and Services Administration’s National Practitioner Data Bank (NPDB) Information Collection (OMB #0915-0126, expires 03/31/2018)
 
This is a request for non-substantive changes to the Health Resources and Services Administration’s National Practitioner Data Bank (NPDB) Information Collection (OMB #0915-0126, expires 03/31/2018).  
The Division of Practitioner Data Bank proposes to implement system enhancements to improve the registration process. The change consists of rewording questions so they are easier to understand, changing the order of questions, reformatting the form, and omitting data elements that are not necessary. The changes do not alter the content of the instruments in any way.  We believe the proposed changes will not impact the respondent burden time. A summary of the hospital registration form changes and screenshots are provided in Table 1 and global changes to NPDB forms are provided in Table 2.
Table 1:   Hospital Registration Form - Changes and Screenshots
	Information Collection Title
	Side-by-Side Comparison of 
Initial ICR Content vs. Revisions
	Screenshots of the Instrument

	Hospital Registration (Initial)
	

	


	Hospital Registration (Renewal)
	

	




Table 2: Global Changes to NPDB Forms

	Add an optional Mobile Phone Number field on the NPDB forms. This universal change will make it easier and faster for users to recover their password when they forget it. Attached is the screenshot of this data field.

	


	Add an optional field next to Department section on the NPDB forms. This will allow users to add “care of” or “attention to” in addition to the Department field.
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MATIONAL PRACTITIONER DATA BANK

USER AGREEMENTS N P D B

RULES OF BEHAVIOR

You are accessing a U.S. Government information system. This information system is provided for U.S. Government authorized use only. i
Unauthorized or improper use of this system may result in disciplinary action, as well as civil and criminal penalties. Only specific entities [=I
autharized by law may request the disclosure of information from (i.e., query) or submit reports to the National Practitioner Data Bank (NPDB). ||
Any unauthorized individual or organization that attempts to query or file reports with the Data Bank may be subject to fine and imprisonment
under Federal statute. By using this system, you understand and consent to the following: At any time and for any lawful Government purpose,

the government may menitar, intercept, and search and seize any communication or data transiting or stored on this information system. Any
communication or data transiting or stored on this information system may be disclosed or used for any lawful Government purpose. All

individuals that have access to obtain information from and report information to the NPDB system must comply with the following conditions:

All individuals that have access to obtain information from and report information to the Mational Practitioner Data Bank (WPDB) system must
comply with the following conditions:

f-'h.lrnnmhin

["] | acknowledge and understand my responsibilities and agree to comply with the Rules of Behavior for the NPDB system.

SUBSCRIBER AGREEMENT
By checking the acceptance checkbox below, you agree to: =

» Provide complete and accurate responses to requests for information during the Mational Practitioner Data Bank (NPDB) registration
process;

» Keep your passwords and tokens (if applicable) secure;

» Refrain from sharing your account information with any other individual;

s Use your NPDB account only for authorized purposes;

» Review the accuracy of account information;

» Request revocation of your NPDB account if you ever suspect that the security of your account may have been compromised; and
promptly advise the NPDB of any changes in your registration information and respond to notices from NPDOB, Health Resources And
Senvices Administration (HRSA) or The Department Of Health And Human Semnvices (HHS) concerning your account.

COMPILFTE TERMS OF NPDE ACCOINNT AGRFEMENT b
"1 | acknowledge and understand my responsibilities and agree to comply with the Subscriber Agreement for the NPDB system.

Return to Data Bank Home Page





WNATIONAL PRACTITIONER DATA BANK

ENTITY REGISTRATION N P D B

For assistance with issues such as:

* recovering a lost password
s replacing an administrator
* renewing or updating your registration

or any other questions related to an existing entity registration with the Data Bank, please e-mail the Customer
Service Center at help@npdb.hrsa.gov or call 1-800-767-6732 weekdays from 8:30 am. to 6:00 p.m. (5:30
p.m. on Fridays) Eastern Time.

To submit a new entity registration with the Data Bank, click Continue.

(c) Contact Us Return to Previous Page Return to Data Bank Home Page





MATIONAL PRACTITIONER DATA BANK

ENTITY REGISTRATION N P D B

Eligibility/Statutory Authority Help 2

You are responsible for verifying your organization's legal obligation or eligibility under the following applicable
laws and regulation.

e Title IV of Public Law 99-660, the Health Care Quality Improvement Act of 1986, as amended,;

e Public Law 100-93, Section 5[b] of the Medicare and Medicaid Fatient and Program Protection Act of
1987, [Section 1921 of the Social Secunty Acf], and

e Section 221[a], Public Law 104-191, the Health Insurance Fortability and Accountability Act of 1996, more
commonly referred to as Section 1126E of the Social Secunty Act.

» Final Requlations, NPFDB

Please respond to the questions following this page to determine your organization's eligibility and statutory
authority. You may wish to seek advice from legal counsel before completing this questionnaire. Review each of
these statutes and requlations prior to submitting your entity registration.

(c) Contact s Return to Previous Pape Return to Data Bank Home Page






MATIONAL PRACTITIONER DATA BANK

ENTITY REGISTRATION N P D B

Organization Eligibility COrganization Establizsh Print Final Steps
Information Questionnaire Cerifications Administrator Registration
Account
4
Eligibility/Statutory Authority sl
« You have indicated that your organization is a Private Sector Organization. Change
~What best describes your organization? |’;:‘|\ Resources

If your organization meets more than one of the following descriptions, select the most
appropriate description, but ensure that you comply with all requirements associated
with Data Bank eligibility.

— Hospital
Less..
An institution primarily engaged in providing inpatient diagnostic and therapeutic senvices;
rehabilitation services for medical diagnosis, treatment, and care; or rehabilitation of injured,
disabled, or sick persons by or under the supenvision of physicians. The hospital must also be
licensed or approved as meeting the standard established for licensing by the State or applicable
local licensing authorities (Section 1861(e) (1) and (V) of the Social Security Act).

) Other Health Care Entity”

(Examples include, HWMOs, PPOs, MCOs, Surgical Centers, Mursing Facilities, Community Health
Centers, Hospices, Ambulatory Facilities, etc.)

Less. .

A health care organization, other than a hospital, that provides health care services and follows a
formal peer review process to further guality health care. Health care services may be delivered
through an array of coverage arrangements or other relationships with practitioners by employing
them directly or through contractual or other arrangements. This excludes indemnity insurers that
have no contractual or other arrangement with physicians, dentists, or other health care practitioners.

) Medical Malpractice Payer
Less. .
A Medical Malpractice Payer makes payments for the benefit of a physician, dentist, or other licensed
health care practitioner in settlement of, or in satisfaction in whole orin part of, a claim or judgment
against such physician, dentist, or other licensed health care practitioner. Hospitals and Other Health
Care Entities should only select this aption if they want to register a separate department that only
reports malpractice payments.

 Professional Society”
Less. .
A membership association of physicians, dentists, or other health care practitioners that follows a
formal peer review process for the purpose of furthering quality health care. Examples of professional
membership societies may include medical and dental societies and academies of medicine and
dentistry.

) Private Entity Under Contract to Administer a Federal Health Care

Program

Less..

Afor-profit business or a non-profit organization that is under a contract to administer a Federal health
care program.

