FCC Rural Health Care Pilot Program – Site Survey

General Information 
Bold items are required

1)
Legal Corporate name of facility:      
  
Federal Tax ID:      
2) 
Do you have more then one physical facilities? (Please fill out a questionnaire per physical site):

 FORMCHECKBOX 
No

 FORMCHECKBOX 
Yes, how many?     
3) 
Physical facility address (do not use a P.O. Box):

Street:
          
City: 
     
ZIP:      
County:      
4) 
Contact Person:

Name:
     

Title:
     
Phone:      

Second Phone:      
Fax:
     

Email:      
5) 
Contact Person’s Mailing Address, if different then physical facility address:

Street:
     
City:
     

ZIP:      
	6) Number of prescribing medical professionals
:      
7) Number of non- prescribing medical professionals
:      
8) Number of support staff:      
9) Number of computers:      
     How many have Internet 
     access?      



	10) Type of practice: (check all that apply)

 FORMCHECKBOX 
 Hospital, how many beds      
OR

 FORMCHECKBOX 
 Primary Care 

 FORMCHECKBOX 
 Specialist, please describe       

 FORMCHECKBOX 
 Medical Imaging 
 FORMCHECKBOX 
 Diagnostic Center

 FORMCHECKBOX 
 Other:      
11) Profit status?

 FORMCHECKBOX 
For profit, explain:     
 FORMCHECKBOX 
Non-profit, explain:     

	
	


Internet Connection 
12) What type(s) and speed(s) of internet connection do you currently have? (check all that apply)

	Type
	Quantity
 
	Total Bandwidth (in Mb)

	Service Provider

	USAC Supported?


	 FORMCHECKBOX 
 No Internet Access
	N/A
	N/A
	N/A
	N/A

	 FORMCHECKBOX 
Dial-up
	     
	      Mb
	 FORMDROPDOWN 

If other:     
	 FORMCHECKBOX 


	 FORMCHECKBOX 
DSL
	     
	      Mb
	 FORMDROPDOWN 

If other:     
	 FORMCHECKBOX 


	 FORMCHECKBOX 
Cable Modem
	     
	      Mb
	 FORMDROPDOWN 

If other:     
	 FORMCHECKBOX 


	 FORMCHECKBOX 
T-1
	     
	      Mb
	 FORMDROPDOWN 

If other:     
	 FORMCHECKBOX 


	 FORMCHECKBOX 
T-3/DS-3
	     
	      Mb
	 FORMDROPDOWN 

If other:     
	 FORMCHECKBOX 


	 FORMCHECKBOX 
Fiber
	     
	      Mb
	 FORMDROPDOWN 

If other:     
	 FORMCHECKBOX 


	 FORMCHECKBOX 
Wireless
	     
	      Mb
	 FORMDROPDOWN 

If other:     
	 FORMCHECKBOX 


	 FORMCHECKBOX 
Other, 

Please describe      
	     
	      Mb
	 FORMDROPDOWN 

If other:     
	 FORMCHECKBOX 



13) How much bandwidth do you think you need?

 FORMCHECKBOX 
Less then current level


 FORMCHECKBOX 
Same as current level


 FORMCHECKBOX 
Increase of      Mb


 FORMCHECKBOX 
Not sure

14) Specify your primary and secondary preferences for the level of internet service to be provided to this site.  See the “Technical Specifications for Health Care Network Access” for descriptions of the four levels (tiers) of service.  After a vendor has been selected to build the network, you will be given a cost estimate for each of the two levels of service you specify here.  You will then be given the opportunity to select a level of service or remove the site from the network.

Primary (choose one):


Secondary (choose one):

 FORMCHECKBOX 
  Tier 1 – 1 Gbps



 FORMCHECKBOX 
  Tier 1 – 1 Gbps


 FORMCHECKBOX 
  Tier 2 – 45 Mbps



 FORMCHECKBOX 
  Tier 2 – 45 Mbps


 FORMCHECKBOX 
  Tier 3 – 10 Mbps



 FORMCHECKBOX 
  Tier 3 – 10 Mbps


 FORMCHECKBOX 
  Tier 4 – 1 Mbps



 FORMCHECKBOX 
  Tier 4 – 1 Mbps

15) How do you use your current Internet connections?

 FORMCHECKBOX 
Online research

 FORMCHECKBOX 
Continuing education 

 FORMCHECKBOX 
Patient scheduling/registration

 FORMCHECKBOX 
Other patent communication

 FORMCHECKBOX 
Billing

 FORMCHECKBOX 
Insurance eligibility 

 FORMCHECKBOX 
Electric lab results retrieval
 FORMCHECKBOX 
Radiology or other reports retrieval 

 FORMCHECKBOX 
Telemedicine or Video Conferencing
 FORMCHECKBOX 
Sharing/transferring medical records

 FORMCHECKBOX 
Referrals or communication with other medical providers

 FORMCHECKBOX 
 Other:      
16) Do you have a redundant (automatic failover) Internet connection?

 FORMCHECKBOX 
Yes, explain      
 FORMCHECKBOX 
No

 FORMCHECKBOX 
Not sure
17) Do you have a network firewall?

 FORMCHECKBOX 
Yes

 FORMCHECKBOX 
No

 FORMCHECKBOX 
Not sure

18) Do you have VPN capabilities?

 FORMCHECKBOX 
Yes

 FORMCHECKBOX 
No

 FORMCHECKBOX 
Not sure

If yes:
Who do you connect to via VPN(s)?     
19) Do you have an intrusion protection system (IPS)?

 FORMCHECKBOX 
Yes

 FORMCHECKBOX 
No

 FORMCHECKBOX 
Not sure
20) Is emergency backup power available (i.e. a generator) at this site?

 FORMCHECKBOX 
Yes

 FORMCHECKBOX 
No

21) Would you like to manage the on-site equipment or have the vendor do it?

 FORMCHECKBOX 
 Facility managed equipment 

 FORMCHECKBOX 
 Vendor managed equipment 
Certifications

 FORMCHECKBOX 
I understand that each facility must follow FCC/USAC rules as prescribed in FCC Order 07-198 of November 16, 2007.
 FORMCHECKBOX 
The facility is in “good” standing with the FCC, State, county and local government.
 FORMCHECKBOX 
I under stand that each facility will have to sign a letter of agency with the Michigan Public Health Institute to issue the RFP and contract(s). 
 FORMCHECKBOX 
I understand that each facility will have to complete a pre-install survey and two post-install surveys per year for two years after install to illustrate how they are using the connection.
Survey complete by:

Name:
     
Title:
     
Phone:      

Fax:
     

Email:
     
� Include any medical provider that can prescribe medication, MD, DO, nurse practitioner, .


� Including nurses, ... 


� Number of this type of connection.


� Total bandwidth provided by this type of connection.  For example, T-1s provide 1.5 Mb per line but can be grouped together to provide more bandwidth.


� Who provides this connection? If you are not sure, look and see who the bill comes from.


� Is this connection support by the normal Rural Health Care Program of the Universal Service Fund (aka, USAC)?  






