Inpatient Psychiatric Facility Quality Reporting Program
Vendor Authorization Form
All fields are required.
Provider Name	  CCN	
Address	  Telephone	
Select One:
[ ] Add New Vendor Authorization	[ ] Edit Vendor Authorization
Vendor Name	 Vendor ID	
Address	 Telephone	
Contact Name	 FAX 	
Enter dates for which this vendor is authorized to submit data on your behalf. Enter “End” dates only if you intend to discontinue authorization for this vendor for those dates. Otherwise, leave “End” dates blank. Carefully review the information you have entered to verify the new vendor data.
This Vendor is authorized for the following Measures set(s):
	Measure Set
	Discharge 
Start Date
	Discharge 
End Date
	Data Transmission
Start Date
	Data Transmission
End Date

	IPF
	
	
	
	


(Hospital Name)	 authorizes (Vendor)	 to enter/transmit data for the specified dates. The vendor agrees to enter/transmit data for all payers via QualityNet. The data collected has also met the CMS standard protocols and transmission requirements. The vendor ensures that all of its data collection and transmission activities are in accordance with HIPAA regulatory requirements regarding security and privacy. The authorization remains in effect for the specified vendor until dates are entered to end the authorization.
Please confirm your changes to this vendor’s authorization. CMS requires that you confirm the changes you have made to the vendor authorization to submit data on your facility’s behalf. Please indicate your confirmation by signing below.
On behalf of my facility, I approve this vendor to transmit our facility quality of care data.
Hospital Representative Name	Hospital Representative Signature	Date


IPFs should complete the form in a fillable PDF format and submit via email to: 
IPFQualityReporting@hcqis.org.
PRA DISCLOSURE STATEMENT
[bookmark: _GoBack]According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number. The valid OMB control number for this information collection is 0938-1171 (Current expiration: 07/31/2019). The time required to complete this information collection is estimated to average 10 minutes per response, including the time to review instructions, search existing data resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850
Updated 04/2014	 Page 1 of 1
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On behalf of my 


facility, I approve this vendor to transmit our facility quality of care data.


 


H


osp


i


t


a


l


 


R


ep


r


es


e


n


t


a


ti


v


e


 


N


a


m


e


 


H


osp


i


t


a


l


 


R


ep


r


es


e


n


t


a


ti


v


e


 


S


i


g


na


t


u


r


e


 


D


a


t


e


 


 


 




I np a t i e n t   P sy c h ia tr ic   Fa c ili t y Q u ali t y R e p o rt i n g  P r o g r a m   V endor   A u t ho r i z a t i on   F o rm   Updated 04/ 2014     Page  1   of  1   All fields are r equired.   P r o v i der   N a m e      CC N     A dd r e s s      Te l e phone     Select One:   [   ]   A dd  N ew   V end o r   A u t h o ri z a t i on   [   ]   E d i t   V end o r   A u t h o r i z a t i on   V e n dor   N a m e     V e ndor   I D     A dd r e s s     T e l e p hone     C on t a c t   N a m e     F A X      En t er   d a t es   f or   w h i ch   t h i s   v endor   i s   au t h o r i z ed  t o   sub m i t   d a t a   on  y our   b e ha l f . E n t e r   “En d ”   d a t es   o n l y   i f   y ou   i n t end   t o d i sc o n t i nue   au t ho r i z a t i on  f or   t h i s   v end o r   f o r   t ho s e   d a t es.  O t h e r wi se,   l ea v e   “E n d”   da t e s   b l an k .  C a r e f u l l y   r e v i e w   t he  i n f o r m a ti on  y ou ha v e   e n t er ed  t o  v e r if y   t h e   new   v endor   da t a.   This Vendor is authorized for the following Measures set(s):  

M ea su r e  S et  Dis c h a r g e     S t ar t D a te  Dis c h a r g e     End D a te  D a ta   T ra nsmission   S t ar t D a te  D a ta   T ra nsmission   End D a te  

I PF      

( H os p it a l   N a m e)     au t h o ri z es   ( V e n do r )     t o e n t e r / tr a ns m i t   d a t a   f or   t h e   sp e c i fi e d d a t es.   The   v en d or   a g r e e s   t o   en t e r / t r a n s m i t   da t a   f o r   a l l   p a y e r s   v i a   Q u a l it y N et .   T he  da t a   co l l e c t e d has   a l so  m et   t he   C MS   s t and a r d  p r o t oc o l s   and   tr a ns m i ss i o n  r equ i r e m en t s.  T h e   v endor   ens u r es   t h a t   a l l   o f   i t s  da t a   co l l e c t i on   a n d  t r a n s m i ss i o n a c ti v i t i e s   a r e   i n a c co r dance   w it h  H I P A A   r e g u l a t o r y   r eq u ir e m en t s   r e g a r d i ng   sec u r i t y   and  p ri v ac y .  T h e   a u t h o ri z a t i on   r e m a i ns   i n  e f f e c t   f o r   t he   s pe c i f i ed  v end o r   u n t i l   d a t e s   a r e   en t e r ed   t o   end  t he   a u t h o ri z a t i on.   P l ea s e   c o n f ir m   y our   chan g es   t o   t h i s   v endo r ’ s   a u t h o ri za t i on.  C MS   r e q u i r es   t h a t   y ou con f ir m   t he   c h an g es   y ou h av e   m ade   t o  t he   v end o r   a u t ho r i z a t i on   t o   sub m i t   da t a   on  y our   f a c i li t y ’ s   b e ha l f .  P l ea s e   i nd i ca t e   y our   c o n f ir m a ti on   by   s i g n i n g   be l o w .   On behalf of my  facility, I approve this vendor to transmit our facility quality of care data.   H osp i t a l   R ep r es e n t a ti v e   N a m e   H osp i t a l   R ep r es e n t a ti v e   S i g na t u r e   D a t e      