1 Health Plan (if no other option applies)
Less. .
A plan, program, or organization that provides health care benefits, whether directly or through
insurance, reimbursement, or otherwise. Health care organizations may be recognized as “health
plans” if they meet the basic definition of "providing health benefits.” Health plans include, but are not
limited to, the following:

« A policy of health insurance

« A contract of a senvice benefit organization

« A membership agreement with a health maintenance organization or other prepaid health
plan

« A plan, program, or agreement established, maintained, or made available by an employer or
group of salf-insured employers, a practitioner, provider, or supplier group; a third party
administrator; an integrated health care delivery system; an employee welfare association; a
public service group or arganization; or a professional association

s« Aninsurance company, insurance senvice, or insurance arganization that is licensed to
engage inthe business of selling health care insurance in a State, and that is subject to State
law which regulates health insurance

« An organization that provides benefit plans whose coverage is limited to outpatient
prescription drugs

) Peer Review Organization
Lass. .
An organization whose primary purpose is to:

+ Evaluate the quality of patient care practices or services ardered or performed by health care
practitioners measured against objective criteria which define acceptable and adequate
practice through an evaluation by a sufficient number of health practitioners in such an areato
ensure adequate peer review.

+« The organization has due process mechanisms available to health care practitioners.

« This definition excludes utilization and guality contral peer review organizations described in
Part B of Title Xl of the Social Security Act (referred to as ClOs) and other arganizations funded
by the Centers for Medicare and Medicaid Services (CMS) to support the QIO program.

' Quality Improvement Organization Under Contract With the Centers for
Medicare & Medicaid Services (CMS)

Less..

Cluality Improvement Organizations (QIOs) also referred to in statute as utilization and quality peer
review arganizations are private companies that hold contracts with the Centers for Medicare and
Medicaid Services to monitor the quality of care provided to Medicare beneficiaries. There is one
company for each U.3. state and territory that is designated as the QIO for that region.

* Private Accreditation Organization
Less .
An organization that:

« Evaluates and seeks to improve the guality of health care provided by a health care entity,
provider, or supplier;

+« Measures a health care entity's, provider's, or supplier's performance based on a set of
standards and assigns a level of accreditation;

« Conducts ongoing assessments and periodic reviews of the quality of health care provided by
a health care entity, provider or supplier; and

« Has a due pracess mechanism available to health care entities, providers, or suppliers.

= None Of These

Determine Eligibility
Descriptions

* Must provide health care services directly or indirectly and follow a formal peer review process to further quality

health care.

(ﬁ) Contact Us Return to Previous Page Return to Data Bank Home Page





MaTioNAL PRACTITIONER DATA BANK

ENTITY REGISTRATION N P D B

Organization Eligibility COrganization Establish Print Final Steps
Information Questionnaire Cerifications Administrator Registration
Account
Complete this form with information about your organization and click Continue. Help 2

OMB # 0915-0126 expiration date 03/31/18

Public Burden Statement. An agency may not conduct or sponsor, and a person is not required to respond to, a
collection of information unless it displays a currently valid OMB control number. The OMB control number for this
project is 0915-0126. Public reporting burden for this collection of information is estimated to average 1 hour to
complete this form, including the time for reviewing instructions, searching existing data sources, and completing
and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of
this collection of information, including suggestions for reducing this burden, to HRSA Reporis Clearance Officer,
5600 Fishers Lane, Room 10C-031, Rockville, Maryland, 20857.

-Entity Identification Information

Name of Entity:
Additional Name (Optional):

Department or Office to Which Mail
Should be Addressed:

Street Address:

Address Line 2:

City:

State: CHOOSE OME FROM LIST -
Zip: _ o

Country:
(if U5, leave blank)

Department Fax Number:
Taxpayer |dentification Number (TIN):

National Crime Information Center
Ornginating Agency ldentifier (ORI):
(For law enforcement only)

Ownership of the Entity: CHOOSE QNE FROM LIST -

-Existing Registration

Is your organization already registered with the Data Bank? @ Yes @ No Help . of

If you have a DBID and your password has expired, or if your account has been deactivated, call the
Customer Service Center at 1-600-767-6732 to request a new password. DO NOT COMPLETE THIS
FORM.

If you received a notice to renew your registration, your Entity Data Bank Administrator must log in to the
IQRS to renew your entity's registration. DO NOT COMPLETE THIS FORM. Contact the Customer
Service Center at 1-800-767-6732.

Existing DBID:

Reason for this Registration: CHOOSE ONE FROM LIST -
Additional Comments:

(c) Contact Us Return to Previous Pape Return to Data Bank Home Page





MATIONAL PRACTITIONER DATA BANK

ENTITY REGISTRATION N P D B

Organization Eligibility Crganization Establish Print Final Steps
Information Questionnaire Cerifications Administrator Reqgistration
Account

v

Eligibility/Statutory Authority

Help 7
« You have indicated that your organization is a Private Sector Organization. Change
* Your previous answer indicates that your organization is a Hospital. Change
—Are you also a Health Plan? : |;_\|5| Resources
© Yes Determine Eligibility
Lass P
A plan, program, ar organization that provides health care benefits, whether directly or through m

insurance, reimbursement, or otherwise. Health care organizations may be recognized as “health
plans® if they meet the basic definition of "providing health benefits.” Health plans include, but are not
limited to, the following:

A policy of health insurance

« Acontract of a service benefit organization

« A membership agreement with a health maintenance arganization or other prepaid health
plan

« Aplan, program, or agreement established, maintained, or made available by an employer or
group of self-insured employers; a practitioner, provider, or supplier group; a third party
administrator; an integrated health care delivery system; an employee welfare association; a
public service group or organization; or a professional association

« Aninsurance company, insurance senvice, or insurance arganization that is licensed to
engage inthe business of selling health care insurance in a State, and that is subject to State
law which regulates health insurance

« An organization that provides benefit plans whose coverage is limited to outpatient

prescription drugs

1 No

(c) Contact Us Return to Previous Pape Return to Data Bank Home Page






MATIONAL PRACTITIONER DATA BANK

ENTITY REGISTRATION N P D B

Organization Eligibility Crganization Establish Print Final Steps
Information Questionnaire Cerifications Administrator Reqgistration
Account
i
Eligibility/Statutory Authority Help 2

« You have indicated that your organization is a Private Sector Organization. Change
* Your previous answer indicates that your organization is a Hospital. Change
» Your previous answer indicates that your organization is NOT a Health Plan Change

RESULTS: Statutory Authority and Requirements

Based on your answers, your organization is eligible to register with the Data Bank under the following statutory
authority functions. Certain agencies and organizations may qualify under more than one function per statute. Your
organization must comply with all regulatory requirements associated with Data Bank eligibility, including, but not
limited to the associated querying and reporting requirements listed below.

Statutory Authority Function Querying Reporting
Title IV Hospital Mandatory Mandatory
Section 1921 Hospital® Cptional Mo Reguirement
Section 1128E Hospital Optional Mo Requirement

* Government hospitals and health care entities that qualify as one of the Federal or State agencies specified in
this statute and regulations should select a Section 1921 and Section 1128E statutory authority for that type of
agency in order to receive all information to which they are entitled.

Do the Statutory Authority selections accurately describe your organization?

CE— C—
(c) Contact Us Return to Previous Page Return to Data Bank Home Page






MATIONAL PRACTITIONER DATA BANK

ENTITY REGISTRATION N P D B

Organization Eligibility Organization Establish Print Final Steps
Information Questionnaire Cerifications Administrator Reqgistration
‘./ Account

—Entity Primary and Additional Functions

Choose a primary function that best describes the health care related function or service your Help %2
organization performs. You can select one primary function and up to two additional functions.
If an appropriate description does not appear on the list, select "Other” and describe the function.

Category: Hospitals -
Primary Function: General/Acute Care Hospital hd

Select a category, then an additional function

Category: CHOOSE ONE FROM THE LIST ~ Remove

(c) Contact Us Return to Previous Page Return to Data Bank Home Page





WNATIONAL PRACTITIONER DATA BANK

ENTITY REGISTRATION N P D B

Organization Eligibility Organization Establish Print Final Steps
Information Questionnaire Cerifications Administrator Reqgistration
‘f/ Account

—~What is the CMS Certification Number (CCN) assigned to your hospital?
If your hospital does not participate in Medicare or Medicaid leave this field blank. What is a CCN?

CMS Certification Number (CCN). CCN Number

(c) Contact U= Return to Previous Page Return to Data Bank Home Page





MATIONAL PRACTITIONER DATA BANK

ENTITY REGISTRATION N P D B

Organization Eligibility CQrganization Establish Print Final Steps
Information Questionnaire Cerifications Administrator Reqgistration
f Account
~Query Option
Based on your selections you are required by law to query the Data Bank. Help 2

Allow users to query

(c) Contact s Return to Previous Page Return to Data Bank Home Page





MaTioNal PRACTITIONER DaTa BANK

ENTITY REGISTRATION N P D B

Organization Eligibility Organization Establish Print Final Steps
Information Questionnaire Certifications Administrator Reqgistration
Accaunt

—Point Of Contact For Reports

A report point of contact is applicable only if the entity is eligible under law to submit Help 2
reports. You may designate an individual or office to be the point of contact to be included on

all reports submitted by your organization to the NPDB. If your entity does not designate a point of contact,
the submitter of each individual report will be listed as the point of contact for that report.

Name or Office:

Title or Department:

Telephone Ext
~Certifying Official
The certifying official is the individual selected and empowered by an entity to certify the Help %2

legitimacy of registration for participation in the NPDB.

By completing this registration, the certifying official is agreeing to the following:

* The entity being registered qualifies under law as specified in the ELIGIBILITY/STATUTORY
AUTHORITY section and is eligible to perform the requested querying and/or reporting functions.

* The entity may be subject to sanctions under Federal statute for failure to report final adverse actions
as required in the statutes and regulations, or for the use of information obtained from the NPDB other
than the purposes for which it was provided.

* He or she is authorized to submit this registration information to the NPDB and that the information
provided is true, correct, and complete.

* He or she will notify the NPDB immediately if he or she becomes aware that any information in this form
Is not true, correct, or complete.

* Any omission, misrepresentation, or falsification of any information contained in this form or contained
in any communication supplying information to the NPDB to complete or clarnfy this form may be
punishable by criminal, civil, or other administrative actions including fines, penalties, and/or
imprisonment under Federal law.

Note: The name entered below must match the name on the certifying official's Government-issued ID or the
registration will be rejected.

First Mame Middle Initial Last Mame
Name of Certifying Official:
Title of Certifying Official:
Telephone: Ext:
E-mail Address: Ih‘m‘ specified - enter e-mail address here
Confirm E-mail Address: I."'u'c::r specified - enter e-mail address here
Employee 1D:

(c) Contact s Return to Previous Pape Return to Data Bank Home Page





MaTioNAL PRACTITIONER DATA BANK

USER ACCOUNT INFORMATION N P D B

Organization Eligibility Organization Establish Print Final Steps
Information Questionnaire Certifications Administrator Registration
{ { 1/ Account

Next, create an administrator account for your organization. The administrator is the individual that manages your users'
accounts, your organization's registration, your payment methods, and your agent relationships. If an entity has only one
person who uses the IQRS, the entity may choose to use the administrator account as its regular user account.

After your registration has been approved, you may create additional accounts with administrator privileges if desired.

Is the administrator the same person as the certifying official? © Yes © No

—Administrator Account Information

Choose a user |D and password for your account.

User ID - ( Password Requirements
New Password : Passwords must have:
Confirm Password & Between 6 and 14 characters

@ At least one number
@ At least one lower case letter
@b At least one upper case letter
@ At least 1 of these characters:
|1 @#$"&"()-_=+[]{}];:, . <=7
@ At least 5 different characters
@ No repeated characters, such as 'aaaa’
@ New and Confirm Passwords must match
Passwords must not be:
o Similar to a word in the dictionary
« Similar to your user ID
* A simple sequence, such as

‘abcd1234'
* One of your last 24 passwords

-Administrator Account Challenge Questions Setup

You must provide responses to all of the challenge questions that you select. Answers must be at Help 2
least three characters long.
1. Question: Select one question -
Answer:
2. Question: Select one question -
Answer:
3. Question: Selact one question -
Answer:
4. Question: Select one guestion v
Answer:
5. Question: select one question -
Answer:

—MNotification Preferences
The Data Bank will send e-mail nofifications for certain events. Select the nofifications you wish g, 2
to receive. "'""'—"
Data Bank Notices (Monthly Summaries and Report Updates)

"] Responses Available (Query or Report)

¥ Data Bank E-newsletters View the latest issue

[l Administrative Events

( c) Contact s Return to Previous Page Return to Data Bank Home Page





MATIONAL PRACTITIONER DATA BANK

PRINT REGISTRATION N P D B

Organization Eligibility Organization Establish Print Final Steps
Information Questionnaire Certifications Administrator Registration
,r" ,r" ,r" Account

In order for the Data Bank to successfully process your registration, you must complete the following steps:

1. Print your Registration document. You may wish to print an additional copy for your records.

2. Once you have finished printing your copies, press Continue.

(C) Contact LIs Return to Data Bank Home Page
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REGISTRATION STATUS N P D B

Organization Eligibility Organization Establish Print Final Steps
Information Questionnaire Certifications Administrator Reqgistration
v v v e v

MNow that you have printed your registration documents, please do the following:

1. The certifying official and administrator must sign their registration documents in the presence of a Notary Public as described in the printed
instructions.

2. The certifying official and administrator must read the Summary of Terms in their respective section of the registration documents. (Need another copy of your
registration documents?)

3. In addition to the registration documents, the certifying official must provide proof-of-affiliation with the organization being registered.
Proof-of-affiliation may be:
A_ A photocopy of the work badge issued by the certifying official’'s organization, OR

B. The signed letter from a duly authorized representative in the certifying official’'s organization attesting to their affiliation with the organization being
registered.

4. The administrator must provide must provide proof-of-affiliation with the organization being registered.
Proof-of-affiliation may be:
A A photocopy of the work badge issued by the administrator's organization, OR
B. The signed letter from a duly authorized representative in the administrator's organization attesting to their affiliation with the organization being registered.
5. Upload or mail all required documents as specified in the instructions.
Note: Faxed or email copies will not be accepted.

6. The Data Bank will send you an e-mail once your registration is approved.

| (c Contact Us Return to Data Bank Home Page





Registration Checklist

Signatures on all documents must be original (Photocopied, stamped, or computer-generated signatures are not
accepted)

All of the 4 documents listed must be sent to the Data Bank before your registration can be processed.

