
 

 
 

   

 
 

  

 
 

 
  

 

   

missouri department of health and senior services 
section of health standards and licensure 

APPLICATION FOR ST-ELEVATION MYOCARDIAL INFARCTION (STEMI) 
CERTIFIED HOSPITAL DESIGNATION 

SECTION A 
organization’s stemi identification number 

in accordance with the requirements of chapter 190, rsmo, and the applicable regulations, this 
application is hereby submitted for designation as a stemi center. please complete all information. 
CURRENT STEMI CERTIFICATION ORGANIZATION AND LEVEL 

LEVEL I 
Joint commission, comprehensive
cardiac center 

HOSPITAL INFORMATION 

LEVEL II 
  american heart association, mission
lifeline percutaneous coronary
intervention (pci)/stemi receiving
center

  american college of cardiology, chest
pain with pci center

  american college of cardiology, chest
pain with pci and resuscitation center

  Joint commission, primary heart attack
center 

LEVEL III 
  american heart association, mission
lifeline non/pci stemi referral center

  Joint commission, chest pain center
  Joint commission, primary acute
myocardial infarction (ami) center

  american college of cardiology, chest
pain center

  Joint commission, acute heart attack
ready center 

telephone number name of hospital (name to appear on designation certificate) 

address (street and number) city zip code 

PROFESSIONAL INFORMATION 
chief executive officer 

stemi medical director 
(name, email, and contact phone number) 

SECTION B 

chairman/president of board of trustees 

stemi program manager 
(name, email, and contact phone number) 

The following should be submitted to the department as indicated:
 proof of stemi certification with the Joint commission, american heart association or american college of cardiology with the expiration 
date of the certification.

 copy of the final stemi survey results from the Joint commission, american heart association or american college of cardiology. 
If applying for Level III STEMI Center designation, the following should be submitted to the Department:

 formal agreement with level i or level ii stemi center for physician consultative services for evaluation of stemi patients. 
CERTIFICATION 

we, the undersigned, hereby certify that: 
a. we will annually and within thirty (30) days of any changes submit to the department proof of stemi certification with the Joint 

commission, american heart association or american college of cardiology. 
b. we will annually and within thirty (30) days of any changes submit to the department names and contact information of our medical 

director and the program manager of the stemi center. 
c. we will submit to the department a copy of our final stemi certification survey results from the Joint commission, american heart 

association or american college of cardiology within thirty (30) days of receiving such results. 
d. we will participate in the emergency medical services regional system of stemi care in our respective emergency medical services 

region as defined in 19 csr 30-40.302. 
e. we will participate in local and regional emergency medical services systems by reviewing and sharing outcome data and providing 

training and clinical educational resources. 
f. we will submit data to meet the data submission requirements outlined in section 190.241, rsmo, and 19 csr 30-40.760. 
g. we understand that our designation as a stemi center by the department shall continue only if our hospital remains certified as a stemi

center by the Joint commission, american heart association or american college of cardiology. 

date of application signed (chairman/president of board of trustees, owner, or one partner of partnership) 

signed (hospital chief executive officer) signed (stemi medical director) signed (director of emergency medicine) 

mo 580-3055 (11-19) ems 


	organizations stemi identification number: 
	name of hospital name to appear on designation certificate: 
	telephone number: 
	address street and number: 
	city: 
	zip code: 
	chief executive officer: 
	chairmanpresident of board of trustees: 
	stemi medical director name email and contact phone number: 
	stemi program manager name email and contact phone number: 
	proof of stemi cert: Off
	copy of the fina: Off
	forma: Off
	date of application: 
	Button_Save: 
	Button_Print: 
	Button_Reset: 
	CHK_LEVEL1: Off
	CHK_LEVEL2: Off
	CHK_LEVEL3: Off


