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Rural Hospital Flexibility Program Performance Improvement
RFP #

Applicant: ___________________________________________________________________________
Contact Person
_______________________________________________	
Name							
_______________________________________________	
Title							
_______________________________________________	
Address							
_______________________________________________	
_______________________________________________	

(        )							  
_______________________________________________	
Phone							
_______________________________________________	
Email							
Total Amount Requested: ______________________________

I, ______________________________________, for and on behalf of the applicant organization(s), signify that the following information is true and accurate to the best of my knowledge and that the above named network/organization agrees to abide by the terms of this application and is fully able and willing to carry out the terms of the project.
			____________________________________________________________
			Signature
			_________________________________________________________________
			Title
			______________________________
			Date
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New York State Rural Hospital Flexibility Program
Health Research Inc./NYS Department of Health
Karen Madden