[[] Entity Registration document
» Signed and dated by the Certifying Official
« Current and accurate organization identification information

[[] Organizational Documentation
« Copy of your organization's license to conduct business in your state OR articles of incorporation

[[] NPDB Certifying Official and Data Bank Administrator Registration
* Must be notarized with a stamp or seal on the document
« Government-issued |D fields must be completed

[[] Proof of Organizational Affiliation documents with a copy of a work badge OR a letter signed by a duly authorized
representative of your organization

If a work badge is used, it must contain:
» Name of the individual

« Photo of the individual

» Name of the organization

If a letter is used, it must be signed by a duly authorized representative of your organization who can attest to your
employment (for example, a member of your human resources department or another manager or official in your
organization)

The Certifying Official and Data Bank Administrator may not sign their own Proof-of-affiliation letter for the account

Mail the document(s) to one of the following addresses:

Regular Mail: Overnight Mail:
The Data Bank The Data Bank
P.O. Box 10832 4094 Majestic Lane, PMB-332

Chantilly, VA 20153-0832 Fairfax, VA 22033
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DCN: 7930000088505316
P.O. Box 10832

Chantilly, VA 20153-0832 Page 1 of 2

httpz/fwww_npdb.hrsa gov

Entity Registration

A. ENTITY IDENTIFICATION INFORMATION
Name of Entity: TEST
Street Address: 4300 FAIR LAKES CT
City, State, Zip: FAIRFAX, VA 22033-4232
Taxpayer Identification Number: 999999999
Ownership of the Entity: Private Sector Organization
Primary Function of the Entity: General/Acute Care Hospital

. ELIGIBILITY/STATUTORY AUTHORITY

NPDB - Title IV Function/Service:  Hospital
Querying: Mandatory Reporting: Mandatory

Must provide health care services directly or indirectly and follow a formal peer review process to further quality health
care.

NPDB - Section 1921 Function/Service: Hospital
Querying: Optional Reporting: No Requirement

Must provide health care services directly or indirectly and follow a formal peer review process to further quality health
care.

Function/Service: Hospital
Querying: Optional Reporting: No Requirement
Query Preference: NPDB Only

. POINT OF CONTACT FOR REPORTS
Name or Office: TEST
Title or Department: TEST
Telephone: (989) 555-1212

. CERTIFYING OFFICIAL/ENTITY ADMINISTRATOR
Name: TEST DEV
Title: DEV
Telephone: (432) 555-1212
Email Address: TEST@SRA.COM
Certification Date: 111872014

NPDB - Section 1128E
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P.O. Box 10832
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| read and understand my responsibilities under:
» Title IV of Public Law 99-660, the Health Care Quality Improvement Act, as amended;
* Public Law 100-93, Section 5[b] of the Medicare and Medicaid Patient and Program Protection Act of 1987, [Section 1921 of the Social
Security Act], and
+ Section 221[a). Public Law 104-191, the Health Insurance Portability and Accountability Act of 1996, more commonly referred to as
Section 1128E of the Social Security Act.
| certify that the entity identified above qualifies under law as specified in the ELIGIBILITY/STATUTORY AUTHORITY section and is eligible to
perform the querying and/or reporting functions. | understand that the entity may be subject to sanctions under Federal statute for fallure to
report final adverse actions as required in the statutes and regulations or for the use of information oblained from the NPDB other than the
purposes for which it was provided. | further certify that | am authorized to submit this registration information to the NPDB and that the
information provided is true, correct, and complete. If | become aware that any information in this form is not true, comrect, or complete, | agree
to notify the NFDB of this fact immediately. | understand that any omission, misrepresentation, or falsification of any information conlained in
this form or contained in any communication supplying information to the NPDB to complete or clarify this form may be punishable by criminal,
civil, or ather administrative actions including fines, penalties, and/or imprisonment under Federal law.

Signature of Certifying Official Signature Date (MM-DD-YYYY)
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NPDB Certifying Official and Data Bank Administrator Registration

Section 1 - Registrant Instructions: The Certifying Official/Data Bank Administrator (Registrant) must read the terms below, complete the
appropriate fields, provide a government-issued ID and either provide a work badge or proof-of-affiliation letter on company letterhead before
signing and dating the document in front of the Notary Public.

Re

-
=
Q
@
(73]
=3
ra—
=
m
—
[ ]
b

Summary of Terms: | (the "Registrant”}, as the Cenlifying Official of tha heaith care organization idantified in this document, carify that the organization
qualifies under law as specified in the ELIGIBILITY/ STATUTORY AUTHORITY section of tha Entity/Agent Registration document and is eligible to
perform guerying and/or reporting functions. | understand that the Entity/Authorized Agent may be subject to sanctions under Federal statute for faillure
io report final adverse actions as required in the statules and regulations or for the use of information obtained from the NPDB other than for the
purposes for which it was provided. | am aleo registering as a Dala Bank Administrator for an Enlity or Authorized Agant registerad or registering with
the NPDB. As a Data Bank Administrator, | am responsible for overseaing the usa of the NPDB online sarvices at my organization, dentity procfing
apphcants who request a user account, establishing and revoking individual user accounts, and maintaining my organization's regisiration with the
NPDB. By signing below, | acknowledge my acceptance of tha Summary of Terms in which | agree 1o provide complele and accurale responses lo
requests for information during the registration process. | further certify thal | am authorized o submil this reglstration information 1o the NPDB and thal
tha information provided is true, correct, and completa. If | bacoma awara that any information on this documeant is not true, cormecl. or complete, | agres
o notify the NPD8 of this fact immediately. | undarstand thal any omission, misrepresantation, or falsification of any information contained in this
document or contained in any communication supplying information 1o the NPDB to complete or clanify this documenl may be punishable by criminal,
civil, or administrative actions including fines, penalties, and/or imprisonment under Federal law.

Name (First Name, Middle Initial, Last Nama): Title:
DEV

Employea ID:

TEST@SRA .COM

Employer/Organization:
TEST

4300 FAIR LAKES CT
FAIRFAX, VA 22033-4232

Telephone:
(432) 535-1212
Applicant’'s Signature and Data®™

(*Sign and date in the presance of the Notary Public)

Note: Use an ink pen (o cross oul any mistake, write in the correct information and initial iL

Section 2 - Notary Public Instructions: The Notary Public must record the information below for the Applicant's govermnment-issued photo
ID for the purpose of identity proofing.

=
[ =
o
2
=
g
L
g
>
3
s

Government-issued ID (Photo, Name, Serial Number, Expiration Date, Address, and Date of Birth Required)
Exact Name Listed on ID

Senal Number Date of Birth

Identificanon Type lssuing Authority

Date of Issuance Expiration Date

Notary Public:
| hereby certify that on this day of , 20 in the city of

and in the county of ; personally appeared
Notary Public seal here
before me the signer and subject of the above form. who signed or altested the same in my presence,

My Commission Expires In:
Street Address of Branch or Office:
Name of Organization Employing Notary:






Entity: TEST DEV (Fairfax, VA} | User: TEST Sign Ot

NarTional PEACTITIONER Data BANK

HOSPITAL REGISTRATION PROFILE N P D B

Fublic Burden Statement 'Y

Select all statements that apply to your hospital's registration. Select Continue to review a summary of your responses before you submit them. If
you are unable to complete the form now, select Save and Finish Later

Registration Profile for: TEST DEV, FAIRFAX, VA

Is your hospital part of a system or network? e
Yes -
Name of Network or System

Was your hospital acquired by or merged with another organization within the past two years?
Yes -

If your hospital's name was changed. what was the name before the merger or acquisition?

