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Ohio Emergency Medical Services for Children Program

Emergency Departments: Pediatrics Prepared (EDPP)

Demographic Information Form
This form is designed to give the Ohio EMS for Children Program information about your facility’s current status concerning pediatric emergency care.  It should be completed by your facility’s Administrator of Emergency Services.  Please complete all questions and return this form (along with the Guidelines for Care of Children in the Emergency Department Checklist) to:

Ohio EMS for Children

EDPP Program

1970 W. Broad St.

Columbus, OH 43223

Section 1: Contact Information

Name of facility:  _______________________________________________________________
Mailing address for facility’s emergency department:

______________________________________________________________________________
______________________________________________________________________________

______________________________________________________________________________
______________________________________________________________________________

Telephone for facility’s emergency department:  ______________________________________
Fax for facility’s emergency department:  ____________________________________________
Name of person completing this form:  ______________________________________________
Telephone of person completing this form:  __________________________________________
E-mail address of person completing this form:  _______________________________________
Name of facility’s Chief Administrative Officer or Chief Executive Officer:
______________________________________________________________________________

Telephone:  ____________________________________________________________________

E-mail:  _______________________________________________________________________

Name of facility’s Medical Director of Emergency Services:

______________________________________________________________________________

Telephone:  ____________________________________________________________________

E-mail:  _______________________________________________________________________

Name of facility’s Nursing Director or Nursing Manager of Emergency Services:

______________________________________________________________________________

Telephone:  ____________________________________________________________________

E-mail:  _______________________________________________________________________

Name of facility’s Administrator of Emergency Services (if different than person completing this form):

______________________________________________________________________________

Telephone:  ____________________________________________________________________

E-mail:  _______________________________________________________________________

Name of facility’s Emergency Medical Services Coordinator (if different than person completing this form):

______________________________________________________________________________

Telephone:  ____________________________________________________________________

E-mail:  _______________________________________________________________________

Section 2: Facility Information
Please note:  For the purposes of the EDPP Program, “pediatric” is defined as anyone less than 16 years old.

1. Please provide, on a separate sheet, a copy of your facility’s organizational chart, showing how the emergency department relates to your other departments.
2. Please provide, on a separate sheet, a copy of the organizational chart for your emergency department, showing how different positions within the ED relate to each other.
3. Please provide the following aggregate information concerning patients seen in your emergency department:
a. Total patients seen for the previous calendar year:  _______________________
b. Total pediatric patients seen for the previous calendar year:  ____________________
c. Total patients admitted to your facility through the emergency department for the previous 

calendar year:  ____________________

d. Total pediatric patients admitted to your facility through the emergency department for the 

previous calendar year:  _____________________

e. Total pediatric patients transferred from your facility to a pediatric specialty hospital for the 

previous calendar year:  ____________________

4.  Please describe your facility’s current provision of pediatric emergency services, including staff responsibilities, training, and equipment.

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

5. Please describe your facility’s efforts in outreach to your community related to pediatric patients.
_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

Section 3: Signature
I, the undersigned, am authorized by the facility named in Section 1 to provide the requested information in application to the Ohio EMS for Children Program for consideration for the Emergency Departments: Pediatric Prepared (EDPP) system.  By providing this information, I am requesting that the Ohio EMS for Children Program contact me to schedule a consultation visit pursuant to the EDPP system.  I recognize that the information provided will become public record pursuant to Ohio Revised Code section 149.43.

Name and title of signatory (PRINT):

_____________________________________________________________________________

Signature:








Date:

_____________________________________________________________________________

