
	Central Texas Regional Advisory Council – TSA L
Member Information Sheet

	Agency Information

	Name of Agency:

	Physical Address:

	Mailing Address:


	City:
	State:
	Postal Code:

	Phone:
	Fax:
	Email:

	Primary Contact

	Name:

	Physical Address:

	Mailing Address:

	City:
	State:
	Postal Code:

	Phone:
	Fax:
	Email:

	Secondary Contact

	Name: 

	Physical Address:

	Mailing Address:

	City:
	State:
	Postal Code:

	Phone:
	Fax:
	Email:

	Additional Contact

	Name:

	Physical Address:

	Mailing Address:

	City:
	State:
	Postal Code:

	Phone:
	Fax:
	Email:

	



Committee & Workgroup Choices (Must Choose At Least One)

	 FORMCHECKBOX 
    Acute Care Committee (Stroke & STEMI) / 3rd Wednesday of every 3rd month
        Who: _____________________________________________________________________

 FORMCHECKBOX 
   EMS Operations Committee / last Wednesday of every month
        Who:_____________________________________________________________________
 FORMCHECKBOX 
   Emergency Preparedness & Response (EPR) Committee / last Wednesday of every month
        Who: ____________________________________________________________________

 FORMCHECKBOX 
    Disaster Behavioral Health Planning Committee / 2nd Tuesday of every month
        Who: ____________________________________________________________________

 FORMCHECKBOX 
    Hospital Care & Management Committee / last Wednesday of every month
        Who: ____________________________________________________________________

 FORMCHECKBOX 
    Injury Prevention/Public Education Committee / last Wednesday of every month
        Who: ____________________________________________________________________

 FORMCHECKBOX 
    Performance Improvement Committee / last Wednesday of every month
        Who: _____________________________________________________________________

 FORMCHECKBOX 
    Medical Advisory Board Committee / 3rd Wednesday of every 3rd month
        Who: _____________________________________________________________________

 FORMCHECKBOX 
    Emergency Healthcare System Plan Workgroup / scheduled as needed
        Who: _____________________________________________________________________
 FORMCHECKBOX 
    Pediatric Committee / last Friday - TBA
        Who:_____________________________________________________________________

 FORMCHECKBOX 
    Child Fatality Review Team / last Friday – TBA
        Who:_____________________________________________________________________



	Please list any suggestions, comments, or concerns . . . . .

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________




Name of Person Completing this Form: 
Signature:  _______________________________________________________________________

Date: 
Please return completed form to:

                                                             Administration
CTRAC – TSA L
P.O. Box 729
Belton, TX  76513
              Or

Email:  admin@TSA-L.com
                                                                         Or

                                                           Fax (254) 770-2382