St el of RSN see oy SRR bl MY i Yol L i Met Pl oy '
Legve Chafie I MoOsoia: nane wWas noil cramged

Employment, Credentialing and Privileging Decisions

Does your hospital make its own employment, credentialing and privileging decisions?
Yes -

Do your hospital's decisions apply to other hospitals?
Yes -

Mame of H D%Pitﬂ

+ Add a Hospital Name

Disciplinary Action Decisions
Cioes your hospital make its own disciplinary decisions?
Mo -

MName of entity responsible for these decisions:

Ty

Querying and Reporting to the NPDB

‘q‘_ﬁll your hospital submit its own queries to the NPDB?
Mo -

Who will submit NFDB queries for your hospital? e

F ot

e o

ul

What type of entity is it?

— -

Who will submit NPDB reports for your hospital? @

NaitTe o

I_r|

What type of entity is it?
A hospital -

Professions Granted Clinical Privileges

List all professions that are currently granted clinical privileges at your hospital. Add or remove professions from this list if needed.

Physician (MD) Remove
Dentist Remove
Murse Anesthetist Remove
Murse Midwife Remove
Murse Practitioner Remove
Osteopathic Physician (DO Remove
Pharmacist Remove
Physician Resident (MD) Remove
Podiatrist Remove
FPsychologist Remove

* Add a Profession

Save and Finish Later |






Entity: TEST DEV (Fairfax, VA) | User: TEST Sign Ot

MNaTioNal PREACTITIONER DaTa BANK

HOSPITAL REGISTRATION PROFILE N P D B

Review Your Selections for: TEST DEV, FAIRFAX, VA

Select the Edit link at the bottom of this page to complete your profile. Select Return to Options to exit from this page.

Metwork or System Affliliation:  Test Network
Part of an acquistion or merger in the past 2 years:  Yes

Hospital name before the acquisition or merger:  Test Hospital

We make employment, credentialing and privileging decisions:  Yes

These decisions apply to other hospitals:  No

We make disciplinary decisions. No
Hospital responsible for these decisions:  Test Entity1

We submit our own gueries to the NDPB:  No
Entity that submits our queries:  Test Hospital

Type of enity.  Hospital

Professions Granted Clinical Privileges
= Physician (MD)

= Dental Resident

= Dentist

= Nurse Anesthetist

= MNurse Midwife

= MNurse Practitioner

= Osteopathic Physician (DO)

= Pharmacist

= Physician Assistant, Allopathic

= Physician Assistant, Osteopathic
= Physician Resident (MD)

= Podiatrist

= Psychologist

& pint & Edit





Entity: TEST DEV (Fairfax, VA) | User: TEST Sign Ot

MNaTioNal PREACTITIONER DaTa BANK

HOSPITAL REGISTRATION PROFILE N P D B

Thank you for submiting your profile to the NPDB

Review Your Selections for: TEST DEV, FAIRFAX, VA

Select the Edit link at the bottom of this page to complete your profile. Select Return to Options to exit from this page.

Network or System Affliliation:  Test Network
Part of an acquistion or merger in the past 2 years: Yes

Hospital name before the acquisition or merger:  Test Hospital

We make employment, credentialing and privileging decisions.  Yes

These decisions apply to other hospitals: No

We make disciplinary decisions: No
Hospital responsible for these decisions:  Test Entity1

We submit our own queries to the NDPB: No
Entity that submits our queries:  Test Hospital

Type of enity.  Hospital

Professions Granted Clinical Privileges
= Physician (MO}

= Dental Resident

= Dentist

= Murse Anesthetist

= MNurse Midwife

= MNurse Practitioner

= Osteopathic Physician (DO}

= Pharmacist

= Physician Assistant, Allopathic

= Physician Assistant, Osteopathic
= Physician Resident (MO}

= Paodiatrist

= Psychologist

&= Print & Edt  Extto Options
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		Initial Page Location

		Initial ICR Content

		Revisions



		Initial Page Location

		Initial ICR Content

		Revisions



		Entity Identification Information

		1.0 Within the past two years, has your entity been a party to an acquisition or merger (radio buttons Yes / No)

		Was your hospital acquired by or merged with another organization within the past two years? (drop down Yes / No / Unknown)



		 

		1.1 Did your name change? (radio buttons Yes / No)

		(omitted)



		 

		1.2 Previous name of your entity: (text entry)

		(omitted)



		Eligibility/Statutory Authority

		2.0 American Hospital Association (AHA) ID, if known (text entry)

		CMS Certification Number (CCN):   (prefilled text entry)



		 

		3.0  Is your hospital affiliated with a multi-hospital health system, health  care corporation or other health care network? (radio buttons Yes / No)

		Is your hospital part of a system or network? (drop down Yes / No / Unknown)



		 

		3.1 Name of affiliated health system, health care corporation, or other health care network:  (text entry)

		Network or System Name (text entry with autocomplete)



		 

		4.0 Does your hospital make its own credentialing and privileging decisions? (radio buttons Yes / No)

		Does your hospital make its own employment, credentialing and privileging decisions? (drop down Yes / No / Unknown)



		 

		4.1  Do your credentialing and privileging decisions also apply to any other facility(ies)? (radio buttons Yes / No)

		Do your hospital's decisions apply to other hospitals?



		 

		4.2  Name of facility to which your credentialing and privileging decisions also apply: (text entry)

		Name of Hospital: (text entry with autocomplete)



		 

		5.0 Does your hospital conduct its own peer review for credentialing/privileging/disciplinary purposes? (radio buttons Yes / No)

		Does your hospital make its own disciplinary decisions?(drop down Yes / No / Unknown)



		 

		5.1 Name of entity that conducts your peer review (text entry)

		What is the name of the entity that is responsible for these decisions?

(text entry with autocomplete)



		 

		5.2  Do your disciplinary decisions also apply to any other facility(ies)? (radio buttons Yes / No)

		Do your hospital's decisions apply to other hospitals?  (drop down Yes / No / Unknown)



		 

		5.3  Name of facility to which your disciplinary decisions also apply: (text entry)

		Name of Hospital:(text entry with autocomplete)



		 

		6.0 What profession(s) does your hospital grant clinical privileges to? (text entry)

		Type the name of a profession and select one from the list or select the Add button.

(text entry with autocomplete)



		Query Options - Querying and Reporting Functions

		Please specify the following preferences for querying and reporting to the Data Bank.  These preferences will take effect after you complete Data Bank registration (or registration renewal).

		Select all statements that apply for your hospital's registration.  Select Continue to review a summary of your responses before you submit them.  If you are unable to complete the form now, select Save and Finish Later. 



		 

		When we need to query the Data Bank, we would

		(omitted)



		 

		7.0 Submit our own queries and only our own queries

		Does your hospital submit its own queries to the NPDB?
(drop down Yes / No / Unknown)



		 

		7.1 Submit our queries on our own behalf and on behalf of other affiliated entities

		Does it also submit queries on behalf of other hospitals? (drop down Yes / No / Unknown)



		 

		7.1.a Name of other entity for which you would query the Data Bank (text entry)

		Name of Hospital (text entry with autocomplete) 



		 

		7.1.b Is this entity registered with the Data Bank? (radio buttons Yes / No)

		(omitted)



		 

		7.2  Not query.  An affiliated entity would query on our behalf (text entry)

		(omitted)



		 

		7.2.a  Name of the entity that would query on your behalf:(text entry)

		Who submits NPDB queries for your hospital?  (display agent name if entity has an agent designated.  If not, display text entry with autocomplete)



		 

		7.2.b Is this entity a third-party agent?

