COMPdata Performance Measures
Contact Information
Please designate three individuals as clinical abstractors for your facility.  Specify a Team leader, a Primary and an Alternate contact.
This Contact information is for: Please check one of the following:

· New________ or Update _______ 

· Effective Date__________________ 
Hospital Name_________________________________________________________
Hospital City _________________________State____________________________
Team Leader: (please print)
Name________________________________________________________________
Title_________________________________________________________________

Mailing Address_______________________________________________________

City__________________________________ State ________Zip Code____________
Telephone________/____________________________________________________
Fax________/__________________
Email________________________________
Primary Abstractor: (please print)
Name________________________________________________________________
Title_________________________________________________________________

Mailing Address_______________________________________________________

City__________________________________ State ________Zip Code____________
Telephone________/____________________________________________________
Email__________________________________
Alternate Abstractor: (please print)
Name________________________________________________________________
Title_________________________________________________________________

Mailing Address_______________________________________________________
City__________________________________ State ________Zipcode____________
Telephone________/____________________________________________________
Email__________________________________
Please complete and email this form to perfmeas@ihastaff.org
