	Facility location: (city, county, etc)
	

	Name
	

	Degrees/Certification (all)
	(RHIA/RHIT      (CSTR     CAISS     RN
Other:_______________

	Adult/Pediatrics
	(Adults                 Pediatrics               Both

	Current facility ACS verified Level
	(1             2              3            Not verified

	# of Completed verification visits
	

	# of Competed consultation visits
	

	Phone 
	

	E-mail
	

	Fax
	

	Home phone
	

	Cell phone
	

	Hours/Days available for contact 

(8-4:30, 9-5, MWF, etc.)
	

	Areas of expertise:  Reporting, performance improvement, data validation, exporting/importing, Excel/Word, etc.
	

	Participate with regional registry
	(Yes                 No

	If Yes, Regional registry name
	

	Registry Software Experience
	Name of software used:   
Version:   

Years of experience:  

	Other pertinent information
	


