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Health Information Technology Technical Assistance (HIT TA)

Request Form

Section I – HRSA Supported Program Information
	1. Contact Name*
	First Name:                                Last Name:

	2. Grantee Name*
	First Name:                                Last Name:

	3. Grantee Number*
	

	4. City, State & Zip code*
	City:                               State:                               Zip code:

	5. EIN Number*
	

	6. UDS Number (BPHC Grantees Only)
	

	7. Contact Phone Number*
	

	8. Fax Number
	

	9. Email Address*
	

	10. Type of HRSA Grant(s) 
	 FORMCHECKBOX 
Network 330    FORMCHECKBOX 
BPHC 330     FORMCHECKBOX 
MCHB      FORMCHECKBOX 
 HAB 

 FORMCHECKBOX 
 Rural – CAHHIT   FORMCHECKBOX 
 Rural HIT Network   FORMCHECKBOX 
Other Rural

 FORMCHECKBOX 
IHS

	11. Other Federal Funds / Grants
	 FORMCHECKBOX 
IHS  FORMCHECKBOX 
VA  FORMCHECKBOX 
AHRQ  FORMCHECKBOX 
SAMSA  FORMCHECKBOX 
CMS Medicare Transformation Grant  FORMCHECKBOX 
Other (Please Specify): 

	12. Project Officer for HRSA Grantee requesting TA*
	First Name:                                Last Name:

	13. Number of years in existence
	 FORMCHECKBOX 
 <1     FORMCHECKBOX 
 1-3     FORMCHECKBOX 
  4-6    FORMCHECKBOX 
 >6

	14. Number of years of HRSA support
	 FORMCHECKBOX 
 <1     FORMCHECKBOX 
 1-3     FORMCHECKBOX 
  4-6    FORMCHECKBOX 
 >6

	15. Name of person to complete HIT TA Evaluation*
	First Name:                                Last Name:

	16. Email Address of person to complete HIT TA Evaluation*
	


Section II – Grantee Self-Assessment of TA Needs

1. Is this TA for an Open Source or Public Domain Product:   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
2. Have you utilized the following HRSA HIT Resources prior to requesting TA:

HRSA Health IT Community (Portal, Relevant Webinars):    FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No
HRSA Health IT Tool Kit:   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
  No
3. Please indicate below the type of HIT TA services you are requesting by circling the category and checking the specific function(s) to be provided for this request.

Readiness:
Contracting:

Implementation:


 FORMCHECKBOX 
 Environmental Scan
 FORMCHECKBOX 
 RFP Assistance


 FORMCHECKBOX 
  Implementation of system

 FORMCHECKBOX 
  Readiness Evaluation
 FORMCHECKBOX 
 Evaluating Proposals
 FORMCHECKBOX 
  Work Flow Analysis

 FORMCHECKBOX 
 Needs Analysis
 FORMCHECKBOX 
 Vendor selection


 FORMCHECKBOX 
  Testing

 FORMCHECKBOX 
  Board/Leadership/Staff Buy-in
 FORMCHECKBOX 
 Contract negotiations

 FORMCHECKBOX 
  Disaster Recovery

 FORMCHECKBOX 
  Other:_________________
 FORMCHECKBOX 
  Other:_________________

 FORMCHECKBOX 
  Interfaces


 FORMCHECKBOX 
  Templates






 FORMCHECKBOX 
  Other:________________
Sustainability:


Reporting:



Evaluating:

 FORMCHECKBOX 
 EHR



 FORMCHECKBOX 
  Population Health Reports

 FORMCHECKBOX 
  EHR



 FORMCHECKBOX 
 Other HIT systems


 FORMCHECKBOX 
 Health Disparities Reports

 FORMCHECKBOX 
  Clinical Outcomes/Processes
 FORMCHECKBOX 
 Open Source


 FORMCHECKBOX 
  HRSA Reports

 FORMCHECKBOX 
 HIE



 FORMCHECKBOX 
 Clinical Measures Reports



 FORMCHECKBOX 
 Other:_______________

 FORMCHECKBOX 
 Other:_____________________
Advanced / Other:





 FORMCHECKBOX 
 Quality Improvement









 FORMCHECKBOX 
 Corporate Governance / Structure








 FORMCHECKBOX 
 Privacy & Security


 FORMCHECKBOX 
 Legal / Regulatory Stark






 FORMCHECKBOX 
 Other:_______________



4. Details of TA requested by grantee*

a) Please define the issue/problem to be solved or addressed.

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

b) What would be the desired outcome of the technical assistance you receive? 
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
c) If applicable, please list the benefit to HRSA Supported Program.

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

5.  The need for onsite TA will be assessed. If applicable, please identify the peer(s)/consultant(s) you would like to provide this TA. (List in order of preference)
	Name
	Organization
	Expertise
	Phone No. 
	Email

	
	
	
	
	

	
	
	
	
	


6. Please indicate the preferred date(s) and alternate date(s) you wish to receive your HIT TA.  Allow 4-6 weeks for processing, with reference to onsite TA.
Preferred date(s) ____/____/____ to ____/____/____
Alternate date(s) ____/____/____ to ____/____/____
After completion of Sections I & II, please return this request form to your Project Officer for your Primary Grant HRSA and/or OHIT HIT TA Staff at HealthIT@hrsa.gov.
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