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Gynecology Surgery “Center of Excellence” Hospital Application (GCOE)


Date Application Filled Out   _____________________

Hospital / Institute Name:__________________________________________________________
Address:__________________________________________________________________________
City:____________________________________ State:________________ Zip Code:___________
Country:______________________________________
Hospital Phone:_____________________________*Website:_____________________________
CEO:________________________________________________ Phone:______________________
CMO:_______________________________________________Phone:_______________________
Director of Surgery:__________________________________  Phone:______________________ 
Administrative Assistant:______________________________  Phone:_____________________ 
Contact Representative
(person completing application):_______________________________Phone:_________________
Email:______________________________________________ Fax:_________________________
Other:___________________________________________________________________________
Please Describe:__________________________________________________________________






Academic Affiliation(s):
Do you have MIS Fellowship training program?:
If yes, please list:
Specialty:______________________________________________Number of Fellows:_______
Specialty:______________________________________________ Number of Fellows:_______
Specialty:______________________________________________Number of Fellows:_______
Specialty:_____________________________________________ Number of Fellows:_______
Unique Services Offered at your Institution(s): Please check all that apply
______   Urogynecology
______   GYN Oncology
_______ Reproductive, Endoocrine, Infertility Medicine
_______Endometriosis Pelvic Pain

Is your Hospital?:
Choose all that apply:
_____ Community Based (Corporate Chain)
_____ Community Base (Locally Owned)
_____ Private Academic
_____ County
_____ City 
_____ University / State Owned Academic
_____ For profit
_____ Non-profit
_____ Other, please 
Explain:____________________________________________________________________




1. Other Hospital Location(s):
Name:____________________________________________________________________________
Address:__________________________________________________________________________
City:___________________________________ State:________________ Zip Code:___________
Country:______________________________________
Website:______________________________________
CEO:_________________________________________ Phone:____________________________
COO:________________________________________ Phone:_____________________________
Physician Relation Representative:___________________________ Phone:_______________


2. Other Hospital Location(s):
Name:____________________________________________________________________________
Address:__________________________________________________________________________
City:______________________________________ State:________________ Zip Code:_________
Country:______________________________________
Website:______________________________________
CEO:_________________________________________ Phone:____________________________ 
COO:________________________________________ Phone:_____________________________ 
Physician Relation Representative:___________________________ Phone:________________


Robotics
Do you offer Robotics?:__________________
If yes, how many?__________What system?    Si____Sie____Xi___
How many robotic procedures per year?:_______________
GYN______________ Gen. Surg:______________ Urology:____________Other___________


Operative Room Type(s):
Do you have dedicated MIS  Rooms?:_______________
If yes, how many?:_____________
Are your MIS rooms integrated?:______________Do you have towers?______________

Name of GYN Coordinator 
______________________________________________________________________________
Number of Physicians affiliated with your OB/GYN Department:  
______________________________________________________________________________
Name of GYN Physician Director of the MIS GCOE 
______________________________________________________________________________


Designated AIMIS Surgeons in Your Program:
1._____________________________________________________Specialty___________________
2._____________________________________________________Specialty___________________
3._____________________________________________________Specialty___________________
4._____________________________________________________Specialty___________________
5._____________________________________________________Specialty___________________










Hospital-Based GYN Surgeries:  Data Collection 2018
The Following Are Surgeon-Based Codes
(Procedure codes can be located in current coding manuals)

	**Procedure (CPT-Codes)
	
	Number of Completed Cases in 2018

	LSH 
all inclusive w/ or /wo adnexa
	
	Total =
SS =                    RA =  

	TLH 
all inclusive w/ or /wo adnexa /nodes
	
	Total =
SS =                    RA =  

	LAVH 
all inclusive w/ or /wo adnexa
	
	Total =
SS =                    RA =  

	TVH 
all inclusive w/ or /wo adnexa
	
	

	TAH 
all inclusive w/ or /wo adnexa/ nodes
	
	



Please break out Straight Stick and Robot Assist as part of the total number










	
Hospital Name:_________________________________________________________________
Year of 2018
Instructions:  Please complete the above data collection for AIMIS review.  We would like to collect the following:
Total number of procedures, conversions to open, readmissions (note this will be first admits for same day surgery) and complications. 

	Procedure codes can be located in current coding manuals 
	LSH all inclusive w/ or /wo adnexa
	TLH all inclusive w/ or /wo adnexa
	LAVH all inclusive w/ or /wo adnexa
	TVH all inclusive w/ or /wo adnexa
	TAH all inclusive w/ or /wo adnexa

	Converted to Open:
ICD9 Code V64.41
	
	
	
	
	

	Re-Admission

	
	
	
	
	

	Pelvic Abscess  N73.9

	
	
	
	
	

	Hematoma l 97.62

	
	
	
	
	

	Hemorrhage 998.11

	
	
	
	
	

	Post Op Infection/Cystitis
T81.4XXA
	
	
	
	
	

	Puncture/Laceration
Ureter N99.71/N99.72
	
	
	
	
	

	Puncture/Laceration
Bladder N99.71/N99.72
	
	
	
	
	

	Puncture/Laceration
Bowel K91.71/K91.72
	
	
	
	
	

	Dehiscence T81.31Xa/
T81.32XA
	
	
	
	
	

	TOTAL COMPLICATIONS:
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Membership Checklist and Institution Needs



1._____Hospital GCOE Application

[bookmark: _GoBack]2._____Contact Information of Person Completing Form 

3._____Hospital Biography

5._____Payment $7,500

6.______Options to submit application:

· Scan & Email to phyllislynam@aimis.org

· Mail:  13506 Summerport Village Pkwy, Box 253, Windermere, FL 34786



Website link information and contact:___________________________________________
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