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Instructions for Completing the Application & Checklist for Hospital Trauma Center Designation

1. Please fill out all information.
2. Please identify a designated contact person of the hospital for all information to be communicated through.



	Payment Information

	[bookmark: _GoBack]Check or Money Order Number:      	Check Amount:      

	|_| Mail Payment  & Payment Transmittal Form To
	|_| Email License Application To:

	LDH Licensing Fee
PO Box 734350
Dallas, TX 75373-4350

	
HSS-Hospitals@la.gov




  
	[bookmark: Text2]Administrator:              
	      
	Designated Contact Person: 

	     

	Administrator Phone:  
	     
	Designated Contact Phone:
	     

	Administrator Email:  
	     
	Designated Contact Email:
	     

	Hospital Name:      
	Hospital License #:      

	[bookmark: Text4]Hospital Address:      

	[bookmark: Text5]Hospital Phone:      
	Hospital Fax:      

	Letter of Intent

	[bookmark: Check9][bookmark: Check10]Are you applying to be designated as a licensed Trauma Center |_| Yes |_| No

Trauma Center Level you are applying for:
· [bookmark: Check11]|_| Primary Level 1: Must meet the criteria of the American College of Surgeons, Committee on Trauma for Level I Trauma Centers

· [bookmark: Check12]|_| Primary Level II: Must meet the criteria of the American College of Surgeons, Committee on Trauma for Level II Trauma Centers

· [bookmark: Check13]|_|Secondary Level III: Must meet the criteria of the American College of Surgeons, Committee on Trauma for Level III Trauma Centers


Geographical location of the trauma center:      



Name of the Building where the trauma center will be located:      





Trauma Center Director:       



Date of the American College of Surgeons approval as a Trauma Center:      




Other Details:       



















	Criteria (Each of these must be attached in order for your application to be processed):
	Yes
	No
	Describe

	HSS-HO-34 Application & Checklist for Hospital Trauma Center Designation
	[bookmark: Check5]|_|
	
	

	Licensing Fee of $200.00 for the 3 year certification 
	|_|
	
	Attach

	Copy of the notification of Trauma Center verification by the American College of Surgeons, Committee on Trauma. 
	|_|
	
	Attach

	
Attestation & Signature
I understand that if the agency license is granted, it is granted for one year and shall become void upon change of ownership or change in geographical address.  It is my responsibility to notify the Louisiana Department of Health, Health Standards Section in writing of any changes in the information provided in this application in a separate packet.  I attest that hospital currently complies with the requirements of the Office of State Fire Marshal and Office of Public Health.  I certify that the information herein is true, correct and supportable by documentation to the best of my knowledge.  Documentation of the information above is available upon request by the Louisiana Department of Health.

Authorized Representative’s Printed Name & Title:           
                    
                                

	Authorized Representative’s Signature	Authorized Representative’s Signature:         
	Date:      
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