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Coordinated Quality Improvement Program

Attn: Office of the Secretary\PLCR
PO Box 1099

Olympia, Washington 98504-1099 

Application for

Coordinated Quality Improvement Program (CQIP)
	1
	Name of Entity

     


	Entity 
	Address

     
	City
     
	County
     
	State

WA
	Zip

     


	2
	Program Type:   

 FORMCHECKBOX 
 Original Program  FORMCHECKBOX 
 Alternative Program  FORMCHECKBOX 
 Modification of Department Approved Plan dated:      

	Program Information
	Total Number of Personnel (check applicable total number of health care personnel)

 FORMCHECKBOX 
 5-25      FORMCHECKBOX 
 26-50      FORMCHECKBOX 
 51-100      FORMCHECKBOX 
 101-250      FORMCHECKBOX 
 251-500+

Number of Health Care Providers:      

	
	Category of Entity

(Check appropriate program type)

 FORMCHECKBOX 
  Professional Society or Organization 

 FORMCHECKBOX 
  Health Care Service Contract (HCSC)

 FORMCHECKBOX 
  Health Maintenance (HMO)

 FORMCHECKBOX 
  Health Carrier
	 FORMCHECKBOX 
 Provider Group: 

      FORMCHECKBOX 
  Physician Group   

      FORMCHECKBOX 
  ARNP Group

      FORMCHECKBOX 
  Laboratory

      FORMCHECKBOX 
  Other:      
	 FORMCHECKBOX 
 Health Care Institution or Medical Facility:    

      FORMCHECKBOX 
 Ambulance and Aid Service                           

      FORMCHECKBOX 
 Boarding Home

      FORMCHECKBOX 
 Public Health Department

      FORMCHECKBOX 
 Other:      


	3
	Applicant Name

     
	Title

     

	Applicant Information
	Address

     
	City

     
	State

     
	Zip

     

	
	Telephone

     
	Fax

     
	Email

     

	
	Contact Person (if different from applicant)

     
	Title
     

	
	Address

     
	City

     
	State

     
	Zip

     

	
	Telephone

     

	Fax

     
	Email

     


	4
	Applicant Attestation

	Applicant Attestation
	I, Your Name Here, Your Title Here declare under penalty of perjury under the laws of the state of Washington, that the Quality Improvement Program attached to this application is a true and correct copy of the plan to be used by the applicant; that the applicant intends to use the Quality Improvement Program as described in this application; and that all responses in this application are true and correct.

_______________________________________________________             _____________________

(Signature)                                                                                                                                     (Date)

	For Accounting Use Only

Quality Improvement Program

Revenue Code:  05 97 912040


Please make check or money order payable to Department of Health.




DOH 820-015 (Rev. 2/10) 

Instructions for completing the Department of Health Coordinated Quality Improvement Program Application

Block 1 – Entity

· Enter name of Entity. 

· Enter the physical address of the Entity.

Block 2 – Program Information

· Select the program type (if modification of Department approved plan, please enter the date of that approval)

· Select number of personnel

· Select Category of Entity (program type) (if other, please indicate)

Block 3 – Applicant/Contact Information

· Enter the applicant’s name, title, mailing address, phone & fax number, and email address.  If the applicant is not the main point of contact, please enter the contact information below the applicants.

· Enter the contact persons name, title, mailing address, phone & fax number and email address.  If this portion of the application is filled out, this will be our main point of contact.

Block 4 – Applicant Attestation

· Please type name & title, print this application, sign & date



Please forward your application packet to:

Department of Health

Coordinated Quality Improvement Program 

PO Box 1099

Olympia, Washington 98504-1099

Fee Information:

· Original Program:
$250

· Alternative Program
$40

· Modification to Department Approved Plan
$65

Please be sure to include your fee with your application packet 

or your application packet will be returned without review
