[image: image1.jpg]X Lyon Software



REPORTING UNIT AND CONTACT INFORMATION FORM

Please complete the following for each of your health system's reporting units (i.e. hospitals, clinics, corporate office, entity, etc):

Do you currently use CBISA Survey™?  FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
Are you a Long Term Care (LTC) facility?    FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No

Do you roll up your data to an organization(s)?   FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No    Who?             
Would like your unit pre-populated with standard activities with pre-assigned categories?   FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No

Reporting Unit (i.e. Hospital, Clinic, Corporate Office, Entity, etc.) Name – up to 50       
Number of beds:       
Address*:            
                             
 City, State ZIP:                 
*Passwords and other sensitive information may be mailed.  Please make sure address field is complete.
*Coordinator Name:        
* Phone:                        
* Fax:                          
* Email:                            
* If known. This information may be provided later.






Return information to:  





Email: info@lyonsoftware.com


			        


Fax: (419) 885-7727





Mail to: Lyon Associates, Inc.


	   5800 Monroe St., Building E


	   Sylvania, OH 43560
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