QUAD (/ 69 ot e, St 265 Highand P, L 00

(direct) 847.775.1970 | (fax) 847.775.1985
GLOBAL ACCREDITATION AUTHORITY .

Patients First. Always. info@QuadA.org

Facility Identification Form

Facility Class: DCLASS A DCLASS B DCLASS C-M DCLASS C
Facility Identification Number (Check one)

Name of Facility

Name of Facility Director (must be MD or DO) Email
Name of Office Manager or Head Nurse Email
Address Suite

City State Zip
Phone Fax

Website Billing Email

Name of Facility Owner, Controlling Stockholder and/or Beneficial Ownership (List additional names on separate sheet)

Facility State Licensure (If Applicable) Date

For new applicants only:

O Not Previously Accredited by Other Accrediting Organization
[0 Previously Accredited by Other Accrediting Organization

Name(s) of Other Organization:

Initial Survey Date Class
Last Re-Survey Date Class
X

Medical Director’s Signature Date
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