
PRE-REVIEW QUESTIONAIRE (PRQ) - A check mark indicates the following has been completed.

The trauma facility attests a PI program has been developed that meets performance improvement criteria from the state of Michigan and ACS.

DATA - A check mark indicates the following has been completed.

Michigan Department of Health and Human Services
Division of EMS and Systems of Care

Chief Executive Officer (Name, Credentials, Title):

Email Address:

Trauma Program Manager/Coordinator (Name, Credentials, Title):

Email Address:

Application for Designation, In-State Verified Level III Trauma Facility

Hospital Name:

This application must be complete to be considered for review.

Physician Director of Emergency Medicine: 

Email Address:

Trauma Registrar Contact:

Email Address:

Email Address:

PERFORMANCE IMPROVEMENT (PI) - A check mark indicates the following has been completed and/or acknowledged.

The trauma facility supports the Regional Trauma Network in meeting SMART objectives for Regional Performance Improvement for adult and pediatric 
quality indicators 

Completed Michigan Pre-Review Questionnaire.

MICHIGAN DESIGNATION CRITERIA

REGIONAL INJURY PREVENTION - A check mark indicates the following has been completed.

The trauma facility supports the Regional Trauma Network in meeting injury prevention indicator SMART objectives. 

The trauma facility acknowledges that to maintain designation status, data must be submitted quarterly to the state trauma registry.

Staff member responsible for data collection has been identified. 

12 months of current NTDS elements must be entered in to the state systems of care registry. Current data is defined as data within 12-15 months of the scheduled 
site visit date. 

 DESIGNATION LEVEL III

Trauma Medical Director (Name, Credentials, Title):

HEALTHCARE FACILITY (HOSPITAL) INFORMATION

STAFF INFORMATION - Please use names as they appear on official correspondence and business contact information.

In accordance with the requirements of the Michigan Department of Health and Human Services, EMS and 

Trauma Services Section Statewide Trauma System (By authority conferred on the department of 

community health by sections 9227 and 20910 of 1978 PA 368, MCL 333.9227 and 333.20910; 2004 PA 

580, 2004 PA 581, 2004 PA 582 and executive Reorganization Order Nos.1996-1 and 2003-1, 

MCL 333.2097a, 333.20908, 333.10910, 330.3101 and 445.2011.)

Address:

Phone:

Phone:

Phone:

 Date of Application: 

DEMOGRAPHICS

Phone:

Phone:

Contact Person (if different from TPM/TPC):

Email Address:

Phone:

Level III In-State Designation Application 2026



Date: 

Certification and Assurances

CEO Signature:

Trauma Medical Director Signature:Trauma Medical Director (PRINT NAME):

CEO (PRINT NAME):

The undersigned herby certify that the information provided in this application for trauma facility Designation is true and accurate. This hospital agrees to meet the Michigan
criteria for designation as outlined in relevant Administrative Rules. This hospital agrees to allow the Regional Trauma Coordinator assigned to the region to participate in the
review process. This hospital commits to participation in the Michigan trauma system; a regionalized, coordinated and accountable system of trauma care by maintaining the
standards outlined by the Administrative Rules.

Level III In-State Designation Application 2026
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