
EXHIBIT 168  
 

ORGAN PROCUREMENT ORGANIZATION REPORT FORM  
 

1.   Name of OPO 2.   Street Address 3.   City and/or Country  
 ____________________ _________________________ _______________________________
4.   State:  5.   Zip Code 6.   Medicare OPO Number  
____________________ _________________________ _______________________________
7.   Name of CEO 8.   State/Region Code  9.   Dates of Review (Begin/End Date 
____________________ _________________________ _______________________________
10.   Review End Date 11. Type of Review 

      Initial  
      Review  

12.   Facility Service Area (Include 
Map With Service Area clearly 
marked)  

____________________ _________________________ _______________________________
13.   List Surveyors' Names and Titles  
 
For Certification:   I certify that I have reviewed each Condition for Coverage and related 
Standard(s) and unless indicated on this form, the Organization was found to be in compliance 
with the Standard and/or the Condition for Coverage.  
  
Signature:____________________ Title:_____________________ Date: _____ 
Signature:____________________ Title:_____________________ Date: _____ 
Signature_____________________ Title:_____________________ Date: _____ 
Signature_____________________ Title:_____________________ Date: _____ 
  
For Review:     For purposes of a review, I certify that I reviewed each Condition for Coverage and 
related Standard(s) found not to be in compliance during the review on ________________and 
unless indicated on this form, the facility was found to be in compliance with the standard and/or 
the Condition for Coverage. 
  
Signature:____________________ Title:_____________________ Date: _____ 
Signature:____________________ Title:_____________________ Date: _____ 
Signature_____________________ Title:_____________________ Date: _____ 
Signature_____________________ Title:_____________________ Date: _____ 
Signature:____________________ Title:_____________________ Date: _____ 

 
 


