STS Participant Contact Form

FORM MUST BE COMPLETED FOR NEW PARTICIPANTS

AND FOR CURRENT PARTICIPANTS WITH UPDATES
ALL STS National Database Participants:

(Select one):  ________ NEW PARTICIPANT* 
         ________ CURRENT PARTICIPANT**


If current, enter Participant ID # (five digits): ____________________
*your site is joining a particular database for the first time; **making updates only to your current Participation Agreement
Section 1:
STS National Database Selection

New Participants: select the database (s) you intend to join.  Current participants: select your current database.

Adult Cardiac Surgery________   General Thoracic Surgery_______     Congenital Heart Surgery*_______
*If joining the Congenital Heart Surgery Database with an Anesthesiologist Participant please also send the Schedule B - Anesthesiologist Participant Signature Sheet and Participant Contact Form located at www.sts.org/databaseforms  
New Participants: Please list all the hospitals for which you intend to submit data.  Please also list the Hospital NPI # for each.  Refer to https://nppes.cms.hhs.gov to obtain the Hospital NPI #, if needed.

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Section 2 –  Vendor of STS Certified/Harvest Compliant Software

New Participants

1. List vendor of STS Certified/Harvest Compliant software: 
a. Software Vendor Name: ____________________________________________________

b. Software Vendor Full Retail Cost (REQUIRED for new Participants):
$_________________________________________________________________
Current Participants changing vendors
1. Send the following to STS prior to harvesting your site’s data.
a. Former STS Certified/Harvest Compliant Software used, and dates if known: 

_____________________________________________________________________

b. New STS Certified/Harvest Compliant Software vendor name:

_____________________________________________________________________

c. New Software Vendor Full Retail Cost (REQUIRED): $________________________

d. Date of Software Purchase: ____________________________________________

e. New software effective with which data harvest/surgery dates?

___________________________________________________________________
Section 3 – Contact Information (Fields marked with * are required)

National Database Participant : UPDATES

a) FAX all surgeon and vendor updates to Gerry Tarafa, STS Operations Manager at (312)202-5867
Surgeon Representative or Participant Surgeon Updates:  All participants with surgeon changes must inform STS. Complete Section 3 – Contact Information Section with the appropriate changes. Please note, if adding a surgeon, a signature on Schedule A is also required. (Schedule A can be obtained online at http://www.sts.org/databaseforms 
b) FAX all NON MD Updates to Duke Clinical Research Institute (DCRI) at (919) 668-7074

Complete the required information and select all appropriate roles for all contacts. If you are adding a surgeon you must include the NPI#.  Surgeon NPI can be located at https://nppes.cms.hhs.gov .   If making a surgeon Inactive, enter “as of” date below.
	For address, no P O Boxes please
	Check all appropriate roles for each

	*Name:  ___________________________________________________
	       ________ Surgeon Representative  

________ Participant Surgeon



	*Organization:  _____________________________________________
	________ Primary Data and File Contact

	  Department:  ______________________________________________
	________ Backup Data and File Contact

	                         ______________________________________________
	________ Data Quality Report Recipient

	  Title:  ____________________________________________________
	________ Contract Contact

	*Address:   _________________________________________________
	________ National Report Recipient

	 Address (line two) ___________________________________________
	________ Billing Contact

	*City:______________________________________________________   

*State/Province:____________   *Zip Code:  _____________________
*Country, if outside US and Canada: ___________________________
	________ PGS Billing Contact 

________ PGS Developer

	* Phone:  ______________  Ext: __________  *Fax: _______________

* EMAIL Address: __________________________________________                 * (SURGEON ONLY) This surgeon is Board Certified  Yes______  No_____

* (SURGEON ONLY) If Yes, list specialty: ___________________________

* (SURGEON ONLY) Surgeon NPI Number: __________________________
	* Please indicate: ADDING _________ or MAKING INACTIVE ___________
*INACTIVE AS OF DATE BELOW: _______/_______/20______

	*Name:  ___________________________________________________
	       ________ Surgeon Representative  

________ Participant Surgeon



	*Organization:  _____________________________________________
	________ Primary Data and File Contact

	  Department:  ______________________________________________
	________ Backup Data and File Contact

	                         ______________________________________________
	________ Data Quality Report Recipient

	  Title:  ____________________________________________________
	________ Contract Contact

	*Address:   _________________________________________________
	________ National Report Recipient

	 Address (line two) ___________________________________________
	________ Billing Contact

	*City:______________________________________________________   

*State/Province:____________   *Zip Code:  _____________________
*Country, if outside US and Canada: ___________________________
	________ PGS Billing Contact 

________ PGS Developer

	* Phone:  ______________  Ext: __________  *Fax: _______________

* EMAIL Address: __________________________________________                 * (SURGEON ONLY) This surgeon is Board Certified  Yes______  No_____

* (SURGEON ONLY) If Yes, list specialty: ___________________________

* (SURGEON ONLY) Surgeon NPI Number: __________________________
	* Please indicate: ADDING _________ or MAKING INACTIVE ___________
*INACTIVE AS OF DATE BELOW: _______/_______/20______


Use multiple copies if necessary.

