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Enter main contact information below
First Name Last Name Title / Credentials

E-mail Phone

Enter nomination information below

Organization

Team Members

Address City State Zip

ASHRM | 155 N. Wacker Drive, Suite 400 | Chicago, IL 60606
Phone: (312) 422-3980 | Fax: (312) 422-4580 | E-mail: ASHRM@aha.org



1. Title of Patient Safety initiative or program. (Limitto 25 words)

2. Summary/Abstract. (Include references of research or literature reviews utilized) (Limit to 300words)

3. Explainthe Patient Safety goals of the initiative or program. (Limitto 500 words)
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4. Provide baseline data, data to show success and sustainability of the initiative or program. (Limit to 500 words)

5. Describe the interventions that were instrumental in achieving the results for the initiative or program.
(Limit to 300 words)

6. How can the initiative or program can be replicated in other health care facilities? (Limit to 200 words)

7. Explain how the initiative or program demonstrates innovation. (Limit to 150 words)
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8. Describe how the initiative or program promotes collaboration with other providers within the continuum of
care? (Limit to 150 words)

9. Demonstrate how senior leadership exhibited commitment to the initiative or program. (Limit to 150 words)

10. Submit any applicable appendices (i.e. tables and graphs) toashrm@aha.org
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