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RETURN by FAX/EMAIL to 519-663-3497 harriski@lhsc.on.ca
Attention: Kim Harrison
1. Doctor who is most responsible for the Heart Failure Clinic ________________________________________________

2.  
Details of Heart Failure Clinic 

· Name of Clinic





__________________________________________________

· Based in hospital, community office, other, etc?

__________________________________________________

· Approximate number of patients
currently followed
__________________________________________________

3.
MD’s willingness to share all unidentified data in the national database

(circle one)
YES

NO


(will receive quarterly reports of your data)

4. Our centre will only enter data in the CHFN database if patient has given written 
(circle one) 
YES

NO
informed consent











5.
Can your internal IT support a SQL server? 




(circle one)
YES 

NO

6.
List of director/contact person, doctors, nurses, other staff


MD Director
Name ____________________________________________________________________________________

Address __________________________________________________________________________________



Telephone Number ________________________________Fax Number _______________________________

Email ___________________________________________

Additional names of Doctors involved in clinic

· ____________________________________________
Email ___________________________________________

· ____________________________________________
Email ___________________________________________

· ____________________________________________
Email ___________________________________________

· ____________________________________________
Email ___________________________________________

Lead Nurse Coordinator in clinic

Name ________________________________________________________________







Address_______________________________________________________________






Telephone Number _______________________Fax Number ____________________



Email __________________________________


Additional names of other nurses involved in clinic

· ____________________________________________

· ____________________________________________

· ____________________________________________

Names of other key staff involved in clinic with their responsibilities (e.g. Secretary, Data Entry, Pharmacist, etc.)

· ____________________________________________

· ____________________________________________

· ____________________________________________

Having received this information sheet and confirmation of your desire to join the Network, your application will be reviewed by the CHFN Steering Committee
MANY THANKS

Signature: ____________________________ Print Name: ____________________________
Date: __________________

