
 

 

 
Hospital Request for Information 

 

 

Name of Hospital: ________________________________________________ 
 
Hospital Address: ________________________________________________ 
 
E-mail address: ________________________________________________ 
 
Phone Number: _______________  Fax Number:  _____________ 
 
Contact:  ________________________________________________ 
 
1.  Licensed Beds: _______________ 
 
     Open Acute Care Beds:  __________ 
 
2.  Does the hospital have any globally priced services that include anesthesia fees? 
 
     _______________________________________________________________ 
     Please provide details: 
 
     _______________________________________________________________ 
 
     _______________________________________________________________ 
 
     _______________________________________________________________ 
 
3.  Principle reason for looking at anesthesia alternatives: 
 
     _______________________________________________________________ 
 
     _______________________________________________________________ 
 
     _______________________________________________________________ 
 

 Anesthesia Department Staffing: 
 

 Number of Anesthesiologists currently on staff?     ____________________ 
 Employee or Independent contractor status?          ____________________ 
 If employee, who employs?      ___________________________________ 
 Compensation package?          ___________________________________ 
 How much vacation time is taken by MDA’s?     _____________________ 
 Do any of the MDA’s have specialty training?     _____________________ 
 Explain:  _____________________________________________________ 
 Describe the relationship between the surgeons and MDA’s:  ___________ 
       ____________________________________________________________ 
Please attach MDA’s/CRNA’s current benefit package i.e. health insurance, 
disability, malpractice, retirement, others. 
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5.  CRNA Staffing: 
 

 Number of CRNA’s currently on staff?    ___________________________ 
 Employee or Independent Contractor status?  _______________________ 
 If Employee, who employs?    ____________________________________ 
 Compensation package (CRNA’s):   _______________________________ 

 
6.  Does your current group utilize Locum Tenens coverage in any capacity? If so, 
     please explain ____________________________________________________ 
      
     ________________________________________________________________ 
 
7.  Does the current staffing model meet the service needs?   _________________ 
     If not, please explain:   _____________________________________________ 
       
     _______________________________________________________________ 
 
8.  Current Services: 
 

 Is the current group under contract with your hospital?  Yes    No 
 If yes, what is the contract term?  ________________________________ 
 Is the contract exclusive to this hospital?  Yes     No 

If no, what other hospital does the group provide services?  ____________ 
 
____________________________________________________________ 

 Does your hospital have “An Open Medical Staff”?  Yes    No 
 Does the hospital subsidize anesthesia?    Yes     No 
 If yes, how much subsidy is provided annually?  ______________________ 
 Does any of the professional staff, Anesthesiologists/CRNA’s belong to a union?  

Yes     No     
If yes, please explain:  ___________________________________________ 
 
_____________________________________________________________  

  
9.   Does the hospital bill for anesthesia services?  Yes     No 
      Does the hospital bill for Physicians?   Yes     No 
      Does the hospital bill for CRNA’s?   Yes     No 
 
10.  Operating Rooms: 
 

 Total number of Operating Rooms available?  _______________________ 
     Heart Rooms?  _____________          Cysto?  ____________________ 

 Do you require a standby heart room?   ____________________________ 
 Number of Operating Rooms staffed by Anesthesia after 3pm?  _________ 
 Is there a holding area for pre-op patients?  _________________________ 
 Do you offer elective surgical cases to be performed on Saturday?   

Yes     No 
If yes, how many rooms do you operate on Saturday?   ________________ 

 What are the hours of operation on Saturday?  _______________________ 
 What is the current Anesthesia call schedule?    ______________________ 

For weekdays?   _______________________________________________ 
For weekends?   _______________________________________________ 

 
 
 



3 

 

11.  Do you require 24-hour in-house Anesthesia?   _________________________ 
       (In addition to 24-hour per day, 7 days per week call coverage/emergency response) 

 
12.  Are you a designated Trauma Center?  Yes     No       What Level?  _________ 
 
13.  Does the Anesthesia Department provide OB epidurals?   _________________ 
       Annual volume?   _________________________________________________ 
 

 Number of labor and delivery rooms available?  ________________________ 
 OB suite location?    _____________________________________________ 
 Annual number of deliveries?  __________  What percentage of deliveries are 
       C-sections? ___________ 
 