	For address, no P O Boxes please
	Check all appropriate roles for each

	*Name:  ___________________________________________________
	       ________ Surgeon Representative  

________ Participant Surgeon



	*Organization:  _____________________________________________
	________ Primary Data and File Contact

	  Department:  ______________________________________________
	________ Backup Data and File Contact

	                         ______________________________________________
	________ Data Quality Report Recipient

	  Title:  ____________________________________________________
	________ Contract Contact

	*Address:   _________________________________________________
	________ National Report Recipient

	 Address (line two) ___________________________________________
	________ Billing Contact

	*City:______________________________________________________   

*State/Province:____________   *Zip Code:  _____________________
*Country, if outside US and Canada: ___________________________
	________ PGS Billing Contact 

________ PGS Developer

	* Phone:  ______________  Ext: __________  *Fax: _______________

* EMAIL Address: __________________________________________                 * (SURGEON ONLY) This surgeon is Board Certified  Yes______  No_____

* (SURGEON ONLY) If Yes, list specialty: ___________________________

* (SURGEON ONLY) Surgeon NPI Number: __________________________
	* Please indicate: ADDING _________ or MAKING INACTIVE ___________
*INACTIVE AS OF DATE BELOW: _______/_______/20______

	For address, no P O Boxes please
	Check all appropriate roles for each

	*Name:  ___________________________________________________
	       ________ Surgeon Representative  

________ Participant Surgeon



	*Organization:  _____________________________________________
	________ Primary Data and File Contact

	  Department:  ______________________________________________
	________ Backup Data and File Contact

	                         ______________________________________________
	________ Data Quality Report Recipient

	  Title:  ____________________________________________________
	________ Contract Contact

	*Address:   _________________________________________________
	________ National Report Recipient

	 Address (line two) ___________________________________________
	________ Billing Contact

	*City:______________________________________________________   

*State/Province:____________   *Zip Code:  _____________________
*Country, if outside US and Canada: ___________________________
	________ PGS Billing Contact 

________ PGS Developer

	* Phone:  ______________  Ext: __________  *Fax: _______________

* EMAIL Address: __________________________________________                 * (SURGEON ONLY) This surgeon is Board Certified  Yes______  No_____

* (SURGEON ONLY) If Yes, list specialty: ___________________________

* (SURGEON ONLY) Surgeon NPI Number: __________________________
	* Please indicate: ADDING _________ or MAKING INACTIVE ___________
*INACTIVE AS OF DATE BELOW: _______/_______/20______


Use multiple copies if necessary.

STS National Database Participant Roles and Descriptions

The Surgeon Representative* is identified by The Society of Thoracic Surgeons as the lead surgeon representative signing the Participation Agreement on behalf of the Surgeon Participant.  Only ONE MD can be assigned the role of Surgeon Representative.  All MDs (including the Surgeon Representative) sign Schedule A surgeon signature sheet.
The Participant Surgeon* is identified by The Society of Thoracic Surgeons as a participating surgeon whose data will be submitted to the STS National Database.  ALL SURGEONS, WITH THE EXCEPTION OF THE SURGEON REPRESENTATIVE, ARE TO BE IDENTIFIED ON THE CONTACT FORM AS "PARTICIPANT SURGEON".   The Participant Surgeon signs the Schedule A surgeon signature sheet below the Surgeon Representative.
The Primary Data and File Contact* receives all correspondence related to harvesting and reporting STS data. The Data Warehouse permits only one Primary Data and File Contact per facility.

The Backup Data and File Contact* assists the Primary Data and File Contact with matters related to harvesting and reporting STS data. The Data Warehouse permits more than one Backup Data and File Contact per facility. 

The Data Quality Report Recipient* automatically receives the Data Quality Report (DQR) via e-mail. The report provides information about the submitted data file and data that was accepted into the database, as well as any issues encountered with your data file or its submission. In response to the user’s request, the Data Warehouse permits more than one Data Quality Report Recipient per facility.  Due to the importance of the Data Quality Report, sites are encouraged to select more than one individual who can review the report for its accuracy.

The Contract Contact* handles the questions and concerns related to The Society of Thoracic Surgeons contractual issues. 

The National Report Recipient* is sent The Data Analyses of The Society of Thoracic Surgeons National Database report for distribution to the site staff. The Data Warehouse permits only one National Report Recipient per facility.

The Billing Contact* is the individual to be invoiced for the annual participation fees.  A valid mailing address is required.

The Participant Generated Software (PGS) Billing Contact* is the individual to be invoiced for the PGS fees outlined on the PGS Developer Agreement. A valid e-mail address, a valid mailing address, and a phone number are required.

The Participant Generated Software Developer* is defined as the programmer responsible for developing the facility’s software. A valid e-mail address and a phone number are required.

*Due to the importance of the email communications STS sends to participants, 
email addresses are now required.

STS will not enter any contact information without a valid email address.

New Participants: PRIOR TO PURCHASING A SOFTWARE LICENSE, THERE MUST BE A FULLY EXECUTED PARTICIPATION AGREEMENT IN PLACE WITH STS.
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Revised 1/5/2012          
       FAX SURGEON/VENDOR UPDATES to STS at (312)202-5867.  


Fax NON SURGEON UPDATES to DCRI at (919) 668-7074

