
D E P A R T M E N T  OF  

H E A L T H , E D U C A T IO N , A N D  W E L F A R E  

O F F IC E  FOR C IV IL  R IGHTS  

WASHINGTON, D .C. 20201

HOSPITAL COMPLIANCE REPORT  
(Civil Rights Act Title VI)

Form Approved

Budget Bureau No. 85-R0030

Please  read the accompanying, instructions before completing this form. If your answers to any of th questions b low require  an 
explanation, use Port IV  R E M A R K S  and identify comment by part and item numb r. __________________ '

I. IDENTIFYING INFORMATION
 N a m e  o f  H O S P I T A L  S t r e e t  A D D R E S S

C I T Y ,  C O U N T Y  A N D  S T A T E

 

                            Z I P  C O D E  T E L E P H O N E  N U M B E R  ( I N C L U D E  A R E A  C O D E )

m e d i c a r e  P r o v i d e r  n o ._____________________  

Type of Control (Check one)

VOLUNTARY (NON-PROFIT) 
 □  Church 

2 □  Other (Specify)

G O V E R N M E N T  (N O N -F E D E R A L )
3  State s □  C ity
4 □  County e □  City-County

7 □  Proprietary 

8 □  Other (Specify)

 Licensed Bed capacity. 2 Current Bed Capacity.

II. PATIENT ADMISSION AND DISTRIBUTION

1 Does your facility have a policy of nondiscrimination that provides for patient adm issions, services, staff privileges 

and training programs without regard to race, color, or national origin? ,  Y e s 2  no

2 If “ yes ”  indicate date of policy

3  i s  t h i s  po licy  in writing?

4 Has it been announced to the public?

4 □ 'N o

8 □  No

Describe briefly any amendments to your civil rights policy or any implementation efforts made since the last 

compliance-report. (U se  port IV  R E M A R K S  or the reverse side of this form)

Indicate the number of patients by race of patient receiving any of the following types of care on one day. (Preferably 
the day before this report is  prepared) Indicate date-

T Y P E  O F  C A R E

I  O U T -P A T IE N T  S E R V IC E

T O T A L
( A L L )

A M E R I C A N
I N D I A N O R I E N T A L

S P A N I S H  
S U R N A M E D  
A M E R I C A N

a C L IN IC  S E R V IC E

k E M E R G E N C Y
© O TH ER

2 IN  P A T IE N T  C A R E

T O T A L

indicate below the number of minority group in-patients in the above census type of room assignment according 
to the following breakdown:

T Y P E  O F  R O O M  
 AS S I G N M E N T N E G R O

A M E R I C A N
I N D I A N O R I E N T A L

S P A N I S H  
S U R N A M E D  
A M E R I C A N

1 2 3 4

1 Number of minority patients in single  rooms or 
in room alone

2 Number of minority patients in semi-private or 
ward rooms having only minority patients

3 Number of minority patients in semi-private or ward 
rooms with one or more non-minority patie nts

4 T O T A L
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number of patients in today's in-patient census whose charges are paid in part or full by Medicare or

Office

 
type  O F  A I D

Of the secretary

T O T A L   
( A L L )

1

N E G R O

2

A M E R I C A N
I N D I A N

3

O R I E N T A L

4

S P A N I S H
S U R N A M E S
A M E R I C A N

5

1 Medicare
2 Public Welfare

What is the approximate percentage of minority group p o p u l a t i o n  in  t h e  g e o g r a p h i c  s e r v i c e  a r e a  f r o m  w h i c h  m o s t  ° f  your
pa t i e n t s  a r e  d r a w n ?

P resent status of Facility's Medical and Dental staff 
either on the staff or attending patients in this facility.

i n d i c a t e  i n  e a c h  c a t e g o r y  t h e  
n u m b e r  o f  p e r s o n s  w h o  a r e  

s t a f f  c a t e g o r i e s

 
 T O T A L  

ALL 

           N E G R O

2

A M E R I C A N
I N D I A N

1

O R l E N T A L

..................... "4

S P A N I S H
S U R N A M E D
A M E R I C A N

5

K i  a

1  F u l l  Staff Members

2 ,  C o u r t e s y  s t a f f
3 .  o t h e r s                                        

D E N T IS T S
 4 staff members

.

5 others                              

6 t o t a l

A re a ll services and facilities used routinely by all persons without regard to race  color or national origin? (i.e. 
entrances, adm issions offices, waiting room s, dining areas and cafeterias, recreation areas beauty salons, barber shops

toilet and lavatory facilities, other general service facilities, etc). 
Y e s   N o  I f  n o  s p e c i f y  w h i c h  a r e  (Use  .part IV  Remarks)

Indicate the number and status applications for medical and dental staff positions received by your facility during

 

    S t a t u s  o f  a p p l i c a t i o n

1 pending two years ago
2 received during last two years

3 Denied during last 2 years
4 approved during last two years5 pending now

6 T O T A L

Total all

1

n e g r o

2

American Indian

3

O R I E N T A L

4

S P A N I S H
S U R N A M E D
A M E R I C A N

5

To the best of your knowledge how many physicians of the  
service area?

m inority groups are in active practice in your geographic

D o  you have a tra i n i n g  p r o g r a m ?   Y e s     N O
If " y e s ” indicate the num ber of persons currently in  training in  each category b race of the participant. ( I f  this 
reporting period is  betw een  tra in ing  se ssion s g ive  tra in ing  data  fo r la st tra in ing  c la sse s. 

T R A I N I N G  C A T E G O R I E S  ^  O R I E N T A L  S U R N A M e

 
________________________________ T O

T A L ___________________________________ _____________________________ '
IV. REMARKS (U se  reverse side  of form if necessary)__________ _________________________

1 C E R T IF Y  TH A T  T H E  IN F O R M A T IO N  G IV E N  IS T R U E  A N D  C O R R E C T  TO  T H E  B E S T  O F  MY K N O W L E D G E  A N D  B E L IE F  (A  
false*  statement is  punishable by law: U.S. Code 18, Sec., 1001).

.

D A  T E
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