HFAP

Healthcare Facilities Accreditation Program

v

A Program of the American Osteopathic Association

Application / Reapplication for
Primary Stroke Center

Eligibility
To be eligible to apply for Primary Stroke Center Ce
accredited.

All applications must be accompanied by th
regarding your facility.

This application is a sample only.

online at www.hfap.org. For g
or 312-202-8258.




REQUIRED MATERIALS

To initiate the HFAP Primary Stroke Center certification process, submit the following documents along with the
biennial registration fee. These materials will be reviewed by the surveyor team in advance of the onsite survey to
become familiar with your procedures.

Send to HFAP with Application for Level 1 and Level 2 Certification:
1. [ Application Form, completed

2. [ Terms of Agreement, signed

3. [ Business Associate Agreement, signed
4. [ Organizational Chart, depicting the Primary Stroke Center
5. [J Copy of the current state hospital license

6. Copy of the National Guidelines (or other pertinent referen

sed to develop the W ient Care

Protocols (e.g. Brain Attack Coalition, American Stroke Asso iation, etc.)
a. U
b. O
c. I
d. O
e. I

7. Documents

8.

(Standard 01.06.01)
rgical services are available within two (2) hours of need, if applicable. (Standard

atients eligible for tPA received tPA within three (3) hours of symptom onset and if not,
documentation to reflect reason and plan of correction. (Standard 01.01.02)



SECTION A: FACILITY INFORMATION

Facility Name (as it should appear on the Primary Stroke Center certificate):

Street Address

City/State/Zip

Main Facility Telephone Number Web Site Address

Ve

Does your facility have Wi-Fi capabilities in all areas of the Building?

Medicare Provider Number:

Is this facility part of, owned, operated, mana
corporate health system or a multi-hospital group?

another organization such as a

O No [ Yes Ifyes, kindly pro

Corporate Name

Corporate CEO

Phone Email



SECTION B: QUALITY DATA /STATISTICAL INFORMATION

HFAP requires that all data / statistics reported are for the most recent twelve (12) month reporting period, unless
otherwise stated.

A Has the Stroke Center treated a minimum of 30 patients using the Stroke Protocol? (Note: Patients eligible
for the Stroke Protocol are those determined to have Ischemic stroke, Hemorrhagic stroke, or Transient
Ischemic Attack.)

ONo 0O Yes
B. For the past 12 months, indicate the number of patients placed on the Stroke ur facility. (Note:
Indicate only the number of Ischemic stroke, Hemorrhagic Stroke, and Tr i atients placed

on the Stroke Protocol.)

Type of Stroke Protocol Patient Number of Pat n the

1. Ischemic Stroke:

2. Hemorrhagic Stroke:

3. Transient Ischemic Attack (TIA):

4. Total number Stroke Protocol patie

STROKE TEAM

SECTION C: COMPO

Indicate the number of

Title Total

Radiologists

Radiology Technologists

Nuclear Medicine Technologists

Neurosurgeons

Emergency Dep . .
Physician Physical Therapists

Nurse Practitioner Occupational Therapists
Physician Assistants Speech Language Pathologists
Registered Nurses Other:

Pharmacists Other:




SECTION D: DISEASE SPECIFIC CERTIFICATIONS

Indicate below, any addition certification(s) the Primary Stroke Center currently holds.

Check all that apply:

JCAHO
None
Other

ooono

American Heart Association

SECTION E: REQUEST FOR DISEASE SPECIFIC CE

Indicate below the level of certification requested.

O HFAP Primary Stroke Center — Level 1 Certification
1. Eligibility:

2. Anonsite, 1 day su
Certification status

ICAT

The policies, protocols, processes
Requirements for Stroke Cente

A minimum of 30 patient:
months. Patients eligible f
scan have a diagnosis of Isc
(TIA)

scribed in the HFAP Certification Requirements for Stroke Centers; however,
e facility has not achieved the requirement of 30 patients on the Stroke Protocol
ithin the past 12 months.

2. Anonsite, 1 day survey is required for facilities seeking HFAP Primary Stroke Center — Level 2
Certification status

3. The HFAP Primary Stroke Center — Level 2 Certification is valid for one (1) year.

4. NOTE: If afacility has placed 30 patients on the Stroke Center protocol within the past 12
months, Level 2 Certification is not indicated. The facility may apply directly for HFAP Primary
Stroke Center — Level 1 Certification.



SECTION F: CONTACT INFORMATION

Chief Executive Officer:

Name Preferred Title
Telephone Fax
Email

Medical Director — Stroke Center:

Name Preferred Title
Telephone Fax
Email

Medical Director — Emergency Department:

Name

Telephone

Email

Director / Manager of

Preferred Title

Teleph Fax

Email

Accreditation Co tor / Contact Person:

Name Preferred Title
Telephone Fax

Email




APPLICATION FOR CERTIFICATION SURVEY AGREEMENT

Obtaining accreditation is one of several steps in the process of becoming eligible for reimbursement for
care provided to Medicare and Medicaid patients. The process of accreditation is separate and distinct
from the process of reimbursement. The Centers for Medicare and Medicaid Services retains sole and
final authority on decisions of eligibility for Medicare and Medicaid reimbursement. Accordingly, any
questions related to reimbursement issues and the process for becoming eligible for reimbursement should
be referred to the facility’s Regional Office (RO) of the Centers for Medicare and Medicaid Services.

The undersigned makes application to the Healthcare Facilities Accreditation Pro
Primary Stroke Center certification survey of this facility. As the administrativ

(HFAP) for a
ntative of this

agency or any other licensing/accreditation group to release facility records to W
deemed necessary as part of the accreditation process.

The Healthcare Facilities Accreditation Program (HFAP) will ed in the
course of facility application, survey, and accreditation revi
for the sole purpose of reaching a certification decision ex

I certify that the information contained in this applic certification is
may be grounds for

uding those costs associated with
cle data processing fees. Non-

AP regarding any aspect of the certification
as the right to appeal such decision in accordance
e time of appeal. Final decision rests with the Board of

Chief Executive Officer (Please PRINT)

Chief Executive Officer (Signature) Date



