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Customer Information Sheet: PS/ALI 

Please enter your information in the blanks provided.  Feel free to add more

Space, if more detail is required.

Customer Name:_________________________

Street Address: __________________________

City:


_____________________

State: 


__        Zip: ___________

Main Phone number: (___)-___-_____

DID Ranges     ___________________



___________________

FACILITY Questions

How many buildings are supported by the pbx? _______

Describe the layout of the service area of the pbx: 

Business Campus, Multiple Buildings interconnected via walkway

Hotel/Motel property: Hi-Rise, Multi-Unit, 1 switch/Two Properties

Circle or Highlight the most appropriate and add any description below:

PBX Make:_____________________

PBX Model: ____________________

Software Revision: _______________

Local Service Provider: ____________

Local Service Type: Lines, Analog Trunks, or ISDN PRI

If PRI, is Calling Station Identification enabled?

If not PRI, do you have a spare analog port card for installing a CAMA trunk?

TENNANT / RESIDENT Questions

Do the residents or tenants move around within the facility frequently? Yes/no

If yes, are numbers reassigned to the resident/worker’s new location? Yes/no

If no, may we assume that a number stays with its physical location, regardless of whom is using the office/room/apartment? Yes/no

Are cordless telephones popular at this facility? Yes/no

What is the “average” age of the tenants?

If over 65, do you wish to have an online listing of health records, tied to the telephone number? Yes/no

What prompted you to persue PS/ALI for this location?

__ State Mandate

__ Insurance Mandate

__ Liability Insurance reduction

__ Value-Added service

__ Other: Please Specify _______________________________________

ADMINISTRATION

How many PS/ALI records will need to be built initially: __________

How often do you expect information changes need to be made?  

__ Rarely

__ Monthly

__ Every Semester

__ Every Quarter

__ Every Year

Who will be the designated staff person that will be our point of contact for this activity?

Name: _________________

Title: __________________

Phone: _________________

Email: _________________

Does this person have the ability to transmit email attachments in MS WORD, MS Excel, or MS Access? Yes/no

Please email this back to Competitive Network Solutions, Inc at Sales@CompetitiveNetworkSolutions.com so that we can begin our analysis.