		This entity is a third-party agent (check box is checked if designated agent is 99)



		 

		7.2.c Is this entity a hospital?

		This entity is a hospital (check box is checked if designated agent is registered as a hospital)



		 

		If our hospital tool clinical privilege actions that met the requirements for reporting to the National Practitioner Data Bank, we would:

		(omitted)



		 

		8.0 Report clinical privilege actions on our own behalf and only on our own behalf.

		Does your hospital submit its own reports to the NPDB?
(drop down Yes / No / Unknown)



		 

		8.1 Report clinical privilege actions on our own behalf and on behalf of other affiliated entities

		Does it also submit reports on behalf of other hospitals? (drop down Yes / No / Unknown)



		 

		8.1.a Name of other entity for which you would submit clinical privilege actions (text entry)

		Name of Hospital (text entry with autocomplete)



		 

		8.1.b Is this entity registered with the Data Bank? (radio buttons Yes / No)

		(omitted)



		 

		8.2  Not report clinical privilege actions.  An affiliated entity would report on our behalf (text entry)

		(omitted)



		 

		8.2.a  Name of the entity that would report on your behalf:(text entry)

		 Who submits NPDB reports for your hospital?  (display agent name if entity has an agent designated.  If not, display text entry with autocomplete)



		 

		8.2.b Is this entity a third-party agent?

		This entity is a third-party agent (check box is checked if designated agent is 99)



		 

		8.2.c Is this entity a hospital?

		This entity is a hospital (check box is checked if designated agent is registered as a hospital)



		Associated Entities

		9.0 Are any other DBIDs associated with this entity (either for reporting or querying)? (radio buttons Yes / No)

		(omitted)



		 

		9.0.1 DBID (text entry)

		(omitted)



		 

		9.1 Are any associated DBID's no longer being used?

		(omitted)



		 

		9.1.1 DBID (text entry)

		(omitted)



		Certifying Official

		10.0 Is the Certifying  Official also the entity's Chief Executive Officer (CEO), or equivalent position? (radio buttons Yes / No)

		(omitted)



		Chief Executive Officer (or the equivalent) (section shows if 10.0 answer is No)

		11.0 Name of Chief Executive Officer (or the equivalent)  (3 text entries for First name, Middle Initial, Last Name)

		(omitted)



		 

		11.1 Job Title: (text entry)

		(omitted)



		 

		11.2 Telephone: (text entry)

		(omitted)



		 

		11.3 E-mail Address: (text entry)

		(omitted)



		 

		11.4 Confirm E-mail Address: (text entry)
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Entity: SURGICAL HOSPITAL (SAN DIEGO, CA) | User: Administration Sign Out

ENTITY REGISTRATION u‘wDataBank

Eligibility/Statutory Authority Help 2

You are responsible for verifying your organization's legal obligation or eligibility under the following applicable
laws and regulation.

¢ Title IV of Public Law 99-660, the Health Care Quality Improvement Act of 1986, as amended,

* Public Law 100-93, Section 5[b] of the Medicare and Medicaid Patient and Program Protection Act of
1987, [Section 1921 of the Social Secunty Acf]; and

* Section 221[a], Public Law 104-191, the Health Insurance Portability and Accountability Act of 1996, more
commonly referred to as Section 1128E of the Social Security Act.

¢ Final Requlations. NPDB

Please respond to the questions following this page to determine your organization's eligibility and statutory
authority. You may wish to seek advice from legal counsel before completing this questionnaire. Review each of
these statutes and requlations prior to submitting your entity registration.

Return to Registration

Confirmation

(c Contact Us Return to Previous Page





Entity: SURGICAL HOSPITAL (SAM DIEGO, CA} | User: Administration

VERIFY USERS

Sign Out

~«DataBank

Verify Users

Crganization Eligibility Crganization Print
Information Cluestionnaire Cerifications Registration

Final Steps

Select an action for each user. Users marked "Delete” will be deleted upon the Data Bank’s approval ., 2 )
of the entity renewal. After selecting an action for each user, click Continue.

Action
@ Keep © Delete
@ Keep © Delete

User ID Name
14Johnny63 JOHN DOE
1MAUser SALLY BROWN

Last Login
JAN 06, 2012 12:40PM

NOV 23, 2013 03:45PM

(c Contact Us

Return to Previous Page

Return to Registration

Confirmation





Entity: SURGICAL HOSPITAL (SAN DIEGO, CA) | User: Administration Sign Out

VERIFY USERS -fwaataBank

ACTITIONER

Verify Users Crrganization Eligibility Crganization Print Final Steps
Information Questionnaire Cerifications Registration

The following user account(s) will remain active:

User ID Name Last Login
14Johnny63 JOHN DOE JAN 06, 2012 12:40PM
1MAUser SALLY BROWN NOV 23, 2013 03:45PM

If these selections are correct, click Continue. Otherwise click Return to Previous Page to modify your selections.

Return to Registrabion

( c) Caontact Us Return to Previous Page R T





Entity: SURGICAL HOSPITAL (SAN DIEGO, CA) | User: Administration Sign Qut

ENTITY REGISTRATION me ataB ank

Verify Users Organization Eligibility Crganization Print Final Steps
Information Cluestionnaire Cerifications Registration
Complete this form with information about your organization and click Continue. Help 2

OMB # 0915-0126 expiration date 05/31/16

Public Burden Statement. An agency may not conduct or sponsor, and a person is not required to respond to, a
collection of information unless it displays a currently valid OMB control number. The OMB control number for this
project is 0915-0126. Public reporting burden for this collection of information is estimated to average 5 minutes to
complete this form, including the time for reviewing instructions, searching existing data sources, and completing
and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of
this collection of information, including suggestions for reducing this burden, to HRSA Reports Clearance Officer,
5600 Fishers Lane, Room 10-29, Rockville, Maryland, 20857 .

—Entity Identification Information

Name of Entity: SURGICAL HOSPITAL
+ Additional Name

Department or Office to Which Mail

Should be Addressed: MEDICAL STAFF OFFICE
Street Address: 6125 N. HOSPITAL STREET
Address Line 2:

City: SAN DIEGO

State: CA California =
Zip: 1L |-

Country:

(if U.S., leave blank)

Department Fax Number: 1234567890
Taxpayer ldentification Number (TIN): 111111111
National Provider Identifier (NPI):

National Crime Information Center
Originating Agency |dentifier (ORI):
(For law enforcement only)

Ownership of the Entity: Private Sector Organization -

An organization that is a for-profit business or a non-profit organization that is not owned and operated by a
Federal, S5tate or Local government.

Within the past two years, has your entity @ Yes ' No
been a party to an acquisition or merger?
Did your name change? @ Yes @ No

Frevious name of your entity:

. Return to Registration
(c) Contact Us Return to Previous Page C.l]l'lﬁrI'I'FElﬁDEI'IE[






Entity: SURGICAL HOSPITAL (SAN DIEGO, CA) | User: Administration Sign Out

ENTITY REGISTRATION ”WD{:_I_'CEIB an

PRACTITIONER

Verify Users Organization Eligibility Organization Print Final Steps
Information Questionnaire Cerifications Registration
s s
Eligibility/Statutory Authority Help 7 )
* You have indicated that your organization is a Private Sector Organization. Change

—Hospital - Additional Information

American Hospital Association (AHA) 1D, if known:

Is your hospital affiliated with a multi-hospital health system, health care corporation, ®Yes No
or other health care network?

