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	Survey Application Date
	
	OHA Receipt Date:

	Hospice Information

	Legal Name 
	

	DBA (if applicable)
	

	Identification Numbers
	Oregon License Number:
	Medicare Provider Number: 



	Physical Address 
(City, State, ZIP)
	

	Mailing Address 
(if different from above) 
	

	Administrator’s Name
	
	Email:

	
	Telephone:
	Fax:

	Survey Contact’s Name
	
	Email:

	
	Telephone:
	Fax:

	Average Daily Census    ______

	Counties Served

	Multiple Locations 

(if applicable)


	

	Interdisciplinary Group Meetings 


	Day(s) of Week
	Time of Day

	Certification/Accreditation/Licensure 

	Medicare Certification 
	Initial Certification Date: 

	Last Survey Date:

	Accreditation                   □  Yes

                                        □  No
	Last Survey Date:
	Accreditation Expiration Date:

	Accreditation (Deemed)   □  Yes

                                        □  No

(Joint Commission/CHAPS/other)
	

	Accrediting Agency 
(OHA, Joint Commission/CHAPs/other)
	

	Licensure
	State(s):
	License Expiration Date:



	Additional Information (optional)

	Survey Date Preferences  and Comments

	


Revision date:  April 1, 2010






Accreditation Survey Application


January 2011


Telephone:  503.228.2104 ● fax:  503.222.4907 ● � HYPERLINK "mailto:mccauley@oregonhospice.org" �mccauley@oregonhospice.org�











