Forms Approval Request Instructions:
The Forms Approval Request Form is to be electronically completed and submitted to the HIM Coordinator with a copy of the proposed form and those that it replaces.  Note, all portions of the Request and copies of the proposed and replaced forms are to be submitted electronically, or it will be rejected, and the approval process delayed.

Requestor:

The name of the person submitting the form

Email:


Requestor’s email address

Phone:


Requestor’s phone number

Fax:


Requestor’s fax number

Cost Center:

Requestor’s cost center

Department:

Requestor’s department

Location:

RMC, OMC, JSUMC or All Campuses

This request is for:  
State the purpose of the form.  If Regulatory standards apply, please be prepared to state them.

Monthly Usage:
Usage by all departments

Note:  You can calculate usage by using your department’s monthly census.

If the form isn’t used on all your charts, estimate how much usage.

Existing Forms
Used until exhausted, or destroyed and replaced with new form.

Should Be: 

Piloted Form Only:
If this form is being used as a pilot only, an electronic copy of the pilot is to be submitted with the proposed form.

Form #:  

List existing form # or leave blank if this is a new form

Form Name:

Name of Form

Purpose of New
Please explain briefly why this form is being proposed or revised.

Form or Reason

For Revision:

List All Departments
List all departments that will document on the Form

Who Will Use the

Form:

If Site or Department
Since standardization is our goal, please explain why the form 

Specific, Why?:
needs to be site or department specific.

The Following

List the counterparts who approved the proposed forms, including

Counterparts Agree:
physician department chairs

List All of the 

List the form numbers that this new or revised form is replacing.  

Form Numbers:
This is extremely important for the maintenance of the forms inventory.

Required



Departments That
Medical Staff Department- (Physician) Name:  
(Required if Have Approved:

any physicians are involved in documenting on the form.                               


Approval by the department chair is required.)

Risk Management (Required for all consent forms and any form signed by the patient.)

Nursing Manager (Required Nursing administrative approval if form involves nursing documentation)

Note: When sending the completed form via e-mail, be sure to include on your cc the nurse manger and, risk manager who approved your form.

If the physician representing the medical staff is available on 

E-mail; please make sure to include him/her as well.

Should the physician not be available on e-mail please make sure you retain the original Forms Approval  Request with their signature, as proof that they have had input on the design of the form.

I VERIFY:
A. THERE ARE NO UNAPPROVED ABBREVIATIONS ON THIS

            FORM: UNAPPROVED ABBRREVIATION: U, IU, QD or qd, QOD or 

qod, MS or MSQ, UG, TIW or tiw, AS , AD, AU, OS, OD, OU. Zero after decimals

B. THAT THE FULL GENERIC DRUG NAME HAS BEEN USED (if applicable).


Any form with abbreviations or drug names must be reviewed by the requestor to insure that the appropriate use of abbreviations and drug names has been used on the form submitted.  The requestor must sign to confirm that this action has been completed.

Forward the following documents to the HIM Coordinator – Sandra Seeman SSeeman@MeridianHealth.com  when completed:



The Forms Approval Request Form



The proposed form



Copies of the form(s) that it is replacing.

Any further questions regarding your forms should be directed to the HIM Manager at your site.

YOU ARE NOT RESPONSIBLE FOR COMPLETING ANYTHING DOCUMENTED BELOW THE FAST TRACK USE ONLY SECTION.

	MERIDIAN HEALTH                FORMS APPROVAL REQUEST

	*****Absolutely Must Fill Out All Sections*****

                  Click on Screen Boxes for 

Drop Down choices or to fill in the blank

	REQUESTOR:

     

	EMAIL:

     
	PHONE:

     
	FAX:

     

	COST CENTER:

     

	DEPARTMENT NAME:

     
	LOCATION:      FORMDROPDOWN 

OTHER:       


	THIS REQUEST IS FOR:

 FORMDROPDOWN 


	MONTHLY USAGE OF FORM:

     


	EXISTING FORMS SHOULD BE:

 FORMDROPDOWN 


	PILOTED FORM ONLY:

 FORMDROPDOWN 

If “YES”, attach description of pilot

	FORM NUMBER:

     

	FORM NAME:

     

	PURPOSE OF NEW FORM OR REASON FOR REVISION:

     
NOTE:  If “REGULATORY STANDARDS APPLY”, be prepared to cite them.

	LIST ALL DEPARTMENTS WHO WILL USE THIS FORM:

 FORMDROPDOWN 



	IF SITE OR DEPARTMENT SPECIFIC, WHY?

     


	THE FOLLOWING COUNTERPARTS AGREE TO THE STANDARDIZATION OF THIS FORM, INCLUDING REGULATORY CONSENSUS:



	LIST ALL FORM NUMBERS THAT THIS NEW OR REVISED FORM IS REPLACING:

 FORMDROPDOWN 
                                LIST:       


	REQUIRED DEPARTMENTS THAT HAVE APPROVED:

     MEDICAL STAFF DEPARTMENT                                    RISK MANAGEMENT                                      NURSE MANAGER

     Name:                                                                           Name:                                                          Name:           



	I VERIFY:

A. THERE ARE NO UNAPPROVED ABBREVIATIONS ON THIS FORM.  UNAPPROVED ABBREVIATIONS:U, IU, QD or qd, QOD or qod, MS OR MSO4, UG, TIW or tiw, AS, AD, AU, OS, OD, OU, Zero after decimals, lacking zero before decimals

B. THAT THE FULL GENERIC DRUG NAME HAS BEEN USED (if applicable):


Name:       


	SPECIFICATIONS FOR YOUR FORM

	     SIZE:   FORMDROPDOWN 
      OTHER:             QUANTITY:               NO. OF PAGES:                SIDED:   FORMDROPDOWN 

STOCK:   FORMDROPDOWN 
                  NCR:   FORMDROPDOWN 
   



	 FINISHING:   FORMDROPDOWN 



	DESCRIPTION  OR SPECIAL INSTRUCTIONS FOR PRINTING:      

	FAST TRACK USE ONLY

	    PHARMACY DEPT.                      HEALTH INFO MANAGEMENT DEPT.         NURSING DEPT.               LAB Department

     Name:                                       Name:                                                        Name:                          Name:           


Please Note