MName of affiliated health system_ health care corporation, or other health care network:

Does your hospital make its own credentialing and privileging decisions? ®Yes No
Do your credentialing and privileging decisions also apply to any other facility(ies)? ®Yes No

MName of facility to which your credentialing and privileging decisions also apply:
+ Additional Facility Name

Does your hospital conduct its own peer review for credentialing/privileging/disciplinary OYes ®MNo
purposes?
Name of entity that conducts your peer review:

+ Additional Entity Mame

What occupation(s) does your hospital grant clinical privileges to?

+ Additional Occupation

RESULTS: Statutory Authority and Requirements

Based on your answers, your organization is eligible to register with the Data Bank under the following statutory
authority functions. Certain agencies and organizations may qualify under more than one function per statute. Your
organization must comply with all regulatory requirements associated with Data Bank eligibility, including, but not
limited to the associated querying and reporting requirements listed below.

Statutory Authority Function Querying Reporting
Title IV Hospital Mandatory Mandatory
Section 1921 Hospital® Optional Mo Reguirement
Section 1128E Hospital Optional Mo Reguirement

*

Government hospitals and health care entities that qualify as one of the Federal or State agencies specified in
this statute and regulations should select a Section 1921 and Section 1128E statutory authority for that type of
agency in order to receive all information to which they are entitled.

Do the Statutory Authority selections accurately describe your organization?

( C) Contact Us Return to Previous Page Egﬂ#ﬁnﬂ:{i%ﬁg}ﬂraﬁnn






Entity: SURGICAL HOSPITAL (SAN DIEGO, CA} | User: Administration Sign Dut

ENTITY REGISTRATION IF“?[) ataB Ell’lk

Verify Users Organization Eligibility Crganization Print Final Steps
Information Questionnaire Cerifications Registration

—Entity Primary and Additional Functions

Choose a primary function that best describes the health care related function or service your Help 2 J
organization performs. You can select one primary function and up to two additional functions.
If an appropriate description does not appear on the list, select "Other” and describe the function.

Category: Hospitals -
Primary Function: Specialty Hospital -

Add additional function

Return to Registration

(c) Contact s Return to Previous P-E.'EE Confirmation





ENTITY REGISTRATION ”“?D ataB ank

PRACTITIONER

Oroganization Eligibility Organization Establish Print Final Steps
Information Questionnaire Cerifications Administrator Registration
(/ Account
-Query Option
Based on your selections you are required by law to query the Data Bank. Help 2

| Allow users to query

—Querying and Reporting Functions

Please specify the following preferences for querying and reporting to the
Data Bank. These preferences will take effect after you complete Data
Bank registration (or registration renewal).

When we need to query the Data Bank, we would:
Submit our queries and only our own gqueries
Submit our gueries on our own behalf and on behalf of other affiliated entities

® Not query. An affiliated entity would gquery on our behalf

Name of entity that would query on your behalf
Is this entity a third-party agent? OYes @®MNo
Is this entity a hospital? Yes O No
+ Additional Entity

If our hospital took clinical privilege actions that met the requirements for reporting to
the National Practitioner Data Bank, we would:

Report clinical privilege actions on our own behalf and only on our own behalf

'Report clinical privilege actions on our own behalf and on behalf of other affiliated
entities

= Not report clinical privilege actions. An affiliated entity would be responsible
for reporting clinical privilege actions to the Data Bank on our behalf

Name of entity that would report on your behalf
s this entity a third-party agent? OYes ®No

Is this entity a hospital? OYes CNo
+ Additional Entity

(c) ContactUs Return to Previous Page Egﬂ#ﬁ;&%ﬁﬁﬁﬂraﬁc‘”





Entity: SURGICAL HOSPITAL (SAN DIEGO, CA) | User: Administration Sign Out

ENTITY REGISTRATION mﬂDataBank

Verify Users Organization Eligibility Crganization Print Final Steps
Information Questionnaire Cerifications Reqistration

—Associated Entities

Are any other DBIDs associated with this entity (either for reporting or querying)? @ Yes © No
DBID:
Add additional DBID

Are any associated DBIDs no longer being used? @ Yes © No
DBID:
Add additional DBID

Return to Registration

( c Contact Us Return to Previous Page ConTamatann





Entity: SURGICAL HOSFITAL (SAM DIEGO, CA) | User: Administration Sign Out

ENTITY REGISTRATION the ataB ar_ﬂg

Verify Users Organization Eligibility Organization Print Final Steps
Information Questionnaire Certifications Registration
¢ s {
~—Point Of Contact For Reports
A report point of contact is applicable only if the entity is eligible under law to submit Help: %

reports. You may designate an individual or office to be the point of contact to be included on
all reports submitted by your organization to the NPDB. If your entity does not designate a point of contact,
the submitter of each individual report will be listed as the point of contact for that report.

Name or Office: JOHN DOE
Title or Department: MEDICAL STAFF SPECIALIST
Telephone 1234567890 Ext
-Certifying Official
The certifying official is the individual selected and empowered by an entity to certify the Help 2

legrtimacy of registration for participation in the NPDB.

By completing this registration, the certifying official is agreeing to the following:

* The entity being registered qualifies under law as specified in the ELIGIBILITY/STATUTORY
AUTHORITY section and is eligible to perform the requested querying and/or reporting functions.

* The entity may be subject to sanctions under Federal statute for failure to report final adverse actions
as required In the statutes and regulations, or for the use of information obtained from the NPDB other
than the purposes for which it was provided.

* He or she is authorized to submit this registration information to the NPDB and that the information
provided is true, correct, and complete.

* He or she will notify the NPDB immediately if he or she becomes aware that any information in this form
IS not true, correct, or complete.

* Any omission, misrepresentation, or falsification of any information contained in this form or contained
in any communication supplying information to the NPDB to complete or clarify this form may be
punishable by criminal, civil, or other administrative actions including fines, penalties, and/or
imprisonment under Federal law.

Note: The name entered below must match the name on the certifying official's Government-issued 1D or the
registration will be rejected.

[l Check this box if the certifying official differs from the individual listed below.

First Name Middle [nitial  Last Naimie
Name of Certifying Official: JOHN DOE
Title of Certifying Official: MEDICAL STAFF SPECIALIST
Telephone: 1234567890 Ext:
E-mail Address: |idoe@surgicalhospital. com
Confirm E-mail Address: lidoe@surgicalhospital com
Employee 1D:
Is the Certifying Official also the entity's Chief = Yes @ No

Executive Officer (CEO), or equivalent position?

-Chief Executive Officer (or the equivalent)

First Mame Middie [nitial Last Name
Name of Chief Executive
Officer (or the equivalent):
Job Title:
Telephone: Ext
E-mail Address: [Not specified - enter e-mail address here
Confirm E-mail Address: ot specified - enter e-mail address here

Submit to Data Bank
(€) comastus Retur topreviousPags | RekmGep o






Entity: SURGICAL HOSPITAL (SAM DIEGO, CA} | User: Administration Sign Out

FINAL STEPS the DataB ank

'R ACTITIONEF

Verify Users Organization Eligibility Organization Print Final Steps
Information Questionnaire Certifications Reqistration

Thank you for submitting this entity registration renewal. These changes have been saved to the Data Bank and are in
effect immediately. No further action is required at this time.

Return to Registration

(c Contact Us Confirmation
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Entity Registration - Admin.jpg
Next, create an administrator account for your organization. The administrator is the individual that manages your users'
accounts, your organization's registration, your payment methods, and your agent relationships. If an entity has only one:
person who uses the IQRS, the enity may choose to use the administrator account as its regular user account

After your registration has been approved, you may create additional accounts with administrator privileges if desired.

