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[bookmark: _GoBack]Registration Information
Eligible Professionals and Eligible Hospitals planning to meet the Stage 2 public health measures in Kansas must register their intent to submit data the Kansas Department of Health and Environment (KDHE). This registration form must be submitted to KDHE within 60 days of the start of their Reporting Period.
This registration is for Stage 2 only. Stage 1 attestation information can be found at http://kdheks.gov/epi/meaningful_use.htm.
Stage 2 requires Electronic Health Record (EHR) systems be 2014 Certified EHR Technology (CEHRT).  Information on certified health IT products is available on the Office of the National Coordinator (ONC) website at http://oncchpl.force.com/ehrcert/ehrproductsearch.  
All required data (marked with *) must be entered and the form submitted. Incomplete forms will not be processed.
General questions
*Are you applying for Medicaid, Medicare, or Both?
[bookmark: Check1]	|_|    Medicaid	|_|    Medicare	|_|    Both
*Are you registering as an Eligible Professional or Eligible Hospital?
	|_|    Eligible Professional	|_|    Eligible Hospital
*For what KDHE public health measures are you registering your intent to submit to:
	|_|    KSWebIZ – Kansas statewide Immunization Information System
	|_|    EpiTrax – Electronic Lab Reporting (Eligible Hospitals only)
	|_|    Syndromic Surveillance Reporting
	|_|    Cancer Reporting (Eligible Providers only)
	|_|    Specialized Registry (Eligible Providers only – Infectious Disease Reporting)
*Are you a member of either the approved Kansas Health Information Organizations?
	|_|    Kansas Health Information Network (KHIN)
	|_|    Lewis and Clark Information Exchange (LACIE)
Attestation time period
[bookmark: Text1]*Attestation Start Date (format: mm/dd/yyyy):      
[bookmark: Text2]*Attestation End Date (format: mm/dd/yyyy):      

Organization Information
*Organization Name:      
*Organization NPI:      
*Meaningful Use Contact Person:      
Name:      
Phone:      
Email:      
LocatioN
*Name of Organization Location:      
*Location Address:
Street:      
City:      
Zip Code:      
Phone Number:      
*Are you registering for more than one location?
	|_|    Yes		|_|    No
Eligible Hospital CCN:      
Vendor information
*Name of Vendor:      
*Vendor’s Primary Contact:      
*Vendor Contact Email:      
*Vendor Phone Number:      

Email completed forms to MeaningfulUse@kdheks.gov
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