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	PIMS
Collaborating Hospitals Form (v7)



One copy of this form should be completed for each collaborating hospital.  These data should be reviewed annually before transmitting to Prevent Child Abuse America.  An additional copy of this form should be completed if an additional collaborating hospital is added to the service area.

Name of Hospital: ___________________

Type of hospital: (Check all that apply)

___Public Non-Profit Hospital

___Private For Profit Hospital

___Private Non-Profit Hospital

___Children’s Hospital

___County Hospital

___Military Hospital

___Religious Affiliation

___University Affiliation

Collaboration Start Date:
_____/_____/_____

Collaboration End Date:
_____/_____/_____

Number of Annual Births: _____________

Percentage of Medicaid Births: _______ %

Collaborating Relationships: (Check all that apply)

___Screening

___Assessment


___Financial Support

___In-kind Volunteers/Staff

___In-kind Space

___In-kind Equipments

___In-kind Consumables 

___Advocacy/Support

___Paid Staff

___Training

___Consultation

	Date form completed:
	___________
	Date of data entry:
	_____________
	Data entered by:
	_______________
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