Is the administrator the same person as the certifying official?

~Administrator Account Information

Choose a user ID and password for your account

UiseqlD ( Password Requirements
New Password Passwords must have:
Confirm Password © Between 8 and 14 characters

© At least one number
© At least one lower case letter
© At least one upper case lefter
© Atleast 1 of these characters
1@#$"&*()-_=+[1{};:,.<>?
© Atleast 5 different characters
© No repeated characters, such as ‘aaaa’
New and Confirm Passwords must match
Passwords must not be:
« Similar to a word in the dictionary
« Similar to your user ID
« Asimple sequence, such as 'abcd1234"
« One of your last 24 passwords

~Password Recovery

Your mobile phone number can be used to provide faster recovery of your account in the evert that your forget your
password.

Mobile Telephone (optional):

~Administrator Account Challenge Questions Setup-

You must provide responses o al o the challenge quesiions that you select Answers must be atleast. iy ')
three characters long.

1. Question: Select one question -
Answer:

2. Question: select one question -
Answer:

3. Question: Select one question -
Answer.

4. Question: Select one question -
Answer:

5. Question: Select one question -
Answer:

~Notification Preferences

The Data Bank will send e-mail notifications for certain events. Select the nofifications
The Do you wish to -
Data Bank Notices (Monthly Summaries and Report Updates)
[] Responses Available (Query or Report)
Data Bank E-newsletters View the latest issue
[ Administrative Events

Returnto

ContactUs
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Entity Identification Information

Name of Entity:
Additional Name (Optional):

Department or Office to Which Mail
Should be Addressed:

Street Address:
Address Line 2:
City:
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		Initial Page Location

		Initial ICR Content

		Revisions



		Initial Page Location

		Initial ICR Content

		Revisions



		Entity Identification Information

		1.0 Within the past two years, has your entity been a party to an acquisition or merger (radio buttons Yes / No)

		Was your hospital acquired by or merged with another organization within the past two years? (drop down Yes / No / Unknown)



		 

		1.1 Did your name change? (radio buttons Yes / No)

		(omitted)



		 

		1.2 Previous name of your entity: (text entry)

		If your hospital's name was changed, what was the name before the merger or acquisition? (text entry with autocomplete)



		Eligibility/Statutory Authority

		2.0 American Hospital Association (AHA) ID, if known (text entry)

		CMS Certification Number (CCN) (text entry)



		 

		3.0  Is your hospital affiliated with a multi-hospital health system, health  care corporation or other health care network? (radio buttons Yes / No)

		Is your hospital part of a system or network? (drop down Yes / No / Unknown)



		 

		3.1 Name of affiliated health system, health care corporation, or other health care network:  (text entry)

		Network or System Name (text entry with autocomplete)



		 

		4.0 Does your hospital make its own credentialing and privileging decisions? (radio buttons Yes / No)

		Does your hospital make its own employment, credentialing and privileging decisions? (drop down Yes / No / Unknown)



		 

		4.1  Do your credentialing and privileging decisions also apply to any other facility(ies)? (radio buttons Yes / No)

		Do your hospital's decisions apply to other hospitals?



		 

		4.2  Name of facility to which your credentialing and privileging decisions also apply: (text entry)

		Name of Hospital: (text entry with autocomplete)



		 

		5.0 Does your hospital conduct its own peer review for credentialing/privileging/disciplinary purposes? (radio buttons Yes / No)

		Does your hospital make its own disciplinary decisions?(drop down Yes / No / Unknown)



		 

		5.1 Name of entity that conducts your peer review (text entry)

		What is the name of the entity that is responsible for these decisions?  (text entry with autocomplete)



		 

		5.2  Do your disciplinary decisions also apply to any other facility(ies)? (radio buttons Yes / No)

		Do your hospital's decisions apply to other hospitals?  (drop down Yes / No / Unknown)



		 

		5.3  Name of facility to which your disciplinary decisions also apply: (text entry)

		Name of Hospital:(text entry with autocomplete)



		 

		6.0 What profession(s) does your hospital grant clinical privileges to? (text entry)

		Type the name of a profession and select one from the list or select the Add button.

(text entry with autocomplete)



		Query Options - Querying and Reporting Functions

		Please specify the following preferences for querying and reporting to the Data Bank.  These preferences will take effect after you complete Data Bank registration (or registration renewal).

		Select all statements that apply to your hospital's registration.  Select Continue to review a summary of your responses before you submit them.  If you are unable to complete the form now, select Save and Finish Later. 



		 

		When we need to query the Data Bank, we would

		(omitted)



		 

		7.0 Submit our own queries and only our own queries

		Will your hospital submit its own queries to the NPDB?
(drop down Yes / No / Unknown)



		 

		7.1 Submit our queries on our own behalf and on behalf of other affiliated entities

		Will it also submit queries on behalf of other hospitals?



		 

		7.1.a Name of other entity for which you would query the Data Bank (text entry)

		Name of Hospital (text entry with autocomplete) 



		 

		7.1.b Is this entity registered with the Data Bank? (radio buttons Yes / No)

		(omitted)



		 

		7.2  Not query.  An affiliated entity would query on our behalf (text entry)

		(omitted)



		 

		7.2.a  Name of the entity that would query on your behalf:(text entry)

		Who will submit NPDB queries for your hospital?  (text entry with autocomplete)



		 

		7.2.b Is this entity a third-party agent?

		This entity is a third-party agent (check box)



		 

		7.2.c Is this entity a hospital?

		This entity is a hospital (check box)



		 

		If our hospital took clinical privilege actions that met the requirements for reporting to the National Practitioner Data Bank, we would:

		(omitted)



		 

		8.0 Report clinical privilege actions on our own behalf and only on our own behalf.

		Will your hospital submit its own reports to the NPDB?
(drop down Yes / No / Unknown)



		 

		8.1 Report clinical privilege actions on our own behalf and on behalf of other affiliated entities

		Will it also submit reports on behalf of other hospitals?



		 

		8.1.a Name of other entity for which you would submit clinical privilege actions (text entry)

		Name of Hospital (text entry with autocomplete)



		 

		8.1.b Is this entity registered with the Data Bank? (radio buttons Yes / No)

		(omitted)



		 

		8.2  Not report clinical privilege actions.  An affiliated entity would report on our behalf (text entry)

		(omitted)



		 

		8.2.a  Name of the entity that would report on your behalf:(text entry)

		 Who will submit NPDB reports for your hospital?  (text entry with autocomplete)



		 

		8.2.b Is this entity a third-party agent?

		This entity is a third-party agent (check box)



		 

		8.2.c Is this entity a hospital?

		This entity is a hospital (check box)



		Certifying Official

		9.0 Is the Certifying  Official also the entity's Chief Executive Officer (CEO), or equivalent position? (radio buttons Yes / No)

		(omitted)



		Chief Executive Officer (or the equivalent) (section shows if 10.0 answer is No)

		10.0 Name of Chief Executive Officer (or the equivalent)  (3 text entries for First name, Middle Initial, Last Name)

		(omitted)



		 

		10.1 Job Title: (text entry)

		(omitted)



		 

		10.2 Telephone: (text entry)

		(omitted)



		 

		10.3 E-mail Address: (text entry)

		(omitted)



		 

		10.4 Confirm E-mail Address: (text entry)

		(omitted)
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