Optimizing Nutrition

S
for Georgia Newborns Ga@PQC

E n rol I me nt FO rm GEORGIA PERINATAL QUALITY COLLABORATIVE

Hospital Name*

Hospital Address
Indicate your level of participation :

D Learning Collaborative
Please provide your contact information

Name Email Phone Credentials

|

D Active Improvement Team
Please complete the rest of the form

Please indicate a setting. If your hospital is participating in both settings, please complete an
enrollment form for each one.

D Mother/Baby

~ NIcu

Physician or Advance

Practice Provider Champion

Project Champior I B B I

Semorteader |

By signing below, | acknowledge my understanding of the goals and expectations of Georgia
Perinatal Quality Collaborative and commit to full participation in the mutually agreed upon
initiative(s).
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