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1 Does your facility have a policy of nondiscrimination that provides for patient admissions, services, staff privileges
'~ and training programs without regard to race, color, or national origin? | (— Yes 2 [ No

:2 If “'yes’ indicate date of policy

4 Has it been announced to the public? : ‘ 5 (ﬁ Yes ¢ [ No

Descnbe brietly any amendments to your civil rights policy or any implementation efforts made since the last
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IV REMARQS (Use reverse side of form if necessary)
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