ILLINOIS CRITICAL ACCESS HOSPITAL NETWORK

CAH External Peer Review – Quality Review Form

· Please complete immediately upon receipt of Physician Report Form or Physician Report Form - Radiology and
Fax to ICAHN at 815-875-2990

	Hospital


	EPRN Coordinator



	Describe Case (general description)



	Name of Physician Reviewer:



	Specialty Reviewed:

	EPRN Case #:  AO ______


1.
Was the type of the review correctly addressed?



YES ____
NO____

2.
Was the review complete?


YES____
NO____

3.
Was the review completed in the appropriate time-frame


YES____
NO____

4.
Was there supporting evidence in the conclusion?


YES____
NO____

5.
Would you use this specialty reviewer again?


YES____
NO____

Quality Review Form Completed by _____________________________________



Signature/date

9/09 dre

