	Heart of Texas Regional Advisory Council – TSA M
Member Information Sheet

	Agency Information

	Name of Agency:
	County of Licensure:

	Physical Address:
	County of Service:

	Mailing Address:

	City:
	State:
	Postal Code:

	Phone:
	Fax:
	Email:

	

	These three contacts will be the only representatives with voting privileges at General Assembly

	Primary Contact

	Name:

	Phone:
	Cell:
	Email:

	Secondary Contact

	Name: 

	Phone:
	Cell:
	Email:

	Additional Contact

	Name:

	Phone:
	Cell:
	Email:

	

	EMS Services

	Direct Dispatch Line:
	Radio System: (MHz, UHF, VHF)
	Primary Radio Frequency:

	_________________________
	____________________________
	___________________________

	Number of Ambulances in Service:______________
	911 Ambulances:

____________
	Level of Service:

MICU_____ ALS_____ BLS_____

	Number of Ambulances in  Reserve: _____________
	Total Number of Staff:
____________
	Average # of Runs per Month:
________________

	Supervisors:

	Medical Director:___________________________ Email:____________________Phone:____________

	

	Hospitals

	# of Licensed Beds:
	# of ED Beds:
	# of Isolation Beds:
	Estimated # of Surge Beds:

	
	
	
	

	

	All members are required to provide representation at 75% of at least one standing committee meetings and 75% of General Assembly meetings. Only the three contacts listed above will have voting privileges at General Assembly. Both Hospitals and EMS Providers must also provide Physician Representation at 75% of the Physicians’ Advisory Committee meetings. 


	Committee & Task Force Choices (MUST CHOOSE AT LEAST ONE)

	 FORMCHECKBOX 
   Education/Injury Prevention Committee     

        Who: ____________________________________________________________________

 FORMCHECKBOX 
   Hospital Care & Management Committee     

        Who: ____________________________________________________________________

 FORMCHECKBOX 
    Pre-hospital Committee     

        Who: ____________________________________________________________________

 FORMCHECKBOX 
    Physicians Advisory Committee     

        Who: ____________________________________________________________________

 FORMCHECKBOX 
    Emergency Preparedness & Response Committee

        Who: _____________________________________________________________________

 FORMCHECKBOX 
    Pediatric Committee
        Who: _____________________________________________________________________

 FORMCHECKBOX 
    Stroke Committee
        Who: _____________________________________________________________________

 FORMCHECKBOX 
    Trauma System Plan Workgroup     

        Who: _________________________________________________________________

 FORMCHECKBOX 
   Cardiac Committee     

        Who:  ________________________________________________________________

 FORMCHECKBOX 
    Infection Control Forum     

        Who: ________________________________________________________________ 


	Please list any suggestions, comments, or concerns . . . . .

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________




By signing below, you are affirming that you have read the HOTRAC Bylaws and agree to the requirements for membership in HOTRAC as they are listed in Section 5. By signing, you also understand that failing to abide by the membership requirements listed in Section 5 of the HOTRAC Bylaws may result in losing your membership status and all of the benefits associated with membership.
Name of Person Completing this Form:  ________________________________________________

Agency Representative:_____________________________________________________________
Signature:  _______________________________________________________________________

Date:  ___________________________________________________________________________

Membership dues are paid on a yearly basis. Dues are as follows:

Hospitals - $500.00

Licensed EMS Providers - $250.00

Other Agencies - $50.00

Individuals - $25.00
Please make checks payable to HOTRAC.
Please return completed form to:

HOTRAC 

405 Londonderry, Suite 201
Waco, TX 76712

Or

Fax:  254.761-7895
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