Nevada Central Cancer Registry
Facility Demographic Form
	Please complete the following information for each hospital, laboratory, clinic, radiation facility, or physician for which you report cases.
For completeness, please fill out as much information as possible and return the completed form via, e-mail, fax, or mail to

Nevada Central Cancer Registry
4126 Technology Way, Suite 200
Carson City, NV 89706
Phone: 775-684-3221
Fax 775-684-5999
E-Mail: cpool@health.nv.gov
	
Entered by___________________

Date__________________

Web Plus 	Tracking  

Suspense 	CRS Plus 

For NCCR Use Only

	[bookmark: _GoBack]General Facility Information
*Required Fields

		*Today’s Date:
	

	* Facility Name:
	

	Reporting Facility ID Number:
	

	* Facility Type:
	

	* How frequently does the facility report?
	

	
Types of treatment/ services provided: (Circle all that apply)

	
Surgery              Radiation                   Hospice              Diagnostic    

Chemotherapy          Pathology 

	*Annual Caseload Number:
	

	*Facility (Main) Mailing Address 1:
	

	Facility Address 2:
	

	*Room or Suite Number:
	

	* Facility City:
	

	* Facility State:
	

	* Facility Zip Code:
	

	* Facility (Main) Phone:
	

	Facility Phone Extension:
	

	*Facility Fax:
	




	Hospital: (CoC) Accredited Cancer Programs:

Please provide information about the person designated as the primary contact (Reporter) to the NCCR in the following section. All correspondence and Web Plus user account information will be sent to the person noted in this section. 
If you report cases for more than one facility, please complete a separate form for each.


		* Reporter Name (Salutation, First, Middle Initial, Last):
	

	Reporter Title:
	

	Reporter Position:
	

	* Reporter Department:
	

	* Reporter Phone:
	

	Reporter Phone Ext.
	

	* Reporter Business Fax:
	

	* Reporter Business 
E-mail:
	

	Registry Software used:
	

	Date of Last Accreditation:
	

	Registry Reference Date:
	

	Number of Hospital Beds:
	

	Number of Full-Time Registry Staff:
	

	Working Hours:
	

	NV Registrars Association Member:
	Yes    No 


Hospital: Non-CoC program/State Reporting:

If your facility employs a Contractor as the primary contact to the NCCR, please provide the Contractor agency name also. Please provide information about the person designated as the primary contact (Reporter) to the NCCR in the following section. All correspondence and Web Plus user account information will be sent to the person noted in this section. 
If you report cases for more than one facility, please complete a separate form for each.

		Contractor Agency Name:
	

	Number of Hospital Beds:
	

	* Reporter Name (Salutation, First, Middle Initial, Last):
	

	Reporter Title:
	

	Is the Reporter a CTR?
	Yes     No 

	Reporter Position:
	

	* Reporter Department:
	

	* Reporter Phone:
	

	Reporter Phone Ext: 
	

	* Reporter Business
 E-mail:
	

	Working Hours/Time Zone:
	

	State of Work Location:
	

	Contract End Date:
	

	NV Registrars Association Member: 
	Yes       No 

	*Reporter Mailing Address 1:
	

	Address 2:
	

	Room or Suite Number:
	

	* City:
	

	* State:
	

	*ZIP Code:
	


Facility Supervisor

Please provide information for the facility supervisor of the person designated above regardless of your facility type. A copy of certain information (e.g., facility audit reports, Web Plus user account information) will be sent to the person noted in this section. 


		* Supervisor Name (Salutation, First, Middle Initial, Last)
	

	* Supervisor Title:
	

	* Supervisor Position:
	

	* Supervisor Department:
	

	* Supervisor Phone:
	

	Supervisor Phone Extension:
	

	Supervisor Fax:
	

	* Supervisor Business 
E-mail:
	

	* Supervisor Mailing Address 1:
	

	 Address 2:
	

	Room or Suite Number:
	

	* City
	

	* State:
	

	*ZIP Code:
	




	Facility Administrator/CEO
Please provide information for the facility Administrator/CEO regardless of your facility type.


		* CEO Name 
(Salutation, First, Middle Initial, Last):
	

	* CEO Title:
	

	CEO Position:
	

	* CEO Department:
	

	* CEO Phone:
	

	CEO Phone Extension:
	

	CEO Fax:
	

	CEO Business 
E-mail:
	

	  *CEO Mailing Address 1: 
	

	Address 2:
	

	Room or Suite Number:
	

	* City
	

	* State:
	

	*ZIP Code:
	

	Meaningful Use Status: (Phase)
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