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“Call to Participate” Registration

OB Hemorrhage Collaborative #2 – January 2011-December 2011

To enroll in CMQCC’s Obstetric Hemorrhage Collaborative #2, please complete the information below and return it by email or fax no later than October 15, 2010
to the CMQCC office via email at cape@cmqcc.org or fax 650-721-5751


 SITE INFORMATION  

Hospital Name:_________________________________________________________

Hospital City:___________________________________________________________

Preferred Mailing Address:________________________________________________

Number of Annual Deliveries: _____________________________________________


For future quality improvement collaboratives, who should CMQCC contact?

Name:______________________________________________________________    

Title:______________________________E-mail:____________________________ 

Direct Phone:_________________________Direct Fax:_______________________     










(Continue to Page 2)

CONTACT INFORMATION  (Identify team member to be Key Contact)

Team Member 1 – Obstetric Service MD Leader 

Name:______________________________________________________________________

Title:______________________________E-mail:____________________________________

Direct Phone:________________________   Direct Fax:______________________________

Team Member 2 –Obstetric Service Nurse Leader

Name:______________________________________________________________________
 
Title:______________________________E-mail:____________________________________

Direct Phone:_________________________ Direct Fax:______________________________

Team Member 3 – Senior Administrative Leader

Name:______________________________________________________________________

Title:______________________________E-mail:____________________________________

Direct Phone:_________________________ Direct Fax:______________________________
    


Team Member 4 – Anesthesia MD Leader <OPTIONAL but highly recommended>

Name:______________________________________________________________________

Title:______________________________E-mail:____________________________________

Direct Phone:_________________________Direct Fax:______________________________




Receipt of registration notification and further instructions will be sent to the Obstetrics MD Leader Representative (or Key Contact) upon receipt of this registration form.
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