What is the current Methodology for Billing Labor and Delivery—Flat Rate, Cap First 
Hour with add on for each hour? ______________________________________ 
 
Does the group have any Cosmetic Surgery Agreements with Cosmetic Surgeons? 
If yes, what methodology is used for setting fees and collecting pre-payments? 
_________________________________________________________________ 

 

14.  What is the current Anesthesia Group charging per unit?  ___________________ 
       Is this for 10 or 15 minute units?  _____________ 
 
15.  Total number of Annual Anesthesia minutes – if known?  ____________________ 
 
16.  Do you currently have Chronic Pain Management Services provided by the   
       Anesthesia Group?   ________________________________________________ 

 If not, would you like to explore this opportunity for the future? _____________ 
 
17.  Please describe the areas that need improvement regarding Anesthesia:  ______ 
       _________________________________________________________________ 
        
       _________________________________________________________________ 
 
18.  Do you have Anesthesia Techs supporting Anesthesia?  ____________________ 

 If so, how many?   __________________________ 
 Are they employed by the hospital?  _____________ 

 
19.  Is your facility a teaching hospital?  Yes     No 

 If so, what is the required MDA to anesthesiologist resident ratio?  __________ 
 What is the required CRNA to student CRNA ratio?   _____________________ 
 Please specify, if any, any additional teaching or training responsibilities of; 

- staff anesthesiologists ____________________________________________ 
   ______________________________________________________________ 
   ______________________________________________________________ 
- staff CRNAs   ___________________________________________________ 
   ______________________________________________________________ 
   ______________________________________________________________ 

 
20.  Do you currently have a designated anesthesiologist as department medical 
       director?  __________________________________________________________ 
       If yes, please provide name and a job description. 
 
21.  Do you currently have a designated CRNA as the chief CRNA?  _______________ 
       If yes, please provide name and a job description. 
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22.  Please provide current department budget 
 
23.  Please provide the hours of coverage by number of rooms 
 
24.  Please provide call coverage expectations 

 
25. Please provide the following billing and collection information for the past two years, 
(or) we will extrapolate anesthesia revenue. 
 
         This data should be provided for each month (Month 1 – Month 24) 
 
         Gross Charges   _____________________________ 
 
         Collections    ________________ (Gross or Net defined) 
 
         AR    ______________________ (AR dollars for each month end) ___ 
 
         AR by payer   _________ (Same as Above) ________________ 
 
         Adjustments/write-offs _______ (Same as Above) ________________ 
 
         Bad Debt_____________  
 
        Volume of cases for each of the months ______ Cases defined as Doctor only or 
care team, or other measurement such as procedures 
 
         Number of times units/on-timed units ___________ 
 
Please provide data in this format if possible: 
 

 Month One 

Gross Charges  

Payments  

Adjustments  

Volume (Cases/Procedures-Defined)  

Units  

AR ( At end of each Month)  

Bad Debt  

 
Number of Surgeries Using Anesthesia by Diagnosis 

 

 In Pt. Out Pt. Total 

Cardiac CABG                                        

Valve Replacements                          

Pacemakers    

ENT    

General Surgery    

Neuro    

GYN (including C-sections)    

OB (number of epidurals)    

Ophthalmology    

Orthopedic    

Other (oral/oncology/all other)    
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Plastic (reconstructive & cosmetic    

Thoracic    

Urology    

Vascular    

GRAND TOTAL of surgeries    

Using Anesthesia    

Do not include Local Anesthesia not performed by the Anesthesia Department. 
 

Annual Patient Financial Class for Surgery Cases: 
 

 In Pt. Out Pt. Reimbursement 

Blue Cross % % $                 per unit 

Champus/Gov.etc.    

Commercial    

HMO/Blue    

PPO/Blue    

Managed Care    

Medicare    

Medicaid    

Other/Charity etc.    

Self-pay    

Workman’s Comp    

 
 

* Please attach hospital’s list of the Top Ten Surgical CPT-4 codes for the last 12 months. 
 
* Please attach a listing of managed care contracts the hospital currently has executed.                                                                

 


