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Meaningful Use Stage 2 
Registration of Intent Form

	Registration for (select all that apply):

    |_|Electronic Laboratory Reporting
    |_|Syndromic Surveillance
	[bookmark: _GoBack]


Organization Information

	Organization/Provider 
Name: 
	
	

	
	
	



	Electronic Health Record (EHR) Vendor:
	
	
	

	

Organization/Provider
 Address:
	
	

	
	Street Address
	

	

	
	

	
	City                                                                     State                           
	Zip Code


Primary Project Contact

	Contact Name:
	
	

	
	First, Last Name
	Title



	Phone:
	
	Email
	

	
	
	
	
	
	

	I work for the Vendor
	YES
[bookmark: Check3]|_|
	NO
[bookmark: Check4]|_|
	                   I work for the provider/facility 
	YES
|_|
	NO
|_|



Back-up Project Contact

	Contact Name:
	
	

	
	First, Last Name
	Position



	Phone:
	
	Email
	

	
	
	
	
	
	

	I work for the Vendor
	YES
|_|
	NO
|_|
	                   I work for the provider/facility 
	YES
|_|
	NO
|_|

	
	
	
	
	
	


Connection Information

	Which transport mechanism do you plan on using for connection?
	Direct connection using Secure File Transfer Protocol
|_|
	Connection via the North Dakota Health Information Network
|_|



What is the date for the beginning of the reporting period for which you would like to attest? ______________________
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