
Application for  
Michigan Department of Health and Human Services 

Trauma Facility Site Reviewer 
Attachment C 

Complete one application for each candidate 

Michigan Level I and Level II trauma facilities are required to submit applications to the Michigan Department of 
Health and Human Services of two potential candidates for the site review team.  Qualified candidates should meet 
the following criteria: 

• Practicing in trauma and/or emergency care at an American College of Surgeons (ACS) verified Level I or II
trauma facility

• Currently involved in trauma facility performance improvement activities
• Successful completion of Advanced Trauma Life Support (ATLS) or Advanced Trauma Care for Nurses (ATCN)
• Participated in a site review by ACS
• Willing to attend a Michigan Department of Health and Human Services developed site reviewer orientation
• Willing to conduct 2-3 site visits per year

Each facility must submit the name of (at least) one (1) physician, either a surgeon or an emergency physician and one 
(1) trauma nurse manager/coordinator, or one (1) trauma quality improvement RN,  or one (1) advanced practice
provider (physician assistant, nurse practitioner, advanced practice nurse) with trauma experience.

Complete each section of the form below. Please return with the designation application. 

Name: ______________________________________________________________________________ 
Title 

Business Address: ______________________________________________________________________ 
Street            City                          State                       Zip 

Business Phone:  ____________________________   E-mail Address: _____________________________  

Name of Healthcare Facility: ____________________________________________________________________ 

Adult:  Level I   Level II Pediatric:   Level I  Level II 

Physician Specialty:   Trauma    Emergency Medicine 

Certification*:   ATLS    ATCN   
*If selected, you will have to provide certificate of ATLS or ATCN

Brief description of trauma background: 

Your signature certifies that the information provided in this application is correct. 

_____________________________________________________________________________________ 
Signature of Candidate        Date 
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